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Web site can greatly bolster
efforts to educate patients,
bring care into the home 
Best sites leverage crucial information

Imagine giving 6.4 million tours of your facility
in a single year. Now imagine doing it without
adding a single staff person, enlarging your

parking facilities, or overwhelming your reception
area. That’s just what the University of Michigan
Health Systems in Ann Arbor did last year.

“In 1999, we had more than 6.4 million user ses-
sions on our Web site,” says Kallie Bila Michels,
Web coordinator for the system. “In the health top-
ics area alone, we had 700,000 user sessions in 1999,
which are up from 250,000 in 1998, and we don’t
expect it to drop any time soon.” 

It’s no wonder that the Health Information
Resource Center, a national clearinghouse for con-
sumer health information programs and materials,
gave the facility’s Web site at www.med.umich.edu
a national award.

Your Web site as an extension of your hospital

Success depends not so much on generating traf-
fic to your site, but on what you provide for that
traffic once it is there. 

“We wanted the Web site to be an extension of
what we do in the real world, which is to be a health
care resource for people,” says Michels. “The Web
site is a really good way for people to gain informa-
tion about health in general, but especially about
personal subjects. Sometimes, people are reluctant
to speak, even on the telephone, to someone about
subjects like HIV or cancer. Making the Web site
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available for people to obtain general health infor-
mation and get answers to their private health
questions can be a great service to our community.
So, we encourage our physicians to let their
patients know about the site. Many people also
use the site as the initial way to gather informa-
tion, and then they follow up with a telephone
call.” 

The statistics garnered from the medical center’s
Web site prove that a top-notch site can do double,
or even triple, duty as an educational resource,
public relations tool, and time-saving mechanism
for a facility — all while saving impressive dollar
amounts. “We’ve calculated that our Web site
saves us 6,800 hours, or 42.5 FTEs, per month by
giving people information, such as directions to
the facility, test procedures, health information,
and what to bring with them to an appointment.
We also have many people who use our on-line
appointment forms to make an appointment, as
well as many people who use the site to find an
appropriate telephone number and then make a
telephone call to it,” Michels says.

A Web site is a living document

The nature of Web sites is that they can be as
fluid and flexible as you want them to be. They
can be changed, refined, and updated whenever
the need arises, so a Web site need never become
stale or ineffective. Specially designed programs
allow Webmasters to gather detailed information
about which pages draw the most people and
how long the viewers stay on the page. Such pro-
grams can give statistical data about the Internet
origin of visitors, and it can also show the length
of time spent on each page. 

To ensure that it continues to be a valuable tool
for the community and the facility, the site is eval-
uated monthly and then refined based on the sta-
tistical information, Michels says. 

“We determine what the people want most
from the site according to the location of the page
hits. We are now redesigning the site to make it
even easier for them to get what they want more
quickly,” she says. 

When determining what people want from a
Web site, consider the needs of your staff, as well 
as the community. For instance, Miami Children’s
Hospital’s site (http://www.mch.com) offers
extensive physician resources, including informa-
tion on postgraduate programs, residency training,
the medical library, journals, LifeFlight, and a
physicians’ database.
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One way Altoona Hospital in Altoona, PA, 
kept people on its site was to add the daily pollen
count to its site at www.altoonahosp.org. Emerson
Hospital in Concord, MA (www.emersonhospital.
org), has an on-line page where patients and family
may post their personal stories about their stay in
the hospital. The site also has an interactive town
map that brings up information about the commu-
nity and how the hospital is involved. 

Understanding the impatient consumer

It seemed quite improbable several years ago
that anyone would be able to access high-level,
health care information without trekking down to
the library and spending a large chunk of time
locating and leafing through journals and tomes.
To carry that information back home would entail
making copious notes or copying page after page
— a rather laborious, time-consuming process. In
stark contrast, today’s educated, technologically
savvy health care consumer expects accurate,
professional health care information to not just
appear on the computer terminal, but to appear
there within nanoseconds. A good Web site
grants that wish, or at least tries to.

Studies show that Web users grow weary if
pages take more than a few seconds to load. They
may impatiently jump ship to another site while
the impressive photograph of your serenity gar-
den fountain is just beginning to appear. If the
health care information is poorly constructed and
confusing, you may lose your surfer to a power-
house site that makes the Dewey decimal system
look sloppy. An expert Web site designer can
design your site to take into account such issues. 

When visitors come to your site, more often
than not they are seeking some kind of informa-
tion that they may want to print. Sites that are not
print-friendly force the visitor to waste time and
paper trying to print and then to write the infor-
mation. Also keep in mind that white letters on
anything other than a dark background may be
invisible to a printer. A well-designed site makes
sure that the information may be easily printed
and can be seen once it prints. 

