
Progress in data collection improves
alignment but adds new challenges
With disparity among systems, it’s hard to compare apples to apples

As the experts will attest, benchmarking is part science, part
art. The science of data capture is becoming more sophisti-
cated all the time, although a relatively small number of

institutions currently are taking advantage of state-of-the-art, fully
integrated systems.

“It’s all going electronic,” says Stephen Lawless, MD, MBA,
chief knowledge officer of Wilmington, DE-based Nemours, one 
of the largest pediatric subspecialty practices in the country. “The
next step, although only a few have delved into it, is an integrated
system. Lots of people have electronic documentation systems of
encounters, billing, pharmacy, or orders; but less than 1% or 2% of
the country have systems that are integrated, which means those
systems actually talk to each other.”

“Benchmarking has evolved to be much more sophisticated,”
adds Tania Bridgeman, RN, PhD, director of clinical path develop-
ment for the University of California at Irvine Medical Center,
(UCIMC), a tertiary, full-service facility that has a fully integrated
system. “There’s more input, the sophistication of the data is bet-
ter, and you have a higher confidence level when you go out there
[to benchmark with other institutions].”

The advantages of system integration are many, Lawless says. “If
you have complete data capture, and if, for example, you’ve admit-
ted a child to your hospital, you have a record that the child has
been seen, all orders are electronic, and most of the documentation
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• A relatively small percentage of hospitals have fully integrated
systems.

• The term “completeness of record” takes on entirely new meaning.
• Vendors play critical role in the new world of electronic data capture.
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is electronic. Then, when he is discharged, elec-
tronic summaries are sent out. Also, when he is
seen for a follow-up in the doctor’s office, the
electronic system there is integrated with the hos-
pital. That is the ideal, although surprisingly few
people have such a totally integrated system,” he
observes.

What does complete integration mean to your
benchmarking efforts? “In terms of benchmarking,
it means you have all the elements,” Lawless says.

One of the early benefits of electronic systems,
he notes, was to take care of legibility problems,
which were at the root of about 50% of all errors
in prescription writing. “The other 50% were
due to people prescribing duplicate drugs, the
wrong dosage, drugs that were not appropriate
for integration with other drugs, labs ordering

in duplicate, or people making decisions in care
based on a lack of information,” he observes. 

“Did the doctor know, for example, whether
his patient had previously seen, say, a lung doc-
tor?” he poses. “You often had to rely totally on
word of mouth or on a phone call. Now integra-
tion is seamless. If the doc down the road has
already seen my patient for a routine exam and
has done a cholesterol screening, why would I
want to duplicate that? From a benchmarking
standpoint, completeness of record is no longer
defined by whether you have a history. Now the
key benchmarking question is, do you have all
the elements of patient care in a continuum? The
change in the benchmarking process is dynamic.”

For example, Lawless says, assume your out-
comes measure expresses how few school days
your asthmatic patients miss compared to some-
one else’s patients. “Now, with all the data ele-
ments captured, you can really compare and see
if your management style is different from that of
the doctor down the street; you’re not just com-
paring patient age, sex, and race. Integration will
be able to help us benchmark outcomes really
nicely,” he explains. 

“It’s not good when your systems can’t talk
with each other,” Bridgeman says. “We’ve had a
high degree of success with clinical path develop-
ment because we’re automated.” 

Part of her clinical path development focuses
on benchmarking, she explains. “You have to
benchmark. Let’s say you want to address joint
replacement; it doesn’t behoove you to just sit
down with everyone at your facility who does
them and create a pathway; you have to go out
and benchmark,” Bridgeman says. 

With a number of vendors in the field, there 
is more than one way to achieve integration. At
UCIMC, they use two major systems — TDF, by
Atlanta-based Eclypsis, a clinical documentation
system, which interfaces with a decision support
system from a company called Transition Systems
I. “They manufacture the software for a hospital-
wide database with everything in it — docs, dis-
charge, diagnosis codes, complication rates, age,
sex, and so on,” she adds. 

