
Track your department’s interventions
to prove your value to management
Five-person department calculates $1 million in savings

When Teresa C. Fugate, RN, BBA, CPHQ, CCM, developed the
case management program for a hospital in which she worked,
she included a provision promising that what the case man-

agers saved by preventing extra days and avoiding denials would equal
their salaries plus benefits.

“Within the first year we put job performance in the description, every
employee in the case management department showed their worth to
the organization by reducing delays in service and improving reimburse-
ment equal to their salary plus benefits. In addition, we could calculate
that their efforts paid for the operational budget and the director’s
salary, plus benefits,” says Fugate, now a manager for Pershing, Yoakley
& Associates, a Knoxville, TN-based health care consulting firm.

After the case management performance tracking system was instituted,
the hospital went through a period of layoffs. During that time, the case
management department was the only department that increased staff.

“Not only did they do what the job standards asked for, they paid 
for the full department. We provided the savings through performance
improvements and took it all the way to the board,” Fugate says.

Last year, the case management department at that same hospital,
Haywood Regional Medical Center in Clyde, NC, tabulated almost 
$1 million in cost savings related to case management interventions
under the leadership of Shirley Trantham, RN, BSN, CCM, director of
health resource services, which is the case management department at
the 190-bed hospital. Fugate hired Trantham, who helped her develop
most of the programs and took over the department when she left.

The department has five full-time equivalent case managers and two
social workers.

The staff monitor case management interventions that prevent avoid-
able days and allow earlier discharges and put a dollar amount on them,
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using a case management database program cre-
ated by the hospital. (For more details on how
they track their savings, see related article, p. 19.)

With today’s emphasis on the increasing cost
of health care, every hospital case management
department must be able to show it is clinically
and financially valuable, Fugate says.

“The clinical people want to see the clinical
side of the equation. Physicians will be the case
managers’ biggest proponents if they improve
clinical indicators,” Fugate says.

On the other hand, the administration wants to
see the case management department’s effect on
revenue. Tracking case management interventions
is the best way to prove your worth, she adds.

Start by monitoring avoidable days, delays in
services, and case management intervention and
calculate the savings. Track your hospital’s denial
rates and keep track of successful appeals.

For instance, make sure that laboratory reports
and X-ray reports are on the chart when the physi-
cian gets to the hospital for rounds. If the report
comes back after the physician leaves the hospital,
it’s too late to discharge the patient that day. The
case managers prevent an avoidable delay if they
make sure the charts are there when the physician
needs them, Fugate says. “If the case managers
aren’t on top of this and aren’t working on those
areas, the patients are going to stay longer.”

If your hospital doesn’t provide cardiac catheter-
ization on weekends, you could monitor the num-
ber of patients who need it on weekends and show
the denials and the delays in services. Then the
hospital can calculate whether the cost of opening
the catheterization lab on weekends would be off-
set by a reduced denial rate.

“With avoidable days, hospitals can attach a dol-
lar figure for Medicare and Medicaid patients,”
Fugate says. Any time a stay is more than the geo-
metric length of stay, a hospital could lose $600 to
$1,000 a day. “The more it costs . . . to provide the
care, the less you’re making. Every day a patient
stays because of delays in services costs the hospi-
tal money. If the case manager is intervening and
can lower length of stay, the department can track
how much the interventions save the hospital.”

At Haywood Medical Center, the case manage-
ment department generates monthly reports that
show possibly avoidable days it has prevented
and assigns each one to a department or unit in
the hospital. If the X-rays are not back in time, a
potentially avoidable day is assigned to the radiol-
ogy department and shows that the case manager
intervened and prevented a delay in care or dis-
charge. If a patient missed a dose of Coumadin,
it’s charged as a possibly avoidable day to nursing. 

“These reports go monthly to each unit in the
hospital and gives them a list of the things they
need to improve on. We can’t take credit for all the
savings. It’s a hospitalwide effort,” Trantham says.

Recently, the case managers have noticed a num-
ber of delays in surgery due to OR restraints. “This
tells the hospital administration that we need to
consider if we need more surgeons or more operat-
ing rooms open,” she says.
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One way to monitor clinical outcomes is to
benchmark your hospital’s performances against
the Centers for Medicare & Medicaid Services
(CMS) quality initiatives, Fugate suggests. “Hosp-
itals are being asked to voluntarily publicize their
data. The clinical outcomes are there.” CMS is
tracking hospital performance in the areas of heart
attack, heart failure, and pneumonia. (For details,
see box above, or go to: www.cms.gov.)

“What is happening is that JCAHO [the Joint
Commission on Accreditation of Healthcare
Organizations] and CMS are coming together on
the types of clinical and quality initiatives that hos-
pitals should track,” she says. The clinical perfor-
mance measures were developed by CMS and
JCAHO and endorsed by the National Quality
Forum. The case managers should intervene to
make sure the clinical indicators are met, Fugate
says. For instance, left ventricle functions should be
assessed prior to admission. If the case managers
don’t see it on the chart, they should talk to the
physician. The same is true of other indicators, she
adds. “The case managers should be monitoring
those indicators and intervening to make sure they
are being done.”

Documentation improvements is another area to
track, Fugate adds. Improving documentation of
medical necessity could be tracked by compiling
the actual revenue changes in the coding. Keep in
mind that your aim is not to increase the coding; it
is training the physicians to code accurately.

A large portion of the case management savings
at Haywood Regional Medical Center is generated
by making sure that patients have the right admis-
sions status, Trantham says.

“Doctors will admit patients for only 10 to 15
hours and list them as an inpatient admission. No
insurance will cover this. Our case managers work
with the doctors to get these patients admitted on
observation status,” she says.

The case managers at Haywood work closely
with the social workers in getting patients dis-
charged to nursing homes more quickly, some-
times by helping the physician see that the
patient’s needs can be taken care of in another
setting of care. One case manager recently coor-
dinated care for a patient who had Medicaid
pending and needed a wound vacuum at a cost
of $70 a day just for the pump.

It was more cost-effective for the hospital to 
pay for the wound vacuum and release the patient,
rather than keeping him in the hospital until Medi-
caid came through, Trantham says. “We try to be
creative and still provide the patients with the care
they need.”  ■

Software tracks dollar 
figure for avoidable days

When Haywood Regional Medical Center in
Clyde, NC, began tracking case manage-

ment interventions, staff began by looking at
variances in care and documenting them to see
how they could improve patient care.