Visitors are usually annoyed at pages that are
too wide for their monitor, causing them to scroll
back and forth. A patchwork of boxes and frames
has the same annoyance factor. 

Finally, consider your viewing audience when
you determine the size of your Web site’s type. If
you can assume that many of your visitors wear
glasses, you may want to make sure that they can

easily read your pages. Finally, having to search
through page after page of information to find
something as simple as your address or general
telephone number will result in permanently los-
ing a Web site viewer. Make the most-requested
information conspicuous or easily found.

A Web site can be a valuable tool for your com-
munity, patients, staff, administration, and your
public relations efforts. Now it is the time to make
the most of that opportunity and create or enhance
your site.

Typical Web site components

Here is a list of standard Web site components
and what they do:

• Home page — The first page that comes up
on the site. It should give broad information such
as a brief facility overview, the address, and gen-
eral telephone number. It may also have the mis-
sion statement and visiting hours.

• Services — A guide to the clinical services
offered. This page may include references to
satellite clinics.

• History — A brief historical overview of the
facility.

• Resources — Information on a range of topics
from health information, on-line publications,
print resources, and other Web links. One hospital
lists links that are chosen by the medical staff.

• Contact — Information about how to contact
departments, administration, the Web master,
and possibly medical staff. This page may
include a telephone and e-mail directory.

• Search — Function which allows a visitor to
find a topic on the Web site by entering a keyword.

• Facility news and events — Description of
developments within the facility, special events
such as screenings, open houses, classes, support
groups, educational talks, and lectures, and the
facility’s community involvement. It may also
have the community and staff newsletter on-line.

• Copyright and disclaimer — description of
the copyright, the site and its contents, and expla-
nation that the information on the site is strictly
for informational purposes and is not to be con-
strued as medical advice.

Added to the typical Web site components,
pages for the following topics could elevate your
site from a good site to a great one:

• Map and driving directions — There are
several map and driving directions programs
available, often for free, that allow someone to
view and print directions to your facility from
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their location.
• Admission information — Detailed infor-

mation about the process, where to go, where to
park, what to bring, and what to expect. 

• Virtual tour — A tour of some of the facil-
ity’s areas of interest to prospective patients, such
as the chapel, cafeteria, gift shop, birthing rooms,
rehabilitation areas, and patient rooms.

• Patient condition — A password-protected
site so that family and friends may check a
patient’s condition on-line. Patients are issued a
password upon admission and may share it with
whomever they choose.

• Virtual nursery — a photograph and brief
information about a newborn so that family and
friends may see the baby, leave messages, and
download a photograph. Inclusion on this page
would require a written release from the parent
and would be password-protected unless the
parent agrees in writing otherwise. Atlanta’s
Northside Hospital’s site at www.northside.com
has an on-line nursery, as does Somerset Hospital
in Somerset, PA, on their “Baby Faces” page at
www.somersethospital.com. 

• Appointment forms — A way for patients to
make an appointment on-line, have it confirmed,
and then print the information.

• Gift shop — General information about the
gift shop, such as hours and merchandise, also
allowing the on-line purchase and delivery of flow-
ers, gifts, or sundries to a patient or staff member.

• Giving and volunteering opportunities —
Highlights regarding how someone may support
the facility or become a volunteer. It could also
list benefactors and others who contribute.

• International page — Information for non-
English-speaking patients and their families
using a language selector. An example of this is
on The Cleveland Clinic Foundation’s site at
www.clevelandclinic.org. 

• Employment opportunities — A list of avail-
able positions with description, qualifications,
and how to apply. An on-line application form
and place to send a cover letter and resume to
human resources may be useful. Some facilities
list benefits, as well.

• Medical and staff resources — A password-
protected area with information about training,
awards, new hires, CMEs, the employee manual,
on-line suggestion box, and other nonpublic top-
ics. An on-line supply or requisition page could
be useful, as well.

• Media information — Contact information
including names of authorized spokespersons,

titles, telephone numbers, fax numbers, e-mail
addresses, and after-hours contact information
should be on this page. This could also house a
list of people and their area of expertise who are
available for interviews and as speakers. The
most current press releases, as well as a search-
able archive of press releases and background
information should also be on-line.

• Favorites button — A function that allows
someone to place your site on their favorites list
with the simply click of the mouse.

Some hospital Web sites host on-line message
boards or meeting rooms where patients, staff,
and the community can discuss issues ranging
from specific health care concerns (such as an on-
line support group for cancer survivors) to bud-
geting concerns. Depending upon your software,
these virtual gathering places may be private or
public. You may also want to use the site for a
virtual Q&A session for your community. 

