
Use ‘customer service’ approach
with external case managers
Improve communication with MCO counterparts

Every hospital-based case manager knows how difficult it can
be to establish effective working relationships with case man-
agers from insurance companies. Too often, conflicts over

length of stay, reimbursement, and other issues lead to adversarial,
even hostile, working relationships where everyone loses, includ-
ing the patient.

B.K. Kizziar, RNC, CCM, CLCPM, president of BK & Associates
in Dallas, says one way to improve these relationships is for each
side to treat the other as a customer.

“It almost comes down to a customer service issue,” says Kizziar,
who also is president of the Dallas/Fort Worth chapter of the Case
Manager Society of America. “Both of them are each other’s cus-
tomers, and we have to be prepared to provide the best customer
service.”

It’s critical to create opportunities to generate information about
appropriate methods of communication and information in order
for each side to do its job and facilitate the hospitalization and dis-
charge of the patient, she says.

That is no easy task, however. “Sometimes, it is almost like
navigating between two different languages,” says Debra Payne,
RN, CCM, director of case management at LifeCare Hospital in
Fort Worth, TX. “Not everybody understands the dynamics on
both sides of the fence, and that creates a natural opportunity for
miscommunication.”

Not only is there no standard protocol for how these two sides
deal with each other, sometimes, there are disparities within the
same organization. “It varies from hospital to hospital, explains
Payne. 
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“There are no guidelines, and there are no gov-
erning bodies in this area,” she says.

Unfortunately, it’s often the patient who is sub-
ject to the consequences of inadequate communi-
cations, warns Kizziar. And too often, hospital
and managed care case managers appear to be at
odds with one another, she says. “It can appear as
if the hospital wants to keep them, and the insur-
ance company wants to get them out.”

While that tension often is unavoidable, it can
be mitigated, according to Kizziar. First, both sides
must create opportunities to candidly discuss the
needs of the patient and what the discharge needs
are going to be. 

If both sides also address how long it will take to
meet those needs and how to move forward, that
almost always allows for a smoother discharge as
well as improved continuity in the type of care
patients receive, she says.

One of the biggest stumbling blocks emerges
when the hospital case manager does not have
sufficient information about the clinical status of
the client, Kizziar says. That prohibits the exter-
nal case manager from approving additional days
and making recommendations for appropriate
contracting. “Sometimes discharges are hastily
done because of that lack of communication,” she
explains.

When the hospital case manager has appropri-
ate information about the clinical status of the
client, the plan of care, and what will be required
at discharge, the external case manager will have
the facts he or she needs to approve an appropri-
ate length of stay as well as additional services
beyond the inpatient stay.

That is important for several reasons, says
Payne, who also has experience dealing with this
issue from the payer perspective. “We are trying
to cultivate that business.” In fact, Payne says
that when LifeCare designed its program, deci-
sion makers spent time brainstorming about the
needs of external case managers and how to be
more customer-friendly.

Payers are facing a very competitive environ-
ment, notes Payne. “For our level of care, there

may be several hospitals they have a contract
with, which means that it is up to the family and
the payer and the patient to determine which
facility is selected,” she explains.

Sometimes, that process is driven by the patient.
Other times, however, the patient might not have
any input, and it is more physician-driven, she
adds. “Sometimes the steerage comes from the
insurance company, and that is what we try to cap-
ture. We want them steering patients our way.”

Payne says that is especially important for
LifeCare because it is a specialty acute care hos-
pital. Unlike traditional short-term hospitals,
LifeCare is DRG-exempt and is not reimbursed
for its Medicare patients the way traditional
short-term hospitals are.

“We are cost-based reimbursed, which means
that we basically don’t make any money on
Medicare patients,” explains Payne. That cre-
ates some challenges and unique perspectives
with respect to external case managers. “It cre-
ates an opportunity to have a patient that might
add a little marginal revenue,” she explains.  ■

Alternative case manager
model improves outcomes
System focuses on patient care resource managers

The role of case managers varies considerably
from hospital to hospital. In some facilities,

case managers spend much of their time search-
ing for outliers in terms of length of stay and
resource utilization. 

The Ohio State University (OSU) Health
System in Columbus has opted for a markedly
different strategy. “A typical case manager proba-
bly would not work well here,” explains Gail
Marsh, administrator for performance review
and analysis. Instead, OSU assigns every patient
a patient care resource manager (PCRM) who is
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responsible for coordinating that patient’s hospi-
talization from pre-admission planning through
post-discharge follow-up.

“Every patient, whether they are at the hospi-
tal one day or 35 days, has a PCRM,” says Marsh.
“[PCRMs] are somewhat of a patient advocate as
well.” The majority are nurses who act as a cross
between a physician assistant and a case man-
ager, she explains. In addition, they are responsi-
ble for fiscal accountability, quality monitoring,
and patient facilitation.

Most case managers work for the hospital, and
their job is to manage patients for the hospital
through their system, notes Marsh. Likewise,
most hospitals hire case managers and then have
them report to nursing or another department.

Physicians oversee patient management

While that model may achieve some degree of
physician buy-in, Marsh says, OSU makes physi-
cians responsible for managing the patient effi-
ciently through the system. PCRMs are aligned
with physicians to help them accomplish that.
Although half of the PCRM’s salary is paid by
the physician and half is paid by OSU, Marsh
says, PCRMs take their direction entirely from
physicians.

The decision to establish this system may have
been influenced by the fact that OSU is an aca-
demic facility, says Marsh. Regardless of the moti-
vation, it has proven very effective. 

According to Marsh, since the first PCRM was
hired seven years ago, hospital length of stay has
been dramatically reduced in a number of clinical
areas, insurance denials have fallen, and patient
satisfaction has increased. OSU’s system has been
emulated by numerous institutions, including
Duke University in Durham, NC, and more than
two dozen facilities have visited OSU to see first-
hand how the system functions.

PCRMs also have significantly expanded patient
education, established working relationships with
other care service providers, and contributed to
outcomes research and the development of clinical
practice guidelines. 

Also central to OSU’s program are diagnosis-
specific value enhancement teams (VETs), which
act as interdisciplinary, action-oriented teams
responsible for analyzing areas for clinical
improvement and developing appropriate 
programming to support delivery of care.

VETs are specific to clinical service lines and
are made up of physicians and nurses. They are

complemented by representatives from support
areas, such as radiology, laboratory, finance, and
managed care. All four types of outcome mea-
sures — clinical, functional, cost, and patient
satisfaction — are evaluated in a single setting
by caregivers. Examples of some of the VETs at
OSU include cardiovascular, pregnancy, neuro-
science/rehabilitation, cancer care, and nephrol-
ogy/abdominal organ transplant.

