
Patients’ low health literacy is a 
‘significant threat’ to quality care
Problem has only begun to be addressed

Although some estimates indicate that it adds as much as $73
billion in annual health care expenditures in the United States,
low health literacy has received surprisingly little attention

from the health care community. In recent years, the momentum
appears to have shifted a bit, but health literacy experts are not at all
satisfied with the progress made to date.

“Health literacy is the inability to read, understand, or act on health
information,” explains Herman I. Abromowitz, MD, president of the
American Medical Association’s AMA Foundation in Chicago. “We
think recognition of the problem could be a lot higher.” 

While no formal study has been conducted to measure health liter-
acy, the 1992 National Adult Literacy Survey reported that as many as
44 million of the adult population of 191 million were functionally
illiterate. A full 48% could not read or understand a bus schedule, and
21% could not read the front page of a newspaper. That’s why the
foundation has made health literacy its “signature” program. “I see a
direct correlation between understanding health care information and
maintaining good health,” notes Abromowitz. “It should be of fore-
most concern in how to properly treat patients.” (For a fact sheet
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• Some estimate low health literacy costs the United States $73 billion
annually.

• The American Medical Association’s AMA Foundation identifies the
problem as its “signature” program.

• Understanding instructions is critical to the improvement of health status.
• Creating a shame-free environment for patients enhances learning

and understanding. 

Key Points



summary on the impact of low health literacy,
see box, p. 63.)

“Low health literacy is a newly recognized prob-
lem,” adds Ruth Parker, MD, associate professor 
of medicine at the Emory School of Medicine in
Atlanta. “There’s been broader attention to the 
subject in the last five years. “There certainly are 
a lot problems; the issue is very underrecognized
by most health care practitioners,” she continues.
“There are many patients who struggle with health
literacy problems — perhaps [more than] one-third

of them. Many of them don’t realize their own
struggles, or they are embarrassed by them. It’s
hard to admit you don’t know something; nobody
wants to look dumb.” 

Parker first became interested in the topic 10
years ago during a clinical study, when one of 
the findings was that the patients were not able 
to read the survey instrument. “When we looked
at the literature, most of what we saw focused
solely on reading levels,” she recalls. “Our con-
cern is what we call functional health literacy —
not just pronunciation, but reading and under-
standing concepts, and applying those concepts
to impact your health. So we began by finding
ways to measure patients’ ability to understand
and to follow up on medical instructions.”

“The ability of a patient and provider to work
together to ensure that the patient has a very con-
crete understanding of his or her health status, or
disease if they have one, is absolutely critical to
assuring that the patient will play a lead role in
improving his or her health status,” notes Barbara
DeBuono, MD, MPH, medical director of public
health for Pfizer Inc. in New York City. 

“It’s one thing to write a prescription and give
it to a patient. It’s quite another to explain that
prescription: ‘Here’s what I’m writing it for, and
why;’ what the medication feels like; how to take
it. We can assure the quality of care delivered and
care received is improved and enhanced by care-
givers and patients contributing to an effective
communication interchange. The patient asks
good questions, and the physician is sensitive to
the patient’s specific needs. Health literacy is a
piece of that — the ability to read brochures or
even the prescription the physician gives,” she
says. 

A patient with low health literacy presents a
significant challenge to quality care because, by
definition, he or she is “a setup for misinforma-
tion, miscommunication, and mistakes, all of
which have a whole lot to do with quality,”
Parker notes.

In the case of a mammography screening, if 
the patient is not able to understand a commonly
used pamphlet that explains how often and at
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COMING IN FUTURE MONTHS

AMA Foundation Offers
Health Literacy Guidelines

According to the American Medical Society’s
AMA Foundation in Chicago, little scientific

research exists on effective solutions for improv-
ing health literacy. Its survey of communication
and health educators yielded the following 
recommendations:
✔ Speak slowly.
✔ Use “chunks and checks” technique; pro-

vide the patient with two to three concepts at
a time and check for understanding.

✔ Avoid technical jargon.
✔ Employ a “teach-back” technique, in which

the patient repeats the instructions given by
the physician.

✔ Modify written language:
• Use the active voice.
• Write simple instructions for patients to take 

home.
• Read and review instructions with the patient.

✔ Create a shame-free environment:
• Review all procedures with office staff to 

simplify language. 
• Set policy to offer assistance with paperwork.
• Set up a system to review medications, 

treatment instructions, and appointment 
confirmation before the patient leaves.

• Conduct follow-up calls to check under-
standing and compliance.  ■



what age she should have a mammogram and if
there is no backup in place for printed material,
she will not have adequate health knowledge to
be able to respond appropriately to this health
prevention measure.

