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In the Western world patient satisfaction 
surveys and surveys measuring patients’ 
perception of their experiences are wide-
spread and are often used as an instrument 
in quality assessment of healthcare services 
(Bowling, 2002; Veenstra & Hofoss, 2003; 
Young, Meterko, & Desai, 2000). 

According to the theoretical framework of 
Donabedian, the delivery of healthcare can be 
divided into three parts: a technical part, which 
includes diagnosis, treatment, care, and rehabil-
itation; an interpersonal part, which includes the 
psychosocial interplay between the healthcare 
staff and the patient; and, finally, a part dealing 
with the organization of the hospital admission, 
including continuity and coordination of care 
(Donabedian, 1988, 1992; Palmer, Donabedian, 
& Povar, 1991). Most patient surveys ask ques-
tions concerning quality assessment relating 
to interpersonal and organizational aspects of 
care. By contrast, questions asking patients to 
assess technical aspects of treatment and care 
are rare (Jackson, 1997). 

In the literature it is common to find a per-
ception of patients as incapable of assessing 
technical aspects of healthcare service because 
of their lack of knowledge or understanding 
of this aspect of treatment and care (Chapple, 
Campbell, Rogers, & Roland, 2002; De Man, 
Gemmel, Vlerick, Van Rijk, & Dierckx, 2002; 
Oberst, 1984). In addition, a common hypoth-
esis states that patients tend to confuse techni-
cal quality of care with interpersonal or organi-
zational quality of care (Oberst; Roter, Hall, & 
Katz, 1987). A problem with these explanations 
for the absence in patient surveys of questions 
concerning technical care is that the hypoth-
eses have been more debated than studied. 

Aims
In a previous study we examined the first 
hypothesis on patients’ misunderstandings 
and lack of knowledge by comparing agree-
ment between professionals and patients 
undergoing surgery for colorectal cancer on 

questions relating to technical aspects of care 
(Mathiesen et al., in press). Results from that 
study revealed a more sophisticated view 
of the matter because cases of moderate to 
almost perfect agreement were reported—as 
well as significant differences in perceptions. 
In the present study we examined the second 
hypothesis—on patients’ confusion of differ-
ent aspects of treatment and care. The aim of 
this study was to evaluate whether patients’ 
assessments of technical quality of care were 
associated with their assessments of the inter-
personal and organizational quality of care.   

Methods
In January 2003 an invitation to participate 
in the study was sent to all 45 Danish hos-
pital departments that perform surgery for 
colorectal cancer. The hospital departments 
were asked to include all patients who had 
been discharged after surgery for a first-time 
colorectal cancer and who were able to under-
stand Danish and capable of participating in 
the study. Twenty-one departments partici-
pated in the study from March 2003 through 
May 2004.

In order to describe the study population, the 
researchers obtained from the Danish Colorectal 
Cancer Group (DCCG) register information 
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on all colorectal cancer patients from the par-
ticipating departments during the inclusion 
period. This register covers nearly 90% of all 
patients with colorectal cancer in Denmark 
(Nickelsen, Jørgensen, & Kronborg, 2005b). 
It contains patient-specific data on diagnosis, 
American Society of Anesthesiologists (ASA) 
score, stage of cancer, type of surgery, postop-
erative complications, and type of admission 
(planned versus emergency). 

Data from the register showed that during 
the relevant period 527 patients met the inclu-
sion criteria. All patients received a question-
naire at the time of their discharge from the 
hospital department and were encouraged by 
the healthcare professionals to complete it as 
soon as possible, but no formal registration 
of the length of time between surgery and the 
return of the questionnaires was made. A rel-
evant questionnaire and information from the 
DCCG register were obtained for 336 patients 
(64%). 

The questionnaire contained items on tech-
nical, interpersonal, and organizational aspects 
of care so that  the patients’ potential confusion 
of these aspects could be studied (see Figure 
1). Because all Danish citizens are registered 
by a unique 10-digit number in the Civil 
Registration System, it was possible to match 
each questionnaire with data from the regis-
ter. All necessary permissions were obtained 
from the Danish Data Protection Agency. The 
Danish local ethical committees do not, how-
ever, wish to answer inquiries based on ques-
tionnaires. Because of the linkage between 
the questionnaire and the register, immediate 
anonymity for the patients was not provided, 
but in the process of data analysis all patients 
were anonymous to the research group, and 
no hospital department was allowed to see the 
questionnaires after completion. The patients 
were informed about this procedure before 
they made their decision to participate.

In the process of choosing items for the 
questionnaire, the researchers conducted 
a qualitative analysis of three focus groups. 
Three hospital departments were each asked to 
recruit 10 patients who had undergone surgery 
for colorectal cancer within the last year. The 
participants’ wishes and expectations relating 
to their hospital stay were explored during 
interviews that lasted 2½ hours. The inter-
viewers used an open and relatively unstruc-
tured approach. A literature review of patient 

perspectives together with previously vali-
dated questions from Danish and international 
patient surveys also served as resources in the 
development of the questionnaire. 

So that the comprehensibility and the con-
tent of the developed questionnaire could be 
tested, five individual patient interviews were 
performed (McKinley, Manku-Scott, Hastings, 
French, & Baker, 1997). These pilot tests result-
ed in a number of comments and suggestions, 
and appropriate corrections of the question-
naire were subsequently made. 

Potential association between patients’ 
assessment of technical, interpersonal, and 
organizational aspects of care was analyzed by 
means of multiple logistic regression. Questions 
on technical quality of care were analyzed as 
dependent variables, and interpersonal and 
organizational aspects of care entered the mod-
els as predictor variables. Interactions between 
the predictor variables were analyzed when 
appropriate. None of the tested interactions 
turned out to be significantly associated with 
the dependent variables. Test results are given 
as an odds ratio with 95% confidence interval; 
p < .05 was considered statistically significant. 

In accordance with recommendations in 
a study by Collins and O’Cathain (2003), the 
answers to both the dependent and predictor 
variables were dichotomized (very good/not very 
good or to a high extent/not to a high extent) wher-
ever possible. All calculations were accom-
plished by means of the statistical packages 
SAS and R. 

The following five dependent variables were 
selected: assessment of surgery (Table 1), pain 
management (Table 2), wound care (Table 3), 
overall medical performance (Table 4), and 
overall nursing care (Table 5). Because of 
the limited scale of research in this field, the 
approach was exploratory, and no assumptions 
were made regarding which interpersonal or 
organizational predictor variables would be 
primary or secondary. 

So that eventual changes in the estimates 
could be evaluated, a construction with a step-
wise regression of predictor variables was 
employed. For two of the five models, however, 
only a single multiple model was constructed 
for each dependent variable (Table 6). This 
deviation was caused by a reduced number 
of predictor variables due to a skewed dis-
tribution of answers on the two dependent 
variables, resulting in considerable limitations 
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in the degrees of freedom available for analy-
sis. For the three models with the stepwise 
inclusion of variables, a uniform structure was 
applied (see Table 6).

Model 1 included variables concerning post-
operative complications and patients’ percep-
tion of whether 1–2 doctors or nurses had a 
special responsibility for the patient. Model 
2 added variables on patients’ assessment of 
the extent of the doctors’ and nurses’ time 
spent answering questions. Finally, model 3 
added the patients’ perception of cooperation 
between professionals. All three models were 
adjusted for sex, age, and stage of cancer, which 
means that the variables were also included in 
the models. 

The variable on postoperative complications 
was tested for interaction with the patients’ 
assessment of the extent of doctors’ and nurses’ 
time spent answering questions. It was decided 
not to reject a questionnaire completely if a few 
questions had been left unanswered, which 
explains the reduced data in Tables 1–5.

