
Electronic Medical Records: Part 2 of 2

Computerization saves
money, time, and trees
Health care improves significantly, too

Out in the Denver/Boulder, CO, market, a
comprehensive computerized clinical
information system has enabled Kaiser

Permanente to rid itself of paper charts entirely. In
Boston, a computerized physician order entry sys-
tem saves Brigham and Women’s Hospital $5 mil-
lion to $10 million annually. Meanwhile, Miami
Children’s Hospital has the scanners working
overtime as part of the implementation of a new
imaging system. And now in Knoxville, computer-
ized care plans are well integrated into the opera-
tions of East Tennessee Children’s Hospital, thanks
(at least in part) to some well thought-out in-house
promotion work.

While at first glance, the nation’s health care
industry as a whole may look like it’s still drown-
ing in a sea of forms, there’s actually a lot of
progress being made in numerous organizations
toward getting rid of the paper that’s (seemingly)
forever been the bane of the caregiver’s life. In this
month’s issue of Healthcare Benchmarks, we take a
look at some of the success stories in the industry’s
quest for the electronic patient record system. If
your organization is behind the curve in this area,
you need to read on, be informed, be inspired –—
and then get to work.

The numbers alone are impressive. At last
count, there are about 4,000 computer worksta-
tions located within Kaiser Permanente’s 22 medi-
cal office, community hospital, administrative, 
and mental health facilities in the Denver/Boulder
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marketplace. More than 3,000 practitioners and
support staff use these workstations daily, tap-
ping into the more than 1 million patient records
stored within the Kaiser Permanente clinical
information systems (CIS).

The scope of the system is impressive as well.
“We use the CIS to track everything,” says
Marianne Gapinski, PhD, regional services
administrator for Kaiser Permanente. “The sys-
tem supports more than 40 different specialties,
from primary care to neurology to cardiology to
general surgery, and all of our care providers do
all their documentation on the system.” 

The Kaiser Permanente CIS contains all progress
notes and family and social histories. It communi-
cates with all ancillary systems, allowing providers
to submit all orders by communicating electroni-
cally with the pharmacy, laboratory, and radiology
departments, according to Gapinski. It also is
linked to Kaiser Permanente administrative
departments, she adds, including the organiza-
tion’s human resources unit. 

Information is easily accessed

Good things happen when all encounters with
patients are documented electronically, says
Gapinski. 

“What that means to us, from a quality point
of view, is that the information that our doctors
and nurses need to take care of our patients is at
their fingertips 24 hours a day, seven days a
week, at every one of our locations. No matter
where or when one of our patients shows up,
with or without an appointment, the record is
there,” she says, “and that means that our clini-
cians no longer have to operate with one hand
tied behind their backs because they are without
patient information.”

Implementation of the CIS has probably
resulted in an increase in Kaiser Permanente’s
real estate facilities costs — after all, staff needed
to find somewhere to stack all those old charts
that weren’t needed any more. “We pulled all the
old paper charts out of our medical offices and
put them in a central storage facilities, where
they are still accessible for historical research
and, if needed, information purposes,” says
Gapinski. 

The paper chart has served medicine for many
years, she says. “But, it also introduces a lot of
inefficiencies and inconveniences for both
patients and providers — the kind of problems
that electronic systems do away with.” In the
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Denver/Boulder market, “[Kaiser Permanente]
has done something here that I believe is
unique,” adds Gapinski. “We have actually
‘retired’ the paper record, which to my knowl-
edge no other implementation of an electronic
medical record has accomplished.”

Implementation tips

Getting a comprehensive electronic patient
record system like that rolled out and fully imple-
mented was a major undertaking with a lot of
challenges to overcome. “It took a remarkable,
focused effort over a long period of time,” she
says, “with literally everyone in the organization
pulling together to make this happen — because
this is not the kind of thing a project team can
pull off on its own.”

The first challenge was dealing with the highly
variable levels of computer sophistication and
skills among personnel in Kaiser Permanente and
all other health care organizations. “Historically,
most medical training programs, both for nurses
and physicians, really don’t emphasize interact-
ing with computer systems,” notes Gapinski. 

Increasingly, thanks to the technology revolu-
tion overall, younger physicians are more likely
to have been exposed to computers in general,
she says. “But as of yet, actually introducing 
the concept of an electronic medical record
directly into medical training programs hasn’t
happened.” 

As a result, the CIS project team initially faced
the challenge of getting Kaiser Permanente per-
sonnel comfortable with interacting with comput-
ers. A number of approaches were utilized, she
notes.