Miscommunication is another serious threat
to quality. “Patients who present for clinical
care [and] have poor health literacy often have
to rely on their memory of conversations with
health care providers,” Parker explains. “The
information provided in a short clinical setting
isn’t always accurately given or remembered.
And the backup material may be printed mate-
rial they can’t understand.”

Mistakes also can be common. “Many patients
describe to us not taking their meds correctly
because they couldn’t understand label instruc-
tions on how to dose themselves,” she observes.

Tackling the problem

Where should a quality manager begin tack-
ling the health literacy problem? “The first step is
recognizing how big a problem it is,” says Parker.
“Look very specifically at your own system at the
provider/patient level. Begin to figure out what
your hot spots are, then start brainstorming for
solutions.” 

Who should be involved? “Whoever’s in
charge of the process or involved in care,” she
advises. “That includes doctors, pharmacists, and
all levels of care. It begins with access: What does
it take to get into the system? How is it navi-
gated? Is there a phone tree? Paperwork to fill
out? Forms that let you know what you’re eligi-
ble for? One-on-one encounters? If patients are
struggling, did they bring someone with them
who can help?”

“You should start by educating providers to be
sensitive to this issue — to the fact that many of
their patients struggle with literacy, or beyond
that, have real difficulty understanding the mes-
sages that are communicated to them,” says
DeBuono. “Step back and think, ‘Is this patient
really getting it?’ It takes a few extra minutes, but
it’s absolutely critical. And that time is made up
for later on by not having to re-explain things or
treat the patient again because lack of compliance
led to other problems.”

Abromowitz uses the “teach-back” method: 
“I ask the patient to give my instructions back 
to me. And I use simpler language — as simple
terms as I possibly can.” Abromowitz says he
also makes the patient communicate more by
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Health Literacy Facts

These statistics were provided by the Center
for Health Care Strategies Inc. in Princeton,

NJ.

THE COSTS OF LOW HEALTH LITERACY

The estimated additional health care expenditures
due to low health literacy skills are about $73 billion
in 1998 health care dollars. This includes an esti-
mated $30 billion for the population that is function-
ally illiterate and $43 billion for the population that is
marginally illiterate.

This amount is what Medicare is expected to pay to
finance physician services, dental services, home
health care, prescription drugs, and nursing home
care combined.

Medicare pays 39% of the expenditures. Most of
the additional expenditure is financed through FICA
taxes on workers.

Employers may be financing as much as 17% of
the additional health care expenditures due to low
health literacy skills.

Among adults who stayed overnight in a hospital in
1994, those with low health literacy skills averaged
6% more hospital visits and stayed in the hospital
nearly two days longer than adults with higher
health literacy skills.

UNDERSTANDING MEDICAL INFORMATION 

Only about 50% of all patients take medications 
as directed. Among the elderly, compliance often
drops below this level. 

Patients who read poorly have even more difficulty
complying with their recommended treatments. Of
2,659 patients in two urban public hospitals, those
with inadequate health literacy were five times more
likely to misinterpret their prescriptions than patients
with adequate reading skills. 

Of 177 older adults living in public housing, 25%
said they had difficulty reading written information
given to them by doctors. 

Among patients with low health literacy:
• 81% could not read the rights and responsibili-

ties section of a Medicaid application.
• 74% did not know if they were eligible for free

care.

Poor health literacy has legal ramifications: 
• Recent court decisions suggest that merely

handing a patient a consent form to sign does
not satisfy a provider’s legal obligation to get
informed consent. 

• A patient with poor reading skills has a legal right
to receive verbal information about the risks, bene-
fits, and alternatives to a proposed procedure.  ■



encouraging him or her to ask questions.
“Physicians must assume that as part of their
responsibility.” (The AMA Foundation recom-
mends a combination of verbal and written
communications. See box, p. 62.)

DeBuono agrees. “It’s not just the patient’s bur-
den,” she insists. “It’s the responsibility of the
providers as well to ensure that when a patient
leaves, [he or she] understands what to do. In
most cases, this can be done even if literacy levels
are low. In fact, it can be done in recognition of
the fact that a patient has literacy challenges. I tell
you how to take the pills; now you tell me back. I
show you a video, then we discuss it. And in the
bargain, you’ve just improved the patient’s health
literacy!”

If providers are sensitive, she adds, they may
refer the patient to an adult literacy program. “I
think that’s also a responsibility of providers,”
says DeBuono.

Tools now are available to help quality managers
combat low health literacy. For example, there are
instruments that can be used to measure levels of
health literacy; one was described in an AMA ad
hoc committee report in the Feb. 10, 1999 Journal of
the American Medical Association (JAMA).