On the basis of the DCCG register a non-
response analysis was applied in order to 
compare patients who returned their question-
naire with those who did not. The analysis 
was performed by means of multiple logistic 
regression.

Assessments of the 
Technical Aspect 
of Care

Assessments of the 
Interpersonal Aspect 
of Care

Assessments of the 
Organizational Aspect 
of Care

• How would you 
describe the overall 
quality of the pain 
management during 
your hospital stay?

• How would you 
describe the quality 
of the postoperative 
wound care?

• To what extent did 
the overall medical 
performance fulfill 
your needs?

 • To what extent did 
the overall nursing 
care fulfill your 
needs?

• How would you 
assess the effect of 
the surgery?

• To what extent did 
the surgeon allocate 
enough time to 
answer questions?

• To what extent did 
the nurses allocate 
enough time to 
answer questions?

• Did 1–2 surgeons 
have a special 
responsibility for 
you?

• Did 1–2 nurses have 
a special responsi-
bility for your care?

• How was the profes-
sional cooperation 
during your stay in 
the hospital depart-
ment? 

Note. The figure presents an extract of the questionnaire. Only questions 
finally used in the multiple regression models are shown.

Figure 1.  Wording of Questions in the Questionnaire 
for 336 Colorectal Cancer Patients

Explanatory Variables 
Reference 

Value
Model 1, n = 262

OR (95% CI)
Model 2, n = 250

OR (95% CI)
Model 3, n = 244

OR (95% CI)
Postoperative complications (according to the 
DCCG register)

No 0.40 (0.22; 0.72)* 0.36 (0.19; 0.69)* 0.40 (0.20; 0.79)*

1–2 surgeons had a special responsibility for the 
patient (patient assessment)

No 1.44 (0.70; 2.98) 1.53 (0.68; 3.46) 1.25 (0.52; 2.99)

1–2 nurses had a special responsibility for the 
patient (patient assessment)

No 1.04 (0.57; 1.92) 0.72 (0.36; 1.46) 0.73 (0.35; 1.53)

Extent of surgeons’ time spent answering questions 
(patient assessment)

Not to a 
high extent

3.60 (1.42; 9.13)* 3.08 (1.12; 8.52)*

Extent of nurses’ time spent answering questions 
(patient assessment)

Not to a 
high extent

2.84 (1.11; 7.25)* 1.42 (0.50; 4.00)

Cooperation between professionals during the 
patient’s stay in the hospital department (patient 
assessment) 

Not very 
good

4.44 (2.38; 8.29)*

Note. OR = odds ratio; CI = confidence interval; DCCG = Danish Colorectal Cancer Group. All analyses were adjusted for patients’ sex, age, 
and stage of cancer. These variables were thus included in the models above. There were, however, no significant associations between these 
variables and patients’ assessment of the surgery. Missing data are a result of questions that were left unanswered.

*p < .05.

Table 1. Associations Between Assessment of the Surgery as “Very Good” and Interpersonal and 
Organizational Aspects of Care (N = 336 Colorectal Cancer Patients)
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Results
No statistically significant difference between 
patients who returned their questionnaire and 
those who did not was found regarding age, 
sex, tumor stage, curative surgery, ASA score, 
or type of admission. 

Patients with complications after surgery 
had a significantly lower response rate (53%) 
than did patients without complications (72%). 
Furthermore, a significant difference was seen 
in response rate between the hospital depart-
ments, but this difference was distributed 

Explanatory Variables
Reference 

Value
Model 1, n = 260

OR (95% CI)
Model 2, n = 248

OR (95% CI)
Model 3, n = 242

OR (95% CI)
Postoperative complications (according to the 
DCCG register)

No 0.55 (0.30; 1.01) 0.53 (0.28; 0.99)* 0.56 (0.29; 1.11)

1–2 surgeons had a special responsibility for the 
patient (patient assessment)

No 1.26 (0.61; 2.59) 1.08 (0.49; 2.38) 0.87 (0.37; 2.05)

1–2 nurses had a special responsibility for the 
patient (patient assessment)

No 1.24 (0.68; 2.27) 1.21 (0.62; 2.34) 1.16 (0.57; 2.37)

Extent of surgeons’ time spent answering ques-
tions (patient assessment)

Not to a 
high extent

4.88 (1.80; 13.22)* 4.19 (1.41; 12.45)*

Extent of nurses’ time spent answering questions 
(patient assessment)

Not to a 
high extent

0.75 (0.29; 1.93) 0.33 (0.11; 0.97)*

Cooperation between professionals during the 
patient’s stay in the hospital department (patient 
assessment) 

Not very 
good

4.95 (2.60; 9.40)*

Note. OR = odds ratio; CI = confidence interval; DCCG = Danish Colorectal Cancer Group. All analyses were adjusted for patients’ sex, age, 
and stage of cancer. These variables were thus included in the models above. There were, however, no significant associations between these 
variables and patients’ assessment of pain management. Missing data are a result of questions that were left unanswered.

*p < .05.

Table 2. Associations Between Assessment of Pain Management as “Very Good” and 
Interpersonal and Organizational Aspects of Care (N = 336 colorectal cancer patients)

Explanatory Variables
Reference 

Value
Model 1, n = 230

OR (95% CI)
Model 2, n = 221

OR (95% CI)
Model 3, n = 216

OR (95% CI)
Postoperative complications (according to the 
DCCG register)

No 0.70 (0.30; 1.64) 0.68 (0.28; 1.65) 0.95 (0.37; 2.44)

1–2 surgeons had a special responsibility for the 
patient (patient assessment)

No 1.89 (0.83; 4.31) 1.70 (0.72; 4.04) 1.75 (0.67; 4.57)

1–2 nurses had a special responsibility for the 
patient (patient assessment)

No 1.27 (0.66; 2.46) 0.98 (0.48; 2.00) 1.09 (0.50; 2.37)

Extent of surgeons’ time spent answering ques-
tions (patient assessment)

Not to a 
high extent

2.45 (0.93; 6.45) 1.87 (0.58; 5.97)

Extent of nurses’ time spent answering questions 
(patient assessment)

Not to a 
high extent

1.92 (0.74; 5.00) 1.25 (0.38; 4.08)

Cooperation between professionals during the 
patient’s stay in the hospital department (patient 
assessment) 

Not very 
good

5.18 (2.59; 10.39)*

Note. OR = odds ratio; CI = confidence interval; DCCG = Danish Colorectal Cancer Group. All analyses were adjusted for patients’ sex, age, 
and stage of cancer. These variables were thus included in the models above. There were, however, no significant associations between these 
variables and patients’ assessment of the wound care. Missing data are a result of questions that were left unanswered.

*p < .05.

Table 3. Associations Between Assessment of the Wound Care as “Very Good” and Interpersonal 
and Organizational Aspects of Care (N =  336 Colorectal Cancer Patients)
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evenly along geographical lines and depart-
ment sizes. 

The presence of postoperative complica-
tions was negatively associated with patients’ 
assessment of surgery, whereas the extent of 
surgeons’ time spent answering questions and 
the perceived cooperation between profession-
als were positively associated with the assess-
ment of surgery (Table 1). The positive asso-
ciation between assessment of surgery and the 
nurses’ time spent answering questions was 
explained by the assessment of cooperation 
between professionals. 

The extent of surgeons’ time spent answer-
ing questions and the cooperation between 
professionals was positively associated with 
patients’ assessment of pain management. 
The extent of nurses’ time spent answering 
questions was, however, negatively associ-
ated with the assessment of pain manage-
ment (Table 2). In the multivariate model 
examining associations between different 
covariates and patients’ assessment of wound 
care, only the perceived cooperation between 
professionals was significantly—and positive-
ly—associated with the dependent variable 
(Table 3). The extent of surgeons’ time spent 
answering questions and the perception that 
1–2 surgeons had a special responsibility for 
the patient were positively associated with 
patients’ assessment of the overall medical 
performance (Table 4). Similarly, the extent of 
nurses’ time spent answering questions and 
the perception that 1–2 nurses had a special 
responsibility for the patient was positively 
associated with the assessment of overall 
nursing care (Table 5).