“Our overall philosophy in implementing the
system was that it was our responsibility to do
everything we could to help each and every one
of our staff and physicians successfully make the
transition from paper to computer record,” says
Gapinski. “So, we offered classroom sessions
dealing with the new system. We had laptop PCs
loaded with several CIS tutorials ‘floating’
throughout our facilities for individuals to use
when they could. We created what came to be
known as super-user groups in all of our offices,
taking advantage of the expertise of people who
were already familiar with computers and were
enthusiastic about our move toward an electronic
medical record.”

Providing this kind of introduction to the sys-
tem was an integral part of successfully imple-
menting the CIS, she adds. Support, training, and
especially learning time are crucial. “You have to
give people time, above and beyond training
classes, so that they can figure out how they are
actually going to use a new system that repre-
sents a huge change for them to go through,”
says Gapinski.

There was a high level of enthusiasm among
Kaiser Permanente personnel about learning the
new system, thanks to efforts by the system
developers to gain buy-in from the start. “We
decided to build the CIS ourselves, because
there was no system in existence that could do
everything we needed in an integrated care
organization like ours,” she says. “And from the
very first day, we involved the people who actu-
ally interact with patients — doctors, nurses,
physicians’ assistants — in the design of the sys-
tem. And we asked them what an electronic
medical record needed to do in order to help
them do a better job.” 

Upfront, intensive involvement on the part of
the people who were going to be users of a new
system is essential. Without that, system worksta-
tions are likely to wind up being little more “than
a lot of large paperweights scattered about,” she
notes. 

Reaping the quality benefits

Kaiser Permanente’s CIS was fully imple-
mented in Denver/Boulder in 1998. The health
care giant plans to take the system nationwide
shortly, says Gapinski. Quantification of the bene-
fits of the system has not yet been performed, but
the anecdotal evidence of improved care has been
compelling, she notes.
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• There are a number of success stories to be
found in the health care industry’s move toward
electronic patient record systems.

• In Colorado, a comprehensive computerized
clinical information system has enabled Kaiser
Permanente to rid itself of paper charts entirely.

• At Brigham and Women’s Hospital in Boston, a
computerized physician order entry system is
generating savings estimated to be from $5 mil-
lion to $10 million annually.

• Gaining early project buy-in from stakeholders,
and providing support, training, and learning
time for users are crucial to the success of
health care computerization efforts.

Key Points



“Only a week after we first installed the system
in our emergency department, we heard clini-
cians talk about the old world they used to oper-
ate in — flying blind with no information on
patient health status, history, etc.’’ says Gapinski.
“Now, they are talking about the fact that within
20 seconds of when the patient comes into the
emergency department, they are able to pull up a
medical record and have a complete medication
history, get all lab results, all imaging studies, as
well as progress notes from the physician who
just saw the patient that afternoon in a medical
office.”

Other benefits abound. “An internist in one of
our medical offices can call a cardiologist in
another, and the CIS enables them to simultane-
ously pull up the same patient’s chart, and confer
about that patient’s care with all pertinent infor-
mation available to them,” says Gapinski.

Also, when a specialist sees a patient while
doing a consult for one of Kaiser Permanente’s
primary care physicians, “literally within sec-
onds of completing that consult, a note goes back
to the primary physician, letting them know
what the status of the patient is.” The CIS has
made a huge difference in the way medicine is
practiced, she adds, “and has dramatically
changed the kind of quality we can provide to
our members.”

Saving the big bucks

Implemented in 1993, a computerized physi-
cian order entry system has enabled Boston’s
Brigham and Women’s Hospital to save between
$5 million and $10 million on an annual budget
of $500 million, according to David Bates, MD,
medical director of clinical and quality analysis. 

“These savings are directly attributable to the
system, and have taken place primarily through
its ability to help physicians in reducing the inci-
dence of adverse drug events, avoiding redun-
dant testing, and in following clinical pathways,”
Bates says.

All physician orders at Brigham and Women’s
are written on-line, promoting both efficiency
and safety, he says. When physicians order medi-
cation, for example, “the system is structured so
that physicians have to provide dosage, route,
and frequency.” 

As part of a decision-support component, the
system displays guidelines about the medication
that is being ordered, as well as providing infor-
mation on possible complications from drug

interactions and patient allergies, he explains.
Implementation of a physician order entry sys-

tem is no easy task. “It represents a major change
in the workflow of providers,” adds Bates. When
Brigham and Women’s system was first put in
place, “the percent of the physician’s time spent
using a computer jumped from 2% to 12%.”

Make it snappy!

And when you have doctors spending that
much time at a computer, it better be fast. “The
thing that we’ve found users care the most about
is speed — that is absolutely pivotal in system
development,” says Bates. “People really want
subsecond screen flips; that is the benchmark
they use for system performance.”