UCIMC has had TDF since Bridgeman joined
the staff in 1999, and had the decision support
software a couple of years before that. The two
systems can talk to each other. “Decision support
is resource-driven — everything that’s charged in
the hospital will show up,” she says. “You can
even tease it into getting clinical information by
creating a dummy charge code.” 
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Decision support provides the internal data,
such as the physician’s name, DRG codes (for
broad definitions) or ICD-9 codes (which,
Bridgeman says, are superior), cost, length of
stay, age, sex, financial category, charges, variable
direct costs, total cost, and payer mix. 

“Externally, we go out into the university
health system consortium — UHC,” she says.
“This includes universities with affiliated hospi-
tals, which input data from all over the country.
You get morbidity, mortality, complication rates,
race, age, sex, unexplained deaths, costs; you can
even hone down into utilization in an OR or how
many days critical care was used.” It’s the UHC,
she says, that does the risk-adjusting.

Catholic Health Initiatives, a Minneapolis-based
health care system with 60 hospitals across the
country, works with a vendor called Soluciant, says
Mike Stoecklein, senior operations consultant,
who provides internal consulting resources for per-
formance improvement, working with the hospi-
tals’ performance management teams.

“Our system works with Soluciant to provide
benchmarking data under a program they call
Action OI,” he says. He adds that the system cur-
rently is installing “a more robust” version of the
software. 

“It looks at a variety of functions, both at the
hospital level, like revenues, expenses, productiv-
ity, and it can also let you compare yourself against
similar hospitals,” Stoecklein says. “You can choose
certain attributes. At a department level, you can
pick and choose the comparison groups that make
the most sense for you. You can also perform nor-
malization of the data to look at individual differ-
ences and nuances of different facilities.”

Scientific advances in benchmarking, and even
complete integration, often are accompanied by a
new set of challenges, says Lawless.

“It can create problems,” he concedes. “Today,
we presented our quality dashboard to our major
board of managers at Nemours. The main issue
they had was with benchmarking — looking at
medical errors and rates.”

The board asked if Lawless had any bench-
mark data to compare with other facilities. “I
explained that we have electronic orders, elec-
tronic capture of data, and so on,” Lawless says.
“The trouble is, most people out there who pub-
lish data on medical errors use a paper system.
Our data look 10 times better, but in the true
spirit of benchmarking, we have to find out how
well we do compared to those facilities with other
integrated electronic systems.”

Most groups now use the same processes, he
says, but electronic systems create brand new pro-
cesses. “Once you have [an integrated system],
data becomes so much more accessible; but once
you have it, what do you do with it?” he asks.

With integration, defining terms becomes more
critical, says Lawless. “For example, what is a
patient encounter or visit? If someone asks, ‘How
many medical errors do you have per patient
day,’ what do you mean by medical error? Now
that we can share the data so easily, those missed
definitions are very crucial.” The good news, he
says, is that “if we define carefully, we can really
compare one institution to another.” Right now,
however, there is no universal format for medical
record numbers, he concedes. “So, how do you
match up one [facility] to another?” 

Bridgeman also sees definition challenges pre-
sented by integration. “We don’t know if we’re
comparing the same elements. We don’t really
know what the other facilities are doing. When
UHC, for example, applies what they call a ratio
of cost to charge, you might not be sure what the
other hospitals submitted — variable direct costs
or actual costs. Also, while most of the participat-
ing institutions have colleges of medicine and
research, we don’t always know if they do. And
if you do, your costs are higher.” 

Vendors also eventually must learn to speak
the same language, Lawless says. “Vendors are
crucial. I’d say that 25% of the large organizations
are implementing electronic systems, but you
have some vendors that are ‘best in breed’ for
practice management, and others for patient care
documentation,” he asserts. 

“What ends up happening is you create lots of
interfaces. The next step is to make sure all the ele-
ments are defined the same way. If vendors could
talk to each other or agree to certain nomenclature
people would be comfortable with, you could buy
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different products and have them all interface,”
Lawless continues.