Discussion
The patients’ perception of the surgeons’ and 
nurses’ time spent answering questions and 
the perception of cooperation among the staff 
had significant impact on the patients’ assess-
ment of technical quality, whereas perceptions 
about the assignment of a specific surgeon or 
nurse had little or at least not any significant 
effect. 

All of the five dependent variables reflect-
ing patients’ perception of technical quality 
of care were significant and were positively 
associated with either an interpersonal or an 
organizational experience, and in four out of 
five analyses the perception of technical quality 
was associated with both.

 Although Roter, Hall, and Katz (1987) 
refer to eight previous studies revealing sig-
nificant associations between patient assess-
ment of physicians’ technical competence and 
physicians’ affective behavior, few empiri-
cal studies of patients’ potential confusion 
of technical quality with good interpersonal 
or organizational care are available. Because 
most of the dependent variables in the present 
study were significantly associated with both 

Explanatory Variables
Reference 

Value
n = 281

OR (95% CI)

Postoperative complications (accord-
ing to the DCCG register)

No  0.41 (0.17; 1.03)

Extent of surgeons’ time spent answer-
ing questions (patient assessment)

Not to a 
high extent

 11.20 (4.54; 27.62)*

1–2 surgeons had a special responsibil-
ity for the patient (patient assessment)

No  2.80 (1.06; 7.44)*

Note. OR = odds ratio; CI = confidence interval; DCCG = Danish Colorectal 
Cancer Group. Analysis was adjusted for patients’ sex and age. These variables 
were thus included in the model above. There were, however, no significant asso-
ciations between these variables and patients’ assessment of the overall medical 
performance. Missing data are a result of questions that were left unanswered.

*p < .05.

Table 4. Associations Between Assessments of the 
Overall Medical Performance Fulfilling the 
Patient’s Needs to a “High Extent” and 
Interpersonal and Organizational Aspects of 
Care (N = 336 Colorectal Cancer Patients)

Explanatory Variables
Reference 

Value
n = 283 

OR (95% CI)

Postoperative complications (accord-
ing to the DCCG register)

No  0.66 (0.27; 1.58)

Extent of nurses’ time spent answer-
ing questions (patient assessment)

Not to a 
high extent

 12.36 (5.26; 29.05)*

1–2 nurses had a special responsibility 
for the patient (patient assessment)

No  3.01 (1.36; 6.64)*

Note. OR = odds ratio; CI = confidence interval; DCCG = Danish Colorectal 
Cancer Group. Analysis was adjusted for patients’ sex and age. These variables 
were thus included in the model above. There were, however, no significant 
associations between these variables and patients’ assessment of the nursing 
care. Missing data are a result of questions that were left unanswered.
*p < .05.

Table 5. Associations Between Assessments of the 
Nursing Care Fulfilling the Patient’s Needs 
to a “High Extent” and Interpersonal and 
Organizational Aspects of Care (N = 336 
Colorectal Cancer Patients)
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interpersonal and organizational experiences, 
the results support these previous findings. 
Notably, however, there was a significantly 
reduced tendency for patients to assess the 
surgery as very good if they had a complication 
after surgery (Table 1). This result is important 
because it indicates a more complex construc-
tion of patients’ technical assessments than the 
common hypothesis states. Thus, the patients’ 
evaluations of the surgery were associated not 
only with interpersonal and organizational 
experiences but also with an experience of a 
more technical character. On one hand, this 
result suggests that patients are actually able 
to employ technical experiences in their evalu-
ation of technical quality of treatment and 
care. On the other hand, no simple connection 
exists between the quality of surgery and post-
operative complications, because the latter also 

depends on patient- and disease-related char-
acteristics (Nickelsen, Jørgensen, & Kronborg, 
2005a). Therefore, it cannot be concluded that 
the reported association between complica-
tions and patients’ assessment of surgery is a 
knowledge-based linkage. 

Another remarkable result in the study was the 
reported inverse association between patients’ 
experience of the nursing time spent answering 
questions and the assessment of the quality of 
pain management. No comparable studies of 
this subject are available, but it is unlikely that 
having nurses spend considerable time answer-
ing questions would decrease satisfaction with 
the pain management. A more likely explana-
tion would be that patients’ lack of satisfaction 
with their pain treatment induced the nurses 
to prioritize their communication with these 
patients. In addition, this association underlines 

Dependent Variables

Patient Assessment 
of Surgery

Patient Assessment 
of Pain 

Management  

Patient Assessment 
of Wound Care

Patient 
Assessment of 

Overall Medical 
Performance

Patient 
Assessment of 

Overall Nursing 
Care

Explanatory 
Variables
(Model 1)

Explanatory 
Variables
(Model 2)

Explanatory 
Variables
(Model 3)

• Presence of post-
operative compli-
cations

• 1–2 doctors  with 
special respon-
sibility for the 
patient

• 1–2 nurses with 
special respon-
sibility for the 
patient

• Extent of the doc-
tors’ time spent 
answering ques-
tions

• Extent of the 
nurses’ time 
spent answering 
questions

• Patient perceived 
cooperation 
between the pro-
fessionals

• Presence of post-
operative compli-
cations

• 1–2 doctors  with 
special respon-
sibility for the 
patient

• 1–2 nurses with 
special respon-
sibility for the 
patient

• Extent of the doc-
tors’ time spent 
answering ques-
tions

• Extent of the 
nurses’ time 
spent answering 
questions

• Patient perceived 
cooperation 
between the pro-
fessionals

• Presence of post-
operative compli-
cations

• 1–2 doctors  with 
special respon-
sibility for the 
patient

• 1–2 nurses with 
special respon-
sibility for the 
patient

• Extent of the doc-
tors’ time spent 
answering ques-
tions

• Extent of the 
nurses’ time 
spent answering 
questions

• Patient perceived 
cooperation 
between the pro-
fessionals

• Presence of 
postoperative 
complications

• Extent of the 
doctors’ time 
spent answer-
ing questions

• 1–2 doctors  
with special 
responsibility 
for the patient

• Presence of 
postoperative 
complications

• Extent of the 
nurses’ time 
spent answer-
ing questions

• 1–2 nurses  
with special 
responsibility 
for the patient

Table 6. Overview of the Five Multivariate Regression Models Analyzing Potential Association 
Between Patients’ Assessment of Technical, Interpersonal, and Organizational 
Aspects of Care
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the uncertainty attached to the interpretation 
of the rest of the results because it is often dif-
ficult to determine which variable is actually the 
cause and which the effect. The nature of data 
does not allow the unambiguous conclusion 
that patients’ interpersonal and organizational 
evaluations predict their evaluation of technical 
quality of care. In principle a reverse causal rela-
tion could be the case. Furthermore, Roter, Hall, 
and Katz (1987) noticed that these kind of data 
cannot establish whether the different aspects 
of treatment and care in fact are distinct (and 
the patients just not able to distinguish them), 
or whether interpersonal, organizational, and 
technical quality actually are related. 

A strength of the present study was the 
combined use of a well-established national 
register and a separately developed patient 
questionnaire. The use of this register both 
ensured a validated source of disease-related 
information and formed the basis for a non-
response analysis. However, the quantitative 
approach was not able to provide the basis 
for appropriate interpretation of all results. A 
qualitative approach to supplement the quanti-
tative analyses would be advantageous. 