Bates has several other tips for health care
organizations considering implementing a physi-
cian ordering system. “You need to have very
strong support from both clinical and administra-
tive leaders. You must get them involved from
the beginning and make sure they are definitely
on board,” he says. Physician involvement is
obviously also crucial, as well as “responsiveness
to users and a constant focus on improving the
system.”

Be careful about trying to make wholesale
changes to existing organizational processes
when embarking upon implementing a comput-
erization project, he adds. “Most processes have a
number of significant problems associated with
them, and there is nothing like a computerization
project to put them in the spotlight.” Don’t try to
fix all of these problems until you’ve got your
system in place, says Bates. “If you try to solve
them all at the same time you are doing your
automation, you will tend to get stuck.”

Imaging in Miami

Miami Children’s Hospital has historically been
ahead of the curve when it comes to electronic
medical records, according to the director of
health information management Angela Korcok.
The facility is now in the process of implementing
a new imaging system to replace paper records
generated by its emergency department, she
reports, with other departments’ records slated
for scanning beginning summer 2000. 

“We are deploying workstations throughout
the entire hospital that will enable providers 
to view and sign all records electronically, as
well as allow multiple access to medical records
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at any given time,” she explains.
Prior to joining Miami Children’s, Korcok put

the same type of system into place at Florida
Medical Center in Fort Lauderdale. Based on her
experiences at both facilities, “the biggest chal-
lenges you have to overcome in implementing
systems like these are technological,” she notes. 

New technology requires a lot of learning on
the part of employees in most medical record-
keeping departments. “Typically, these are
places that have a lot of paper being shuffled,”
says Korcok, “as well as personnel who have
never used a [Microsoft] Windows product.
Going from
paper-based
to paperless
record sys-
tems in situa-
tions like 
this requires
devoting a lot
of resources 
to training.
“People have
to learn how
to use a
mouse,” she
says, a first step in a process “that winds up
changing the job description of everybody
working in the department.”

For a records-computerization project to be
successful within the hospital setting, it is impor-
tant to get the support and involvement of all
involved, notes Korcok. In the case of the Miami
Children’s imaging project, “We were able to get
physicians to buy into the system by getting them
involved and pumped up early in the process.”
At the same time, you also have to get the admin-
istrators involved, she says, and make sure their
eyes are wide open.

“You need to be very frank with your adminis-
tration,” says Korcok. “Let them know about the
savings that will come from use of the new sys-
tem. But make it clear that they won’t be realized
right away, because for some period of time you
will still be generating paper and basically work-
ing with dual systems.” And even though at
“some point down the road” the existing medical
records department may well be ripe for restruc-
turing as a result of computerization, “make sure
the administration understands that doesn’t nec-
essarily mean they will be able to cut the staff in
half.”

There are also two more basic elements that

need to be addressed when it comes specifically to
imaging systems, notes Korcok. “Review all your
forms to make sure the information they contain
is indeed scannable.” Also, make sure you have
space for all the new equipment required for
records scanning and imaging. “Imaging equip-
ment takes up a lot of room, and there are always
turf wars going on in hospitals when it comes to
space.”

TLC in Tennessee

When East Tennessee Children’s Hospital in
Knoxville switched from computerized nursing
care plans to completely computerizing its entire
care documentation system, the primary barrier
that had to be overcome was simply resistance
to change, according to nursing information sys-
tems coordinator Rhonda Leeper.

“A lot of people still don’t like to use comput-
ers at all,” she says. And when plans were first
announced for expansion of the existing comput-
erized system, “There were many who felt like
their work would be slowed down.”

Leeper and members of this project’s imple-
mentation team used a lot of patience, reassur-
ance, and support to combat these attitudes. This
TLC approach started out with an in-house “mar-
keting campaign” built around the concept of
“catching the wave” of the new technology being
introduced. The team followed up with a series of
classes introducing the new system to hospital
personnel, accompanied by handouts and manu-
als for further study.

Then, “we actually put everyone who would
be using the system at the computer they would
be working from, and individually walked them
through each and every screen utilizing informa-
tion from a test patient,” says Leeper. Every nurse
in the hospital had to go through this four-hour
session, she says, with aides required to take two
hours of training. 

At system rollout time, person-to-person
training was followed by highly individualized
support. “We had members of our team work-
ing in-house, 24 hours a day, standing right next
to the nurses as they first used the system with
the project leader always available by phone as
needed.”

Leeper has three main tips for those embark-
ing on a computerization project. “Begin plan-
ning as early as you can,” she says. Also, “bring
everyone who will be impacted by the project in
on the planning process from the beginning. And
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“We had members 
of our team working 
in-house, 24 hours a

day, standing right next
to the nurses as they
first used the system

with the project leader
always available by
phone as needed.”



finally, she says, “get out there and market your
new system and the benefits it will bring.”