Some sites allow patients to send questions
and feedback about their progress directly to
their physician or physician’s office. Those kinds
of interactive tools keep your visitors coming
back and let them take ownership of your hospi-
tal even when they are not physically there.

It is up to you, not your Web site designer, to
make sure that your site does what you want it
to. Although Web site designers have a great deal
of technical expertise, many times they are not
very good at editing or even understanding your
objectives. Remember that, with any luck at all,
your Web site will be viewed by millions of peo-
ple from all walks of life and that they will judge
you on its professionalism.  ■

Eliminating linguistic and
cultural barriers to service
Health care is also the melting pot for cultures

One can only imagine the confusion and anxiety
someone who does not speak English may

experience when faced with a health care decision
or crisis. Even with the best scenario in which the
patient and family speaks the language and under-
stands the customs we take for granted, there is
sometimes miscommunication. “It can be terrifying
to come to a hospital if you don’t speak the lan-
guage,” says Nouria Belmouloud, a medical
interpreter for Duke Hospital in Durham, NC.
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Medical interpretation is more than simply
translating language for both entities. “We are
conduits for information, and clarifiers of both
the language and cultural expectations. We often
interpret the language for the patient, and inter-
pret the patient’s culture for the provider. This
helps the patient and the provider feel more com-
fortable and it helps create more culturally appro-
priate care, as well,” states Belmouloud.

Many hospitals have international patient ser-
vices for foreign patients, as well as domestic
interpretation services for domestic patients who
require differing cultural needs. Duke recently
consolidated those services. 

“It made sense to extend this linguistic and
cross-cultural sensitivity to all patients whether
they are international or domestic patients,” says
Henry Meguid, coordinator for patient services
at the International Patient Center. “Duke has
made a strong commitment to eliminate linguistic
and cultural barriers to providing health care to
patients with limited English proficiency. These
barriers limit patient access to heath care and
social services, reduce quality of care, tax out
resources, and increase cost.” 

Federal mandate sets the rules

Meguid points out that “Title VI, of the Office
of Civil Rights (OCR), states that health care
providers receiving federal financial assistance
must have a procedure for identifying the lan-
guage needs of patients, and have ready access to
and provide services of proficient interpreters in
a timely manner during hours of operation. It
also requires us to develop written policies and
procedures regarding interpreter services and
ensure staff awareness of these policies and pro-
cedures and of their Title VI obligations to people
who have limited English proficiency. 

“However, federal and state regulations lack
explicit standards for determining competency and
standards for quality interpreting. Our goal is to
ensure that we are offering not just the minimum
required by law, but that we are being true to the
mission of Duke. We want to provide the best pos-
sible service because we believe that medical inter-
pretation is not only a right for patients; it truly is a
part of the patient care we offer, and it affects how
that care is received,” he explains.

Although it is a specifically mandated service,
language interpretation is just a first step for for-
eign patients and their families. Many other
aspects interplay to make them feel comfortable

and welcome and to relieve stress. The Cleveland
Clinic’s Web site, www.clevelandclinic.org, has a
page for its International Center that outlines, in
the language of your choice, many other services
and information it provides for its foreign patients.
Among them are the following:

• embassy telephone numbers;
• assistance in the location appropriate houses

of worship;
• the location and instructions about how to

contact lodging in which a language barrier can
be overcome;

• assistance in locating culturally appropriate
restaurants;

• the location of banks in which foreign cur-
rency may be exchanged and financial arrange-
ments may be made;

• international and local travel options, such as
car rental, taxi cabs, and airports and airlines;

• how to use the telephone to reach local and
international contacts;

• assistance in extending or replacing visas
and passports and related issues; 

• maps of the city;
• information about how to mail packages and

letters;
• driving tips and local driving laws;
• information about sales tax;
• information about tipping;
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What an interpreter does

Amedical interpreter does more than
translate words from one language to

another. Here is a more complete description
of the responsibilities:

• sets the stage for clear expectations
about the role of the interpreter in the
patient-provider-interpreter triad;

• interprets or transmits information
accurately and completely;

• manages all aspects of communication
from accuracy and completeness of informa-
tion to establishing a communication process;

• clarifies the patient’s cultural beliefs that
may impede the quality and outcome of care;

• assists in closure activities and assures
that follow-up instructions are provided and
that the patient is connected to appropriate
services.  ■



Reading club transforms 
pediatric waiting room

Achild’s pediatric health visit to Children’s
Hospital of Orange County (CHOC) in

Orange, CA, has been transformed into a vehicle
to encourage the development of reading skills.
According to Geeta Grover, MD, co-director of
CHOCO’s Reading Club, studies show that read-
ing aloud to children, beginning at an early age,
is the single most important factor in preventing
early reading problems. 