In addition, the AMA, supported by funding
from Pfizer Inc., which has its headquarters in
New York City, has created a health literacy intro-
ductory kit for physicians and other providers. It
includes:

• a video presenting a series of vignettes of
individuals affected by low health literacy;

• a copy of the AMA’s JAMA report;
• fact sheets on health literacy;
• a discussion guide with a physician feedback

survey;
• a questionnaire for continuing medical edu-

cation credit (2 hours).
The toolkit is designed to help providers learn

about the scope of the health literacy problem,
recognize health system barriers faced by low lit-
eracy patients, improve methods of verbal and
written communication, and incorporate possible
strategies to create a shame-free environment.

“We clearly want to remove the shame,” says
Abromowitz. “You can be a very educated person
but not understand medical terms, in much the
same way that I possibly could not understand a
rocket scientist.”

More help is on the way. In addition to sup-
porting the AMA toolkit, Pfizer has supported a
number of other projects, including the develop-
ment and evaluation of new interventions and
tools. 

Pfizer also sponsors a major conference on
health literacy every June. (For a summary of a
recent health literacy conference sponsored by
the AMA, see related article, at left.)
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AMA Foundation holds 
literacy symposium

When the Chicago-based American Medical
Association’s AMA Foundation refers to the

battle against low health literacy as its signature
program, it isn’t kidding. On March 3, 2001, the
foundation convened a symposium in Washington,
DC — Low Health Literacy: You Can’t Tell By
Looking — as part of its National Leadership
Conference. Its goal was to provide physicians
with the tools they need to help patients with low
health literacy better manage their health care.
The symposium was facilitated by experts in
health literacy and communications, physicians,
community leaders, and a patient. 

“We are now at the point in medicine where
we must be more intent on helping patients attain
better health by tailoring our communications so
they are able to understand and act on health
information,” said Scott Ratzan, MD, MPH, MA,
editor of the Journal of Health Communications
and senior technical advisor at the U.S. Agency
of International Development. Ratzan, who is
also a member of the AMA Foundation Steering
Committee on Health Literacy, was one of the
main presenters at the symposium.

Another presenter, Mark Williams, MD,
underscored the importance of building a rela-
tionship of trust among patients and physicians.
Williams is a health literacy researcher and
associate professor of medicine at Emory
University School of Medicine in Atlanta.

One strategy mentioned by Williams was that
physicians should not ask patients directly if they
understand what they have been told. “Patients
typically will say ‘yes,’ even though they may not
understand,” he said. “Instead, physicians should
tell patients that they, as the physician, want to
make sure they’ve done a good job explaining
things. The burden should be placed on the
physician, not the patient.” Asking patients to
“show us” how they are supposed to take their
medications, what diet they are supposed to fol-
low, or how often they should exercise will stimu-
late interest and learning, Williams explained. 

[For more information, contact the AMA
Foundation at (312) 464-5357, or e-mail at
Kristin_gover@ama-assn.org.] ■



“We are supporting research to be conducted in
seven projects all around the country, looking at the
impact of certain key-targeted health literacy inter-
ventions in health settings,” DeBuono explains.
“They involve a wide range of issues, such as using
multimedia tools targeted to low-income women
around 40 about mammography to enhance their
understanding of its importance. We will then mea-
sure mammography rates. In short, we want to see
what works and what doesn’t.”

Interventions needn’t be costly or complex to
be effective, she claims. “It doesn’t necessarily
take a fancy computer system with algorithms —
just downright verbal and written communica-
tion between the system and the patient,” she
says. “But providers must realize it’s often a com-
bination of doctors, nurses, receptionists, and
pharmacists. It’s really a team that’s communicat-
ing with your patients.” 

And it’s not just a matter of improving the

ability of your patients to read health informa-
tion. “It’s improving the ability of patients to
understand and act upon that information,”
DeBuono explains. 

“To gain a better understanding, they have to
have a combination of opportunities — experienc-
ing written materials as well as verbal messages,”
she says. “It may also include visuals, like looking
at videos about specific diseases. Communication
must occur in a multidimensional, multifaceted
way.”

In short, she concludes, the health literacy
movement is not only about getting patients to
read, “but to re-engineer the visit to enhance the
patient’s understanding of diet, exercise, medica-
tions — all of which will go a long way toward
improving quality of care.”