[For more information, contact:
• Marianne Gapinski, PhD, Regional Services

Administrator, Colorado Region, Kaiser Perma-
nente, 2550 S. Parker Road, Aurora, CO 80014. E-
mail: marianne.p.gapinski@kp.org. 

• David Bates, MD, MSC, Medical Director of
Clinical and Quality Analysis for Partners Health
Care, Division of General Medicine, PBB A3,

Brigham and Women’s Hospital, 75 Francis St.,
Boston, MA 02115. Telephone: (617) 732-5650. 
E-mail: dbates@partners.org. 

• Angela Korcok, Director of Health Information
Management, Miami Children’s Hospital, 3100 S.W.
62nd Ave., Miami, FL 33155. Telephone: (305) 624-
8406. E-mail: angela.korcok@mch.com.

• Rhonda Leeper, Nursing Information Systems
Coordinator, East Tennessee Children’s Hospital, 2018
Clinch Ave., Knoxville, TN 37916. Telephone: (865)
541-8550. E-mail: rleeper@etch.com.]  ■
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Access benchmark and
resource data, train staff

Richmond, CA-based QuadraMed Corp. has
joined forces with the American Hospital

Association (AHA) and its data subsidiary
Health Forum LLC to provide the health care
community with a comprehensive Web site for
hospital information. 

This partnership pairs QuadraMed’s American
Hospital Directory Web site, a source of propri-
etary hospital information — with information
published in the AHA’s Guide to the Health Care
Field, enabling health care professionals to search
and retrieve hospital information on individual
hospitals. 

QuadraMed’s American Hospital Directory
Web site was developed from Medicare claims,
cost reports, and other public-use files obtained
from the Health Care Financing Administration.
The site enables subscribers to locate any acute
care hospital in the United States that treats
Medicare patients and find benchmarking data
including hospital characteristics and services,
outpatient statistics, financial reports, inpatient
utilization, and costs. 

The Guide to the Health Care Field is one of the
better-known and most extensive print directo-
ries of the health care field. This annual publica-
tion profiles hospitals, health care systems,
networks, alliances, health organizations, agen-
cies, and providers. 

At press time, a mid-December 1999 launch date
was planned for the new Web site (www.ahd.com). 

Are you responsible for training nursing assis-
tants? The Association of Rehabilitation Nurses
(ARN) has published Restorative Nursing: A
Training Manual for Nursing Assistants, written
specifically for nursing assistants — or those
involved in training them — in all aspects of
restorative care.

Written by directors, educators, specialists,
managers, and practitioners currently working 
in the field of restorative nursing, the manual is
designed to augment and reinforce classroom
instruction for nursing assistants. It provides
detailed information on the nursing assistant’s
role in restorative care, mobility, activities of
daily living, communication, and cognition,
aging, and other areas. 

Restorative Nursing: A Training Manual for
Nursing Assistants is available for purchase at
$35 per copy. For more information or to place
an order, call ARN at (800) 229-7530. 

New health care information resource guide

Health care organizations, along with medical
researchers and writers, can now purchase vol-
ume 39 of the Cumulated Index Medicus, a 16-book
reference set comprised of the 1998 monthly
issues of Index Medicus, the National Library of
Medicine’s monthly bibliography of the literature
of biomedicine. 

Materials selected for inclusion are indexed by
expert medical literature analysts. The content is
described by terms taken from Medical Subject
Headings, the Library’s controlled vocabulary of
technical terms. 

Cumulated Index Medicus includes Medical
Subject Headings, subject and author indexes, List of
Journals Indexed in Index Medicus, and Bibliography
of Medical Reviews. The 16-case bound volumes are
printed on acid-free paper for permanence.

The cost of Cumulated Index Medicus is $463,

DADATTAASOURCES



including shipping and handling. Order from the
Superintendent of Documents, U.S. Government
Printing Office. Telephone: (202) 512-1800. Fax:
(202) 512-2250. Web site: www.access.gpo.gov/
su_docs.html. All orders require prepayment.  ■

Why don’t doctors 
follow guidelines?
Study examines physician behavior

For a variety of reasons, a surprising number
of doctors are not following guidelines that

could help them treat patients better. But there
are some steps that can be taken to overcome
this, according to a recent study from researchers
at the University of Michigan in Ann Arbor and
the Johns Hopkins School of Public Health in
Baltimore. 

Published in the Oct. 20, 1999, issue of the
Journal of the American Medical Association, “Why
don’t physicians follow clinical practice guide-
lines? A framework for improvement” concludes
that physicians often fail to follow guidelines
because they don’t have the information, time, or
readiness to change. And, in the case of guide-
lines for preventive health advice, lack of confi-
dence is the most likely reason physicians give
for not following recommendations. 