Bridgeman cites a real-world example of prob-
lems that also arise with external databases. 
“We use the Office of Statewide Health Planning
Department, based in Washington, DC, and [like
UHC] they also depend on what the other hospi-
tals submit. They provide data on ethnicity, sex,
age, comorbid conditions, mortality, payer mix.
They also quote median income per capita per
region, which makes the data useful for market-
ing, by getting patient populations within certain
rings. The issue with them, however, is that their
data are normally around 18 months old.” 

Still, she insists, “Both are fabulous databases.”
As for her software vendors, both of them have
hotlines. Here, too, however, definitions are criti-
cal. “Both are dependent on having a very accu-
rate query. Otherwise, with the wrong ICD-9 code,
for example, you’re likely to get flawed data.”

Bridgeman predicts the move to integration
will grow in the future. “I think it’s the way to go.
The huge thrust today is for safe health care, and
as the Joint Commission [on Accreditation of
Healthcare Organizations] says, the more driven
by informatics you are, the safer you will be.” 

Despite the challenges, systems integration
“will create a new bar, and that will only benefit
patients,” Lawless adds.

However, Stoecklein cautions, it probably will
be impossible to ever be sure that you are com-
pletely comparing apples and apples. “I don’t
know if you’ll ever have all apples, but you will
have red fruit and red fruit. People want to find
somebody exactly like them, and I don’t think
you’ll ever see two hospitals that are exactly the
same. But the real value in benchmarking is find-
ing somebody you can learn from — which may
be somebody who is not like you at all.”  ■

East-West synthesis
drives change model
Sessions are heart of customer service improvement

The unique fusion of a process for major
change created at the Harvard School of

Business and a Japanese business culture model
where change is driven by department managers
and staff rather than by top leadership has helped
power a successful customer service initiative at

the University of Texas M.D. Anderson Cancer
Center in Houston.

The eight-stage process of creating major
change, developed by John T. Kotter,1 is set 
out as follows:
1. establishing a sense of urgency;
2. creating the guiding coalition;
3. developing a vision and a strategy;
4. communicating the change vision;
5. empowering broad-based action;
6. generating short-term wins;
7. consolidating gains and producing more

change;
8. anchoring new approaches in the culture.

“This was the coat rack on which we hung
other elements of the initiative,” says Duke
Rohe, a systems improvement specialist in the
office of performance improvement.

A key Japanese tool for change, Kaizen sessions,
helped get the staff used to change, he continues.
“They are little 15-minute crafted meetings, requir-
ing all the staff to do the same thing,” he says.
“Perhaps a little assignment is given — to come
back to the next session with at least one small
idea on an idea card that will make them or the
department better.”

The whole staff has to participate, says Rohe,
noting that for effective change to take place,
“everyone has to change. It’s like [developing] a
muscle; you start easy, but you get stronger.”
(The interrelationship of Kotter’s model, the
Kaizen sessions, and the structure of the cus-
tomer initiative process are shown in the dia-
gram, p. 125.)

The initiative was born about three years ago,
and was undertaken by the Institute for Healthcare
Excellence (IHE), which was created to work in
conjunction with M.D. Anderson’s office for perfor-
mance improvement to pilot new programs and
new ideas. Working through the vehicle of the IHE,
M.D. Anderson and Paula Descant, MAO, educa-
tion specialist, spearheaded the effort. 

“We set up the initiative to improve quality
institutionwide and developed a program that
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(Continued on page 126)

• Each team is given six weeks to complete a
change project.

• For effective change to occur, the entire staff
must undergo the process.

• The pharmacy, information line, and diagnostic
center are initial target areas.

Key Points
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Customer Service Process

Source: Institute for Healthcare Excellence, M.D. Anderson Cancer Center, Houston.



was a combination of learnings and models that
Paula and I have absorbed through school and
through practical experience,” Rohe says. “I come
from the process side; if you don’t change your
process to support great service, you fail the cus-
tomer [the patient] time and again.”

“We looked at several key factors,” says
Descant, who developed six modules of basic
customer service needs. “The better service we
give our customers more efficiently, the happier
your customers and employees will be.”