“There’s a lot of work to do,” adds Parker.
“The problem is not insurmountable, but we are
in critical need of more funding, more education,
and more attention.”
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Standardized treatment
cuts pneumonia deaths
Guidelines also help lower admission rates

Death rates and hospital admissions for patients
with community-acquired pneumonia were

significantly reduced by using standardized treat-
ment protocols developed in Utah. The results of
the five-year study of more than 29,000 Utah pneu-
monia patients were published in the April 16, 2001
issue of the American Journal of Medicine.1

A multidisciplinary team at Intermountain
Health Care (IHC) in Salt Lake City began estab-
lishing the treatment guidelines in 1994, notes
Nathan Dean, MD, pulmonary medicine special-
ist at IHC’s LDS Hospital, also in Salt Lake City,
and the study’s principal investigator. 
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Need More Information?
For more on health literacy, contact:
❒ Ruth Parker, MD, Associate Professor of

Medicine, Emory School of Medicine, Depart-
ment of Medicine, 69 Butler St. Atlanta, GA
30303. Telephone: (404) 616-7490. E-mail:
rpark01@emory.edu.

❒ Barbara DeBuono, MD, MPH, Medical Director,
Public Health, Pfizer Inc., 235 E. 42nd St.,
235/11/6, New York, NY 10017. Telephone:
(212) 733-5185. E-mail: Barbara.DeBuono@
Pfizer.com

❒ Herman I. Abromowitz, MD, AMA Foundation,
515 N. State St., Chicago, IL 60610. Telephone:
(312) 464-5357.

Other resources:
❒ The National Academy on an Aging Society,

Washington, DC. Telephone: (202) 408-3375.
❒ The Center for Health Care Strategies Inc.,

353 Nassau St., Princeton, NJ 08540. Tele-
phone: (609) 279-0700. Fax: (609) 279-0956.
E-mail: www@chcs.org.

❒ The National Library of Medicine’s web site
contains 479 citations. www.nlm.nih.gov/pubs/
cbm/hliteracy.html.

❒ The Healthy Literacy Network is a community
of researchers, practitioners and advocates. Its
web site includes articles on health literacy, a
discussion forum, and listings of researchers,
practitioners, and advocates. http://www.health
literacy.net.



Dean chairs IHC’s lower respiratory tract infec-
tion team.

“We had representatives from a number of
different specialties, in both rural and urban
facilities,” he recalls. “They included emergency
departments (ED), family practitioners, phar-
macy, respiratory therapists, nursing, adminis-
tration, and pulmonary and infectious disease
physicians.”

Establishing the guidelines

Prior to the establishment of the guidelines,
treatment varied widely from facility to facility,
where in some cases nearly 70 different oral and
intravenous antibiotics were being used to treat
pneumonia patients, with no correlation to opti-
mal clinical outcomes.

The key to the new clinical guidelines was a
standardized risk assessment based on age, his-
tory, coexisting illnesses, and physical and lab
abnormalities. Patients with fewer than two risk
factors were recommended for outpatient oral
antibiotic treatment. Those with two or more risk
factors were evaluated for hospital admission or
outpatient treatment with additional therapy.

At the time, the only existing published guide-
lines for the selection of antibiotics were those of
the American Thoracic Society (ATS), Dean notes.
“We simplified their guidelines and made them
more operational, with bows to local practice,” he
says. For example, there was a common practice
of using an injectible antibiotic, ceftriaxone, espe-
cially in rural facilities. “

At the time, it was not recommended by the
ATS,” he recalls. “When we looked at it, it seemed
to be a very good practice that was consistent
with the guidelines, although not part of them.”
Interestingly, the new ATS guidelines do include
ceftriaxone. “Some of our work helped validate
certain treatments, and some have found their

way back to the revised guidelines.”
Antibiotic selection was organized according to

those medications that cover common pathogens.
In addition, it was determined to administer them
as soon as possible after diagnosis. “Administra-
tion now is initiated in the ED, or the urgent care
center, rather than admitting the patient and wait-
ing several hours for the first dosage,” Dean says. 

Admission decision support was based on
objective risk stratification. “This gives an objec-
tive measure of what the patient’s risks of severe
disease are,” Dean explains. Routine preventive
treatment against pulmonary embolism also is
implemented.

Results are significant

The researchers observed the pneumonia
patients over a five-year period. Thirty-day mor-
tality was 13.4% among admitted patients and
6.3% overall, and was similar among patients
affiliated with IHC and those not affiliated before
the guideline was implemented. For patients
admitted after guideline implementation, 30-day
mortality was 11% among patients treated by
IHC-affiliated physicians compared with 14.2%
for other Utah physicians.

