
JCAHO: Nursing shortage puts patients
at risk, demands immediate attention
Joint Commission announces push for wide-ranging changes

The worsening shortage of nurses in the United States poses a direct
threat to the quality of health care and the safety of patients, according
to an urgent call to action by the Joint Commission on the Accreditation

of Healthcare Organizations in Oakbrook Terrace, IL. 
A significant number of sentinel events and other adverse outcomes are

a direct result of the nursing shortage, says Dennis S. O’Leary, MD, presi-
dent of the Joint Commission.

The accrediting body recently released a major report, Health Care at the
Crossroads: Strategies for Addressing the Evolving Nursing Crisis, and held a
news conference to announce a push for wide-ranging changes in the
health care industry.

A shortage of nurses may seem like old news to most hospital adminis-
trators and quality leaders, but the Joint Commission now is going on the
offensive to fight the problem. In a recent report, the Joint Commission
warns the nursing shortage “is putting patient lives in danger and requires
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Pain management standards: Don’t find out
the hard way your facility isn’t up to speed
Don’t run the risk of losing your accreditation 

The first obstacle to overcome in developing a pain management strategy is
the misconception that effective pain management is not a problem within

your facility or does not need to be a high priority. Health care organizations
constantly face pain management challenges, not only in treatment, but also
in meeting Joint Commission on Accreditation of Healthcare Organization
(JCAHO) standards for the assessment and management of pain. Do you
know how your facility measures up? (Continued on page 125)



immediate attention.” 
A special Joint Commission roundtable has

developed a set of recommendations for combat-
ing the problem, and many of those steps would
require substantial action by the federal govern-
ment and national organizations. 

There is much to be done on a local level, how-
ever, and the task force has a list for individual
facilities and quality professionals to start work-
ing on. (See summary of recommendations, p.
120. The October 2002 issue of Hospital Peer
Review will feature more information on what
can be done within your own hospital to address
the nursing shortage.)

The task force’s major recommendations involve
transforming the nursing workplace into one that
nurses will want to stay in for years, creating a clin-
ical foundation for nursing educational preparation
and advancement, and providing financial incen-
tives for health care organizations to invest in high-
quality nursing care. 

O’Leary stresses that the goal is bigger than
just trying to make nurses more content with
their work, and it’s bigger than simply filling
nursing positions that are currently open. 

Failure to address this problem aggressively, he
says, is likely to result in increased deaths, com-
plications, length of stay, and other undesirable
patient outcomes.

“Nurses are the front line of health care, but
today there are simply not enough nurses to meet
the needs of patients,” O’Leary says. “Dramatic
changes must be made now and in the next few
years to avoid a crisis in patient care.”

The problem is acute, a combination of long-
standing shortages in the nursing field and
rapidly increasing demands for more nursing
care. More than 126,000 nursing positions are
unfilled now, and that number is expected to 
skyrocket just as 78 million aging baby boomers
begin placing unprecedented demands on the
country’s health care system, he says.

“The nurse staffing problem is today a major
factor in emergency department overcrowding,
cancellation of elective surgeries, discontinuation
of clinical services, and the limited ability of the
health system to respond to any mass-casualty

incident,” O’Leary says. “In addition, 90% of
nursing homes report an insufficient number of
nurses to provide even the most basic of care, and
some home health agencies are being forced to
refuse new admissions.” The future looks even
worse, and that is one reason the Joint Commis-
sion is urging immediate action, he adds. The
Joint Commission estimates that by 2020, there
will be at least 400,000 fewer nurses available to
provide care than will be needed.

Compounding the shortage is the fact that the
nurses who are available to care for patients will 
be aging right along with their baby-boomer peers.
The average age of a working registered nurse
today is 43.3, according to the Joint Commission,
and that average age is increasing at a rate more
than twice that of all other work forces in this coun-
try. Only 12% of registered nurses in the work force
are under the age of 30, a decline of 41% compared
to a 1% decline for all other occupations. 

Researchers project that by 2010, the average age
of the working registered nurse will be 50.

The shortage of nurses affects quality of care in
a number of ways, O’Leary says. Some effects are
hard to quantify but still very serious, such as an
overworked nurse’s inability to pay attention to
his or her patients. Other problems can be demon-
strated more directly, such as the fact that over-
worked nurses tend not to wash their hands as
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Government releases 
final HIPAA privacy rule

On Aug. 9, as this issue of Hospital Peer Review
went to press, the Department of Health and

Human services released the final rule regarding 
the privacy portion of the Health Insurance Port-
ability and Accountability Act (HIPAA). Among other
changes, the final rule eliminates the requirement 
of written patient consent for providers to disclose
protected health information for certain purposes,
including treatment and payment. The final rule was
published in the Aug. 14 Federal Register and can
be downloaded at www.hhs.gov/ ocr/hipaa. HPR will
provide full coverage of the final privacy rule in next
month’s issue.  n



often as they should, leading to an increase in
nosocomial infections.

“We now have clear data linking nurse staffing
levels to quality of care,” he says. “We didn’t
have that before.”

In one recent survey cited in the Joint Commis-
sion’s report, 31% of nurses reported that patients
in their last shift did not receive necessary skin
care; 20% said patients did not receive oral care;
and 28% said that they were unable to provide
adequate education and instruction to patients
and their families.

Another problem is that new nurses are being
thrust into complex care situations without the nec-
essary experience, says Sally A. Sample, RN, MN,
FAAN, moderator of the Joint Commission’s nurse
staffing roundtable and former commissioner of
the Joint Commission. Experienced nurses gain the
ability to multitask — to take care of several patient
concerns at once without diminishing quality, she
says. But those experienced nurses are either quit-
ting the nursing profession altogether or moving
on to more appealing work environments, such as
home care. “The newer nurses are not as capable 
of doing these multiple tasks, and that poses an
increasing risk to patients,” she says. “You may
have replaced a nurse with another nurse, but the
quality of care isn’t the same.”

Participants in the Joint Commission round-
table brought out the big metaphors in an effort to
emphasize the seriousness of the nursing shortage
and its direct effect on quality of care. Marilyn P.
Chow, RN, DNSc, FAAN, vice president of patient
care services for Oakland, CA-based Kaiser
Permanente, says, “We have elements of a perfect
storm brewing: aging nurses and faculty, fewer
people coming into the profession, and an aging
population. We need to intervene now to prevent
that perfect storm from occurring.” 