The initiative targeted three main pilot areas: the
pharmacy, the information line, and the diagnostic
center. “We ended up changing people — or the
people changed themselves,” Rohe explains. “We
gave them the tools, and staff behaviors changed;
they become the improvement finders, instead of
the top leaders, which is more often the norm.” 

This structure, again, is more typical of
Japanese culture, Descant observes.

Achieving change

The change process began with Rohe and
Descant “selling” the customer service initiative
to department management. “Everyone thinks
they need customer service,” Descant says. “Our
department is known for this.”

“What they don’t understand is that to make
deep-seated change, you can’t do it with just
classes,” Rohe adds.

According to Rohe and Descant, one of their
goals is for the department staff to walk away
from the program with something practical they
can apply in the real world. 

“We offer them the tools to get them to change
the culture to be customer-friendly — then we
offer the classes,” Rohe explains. “It’s the talk
about culture that gets them.” No punches are
pulled as the initiative is explained. “We let them
know we are going to change the process side,
and that requires teams to support the service
they are going to deliver,” he says.

“That means a commitment of six months, dur-
ing which we will be taking people off the floor,”
Descant adds. 

To that end, a change readiness form is com-
pleted electronically, which “lets them know
what it will feel like being short of staff,” Rohe
says.

Accordingly, Rohe and Descant required that
no other change take place during the initiative. 

“We knew that in the next summer, the phar-
macy would have to open a new satellite facility,”

Rohe recalls. “They weren’t sure what they
wanted to do. They thought about it and came
back and said, ‘[The change process] will be the
thing to help kick it off,’” he adds.

“You first have to get the managers to see why
they have to change,” Descant says, explaining
why it is important to establish a sense of urgency.
“We use a balanced scorecard; Duke goes through
and asks about turnover, productivity, attendance,
customer service, finance, and so forth.” 

“If they don’t see a need for change, they don’t
need to do this,” adds Rohe. “At change readi-
ness, we encourage them to talk to a manager
who has already gone through this; we don’t
want them folding in midstream.”

Most departments did not have a standing
mission statement, Rohe and Descant found. 

“If they didn’t, we helped them create one,”
Rohe says. “We had the managers do it because
they are the drivers and sponsors of what we are
about.”

In creating the guiding coalition, the key ques-
tion asked was, “Who are your stakeholders?”
They could be staff, departments downstream, or
the patients. As originally conceived, the coalition
would include an advisory board as well as a cus-
tomer service board. In this case, however, since
the advisory board is built on a top-down struc-
ture, only customer service boards were formed.

The customer service board “can be anyone the
staff feels is important to their department,” says
Descant. “In the information line, we have ex-
patients on their board.”

“You feel honored to be on this,” Rohe adds. 
This process is driven by the staff. “We treat

staff like stakeholders,” he explains. “We let them
know what they are about to go through, because
not all of them will buy in.”

One reflection of just how important buy-in is,
is the change master position. “Since we need
buy-in from the staff, we ask people to interview
for this position,” Descant says. “We require each
department to have two change masters.” 

Prior to calling for volunteers, a change master
from a previous team is brought in to share his or
her experience. Then staff are given two days to
read about the position before going through an
interview process.

“This is serious stuff,” Rohe emphasizes. “It is
a two-year requirement with no additional pay —
you just obtain more skills.’” 

Rohe, Descant, and the managers all interview
the candidates, based on a predetermined set of
criteria. “We are looking for people who can be
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quick on their feet, who have facilitation skills and
presentation skills, and who are team builders,
because they will be presenting the customer ser-
vice modules,” Descant explains.

Once the two are selected, they are given a
mini-orientation to bring them up to the same
level of knowledge as the managers. 

The next stage, the customer service board meet-
ing, includes the two change masters, the board,
and the managers. “The outcome from there is to
look at the managers’ mission and to begin crafting
the vision,” Rohe adds. “Appreciative inquiry is
used; we examine the gap between where we are
and where we want to be.”

In the two-day session, the participants are
given a sense of the overall process of how Rohe
and Descant work with teams and with customer
service modules. 