“That was a statistically significant finding,”
Dean says. “Another variable outcome we looked
at was admission rates, where there was a pretty
good odds ratio [.89] trend toward decrease.
Length of stay also had a decrease statewide,
although it was not statistically significant.”

Dean notes that the guidelines have changed
over time, as new literature about antibiotics is
published and more information is gathered
around the region. 

“They are also linked with contracting by our
system,” he adds. “If two medications are compa-
rable by efficacy, the less expensive one is chosen.”

Administration guidelines also have evolved. In
1997, it was determined that a patient with fewer
than two risk factors would be recommended for
outpatient oral therapy. That changed to three 
risk factors in 1998. 

“Doctors were not admitting patients with two
risk factors, and they were treating them success-
fully as outpatients,” Dean adds. “Since they were
doing so well, there was no need for us to try and
change the practice.”

The relationship between outcomes and
changed guidelines was covered in a paper in
the May 2000 Chest,2 which Dean co-authored.
“[Guideline] committees tend to be conservative,”
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• Five-year study follows more than 29,000
patients statewide.

• Multidisciplinary team includes physicians, rep-
resentatives from pharmacy, nurses, and respi-
ratory therapists. 

• Standardized risk assessment was key to new
clinical guidelines. 

• Guidelines continue to evolve based on practice
findings.

Key Points



he adds. “It’s important as you put these guide-
lines out and get experience that you get feedback
from the physicians in your system, look at your
own data and make changes when appropriate.
You don’t want to butt heads with docs, particu-
larly when they’re right.”

Benefits of standardization

The results of the study seem once again to
underscore the importance of standardization in
a medical setting, Dean says. 

“Everyone knows there is tremendous varia-
tion in medical practice, but some ways of doing
things are clearly better than others. That’s par-
ticularly true with diseases like pneumonia,
which is mostly treated by primary care doctors
who may not be up on the latest information or
developments,” he points out. 

“Recommended practice patterns can help
guide them toward the most effective treatment.
One of the problems with most national guide-
lines is that they are too long; we made them
much more simple and more directive,” Dean
explains.

No set of guidelines should be seen as carved
in stone, he adds. 

“We assume physicians will vary from the
guidelines when they feel it is clinically appropri-
ate. Compliance with our guidelines in the year
2000 was 85%, which is just about where we want
it. Practices should vary, to some degree. It’s like
a recipe; if you’re making stew, you need some-
thing to guide you, but you also need to be able
to vary from the recipe,” he explains.
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Health system takes EBM
beyond its four walls
Follow-up at home key to intervention success

Agrowing number of quality professionals
have adopted an evidence-based approach to

ensuring quality in health care interventions, but
for the most part, their emphasis has been on the
inpatient stay. Now a Massachusetts health system
has decided to send evidence-based medicine
home with its patients after discharge.

“It’s one thing to get it all right in the hospital,
but the real impact of these interventions is if the
patient and the primary physician continue these
interventions,” notes Gray Ellrodt, MD, chief of
medicine at Berkshire Health System in Pittsfield. 

Berkshire Health System, an integrated-delivery
network, provides about 90% of the acute health
care to the region through two hospitals, 900 nurs-
ing home beds, and multiple community outreach
programs. “Berkshire is a teaching hospital,” he
explains.

Why evidence-based medicine?

To many quality managers, speaking of evi-
denced-based medicine is “preaching to the
choir.” But Ellrodt says it is instructive to review
its benefits. “Basing interventions you want to
improve on those that are solidly supported in
the literature makes sense because you know
from the literature what the impact will be.
Therefore, it’s most likely that if you implement
these interventions, you will see a decrease in
morbidity and/or mortality,” he explains. 

“Indeed, those hospitals listed by U.S. News &
World Report as among the finest hospitals had
lower mortality rates than those that were not
listed. But when you looked carefully, they simply
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Need More Information?
For more on pneumonia guidelines, contact:
❒ Nathan Dean, MD, Intermountain Health Care,

333 S. Ninth E., Salt Lake City, UT 84102.
Telephone: (801) 535-8202. E-mail: slndean
@ihc.com.

• The real impact of interventions is determined
by follow-up and follow-through.

• Working from evidence eliminates the need to
measure outcomes, some say.

• Ensuring compliance is a key advantage of a
web-based system.

• Using evidence is an effective tool for changing
physician behavior.

Key Points



gave aspirin and beta-blockers, both of which cost
pennies, far more frequently than the hospitals that
did not make the list. In other words, you could be
a tiny rural hospital and do just as well; you just
have to make sure to block and tackle [or stick to
the basics],” he notes.