According to O’Leary, the nursing shortage is
“a prescription for disaster.” Recently acquired
data bring the threat into sharper focus, he says. 

Joint Commission data show that staffing lev-
els have been a factor in 24% of the 1,609 sentinel
events that have been reported to the Joint Com-
mission over the past five years. 

Other identified contributing factors, such as
patient assessment, caregiver orientation and
training, communication, and staff competency,
implicate nursing problems as well. Conversely,
O’Leary says, several studies have shown the
positive impact on quality, costs, and health out-
comes when nurse staffing levels are optimized
— fewer complications, fewer adverse events,

shorter lengths of stay, and lower mortality.
Quality is not the only casualty of the nursing

shortage; hospitals also are able to treat fewer
patients than if they were fully staffed with
nurses. In a recent study conducted on behalf of
the American Hospital Association, respondents
reported that the nursing shortage has caused
emergency department overcrowding in their
hospitals (38%); diversion of emergency patients
(25%); reduced number of staffed beds (23%); dis-
continuation of programs and services (17%); and
cancellation of elective surgeries (10%). In this
same study, nearly 60% of respondents reported
that nurses feel it is more difficult to provide qual-
ity care today because of work force shortages.

Some health care professionals may dismiss
the Joint Commission’s call to action as just
another superficial response to a longstanding
problem, but Sample discourages that reaction.
The current crisis is far worse than any in the past
and demands a more serious response, she says. 

“I’ve seen many shortages in my career, but
this situation we face now is untenable,” she says.
“Nurses are being described as the canaries in the
coal mine, and if the coal mine is our nation’s
hospitals, they need immediate improvement.”

[For more information: 
• Joint Commission on Accreditation of

Healthcare Organizations, One Renaissance Blvd.,
Oakbrook Terrace, IL 60181. Telephone: (630) 792-
5000. Web: www.jcaho.org.]  n

Poor communication is
common cause of errors
Communication critical, says JCAHO official

“If there were one aspect of health care deliv-
ery an organization could work on that

would have the greatest impact on patient safety,
it would be improving the effectiveness of com-
munication on all levels — written, oral, elec-
tronic.” With those words, Richard K. Croteau,
MD, executive director for strategic initiatives 
for the Joint Commission on Accreditation of
Healthcare Organizations (JCAHO), outlined an
issue that he says is too often overlooked by qual-
ity professionals.

His comments were in reply to a query about a
recent JCAHO Sentinel Event Alert, which, ironi-
cally, was not intended to address communication
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at all. In fact, it examined some of the key issues
involved in delays in treatment.

The alert had several interesting findings. For
example, of the 55 reported cases of delays in treat-
ment, 29 were related to the emergency depart-
ment (ED), meaning nearly half of the delays
occurred outside the ED. The other 26 originated
in hospital intensive care and medical-surgical
units, inpatient psychiatric hospitals, freestanding
and hospital-based ambulatory care services, the
operating room, and the home care setting. Of the
55 delays, 52 resulted in patient deaths. Of the
delays, 42% were attributed to misdiagnosis.

What JCAHO found perhaps most interesting
was how participating organizations responded to
these sentinel events. They suggested implement-
ing multiple and varied strategies in responses,
including redesign of:

• orientation and training processes (80%);
• transfer procedures (27%);

• staffing plans (25%);
• on-call specialist contact procedures (22%);
• triage procedures (16%);
• physical space (11%).
However, while analysis revealed that multiple

root causes contributed to each sentinel event,
most organizations (84%) cited a breakdown in
communication as a major cause.

“While the organizations consistently identi-
fied communication, the risk-reduction strategies
they said they were going to implement don’t
directly address communication,” Croteau notes.
“We looked at what they said were the underly-
ing causes of the sentinel events. What they do
not address in their strategies is what they found
as the cause.”

Accordingly, JCAHO responded in the alert
with its own additional recommendations for
curtailing delays in treatment:

• Implement processes and procedures
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Nursing workplace must be
transformed to retain nurses

The nursing shortage has many causes and many
possible solutions, some of which will require

action by the federal government and by the health
care industry as a whole. But health care profession-
als at the local level still can contribute, says Keith
F. Safian, president and CEO of Phelps Memorial
Hospital Center in Sleepy Hollow, NY.

Safian is a member of the Joint Commission on
Accreditation of Healthcare Organizations’ round-
table addressing the nursing shortage, and he tells
Hospital Peer Review that quality improvement and
peer review professionals should consider them-
selves key to solving the problem. “We see this as a
problem that needs to be addressed from all sides,”
he says. “The Joint Commission is taking steps on
Capitol Hill, but there are numerous things that health
care providers can do in their own communities and
in their own hospitals.” 

Much of that work involves improving the working
conditions for nurses, says Marilyn P. Chow, RN,
DNSc, FAAN, vice president of patient care services
for Kaiser Permanente. Hospitals must stress the
“culture of retention,” establishing a work environ-
ment in which nurses want to stay in the jobs, she
says. “This is not just about focusing on recruitment
and scholarship strategies to attract new nurses. We
also have to work with existing nurses,” Chow says.
“Nurses are recruiters. When they are satisfied and
happy about their work conditions, they recruit their
family, their friends, anyone they encounter. When
they’re frustrated and unhappy with their jobs, they

steer people away from nursing.”
Some action already has been taken on a federal

level, but it remains to be seen how significant it will
be in solving the problem. In August, President Bush
signed into law the Nurse Reinvestment Act, which
authorizes financial aid programs for nursing students.
The law is expected to make $30 million available for
nursing scholarships between 2003 and 2007, but the
Joint Commission is urging Congress to take more
action. In its recent report, the Joint Commission
roundtable identified these three overall strategies:
• Transform the workplace to give nurses the

independence and support they need to do
their work well, thereby creating a culture of pro-
fessional satisfaction and encouraging retention.
Setting staffing levels that take into account the
complexities of patient needs and nurses’ skills
and competencies also must be part of the solu-
tion. Hospitals must adopt zero-tolerance policies
for abusive behaviors by physicians and other
health care practitioners.

• Bolster nursing education to ensure that new
graduates are better prepared to care for fragile
patients. This means re-invigoration of nursing
schools by funding new faculty positions and
encouraging nurses to seek advanced degrees. It
also means creating standardized postgraduate
nursing residency programs. Increased federal
funding for nursing education also is needed to
encourage greater interest in the profession.