Staff chose their own list of possibly avoidable
days (PA days) and started tracking them.

That led to the creation of a list of reasons for PA
days that eventually grew to be more than four
pages long, according to Shirley Trantham, RN,
BSN, CCM, director of health resource services,
which is the case management department at the
hospital.

In the beginning, case managers checked off
their interventions on a work sheet and the office
assistant entered the information into a database.
The database is used to track the cost savings,
based on the hospital’s charges, Trantham says.
The case managers figure the cost savings based on
the hospital charges. The hospital has just begun
using a computer program that allows the depart-
ment to print cost savings reports per patient, per
case manager or per month, quarter, and year. 

“If they save one day, the charges are divided
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National Voluntary Hospital
Reporting Initiative

INITIAL SET OF QUALITY MEASURES

Heart Attack
✔ Aspirin at arrival
✔ Aspirin at discharge
✔ ACE Inhibitor for left ventricular systolic 

dysfunction
✔ Beta-blocker at arrival
✔ Beta-blocker at discharge

Heart Failure
✔ Assessment of left ventricular function
✔ ACE Inhibitor for left ventricular systolic 

dysfunction

Pneumonia
✔ Oxygenation assessment
✔ Initial antibiotic timing
✔ Pneumococcal vaccination

Source: Centers for Medicare & Medicaid Services, Baltimore.



by that amount by the number of days a patient
is here, and the savings are calculated. Since most
charges occur in the first 24 to 48 hours, it may
not be possible to get an exact figure, but it gives
us a ballpark figure,” she adds.

The new electronic case management program
was developed for community case management
and was rolled out for the entire department in
December. The software incorporates a pull-down
list of the frequent case management interventions.
“Now case managers don’t have to look at the list
and find the number code. Now they go to the
drop-down box and pick an intervention code, and
it’s done,” Trantham says.

Now that the case managers are documenting
the interventions themselves, it will free up the
office assistant’s time to help in other ways, she
adds. “I’m sure there are a lot of interventions
and PA days that we have missed. Now that the
nurses don’t have to go through the list and code
their interventions, it’s likely that we will docu-
ment more of them.”

When the case management department
started producing the reports that tracked their
intervention, some staff in other departments
complained and referred to the case managers as
“the chart police,” Trantham recalls.

“We explained that the purpose is to improve
patient care. It’s not intended to be punitive. Over
time, everyone realized that we were trying to
improve the process and prevent the same things
from happening over and over again,” she says.  ■

SWs, CMs collaborate 
for better patient care
No one says, ‘That’s not my job’

Afew years ago, the master’s prepared social
workers (MSWs) and RN case managers at

Hoag Memorial Hospital Presbyterian in Orange
County, CA, were having the usual disagreements
over who should do what for which patient and
who was carrying the heavier load.

Now, after instituting a collaborative practice
model, the two disciplines work together as a
team, sharing the caseload on the unit to meet the
patients’ identified needs. The two disciplines
have cross-trained each other on job functions that
do not require the specialty of the discipline so that
social workers can call the insurance company to
get benefit information and the case managers help

families find community services they need when
it’s necessary. The areas that are the specialty of the
respective disciplines are utilization management
for the RNs and psychiatric issues for the MSWs.

Along with the increase in productivity has
come an increase in morale and professional satis-
faction, says Theresa Thomsen, LCSW, manager of
the social work department at the 409-bed hospital.

“We now have a more diversified, more valu-
able team. When there’s a sick person in the fam-
ily, there are a lot of psychosocial issues that have
to be handled along with the other care coordina-
tion. It all works together,” says Paula Griego,
RN, BSN, manager of the case management
department.

When the two departments began working to
develop their collaborative practice model, the
hospital had four social workers and eight RN
case managers whose main jobs were utilization
review and discharge planning. The RN case
managers were assigned by unit and called in the
social workers when they were needed for psy-
chosocial issues. “With that model comes a lot of
disagreements about who does what. The RN case
managers felt they had a heavy load to carry, and
the social workers often felt their accountability
was being questioned,” Thomsen says. Among
the goals of the model are to build strong commu-
nication between the disciplines and to get rid of
the slogan, “That’s not my job.”

The changes in the social work and case man-
agement departments occurred when Hoag Memo-
rial was going through the process of rebuilding
employee morale. During the hospitalwide initia-
tive, each department created “Just Do It” groups,
which met regularly to set goals for working
together, to identify barriers to reaching the goals,
and to come up with ways to overcome them. (For
details on the groups, see related article, p. 21.)

“The hospital administration wanted to get rid
of the critical, blaming nature the hospital had been
functioning in and build a customer service model
for the internal and external staff, everyone from
the patient to the doctor to the ancillary staff,” says
Thomsen.

The fact that the hospital’s initiatives were being
reinforced within and outside of the departments
lent itself very well to the changes the managers
wanted to make in the social work and case man-
agement departments, Griego adds.

The case management and social work depart-
ments began by calling in consultants to introduce
them to different models for assigning the work.
Now the hospital has an equal number of social
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workers and RN case managers on the staff during
the day. They are assigned by unit and work as a
team. The case managers and social workers on
each unit have created a partnership and work
closely together when patients have complex social
and clinical issues that need to be co-managed. 

“A collaborative relationship is more effective in

accomplishing more favorable outcomes for the
patient,”Griego says. 

With a more balanced workload, the nurse case
manager can take time to build rapport with the
patient and provide support, she adds. “We do a
lot of cross-training, but if one person starts with
the case and needs to call in the other discipline,
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Collaborative practice model
took years to implement

Before Hoag Memorial Hospital Presbyterian in
Orange County, CA, started its collaborative care

initiatives for case management and social work, the
two disciplines often were at odds with each other.

“Historically in our organization, the RNs have
complained to other RNs about the social workers
and the social workers have complained to other
social workers about the RNs. It was like the two dif-
ferent groups were warring with each other,” says
Theresa Thomsen, LCSW, manager of the social
work department.

One of the goals of the initiative was to eliminate
the backbiting and complaining about the other disci-
plines and to improve communications between the
two disciplines.

“Over a period of time, people started being team
members and were going to the people with whom
they had issues instead of going through the boss.
We felt we were breaking down barriers and opening
up lines of communication,” Thomsen adds.

The case managers and social workers have
learned to recognize that they have accountability to
the other disciplines on their team and a responsibil-
ity to work together, says Paula Griego, BSN, man-
ager of the case management department.