“On the second day we break them off,” says
Rohe. “The change masters and Paula work on
running teams, as well as on doing customer ser-
vice modules. I take the managers into a session
called ‘run the bus, change the bus.’ This covers
how they will change themselves and the staff.”

“It’s really developing a strategy,” Descant
explains. “It gets them on the same page. It is also
the first step in empowerment; that change mas-
ter gets to say his or her piece.”

Next, an individual team is selected by the
change masters and management, also using a set
of specific criteria, Rohe says. “The first team’s
goal is to turn the vision into a real vision state-
ment for the department.” He says the ideal team
size is six members, but teams have been formed
with as few as three members.

The team runs with this assignment for 
five weeks, then approves a vision statement.
Ultimately, the customer service board approves
the statement, “but everyone has their finger-
prints on it,” Rohe notes.

In addition to approving the vision, the board
also approves the next project. The idea is to gen-
erate short-term wins. “Over the two-year pro-
cess, a department probably will run 10 teams,”
he explains. “You have a five-week project, iden-
tify the change, then implement it. This way, you
get immediate impact,” Rohe points out.

“It is the customer service board’s responsibil-
ity to make sure the short-term wins are contin-
ued and produce more change,” Descant adds. 

These changes are accomplished either through
Kaizens or through the customer service training
modules, she says. “One team did a new telephone
process. When it got done, we did a module on this
new process; now it’s anchored in the culture.”

“The very first team in the outpatient phar-
macy revamped the existing flow process for dis-
pensing outpatient drugs,” Rohe recalls. “The
second personalized the vision statement for their
department and developed customer service
scripts; a third team took the new customer ser-
vice skills we learned and a new process and
built new performance evaluations around those
skills — they re-crafted the evaluation form. At
last count, we have had over 30 Kaizens imple-
mented. The staff catalogs and celebrates them.”

Perhaps most gratifying, the customer service
initiative has become contagious. “As often as
not, the departments now approach us,” he says.

Reference

1. Kotter JT. Leading Change. Cambridge, MA: Harvard
School of Business; 1996.  ■

Stroke centers can cut
LOS, boost outcomes
Complicated process needs multidisciplinary team

Stroke centers with specialized stroke teams
have the potential to improve outcomes and

decrease lengths of stay (LOS) for facilities that
previously have relied solely on pre-hospital and
emergency department (ED) infrastructure.

This certainly has proven true at the Univer-
sity Hospital of Cincinnati, which was one of the
pioneers in establishing a stroke center. “We
have been treating [stroke] patients aggressively
since the late 1980s, which is very unusual,” says
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• The center is not so much a place as an orga-
nized response system.

• Team meets in-hospital on regular basis to dis-
cuss patient progress.

• Pathway for acute stroke care is an essential
ingredient in the formula for success.

Key Points



Arthur M. Pancioli, MD, FACEP, associate pro-
fessor of emergency medicine and vice chairman
of the department of emergency medicine at the
University of Cincinnati College of Medicine,
who came to the facility in 1991.

“It all comes down to the fact that stroke is a
very complicated disease process and requires a
multidisciplined team,” he explains. “It has been
shown many times in the literature that a formal-
ized stroke team provides better care.”

In many ways, the most appropriate way to
treat stroke is no different than the optimal way
to treat any complicated disease process, Pancioli
continues. “A classic example is trauma, where
you have a dedicated center,” he notes. “So much
of the modeling is similar, although the disease
processes are vastly different.”

Pancioli notes that over the years, the Cincinnati
stroke center has improved outcomes, decreased
mortality, and reduced morbidity. “Clearly, orga-
nized systems are going to have reduced length of
stay relative to acuity. Quite often, major centers
have longer lengths of stay than those centers that
treat patients of lower severity, but relative to
statistics that are adjusted for stroke severity, the
patients [treated by stroke centers] do better.”

In the mid-1990s, for example, Cincinnati com-
pared its LOS data to its typical benchmarks such
as UCLA. “With a typical team, we were able to
reduce length of stay relative to our benchmark
partners in that particular system,” he says.

In many institutions, Pancioli notes, a stroke
center is more of a system and a team than it is an
identifiable, physical place within the facility. 