• Make new federal money available to encour-
age hospitals to invest in nursing services.
Continued receipt of these monies should be con-
ditioned on achievement of evidence-based, nurs-
ing-sensitive goals, including patient outcomes.  n



designed to improve the timeliness, complete-
ness, and accuracy of staff-to-staff communica-
tion, including communication with and between
resident and attending physicians.

• Implement face-to-face interdisciplinary
change-of-shift debriefings.

• Take steps to reduce reliance on verbal
orders and require a procedure of “read-back”
verification for when verbal orders are necessary.

The importance of these strategies takes on
added significance because the communication
problems are not limited to delays in treatment.
“Breakdowns in communication are pervasive 
in all areas, and throughout all sentinel events,”
Croteau says. “When we look at all the sentinel
events in our database (1,747 sentinel events) and
at patterns of root causes, the most frequently
identified cause is a breakdown in communica-
tion.” Therefore, successfully addressing such
breakdowns could make a big difference in mini-
mizing sentinel events, he says.

The first step every organization should take is
an analysis of the barriers to effective communi-
cations, Croteau advises. 

“We have to think about how we communicate:
orally, electronically, and in writing,” he suggests.
“In writing, potential barriers might be legibility
of handwriting, incomplete orders, or abbrevia-
tions with multiple meanings. Electronic barriers
might include faxes that are not very legible.”

Croteau advises going through all your facil-
ity’s different forms, talking with staff, and find-
ing out where they have trouble understanding
what someone else is trying to tell them. “That’s a
tremendous start; it tells you where the problems
are,” he observes.

This leads to JCAHO’s first recommendation
on staff-to-staff communications. “Your specific
strategies should be based on what is identified
as a barrier. For example, docs have a habit of
talking their orders. We encourage hospitals to
limit verbal orders to those times when there are
no options, like when there’s a code or when a
surgeon is down and gloved,” Croteau says. 

“If you have to use verbal orders, the people
who receive the order should write it down and
read it back, and get confirmation they are right.”

This is an important benchmark process, he
points out. “Limit verbal orders, and have a strict
read-back protocol,” Croteau advises. 

The second recommendation is based on the
premise that when a new shift comes on, it must
have the information it needs to provide continu-
ity of care. “One barrier, we’ve been told, is that

the different disciplines carry information that’s
needed by other disciplines,” he says. 

“The process goes on, the patient needs care,
but the players change. Continuity is critical; it is
helpful to have a certain structure to the change-
of-shift report,” he says. “We advise against just
tape-recording it, which has become a common
nursing practice. There is no opportunity to seek
clarification and ask questions; face-to-face dia-
logue is much more effective.”

In most cases, Croteau recommends a sys-
temwide approach to communication problems. 

“My preference, as with most of these efforts,
is that when the [outcomes] are systemwide, the
solutions should be addressed systemwide. That
does not mean certain strategies shouldn’t be
pilot-tested departmentwide, but ultimately it
should be done across the continuum of care,” he
adds.  n

QI project improves best
practice use tenfold
Collaboration across departments, institutions 

Collaboration across multiple hospital depart-
ments and several institutions helped a hospi-

tal network in Massachusetts increase its use of
medication best practices by 10 times in only 18
months. From the outset, the project was intended
to produce changes that could be implemented
rapidly, rather than focusing on long-term data
collection.

Reducing adverse drug events was the overall
goal of the quality improvement project launched
by CareGroup, a network of six hospitals in east-
ern Massachusetts. The Massachusetts Coalition
for the Prevention of Medical Errors and the
Institute for Healthcare Improvement identified
17 best practices that could reduce medication
errors, so the network decided to find a way to
increase their use throughout the network. (See
list of 17 best practices, p. 122.) CareGroup has
13,000 employees, including 2,000 medical staff.

Implementing such changes across a network is
less common than making the changes within a
single institution, notes Dottie McCarthy, MS, RN,
CS, medical surgical clinical nurse specialist at
Mount Auburn Hospital in Cambridge, one of the
CareGroup facilities. But when the CareGroup
leaders launched the quality improvement project,

September 2002 / HOSPITAL PEER REVIEW ® 121



they decided to take advantage of the network’s
size. Collaboration and input from a variety of
sources turned out to be key to the project’s suc-
cess, she says. 

Numerous leaders were needed throughout
the network, so each facility CEO selected a
leader for that hospital’s “medication reliability
team.” Those leaders came from a variety of dis-
ciplines, including peer review, risk management,
pharmacy management, and staff physicians.
Physician leadership is desirable but not neces-
sary, McCarthy says. The teams formed in 1999,
and CareGroup hired an outside consultant to
train them in rapid-cycle techniques for their
meetings, to emphasize quick implementation of
change rather than a long discussion. Four teams
had eight members, and the other two had four
members and five members.

The size of the teams affected how they acted,
McCarthy says. Larger teams tended to go right
ahead and implement changes without testing
them first, and they also tended to become fix-
ated on hospital policies they couldn’t change. 

The teams met first on Feb. 8, 1999. Rapid imple-
mentation became a central focus of the project,
says Lisa Saubermann, RPh, manager for phar-
macy quality assurance and process improvement
at Beth Israel Deaconess Medical Center in Boston,
another CareGroup hospital. 

Data collection took a back seat to implementing
change, she says. Getting everyone’s perspective
was one of the first priorities, she says, because the
multidisciplinary team members sometimes did
not fully understand each other’s roles in adminis-
tering medication. 

Each team mapped out the members’ roles,
Saubermann explains.

Data collection was an ongoing concern, with
the teams monitoring issues concurrent with the
changes. The teams used a variety of sources to
collect data, such as incident reports and the phar-
macy’s computer system. Some data collection
was farmed out to patient care areas, McCarthy
says, sometimes with team members hanging
around a unit and listening to what nurses told
patients. A local college student was recruited to
help analyze some of the data.

“We didn’t have tons of data. We would trend
things out when concentrating on a particular
issue, but we weren’t sending out tons of data,”
Saubermann says. “We didn’t want to get so
stuck on that aspect of it that we lose sight of
where we’re trying to go. I think some people get
paralyzed by all the data. We were more focused

on getting changes implemented rather than
gathering data just for the sake of gathering
data.”

The teams met together at one of the hospitals
each month. Each team had to present its defini-
tion of “error” to make sure everyone was talking
about the same thing, and each team presented a
detailed flowchart of all the steps in providing
medication for patients at their facilities. They
also presented assessments of how their institu-
tions were complying with the best practices so
far and what steps were being taken to improve
compliance. But more than anything else done at
the meetings, the project depended on the teams
from all six hospitals sharing information about
actual medication errors and what they learned
from them. 