“They can’t just pull back and say they won’t deal
with something. There is accountability and team-
work,” she says.

Designing the collaborative model and making it
work was a long, and sometimes difficult process,
according to Thomsen and Griego.

It coincided with a hospital initiative to improve
employee morale. Part of the process was to build
“Just Do It” groups in every department. The groups
were to identify goals and barriers to reaching the
goals and then work toward overcoming the barriers.

“It’s a very powerful tool, but it takes a couple of
years. It doesn’t just happen overnight,” Griego
says. When Hoag instituted its hospitalwide pro-
gram, some of the staff went through training to
learn how to get the ball rolling in the groups.

“Part of the training is to set ground rules. Every-
body has to understand that there are no bad ques-
tions and no bad ideas and that the team should be
serious about the change,” Griego says.

The Just Do It groups are made up of the team on
each unit who work together every day and includes
RN case managers, social workers, and case man-
agement assistants. Everyone in the department is
assigned to a group. The groups meet monthly and
focus on improving communication and team work.
“The groups in our departments became a little com-
petitive. The rest of the department would see how
one team was really getting along and they’d try
something else as well,” Thomsen says.

The groups began by outlining barriers that were
problematic. For instance, the social workers com-
plained that the RN case managers sometimes
dumped cases on them, and the case managers
complained that the social workers didn’t always
order the equipment the patient needed in a timely
manner. “Their comments can be stinging, and we
sometimes had to tease out some of those whisper-
ing comments that go on behind the other people’s
backs,” Thomsen says. 

The group leader took the complaints that each
discipline had been making about the other for years
and put them on a blackboard, saying, “this is part of
what the unspoken communication has been, what
the tension and resentment is all about.” 

The group took up the comments one by one and
talked about what they could do to make things bet-
ter. For instance, in the case of complaining about
other disciplines behind their backs instead of tack-
ling the problem head-on, the groups established a
hard-and-fast rule: If someone has a gripe or a prob-
lem, they talk to their colleague first without going to
the manager.

Now the team members seldom go to their man-
agers with problems, but when it happens, she tells
them to talk to their colleague and come back if they
can’t solve the problem. Very few people ever come
back, Griego adds.

“We’re really consistent with the direct communi-
cation approach. It took a couple of years before the
culture took hold, but we kept working at it,” says
Thomsen.

The case managers and social workers look at
each other as customers as well as colleagues and
work together to keep each other happy.

“Keeping the satisfaction level and communica-
tion levels between teammates of different disci-
plines is as important as keeping patient satisfaction
and communication high,” she adds.  ■



they do so. Each discipline calls on its partner
and counterpart to help with complex cases.” 

The social workers and case managers go on
rounds together on a daily basis.

If a case manager or social worker consistently
has to work late, the other team member will work
with him or her to alleviate the problem. “That
builds confidence with each other. They know
they’re not going to be left alone,” Thomsen adds.

Often, there are a few cases that need a lot of
service. That’s when the teams work together to
share the load, Griego explains.

The department managers follow the model as
well, going on the floor and taking care of what-
ever needs to be done as an example to their staffs.
“The most positive way to get individuals to work
together is to be a role model. You have to be will-
ing as a manager to show the other social workers
that you’re willing to get in there and pick up cases
or call insurance companies, even though histori-
cally, it’s not a social worker’s job. You’ve got to
show the staff that it’s OK to do it and that this is
the service level you expect,” Thomsen says.

She was eager to improve the collaboration
between case management and social work
because she had witnessed other social work
departments getting smaller and smaller because
of a budget crunch. “When money is tight, it’s easy
to justify cutting down on social work in a medical
facility. We have to build our capabilities within
our organizations and do things like discharge
planning and following patients through the pro-
cess in order to survive in a medical setting.” 

Social workers didn’t receive the same kind 
of regard as case managers before the initiative
began, Thomsen says. “It has been my experience
that the profession of social work is not under-
stood by everyone from hospital administrators
to nurses to physicians.” The social work depart-
ment spends a lot of time educating hospital per-
sonnel on the educational level of social workers
and the broad range of abilities they can handle
in the medical setting, she adds.

“They weren’t viewed as someone who could
carry the ball. They came in and did what they
could and left the nurse case manager feeling
responsible for the case,” Thomsen states. As the
hospital restructured the working relationship
between the RN case managers and the MSWs,
they emphasize the importance of equal account-
ability to their assigned unit, she says.

Social workers were encouraged to take full
responsibility for the patients assigned to them,
and RN case managers were encouraged to move

from a direct management role to a support role
with certain patients, she adds. “Now the social
workers know that they can handle whatever
comes their way. They have a ‘Don’t worry; I’ll 
take care of it’ type of attitude, and it builds their
value.” Recently, other parts of the hospital have
begun requesting social workers on their team.

“The emergency room wanted a social worker.
Then they asked for one in the ICU. The adminis-
tration came to me and said they wanted to add
more positions in my department,” Thomsen adds.
The fact that the initiative has resulted in new staff
positions has helped smooth the process. “It did
make a difference that the newer people coming in
didn’t have the preconceived mentality of being
comfortable with the way things were and not
wanting to change. The newer people coming 
into the organization have looked beyond the age
space. They have lunch together and do things
together after work,” Thomsen says. As she’s hired
new staff, she has looked for people who want to
be a team player and who are eager to learn.

When she interviews candidates for case man-
agement positions, Griego often encounters sur-
prise at the model because it’s so different from
what’s in place in most hospitals. “A collaborative
model promotes open accountability between the
disciplines and is much more effective than tradi-
tional models. Now the staff members say it is
such a pleasure to work here because we are more
effective working as a team,” she adds.  ■

How to be a better 
problem solver
By Patrice Spath, RHIT
Brown-Spath & Associates
Forest Grove, OR

Every day, we are confronted by problems that
need solving. The problem might present itself

simply as a minor inconvenience, or the problem
may be a significant variance from ideal clinical
practices. Whatever challenges your organization
faces, effective problem-solving skills are needed
to deal with the issues. A problem represents a gap
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Not every process is an appropriate target

Control charts, quality tools that can help
tighten the focus on process variations,

increasingly are gaining acceptance among 
some health care quality professionals. In fact, 
a number of Joint Commission on Accreditation 
of Healthcare Organizations requirements specifi-
cally mention the use of control charts. 