According to Marsh, PCRMs act as “facilita-
tors” for the VETs. “A VET is designed to bring
together all the people that take care of a certain
type of patient population and improve that
care,” she explains. “The PCRM’s role is to facili-
tate all those people coming together and act as
the key resource and key clinician to improve
care.”

While quality improvement coordinators
examine data across all patients, PCRMs imple-
ment the quality standards developed. “PCRMs
are the ones who operationalize that for us on a
daily basis, patient by patient,” says Marsh. “That
makes them key contributors to these VET teams
because they know what is going on every day
on our patient care unit.”

OSU’s cardiology program is a case in point.
“We have three different services and three
PCRMs that cover each service,” reports Terry
Fricker, RN, cluster leader for cardiology who
oversees that area. OSU also includes representa-
tives from each team along with a resident and
two interns.

The team conducts rounds with physicians
every day and assists in developing the discharge
plan, Fricker says. PCRMs also coordinate with
each other, she reports. For example, a patient in
the cancer hospital who suffered a heart attack
might be transferred to the cardiology depart-
ment while in the acute phase and then trans-
ferred back. 

“Even after we transfer them back, I keep in
contact with that particular PCRM so that the car-
diology aspect receives attention,” Fricker says. 

“We all work closely to share information and
share resources. In practice, it works very well.”
Some interns exposed to the program early in
their training don’t understand how they could
function without it, she says. 

One intern reported coming from a hospital
that expected her to set up the extended care
placement, even though she never learned that in
medical school. “This program eliminates that
type of problem and gives them the support they
need,” says Fricker.  ■
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Hepatitis C: Proven case
management strategies 
How to deal effectively with silent epidemic

More than 4 million people in the United
States are infected with hepatitis C, which

makes it roughly four times more prevalent than
HIV. Despite that fact, the disease is not on the
radar screen of many case managers, says Nancy
Skinner, RN, CCM, a consultant with Riverside
Healthcare Consulting in Whitwell, TN.

“Hepatitis C is not viewed by patients, physi-
cians, and case managers as an emerging epi-
demic,” asserts Skinner, a past president of the
Little Rock, AR-based Case Management Society
of America (CSMA). “We think about the things
we deal with every day,” she explains.

Hepatitis C is the most common cause of liver
cancer in the United States and worldwide. It is
the leading cause of cirrhosis and cirrhosis-related
mortality, says David Nelson, MD, associate pro-
fessor of medicine at the University of Florida
College of Medicine in Gainesville. It accounts 
for 40% of all liver disease in the United States, 
he adds. Moreover, hepatitis C is already the most
common cause of liver transplantation in the coun-
try. Typically, a liver transplant costs between
$150,000 and $500,000, Nelson reports.

Fortunately, the number of new infections 
has dropped fairly dramatically, from a peak of
roughly 150,000 a year to 30,000. “It is not so
much that we are seeing a rising number of new
infections,” says Nelson. 

“What we are seeing now are millions of peo-
ple who have had this disease for decades who
are now presenting for medical care.” Unlike hep-
atitis A and B, this disease develops chronic infec-
tion in the majority of those who are exposed to
the virus, he adds.

One challenge confronting case managers is the
difficulty of validating the cost savings, Skinner
says. “How do you say, ‘I saved $500,000 because I
got this patient treated early’?” What are needed
are better outcomes measures to validate the effi-
cacy of case management services. Several case
management components are required when
working with patients with hepatitis C, she says.
That includes understanding how these elements
interface with this patient population:

• Assessment. According to Skinner, assess-
ment is the cornerstone of case management.

“Case managers are the best detectives in the
world. Assessment is what we do best.” In this
role, case managers often find information that
other health care providers miss because case
managers take the time to ask patients their
greatest concerns and what is preventing them
from being compliant, she says.

While it is well understood that the entire
patient population must be assessed, the health
care system is doing a poor job of trying to deter-
mine who is at risk for hepatitis C, even as it
reaches epidemic proportions, Skinner says. The
risk factors include blood transfusions prior to
1992, which may include women who had either
a vaginal delivery or a cesarean prior to that time.
Organ transplant patients and IV drug users also
are at risk.

Beyond that, there are the assessments of
patients who already have been diagnosed with
this disease. When patients are diagnosed, she
says, case managers should begin asking a series
of questions, beginning with: What were the risk
factors? When did the transmission occur? What
is the primary diagnosis? Is there another diagno-
sis that is negatively impacting the diagnosis of
hepatitis C?

In addition, she says, case managers must deter-
mine what symptoms the patient has reported.
Unfortunately, by the time patients are identified
based on symptoms, they are suffering from terri-
ble fatigue or liver damage, she adds.

Next, case managers must assess the patient’s
understanding of the disease process, Skinner
says. Most patients never seek a second opinion.
That makes it critical for case managers to make
patients aware of their options, she argues.

Case managers also must determine the extent
of liver disease. According to Skinner, there is a
scoring index and activity index that case man-
agers can use. She says the four main questions
case managers should look at are: 

1. Is there periportal or bridging necrosis? 
2. Is there interlobular degeneration at focal

necrosis? 
3. Is there portal inflammation? 
4. Is there a fibrosis? 
Case managers also must assess the treatment

plan, says Skinner. Who is the primary care physi-
cian? Is there a gastroenterologist or hepatologist
as part of the treatment team? 

In addition, what are the current treatment
goals? Case managers sometimes forget to ask
the treating physician about the treatment goals
and to monitor those goals, she says. “That is
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going to help us to identify our outcomes for
case management.”

Also, what is the anticipated outcome of pre-
scribed therapy? According to Skinner, once the
anticipated treatment options that are expected are
available, case managers should be able to ques-
tion the hepatologist about the goal once that ther-
apy begins as well as how it will be monitored.

• Treatment. According to Skinner, case man-
agers must determine the patient’s greatest con-
cern regarding their disease and treatment plan.
What is the current treatment, including pre-
scribed medications? Has the patient been treated
before? Was the treatment successful? Are there
any nationally accepted guidelines?

She says case managers also must learn the
answer to these questions: Is the patient compliant?
If not, why not? Is the patient aware of available
treatment options? Is he or she part of a clinical
trial? If so, what phase of the trial has been com-
pleted, and who is the principal investigator?