“We saw this as a unique opportunity to help
children and their families,” says Amy Waddell,
public relations manager for the hospital. “As we
all know, poor reading skills can have a detrimen-
tal effect upon a family. If parents are unable to
read information about a child’s medication or
read instructions about caring for their child, it
can have a serious negative impact. Likewise, we
know that intervening in the critical years of read-
ing development for a child can have a positive,
lifelong impact. That is why we decided to imple-
ment a reading program and become affiliated
with the national Reach Out and Read program.” 

“When Exhibit Works approached the hospital
asking for a way they could become involved and
contribute, it was a natural match to have them
donate their talents to make our pediatric clinic
waiting room into a reading clubhouse,” Waddell
explains.

Waddell says that the new clubhouse has a
combination of urban and rural motifs designed

to make children and families feel welcome.
Exhibit Works donated services valued in excess
of $250,000 to create the child-friendly environ-
ment. The clubhouse features an urban alphabet
city with colorful skyscrapers and a bookstore in
which children can fill “prescriptions” for new
books and where reading tables resemble man-
hole covers. Across a carpet river, a forest reveals
a rural, woodsy space with upholstered lily pads
and toadstools for seats and a mushroom cap
canopy illuminates a storytelling area. The club-
house has a staff member on-site at all times, as
well as a volunteer to read stories to the children.

How it works

“While children and families wait for their
appointment, there are several activities going on.
They can participate in the activities, or they can
read by themselves or have their parent read to
them,” Waddell says. “This helps alleviate the
stress some children experience when they visit a
clinic. In fact, we’ve been told that it’s sometimes
difficult to get the child away from the activities
to see the physician. This environment creates a
pattern in which a child looks forward to coming
to the clinic instead of dreading it.” 

As a part of the appointment, the pediatrician
discusses the importance of reading with the
family, writes a reading “prescription” that is
filled after the appointment. The child receives a
new book at each well-child visit to the clinic up
to the age of six. Private groups, corporations,
and individuals donate the books. Eventually, a

30 PATIENT-FOCUSED CARE AND SATISFACTION ™ / March 2000

• weather information, both local, travel, and
international;

•information about U.S. business hours and
holidays;

• metric-to-English conversion information; 
• how to contact the telephone language inter-

pretation service.

Adhering to cultural food distinctions

There are many cultural distinctions to be con-
sidered when caring for foreign patients and their
families. Food and its preparation can be as
important as religious customs. For instance,
most Muslims follow the doctrines of the Koran,
which forbids ingesting alcohol and the flesh of
scavenger animals (pork), birds, and fish, includ-
ing shellfish.

In general, Hindus shun all animal and fish
products except milk and honey because of the
Hindu doctrine of nonviolence, karma, and
rebirth. Additionally, some Hindus do not eat
root vegetables such as potatoes, carrots, or beets. 

It is also important to keep in mind that some
countries are renowned for their foods, and their
citizens may consider the American versions of
their food inferior. Japanese people, for instance,
may prefer to be served green tea instead of the
standard cafeteria fare.

As we increasingly become more globally con-
nected, we must learn to do more than the bare
minimum for our culturally different patients if
we are to truly remove the barriers to providing
them with the best possible health care. For more
information about Duke’s interpreter services,
visit their Web site at www.mc.duke.edu.  ■



child builds a personal library while building
strong reading skills.

Setting a course for a child’s future

The hospital’s newsletter says that “because 
of the regularity of the contact, the close nature 
of the parent-professional relationship and par-
ent[al] expectation to receive guidance, the pedi-
atric health visit is an ideal context in which to
promote behaviors that support language and lit-
eracy development. Having a trusted physician
give a book and [impart] role-model positive
reading behaviors is important to parents. It vali-
dates their aspirations for the child to be a learner,
to do well in school and in life.”

Another positive aspect of the program is that
it encourages parents to spend more time reading
with their children, improve their reading skills,
interact more with their children, or learn to read
if they do not know how. 

To learn more about CHOCO’s Reading Club,
call (714) 532-8656, or visit the Web site at www.
choc.org.  ■

Use physician/patient
concerns to educate

As part of the interdisciplinary care team,
physicians are expected to participate in

patient education, according to the Joint
Commission on Accreditation of Health Care
Organizations (JCAHO) in Oakbrook Terrace, IL.
But that requirement means little to many physi-
cians, and their lack of contribution to patient
education activities is frequently a problem.

“The physicians who participate in patient edu-
cation truly believe in the value of it. They will do
it regardless of whether or not there is a standard
that tells them to do it,” says Marilyn Barton, RN,
BSN, patient education coordinator at Riverside
Regional Medical Center in Newport News, VA.

While physicians take part in JCAHO surveys
and participate in mock survey interviews, meet-
ing the standards for patient education is not
their main motivation. The trick to getting physi-
cians involved is to tap into their natural con-
cerns for their patients, explains Barton.