He cites these additional benefits of evidence-
based medicine:

• Working from the evidence means you don’t
have to measure outcomes — only the process. “I
know cardiac patients will do better if I give them
aspirin,” he explains. “What you have to monitor is
what percentage of your patients get the aspirin.”

• If you are trying to change physician behav-
ior, it’s far easier to do it when the evidence is
compelling. “It’s hard for them to disagree with
the literature,” Ellrodt says.

• An evidence-based approach allows you not
only to drive for some improvement, but to strive
for perfection. “We have fallen down as a system
because many institutions are satisfied if they go
from 60% of patients getting aspirin to 80%,” he
asserts. “Yes, that’s significant, but for patients
without serious contraindications, it should be
perfect. At our institution over the past four
months, 100% of our eligible patients got aspirin,
beta-blockers, and ACE inhibitors — and 88%
have taken smoking cessation programs.”

• You can shift your whole program’s empha-
sis from a quality-improvement effort to an error-
prevention effort. “You can do that when you
have compelling evidence,” Ellrodt adds. 

Taking the next step

Berkshire Health System will continue its inter-
ventions with discharged patients using EBMpact,
a system developed by EBM Solutions Inc. (www.
EBMSolutions.com) of Nashville, TN. Ellrodt, 
who also serves as EBM’s chief medical officer,
already has employed the information contained 
in EBMpact for his in-house programs. 

“Now what we are beginning to do is, as the
patient comes out of the hospital, we are going to
offer to physicians and their patients a password
to EBMpact,” says Ellrodt. Since the health system
already has purchased the program, he explains,
there will be no charge to patients or to physi-
cians. Ellrodt plans to begin by focusing on car-
diac patients.

The same information is expressed on multiple
language levels — clearly and concisely for physi-
cians, and at about the fifth- or sixth-grade level for
patients. (See cover story on low health literacy.)

That’s just the beginning, says Ellrodt. “We
think that it’s wonderful to get patients infor-
mation that’s reinforcing, but we want to make
sure to give them the tools to help them adhere
as well.” EBMpact contains multiple patient
adherence tools: a medical adherence tool, a
weight tool, a blood pressure monitoring tool,
and so on. These tools make it easy for patients
and physicians to track and graph medication
administration, diet, exercise, and other impor-
tant trends.

The EBMpact program is customized to the indi-
vidual patient. When heart attack patients are dis-
charged, for example, they also will be given an
Internet prescription number, which will enable
them to access the heart attack guide. They will
choose the language level in which they feel most
comfortable and learn about key interventions
based on evidence, as well as information about
diagnosis, therapy, and prognosis.

Throughout the process, as patients become
more knowledgeable, they can advance to other
levels. “Patients who now have a chronic, serious
condition need a bottom line to get started, but
over time, they become increasingly sophisticated
about their condition,” Ellrodt explains. “We
want them to advance to the point where they
can read 10-, 20-, or 30-page documents. Some
patients get to the point where they can read the
physician side, which also is available to them.”

The patient and physician versions also can be
viewed side by side and translated through a dic-
tionary and pharma resource that are included on
the site. 

Also, through this secure system, patients are
sent questions about their satisfaction with the
program, as well as clinical questions, such as
“Are you taking your aspirin?” 

“If only half the patients are adhering, we’ll be
able to contact the physician,” Ellrodt explains. 

In addition, the system offers references to
other applicable areas of the program. “For exam-
ple, if a patient has high cholesterol, there is a
whole guide on preventing coronary artery dis-
ease,” Ellrodt says.
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(413) 447-3098. E-mail: Gellrodt@bhs1.org.



He notes that this new approach falls under
what the Wall Street Journal has called “informa-
tion therapy.” 

“I think that’s a great term,” he offers. “You’re
getting recommendations to the patients, and
they’re responding in a very informed way while
understanding the consequences of not doing so.
That’s informed adherence.”

If you look at the leading studies cited by pro-
ponents of evidence-based medicine, “They
always had ways of ensuring that patients were
complying,” Ellrodt emphasizes. “And we can do
this more effectively through a web-based system
than through nurses’ phone calls.”  ■

Doubt cast on numbers
quoted in IOM report
Organization ‘did not follow scientific standards’

When the Institute of Medicine (IOM) talks,
people listen. That’s why when the organi-

zation released its report on medical errors,
which stated that between 44,000 and 98,000 hos-
pitalized American die each year as a result of
preventable medical errors, quality managers sat
up and took notice.

Being so widely respected places a heavy
responsibility on organizations such as the IOM
to prepare their reports in a detailed, scientific
manner. In this case, say some observers, the IOM
fell short. 