“This wasn’t so easy, because no one likes to
share a lot of information about their mistakes,”
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(Continued on page 127)

17 Best Practices 
for Reducing ADEs

These are the 17 best practices for reducing
adverse drug events, developed by The
Massachusetts Coalition for the Prevention of
Medical Errors and the Institute for Healthcare
Improvement:
1. Chemotherapy protocols and preprinted

orders
2. Weight-based heparin protocols
3. Enforcement of standardized prescribing
4. Removed potassium chloride concentrates

from all units
5. Patient partnering
6. Colored allergy wristbands for patients
7. Limited numbers of dosages and pump types

for IV solutions
8. Computerized drug profiling
9. Unit dosing

10. Pharmacy-based admixture of IV solutions
11. Pharmacist on unit at rounds
12. Warning labels for look-alike and sound-alike

drugs
13. Emergency department condition manage-

ment protocols
14. Maximum 12-hour shifts for all nursing 

personnel
15. Critical pathways for complicated care
16. 24-hour-a-day pharmacy service available
17. Nonpunitive error reporting
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Removing patient 
irritants improves care 
Small things add up for customers

Aworried patient entering a hospital doesn’t
want to struggle to find the place where he

or she needs to go. Nor should someone who is
already under stress have to spend an hour try-
ing to figure out how to work the television,
lights, or bed in the room. 

Yet these small irritations can create a lasting
negative impression on patients. That’s why
Brockton (MA) Hospital targeted such little nui-
sances and their elimination through its Removal
of Patient Irritants Team (RPI). 

The team — part of an overall effort to reverse
a downward trend in patient satisfaction scores
— won accolades last year from Press Ganey
Associates, which made the hospital one of its
finalists in the annual Client Success Stories com-
petition. More importantly, patients are noticing
the change, says Carol Martin, RN, director of
cardiopulmonary rehabilitation at the 290-bed
hospital and leader of the RPI team.

The idea was to resolve immediately as many
issues that bother patients as possible, while
making sure that those that are more complex are
quickly brought to the attention of the appropri -
ate person for development of an action plan.

The RPI team is one of five that the hospital
implemented four years ago, Martin explains.
The others are the measurement team, which
keeps track of data and provides weekly updates
on patient satisfaction scores; the communication
team, which is in charge of all patient communi-
cations, including hospital room bulletins; the
reward and recognition team, accountable for
applauding the efforts of staff members who per-
form above and beyond the call of duty; and the
standards and values team, which makes sure

that hospital values are known, understood, 
and are part of the hospital staffs’ performance
evaluations. 

Initially, the team members were unsure what
they should do, so they concentrated on reading
every single patient satisfaction survey that was
returned. Martin says of particular import was the
comment section. 

“Patients don’t usually write any comments,”
she notes. “If they do, you know it is something
that is important to them.” Positive comments
immediately were e-mailed around the hospital,
and negative notations were listed and systemati-
cally attacked by team members.

One of the first items they noted was that
emergency department (ED) patients complained
that they couldn’t get pillows, she says. “We
asked the staff in the ED why they didn’t have
pillows, and they said it was because if they had
them, the emergency medical technicians would
walk out with them, or the patients would take
them to the floor with them when they were
admitted and the department would never see
them again.”

The simple solution was to purchase green pil-
lowcases. “Any time you saw a green pillow, you
knew it belonged to the emergency department,”
Martin says. It was a quick and easy benefit to
provide to patients. “We still lose a few pillows,
but patient comfort is more important.”

The team did some mystery shopping at the
facility and noticed that it often was difficult to
find someone who could provide a patient with
directions. “So we started a greeter program
where every manager has to pick an hour and
work as a greeter at our main entrances,” she
says. “I got a lot of grief for it, but the program
is still working.”

The impact of the greeter program goes
beyond patients, too, Martin adds. “It makes it
clear to the staff that managers are interested in
patient satisfaction. In addition, the visible pres-
ence of managers means that some problems can
be addressed much more quickly than they might
have been otherwise.”

Everybody cares for patients

Another program involves patient rounding, in
which patient advocates, nonclinical managers,
and maintenance personnel make rounds to all
new patients. 

During the week, patient advocates make the
visits. On the weekend, clinical and nonclinical
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managers volunteer for the shifts. Maintenance
associates visit every new patient within 24 hours
of admission to ask about the accommodations
and provide basic instructions for the television,
lights, call button, and bed. 

To ensure that there is wide participation in
and knowledge of the RPI team activities, Martin
holds meetings on different units every week. “It
was hard to get staff nurse involvement, because
their shifts aren’t predictable,” she says. “But by
having a meeting on different units each week,
we can get nurses to come in for a few minutes,
even if it’s just to grab a bagel. It’s often long
enough for them to provide good ideas or hear
what we are doing.”

In one instance, a nurse said there weren’t
enough intravenous pumps available. “If you tell
a nurse manager that, they might say you are
using them on too many patients. But we stepped
back and looked more in depth. We called other
hospitals to see what their use was and found we
used them 50% less than other hospitals. We
ordered more pumps right away,” Martin says.

If a problem is brought up — either by patients
or by staff — it is addressed. If it can’t be fixed
immediately, staff are apprised of the situation so
they know where it stands.

When a complaint comes in, it is brought to the
attention of the person in charge of that area. For
instance, if a patient complains that a room is too
warm, the complaint goes to maintenance. Since
rooms don’t have individual heating systems, the
maintenance staff might recommend using fans.
The manager who can best deal with the problem
is in charge of making rounds to patients who
have made such a complaint and is given two
weeks to work on the problem, she explains.
“Then they come to a weekly meeting and report
on what they have done and what they couldn’t
do.” Only once has the manager in charge failed
to come up with an action plan in the two-week
time frame, Martin says. 

The overall goal, she says, was to improve
patient satisfaction scores from the 38th per-
centile to the 98th percentile. It’s a high goal, and
Martin says that since there are 650 hospitals in
the Press Ganey database, she’d be happy with
any score in the 90s. Initially, she succeeded. “We
had a full year where we were over the 90th per-
centile,” she notes. Then a nursing strike hit the
hospital last fall. Upon the return to work, the
scores were once again very low. “But we went
right back to work, addressing patient and staff
issues and the scores started going up again.” By

the start of May, the scores had been in the 90s for
about a month. With good support from the CEO
and other senior management, Martin says no
one doubts the importance of patient satisfaction.
“It is the No. 1 item on the senior staff agenda
every single week,” Martin says. “I have my own
budget, and every week the CEO asks what I
need to make this all work.”