To do that, the patient education manager must
keep the team focused on the patient, says Leah
Kinnaird, EdD, RN, a consultant with Creative

Healthcare Management in Minneapolis. “Once
you can get everyone to focus on the patient, that
makes a terrific difference. You have to keep bring-
ing the issue back to what is in the best interest of
the patient.”

Carol Maller, MS, RN, CHES, patient educa-
tion coordinator at the Veterans Affairs (VA)
Medical Center in Albuquerque, NM, offers this
example to illustrate that point. She came to the
conclusion that the struggle to get all disciplines
to document on one form was not in the best
interest of the patient. While JCAHO looks for
documentation as proof of teaching, trying to
make physicians document on an interdisci-
plinary form was not meeting their need to
deliver high-quality care, she says.

“I try to look at practice as it exists and 
then incorporate that into policy,” Maller says.
Although there is a form for documentation of
interdisciplinary teaching, the VA physicians
incorporate the information into their notes in 
a more informal style.

Add a few allies to your team

Patient interest is not the only common
ground physicians and educators have. There
are many physicians who embrace patient 
education, so court them as your allies. Instead
of trying to knock down barriers, go where
there is an interest in patient education and
solicit these physicians as champions for teach-
ing. The patient education committee at the 
VA Medical Center consists of Maller ’s hand-
picked champions for patient education 
from every discipline.

When conveying policy to hospital personnel,
she has the committee members deliver the infor-
mation at their staff meetings. For example, the
dietitian on the committee speaks to the other
dietitians, and the physician speaks to other
physicians. “As much as people are supposed to
be on a team, we still have our own identities by
our profession. Therefore, it works better for me
to work within like groups using my champi-
ons,” explains Maller. 

The fact that physicians are more likely to listen
to a colleague than to the patient education man-
ager became clear when Baptist Health Systems of
South Florida in Miami linked its Web site directly
to drkoop.com, the site of C. Everett Koop, MD,
former U.S. surgeon general. The association with
that famous physician, a champion of education,
boosted the value of education in the physicians’
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eyes. They eagerly attended a reception with
Koop in support of health education when the
partnership with drkoop.com was kicked off, says
Yvonne Brookes, RN, patient education liaison. 

While a partnership with a famous physician is
a good way to draw attention to patient educa-
tion, you also need physicians who are more
readily available. A good way to identify and
develop physicians as patient education champi-
ons is through community outreach program
development, says Brookes. At Baptist Health
Systems, physicians collaborate on curriculum
development as part of the Community Wellness
Health Committee and are used as speakers. 

“Often, the health and wellness topics relate
back to physician’s practices or expertise, and
people get to know what services our physicians
offer,” says Brookes. This process builds good
relations, and the physicians become supportive
of patient and family education standards within
inpatient care, as well.

Education supports self-care

Current trends in health care can be a boost to
physician involvement in patient education. The
self-care trend requires the provider to be more
involved in what patients are supposed to do,
such as monitoring their blood pressure, blood
glucose level, or weight, says Maller. Therefore,
physicians are much more likely to look to the
patient education department for support. To
meet this need, Maller has shifted many of the
patient education resources to the outpatient
areas. For example, the learning center is located
near the outpatient clinics, and there are a num-
ber of group outpatient classes offered at the VA
Medical Center.

“Patients need to be able to manage indepen-
dently at home. We don’t keep them in the hospi-
tal as long as we used to, so the burden is more
on them, and that opens the door for me to work
with the physicians on patient education because
I really have something to offer,” says Maller.

In the information age, many patients are
informed about their diagnoses and treatment
alternatives, and they come to their physician vis-
its with sophisticated questions. Yet it takes time
to answer those questions, something all health
care workers are short of these days. The combi-
nation of better-informed patients and the ever-
present time crunch make it more imperative for
physicians to participate in a collaborative pro-
cess for patient education, says Kinnaird.

Because patients have a lot more information,
which generates questions, physicians are sup-
portive of a good patient and family education
process in which people are provided with infor-
mation and useful resources. They will take
advantage of the resources by making appropri-
ate referrals, says Brookes.

There are areas where physicians easily fit into
the collaboration process for patient education.
They can sit on formal committees, and patient
education managers can consult with them on the
appropriateness of patient education materials.
However, patient education managers must be
willing to work with physicians.

For example, when asking for their help with
material evaluation, you must catch them at the
right time — when they are not too busy — and
be specific in your request, says Barton. Rather
than simply asking for their opinion, ask if they
would give the booklet to their patients, she
explains. If they take the material for review, be
sure to give them a deadline for responding.