• Planning. Skinner says that planning should
be carried out in coordination with the patient
and family, the attending physician, and the
interdisciplinary treatment team to establish pri-
mary treatment goals and a means for achieving
those goals.

She says patients must be aware of the side
effects and be informed about all aspects of the
continuing care plan. Among the key considera-
tions is whether the patient is using any alterna-
tive medication. She says patients must be aware
that they need to share with their physician what
alternative medications they are taking to make
sure there is not any conflict between the alterna-
tive medications and the prescribed medications.

Case managers also must determine if there are
any lifestyle issues. “This is where we need to
share information with our patients so they won’t
transmit the virus,” says Skinner. That can hap-
pen simply by sharing a razor or a toothbrush,
she notes.

Skinner says case managers also must deter-
mine whether the patient maintains regular
appointments with the attending physician. She
notes that some at-risk behavior, such as IV drug
use, is very high in patient populations that may
not understand the importance of compliance.
That becomes the role of case managers, she says.

Other key considerations include: 
— How are treatment outcomes going to be

measured? 
— Do patients and families have any concerns?
• Facilitation. According to Skinner, the role of

case managers is to facilitate the implementation
of an appropriate continuing care plan. She says
case managers should begin with these questions:
Are the patients active participants in the plan?
Have they identified any barriers to achieving
their desired health care outcomes?

Another key consideration for case managers is
knowing how you will be informed regarding
any changes in the patient’s continuing care plan.
“Sometimes [physicians] forget about us,” warns
Skinner. “We are not at the top of the physician’s
list all the time.”

• Advocacy. Finally, Skinner says case man-
agers must learn to act as patient advocates.“
Case managers are the heart of the health care
system,” she argues. That is because case man-
agers are tasked with balancing fiscal responsibil-
ity with patient advocacy, she says.  ■

Learn more about your 
stakeholders via analysis
By Patrice Spath, RHIT
Brown-Spath Associates
Forest Grove, OR

Each day, hospital case managers must balance
the interests of the many stakeholders

involved in patient care services. When care
plans are developed, the wishes of the patient’s
physician as well as the patient and family must
be weighed against the requirements of health
plans and the needs of out-of-hospital providers.
For complex patients, such as those with spinal
cord injuries, significant participation is required
of numerous stakeholders when preparing,
implementing, and monitoring care plans. The
administrative aspects of case management also
require that case managers engage the support of
many different people and groups within the hos-
pital. For example, to implement a new case man-
agement program in the emergency department,
anyone who is affected by such an initiative
needs to be consulted. Careful planning is neces-
sary to determine who should be involved and
how to involve them. 

Whether case managing patients or working
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with others within the organization, case man-
agers must have a good understanding of all the
stakeholders in any decision or action. A stake-
holder is anyone who is affected by or can influ-
ence that decision or action. Stakeholder analysis
is a tool that case managers can use to identify
and assess the importance of key people or
groups. A better understanding of stakeholders
allows case managers to anticipate the kind of
influence (positive or negative) that others may
have. Stakeholder analysis can help case man-
agers develop strategies to get the most effective
support for decisions or actions and reduce obsta-
cles to successful implementation. The technique
can be applied to patient care planning decisions
and administrative actions. Case managers can
conduct a stakeholder analysis individually or as
part of a group activity. 

Stakeholder analysis is used by case managers
to organize their thinking about the various stake-
holders in a patient care decision. It is also a pow-
erful tool for deciding how to involve relevant
people in various case management initiatives.
Here is a step-by-step description of a method for
conducting a stakeholder analysis. The process
can be done by a single person or by a small
group:

Draw a Stakeholder Analysis Matrix. (See 
box, above.) This diagram can be prepared on a
flipchart or electronic whiteboard. Identify and list
all the stakeholders who will affect or be affected
by the action. These may be individuals, or stake-
holder groups, or some combination. If stakehold-
ers can be treated as groups, list the group. For
example, emergency department nurses would be
considered a stakeholder group for a new case
management initiative involving that department.
The mother of a patient with a spinal cord injury
would be named individually, as would the
patient himself. Once you have a list of all poten-
tial stakeholders, review the list and identify the
specific interests these stakeholders have in your
decision or action. Consider issues such as: 

• The benefits to the stakeholder.
• The changes that the action or decision might

cause the stakeholder to make.
• The activities that might cause damage or

conflict for the stakeholder. 
Record these issues under the column, “Stake-

holder Interests.”
Next, review each stakeholder listed in column

one. Ask the question, “How supportive will this
person or group be of the decision or action?”
Stakeholder attitudes can range from very sup-
portive to opposed. To record your answer, use a
five-category coding system such as:

++ strongly in favor
+ weakly in favor
0 indifferent
- weakly opposed
- - strongly opposed
Now ask the question, “How important are the

stakeholder’s interests to the success of the deci-
sion or action?” Take into consideration the role
key stakeholders must play for the action to be
successful and the likelihood that the stakeholder
will play this role. Also consider the likelihood
and impact of the stakeholder’s negative response
to the decision or action. Use an alphabetic or
numeric coding system to record your answer in
column three. For example, assign A for extremely
important; B for fairly important; and C for not
very important. 

Remember these are your best guess estimates
of the attitudes and influences of the stakehold-
ers. If you are not confident in your judgment of
stakeholder support or role, approach the person
or group directly or ask someone else who can be
assumed to know. You may wish to change your
estimations as the project progresses. 

The final step is to consider the kinds of things
that you could do to get stakeholder support and
reduce opposition. Consider how you might
approach each of the stakeholders. What kind of
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Many emergency departments not in compliance

Achild comes to the emergency department
(ED) with abdominal pain and bruises on the

legs and buttocks. A CT scan of the abdomen is
negative for appendicitis, and his white blood
cell count is normal. Child abuse is suspected
immediately, and the boy is taken into protective
custody.

The child is later found to have Henoch-
Schonlein purpura, which is seen only in chil-
dren between 4 and 10, says Barbara Weintraub,
RN, MPH, MSN, pediatric critical care nurse
practitioner at Northwest Community Hospital
in Arlington Heights, IL. “These children can go
on to have nephritis, nephrotic syndrome, and
renal failure if the condition is not recognized
and treated appropriately,” she adds. 

Avoid negative outcomes

To avoid scenarios like this, you’ll need to com-
ply with new guidelines for pediatric care. Care of
Children in the Emergency Department: Guidelines
for Preparedness was jointly published by the
Dallas-based American College of Emergency
Physicians (ACEP) and the Elk Grove Village, IL-
based American Academy of Pediatrics (AAP).