Not that money is the only answer. “It’s not
even about the big things, but about the small
ones,” Martin adds. “It’s acknowledging a prob-
lem, asking how you can fix it. It’s often a lot less
than you think.”

The staff takes great pride in the achievements,
which even were noted on paychecks, with a ban-
ner that said the hospital was in the top 10% for
patient satisfaction in the country. But Martin
does have a word of warning. “Don’t waste your
time on the 1% of people who you can never
make happy,” she says. “Put your efforts on
exceeding the expectations of the others and on
swaying the feelings of those fence sitters.”  n

Want to innovate? Look
outside of health care
Health system models top companies nationwide

One of the reasons benchmarking is underuti-
lized in health care, observers say, is that

many hospitals and systems spend much of their
time in search of ideally compatible facilities
against which to compare themselves, often
within their own systems or organizations. 

In reality, these observers say, health care facili-
ties should be broadening their benchmarking
horizons, learning from anyone and everyone
they can.

That’s precisely the approach that’s being
taken by Memorial Hospital and Health System
in South Bend, IN. 

“We’re spending most of our time in the pro-
cess of setting up an innovation center,” reports
Philip A. Newbold, MBA, CEO of Memorial. 

“We’re going to teach all of our employees
how to be more creative, more innovative, and to
take every single thing we do and differentiate
ourselves and make it a ‘wow’ experience for our
customers,” he says.

And where is Memorial learning how to do



this? “We’ve been spending time going around
the country and visiting with major companies:
Whirlpool, Baxter, 3M, Medtronics, Steelcase,
IDEO,” Newbold reports. 

“They’re more than willing to sit down and to
share how they became innovative — how they
develop new products, new services, and how
they invent their services,” he adds.

There are a number of reasons for benchmark-
ing innovation outside of health care, Newbold
says. 

“For one thing, innovation has been absolutely
red hot in the last 10 years in almost every indus-
try but health care,” he says. 

“It’s all these companies are talking about:
‘Where are the brightest, most creative people,
how can we get them in here, and how can we
create conditions that produce new thinking?’ We
simply have no hospitals outside of teaching hos-
pitals that even have an R&D [research and
development] function,” Newbold continues.

Why is that? “We just haven’t had the national
scale you have when you put a Motorola or a 3M
or a Johnson & Johnson together,” he notes. 

“They have huge budgets and are more con-
sumer-oriented. We are operating in a wholesale

model and largely deal with a few dozen payers,”
he points out. “But we have to develop this core
competency to ensure higher revenues for the
future, and to become more attractive by differen-
tiating ourselves in the market.”

In addition, Newbold notes, benchmarking
outside of your own bailiwick is the hottest topic
in industry today. 

“That’s why you see product development
groups bringing in anthropologists, people who
are trained observers of consumer behavior, for
added insight,” he explains. 

“All those different disciplines are what we in
health care will need to be a real value-added
experience — to give our customers that fabulous
experience — and that won’t happen by talking
to ourselves.”

Newbold now is looking to set up an organiza-
tion of seven to 10 premier hospital centers around
the country to be beta sites to test innovations. 

“This organization is going to provide some-
thing similar to what Microsoft has to test its new
products,” he explains. 

Such partnering is imperative because these new
relationships might involve licensing negotiations,
equity participation, and so forth, he adds. 
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To help you meet these challenges, American
Health Consultants offers the Complying with
JCAHO Pain Management Standards: Is Your
Facility at Risk? audio conference, scheduled for
Oct. 8, from 2:30-3:30 p.m., Eastern time. The facil-
ity fee is just $299, which includes free CE for your
entire staff. 

The conference package also includes, hand-
outs, additional reading, 48-hour replay of the live
conference, and a CD recording of the program. 

Conference speakers Patrice L. Spath, BA,
RHIT, and Michelle H. Pelling, MBA, RN, will teach
participants how to:
r Comply with the new JCAHO standards relating

to pain medication range orders and titration.
r Integrate JCAHO ’s “Speak Up” campaign into

your patient education initiatives. The ground-
breaking program encourages patients to become
active, involved, and informed participants on the
health care team.

r Develop a performance measurement system to
evaluate the effectiveness of pain management
and continually monitor and improve outcomes.

r Avoid documentation deficiencies and 
staff complacency that can derail your 
pain management program.

“Hospitals must have a systemwide standard of
care for pain management that will reduce patient
suffering from preventable pain,” Spath says. 

“Failure to meet this standard of care can result
in a Type I recommendation from JCAHO. But more
important, inadequate pain management will under-
mine patients’ confidence in the quality of care pro-
vided by your health care facility,” she says.

A Type I recommendation would require your
health care organization to resolve insufficient or
unsatisfactory pain management standards compli-
ance in a specified amount of time to maintain your
accreditation. 

This audio conference is a must for hospital nurs-
ing directors and staff nurses, pharmacists, pain
management team members, quality directors, 
risk mangers, accreditation/compliance directors,
patient educators, case managers, ED managers/
nurses, same-day surgery managers, and home
health managers. 

Educational programs for hospital staff at all lev-
els can ensure that sound pain management stan-
dards are understood and put into practice
throughout your facility.

To register for this audio conference, call cus-
tomer service at (800) 688-2421 and reference
effort code: 62751. n

(Continued from cover)
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“We don’t have people in our organizations
that are familiar with these things,” Newbold
observes.

Arrangements like these can help health care
facilities reap new revenues that currently are
going to entrepreneurs and other nontraditional
health care players, Newbold says. 

“There are opportunities to set up new compa-
nies with new revenue streams, by hooking up
with venture capitalists and other folks,” he
posits. 

“Take the example of LASIK surgery; none of
that was initiated by hospitals. We don’t come
close to realizing our potential. Nobody buys
their pharmaceuticals from hospitals; they buy
them from chain drug stores. All the money goes
to entrepreneurs who are competing with us,” he
adds.

Through the innovation center, Newbold says
he hopes to develop new technologies and ser-
vices “so we can get some of that money.”

Newbold says he plans to model his center
after the one developed by The Studer Group in
Pensacola, FL. 