However, as with many quality tools adopted
from industry, the learning curve can be fraught
with confusion and misconceptions.

A tool of statistical process control (SPC — the
data analysis method of quality improvement), a
control chart is a graph that “provides a pictorial
representation of what you measure over a period
of time and allows you to identify when special
causes of variation are active in your process,”1

according to author D. Lynn Kelly. 
“What a control chart does for you is tell you

whether, over time, the process is varying,” points
out Steve David, MBA, president and CEO of
SkyMark, a Pittsburgh-based software manufac-
turer. “Every process is bound to have some 
variation, like when you sign your name. This 
is a common-cause variation; I like to call it an
expected variation. But when somebody bumps
your elbow when you sign, that’s a special cause,
and it will show up in the data.” (For examples of
health care common-cause and special-cause vari-
ations, see box, at right.)

“If you want to improve a process, the first thing
you want to do is insulate it from those special
causes,” he continues. “In a hospital, if you track
patient falls, you want to make sure that people
know that you know when somebody is likely to be
fall-prone; i.e., that you have the kinds of systems
in place that insulate your process from special

causes. In Phase I, you recognize special causes and
try to eliminate them. But in Phase II, once you
have variation within expected limits, you try to
narrow it further to get a process that minimizes
common-cause variation. That way, you get a nice,
predictable process.”

One of the challenges of working with control
charts is understanding what they tell you. For
instance, just because a process is in control doesn’t
necessarily mean you are providing optimal health
care. “Don’t assume that just because a process is 
in control it is a good process,” notes Patrice L.
Spath, RHIT, a health care quality consultant with
Brown-Spath & Associates in Forest Grove, OR.
“Say you’re looking at wait times in the emergency

Control charts: Valuable tools if you know how to use

Examples of Common-, 
Special-Cause Variations

These examples of common-cause and special-
cause variations were provided by Patrice L.
Spath, RHIT, a consultant with Brown-Spath &
Associates in Forest Grove, OR:

❒❒ Measure: Laboratory test turnaround time.
❒❒ Common-cause variation: Normal, expected

variation in the turnaround times. (We expect
things to vary; they always do.)

❒❒ Special-cause variation: Turnaround times go
up (above upper control limit) when something
“extraordinary” happens — e.g., laboratory
switches over to a new computer system.

❒❒ Measure: Rate of nosocomial pneumonia
infections.

❒❒ Common-cause variation: Same as above.
❒❒ Special-cause variation: Rate goes up when

two new staff members — with less than ideal
infection control practices — are hired.
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department. The way you admit patients creates a
certain wait time. You can plot that, and it may be
stable. That doesn’t necessarily mean that’s the best
way to do it.”

“You may be in control with a 100% mortality
rate. That will make you predictable but certainly
not satisfactory,” adds Marilyn Hart, PhD, profes-
sor of business at the University of Wisconsin,
Oshkosh, who lectures and writes about health
care and SPC. She and her husband Robert Hart
are co-authors of Statistical Process Control for
Health Care (Pacific Grove, CA: Duxbury; 2002).

This does not mean that control charts are bad
or misleading tools; it means that, like many tools,
they have limits and recognizing those limits will
help you use them properly. “One of their limits 
is that you can have a nice, predictable, stable pro-
cess that is terrible health care,” David says. “Let’s
say your target C-section rate is 12% and you are
running merrily along at 28% to 30%; that is not
good health care. Typically, a control chart doesn’t
have and shouldn’t have a target line on it — it
just answers the question, ‘Are we in control?’”

Considering the limitations and benefits of con-
trol charts, how do you know when to use them?
“You don’t get a control chart and then see where
to hang it,” Hart warns. “You start with a process
that needs improvement, then you go to a decision
point, such as, do we need a control chart, or do we
need a tally sheet?” The first step, she advises, is to
select a process to study by posing these questions:
• What do internal and/or external customers

perceive to be quality problems or critical pro-
cesses that need to be improved?

• What do noncustomers perceive to be quality
problems (government, the Joint Commission,
upper management, etc.)?

• What opportunities do we have to lower costs
without compromising quality?
“Only study processes that you can and will

take corrective action on when problems or oppor-
tunities to improve are discovered,” Hart says.
“Otherwise, people lose faith in the system.”

Once you have selected the process to study,
she continues, you should use a control chart in
these cases:
• You want to evaluate the capability of a process,

i.e., if it is stable over time, and if so, at what
level is it operating and with how much com-
mon-cause variability. (Time-ordered data.)

• You wish to improve a process, so you monitor
the process compared to control limits previ-
ously established on this process. (Standard
given.)

As new data arise, they immediately are plot-
ted on the chart with the previously established
limits to see if the new data reflect the common-
cause system or whether they are due to a special
cause of variation. If they are due to a special
cause and the cause was detrimental to the pro-
cess, it must be investigated and corrective action
taken. If the cause was an improvement, it should
be made standard operating procedure.
• You want to make some changes in a process

to improve it; in which case, you want to eval-
uate the process before and after the change to

Quality Tool Options 
to Control Charts

Control charts are far from the only tool available
to study and illustrate processes. Here is a list of
other tools and the kind of information they can
provide:
✔ Tally sheet — tally of events, causes of occur-

rences, etc.
✔ Pareto chart — prioritization of the events by

putting them in decreasing order of frequency;
this helps direct efforts.

✔ Run chart — plot of data over time. This helps
look for trends, patterns in the data, etc. It is
very helpful to label the data points with perti-
nent information, such as shift.

✔ Scattergram/crossplot — plot of one variable
vs. another to see if there appears to be a rela-
tionship between the two variables.

✔ Regression analysis — to compute an equa-
tion to describe the relationship between two or
more variables.

✔ Flowchart — plot of the steps of a process to
eliminate wasted steps, optimize the steps,
standardize the process, etc.

✔ Cause-and-effect diagram — picture of the
inputs of the process and how they relate to
one another. Helps to identify possible causes
of poor quality.

✔ Design of experiments — an experiment
designed in a defined way. This helps identify
the key variables that influence quality.

✔ Histograms and probability plots — graphs to
identify whether the distribution is close to being
a normal distribution. The probability plot also
will define the extent of the variation whether the
data are normal or not.

Caution: These other tools do not help define the
amount of common-cause variation in a process
(what the process is capable of doing) or identify
special-cause variation when it occurs.