Because of the linkage between the ques-
tionnaire and the register, immediate anonym-
ity for the patient was not provided. This fact 
may have provoked unintended consequences 
in relation to the answers given. Nevertheless, 
in the later process of analysis the data were 
anonymous to the research group, and no hos-
pital department was allowed to see the ques-
tionnaires after completion. All the patients 
were informed about this procedure. 

Another reservation concerning the inter-
pretation of the results is the possible presence 
of recall bias. As mentioned in the methods sec-
tion, all patients were encouraged to complete 
their questionnaire in connection with the hos-
pital discharge. A certain amount of recall bias 
is possible, especially because no systematic 
registration of the length of time between sur-
gery and return of the questionnaire was made. 
The problem with recall bias in this study 
differs little from the problem of recall bias in 
most other patient satisfaction surveys. 

A further limitation of the study was the 
selected population of elderly, severely ill, and 
solely surgical patients. Additional research in 
other medical specialties must be done before 
any conclusions about the generalizability of 
the results can be reached.

Finally, when researchers analyze patients 
from the same hospital departments, the 
assumption of independent observations in 
ordinary regression analysis may not be ful-
filled because the patients may be influenced 
by the same things. We did not investigate this 
limitation further because of the lack of varia-
tion within departments.

Conclusions and Implications
for Practice 
With few exceptions, the results in this study 
support the widespread hypothesis that 
patients confuse various aspects of care. Our 
findings suggest the reasonable conclusion 
that if or when patients are asked to evaluate 
the technical quality of healthcare, their evalu-
ations may be affected by other aspects of their 
treatment and care. This conclusion underlines 
the importance of both patient and profes-
sional evaluations in constructing a complete 
picture of quality of care. Further research in 
this field is needed in order to clarify both the 
relations between multiple variables and the 
generalization of the reported results.    
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New CMS Guidelines Provide Incentive 
to Adopt Automated Informed Consent
James E. Gottesman

 

The informed consent process ideally serves 
as a way to educate patients about their 
conditions, treatment alternatives, and the 
benefits and risks of a procedure and is typi-
cally packaged as a generic form coupled with 
a conversation between patient and physi-
cian. However, shortcomings in this process 
can lead to significant patient safety, legal, 
and quality of care issues such as lack of 
informed consent, the selection of inappro-
priate or undesired therapies, dissatisfaction 
with potential outcomes, increased patient 
anxiety, and poor compliance with preproce-
dure and postoperative instructions.

Centers for Medicare & Medicaid Services 
(CMS) has clearly recognized the need for 
practitioners to disclose adequate information 
to patients, allowing them to make informed 
decisions about their care, and the need for 
comprehensive documentation of the informed 
consent process. To that end, CMS released new 
guidelines in 2004 that expand the breadth of 
information that must be disclosed to patients. 

Redefining Informed Consent 
In order for healthcare organizations—such 
as hospitals, ambulatory surgery centers, and 
physician practices that perform in-office pro-
cedures—to receive full reimbursement for 
medical procedures, they must comply with all 
regulations and guidelines set forth by payer 
organizations such as CMS, accreditation 
organizations such as the Joint Commission 
on Accreditation of Healthcare Organizations 
(now simply the Joint Commission [JC]), and 
individual state statutes. These guidelines 
and regulations may be adjusted, and new 
requirements may be added to them at any 
time.

The primary objective of these guidelines 
and regulations is to ensure that patients are 
given sufficient information to allow them to 
make informed decisions about procedures to 
be done and alternative treatments that might 
be employed to address underlying conditions 

or illnesses. Both CMS and JC instruct health-
care organizations to establish their own poli-
cies for determining procedures that require 
informed consent and to identify emergent 
circumstances where informed consent could 
be implied to have been obtained. Basic guide-
lines for informed consent include communi-
cating general information on the disease state, 
describing the planned procedure, outlining 
the diagnosis, identifying risks and benefits, 
specifying alternative treatments, and noting 
the time of consent. Because healthcare orga-
nizations must comply with the requirement 
to provide consent in an easily understandable 
format, they must develop a system for creating 
and managing the informed consent documen-
tation, as well as making sure that those forms 
are updated with changes to procedures and 
guidelines as they arise. For examples of CMS 
and JC requirements for the informed consent 
process and the consent form, see Figure 1.

Historically, healthcare organizations have 
struggled to meet the most basic of these 
guidelines. A study in the Archives of Surgery 
found that only 26% of informed consent forms 
included the four key elements of informed 
consent—benefits, risks, alternatives, and pur-
pose of the planned procedure (Bottrell, Alpert, 
Fischbach, & Emanuel, 2000).

Now, with more stringent CMS guidelines, 
inadequacies are significantly magnified. In 
the Interpretative Guidelines set forth in the State 

Abstract: This article explores how technology can assist health-
care facilities in meeting the new Centers for Medicare & Medicaid 
Services guidelines for informed consent. Issues addressed include 
shortcomings in the traditional informed consent process, ways 
that technology can facilitate meeting these new guidelines, other 
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Commission requirements—and last, criteria that healthcare orga-
nizations should consider when choosing an automated informed 
consent solution.
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Operations Manual (SOM)—the federal publica-
tion employed by state survey agencies charged 
with determining whether facilities are in com-
pliance with federal health and safety stan-
dards—required informed consent documen-
tation has been expanded for those procedures 
that require the active participation of multiple 
practitioners (U.S. Department of Health and 
Human Services [DHHS], 2004). CMS now 
requires that the patient be informed when 
practitioners other than the primary surgeon 
will perform important parts of the surgical 
procedures, even when they are working under 
the primary surgeon’s supervision. According 
to the Interpretive Guidelines (U.S. DHHS, 2004), 
a properly executed consent form must include 
the name of the practitioner(s) performing 

the procedure(s) or important aspects of the 
procedure(s), as well as the name(s) of the spe-
cific surgical task(s) they will conduct during 
the procedure(s). As guidelines continue to be 
updated, healthcare organizations face a tre-
mendous challenge in creating and managing 
these forms accurately and precisely in order to 
receive reimbursement from federal healthcare 
programs.

Many healthcare stakeholders, including the 
American College of Surgeons, have expressed 
concern about the challenges presented by these 
new guidelines. Because physicians have not 
been required to provide this level of detail on 
informed consent forms in the past, the guide-
lines present both a documentation and a com-
pliance burden for healthcare organizations. 

Required Element Requiring Organization Evaluation

Consent Process
Policy describing the process used to 
obtain informed consent

JC ■■ Comply
■■ Do not comply

Policy describing how informed consent 
is documented in the patient record

JC ■■ Comply
■■ Do not comply

Discussion of the potential benefits of the 
procedure

JC ■■ Comply
■■ Do not comply

Consent Form
Name of procedure CMS ■■ Comply

■■ Do not comply
Name of practitioner performing the pro-
cedure

CMS ■■ Comply
■■ Do not comply

Names of other practitioners assisting 
with the procedure

CMS ■■ Comply
■■ Do not comply

Specific surgical tasks that will be con-
ducted by each practitioner

CMS ■■ Comply
■■ Do not comply

Risks: potentially exact procedure-specific 
risks

CMS, Texas and Louisiana ■■ Comply
■■ Do not comply

Alternative procedures and treatments CMS ■■ Comply
■■ Do not comply

Date CMS ■■ Comply
■■ Do not comply

Time of day CMS ■■ Comply
■■ Do not comply

Name and signature of person obtaining 
the patient’s consent

CMS ■■ Comply
■■ Do not comply

Signature of patient or legal guardian CMS ■■ Comply
■■ Do not comply

Signature of witness CMS ■■ Comply
■■ Do not comply

Note. This checklist may not include all required elements for a given practice or organization. Please have your compli-
ance officer confirm that your process and forms comply with all state, federal, and accreditation requirements.