If you don’t follow the guidelines, you face
potential risk management problems, warns
Marianne Gausche-Hill, MD, FACEP, FAAP,
director of emergency medical services at Harbor-
University of California at Los Angeles Medical
Center in Torrance. “Certainly, not abiding by
published guidelines creates potential liability,”
Gausche-Hill says. “For example, there would be
no defense for not having the equipment neces-
sary to care for children of all ages.”

When national organizations publish guide-
lines, they tend to be interpreted in legal circles 
as standards, explains Weintraub. “You need to
sit up and take notice of these guidelines,” she
urges. “Unfortunately, quality-of-care issues
become litigation issues when the outcome is not
good.” 

Following the guidelines will improve patient
satisfaction and decrease poor outcomes, adds
Weintraub. “This can help ensure consistent,
quality, family-centered care for our smallest,
most vulnerable patients,” she says. “Parents
expect that the care we give them will be specific
to their child’s needs, and this is often not the
case today.”

Children experience different symptoms

Even if there is no adverse outcome, parents
will not be happy if pediatric care is lacking in
your ED, stresses Weintraub. She offers the fol-
lowing example: An 11-year-old boy presents
with chest tightness. “This is a red flag for cardiac
disease in the adult world, so he receives a chest
X-ray and an ECG, both of which are read as nor-
mal, and the child is discharged,” she says. 

However, chest tightness in a child is more
commonly respiratory-related, says Weintraub.
“When the child returns later that afternoon to a
pediatric ED with continued chest tightness, it is
recognized that although wheezing couldn’t be
heard, it was most likely due to decreased air
entry,” she says. 

He receives an albuterol nebulizer treatment,
with immediate relief of the chest tightness.
“Although the parents are delighted that their
child is better, they perceive that they wouldn’t
have needed two visits had the ED staff at the

Follow new pediatric guidelines or risk liability
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first visit known kids better,” she says. 
Here are ways to comply with the guidelines: 
• Find out if transport services are trained

adequately. 
Identifying the transport services with pedi-

atric training is essential before you transfer seri-
ously/ critically ill and injured children, warns
Nancy Eckle, RN, MSN, program manager for
emergency services at Children’s Hospital in
Columbus, OH. You may be tempted to send a
child with the first available transport service,
she explains. 

“However, if the transport team is not trained
in the care of children, changes in condition and
needed interventions may not be recognized,”
Eckle says. 

When assessing the team’s training, Eckle rec-
ommends asking the following questions:

— What pediatric competency has been estab-
lished for the team members? 

— What is the experience/background of the
team? 

— Do team members have pediatric specific
training and ongoing education? 

— What pediatric courses are taken by the
team? 

— Are team members all verified in pediatric
life support courses? 

• Designate a coordinator for pediatric emer-
gency care. 

The guidelines recommend that you have
physician and nursing coordinators who will
ensure that appropriate policies and procedures
are in place, equipment and supplies appropriate
for children are available, and a quality or perfor-
mance improvement plan is in place. 

The coordinator role can be a separate position
or it can be an added role for a nurse manager or
medical director, says Gausche-Hill. “These indi-
viduals ensure that the recommendations made in
the guidelines would be appropriately addressed
in the ED’s policies and procedures manual,” she
explains.

This recommendation, when followed, ensures
that there is an identified person with a pediatric
focus and expertise who can evaluate care issues,
says Eckle. “That person is focused on the needs
of pediatric patients in the ED, including staff
education needs, equipment needs, and quality
improvement,” she adds. 

At Northwest Community Hospital, the nursing
coordinator recommends equipment and training
needs, conducts inservices, and monitors pediatric
quality improvement activities, Weintraub reports.

“This individual ensures that the nursing care
received by a pediatric patient anywhere within
the emergency care continuum is research-based
and family-centered,” she says. 

• Ensure that all staff members have appro-
priate pediatric training. 

All emergency care providers must be able to
evaluate and intervene for a child with an emer-
gent condition, stresses Eckle. “Not being able to
recognize an emergency condition and take the
appropriate steps to stabilize the patient can cost
the child his/her life,” she warns. Age-specific
competencies should include neonates, infants,
children, and adolescents, she urges. (See box,
above.) 

A report from Illinois Emergency Medical
Services for Children (EMS-C) found that while
91% of ED physicians had taken an Advanced
Cardiac Life Support (ACLS) course for adult
resuscitation, only 63% had completed a pediatric
equivalent such as Pediatric Advanced Life
Support (PALS) or Advanced Pediatric Life
Support (APLS). Similarly, 90% of ED nurses had
completed an ACLS course, but only 35% had
completed a formal pediatric resuscitation
course.1 EMS-C is a Washington, DC-based
national program to ensure that state-of-the-art
emergency medical care is available for ill or
injured children.

Weintraub recommends the Emergency

ED Guidelines for Physicians
and Other Practitioners

✔ Physicians staffing the emergency department
(ED) have the necessary skill, knowledge, and
training to provide emergency evaluation and
treatment of children of all ages who may be
brought to the ED, consistent with the ser-
vices provided by the hospital.

✔ Nurses and other practitioners have the nec-
essary skill, knowledge, and training to pro-
vide nursing care to children of all ages who
may be brought to the ED, consistent with the
services offered by the hospital.

✔ Competency evaluations completed by the
staff are age-specific and include neonates,
infants, children, and adolescents.

Source: American College of Emergency Physicians and the
American Academy of Pediatrics. Excerpt of Care of Children
in the Emergency Department: Guidelines for Preparedness.
Ann Emerg Med 2001; 37:423-427. 
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Nursing Pediatric Course (ENPC) from the Des
Plaines, IL-based Emergency Nurses Association
as the “baseline” course for nurses. “It covers
assessment, triage, and specific pediatric emer-
gency conditions, as well as treatment of these
conditions,” she says. “It also addresses grieving,
transport of ill children, trauma, and child abuse.”
(For information about pediatric courses, see
box, below.) Weintraub also recommends that ED
nurses take PALS, but notes that this course is
more focused on the resuscitative aspect of pedi-
atric care.

Research shows that in the vast majority of
pediatric cases, if the assessment and treatment
follow established guidelines, resuscitative mea-
sures will not be needed, she says. “Research also
indicates that when children do require full resus-
citation, the outcomes are even more dismal than
for adults,” she adds.2

All ED physicians should be PALS-certified and

also should consider a neonatal resuscitation pro-
gram certification, offered jointly by the AAP and
the Dallas-based American Heart Association,
adds Weintraub. 