Source: Marilyn Hart, PhD, University of Wisconsin, Oshkosh.
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determine whether the change really was an
improvement. (Time ordered on both the
before and after to evaluate each and then by
“rational subgroups” to compare the two time
eras, discussed below.) 

• You wish to compare different groups. (Time
eras — i.e., before I had this change, and after I
had this change — shifts, etc.)

• You are forced to by some outside entity.
“You seldom, if ever, start immediately with a

control chart,” adds Hart. “You may, for instance,
use a tally sheet and then a pareto chart to first
identify the part of the process you may wish to
put a control chart on. (See a list of alternative
tools and when to use them, p. 24.)

In a hospital setting, there are a number of prac-
tical reasons and specific processes that would
seem to lend themselves to control charting. 

“A lot of the things the Joint Commission
requires are specific and well-defined — i.e., the
number of patient falls or the number of times you
use restraints,” David notes. “Or things like the
number of readmissions within a certain time of
discharge or the amount of time it takes patients
who present with chest pain to be dosed with
thrombolytics. Control charts are one good way 
of charting quality and timeliness indicators.”

Judy Homa-Lowry, RN, MS, president of
Homa-Lowry Healthcare Consulting in Meta-
mora, MI, agrees. “In terms of hospitals, one of
the most common places to start would be to
measure quality control processes; there is a Joint
Commission requirement to do that,” she says.
“So it makes sense to do what you have to do
based on regulatory standards that look at patient
safety. In terms of looking at things as basic as
refrigerator checks, it’s a good tool.

“Many times when we visit organizations,
people know they have to monitor refrigera-
tors,” she continues. “Now, in the lab or phar-
macy, that may not be an issue, but in a patient
unit, where you store food and meds in separate
refrigerators, the collection of those data is not
always 100%. Second, when you do begin 
to look at those data, most people just look at
whether things are being done or not, but there
should also be some review of ranges.”

The generally accepted range of variance in
control charts is three sigma, or three standard
deviations from the mean; that’s approximately
three times as large as what is allowable in the Six
Sigma process but, nonetheless, would indicate
that more than 97% of the variations are within
the acceptable range.

“You could simply measure the temperature
with a thermometer, and that will give you a num-
ber,” adds Brian Lowry, Homa-Lowry’s husband,
and vice president of Technical Services at Curtis
Metal Finishing Co., in Sterling Heights, MI. “If the
meds are not being allowed to freeze, you might
try to maintain the temperature above 32° and
below 46°. If you simply checked the refrigerator
on a given day to make sure the temperature was
between those two, and it was, that would point
you to a chart that only says ‘good’ or ‘bad.’ But if
you looked at it and recorded the temperature on
every shift, you’d get three readings a day and
might see if temperatures are swinging wildly
from day to day. If you averaged out all the differ-
ent temperatures, your average reading could be
fine, but if they swung wildly from day to day, that
could point to a problem.”

Basically, a control chart will give you an aggre-
gate picture of a global issue, Spath says. “Let’s say
you are measuring nosocomial pneumonia rates. If
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all you knew was that the rate went up, you would
not know the why; you would then use a control
chart to monitor the stability of performance over
time. It might be performance of an outcome, or it
might be specific steps in a process.”

Returning to the pneumonia example, Spath
notes that “the number of cases could be plotted 
on a control chart and it would be a measure of
outcomes. You then also could plot specific process
steps that impact whether someone gets pneumo-
nia, such as the percentage of patients who ambu-
late within 24 hours post-op, or who sit at the edge
of the bed within 12 hours post-op. The analog in
manufacturing would be studying each step in
making the widget vs. how much the completed
widget conforms to standards.”

Control charts are used most effectively when
you are aware of what they can and cannot do,
and when they work best. “Control charts give
the most information when they are kept on a sin-
gle-stream process,” Hart cautions. “Therefore,
do not mix data from different shifts, different
surgeons, etc., on the same control chart until
after they [have been] kept on their own control
chart, found to be in control [stable over time],
and found to be similar by use of a control chart
with rational subgroups.”

The best control charts are done in real time, she
says. “If you really want to improve processes, once
you’ve identified the process, collect some data to
start. You gather the  data to plot your limits; you
may or may not be in control. If you are not, you
may project them into the future as trial limits, so
when I get my points, I plot them immediately and
know if I am inside the limits. As new data arise,
they are immediately plotted on the chart with the
previously established limits to see if the new data
reflect the common-cause system, or whether they
are due to a special cause of variation.”

If you know right away that you have a special-
cause variation, “you have a much better chance of
finding it,” Hart notes. “If, however, I plot a chart
and see that three weeks ago I was out of control,
that’s a different story.” Finally, she advises, “Look
at your data before, then make the change, then
look again to make sure you did change.”

Spath reiterates that the goal of process improve-
ment is not met merely by charting the output from
your current processes and keeping that output sta-
ble. “That’s a mistake people are making,” she
says. “They have wonderful control charts that
show everything is stable. But until you bench-
mark your results with another organization, you
may not really know how well you’re doing.”

Another challenge is that there are many dif-
ferent types of control charts, and it is important
to know when to use which chart. “Some people
learn how to use one control chart, and they use
it for everything,” Spath notes. “Or they have soft-
ware that let you plug numbers in, and whatever
they give them, they use. Other software has
decision trees that help them along.” 

The bottom line is, control charts can help you
identify a problem or problems in your processes;
you still have the hard work of improving that
process ahead of you. Or, as Spath says, “A con-
trol chart lets you know when to get excited —
when a process has become unstable, and when
you need to dig into the cause of it.”

Reference

1. Kelly L. How to Use Control Charts for Health Care.
Milwaukee: ASQ Quality Press; 1999.  ■

CE questions

5. Last year, Haywood Regional Medical Center 
in Clyde, NC, tabulated cost savings related 
to case management interventions of what
amount?
A. about $300,000
B. a little more than $500,000
C. almost $1 million
D. $1.5 million

6. At Hoag Memorial Hospital Presbyterian in
Orange County, CA, what is the area of spe-
cialty for the master’s-prepared social workers?
A. utilization management
B. psychiatric issues
C. discharge planning
D. clinical pathway development

7. Designing the collaborative model for case
management and social work at Hoag Memorial
coincided with a hospital initiative to do what?
A. improve employee morale
B. increase employee retention
C. consolidate services
D. improve staff education

8. According to Patrice Spath, RHIT, what is the
most critical step in problem solving?
A. solution implementation
B. solution planning 
C. consensus building
D. problem definition

Answer Key: 5. C; 6. B; 7. A; 8. D



Performance improvement
team creates success
Relentless monitoring of discharge process is key

Aprocess begun four years ago when the
Medical University of South Carolina

(MUSC) in Charleston took a hard look at pend-
ing discharges has led to a cutting-edge bed man-
agement program and a best practice designation
from two national benchmarking organizations.
Both the Oak Brook, IL-based University Hospital
Consortium and the Washington, DC-based
Health Care Advisory Board have recognized the
hospital for “best practice for patient flow.” 