The study was conducted by Michael Cabana,
MD, MPH, a pediatrician and lecturer in pedi-
atrics at the University of Michigan Health
System, and his former colleagues at the Johns
Hopkins School of Public Health. The study
reviewed the results of 120 physician surveys
contained in 76 scientific papers published over
the last 30 years. In each, doctors reported on
what they perceived to be the biggest barriers, in

terms of knowledge, attitudes, and behavior,
which kept them from following the medical
guidelines for specific diseases. 

“Despite the fact that physicians have evi-
dence-based guidelines at their disposal for
dozens of conditions, they’re having similar
problems across the board in implementing
them in their own practice,” says Cabana. “If
these guidelines are going to have an impact on
the way patients are treated, we need to under-
stand the barriers that exist and find ways to
overcome them.” 

A glut of guidelines

Increasingly, over the past 10 years, groups that
include medical societies, government agencies,
and nonprofit groups have brought in experts to
examine the current state of knowledge about dif-
ferent diseases and develop guidelines to prevent
or treat them, according to the study. At one point,
the American Medical Association had catalogued
over 1,500 different practice guidelines. 

The resulting consensus statements aim to help
both physicians and patients make the best deci-
sions about health care. And as medical science
advances, these organizations revisit, revise, and
reissue their guidelines so that physicians can
keep current without having to read numerous
research journals. 

But, says Cabana, the mere existence of a guide-
line doesn’t necessarily mean that all physicians
will know of it, know enough about it, agree with
it, be confident enough, or even allowed by hospi-
tals and insurers to follow it. 

“We found, based on our review of the studies,
that there are a number of common barriers to
guideline use,” he says. “For example, in 78% of
studies that surveyed doctors about awareness of a
particular guideline, more than 10% of the respon-
dents said they simply weren’t aware of it. And an
even larger number were not familiar enough with
the guideline to follow its recommendations.” 

Also, individual doctors may not agree entirely
with the guidelines issued by their own peers,
leading them to choose a different course of treat-
ment, adds Cabana. Some physicians see certain
guidelines as being oversimplified or “cook-
book,” not practical, a threat to their autonomy,
or not completely justified by scientific evidence. 

In all, lack of agreement with a guideline led
more than 10% of doctors in a majority of surveys
to reject the guidelines’ advice. But, Cabana says,
doctors are less likely to disagree when asked
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• There is a variety of reasons behind physician
noncompliance with practice guidelines.

• Recent research indicates that these reasons
are due to deficiencies in resources, training,
and communication skills.

• Guideline developers, educators, and practice
managers need to be aware of this problem,
and modify their actions accordingly.

Key points



about a particular guideline than they are when
asked about guidelines in general.

More important than lack of agreement, the
researchers found, is a physician’s belief that he
cannot perform the actions set out by a guideline,
or the expec-
tation that he
won’t get the
desired out-
come even if
he does.
According to
Cabana, the
authors dis-
covered that
68% and
75%, respec-
tively, of the
surveys that
reported those barriers related to guidelines that
involved preventive health education and coun-
seling. 

“It’s advice giving, not prescriptions or proce-
dures, that seems to trip up the most doctors,”
Cabana explains. “Even telling people to stop
smoking appears to seem pointless to many
physicians because they may not feel they can
make a difference.” 

An interesting area that needs more research,
he adds, is the barrier of inertia — i.e., where
physicians do not adopt new guidelines because
they have no motivation to change. Though few
of the surveys analyzed by Cabana and his col-
leagues looked at this factor, all of those that did
reported it was a problem for more than 20% of
doctors surveyed. Correspondingly, the authors
say, guidelines that tell doctors to stop an old, out-
dated practice might be harder for them to obey
than guidelines that suggest adding a new one. 

What’s out of the physician’s control?

Finally, the report looked at external barriers,
factors outside physicians’ control that might
keep them from following a guideline. Patients
themselves present a major hurdle; the fact that
patient preferences may not match national rec-
ommendations was cited by more than 10% of
doctors in all the surveys that looked at this factor. 

Also seen as problems by a large percentage of
physicians were the lack of a reminder system,
lack of counseling materials, insufficient staff,
poor reimbursement or increased costs for a pro-
cedure, and increased liability. A simple lack of

time figured strongly in many cases.
Cabana says that this study should not, in and

of itself, be the basis for new guidelines. But at
the same time, it does present evidence with a
number of implications for guideline developers,
educators, and practice managers.