“Very few places have a geographically located
stroke center,” he says. “Rather, you have a multi-
disciplined team, a defined champion, and repre-
sentatives from all the important disciplines. The
organization of the group is vastly more impor-
tant than [having] four walls.”

Bearing that in mind, one of the keys to the suc-
cess in Cincinnati is that “we have an absolutely
marvelous neuroscience department here,” says
Pancioli. In addition, there is the emphasis on 
multidiscipline care. At Cincinnati, that includes
neurology, emergency medicine, radiology, neuro-
surgery, PT, and rehab, occupational therapy,
speech therapy, nutrition, social work, which 
is absolutely critical, he says; “and, of course,
nursing care has to be dedicated to the cause.”

Then there is the actual response protocol.
“One thing that’s getting an awful lot of attention
now is first being capable of taking care of acute
patients,” Pancioli points out.

This requires complex decision making that
must be done rapidly. “For that, we have a long-
established acute stroke team so that ‘24/7’ one
of our physicians is immediately available by
page,” he says. 

“One number goes to all the team, then there is
a signal back that the doc has received the page
and responded that he either will treat, or that he
is occupied and is a no-go. Also, the whole team
knows the call went out and when a response sig-
nal has not come back. If a second signal comes
without response, we all call back. In any event,
you need the availability of a primary consultant
who can assemble the whole team.”

On an ongoing basis, there is a team in-hospital
that meets regularly to address the stroke team
census, the progress with each patient, and what is
going on with the acute stroke population in the
hospital. When it comes to recovery, “That’s where
we have to have significant coordination and com-
munication between the physicians, the nurses,
and everything in between,” Pancioli says.

The pathway for acute stroke care is an essen-
tial ingredient in the formula for success, he says.
“In an ideal world, when the patient hits the
door, the pathway is put with them.”

Pancioli is a firm believer in the need for written
protocols. “People who consider pathways or pro-
tocols to be ‘cookbook medicine’ ought to be say-
ing, ‘I like to individually forget individual things
for individual patients,’” he asserts. “What a pro-
tocol provides is a way of not forgetting anything.
We are all human — we all forget things. Simply
put, a recipe makes sure all the right ingredients
end up in the pot.”

In treating stroke patients, it is critically impor-
tant to “do the things that you know affect mor-
tality,” says Pancioli. “It’s like treating an MI and
making sure the patient got an aspirin, and if not,
why not,” he explains.

So, for example, the stroke team will check such
items as whether the patient went home on antico-
agulant medicine, whether dysphasia screening
was done before the patient started to eat, whether
they received some form of DVT/PE prophylaxis,
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and so on. “After all, we know it kills people,”
Pancioli says. “You look at the things that have a
literature basis for improving mortality and reduc-
ing morbidity, and you count.”

At Cincinnati, tools such as the Paul Coverdale
Registry Data collection forms and the Centers
for Medicare & Medicaid Services’ Fixed Scope of
Work are relied on. “These are things benchmark-
ers should be looking at,” he asserts.

Getting a stroke center up and running and
making it successful is, unfortunately, easier than
it looks, he says. “I’ve been part of a number of
initiatives to take stroke centers ‘to the streets,’”
Pancioli says. 

“It’s difficult to do because you have to change
a behavioral paradigm. You have to motivate peo-
ple, explain why a stroke center is beneficial, and
ask for resources. If you can find a stroke cham-
pion, show the literature, explain the benefits, and
find a good protocol [there are many available on
the web, he says] and get everybody at the table,
you’ll win.”  ■

CAM a special challenge
for cardiac care
Many heart patients seek alternative therapies

Astudy published this spring and follow-up
work yet to be released underscore an as-

yet unmet challenge presented by many heart
patients: An extraordinarily high percentage of
these patients turn to CAM (complimentary alter-
native medicine) therapies in addition to their
prescribed meds, often to their detriment.