The basis for that achievement, says Maureen
McDaniel, RN, manager for bed management 
in the patient access services department, was a
year’s worth of auditing and monitoring, an
active, multidisciplinary performance improve-
ment team, and the fostering of some healthy
competition among nursing units. Key to the ini-
tiative’s success, she adds, was buy-in from the
hospital’s physicians and nurse managers. 

“Four years ago, we were having trouble getting
patients in,” McDaniel recalls. “There were long
delays in the emergency department (ED), and we
were holding patients over in outlying hospitals, so
our referral business was getting a hit.” The hospi-
tal administration, meanwhile, was fielding com-
plaints that it was taking days to get patients into
the facility, she says.

Late discharges mean late admissions, notes
Cindy Williams, manager of admissions and
financial counseling, which put extra stress on
her staff. “We are staggered, so most staff are
working between 9 and 5,” she adds, “but we
were finding some of our clinic [patients] being
admitted after 5 p.m. So every hour, we were los-
ing [an employee], but at the same time, the vol-
ume of patients was the heaviest.”

To deal with the problem, Williams says, staff
were staying later — increasing overtime hours

— to make sure transfers were handled, and
patients admitted or preadmitted, before the reg-
ular admitting office closed at 7 p.m. After that
time, she explains, the ED staff would have to get
involved.

Putting the situation into context, McDaniel
explains that 66% of the patients at the 568-bed
hospital are unscheduled, 30% are admitted
through the ED, and there is an occupancy rate
of 88%. Sixty percent of the discharges, she adds,
were happening after 3 p.m. 

To address the problem, McDaniel notes, a per-
formance improvement team was formed, with
participation from nurses, administrators, physi-
cians, housekeepers, and unit clerks. That led to 
the auditing and monitoring of the comings and
goings of 500 patients on 10 medical/surgical units,
she says, a process that was both time-consuming
and labor-intensive. “We gave a log to each of the
units for monitoring when the discharge order was
written by the physician, when the discharge order
is taken off the chart, when the patient actually left,
and when the notice of discharge was actually put
in the system,” McDaniel adds.

Some of the problems, she says, were that physi-
cians were not writing orders early enough in the
morning, the times for doing rounds needed to 
be adjusted, and the nursing units were not being
compliant about putting notice of pending dis-
charges, as well as notice of the actual discharges,
into the system.

“There was a four- or five-hour lag time between
when the patient left and when they notified us,”
McDaniel says. “Their feeling was, ‘Why let bed
control know we have a bed open? They’ll just put
another patient in it.’

“The team knew,” she says, “that we needed to
build a relationship and communication with the
charge nurses and unit clerks.”

As the performance improvement team contin-
ued to monitor the discharge process — and let
the nursing staff know they were being watched
— the situation started to improve, McDaniel
notes. “I would follow through at the end of each
day, go to the charge nurses, audit the discharges,
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make note of the discrepancies found, and send
them to the nurse managers, who started using
[the results] as a tool for performance evaluation,
she adds. “We knew we couldn’t just say, ‘Hey
guys, you’ve got to do this.’ The nurse managers
had to have buy-in, their directors had to have
buy-in, and when the physicians came in with
buy-in, that really helped.”

The physicians on the performance improve-
ment team assisted by piloting the discharge
monitoring process on certain service units, she
says, with a focus on improving the situation by
initiating more timely discharges.

The effort developed into a competition between
nursing units, McDaniel says, with the bed control
office sending nurse managers a daily list of dis-
crepancies between the time the discharge order
was written, the time the patient left, and the time
the bed control office was notified.

“We would take a med/surg unit and see how
many pending discharges were sent down, com-
pared to how many patients went home that
day,” she notes. “If there were eight discharges,
did eight pendings come down?” (See graphs,
below and at right.)

Receiving early information on pending dis-
charges allowed bed control staff to take a proac-
tive look at what the bed availability would be all
day, and notify the ED, the recovery room, and the
outlying clinics as to that status, McDaniel says.

As the monitoring process continued, the per-
formance improvement team decided to recognize
the unit most compliant for the week, and then
later, the month, she says. “When we decided to
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do it monthly, we would give a reward — tickets
for free frozen yogurt to the entire staff of that
unit — put up a big congratulations banner, and
e-mail all the [hospital] directors.”

To get credit, the unit nurses and clerks had to
give notice of pending discharge and then follow
up with the notice of discharge, she explains,
with the notice given well in advance, preferably
just after the physician writes the order. “The
most frustrating thing for bed control is when
four or five discharges get sent down at once,”
McDaniel adds. “You know a bus didn’t come
and pick everybody up.” Over time, she says,
there has been a shift in discharge times, so that
46% of patients — rather than 60% — leave after
3 p.m. “It’s a slight shift, but enough so there are
not as many patients waiting.”

From the admitting office perspective, notes
Williams , understanding early in the day what
the discharge activity will be has enabled her staff
to get patients preregistered and admitted closer
to 3 p.m. Overtime no longer is an issue, she says.
“Staff come in and work their shifts. If a patient
doesn’t arrive by 5 p.m., [the admission] just
requires activation, because the person is already
pre-admitted.”

As an additional benefit, McDaniel says, “there
is so much more communication between the bed
control office and the charge nurses.”

To keep that communication ongoing and
active, in the past year, McDaniel has instituted
bed meetings in three different locations. At 8:30
a.m., she or one of the nurses on the bed control
staff, goes to a meeting at the pediatrics hospital
that includes case managers, the charge nurses of
each unit, and social workers, McDaniel explains.
“Bed control brings the elective admissions list to
the table, and [the other participants] bring a list
of patients they think are going home.