At Northwest’s ED, nurses are required to take
ENPC, PALS, the Emergency Nurses Association’s
Trauma Nursing Core Course, and 20 hours of
pediatric-specific continuing education per year,
says Weintraub. “We also offer a pediatric-specific
IV skills lecture,” she notes. “Even veteran ED
nurses have indicated that this lecture has taught
them new strategies.” 

[For more information about the guidelines, contact:
• Nancy Eckle, RN, MSN, Emergency Services,

Children’s Hospital, 700 Children’s Drive, Columbus,
OH 43205. Telephone: (614) 722-4353. Fax: (614)
722-6890. E-mail: EckleN@chi.osu.edu.

• Marianne Gausche-Hill, MD, FACEP, FAAP,
Harbor-UCLA Medical Center, 1000 W. Carson St.,

Pediatric ED Resources
The American College of Emergency Physicians
(ACEP)/American Academy of Pediatrics (AAP) pol-
icy statement, Care of Children in the Emergency
Department: Guidelines for Preparedness (published
in the April 2001 issues of Pediatrics and Annals of
Emergency Medicine), is among the AAP policy
statements that can be downloaded free from the
web site: www.aap.org. (Click on “Policy Statements.”
Under heading “C,” click on “Care of children in the
emergency department: Guidelines for prepared-
ness.”) The policy statement also can be purchased
for $1.95 per copy, including shipping and handling.
To order, contact:
• AAP Publications Department, P.O. Box 747, Elk

Grove Village, IL 60009-0747. Telephone: (800)
433-9016 Ext. 4776 or (847) 981-7924. Fax:
(847) 228-1281. E-mail: pubs@aap.org.

The Emergency Nursing Pediatric Course (ENPC) is a
16-hour course. For a list of ENPC courses in your
area, go to the ENA web site (www.ena.org), click con-
secutively on “Programs and Meetings,” “Continuing
Education,” and “ENPC Schedule.” For more informa-
tion, contact:
• ENA, Department of Trauma and Pediatric

Services, 915 Lee St., Des Plaines, IL 60016.
Telephone: (800) 900-9659. E-mail: jmika@ena.
org.

A Pediatric Advanced Life Support Course (PALS) is
offered by the American Heart Association (AHA). 

The course focuses on advanced medical assessment
and interventions used to treat pediatric victims of res-
piratory and/or cardiovascular emergency and stroke. 
• To contact AHA staff at a local level, call (888) 352-

3824 or send an e-mail to cprecc@heart.org. For
more information about the course, go to the AHA
site for Emergency Cardiovascular Care Programs
(www.cpr-ecc.org). Click on “About Courses,”
“Healthcare Provider Course Descriptions,” and
then “PALS provider.” 

The Advanced Pediatric Life Support Course (APLS)
is offered by ACEP and the AAP. To find a course 
in your area, go to the AAP web site (www.aap.org).
Click consecutively on “Professional Education,”
“Life Support Programs,” “APLS: The Pediatric
Emergency Medicine Course,” and then “Find an
APLS Course or Course Director.” Or contact:
• American Academy of Pediatrics, 141 N.W. 

Point Blvd., Elk Grove Village, IL 60007-1098.
Telephone: (847) 434-4000, ext. 4795. Fax:
(847) 228-1350. E-mail: lifesupport@aap.org.

A free Pediatric Resource Kit available from Emer-
gency Medical Services for Children covers illness
and injury prevention, patient care training and safety,
equipment guidelines, public policy, and special popu-
lations. The kit can be downloaded from the EMS-C
web site (www.ems-c.org) by clicking on “Products
and Resources” and then “EMS-C Resources.” A free
CD-ROM version is available by contacting:
• EMS-C Clearinghouse at (703) 902-1203 or send

an e-mail to emsc@circsol.com. 
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Box 21, Torrance, CA 90509. Telephone: (310) 222-
3501. Fax: (310) 782-1763. E-mail: mgausche@emed
harbor.edu.

• Barbara Weintraub, RN, MPH, MSN,
Northwest Community Hospital, 800 W. Central
Road, Arlington Heights, IL 60005. Telephone: (847)
618-5432. Fax: (847) 618-4169. E-mail: bweintraub
@nch.org.]
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ED guidelines for the 
care of children (excerpt)

A. A Physician Coordinator for Pediatric
Emergency Medicine is appointed by the ED
[emergency department] Medical Director.

1. The Physician Coordinator has the follow-
ing qualifications:

a. The Physician Coordinator meets the qualifi-
cations for credentialing by the Hospital as a spe-
cialist in emergency medicine, pediatric emergency
medicine, or pediatrics. 

b. The Physician Coordinator has special inter-
est, knowledge, and skill in emergency medical
care of children as demonstrated by training, clin-
ical experience, or focused continuing medical
education. 

c. The Physician Coordinator may be a staff
physician who is currently assigned other roles in
the ED, such as the Medical Director of the ED , or
may be shared through formal consultation agree-
ments with professional resources from a hospital
capable of providing definitive pediatric care. 

2. The Physician Coordinator is responsible
for the following:

a. Ensure adequate skill and knowledge of staff
physicians in emergency care and resuscitation of
infants and children. 

b. Oversee ED pediatric quality improvement
(QI), performance improvement (PI), and clinical
care protocols. 

c. Assist with development and periodic review
of ED medications, equipment, supplies, policies,
and procedures. 

d. Serve as liaison to appropriate in-hospital
and out-of-hospital pediatric care committees in
the community (if they exist). 

e. Serve as liaison to a definitive care hospital,
which includes a regional pediatric referral hospi-
tal and trauma center; EMS agencies; primary
care providers; health insurers; and any other
medical resources needed to integrate services for
the continuum of care of the patient. 

f. Facilitate pediatric emergency education for
ED health care providers and out-of-hospital
providers affiliated with the ED. 

B. A Nursing Coordinator for Pediatric
Emergency Care is appointed.

1. The Nursing Coordinator has the following
qualifications:

The Nursing Coordinator demonstrates special
interest, knowledge, and skill in emergency care
and resuscitation of infants and children as
demonstrated by training, clinical experience, or
focused continuing nursing education. 

2. The Nursing Coordinator is responsible for
the following:

a. Coordinate pediatric QI, PI, and clinical care
protocols with the Physician Coordinator. 

b. Serve as liaison to appropriate in-hospital
and out-of-hospital pediatric care committees. 

c. Serve as liaison to inpatient nursing as well
as to a definitive care hospital, a regional pedi-
atric referral hospital and trauma center, EMS
agencies, primary care providers, health insurers,
and any other medical resources needed to inte-
grate services for the continuum of care of the
patient. 

d. Facilitate ED nursing continuing education
in pediatrics and provide orientation for new staff
members. 

e. Provide assistance and support for pediatric
education of out-of-hospital providers affiliated
with the ED. 

f. Assist in development and periodic review of
policies and procedures for pediatric care. 

g. Stock and monitor pediatric equipment and
medication availability. 