Guideline developers need to do away with
the Field of Dreams attitude that when it comes to
guidelines, “publish them and they [physicians]
will come,” says Cabana. “The research shows
that this is definitely not the case,” he notes, “and
that guidelines developers need to be sensitive to
the variety of barriers physicians face in follow-
ing guidelines, and act accordingly.” If you are
going to put together these guidelines, you have
to be sensitive to these barriers. 

Those who educate physicians, meanwhile,
should make note of the findings regarding the
difficulties physicians experience in counseling
patients on preventive health measures. “One of
the barriers most often cited was lack of confi-
dence in the ability to follow a guideline and
whether it makes a difference,” says Cabana. This
came up most often in the case of counseling on
things like smoking cessation and weight loss, he
notes, “and maybe this is an indication that physi-
cians need more training in communication.”

Wisely using resources, staff time

At the same time, practice managers need to
recognize that the decisions they make in terms
of resource allocation can add to or help in over-
coming barriers. “For example, when it comes to
counseling, practice managers may need to con-
sider that the physician may not be the most cost-
effective person to deliver smoking cessation
advice in accordance with guidelines. Perhaps
that is better done by nurses,” says Cabana. 

The important thing for guideline developers,
educators, and practice managers to keep in
mind, says Cabana, is that the failure of physi-
cians to follow guidelines is not necessarily the
result of conscious decisions on their part. “What
we are saying is that there are a number of barri-
ers to following guidelines,” he notes, “and that
there are actions all three groups can undertake to
assist physicians in overcoming these barriers.”

(For more information, contact Michael Cabana,
MD, MPH, University of Michigan Health System,
D3255 MPB0718, 1500 E. Medical Center Drive,
Ann Arbor, MI 48109-0719. E-mail: cabana@umich.
edu.)  ■
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Guideline developers
need to do away with
the Field of Dreams
attitude that when it
comes to guidelines,

“publish them and
they [physicians] 

will come.”



Medication errors top
patients’ worry list
Pharmacists advocate multidisciplinary approach

When it comes to a stay in the hospital or a
visit to any other health care facility, the

prospect of medication errors worries patients 
the most, according to a study conducted by the
American Society of Health-System Pharmacists
(ASHP).

Conducted by telephone during July 1999
among some 1,000 randomly selected respondents,
the survey indicated that many Americans have a
relatively high level of anxiety surrounding hospi-
tal or health system visits, according to Bruce
Scott, MS, RPH, president of Washington, DC-
based ASHP. The majority of respondents said
they were “very concerned” about a number of
issues, including:

■■ being given the wrong medication (61%);
■■ being given two or more medications that

interact in a negative way (58%);
■■ the cost of treatment (58%);
■■ complications from medical procedures

(56%);
■■ getting an infection (50%);
■■ suffering from pain (49%).
“Pharmacists have recognized this problem for

a long time, but it has only recently come to the
forefront and become recognized as the major
safety problem it presents. As more sophisticated
and powerful drugs enter the market today,
patients are increasingly worried about the accu-
racy, safety, and appropriate monitoring of their

medications to ensure the best outcomes.” Scott
adds that the study shows that “patients need to
feel more comfortable about their pharmaceutical
treatments. (See box on key findings, p. 10.)

A little more than three out of four survey
respondents (76%) said that speaking with a
pharmacist while in a hospital or health system
would help allay their medication concerns.
Sixty-five percent, meanwhile, said that speaking
with a pharmacist in person would be the pre-
ferred method of receiving information about
their medications.

But at the same time, people appear to be
unaware of the role of pharmacists and the
milieus they operate within. 

For example, another ASHP survey released
in 1998 revealed that patients often don’t realize
that pharmacists are integral members of the
patient-care team. When asked to name health
care providers who work in hospitals, only 1%
of those surveyed mentioned pharmacists, and
only 12% of respondents said that while in a
hospital, they had met with a pharmacist.
However, 87% of respondents said that they
would want to talk with the on-site pharmacist
if they ever were a patient in a hospital or
health system.

“In light of these statistics, ASHP wants
patients to know that pharmacists are a great
resource for medication information and are
available to speak directly with patients and
their families about the medications they receive
while in the hospital or health system,” says
Scott. “These new data should also be helpful to
hospitals and health systems across the country
so that health care professionals can help lower
the level of patient anxiety regarding medication
use.”

With the problem of medication errors now
recognized as an important component of the
population’s perception of the health care system,
there is also the realization in the medical com-
munity that no one single profession alone can
solve it, he says. 

Within many health care organizations, “mul-
tidisciplinary teams comprised of physicians,
pharmacists, and nurses are now working to-
gether to address this problem,” according to
Scott. This type of approach is long past due, he
notes, “and I think it provides much higher
chance of success for the needed improvement
of systems out there.”