Figure 1. Informed Consent Assessment Tool for Directors of Quality Management 
and Hospital Compliance
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Teaching organizations that perform signifi-
cant numbers of procedures involving multiple 
practitioners have an even greater burden to 
overcome.

The CMS Interpretive Guidelines (U.S. DHHS, 
2004) also instruct practitioners to take into 
account a patient’s capacity to understand what 
is being communicated by the practitioner. 
Those guidelines further note that the informa-
tion provided during the informed consent 
process must be supplied in a language that 
the patient understands. The National Quality 
Forum addressed these specific requirements 
in Improving Patient Safety Through Informed 
Consent for Patients with Limited Health Literacy—
An Implementation Report (National Quality 
Forum, 2005). The report provided a number 
of recommendations, including improving the 
quality of written consent forms and asking 
patients to “teach back” what they had been 
told to confirm their comprehension.

Using Technology to Meet Guidelines
Today, most healthcare organizations rely on 
either generic, one-size-fits-all consent-to-
treat forms that are not specific to the pro-
posed treatment or generic fill-in-the-blank 
forms. These fill-in-the-blank forms require 
providers to create a form from scratch for 
each patient. Preparing a procedure-specific 
form for each new patient often results in 
forms that are inconsistent, incomplete, and 
sometimes inaccurate because their creation 
is dependent upon both an individual provid-
er’s judgment and available time to document 
all aspects of the proposed procedure (includ-
ing the key surgical tasks and identification of 
the practitioner who will perform those tasks). 
The amount of time a physician spends with 
a patient and the location where the informed 
consent discussion takes place are both very 
important. Informed consent obtained in the 
physician’s office has been found to be asso-
ciated with a decreased risk of indemnity 
payment, compared with informed consent 
obtained in the preoperative holding area 
(Bhattacharyya, Yeon, & Harris, 2005). Some 
practitioners and organizations have attempt-
ed to address this potential gap in informa-
tion communicated to a patient by develop-
ing procedure-specific consents for only the 
most common or most litigious procedures. 
This inacceptable inconsistency in the consent 
process leads to varying standards of care 

for patients depending on the procedure that 
those patients elect to undergo.

Automated informed consent applications 
standardize clinical communication and offer 
providers a comprehensive library of detailed, 
procedure-specific forms coupled with the abil-
ity to customize forms for each patient and pro-
cedure, if necessary. As a result, the inconsisten-
cies and inadequacies of the traditional informed 
consent process are eliminated. When using an 
automated informed consent application, the 
provider can access an extensive database of 
relevant materials—such as customized educa-
tional information about the patient’s disease 
process, procedure, and alternative treatment 
modalities. Educational materials are supplied 
at either an eighth-grade or a sixth-grade read-
ing level to address the health literacy needs of 
a given patient. Supplemental information such 
as anatomical diagrams and pre- and postproce-
dure instructions is also available.

Procedure-specific informed consent forms, 
produced by automated informed consent 
applications, include explanations of risks, 
benefits, step-by-step descriptions of proce-
dures, the prognosis if the patient elects not to 
undergo treatment, and other relevant infor-
mation. All materials are written in a style that 
is patient-friendly and easy to understand—
without complicated medical or legal jargon. 
Furthermore, all documents are available in the 
patient’s native language.

With the flexibility to accommodate a vari-
ety of circumstances, an automated consent 
application can quickly and easily help health-
care organizations develop informed consent 
policies that comply with all necessary fed-
eral, state, and accrediting body regulations. For 
single-provider procedures, technology ensures 
that healthcare facilities consistently meet basic 
CMS guidelines so that healthcare organizations 
remain eligible to receive full reimbursement. In 
addition, an automated informed consent appli-
cation allows providers to document a specific 
task assigned to a specific provider in multiple-
provider procedures and also to achieve full 
compliance with the more stringent guidelines 
relating to complex procedures.

Considering Other Compliance Benefits
The use of an automated consent application 
also ensures that healthcare facilities are in com-
pliance with other established regulations and 
guidelines. For example, JC requires providers 
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to disclose the nature of a procedure and the 
benefits of a procedure for every patient who is 
treated. JC requires that organizations develop 
a comprehensive policy on informed consent 
and that those policies specify all aspects of 
the informed consent process. Although the 
formal documentation requirements imposed 
by JC are less specific than those of CMS, the 
design of an organization’s informed consent 
forms must consider the JC standards (Joint 
Commission Resources, 2005) and the organi-
zation’s informed consent policy as well as the 
CMS requirements.

Informed consent requirements are spelled 
out in the statutes of all 50 states. Two states 
have taken steps to provide guidance on exact-
ly what risks should be disclosed to patients 
undergoing specific procedures. Texas and 
Louisiana have medical disclosure panels 
(MDPs) that have established a minimum set 
of risks for various treatments. Providers in 
these states must ensure that informed consent 
forms specifically document the risks specified 
by the state’s MDP for those selected proce-
dures. 

Finding the Right Solution
In order to fully leverage the benefits afforded 
by an automated consent application, health-
care organizations should look for the follow-
ing when considering these applications:

Completeness—The application should pro-
vide consents that cover all aspects of the medi-
cal process. All procedures requiring informed 
consent, in all specialties (surgical and non-
surgical), need to be addressed. The level 
of specificity and detail should be consistent 
throughout these documents.

Customization—The automated informed 
consent application should give providers the 
ability to customize forms for the individual 
patient and for a specific procedure. 

Educational materials—A comprehensive 
library of educational materials is essential in 
helping providers explain complex procedures 
or treatments to a patient. Printable patient 
education materials, including anatomical 
illustrations, should be available in a format 
that supports various language requirements 
and meets the educational needs of patients 
who represent all levels of medical literacy.

Usability—For maximum efficiency, the 
application must be user-friendly for provid-
ers’ convenience and must easily conform to 

existing work flow. This will ensure maximum 
compliance with policy and maximize time-
savings for providers.

Integration—Seamless connectivity with 
existing or planned electronic medical records 
(EMRs) and document management systems 
is a necessity for any healthcare organization. 
Compatibility with existing technology like 
tablet PCs and mobile computer carts in a wire-
less environment can streamline work flow, 
improve efficiency, and lower costs. 

Expandability—The application should have 
the ability to generate other common patient 
forms such as the Health Insurance Portability 
and Accountability Act (HIPAA) authorization 
forms and medical history forms. Those docu-
ments may be digitally signed by the patient 
and automatically stored in the document 
management system.

Implementing an automated informed 
consent application creates a win-win situa-
tion for the patient, provider, and healthcare 
organization. Healthcare organizations can 
confidently supply patients with comprehen-
sive and accurate information. As a result, 
patients are empowered to make knowledge-
able decisions about their personal health and 
maintain realistic expectations about potential 
procedural outcomes. In addition, providers 
and healthcare organizations create a stronger 
relationship with patients through a more 
attentive, customized plan of care, resulting 
in improved quality of care and a likely reduc-
tion in medical malpractice risk. 

Healthcare organizations may be subject to 
changes in guidelines or unannounced audits 
of their key processes at any time. An auto-
mated informed consent application provides 
facilities with the best chance of maintaining 
compliance with informed consent policies, 
thereby ensuring positive findings related to 
this critical process. These applications create 
consistency across the clinical care continuum, 
guaranteeing that all necessary and required 
information is being gathered, collected, and 
stored electronically for easy access by any 
appropriate provider. For a step-by-step guide 
to implementing an automated informed con-
sent application, see Figure 2.