Source: American College of Emergency Physicians and the American
Academy of Pediatrics. Excerpt of Care of Children in the Emergency
Department: Guidelines for Preparedness. Ann Emerg Med 2001;
37:423-427. 
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Inpatient and SDS: 
One unit or two?
Opinions differ on cost and staff efficiency

As the number of same-day surgery proce-
dures increases, managers are constantly

faced with the need to find ways to expand their
ability to handle more cases. 

If you’re a hospital-based surgery manager, do
you look at increasing the size of your surgical
unit that handles both inpatient and outpatient
surgery, or do you look at separating inpatient
from same-day completely? 

Does one approach ensure more success than
the other does? Which approach is more cost-
effective, efficient, and attractive to patients and
surgeons? 

Finding what works for your facility

According to experts, the answers to these
questions depend on each facility’s own unique
situation.

A separate unit does result in some procedure
and recovery time decreases, according to a study
conducted by Peter Mollenholt, MD, administra-
tive director of DayStay at Oregon Health Sciences
University Hospital in Portland. 

Mollenholt conducted his study in two parts,
before and after the inpatient and outpatient units
at that facility split. In a paper he presented at the
most recent annual meeting of the Park Ridge, IL-
based American Society of Anesthesiologists, anes-
thesia preparation times of fewer than 15 minutes
increased from 50% to 75% after splitting the units
because inpatient cases required more anesthesia
preparation.

While anesthesia start-to-finish times did not
significantly change, recovery room length of stay
(LOS) did shorten considerably, he says. 

Recovery room LOS of fewer than 30 minutes
jumped from 7% of cases for the combined unit to

20% of cases for the separate same-day surgery
unit, and LOS of 30-60 minutes went from 14%
for the combined unit to 55% of cases for the sep-
arate unit. Because same-day surgery cases usu-
ally require a shorter length of stay in recovery, a
separate unit allows a more efficient turnover of
recovery beds, says Mollenholt. 

“While these results focus on anesthesia ser-
vices and recovery times, they demonstrate a
more efficient operation with a dedicated same-
day surgery center,” he says.

Susan Bales, RN, MBA, director of surgical and
obstetrical services at Promina DeKalb Medical
Center in Decatur, GA, disagrees with Mollenholt
on this point, saying that her experience is that
combined units are more efficient in many cases.
A combined unit is more cost-efficient for equip-
ment, supplies, and staff because everything is in
one place, she says. 

“In the late ’80s, we had completely separate
inpatient and outpatient units,” says Bales. In 1990,
the hospital renovated the surgical area, combin-
ing the separate operating room areas into one,
says Bales. 

“At the time, we were seeing an explosion 
in the number of outpatient procedures and did
not believe that we could accurately calculate the
number of outpatient rooms we would need,”
she explains.

The feel of a separate facility

Physically, there was no room to build contigu-
ous separate units that would enable inpatient
operating rooms to handle outpatient overflow,
so the best decision was one unit, Bales explains.
There is a pleasant, comfortable same-day
surgery admission area with its own entrance
from the outside that handles same-day surgery
admissions and a.m. admissions for inpatient
surgery, says Bales. 

“This gives the patient the perception of enter-
ing a same-day surgery center rather than a hos-
pital,” she says. There is one recovery unit that
handles all patients, she adds. 
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There are a number of benefits to a combined
unit, but the biggest benefit is physician satisfac-
tion, says Bales. “An orthopedic surgeon can book
one room for the entire day to handle all of his or
her procedures,” she says. This means the surgeon
doesn’t have to go from one area for inpatient
surgery to another for same-day surgery. It also
means that the surgeon doesn’t run into delays 
as a result of another surgeon’s procedure taking
longer than expected in the OR booked by the
orthopedist, she explains.

Overcoming resistance

Going from one area of the hospital to another
when the units are separated is a major complaint
at first, says Mollenholt. “Our surgeons hated it,”
he admits as he describes his hospital’s opening
of a separate day surgery center on the hospital
campus. The majority of surgeons didn’t think
the center was convenient, even though it was
connected to the hospital by a walkway, he says.

To combat the surgeons’ dissatisfaction,
Mollenholt emphasized the benefits of block
scheduling and an operating room schedule that
isn’t disrupted by emergency and trauma cases.
“Now they realize that access to our operating
rooms is actually more flexible than the main
OR,” adds Mollenholt.

Procedure delays due to emergency surgeries
are one disadvantage of a combined unit, says
Bales. “We have a very busy emergency depart-
ment, so we have days when less critical proce-
dures are delayed,” she explains. 

“Same-day surgery patients expect us to honor
their appointment time, and they’ve made arrange-
ments at work and at home,” she admits. 

Bales’ staff and the surgeons try to get all of the
same-day surgery procedures done on the day
scheduled so the patient doesn’t have to come
back, she adds. 

Although it is tough to find operating room
nurses who like to work inpatient and same-day
surgery cases, the flexibility of her staff is a
bonus, Bales says. 

Because her operating rooms are set up to han-
dle any type of procedure and her staff are trained
to work with any surgeon, the schedule can be
juggled throughout the day to utilize the operat-
ing rooms efficiently, she adds.

If a hospital administration is planning to split
the inpatient and outpatient units, it is important to
hire a manager and director of nursing for the sep-
arate same-day surgery facility who are advocates

of same-day surgery, says Mollenholt. 
“The people running the program have to be

interested in same-day surgery advances and
believe in the advantages of separate units,” he
says. 

[For more information about separate vs. combined
surgical units, contact:

• Susan Bales, RN, MBA, Director of Surgical
and Obstetrical Services, Promina DeKalb Medical
Center, 2701 N. Decatur Road, Decatur, GA 30033.
Telephone: (404) 501-5333. Fax: (404) 501-1621. 

• Peter Mollenholt, MD, Administrative
Director, DayStay at Oregon Health Sciences
University Hospital, 3181 S.W. Sam Jackson Park
Road, L217, Portland, OR 97201. Telephone: (503)
494-4929. E-mail: mollenho@ohsu.edu.]  ■

Staffing is tough task 
for all surgical units

Finding the right people to work in your oper-
ating rooms is a challenge, but how do those

challenges differ between separate same-day
surgery units and units combined with inpatient
surgery?