“Quint Studer has set up a customer-service
training company that is the premier company
when it comes to hospital customer service. They
can demonstrate how to move patient satisfaction
scores to any level you want. Our model may be
close to something like that,” he says.

Initial discussions about the innovation center
began about 18 months ago. Currently, Newbold
is seeking partners to create training manuals and
courses of study for his 3,200 employees.

Such efforts could transform health care

Newbold says efforts like his have the poten-
tial to transform the health care industry. 

“I would think one of the outcomes would be a
remarkable differentiation from one hospital to
another; patients will choose a specific hospital
because of their previous experience,” he says. 

“There will also be the potential for new revenue
generation from existing product lines as well as
new sources of product revenue,” Newbold adds.
“And we will do much better in the war for talent
if we have entrepreneurial organizations with lots
of creativity. 

“In fact, there are studies that show nurses
want to work in an atmosphere like that, so one
of the additional outcomes will be an added
weapon that can really help fight the nursing
shortage,” he concludes.  n

Clinical trials harmed by 
lack of informed consent

The mention of clinical trials often triggers a silence
between physician and patient, usually because 

neither one knows much about the subject. Nearly 80%
of physicians admit they would like to know more about
clinical trials so they can help their patients make an
informed decision before volunteering to participate.

“Most subjects enrolled in clinical studies have a mea-
ger understanding of what they have gotten into,” says
Alan Sugar, MD, chairman, New England Institutional
Review Board and professor of medicine at Boston
University School of Medicine. “Informed consent has
largely focused around the signed form and has not
practically become the continuous process that it needs
to be. As a result, a subject’s misunderstandings largely
go unchallenged.”

Properly informing patients is not only ethically neces-
sary, say clinical trials experts, but it also ensures better
trials and data. Last year, more than 17 million people
thought seriously about participating, but only a few mil-
lion actually completed their trials. And even among
them, many gave their consent without a thorough knowl-
edge of the facts. Indeed, patients can be so daunted by
questions and lack of information that they simply decide
not to volunteer.

“There’s a simple ethical mandate that you don’t ordi-
narily do dangerous things to people without their knowl-
edge and consent,” says Dale E. Hammerschmidt, MD,
FACP, associate professor of medicine and director 
of Education in Human Subjects’ Protection for the
University of Minnesota Medical School in Minneapolis.
“From a more pragmatic perspective, a well-informed
subject is likely to cooperate better with the trial and is
more likely to report potential problems. The quality of
the data and the safety of the trial are both enhanced
when the subjects really know what’s going on.”

A new resource, written for doctors and clinical trial
participants, can help answer some of these tough
questions. Boston-based CenterWatch, the leading pub-
lisher of clinical trial news and information, now offers
Informed Consent, a guide to the risks and benefits of
volunteering for clinical trials.

Informed Consent, a step-by-step guide with a history
of the clinical trials industry, explores the drug develop-
ment process and how a new drug makes its way to the
marketplace. It also details why people decide to partici-
pate, how to find clinical trials, how to research clinical
trials and evaluate their risks, how to ensure proper
informed consent, what the vulnerable populations are,
and what to do when things go wrong. Cost is $16.95,
and can be ordered from CenterWatch at (800) 765-
9647, or by faxing (617) 856-5901. It also can be
ordered through www.centerwatch.com; www.amazon.
com; and www.barnesandnoble.com.  n



McCarthy says. “Initially, we heard a lot about
near misses because it was safer to tell those. But
as we went along, people got more comfortable
and passed on more information.”

To assess how the teams were improving and
moving toward the best practices, they developed
a scorecard to track their progress. The initial
scorecard in May 1999, three months into the pro-
ject, indicated that potassium chloride had been
removed from the patient floors in all six hospi-
tals, but that was the only best practice that had
been fully implemented.

The consultant working with the groups
helped them analyze the available information,
both during and after the meetings. One of the
first targets for improvement was heparin admin-
istration. The task force identified heparin as a
high priority because it is prone to error, requir-
ing titration and frequent recalculation of dosages
to prevent over- or undercoagulation. 

To address that issue, the task force created a
new dosing schedule and revised the form used
to order the drug. It also reduced the heparin
bolus dose and infusion rates, while also improv-
ing the documentation forms.

After implementing those changes, the team
members analyzed charts to see the effects.
Saubermann says the analysis revealed that the
new policies improved the quality of care while,
presumably, reducing adverse events. The per-
centage of patients who achieved a therapeutic
level within the first three days of heparin treat-
ment more than doubled, to 93%. The percentage
of patients reaching the therapeutic anticoagula-
tion range by the end of the first day doubled
from 16% to 31%. 

Look-alike, sound-alike drug events

Another focus was the problem of look-alike
and sound-alike drugs; four adverse events had
been traced to this problem at CareGroup hospi-
tals in the previous six months. The teams came
up with an unusual way to address the problem.

“We held a contest to see who could identify
the most look-alike or sound-alike drugs, with all
the different patient care areas competing against
each other to identify the most,” McCarthy says.
“We came up with more than 100 and posted a
list of all of them in the medication rooms. It
raised awareness quite a bit, more than if we just
handed out a list and told them to be careful.”

Any look-alike drugs stored next to each other
were rearranged or removed, and when possible,
the hospital switched to a different supplier with
different packaging. The pharmacy also placed
special warning stickers on some look-alike drugs
considered high risk. 

For sound-alike drugs, CareGroup pro-
grammed its Pharmacy Drug Data File to show
indications when a nurse calls up the medication
to place an order. The system shows the common
indication for the drug and prompts the nurse to
confirm that it is the correct medication for the
patient’s needs.

Other forms were standardized and then com-
puterized later in the process.

“There’s a lot of talk about computerizing these
days, and that was one of our goals, but we had to
get it right on paper first,” Saubermann says. “If
you don’t have it right on paper first, computeriz-
ing it will just compound those problems.”

Forcing functions also turned out to be key to
reducing adverse drug events. Reducing the
reliance on a clinician’s memory always will help
improve medication safety, Saubermann says. To
that end, the CareGroup teams looked for ways
to “force” safer practices by standardizing forms,
for instance. With heparin, order forms were
changed to make a certain type of stat test the
default rather than relying on the physician to
actually write in that order each time.

“We’re not taking away the physician’s ability
to make his own decisions, but that’s an example
of an order that every physician wrote if he or she
remembered to write it,” Saubermann says. 