When JCAHO asks about physician involve-
ment in patient education, examples of their par-
ticipation on committees and in the development
of materials help provide proof, says Brookes.

Also, identify areas of your health care system
where physicians must be highly involved in
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patient education. “It is difficult to show physician
involvement in patient education on a regular
med-surg unit, but if you use your high-volume
services like oncology or cardiac rehab, you will
find that physicians are very much involved in 
the teaching and helping patients change their
lifestyles. Pick examples you can point to,” says
Brookes.  ■

Technology, quality focus
can help cut medical errors
ICUs are particularly vulnerable to errors

Through a combination of technology, continu-
ous quality improvement efforts, and more

effective collaboration, some hospitals across the
country are finding ways to improve care, and in
the process, reduce medical errors.

President Clinton announced in December a
national drive to reduce medical errors, quoting
studies that estimate up to 98,000 Americans die
each year as a result of health care mistakes.
Intensive care units (ICUs) are particularly vul-
nerable to errors, in part because their patients 
are particularly vulnerable to harm. They are
sicker, with more complex problems, and being
treated with combinations of very potent drugs.

“It’s an area of high hazard for medications, an
area of multiple drugs,” says Hedy Cohen, RN,
BSN, vice president for nursing for the Institute
for Safe Medication Practices, a nonprofit organi-
zation that educates health care practitioners
about adverse drug effects and their prevention.
The Institute reviews voluntary reports of medi-
cation errors submitted by hospitals and other
practitioners.

Error prevention flows from QI errors

In the ICU, Cohen says, “We see a lot of pump
errors, from multichannel pumps, where you 
have to label all lines going into patients.” And the
squeeze to cut costs can put even more pressure on
overworked units, leading to fewer of the backups
that nurses once may have taken for granted.

At Henry Ford Hospital in Detroit, medical
errors aren’t pursued in a vacuum, but as part of
efforts to improve the entire process of care in the
ICU, says ICU director Robert Hyzy, MD.

As improvements are made that standardize

procedures and address process-related prob-
lems, error prevention is the outcome. To achieve
that, the hospital focuses on three important
aspects of care: 

1. A closed ICU where critical care practition-
ers call the shots. While a specialist, such as a
gastroenterologist, may consult on a patient, the
final decisions about care are in the hands of criti-
cal care specialists.

2. Collaborative practice, or establishment of
a close working relationship among physicians,
nursing staff, and the critical care pharmacist.
This collaboration takes many forms, including
an enhanced rounding team that includes nurs-
ing and pharmacy and full participation by all
parties in quality improvement efforts.

3. Protocolization of care, in which pathways
are developed for all procedures. The goal of the
pathways is to decrease practice variation, which
in turn can lead to fewer errors.

“The biggest focus is towards standardization 
of things that can be standardized,” says Kathleen
Vollman, MSN, RN, CCNS, CCRN, clinical nurse
specialist for medical critical care. “It’s clear in the
literature that when you reduce process variation,
you reduce the chance of missing things and of
error.” 

Staff perform routine checks 

In addition to following pathways, critical care
staff members perform a number of routine checks
to backstop their work, say Vollman and Veronica
Hall, RN, BSN, MSN, nursing administrative man-
ager in the medical intensive care unit. The com-
puterized medication record for each patient is
reconciled with physician orders every 24 hours. At
the end of each shift, nurses do chart checks of all
their patients to be sure all orders have been car-
ried out.

“A lot of hospitals do 24-hour chart checks,”
Vollman explains. “We just moved it up so that
each nurse is responsible at the end of the shift 
to re-review what’s been done during their shift,
and make sure things haven’t fallen through the
cracks.” 

Hall says that when the increased checks were
instituted about three years ago, some nurses
were skeptical. But when the system began to
turn up errors, they realized its value. 

“We immediately began catching errors,” Hall
says. “Most of it was little stuff, but we would
show it to the person and say, ‘Did you realize
you did this?’” Now, she says, when nurses find
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errors, they will write themselves up.
It takes work to establish the type of empower-

ing environment that encourages self-reporting
— a major point in the Institute of Medicine’s
report on medical errors.

“The first ICU I ever worked in, I wrote myself
up — that was the culture,” Vollman says. “It
wasn’t punitive. The goal was to figure out how
[the error happened].”

To achieve that sort of culture, consistency is
important, as well as including nursing staff in
the process of improving care. 

Share the decision making

At Henry Ford, a shared governance program
provides the structure to include frontline per-
sonnel in decisions. ICU nurses elect members to
sit on hospitalwide practice and education com-
mittees. Those who participate are acknowledged
through a career ladder and help improve care
through their suggestions. 