“I have to find staff members who are able to
interact with many people in a short period of
time and present a caring attitude,” says Peter
Mollenholt, MD, administrative director of
DayStay at Oregon Health Sciences University
Hospital in Portland, OR, where the same-day
surgery services are separate. 

“My staff also have to recognize that our
patients have choices as to where they go, so we
have to give good service.” It is easy to recruit
for a unit that only handles same-day surgery
because the hours are more predictable, there is
no call, and the patients are not ill, he adds. 

While the manager of a combined surgical unit
doesn’t have to worry about hiring different OR
staffs for inpatient and outpatient, it is difficult to
find nurses who can handle inpatient and outpa-
tient surgery, says Susan Bales, RN, MBA, direc-
tor of surgical and obstetrical services at Promina
DeKalb Medical Center in Decatur, GA.

“A nurse who wants to handle inpatient and
trauma cases likes the extra money for taking call
and likes the slower pace of longer cases,” she
explains. 
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“A same-day surgery nurse is a high-energy
person who likes quick cases, fast turnovers, and
no call on weekends.”

Because Bales’ staff work all types of cases, she
says it is difficult to find a “hybrid” nurse who
likes both types of surgeries. 

“I also find that the more experienced operat-
ing room nurses are less likely to stay in a com-
bined unit as they burn out,” Bales points out.
“They are more attracted to same-day surgery
centers because of the predictable hours and lack
of call.”  ■

Educate patients, cut
return asthma visits 

Would you like to cut your return visit rate
for asthma patients in half? That’s what the

emergency department (ED) at New Britain (CT)
General Hospital achieved after a successful
asthma education program was implemented. 

“The rate of readmission to the ED within 72
hours decreased by 50%,” reports Patti LaMonica,
RN, MSN, the ED’s nurse manager, who devel-
oped the asthma education procedure. 

A significant number of ED visits could be pre-
vented with appropriate education, according to
Lisa Molitor, MSN, ARNP, CEN, CCRN, ED
nurse practitioner at Shands at Alachua General
Hospital in Gainesville, FL. “There are large
numbers of poorly educated asthmatics who use
the ED,” she notes. 

Because asthma patients have frequent exacer-
bations and remissions, the ED is often the “port
of entry” to the health care system, says Karen
Huss, RN, DNSc, CANP, FAAN, associate pro-
fessor at Johns Hopkins University School of
Nursing in Baltimore. In fact, their asthma may
first be diagnosed in the ED, says Huss. “This
presents a wonderful opportunity to educate
patients with asthma about their disease and
how to control it.”

More ‘wheeze-free’ days

There are many recent changes in the treat-
ment and long-term management of asthma that
patients may not be aware of, says Molitor. 

“With the right combination of medications,
most patients with asthma can enjoy many
more “wheeze-free” days than we used to think

possible,” she explains. For example, knowing
how to use a peak flow meter can prevent ED
visits, says Molitor. 

“Dips in the peak flow number signal the early
onset of an asthma attack, so steps can be taken
to prevent the second inflammatory phase from
starting,” she adds.

Here are effective ways to reduce return visits
by asthma patients: 

• Track the percentage of patients who are
educated. 

Louis Graff, MD, FACEP, FACP, associate
director of the ED at New Britain General, recom-
mends monitoring the percentage of patients
receiving asthma education. When the program
was implemented, the ED and the pulmonary
department started a joint quality improvement
project, he explains. 

Monthly QI meetings

Monthly quality improvement committee
meetings were held, and the head of respiratory
therapy gave the statistics on how many asthma
patients received patient education. 

“We kept track each month of the percent of
asthma patients getting education until it was
nearly 100%,” Graff reports. “We also focused on
components of the education, such as how many
patients were given pre-peak flows and post-
peak flows.”

• Collaborate with respiratory therapists. 
At New Britain General, the respiratory thera-

pist collaborates with the patient’s ED nurse, says
Graff. “That way, either individual can perform
some of the tasks as needed,” he says. 

The respiratory therapist is called for every
asthma patient, who is educated on the use of the
metered dose inhaler, spacer, and peak flow
meter. Next, the patient watches a video and is
asked to demonstrate how to use the devices,
says LaMonica. Upon discharge, the patient is
given the video to take home, along with a packet
of educational materials. 

• Offer community services. 
At New Britain, the ED held a free inservice in

the hospital cafeteria for local asthmatics, includ-
ing a lecture given by a pulmonologist and give-
aways of free spacers and peak flow meters.
Nurses, nutritionists, pharmacists, and exercise
therapists also were there to answer questions,
she adds. 

The event was promoted with posters in the
ED and local newspaper and radio ads. “It was 
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a very low-budget event, but we had [more than]
100 patients attend,” says LaMonica.

• Address environmental factors. 
Huss notes that individuals under the age of 50

presenting to the ED with asthma have a high
incidence of allergy to indoor allergens, house
dust mites, cats, and cockroaches.1 “Therefore,
referral to an allergy/immunology specialist may
be appropriate for this group of patients.” ED staff
should educate asthma patients on avoidance of
environmental irritants such as tobacco smoke
and indoor/outdoor air pollution, she says.

• Give patients follow-up telephone calls. 
LaMonica recommends calling asthma patients

two days after the ED visit to make sure they
were following the instructions they were given.
“I ask them to explain to me their discharge
instructions, and I check to make sure it’s cor-
rect,” she says. 

Patients often have inhalers that run out, but fail
to address this until they have an attack weeks
later and wind up in the ED, LaMonica notes. “The
follow-up call reminds the patient to make sure
they don’t run out of their inhaler and also triggers
them to make their follow-up appointment with a
primary care physician or a clinic,” she says.

[For more information about educating asthma
patients in the ED, contact:

• Louis Graff, MD, FACEP, FACP, Department of
Emergency Medicine, New Britain General Hospital,
100 Grand St., New Britain, CT 06050. Telephone:
(860) 224-5675. Fax: (860) 224-5774. E-mail: louis
graff@home.com.

• Karen Huss, RN, DNSc, CANP, FAAN, Johns
Hopkins University, School of Nursing, 525 N. Wolfe
St., Room 416, Baltimore, MD 21205. Telephone:
(410) 614-5296. Fax: (410) 955-7463. E-mail:
khuss@son.jhmi.edu.