“The change just made it the default, and if
they wanted to change it, they had to actually
write in that change,” she says.

Saubermann and McCarthy say the task force
didn’t follow the typical quality improvement
rules too strictly if that would have meant slow-
ing the pace. A hospital’s team often initiated
several changes at once. The downside to that
approach is that it can be difficult to determine
what change was responsible for the improve-
ment. By changing many variables at once, the
teams sometimes could not point out which one
was effective, or most effective.

“The team leaders did not see this as a problem,
or at least not a big enough problem to slow down
the improvements,” McCarthy says. 

“Protecting patients was the goal, even if it
meant we wouldn’t have the rock-solid data that
you might need for publishing study results and
getting a lot of credit for the idea,” she adds.
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The results are hard to argue with. Among the
six CareGroup hospitals, adoption of the adverse
drug event best practices increased tenfold in 21
months. 

At the beginning of the project, one best prac-
tice was adopted fully by all six of the hospitals;
and less than two years later, there were 60 best
practices in place through the network. (Not all of
the best practices were in place at all the hospi-
tals, so the 60 is a compilation of how many were
in place at each site. The average works out to
about 10 of the 17 best practices in place at each
hospital.) 

Almost all the changes involved no additional
expense. Only the standardization of patient-
controlled analgesia pumps required additional
funds. 

“The commitment at all levels was a key to
making this work. We had people discussing this

project at every level, at all kinds of meetings
throughout the system,” McCarthy says. 

“We were constantly feeding information back
to the staff so they knew that this was something
we were serious about, not just a problem of the
week,” she adds.. “We emphasized that this was
an important patient safety issue, not just a prob-
lem we’re focused on now but will forget next
week.”

[For more information, contact:
• Dottie McCarthy, MS, RN, CS, Medical

Surgical Clinical Nurse Specialist, Mount Auburn
Hospital, 330 Mount Auburn St., Cambridge, MA
02138. Telephone: (617) 492-3500.

• Lisa Saubermann, RPh, Manager for Pharmacy
Quality Assurance and Process Improvement, Beth
Israel Deaconess Medical Center, 330 Brookline Ave.,
Boston, MA 02215. Telephone: (617) 667-7000.]  n
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Part 1 of 3

Develop a patient safety
management system
Know the right questions to ask

By Patrice Spath, RHIT
Brown-Spath Associates
Forest Grove, OR

Every health care facility should have some
type of patient safety management (PSM) sys-

tem in place. Some programs are more formal
than others. While there is no ideal model to fol-
low, there are fundamental questions that organi-
zations need to address: “Are all the elements of
an effective patient safety program in place?”
“Are the elements integrated?” “Do actual patient
care practices conform with safety goals?” And
perhaps the most important: “If the patient safety
director left tomorrow, would the program con-
tinue to function effectively?”

This is the first in a series of three articles on the
essential elements of a PSM system. The building
blocks of an effective program are presented along

with self-assessment tools. The questions can be
used to identify to what extent your PSM system
conforms to the generally agreed upon fundamen-
tals of an effective program. 

The checklists have been developed primarily
to improve your understanding of critical PSM
elements and raise awareness. 

The elements incorporated into the checklists
have been drawn from a number of sources and
tailored to the unique needs of health care orga-
nizations. When you have completed the check-
list, there are many different actions you can take
depending on the results. 

(Continued on age 130)

Core Elements of Patient
Safety Management
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Patient Safety Policy Self-Assessment Tool
1.4 Is the patient safety policy defined and endorsed by the board and administrative and medical staff

leaders?

Score Description
0 A patient safety policy does not exist.
1 A patient safety policy has been developed, but the board and administrative and medical staff leaders did not

have input into the policy (e.g., the policy was written and communicated by performance improvement director,
risk manager, or patient safety officer).

2 A patient safety policy has been delivered to board and administrative and medical staff leaders, but it has not
been endorsed or approved through appropriate channels.

3 The board, administrative and medical staff leaders have defined and endorsed a patient safety policy. 

Our Score: ________

1.3 Does the patient safety policy address hazards relevant to clinical activities and patient services? 

Score Description
0 The policy does not consider hazards associated with the organization's clinical activities and patient services.
1 The policy reflects the notion that an element of the organization's mission is to minimize unintended patient

harm, but provides no specific language to suggest that safety issues will be considered in all decision making.
2 The policy reflects broadly the nature, scale and safety impacts of the organization's clinical activities and

patient services.
3 The policy reflects the organization's commitment to ongoing examination of the actual and potential safety

impacts associated with its clinical activities and patient services.The policy is periodically reviewed and revised
to reflect changing conditions and information.

Our Score: ________

1.3 Does the patient safety policy include commitments to the improvement of patient safety? 

Score Description
0 The policy does not include a clear commitment to improved patient safety. 
1 The policy contains indirect or generic commitments to the continual improvement of patient safety. 
2 The policy contains direct commitments to continual improvement of patient safety, including prevention of 

unintended harm. 
3 The policy also contains clear commitments to the education of physicians and staff on their role in improving

patient safety. 

Our Score: ________

1.3 Does the patient safety policy provide a framework for setting and reviewing improvement objectives
and targets?

Score Description
0 The policy does not describe patient safety management nor express a commitment to monitoring safety perfor-

mance through objectives and targets.
1 The policy commits the organization to monitoring safety performance through objectives and targets, but does

not provide sufficient guidance as to the foundation of that process.
2 The policy is specific enough to guide the setting of patient safety improvement objectives and targets. The policy

does not, however, clearly describe the use of objectives, or the performance review and reporting framework.
3 The policy is clear and specific enough to guide the setting of patient safety improvement objectives and targets

and to understand the organizational process for doing so. The policy establishes guidance for the use of objec-
tives, and the performance review and reporting framework.

Our Score: ________

(Continued on page 130)



Hopefully the self-assessment process will pro-
vide some ideas for actions. If a task group or
committee completes the checklist, get them
together again to review the results and discuss
next steps. 

The PSM system promotes continual improve-
ment in all elements of performance that affect
patient safety in a health care environment. The
core elements of the program are illustrated in the
box on p. 128. These elements are connected in
much the same way as the “Plan, Do, Check, Act”
cycle of continuous improvement. While different
organizations may use different terms, all the
essential elements must be present in some form. 