The result is quality improvement that perco-
lates from the bottom up. When nurses called
attention to a problem of ICU patients self-extu-
bating, Vollman chaired a committee that looked
into the reasons, a committee that included nurs-
ing, pharmacy, and a pulmonary fellow. The
result was a change in how patients were sedated
to decrease agitation.

Nurses also suggested a two-party identifica-
tion for matching blood products to patients. One
nurse will read and spell the name of the patient,
and read the medical record number to a second
nurse, who will read it back to ensure accuracy. 

Vollman says that the sense of empowerment
didn’t just make nurses less fearful of self-reporting
errors. It convinced them that there was value in
collecting the data, if it could be used to improve
overall care.

Hall says that value system is passed along to
new employees by the seasoned nurses who pre-
cept them. All this takes leadership from nursing
administration. Although Hall has the advantage
of working within a shared governance program,
she says an institutionwide structure isn’t neces-
sary to create an empowering environment.

“If I was a nurse manager who didn’t have a
shared governance structure in place, I’d institute
a unit committee to meet monthly on unit issues,
practice issues,” she says. “Let nurses make deci-
sions on things they can reasonably have control
over,” she says, such as scheduling policies or
support programs for patients’ families.

Ultimately, with pressures mounting to keep
staffing costs down, clinicians may need the ben-
efits of improved technology to keep ahead of
errors. Some technology is already in place at
Henry Ford. Hall describes a narcotics delivery
system that requires a password and prompts
nurses to count remaining drugs before and after
removing a dose for a patient whose identifica-
tion has been coded in.

Cohen says it’s becoming more common for
drugs to be administered in standardized concen-
trations, rather than requiring nurses to mix up
batches themselves and risk a calculation error. 

Vollman says she would like to see the technol-
ogy go even further, to perhaps have computers
cueing nurses on all the steps required for a com-
plex procedure, for example. 

“The staff of today is so inundated with the
amount of data and things they have to remem-
ber to provide good care,” she says. “It’s not that
they’re a good or bad nurse, it’s that they’re over-
whelmed by all the pieces that they have to put
together.”  ■

Assist devices offer heart
patients independence
Implantable pumps improve quality of life

Many patients with late-stage heart disease
linger for months in intensive care units

waiting for a donor heart to become available.
With average costs nationwide of more than $2,000
a day for an ICU bed, excluding additional costs
for such items as medications and laboratory tests,
the need for alternative treatments is obvious. 

A patient awaiting a heart transplant can easily
rack up costs of $5,000 a day for as long as six
months. Not only is it expensive, but there is a
great strain on the patient and the family due to
the patient’s need to remain in the hospital indef-
initely,” notes Kathy E. Magliato, MD, a cardio-
thoracic surgeon at Cedars-Sinai Hospital in Los
Angeles. Magliato is one of a growing number of
cardiothoracic surgeons nationwide who rou-
tinely implant ventricular-assist devices (VADs)
in patients awaiting heart transplants.

“The assist devices are expensive, but they
offer the patient a degree of independence.
Depending on the type of device and the health
of the patient, the patient can either be stepped
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down from the ICU to other units of the hospital
or discharged home and even returned to the
workplace while awaiting transplant,” she says.

Several companies now have Food and Drug
Administration (FDA)-approved VADs on the
market. The devices can cost as much as $70,000,
which, although staggering, still saves money in
the long run due to decreased ICU costs and
improved quality of life.

The high cost of the devices causes some pay-
ers to question their cost-to-benefit ratio. Most
payers are aware of the FDA’s approval of the
devices and routinely reimburse for them.
However, there are several reimbursement issues
to be resolved. “Since 1998, Medicare has reim-
bursed for the device, but there are still reim-
bursement barriers. There is no billing and
coding methodology in place to deal with outpa-
tient charges associated with the system — sup-
plies and equipment,” says Virginia Curcio, RN,
MBA, reimbursement manager for Thermo
Cardio systems in Woburn, MA.

“I had two payers just recently who did not
offer LVAS [left ventricular assist device] cover-
age as part of their reimbursement plan,” she
notes. “One company, even in light of the FDA
approvals, still considered the device investiga-
tional. When case managers requested coverage
for LVAS implantation, it was denied. Then they
appealed to the health plan medical director and
received coverage. In many instances, these
devices are considered on an individual basis. I
suggest case managers always appeal denials.”

Many VAD manufacturers hold seminars on
reimbursement, adds Magliato. “In general, these
devices are well-reimbursed. Facilities consider-
ing use of VADs would probably benefit from
asking the various manufacturers in for a seminar
on reimbursement.” 

Most late-stage heart patients awaiting trans-
plants are possible candidates for VAD implanta-
tion. However, several conditions make some
patients less suitable, Magliato says. “These are
relative and not absolute contraindications which
might make some heart patients an exception.” 