“We make bed assignments based on the bed
availability at that time, for scheduled admissions
and any transfers from the intensive care unit
[ICU].” Because she knew nurses would be reluc-
tant to have a meeting scheduled during their busy
morning time, McDaniel notes, she promised to
keep it short and sweet. “We just do what we need
to do, and we keep it to 15 minutes.” As an added
incentive, she sends a monthly report card to nurse
managers, letting them know the attendance record
of the charge nurses.

A similar meeting is then held in the lounge of
the med/surg unit, and at 9 a.m., the process
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Adding admission nurses 
enhances bed placement

With nursing units swamped in the afternoon 
with unscheduled admissions, nurses at the

Medical University of South Carolina in Charleston
were complaining about the arduous database they
had to complete on admission of each patient, notes
Maureen McDaniel, RN, manager, bed manage-
ment, in the patient access services department.

“[Nurses] do an initial database for all patients
coming through the emergency department [ED] and
from the clinics,” she explains. “The database has
grown in size because there’s an inordinate amount
of tracking done now. Nurses were complaining that
it takes too long to admit a patient.”

That issue was contributing to the general reluc-
tance nurses felt at the idea of quickly turning over
beds and bringing more patients — and paperwork —
onto the unit, McDaniel says. 

“The director of nursing approached me about
managing a couple of nurses who would complete
the data base,” she adds. “The director and I both
agreed that patient access was the place for these
nurses, since bed placement starts in our shop.”

The two admitting nurses are located in the bed
control office, and they do hourly checks of the

unscheduled admissions.
What was started as a trial, however, with the

goal of boosting morale and creating a nurse reten-
tion tool, has become much more than that, says
McDaniel. “[The admitting nurses] have made a big
impression with patients,” she notes. “It’s something
you can’t measure in dollars and cents, but the cus-
tomer service piece is remarkable.”

In addition to the database duties, McDaniel says,
the admitting nurse makes sure the phone works
and the patient’s dentures are put away, and
explains how the security lockup works. “She is the
first person the patient or family member sees.”

One admitting nurse works 11 a.m. to 7 p.m.; 
and the other, noon to 8 p.m., she adds, because
unscheduled admissions typically begin after 11.

The day after an admission, McDaniel says, the
admitting nurses go back into the computer system
to make sure the demographic information for those
patients is accurate, comparing the data they gath-
ered with what the registrar has put in.

“They make sure everybody has their advance
directives, and if they see anything wrong in the
demographics, they take it to the registration staff 
and change it,” she adds. “They also give patients the
cafeteria hours, parking information, and a map of the
hospital, and leave e-mails for the physical therapist
and the nutritionist. “It’s a nice hotel kind of thing.” ■



takes place in the ICU lounge, she says. “We talk
to them about any patients coming to them off
the operating room schedule and any who need
to come out of the units.”

By the time she gets back to her office at about
9:15 a.m., McDaniel says she has a pretty good
idea of what the day will look like. “What these
meetings have achieved over a year’s time is that
everybody starts the day knowing what the hospi-
tal is about. It makes them so much more global,
and they’re enjoying that. They don’t have that
‘silo’ feeling.”  ■

AMs still unclear about
stabilization vs. triage

Access managers continue to debate the intri-
cacies of the Emergency Medical Treatment

and Labor Act (EMTALA), despite the publica-
tion of an EMTALA final rule on Sept. 9, 2003 by
the Centers for Medicare & Medicaid Services
(CMS). The rule became effective Nov. 10, 2003. 

The challenge, access professionals indicate, is
in how to translate the EMTALA regulations into
hospital policy, particularly as regards when finan-
cial information can be discussed with a patient.

“The big question is the stabilization vs. triage
issue,” says Monika Lenz, CAA, admitting/com-
munications team leader at Ridgecrest (CA)
Regional Hospital. “Now, after triage by a nurse,
you can register the patient. We’re wondering
about having to delay registration until after sta-
bilization of the patient, whatever that means.”

At present, she notes, access employees at 
her facility register emergency department (ED)
patients after triage, at which time insurance
information is verified. Now they are looking at
delaying that step, to do a “quick registration”
that gathers only the most basic patient informa-
tion. The problem there, she says, is that entry
into the computer system of just the patient’s
name and date of birth triggers a screen contain-
ing information — including insurance data —
from previous hospital visits.

In 1986, Congress enacted EMTALA to ensure
public access to emergency services regardless 
of ability to pay, and it seems that hospitals have
struggled with its interpretation ever since.

In conjunction with the effective date of the
EMTALA final rule, the director of the CMS Survey
and Certification Group issued a Nov. 7 memo to

state survey agency directors “to clarify hospitals’
responsibilities when treating individuals with
emergency medical conditions and to address con-
cerns about EMTALA raised by the secretary’s
Advisory Committee on Regulatory Reform.”

The interim guidance, the memo explains, is to
aid regional office and state survey agency per-
sonnel in enforcing the regulation until the release
of Revised Interpretative Guidelines for EMTALA,
which are being developed. It also may provide
some help to access managers.

The memo, available at www.cms.hhs.gov/
medicaid/survey-cert/letters.asp, states that CMS
“would like to . . . clarify its policy regarding when
a patient is stabilized and the hospital’s EMTALA
obligation to inpatients.” In a summary of the final
rule provisions relating to EMTALA, the memo
explains that “the rule codifies existing policy pro-
hibiting a hospital from seeking authorization from
an individual’s insurance company until a medical
screening exam has been provided and any neces-
sary stabilizing treatment has been initiated.” 

Although this policy is in the CMS State Opera-
tions Manual, and was the subject of a Joint Advis-
ory Bulletin between CMS and the Office of the
Inspector General in 1999, it never had been codi-
fied in the Code of Federal Regulations, the
memo adds.

Also clarified in the final rule, the memo says, is
“when an individual comes to the dedicated ED for
nonemergency services, and from the nature of his
or her request, it is clear that the individual is not
making a request, or having a request made on his
or her behalf, for examination or treatment for an
emergency medical condition, the hospital is not
obligated to conduct a comprehensive medical
screening exam. Implicit in the guidance is the
notion that it is permissible for a registered nurse to
conduct the medical screening exam, as long as the
nurse is considered to be qualified medical person-
nel [QMP] by the hospital and is acting within the
scope of his/her license.” In a provision intended
to address hospitals’ uncertainty regarding stabi-
lization, the memo states, the regulation defines
“stabilized” as the point when “no material deteri-
oration of the condition is likely, within reasonable
medical probability, to result from or occur during
the transfer of the individual from a facility.”