• Patti LaMonica, RN, MSN, Emergency
Department, New Britain General Hospital, 100
Grand St., New Britain, CT 06050. Telephone: (860)
224-5771. Fax: (860) 224-5774. E-mail: PLamonic@
nbgh.org.

• Lisa Molitor, ARNP, RNC, MSN, CEN,
CCRN, 8404 S.W. 28th Place, Gainesville, FL 32607.
E-mail: Lmolitorge@aol.com.]
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CEquestions

After reading each issue of Hospital Case
Management, the nurse will be able to:

• identify particular clinical, administrative, or 
regulatory issues related to the profession of case
management;

• describe how those issues affect patients, case
managers, hospitals, or the health care industry in
general;

• cite practical solutions to problems associated
with the issue, based on independent recommen-
dations from clinicians at individual institutions or
other authorities.

9. At The Ohio State University Health System,
the professionals who are responsible for coor-
dinating patients’ hospitalization from pre-
admission planning through post-discharge
follow-up are called what?
A. resource utilization managers
B. patient care resource managers
C.continuum care managers
D.none of the above

10.According to David Nelson, MD, associate pro-
fessor of medicine at the University of Florida
College of Medicine, hepatitis C accounts for
what percentage of all liver disease in the
United States?
A. 10%
B. 25%
C.40%
D.55%

11.According to Patrice Spath, RHIT, which of the
following issues should be considered when
identifying the specific interests of stakeholders
in a decision or action?
A. the benefits to the stakeholder
B. the changes that the decision or action 

might cause the stakeholder to make
C.the activities that might cause damage or 

conflict for the stakeholder
D.all of the above

12.According to a report from the Agency for
Healthcare Research and Quality, an audit of
Medicaid charts in Connecticut revealed that
only 50% of patients presenting with an acute
myocardial infarction received aspirin and beta-
blockers on the day of admission.
A. true
B. false



information do they need? How important is it to
involve the stakeholders in the planning process?
Are there other groups or individuals that might
influence the stakeholders to support your initia-
tive? In general, stakeholders with high interest
in an action or decision need to be involved in
some way. The extent of involvement in an action
or decision can range from:

• involved only as informants;
• consulted;
• directly involved in decision making;
• involved as co-action takers. 
The people or groups that require the most

attention are those who play an important role
and are opposed. If these people resist involve-
ment in the action or decision, then it’s time to
find some way to neutralize their influence.
Record your potential strategies for obtaining
support or reducing obstacles in the last column
in the matrix. 

Systematic evaluation of all stakeholders in
decisions or actions can help case managers antic-
ipate and plan for all contingencies. When caring
for patients, stakeholder analysis can be used to
ensure that the needs and desires of everyone
involved are thoroughly considered. When plan-
ning for a large undertaking such as an expan-
sion of case management activities, stakeholder
analysis can help all involved parties to get their
needs met.  ■

AHRQ sends mixed 
message on guidelines
Report expresses concern on lowering LOS

The Agency for Healthcare Research and Quality
(AHRQ), a federal agency in Rockville, MD,

charged with improving the quality and safety of
health care services, released new evidence July 17
that practice guidelines have the potential to signif-
icantly affect patient safety by facilitating wide-
spread dissemination of practices that effectively
reduce medical errors and improve care.

According to the report, it is unclear whether
the costly development and implementation of
clinical pathways represents an appropriate use
of limited health care resources. Moreover, there
is very little information on the application of

pathways to patient safety.
The report says there are theoretical concerns

that pathways may result in adverse patient
outcomes as a result of the shortened length of
stay and a dependence on “cookbook medicine”
but adds that there is little support for this in
the literature.

The report, Making Health Care Safer: A Critical
Analysis of Patient Safety Practices, reviewed evi-
dence from a number of patient safety practices.
It lists 73 that are likely to improve patient safety
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and describes 11 that the researchers considered
“highly proven to work” but not routinely per-
formed in the nation’s hospitals.

Researchers were surprised that more than a
dozen practices long considered important by
patient safety experts — including the use of
computerized order-entry systems, improved
hand-washing compliance, and changes in nurse-
staffing ratios — have not been sufficiently stud-
ied and therefore did not make the top 11 list.

“It is well-established in other medical fields
that known tenets of effective health care are not
practiced on a universal basis, despite overwhelm-
ing evidence supporting their use,” according to
the 640-page report.

According to an audit of Medicaid charts in
Connecticut, for example, only 50% of patients
presenting with an acute myocardial infarction
received aspirin and beta-blockers on the day of
admission, despite substantial evidence that these
practices reduce mortality. A second report esti-
mated that 3,500 infarctions would be averted
and 4,300 lives saved annually if beta-blockers
were appropriately prescribed for patients with
coronary artery disease. 

The report also devotes some time to the idea
that practice guidelines, if improperly developed
or implemented, actually could be detrimental to
the process of care or worsen clinical outcomes.

For example, a study of guidelines in the use of
neurodiagnostic testing in patients with low back
pain found the tests were more frequently utilized
in an improper fashion than at baseline when clin-
icians were given a set of guidelines that were rel-
atively narrow in focus. 

Another study of patients treated for conges-
tive heart failure found the guidelines actually
increased the length of stay beyond what was
clinically necessary.

According to the report, while neither of these
studies revealed worsened patient outcomes due
to the guidelines, that potential exists. “The pro-
mulgation of guidelines with imprudent advice
could . . . result in widespread harm to patients,”
the report asserts.

The report also points out that developing and
implementing practice guidelines is expensive.
“When developed for a complex clinical problem
by a national organization,” says the report, “they
consume tremendous resources, often tens of
thousands of dollars.” 

The manner in which practice guidelines are
implemented is at least as important as the con-
tent of the guidelines themselves, according to the

report. It notes that several systematic reviews
have concluded that the deterrents vary by prac-
tice location and that strategies to circumvent
these barriers must be devised on an individual
and local basis. 

The report concludes that, although evidence
specific to the use of patient safety guidelines is
“scanty,” guidelines in this area are likely to be as
effective as any other. The effectiveness of guide-
lines depends on many factors beyond their con-
tent, the report adds. “In particular, specific
attention must be focused on utilizing appropri-
ate implementation strategies if the full potential
of guidelines is to be realized.”

Another section of the report concludes that
there is “conflicting evidence” regarding the effi-
cacy of critical pathways as a method to modify
health care provider behavior and as a means of
implementing patient safety initiatives. 

“Although a few studies suggest they may
impact physician practice and, to a lesser extent,
complication rates and other clinical outcomes,
the data are inconsistent and more studies are
needed,” the report concludes.  ■
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