In a study whose results were released March
19, 2003, at the American College of Cardiology’s
51st Annual Scientific Session, researchers at the
University of Michigan in Ann Arbor found that,
while earlier research showed that nearly half of
all Americans use alternative treatments, a full

74% of the heart patients surveyed reported using
some sort of CAM therapy. The study involved
145 patients who had been hospitalized for heart
attack or angina within the past six months.

“If you look in the literature, herbal therapies
are used more for chronic illnesses like arthritis,
and coronary artery disease is a chronic illness;
it’s not something you can cure,” notes Eva Kline-
Rogers, RN, MS, an acute care nurse practitioner
in interventional cardiology at the University of
Michigan Medical Center. 

Kline-Rogers coordinated the study under the
Michigan Cardiovascular Outcomes Research
and Reporting Program. “When somebody has
coronary artery disease, they may believe that
since some traditional meds will help but will
never cure, why not try some herbal remedies?”

In addition, she says, since all of these patients
were recently in the hospital and were made aware
they had a syndrome that was fairly severe, they
might be more likely to look at alternative meds as
the way to go.

More worrisome than the reasons these patients
tried CAM are the possible health effects. Many
heart patients are prescribed aspirin, Coumadin
(warfarin), or Plavix (clopidogrel) to thin their
blood, prevent clotting, and reduce their risk of
heart attack, stroke, or other problems. But dietary
supplements such as ginkgo biloba, ginseng, gar-
lic, vitamin E, fish oil, or coenzyme Q10 also cause
blood-thinning effects, and doses aren’t carefully
studied like those for medicines. The potential
total anticlotting effect, or other possible interac-
tions, are what worry experts.

It was those concerns that led the research team
into further study, this time with 177 patients. 

“When coronary syndrome patients are released
from the hospital, they are sent home on a minimal
dose of aspirin, which can cause some bleeding,”
she notes. “When they have had an intervention
like a stent, they are often put on another med, like
Plavix. A small percentage of them are sent home
on warfarin, which we do know causes bleeding 
as a side effect.

“Our thought was that if we send our patients
out on these meds and 50% of them take supple-
ments that also cause bleeding, are we also having
bleeding problems?” she continues. “We wanted
to know what prescription drugs they were tak-
ing, and if they were using any other supplements
known to cause bleeding, were they indeed hav-
ing more bleeding?” 

(Editor’s note: While the first study showed that
74% of the patients were using CAM, when the
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patients who only used multivitamins and prayer were
subtracted, 60% of all patients were found to use at
least one remaining CAM technique.)

While none of the findings have been pub-
lished, an abstract has been submitted, says
Kline-Rogers. “We found bleeding was fairly
common — about 25%,” she reports. “Most of it
was fairly minor, like nose bleeds or easy bruis-
ing, but the percentage was fairly high. We also
looked at whether any supplements jumped out
as a cause of bleeding. The only thing we found
that increased the incidence of bleeding was con-
sumption of green tea. In our literature search,
we found there is some biological evidence to
support this.”

The team worked with Sara Warber, MD, co-
director of the University’s CAM center, who
helped them design the surveys and look in the
most appropriate directions. 

“One thing we found, as a side point in the
first study, was that those therapies that have
some proven scientific benefit, like folic acid and
fish oil, were not used as frequently as, for exam-
ple, vitamin E, which in several studies has been
shown to have no cardiovascular benefit,” Kline-
Rogers notes.

All of this underscores the need for more and
better information — for patients and for health
care providers, Kline-Rogers asserts. What are the
responsibilities of hospitals, and their quality pro-
fessionals, in this area?

“My thoughts are that first, everything the
patient is taking needs to be assessed on admis-
sion,” she recommends. “And you need to specif-
ically ask the patient if they take green tea or
other teas, as well as other supplements. The
health care provider needs to be aware of what is
beneficial and what is not. The nurse needs to be
able to counsel people appropriately. 

“For example, one recent paper indicated that
vitamin E in some patients blocks the effects of
cholesterol meds trying to raise HDL. Also, you
must caution patients about to go home to let
their primary care provider or cardiologist know
what [CAM] they’re taking,” Kline-Rogers adds.