The State Operations Manual further clarifies the
regulation, the memo adds, by providing that the
“treating physician or QMP attending to the per-
son in the ED/hospital has determined, within
reasonable clinical confidence, that the emer-
gency medical condition has been resolved.”  ■
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between the actual and the desired. If case man-
agers are to be effective problem solvers, they
must first thoroughly understand the present situ-
ation and the goals of the problem-solving activity.

Sometimes, the goals are not clear. Do physicians
and case managers appear to have conflicting
goals? Do they end up defining problems differ-
ently? Do these conflicts lead to miscommunica-
tions? If problem solving is to be effective, the goals
of all stakeholders must be aligned. This perception
of conflicting goals often is caused by misunder-
standings. For example, consider the process of uti-
lization review. At the highest level, everyone’s
goal — physicians, case managers, and staff mem-
bers — is to accurately and thoroughly document
the patient’s current condition and treatment plan.

But let’s look at a different level. What is the
goal of the attending physician? What is the goal
of the case manager? At this next level, the physi-
cian’s goal may be to spend as little time as possi-
ble documenting in the patient’s record. The case
manager’s goal is to find out as many details as
possible about the patient’s condition and treat-
ment in order to evaluate the appropriateness 
of admission and continued stay. The attending
physician and the case manager, at this next level,
may have conflicting goals: minimize the amount
of record documentation and encourage very
detailed record documentation. Although at the
highest level, both the physicians and the case
managers have the same goal, individual goals
may conflict. When solving problems, always
consider the individual goals within the context
of the overall goal. If individual goals are not
aligned to the overall goal conflict, will occur
during the problem-solving process.

A clear problem definition can help overcome
apparent conflicts in goals. Every problem, inci-
dent, opportunity, or project should be defined
within the context of the overall goals. A clear
problem definition helps to get everyone “on the
same page.” It improves the understanding of
what is important to everyone — a crucial step
toward preventing problems from occurring. 

Here are the important elements of problem
definition:

• What. Asking, “What is the problem?” can

generate everything from a common response to a
variety of answers from a group. By asking, “What
is the problem?” you can begin to clarify the gap
between desired and the actual you are trying to
prevent. People will respond from their individual
points of view, which may or may not reflect how
your case managers see the problem. If the indi-
vidual views of the problem are diverse, you actu-
ally may be facing several separate problems. It’s
best to find out quickly if multiple problems exist.

• When. There are two components to this ele-
ment. The first part is the date or time. Sometimes,
it may be important to know exactly which step in
the process is problematic, or it may be sufficient to
simply state “in the evening” — it depends on the
nature of the problem. The second part concerns
the contextual factors associated with the problem.
For instance, did the problem occur when you used
a new computer program for the first time? Did the
problem occur the first time a person performed
the task or used the equipment? Understanding the
causal factors may provide important information
as you begin to analyze the causes. At this point in
the problem definition, you don’t know whether
the causal factors are important, but you still need
to identify them.

• Where. This element refers to the physical 
or process location of the problem. Start with the
higher levels of the system and then work down.
For example, radiology reports may be slow to be
filed in records of hospitalized patients. However,
does this happen on every nursing unit? The
problem unit or units then are identified. Does it
occur only when patient records are stored in a
particular location on the nursing unit? A systems
approach helps you to discover physical locations
that accurately reflect the actual layout of a work
group or department. By drilling down on the
“where” question, you may recognize subtle but
potentially important causes such as: “in the cor-
ner where the lighting is poor.” This knowledge
prompts you to ask during the analysis phase,
“why is the lighting inadequate?”

Problem definition is not only the first step
toward problem solving; it is the most critical
step. Lasting solutions cannot be devised until
everyone involved clearly understands the prob-
lem from all perspectives.
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Once the problem is defined clearly, it’s time 
to look for solutions. The best ones will prevent
problem recurrence and meet your goals. To find
the best solutions, it’s important that the root
causes of the problem have been identified. Don’t
guess at what may be causing the problem, or you
may end up with ineffective solutions. For exam-
ple, you are interested in reducing the number 
of elective surgeries that are cancelled after the
patient has been admitted. The multidisciplinary
team working on the project first identifies all
possible causes of cancelled surgeries, as shown:
• Patient condition destabilized.
• Patient not properly prepared.
• Preoperative tests not completed.
• Relevant patient information not available

immediately prior to surgery.
• Surgeon or anesthetist unavailable.
• Equipment not available.
• Unexpected change in the OR schedule.

The team decides the data must be collected to
ascertain which of those are most prevalent and
whether there may be other causes that were not
identified. Once the most common causes of can-
celled surgeries are validated, focused solutions
can be developed and implemented. If the data
do not show what is the real cause or how differ-
ent causes interact to produce the problem, it
may be necessary to go back and reevaluate the
situation. Don’t make the mistake of shortcutting
the data collection phase and too quickly start
working on a solution. This can result in solu-
tions that have nothing to do with the real root
cause of the problem. Making the judgment
about when to move to the solution is difficult
and one reason why effective problem solvers
clearly separate the investigation step from the
solution phase.

If the data show with enough certainty the real
causes of the problem, it’s time to move on to
planning how to resolve the problem. The data-
gathering and analysis phase enables you to
understand the causes of the problem, to model
the problem system, and to think of possible
solutions. 

Solution development is a two-step process.
First, in the creation stage, each cause is investi-
gated and solutions are offered. Next, evaluate
each proposed solution against the three solution
criteria: prevents recurrence, is within our con-
trol, and meets our goals and objectives.

The solutions are more likely to be effective 
if they are supported by clear evidence-based
cause-and-effect relationships and meet the three

solution criteria. Be careful during the solution
phase. A common tendency is to transfer respon-
sibility for the solution to others. For example:
“We would have fewer surgery cancellations if
staff in the surgeons’ office would just remind
patients to arrive at the hospital one hour prior to
surgery.” By doing this, we put the solution out-
side our control, and thus it violates one of the
solution criteria.

To be effective problem solvers, case managers,
as well as other people in the organization, must
develop the ability to thoroughly understand the
causes of problems. Case managers can begin to
arrive at solutions that all stakeholders will sup-
port by systematically observing and document-
ing problem situations over time.  ■
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CE objectives

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

following:
• identify particular clinical, administrative, or reg-

ulatory issues related to the profession of case
management;

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

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