“It was ironic that an article on errors itself con-
tained errors,” notes Harold C. Sox Jr., MD, chair-
man of the department of medicine at Dartmouth-
Hitchcock Medical Center in Lebanon, NH, and co-
author of an article in the November/ December
2000 issue of Effective Clinical Practice.1

In the article, Sox and his co-author state, “The
methods used to estimate the upper bound of the
estimate [98,000 preventable deaths] were highly

subjective, and their reliability and reproducibil-
ity are unknown, as are the methods used to esti-
mate the lower bound [44,000 deaths].2

“Due to the potential impact of this number on
policy, it is unfortunate that the IOM’s estimate is
not well substantiated,” they continued.

Uncharacteristic of the IOM

Sox is quick to note that the report did not reflect
the kind of work the IOM typically does. “This did
not measure up to its usual standards. I have
chaired several IOM committees, and I know the
high standards the organization holds itself to.”

Nevertheless, he says, “The IOM committee
didn’t follow the expected scientific standards of
documentation of its findings. In my opinion,
[the committee] should have published a precise
description of how it calculated those numbers,
where they came from, and if it made assump-
tions, a description of those assumptions.” 

Sox’s second concern was about the scientific
standards used by the authors of two major IOM-
cited articles on the number of errors. 

“They pointed out that in trying to make the
case about the number of errors, they used excel-
lent methods to make sure those numbers were
as accurate as possible, but when it came time to
deciding on the number of deaths that would not
have occurred were it not for medical errors, they
did not apply the same rigorous standards. It
seemed more like educated guesses,” he notes.

An ‘argument among academics’

Sox says he is concerned that his article could
overshadow the basic validity of the IOM report.
“This was an argument among academics. Our
focus was the process that was used to come up
with the numbers of deaths that would not have
occurred except for errors. 

“My article was about a failure of scientific
process, and my biggest concern was that my
paper might distract from the main message of
the IOM report. Whether the correct number is
44,000 or 4,400, it’s too high, and as long as there
are opportunities to reduce the number of medi-
cal errors, the profession has an obligation to
improve those systems that cause the errors.”

The major accomplishment of the IOM report,
he says, was to present a convincing case that
errors in health care usually are the result of fail-
ures of systems rather than the failure of an indi-
vidual. Therefore, efforts to reduce errors have
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• Ironically, the report on medical errors itself had
many errors, critics say. 

• Numbers of preventable deaths “highly subjec-
tive” and “not well-substantiated.” 

• When publishing “potentially inflammatory” infor-
mation, documentation is essential.

Key Points



to focus on improving the systems that allow
health care professionals to provide health care.
“In pointing out what I have about the report, I
do hope the people don’t misinterpret my agree-
ment with the general thrust of the IOM report,”
says Sox.

Nevertheless, the errors in a report from such a
prestigious organization do present a cautionary
tale for quality professionals as they read the lit-
erature: Make sure the authors did their home-
work. “If an organization is issuing a report that
presents some numbers of events that by their
nature are going to have an inflammatory effect,
it has an absolute obligation to document how it
got its numbers,” Sox concludes.

Reference

1. Sox HC, Woloshin S. How Many Deaths are Due to
Medical Error? Getting the Number Right. Effective Clinical
Practice November/December 2000; 277-282.  ■

Manometer ‘winner 
and still champ’

In an editorial in Hypertension: Journal of the
American Heart Association, the “gold standard”

mercury manometer should not be replaced by
electronic or aneroid devices used to take blood
pressure measurements.

“For more than a century, the mercury gravity
sphygmomanometer has been the gold standard
for direct measurement of blood pressure,” wrote
Daniel W. Jones, MD, lead author of the editorial. 

“It’s a simple, gravity-based unit with easy cal-
ibration, infrequent need for repair, and it has
been validated against intra-arterial blood pres-
sure measurement,” he explained.

The concerns brought up in the editorial don’t
necessarily mean that electronic instruments and
aneroid devices should be done away with alto-
gether, however, Jones said.

“There’s a place for the newer instruments,
particularly as home monitoring devices. They
are easy to use and portable, which makes them
ideal for some situations,” he noted. 

Jones questioned the reliability of these alter-
natives, however, because they are not cali-
brated regularly in many health care settings,
and because they “have not been adequately
validated to warrant routine use in hospitals
and outpatient settings.”

The editorial goes on to not that some facilities
justify the replacement of mercury manometers
with concerns about the safety and use of mer-
cury in the workplace. However, Jones says mod-
ern mercury instruments are available in models
that prevent breakage and accidental spillage of
mercury.  ▼

Mayo, WebMD take 
gold in Internet awards

Harris Interactive, an Internet-focused mar-
ket research company, recently surveyed

consumers and asked them to rate the most
commonly visited Internet sites in 28 different
categories.