One long-term solution  is to integrate more

herbal medicine into the curricula at medical
schools, which currently is happening across the
country, she says. “Certainly, for practicing physi-
cians and nurses, inservices and updates would
be a good idea.”

It also would be extremely helpful, says Kline-
Rogers, for staff to have a written guide. “And it
must be continually updated.”  ■

Collaborative patient
safety program launched
Venture targets state agencies, hospital partners

The Agency for Healthcare Research and Quality
(AHRQ) in Rockville, MD, and the Depart-

ment of Veterans Affairs’ (VA) National Center for
Patient Safety (NCPS) in Ann Arbor, MI, are collab-
orating on the Patient Safety Improvement Corps, a
training program for state health officials and their
selected hospital partners. During the first annual
program, 50 participants will complete coursework
in three one-week sessions at AHRQ’s offices. 

Participants will analyze adverse medical events
and near misses to identify the root causes of these
events and correct and prevent them.

The overarching goal of the Patient Safety
Improvement Corps, which is funded by AHRQ
at approximately $7 million over four years, is to
prevent harm to patients. “The genesis of the
corps goes back to some meetings we had with
state organizations in which we heard loud and
clear the message that they really needed assis-
tance on the front lines of improving patient
safety,” recalls Daniel Stryer, MD, director of the
Center for Quality Improvement and Patient
Safety at AHRQ. “It’s not adequate just to build a
research base; people need to develop some skills
for addressing threats to patient safety, errors,
and harm from errors.”

AHRQ felt, frankly, that “no one else could reach
this audience,” he continues. “We also felt that the
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VA was at the forefront of training in patient safety,
so we wanted to build on this experience, combine
it with our involvement in research and dissemina-
tion, and reach a broader audience.” What the ini-
tiative is striving to do, Stryer explains, “is reach as
many people, organizations, hospitals and, ulti-
mately, patients as possible.” 

By going through representatives of state health
departments, Stryer says the partnering organiza-
tions will provide indirect access to literally hun-
dreds of hospitals and health care organizations,
“providing us with leverage to amplify the impact
we will have.”

Toward that end, the corps has a partnership
structure. “What we have done is ask for the repre-
sentatives of the state to partner with representa-
tives of local hospitals,” he says. “They provide
different viewpoints, experience, and also ensure
that the training they are getting is really going to
be applicable to local environments. That one orga-
nization will benefit, but the state health depart-
ments will also benefit from the partnership. This is
a very important program grounded in reality.” 

Many of the session trainers are from the VA’s
NCPS, says Stryer. Others will include AHRQ
faculty and outside experts. 

The training program for Wisconsin, which just
recently was completed, appears to have been a
success according to Myra Enloe, RN, MS, patient
safety officer at the University of Wisconsin Hosp-
ital and Clinics in Madison.

“Our state’s QIO, MetaStar Inc., represented 
the state [and its Department of Health and Family
Services] in the program and chose us as a part-
ner,” she says. “I felt it was important; it seemed
like a wonderful opportunity to really get some
formal education in patient safety from some of the
real experts in the field, and that it would benefit
our organization in continuing its efforts to pro-
mote patient safety.”

Having completed the course, she is convinced
she made the right decision. “It was great — very
worthwhile,” Enloe says. “It was five days of edu-
cation, with people from the VA’s [NCPS], who
are considered leaders in the movement. It was
also an opportunity to get to know other people
who are in patient safety.”

It was valuable for state organizations and hos-
pitals to be brought together, she adds. “These are
folks who don’t usually work together in this
way.” The trainers and participants spent a lot of
time on root-cause analysis processes. “This was
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an opportunity to practice doing them in a little
more structured, efficient, and probably more
effective way than how we have done them in the
past. One of the key things I took home is that they
really involved senior leadership in root-cause
analysis, and I find that to be a crucial factor.”

As for the ultimate benefit of the state/hospital
interface, Enloe contends the jury is still out. “I’m
still trying to figure out how this will play out. But
it will definitely help to raise some of the regula-
tory problems, as well as clinical issues, and pro-
vide a better understanding for both sides.”  ■
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