Scott says he is also excited about technological
advances that promise to help in the battle
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• A survey conducted by the American Society of
Health-System Pharmacists showed that a
large proportion of respondents feared medica-
tion errors more than any other factor in their
interaction with hospitals and/or health care
organizations.

• Health system pharmacists are an important,
though typically underutilized, resource for
health care professionals in lowering patient
anxiety regarding medication use.

• New technologies are being developed that
should be of great efficacy in reducing medica-
tion errors.

Key points



against medication errors. “There are a number of
technologies that have not made their way into
health care yet that I am confident are going to
help us have more fail-safe systems.”

These systems, some of which are based on
technology that includes bar-code reading, typi-
cally help address the medication-error problem
through doing away with the need for handwrit-
ten prescriptions. 

“It is absurd that today physicians still hand
write prescriptions,” says Scott, “in an age when
we have bar-code readers and ‘point-and-click’
software that don’t rely on people having to deci-
pher handwriting.” 

These systems are not currently widely imple-
mented, says Scott. “But they are coming — and
that alone is encouraging.” 

In the meantime, he advises health care organi-
zations that want to get a handle on the problem
of medication errors to “take the multidisci-
plinary approach, and collect all the data regard-
ing errors — including the number and type of
medication mistakes, missing/wrong doses, etc.
— that you can.” 

This comprehensive data-gathering approach
helps a health care organization understand what
part of the system is breaking down and causing
errors, says Scott, “and is essential to targeting
and focusing resources and interventions.”  ■

Center will establish 
rehab care benchmarks
Center to evaluate monitoring methods

Using a five-year, $3.5 million grant from 
the U.S. Department of Education, Boston

University’s Sargent College of Health and
Rehabilitation has launched a center that will
devise better ways to evaluate the quality and
effectiveness of treatment methods for ailments
such as strokes, hip fractures, joint replacements,
and traumatic spinal cord injuries.

The new Rehabilitation Research Training
Center (RRTC) on Measuring Rehabilitation
Outcomes will employ a core disciplinary team
of health services providers from Boston Uni-
versity; the National Rehabilitation Hospital 
in Washington, DC; the Institute for Clinical
Outcomes Research in Salt Lake City; and the
Health Assessment Laboratory at New England
Medical Center in Boston. 

“Practitioners have typically evaluated medical
interventions and their success, including rehabil-
itation, on the basis of short-term results in each
setting where the services are provided,” explains
Alan M. Jette, PhD, dean and professor of physi-
cal therapy at Sargent College. 

However, he says, “In a climate of managed
care and cost control, rehabilitation providers
are now being challenged to monitor the quality
of rehabilitation programs nationwide, under-
stand how specific rehabilitation treatments
affect patients’ quality of life, and explain how
short-term changes affect long-term functioning
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Key Findings:
Top Patient Concerns Study 

✔ Percentage of respondents who said they were
very concerned about:

61% Being given the wrong medicine.
58% Being given two or more medicines 

that interact in a negative way.
58% The cost of treatment.

Complications from the medical 
procedure.

53% Having enough information about 
medicines they receive.

50% Getting an infection during their stay.
49% Negative side effects from medicine.

Receiving too much medicine. 
Suffering from pain.

✔ 41% said that the cost of getting prescriptions
filled after being discharged from a hospital or
other component of a health system is a very
serious concern.

✔ 3 out of 4 respondents (76%) said that 
speaking with a health-system pharmacist
would help address these concerns.

✔ 3 out of 4 (75%) said it was very important that
a health system provide a pharmacist who can
answer questions about their medications.

✔ Two-thirds (67%) said that when leaving a 
hospital or health system they were very con-
cerned about using their medications safely.

Source: American Society of Health-System Pharmacists,
Washington, DC.



at home and in the community. [The goal of the
RRTC] is to develop and disseminate measure-
ment tools that will help practitioners better 
use clinical outcomes data and make better
decisions on how to treat and rehabilitate
patients.”

The core task for the RRTC team will be com-
ing up with more efficient ways to monitor the
quality of care provided to patients undergoing
rehab, notes Jette. “The challenge here is that in
the past, every person, every facility, every group
involved in providing rehab care has done this in
their own fashion.” 

There has been no generally accepted model
for following individual patients throughout the
course of their rehabilitation, he says. “What we
will be doing is developing new methodologies
that can be used in nursing homes, inpatient hos-
pitals, home care, and outpatient facilities, so that
we can ultimately improve the quality of the care
being provided.”

The methodology for evaluating the progress,
and ultimately the quality, of rehabilitation
activities has historically been time-consuming
and labor-intensive, notes Jette. The RRTC team
will be examining ways to get around this prob-
lem by utilizing methods that have proven 
successful in the field of educational testing, he
says.