Leveraging Technology
Many healthcare organizations have made sig-
nificant investments in automation—EMRs and 
computerized physician order entry systems 
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are notable examples—that improve patient 
safety and quality of care. In 2003, the 
Department of Veterans Affairs (VA) launched 
a pilot program to evaluate an automated 
informed consent application in five VA 
medical centers. That pilot program found a 
marked increase in compliance with informed 
consent policy in those medical centers that 
evaluated the application (Spotswood, 2005). 
Subsequently, the VA made the decision to 
implement the automated informed consent 
application in all 158 VA medical centers as 
part of an initiative called Electronic Support 
for Patient Decisions (VA, 2004). 

The savings for an institution afforded by 
an automated informed consent application 
include both an annual savings in document 
scanning costs that may average $80,000 per 
year and the potential for an annual savings 
in lost operating room time, due to lost or mis-
placed consent documents, that approaches 

$500,000 each year (Baum & Kelly, 2006). 
Furthermore, a small study of orthopedic mal-
practice claims alleging inadequate informed 
consent found that documentation of the 
informed consent discussion in an operative 
note resulted in combined legal expenses and 
indemnity payments that averaged $450,000 
less per incidence (Bhattacharyya et al., 2005). 
A computerized informed consent application 
may automatically generate a supplemental 
operative note detailing the informed con-
sent discussion and thus may offer significant 
medical-legal liability protection to healthcare 
organizations.

It is estimated that the cost of an automated 
informed consent application for a 250-bed 
hospital is approximately $250,000 for the first 
year followed by annual license and mainte-
nance costs of approximately $75,000 per year. 
This suggests that the payback period for an 
investment in an automated informed consent 

Step 1
The application is launched through the provider or healthcare organization’s electronic medical record (EMR) 
system, automatically populating the informed consent document with the patient’s name, medical record 
number, date of birth, and other demographic information. The provider is prompted to enter information such 
as diagnoses, surgical site location, and other details. The patient- and procedure-specific informed consent 
documentation may be saved for rapid retrieval at a later point or the provider may continue the informed con-
sent discussion with the patient.

Step 2
The patient meets with the provider to discuss his or her condition and possible treatment alternatives.

Step 3
The provider gives the patient an easy-to-understand written record of the informed consent discussion, along 
with education documents or annotated images that help the patient comprehend his or her condition, pro-
posed treatment, and alternatives.

Step 4
When the provider and patient have reviewed all the data, both can sign the form electronically using a digi-
tal signature capture device such as a signature pad or a tablet PC. If required by the organization’s informed 
consent policy, signatures of a witness or an interpreter may also be obtained. A progress note documenting the 
consent encounter is automatically saved to the healthcare organization’s EMR system, and an electronic copy 
of the signed consent form—complete with time and date markers—is stored in the organization’s document 
management system. A high-resolution paper copy of the signed consent form may be printed and presented 
to the patient. Either the note or the signed consent form can easily be accessed by appropriate admissions per-
sonnel, anesthesiology service staff, and clinical staff. 

Step 5
On the day of the procedure, healthcare organization personnel can access the patient’s consent form electroni-
cally to verify that the documentation is in place. If a provider listed on the consent form has changed from 
one originally listed, a progress note detailing that change is posted to the organization’s EMR system. Again, a 
high-resolution paper copy can also be provided if necessary. 

Figure 2. Sample Implementation of the Informed Consent Process Employing 
an Automated Informed Consent Application
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tool may be very short. Implementation and 
adoption challenges with such an application 
may also be minimal. A study of the use of an 
automated informed consent application in 
the outpatient surgery area of a large teaching 
institution found clinician satisfaction, patient 
satisfaction, and clinician ease of learning to 
rank very high compared to traditional meth-
ods for obtaining informed consent (Ritenour, 
2005).

As healthcare organizations evaluate tra-
ditional processes that may benefit from the 
application of technology, they must consider 
the traditional paper-based informed consent 
process, along with the challenges imposed by 
a complex compliance and regulatory environ-
ment, and consider an automated informed 
consent application as an effective solution.
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qColumbus Children’s Hospital was one of 
the early adopters of a constant readiness 
culture, which involves mock patient trac-

er reviews, Joint Commission on Accreditation 
of Healthcare Organizations (JCAHO) [now 
known simply as the Joint Commission] readi-
ness rounds, and Environment of Care rounds. 
What organizational factors supported the 
development of your constant readiness culture 
and practices?

aIn 2003, we became aware of the Joint 
Commission’s unannounced rounds 
planned for 2006. JCAHO asked for vol-

unteers to pilot the unannounced survey pro-
cess. We were scheduled for a triennial survey 
in 2004, and we volunteered to participate in 
an unannounced survey in 2004. We were 1 
of 35 hospitals and 2 children’s hospitals that 
volunteered for the pilot. Our administrative 
strategy in 2003 was to be “prepared for the 
next patient” that entered our facility and 
to assume that the patient desired the clean 
environment and atmosphere that is observed 
during the announced JCAHO surveys. We 
developed our constant readiness tools and 
mock rounds in 2003 in order to change our 
organizational culture and practices.

qPlease describe your approach to con-
ducting tracer reviews. Who participates 
on the team? Did you need to add staff 

resources to accomplish them? How often are 
tracers conducted, and how frequently are vari-
ous areas and activities reviewed? For example, 
does your team review personnel files of 
employees and credentials files of physicians 
every time you conduct a tracer? How much 
time is needed for the team to conduct a typi-
cal tracer review?

aTracer reviews of patients are con-
ducted monthly by senior leadership. A 
patient is identified either by diagnosis 

or by condition. The patient is traced through 
the organization, and each department that 
dealt with that patient is visited by members 
of the tracer review team. Staff members 
are asked specific questions regarding the 
patient’s care, staff communication during 
handoffs, and other National Patient Safety 

q&a: Anamarie Di Nunzio Rayburn on 
Pediatric Healthcare Quality and Constant 
Readiness
Joann Genovich-Richards, Interviewer

Anamarie Di Nunzio Rayburn is the director of quality improve-
ment services for Columbus Children’s Hospital, Columbus, OH. In 
that role she has developed an infrastructure for constant survey 
readiness for external reviews, implemented an automated inci-
dent reporting system based on the principles of a nonpunitive 
safety culture, and facilitated many activities related to root cause 
analyses, healthcare failure modes and effects analysis, and hazard 
vulnerability analysis. Her department includes physicians, quality 
improvement coordinators, a patient satisfaction coordinator, and 
a data analyst. She began her career in biology and later obtained 
a master of science degree in public health from the University 
of Miami, Miami, FL. She has extensive leadership experience in 
quality, case management, and risk management in acute care 
and rehabilitation hospitals. Columbus Children’s Hospital oper-
ates 323 licensed beds on the central campus as well as home 
healthcare services and community-based urgent care, physician 
care, and behavioral health centers. More than 5,600 individu-
als are employed by the system, which is affiliated with Ohio 
State University. The hospital’s mission includes research, educa-
tion, and service. The largest pediatric referral center in Ohio, the 
hospital has achieved the American Nurses Credentialing Center’s 
Magnet Status designation. In 2006 the hospital was recognized 
by the Leapfrog Group and U.S. News and World Report as one of 
the nation’s top hospitals and was also listed as one of Child mag-
azine’s top 10 children’s hospitals.

Journal for Healthcare Quality
Web Exclusive
Vol. 29, No. 1, pp. W1-17–W1-19
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Goals. These rounds usually take at least 
1 hour. The findings are presented at our 
monthly task force meetings.