The Mayo Clinic took gold in two categories:
Clinical Trials and Men’s Health. WebMD also
won in two categories: Doctor Directories and
Pharmaceutical Resources. 

Dr.Weil.com took first place in Alternative
Medicine and Vegetarian Resources. The
National Institutes of Health won in the
Government Resources category.

Other winners were PacifiCare.com for Health
Insurance; Merck.com for Drug Information; 
and GlaxoWellcome.com for Pharmaceutical
Companies.

Some lesser-known web sites also were win-
ners, including the Association of PeriOperative
Registered Nurses, which won in the Medical
Journals category.  ▼
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Beta-blocker reduces risk
of second heart attack

Long-term treatment with the beta-blocking
agent carvedilol following a heart attack

reduces the risk of patients having a second heart
attack by 41% and their risk of dying by 23%,
according to Scottish researchers. The study
enrolled more than 1,900 patients and was con-
ducted in more than 160 sites in 17 countries.
Patients were randomized to receive either long-
term treatment with carvedilol or placebo follow-
ing a proven acute myocardial infraction and a left
ventricular ejection fraction of less than or equal to
40%. All patients in the trial were receiving ACE
inhibitors. Patients were followed for a mean of 15
months. Treatment with carvedilol was shown to
reduce the risk of death for any reason from 15% to

12%. This represents a 23% relative reduction in
mortality and was associated with a 41% reduction
in risk of recurrent nonfatal heart attack, and a 29%
reduction in the risk of all-cause mortality or non-
fatal heart attack.  ▼

GOLD standard 
for COPD released

The National Heart, Lung and Blood Institute
in Bethesda, MD, and the World Health

Organization in Geneva recently released new
international guidelines for the diagnosis, man-
agement, and prevention of chronic obstructive
pulmonary disease (COPD).

The guidelines were a cooperative effort called
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the Global Initiative for Chronic Obstructive
Lung Disease (GOLD), commonly referred to as
the GOLD Guidelines. Among other recommen-
dations, the guidelines emphasize the use of
bronchodilators for symptom management in
COPD.

They state:
• Inhaled bronchodilator maintenance ther-

apy has been shown to improve health status
significantly;

• Long-acting bronchodilators are more conve-
nient than alterative treatments.

“The guidelines represent the latest thinking
about COPD management and contain important
information for both physicians and patients,”
notes Stephen Rennard, MD, professor of medi-
cine at the University of Nebraska Medical Center
in Omaha and a member of the expert panel that
helped developed the guidelines. “There is clearly
a need for better education about this disease and
the best ways to manage it. My hope is that the
guidelines will help raise awareness and improve
the quality of care, and the quality of life, for peo-
ple living with COPD.”

More information on the guidelines is available
on www.goldcopd.com.  ■
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EDITORIAL ADVISORY BOARD

Busy quality professionals never can have too
many Internet resources. One site that offers

excellent information on health care quality, resource
management education, and training and perfor-
mance improvement is www.brownspath.com. It is
the 1999 creation of Brown-Spath & Associates,
based in Forest Grove, OR.

✔✔ FEATURES
The content includes several different categories

of resources for health care quality professionals,
including:
• Products: A catalogue of health care quality pub-

lications available, including a descriptive sum-
mary of the content and purchasing information.

• Services: A sample of workshop topics, ranging
from conducting credible root-cause analysis of
sentinel events to measuring and improving the
quality of health information management ser-
vices. Consultative services are also offered in:
— Hospital case management implementation.
— Performance measurement and improvement.
— Clinical path design and implementation.
— Reactive and proactive error-reduction 

techniques.
• Free on-line resources: A collection of original

articles on health care quality and resource
management topics.

• Upcoming workshops: A schedule of planned
Brown-Spath workshops.

• Web links: Links to other web resources orga-
nized by topic: performance measurement and
improvement, managed care/reimbursement,
health care report cards, and reducing errors in
health care. 

✔✔ COSTS
All use of the site is free of charge, including the

popular “Hot Topics,” for which more than 1,000
individuals have already registered. The latest news
in health care quality management, safety improve-
ment, and other topics of interest is automatically
provided to those who sign up on the site’s home
page. The company previews each site in advance
so that links are only offered to “substantial” sites.

Items that may be ordered direct from the web
site have purchase prices clearly indicated.

✔✔ INFORMATION
• Patrice L. Spath, Brown Spath & Associates.

Telephone: (503) 357-9185. E-mail: Patrice@
brownspath.com  ■
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