“For example, when you take the GRE [Grad-
uate Record Exam] these days, you sit at a com-
puter terminal, where you are presented with a
set of sample questions,” he says. 

Your responses dictate what questions the
computer presents next, he explains, a process
that is repeated until the test is concluded. This
testing methodology “generates a very accurate

estimate of your level of competence within the
GRE framework,” says Jette. 

“With a fractional number of the questions
asked previously, the test can now provide a very
accurate prediction of what you would have
scored if you had taken the full battery of tests,”
he adds.

The RRTC will be bringing this sampling
methodology to bear in measuring outcomes for
rehab activities. “This will help us get around a
lot of the problems we have encountered in the
past,” says Jette. 

While successful in other fields, “it will be a
challenge to use these methods in the clinical
world; that’s why we’re doing this research,” he
adds.
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• Boston University’s Sargent College of Health
and Rehabilitation has launched a center,
known as the Rehabilitation Research Training
Center (RRTC) that will devise better ways to
evaluate the quality and effectiveness of reha-
bilitation treatment.

• Practitioners have typically evaluated rehabili-
tation success on the basis of short-term
results in each setting where the services are
provided.

• The RRTC will initially examine the use of
sampling methodologies in evaluating rehab
outcomes. 

Key points



(For more information contact Alan M. Jette, PhD,
Dean and Professor of Physical Therapy, Sargent
College of Health and Rehabilitation Sciences, Boston
University, 635 Commonwealth Ave., Boston, MA
02215. E-mail: ajette@bu.edu.)  ■

AHCPR to improve patient
data oversight in research

The Agency for Health Care Policy and Research
(AHCPR) has announced it is developing rec-

ommendations for helping institutional review
boards and like bodies protect against the disclo-
sure of personal health information in research that
could be used to identify individual patients. 

The recommendations will help provide guid-
ance to research reviewers as they look at research
projects using identifiable information and as they
implement the agency’s privacy regulations man-
dated by the Health Insurance Portability and
Accountability Act (HIPAA) of 1996. Proposed reg-
ulations for this act were announced by President
Clinton on Oct. 29, 1999. Under HIPAA, a final rule
is to be issued by Feb. 21, 2000, with a two-year
implementation period for most covered entities. 

The guiding national principles will be based
on a study now under way by the Institute on
Medicine of the National Academy of Sciences,
which is expected to be completed in the sum-
mer of 2000. The Health and Human Services’
Office of the Assistant Secretary for Planning
and Evaluation is co-funding the contract with
AHCPR.

Institutional review boards (IRBs) are commit-
tees formed by universities and other research
institutions to review research projects institu-
tions — mostly academic — that voluntarily sub-
mit their study applications. These committees
have the authority to approve, disapprove, sus-
pend, or terminate previous approval of such
research in order to protect the rights and welfare
of human subjects. 

An IRB approval means the research has been
reviewed and may be conducted at an institution

within the constraints set forth by the board.
However, not enough is known about how IRBs
can adequately protect patients from potential
harm resulting from the disclosure of personal
health information in patient databases used in
studies. Furthermore, the ways IRBs review
health services research projects may vary. 

The recommendations for IRBs and the
researchers they oversee will also provide guid-
ance to for-profit and other organizations that use
patient databases for marketing research, health
benefits management, quality assurance and
other analytical purposes, according to a state-
ment from AHCPR. 

“The guiding principles and best practices
developed under this initiative,” according to the
statement, “should provide a basis for identifying
how to protect personal health information wher-
ever, and by whomever, it is used for research.” 

[For additional information, contact AHCPR at
(301) 594-1364, or visit its Web site at www.ahcpr.
gov/.] ■
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Special offer for alternative
medicine nursing newsletter

American Health Consultants, publisher of
Healthcare Benchmarks and Alternative

Medicine Alert, is pleased to announce the pub-
lication of a new monthly newsletter for nurses
on alternative medicine and holistic nursing. 

Beginning in January 2000, each issue will
contain review articles of specific alternative
therapies and modalities; abstract and com-
mentary from current medical and nursing
journal articles; and columns on controversies
in holistic nursing, applying therapies to clin-
ical nursing practice, and legal and ethical
issues surrounding holistic nursing and alter-
native medicine. Subscribers will be eligible
to receive approximately 12 contact hours of
nursing continuing education credits at no
extra charge.

As a subscriber to Healthcare Benchmarks,
you will be able to purchase an annual sub-
scription at $149 — $50 off the regular sub-
scription price of $199. To reserve your
subscription, please contact our Customer
Service department at (800) 688-2421 or e-
mail: customerservice@ahcpub.com.
Reference “HNA 61760” to take advantage of
this special offer.  ■