We give the names of the employees and 
physicians whom the patient had contact with 
to the human resources (HR) department so 
that their HR files can be checked for deficien-
cies such as late appraisals or missing compe-
tencies. Most of our physicians are employed, 
and we include residents and fellows in the 
HR review process. We also use tracer rounds 
to validate the implementation of policies and 
procedures from sentinel event and root cause 
analysis reviews.

qYou also have a vigorous approach to 
Joint Commission readiness rounds. Who 
participates in those rounds? How often 

is a specific area reviewed? How have you 
adapted the rounds for reviewing inpatient 
areas, support areas, and ambulatory clinics?

aWe conduct unannounced Joint 
Commission survey readiness rounds in 
each department every quarter. A team 

consists of two hospital employees (at least 
one with a clinical background in doing chart 
reviews) from the quality department and 
administrative and medical staff leadership. 
Conducting the reviews usually takes 30–60 
minutes. Names of four employees are given 
to the HR department, which then reviews the 
personnel files and provides feedback on defi-
ciencies such as a late performance appraisal 
or missing competencies. We use three differ-
ent tools to review the inpatient, ambulatory, 
and support areas. Most of the questions are 
similar, but the tools are customized to fit the 
area. For example, the inpatient tool reviews 
restraint usage, the ambulatory tool reviews 
follow-up on abnormal laboratory or test 
results, and the support areas tool reviews 
storage of medication in the pharmacy for 
separation of look-alike and sound-alike med-
ications.

qHow does your department manage all of 
the data that are obtained from the trac-
ers and rounds? How is progress toward 

improvement and resolution monitored?

aWe use a Microsoft Access database 
for entering the data and generating 
division-specific and corporate-specific 

reports. Quarterly results are shared with the 
nursing program managers, senior leadership, 
and quality improvement (QI) committees at 
their meetings. All department managers must 
present their scores on the Joint Commission 
readiness rounds and Environment of Care 
rounds to their peers twice a year. Best prac-
tices are also shared at these meetings.

qYour organizational structure is slight-
ly unusual: you are administratively 
responsible for two part-time medical 

directors—one a practicing neonatologist and 
one a retired cardiac surgeon—as well as a 
part-time medical coordinator who is a retired 
pediatrician. What are the roles of the medi-
cal directors and coordinator? How did that 
structure evolve? What have been the advan-
tages and challenges of having these physi-
cians report to the organization’s nonphysician 
quality leader?

aI am very fortunate to have such rich 
physician talent. The retired pediatri-
cian has been with the department for 

10 years. He is mainly responsible for oversee-
ing morbidity and mortality reviews for the 
medical staff and conducting sentinel event 
and root cause analysis reviews. The medical 
director who is a neonatologist helped trans-
form the medical staff structure after a prob-
lematic JCAHO survey in the early 1990s. He 
has been very instrumental in communicating 
QI issues to the medical staff and assisting 
in the mandatory review functions such as 
blood and sedation. He is a great facilitator 
and leads most healthcare failure modes and 
effects analyses and other projects such as 
medication reconciliation. It is a benefit for 
him to be practicing because he understands 
the medical staff viewpoint. We then identi-
fied a need for the same type of communica-
tion with the surgeons. Our surgeon in chief 
was contemplating retirement, and having 
him serve as a second part-time medical direc-
tor seemed a perfect solution.

The two medical directors also investigate 
patient complaints, complete incident reports, 
and coordinate outcome activities for the sur-
gery and medical departments. I am requesting 
additional physician resources for the emer-
gency department and ambulatory clinics. We 
are implementing an electronic medical record 
and automating QI reviews. 
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Our quality leadership committee includes 
the three quality department physicians, the 
chief nursing officer, a medical director, and 
me. We all collaborate on strategic quality 
initiatives, and the reporting structure has 
never been an issue. We have found it  advan-
tageous for the medical staff to have someone 
to represent them and their concerns.

qYou have had a very successful career in 
healthcare quality. What career advice 
would you give to healthcare quality pro-

fessionals seeking to advance in their careers?

aThe best advice I can give someone is 
to listen to your customers and not be 
afraid to take risks. I schedule feedback 

sessions with my department managers and 
QI leadership to evaluate current processes 
and determine what customers would like to 
see improved or changed. As certified profes-
sionals in healthcare quality, we need to be 
constantly improving ourselves by visiting 
quality and regulatory Web sites and imple-
menting new ideas.
Joann Genovich-Richards, PhD MBA MSN RN, is the 
president of Sharendipity Enterprises, Inc., a healthcare 
consulting firm in Sterling Heights, MI, and she also 
serves as JHQ’s q&a coeditor.
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SMART Nursing: How to Create a 
Positive Work Environment That 
Empowers and Retains Nurses
June Fabre, Springer Publishing, www.Springer
Pub.com, 2006, $35, 208 pages, ISBN 0826125859

Audience: educators, managers, nursing 
administrators, nursing staff 

Key Words: culture, nursing, work environ-
ment

SMART Nursing is one in a series of five books 
addressing the nursing environment, manage-
ment, the nursing shortage, and advanced 
practice issues. New nurses and novice man-
agers in particular will find this book most 
useful. The book offers a basic approach to 
creating a positive work environment for staff 
nurses as part of an effort to retain nurses 
in healthcare organizations. The nursing lit-
erature includes numerous studies supporting 
the importance of a positive work environ-
ment and identifying its characteristics (often 
called magnet forces). This book identifies 
some of the same characteristics (as well 
as some different ones) but addresses the 
research base only superficially.

The author presents a conceptual model for 
SMART Nursing, which is described as being 
based on systems theory. The model contains 
six elements or “building blocks”: respect, 
simplicity, flexibility, integrity, communication, 
and professional culture. Fabre then presents 
10 assumptions to further explain the model, 
but she does not offer a strong rationale for the 
interrelatedness of the model elements or the 
basis for the their development.

The first part of the book makes the case for 
using this model. Each of the six elements is then 
discussed, along with applications and future 
directions. Examples illustrate the importance 
of the six elements, and tips for clinical nurses, 
managers, and educators to use in incorporat-
ing the elements are given at the end of each 
chapter. These tips are general and conceptual 
(such as “use common sense”); more concrete 

suggestions would be more helpful. The refer-
ences and recommended readings relate more 
to topics in management and leadership than 
to research-based studies.

The author presents many examples for 
applying this model. Interestingly, the final 
chapter shifts the focus from nurses in the 
work environment to groups outside nursing. 
Because the intended audience is nurses, it is 
not very likely that this chapter will reach the 
other groups who have a role in influencing 
nurses’ work environment.
Reviewed by Susan V. White, PhD RN CPHQ FNAHQ, 
JHQ’s interviews editor and associate chief of nursing 
service and quality improvement at Veterans Health 
Administration James A. Haley Veterans’ Hospital, 
Tampa, FL

Doing More with Less: Lean Thinking 
and Patient Safety in Health Care
Joint Commission Resources, www.jcrinc.com, 
2006, $75, 131 pages, ISBN 0-86688-951-5

Audience: healthcare administrators, health-
care quality professionals, medical and nurs-
ing professionals, organizational performance 
improvement managers

Key Words: administration and management, 
evaluation, healthcare delivery, international 
quality, Joint Commission, patient safety, per-
formance improvement, quality tools, rede-
sign, reengineering

Doing More with Less: Lean Thinking and Patient 
Safety in Health Care, written under the aus-
pices of Joint Commission Resources, was 
intended to give healthcare professionals a 
practical and focused explanation of how and 
why lean thinking applies to the crucial issue 
of patient safety. The foreword was written by 
Helen Zak, executive vice president and chief 
operating officer of Lean Enterprise Institute.

Chapter 1 provides an overview of lean 
thinking and brief comparisons to other qual-
ity systems. It presents the origins of lean 

Media Reviews
Lecia A. Albright

Journal for Healthcare Quality
Web Exclusive
Vol. 29, No. 1, pp. W1-20–W1-22
www.nahq.org/journal/online/
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thinking and explains how the system began 
as a manufacturing model that is still used in 
industry. A brief description of lean terms is 
also given. Chapter 2 provides a description 
of lean steps. Chapters 3 and 4 demonstrate 
how the lean methodology is applied to the 
healthcare industry in specific situations with 
the end goal of patient safety and quality 
services. Chapter 5 presents case studies from 
organizations that have applied lean method-
ology and experienced successful outcomes. 
Finally, three appendixes offer references and 
short biographies and highlight applicable 
Joint Commission performance improvement 
standards.