In this installment, we’ll explore the policy-
setting phase. The PSM system derives its goals
from the organization’s patient safety policy. It 
is established by the board of trustees and other
top leaders, documented, and widely communi-
cated throughout the organization. The policy
should include a commitment to continual
improvement, patient injury prevention, regula-
tory/accreditation compliance, and a manage-
ment framework.

In the box on p. 129 and above is a series of
questions to identify to what extent your patient
safety policy measures up to an ideal approach.
Policy elements are organized in the format of a

simple questionnaire with a four-part scoring
system. Add your organization’s score for each
question in the space provided. Begin by reading
the description for score 0 to determine if the sit-
uation described therein accurately reflects the
situation in your organization. If not, then pro-
ceed to the row and make the same decision.
Eventually, move on to the last row and ask the
same questions. In this way, you build progres-
sively on your understanding of what the high-
est score of “3” means.

The questions can be used to better understand
the PSM policy-setting phase and to judge the
effectiveness of your current initiative. The scores
are designed to be useful as tools, not grades per
se. Use the results to discuss how your organiza-
tion’s PSM policy needs to be strengthened. A
“perfect score” (i.e., every question received a
score of 3) would, if responded to thoroughly and
honestly, indicate that your organization has all
of the requisite policy elements for an effective
PSM system. 

In next month’s column, the phases of plan-
ning/commitment and implementation/opera-
tion action will be described. The accompanying
self-assessment tools will aid your organization
in determining strengths and weaknesses for
these PSM elements.  n
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1.5 Is the patient safety policy implemented, maintained, and communicated to physicians and staff?

Score Description
0 The policy is not documented (in written or electronic form) and is not communicated. No provisions have been

made by leaders for the implementation of the policy (e.g., designation of specific oversight individual or group).
1 The policy is communicated to physicians and staff in specific training interactions. There is no process to

ensure that the policy is regularly reviewed and adapted to changed circumstances.
2 The policy is widely communicated to physicians and staff in varied contexts. There is an informal process to

review the policy in response to specific comments.
3 The policy is communicated to all physicians and staff in varied contexts. The policy is regularly reviewed and

the policy (or affiliated procedures) adapted to the changed circumstances.

Our Score: ________

1.6 Is the patient safety policy publicly available?

Score Description
0 The policy is not accessible to the public.
1 The policy is made available, upon request.
2 The policy is generally available, but difficult to access. The policy has been communicated to various community

groups.
3 The policy is readily available, and it is a visible document that is easily obtained via the web or through com-

munity groups. Any amendments or modifications to the policy are made available to the public in a timely
manner.

Our Score: ________



Data show wide variations
in pediatric care

New data from the Agency for Healthcare
Research and Quality (AHRQ) in Rockville,

MD, indicate that while the majority of parents
report that their experiences with health care for
their children are good, there are significant varia-
tions by age, race/ethnicity, and type of insurance
coverage. 

The data provide the first nationally represen-
tative information about parents’ experiences
with health care for their children. These data
were collected in 2000 and early 2001 through a
new questionnaire added to AHRQ’s Medical
Expenditure Panel Survey (MEPS). The questions
were taken from AHRQ’s CAHPS, a research-
based, validated survey tool that assesses peo-
ple’s experiences with their own health plans. 

Parents of a nationally representative sample
of 6,500 children younger than 18 were asked
about the timeliness in which their children
received needed and routine medical care and
their experiences during their children’s care.

Parents of publicly insured and uninsured chil-
dren (20.4% and 15.8%, respectively) were more
likely to report having a problem receiving neces-
sary care during a physician’s office or clinic visit
than were parents of privately insured children
(7.9%). They also were more likely (11.9% and
8%) to report that the health provider never or
only sometimes explained things carefully than
were parents of privately insured children (3.4%).

Other findings include:
• Parents of black children were more likely than

those of white or Hispanic children to report
that their providers always showed respect for
what they had to say (75.4% of blacks, 66.9% of
whites, and 63.7% of Hispanics, respectively).

• Black and white children were more likely than
Hispanic children to have their parents report
that their providers always explained things 
in a way they could understand (74.3% of
blacks, 69.1% of whites, and 62% of Hispanics,
respectively).

• Hispanic children were less likely than white 
or black children always to get appointments f
or routine care as soon as their parents wanted
(45% of Hispanic children, 53.7% of white chil-
dren, and 53.8% of black children).

• Uninsured children were less likely than those
with private coverage to have their parents

report that their providers always spent enough
time with them (49.5% of uninsured children,
54.6% of children with public insurance, 57.5%
of children with private coverage).

• Uninsured children ages 6 to 17 were much less
likely than children that age with public insur-
ance or those with private coverage always to
receive care for an illness or injury as soon as
their parents wanted (41.9% for uninsured chil-
dren, 56.1% for publicly insured children, and
64.9% for privately insured children). 
MEPS collects information annually on health

care use, expenses, access, health status, and
quality from a nationally representative sample
which, in 2000, consisted of 24,000 adults and
children and 10,000 households.
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CE objectives

To earn continuing education (CE) credit for sub-
scribing to Hospital Peer Review, CE participants

should be able to meet the following objectives
after reading each issue:

• Identify a particular clinical, legal, or educa-
tional issue related to quality improvement and
performance outcomes.

• Describe how the issue affects nurses, health
care workers, hospitals, or the health care industry
in general.

• Cite solutions to the problems associated with
those issues based on guidelines from the Joint
Commission on Accreditation of Healthcare Organ-
izations or other authorities and/or based on inde-
pendent recommendations from clinicians at
individual institutions.

If you’re not an HPR CE subscriber and would like
to sign up, call customer service at (800) 688-2421.  n

CEquestions
9. According to Dennis O'Leary, MD, president 

of the Joint Commission on Accreditation of
Healthcare Organizations, how many nursing
positions are currently unfilled?
A. 126,000
B. 102,000
C. 96,000
D. 83,000

10. According to the Joint Commission, what is 
the average age of a working registered nurse
today?
A. 41
B. 43.3
C. 50
D. 52.4

11. The Nurse Reinvestment Act, which President
Bush signed into law in August 2002, is expected
to make $30 million available for nursing scholar-
ships between 2003 and 2007.
A. true
B. false

12. Which of the following are best practices for
reducing adverse drug events as developed by
The Massachusetts Coalition for the Prevention
of Medical Errors and the Institute for Healthcare
Improvement?
A. patient partnering
B. unit dosing
C. critical pathways for complicated care
D. all of the above

Answers:
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