Those conditions include:
• bleeding disorders;
• severe liver or kidney dysfunction;
• existence of a mechanical valve.
For appropriate patients, VADs greatly

improve survival odds for patients with late-
stage heart disease, notes James W. Long, MD,
PhD, cardiothoracic surgeon at LDS Hospital,
assistant clinical professor of cardiothoracic

surgery at the University of Utah in Salt Lake
City and director of the Utah Artificial Heart
Program. “One of the greatest benefits of these
devices is that they improve survivorship for
late-stage heart patients. The use of the device
changes the mortality rate from 90% mortality for
patients awaiting transplant to a 85% survival
rate to transplant with an implanted VAD.” 

In clinical trials of its Novacor LVAS, Baxter
Healthcare in Oakland, CA, found the overall
survival rate to transplant was 78% for patients
receiving a Novacor LVAS, compared to a 35%
survival rate to transplant for patients not receiv-
ing an LVAS, says Linda Strauss, vice president
and director of communications for the Novacor
division of the Baxter Healthcare Cardiovascular
Group. That survival rate has improved since
FDA approval allowed surgeons to implant the
device in healthier patients. Survival rate to
transplant is now roughly 85% for all of the VAD
systems currently available.

Due to the similarity in the success rates,
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surgeons say selecting the correct VAD for an indi-
vidual patient depends upon patient size, desire
for independence, and whether the heart failure is
left-sided, right-sided, or both. “The Thoratec sys-
tem can be used in the widest range of patients
because it can be used for the right side, the left
side, or both sides of the heart,” Strauss says. “It
also fits a wider range of patients and has even
been approved for use in small children.” 

Larger people require larger devices

However, a very large patient may need a
larger pump, she notes. “If I have a really big
man with left-sided heart failure, I’m more likely
to chose the Novacor or Heart Mate system.” 

The greatest single benefit of VADs is their
ability to improve a patient’s quality of life, agree
Magliato and Long. That is even more true as
VADs become increasingly reliable and are
implanted in healthier patients. 

“We’re becoming more confident in the relia-
bility of these systems,” says Long. “Up until the
recent past, we insisted every patient with an
implant have a constant 24-hour companion 
who could contact the center and institute emer-
gency response measures. We never allowed
these patients to drive, and insisted they remain 
within a very short distance of the hospital.” 

Long says he’s now starting to push the enve-
lope. LDS Hospital has begun evaluating patients
for their ability to enjoy a greater degree of inde-
pendence. “We now have patients who are driv-
ing themselves long distances and flying as far
away as San Diego and Washington, DC.” 

To measure a patient’s ability for greater inde-
pendence, LDS Hospital evaluates the following:

• Patient has sufficient cardio-reserves to carry
out emergency measures if the pump fails.

“We run three-minute tests,” explains Long. “We
watch the patient to see how they react during that
three-minute period. Do they stay in control of
their faculties? Do they remember what to do?” 

• Patient has an adequate emergency response
system in the community.

“If the patient lives in a smaller community, we
train paramedics and emergency room physi-
cians on the technology and explain the patient’s
specific needs. We also set up a communication
system so that we are notified immediately about
any complications.” 

Although the survival rate to transplant is high
in centers nationwide, Long and Magliato say there
are several factors case managers must consider

when selecting a surgeon and facility for VAD
implantation. Those include:

• The center handles a large volume of VAD
implants.

“Look for a center that implants at least one of
these devices every two months — six a year,
minimum. You need volume to gain the neces-
sary experience that leads to better survival
rates,” says Long, adding that case managers
should look for a facility with a survival rate to
transplant of no less than 75%.

• Support staff are familiar with the implants.
“You need not only volume, but a strong sup-

port staff of clinicians — not just surgeons. You
have to have nurses, anesthesiologists, pulmo-
nologists, cardiologists, and engineers who are all
familiar and comfortable with these systems,” he
says.

Magliato says trained nursing staff are vital to
a facility’s success with VADs. “Many nurses are
intimidated by these patients. The patients have a
metal device coming out of their body that’s
keeping them alive. People don’t want to touch
the device. They’re afraid to touch the patient.
The nursing staff must be trained that the
patients not only can but should be moved.
Nurses must be reassured that patients can be
taken off the ventilator and walked around.”

VAD implant patients require psychological
support, as well as medical and technical support,
she says. “These patients are scared. . . . You must
have a special passion to work with these patients
give them the support they need.”

Most VAD implant patients suffer few compli-
cations. However, centers nationwide are still
struggling to reduce instances of infection associ-
ated with VADs, says Long. “We believe that the
instances of infection can be reduced with metic-
ulous care of the percutaneous leads in the outpa-
tient setting,” he says, adding that patients and
their families must receive training in proper care
of percutaneous leads.  ■
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