This book is an excellent resource, not only 
in providing an explanation of the lean think-
ing methodology but also in demonstrating the 
application of lean thinking in healthcare. Case 
studies strengthen the understanding of how 
lean thinking can be implemented and how 
it can improve patient quality and safety out-
comes. The Joint Commission Resources’ stat-
ed goal of producing a practical book that can 
help strengthen an organization’s approach to 
lean thinking was accomplished.
Reviewed by Toni Layer, MHCA RN CPHQ, performance 
improvement coordinator, South Central VA Healthcare 
Network, Jackson, MS

Core Curriculum for Medical Quality 
Management
American College of Medical Quality, Jones and Bartlett 
Publishers, www.jbpub.com, 2005, $199, 213 pages, 
ISBN 0-7637-3061-0

Audience: physicians and other healthcare 
professionals who are new to quality improve-
ment or who are looking for a broader over-
view of the field of healthcare quality

Key Words: information systems, quality 
assessment, utilization management

Core Curriculum for Medical Quality Manage-
ment provides an excellent introduction to 
quality management, particularly for physi-
cians, medical students, and other health-
care providers. It could easily be used as a 
textbook in a course on healthcare quality, 
utilization, and informatics. Each of the six 
chapters is written by a different expert in 
the respective fields of quality management, 
utilization management, organization design, 

economics, medical informatics, and legal and 
ethical issues.

The most extensive material can be found in 
the chapter on quality management principles 
and practices. The book begins with a historical 
overview of the work of Ernest Codman, Avedis 
Donabedian, and Donald Berwick, moving from 
quality assurance through continuous quality 
improvement and total quality management. 
The chapter focuses on three primary aspects of 
quality management: a means of accountability, 
an effort to continuously develop and improve 
services, and a mechanism to improve clinical 
outcomes. Information about the PDCA (Plan, 
Do, Check, Act) process and the Clinical Value 
Compass is provided as an aid in accomplishing 
these goals. In addition, several statistical analy-
sis tools are included, such as affinity diagrams, 
Pareto diagrams, and histograms.

The chapter on utilization management 
addresses, among other topics, demand 
manage ment, case management, and discharge 
planning. Most important is the discussion of 
nine common tasks that the authors believe are 
fundamental to the study of utilization man-
agement. The relationship between the quality 
leader and the healthcare organization’s design 
and management is the focus of another chap-
ter, while the remaining chapters focus on such 
external factors as economics, finance, the legal 
environment, and ethics.

This book is an excellent reference for medi-
cal staff leaders and other healthcare pro-
fessionals seeking current information about 
medical quality management, principles, meth-
ods, programs, systems, and experiences. This 
highly readable basic text provides a sound 
initial working knowledge of the field.
Reviewed by Pamela Scarrow, CPHQ, manager of qual-
ity improvement and patient safety, American College of 
Obstetricians and Gynecologists, Washington, DC

The Health Disparities Myth: 
Diagnosing the Treatment Gap
Jonathan Klick and Sally Satel, American Enterprise 
Institute for Public Policy Research, Veronique 
Rodman, vrodman@aei.org, 2006, $15, 81 pages, ISBN 
0844771929

Audience: healthcare policy makers and those 
in a position to influence them

Key Words: healthcare delivery, public policy, 
quality of care
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The authors (one a legal scholar and health 
economist and the other a physician) allege that 
too many experts subscribe to what they call 
the biased-doctor model of treatment disparities to 
explain disparate care or health status of blacks 
and whites in the United States. They main-
tain that the 2002 Institute of Medicine (IOM) 
report Unequal Treatment: Confronting Racial and 
Ethnic Disparities in Health Care added unmer-
ited weight to promotion of the biased-doctor 
explanation and that differences in treatment 
do indeed vary by race, but not because of race. 
The authors hypothesize that class and related 
geographic factors, not the biases of doctors, 
explain disparities in care. They express con-
cern that bias is nearly impossible to detect and 
measure within a healthcare setting and that 
efforts to do so are diverting resources from 
more effective approaches to reducing inad-
equate care.

The authors provide 19 pages of supporting 
notes in this 81-page book. Their conclusions 
support the findings of some health plans that 
are laboring to respond to various public pres-
sures to assess for evidence of disparities in the 
treatment of various populations.
Reviewed by Jane Miller, MSN CPHQ FNAHQ, dis-
ease management coordinator, HealthPlus of Michigan, 
Lansing, MI

The Social Medicine Reader (2nd ed.), 
Volume 3: Health Policy, Markets, and 
Medicine
Jonathan Oberlander, Larry Churchill, Sue Estroff, 
Nancy M. P. King, Ronald Strauss, editors, Duke 
University Press, www.dukeupress.edu, 2005, 
$22.95, 304 pages, ISBN 0-8223-3569-7

Audience: consumers interested in healthcare 
policy, students of healthcare policy

Key Words: consumer/advocacy, ethics, 
government regulations, healthcare delivery, 
international quality, public health, public 
policy, quality of care, resource utilization

The Social Medicine Reader: Health Policy, 
Markets, and Medicine is the third volume of 
the Social Medicine Reader trilogy. This series 
was created for use in the first-year class at 
the University of North Carolina School of 
Medicine to introduce medical students to the 
idea that medicine has a profound influence 
on social, cultural, political, and economic 

forces. This volume focuses on health policy 
and the economics of medical care. The essays 
are drawn from such diverse sources as inter-
national medical journals, law journals, book 
excerpts, correspondence, and personal sto-
ries. The intent is to provide a balanced view 
of how the American healthcare system has 
been shaped by economic pressures and how 
the system is responding to policy issues like 
quality of care and access to care.

The book is divided into sections on (1) the 
uninsured, healthcare costs, and public pro-
grams, (2) managed care, markets, and ration-
ing, and (3) international perspectives and 
emerging issues. 

Of particular interest in the first section are 
readings outlining the history of healthcare pay-
ments in the United States. Donald L. Madison’s 
“From Bismarck to Medicare—A Brief History 
of Medical Care Payment in America” gives an 
excellent overview of how the American system 
of healthcare financing has evolved.

The second section specifically addresses 
how managed care and limited resources have 
shaped the rationing of healthcare. Probably the 
most controversial section deals with the ethics 
of rationing and the decision-making process 
that determines who receives care. Of particular 
interest in this section was a very personal arti-
cle from the popular literature: “Defending My 
Life” by Geov Parrish, in which he chronicles 
his fight through the healthcare system to get 
treatment for kidney and pancreatic failure.

 The third section addresses the interna-
tional dimension of the problem and the issues 
that are continuing to emerge, including age-
based and economics-based rationing. Of pri-
mary interest to healthcare quality profession-
als is the article “Keeping Quality on the Policy 
Agenda,” by Elizabeth A. McGlynn and Robert 
H. Brook.

This book whets the appetite for the other 
two volumes in the series. The series would 
provide an excellent basis for discussion in any 
group of healthcare professionals or consum-
ers regarding the effect of social, political, and 
economic considerations on healthcare policy 
and payments.
Reviewed by Eileen Johnson, MSN RN BC CPHQ, clinical 
consultant on quality reporting and measurement, HCA 
Information Technology and Services, Nashville, TN

Lecia A. Albright, CPHQ, is JHQ’s media editor and 
the principal and owner of LARA Consulting, LLC, in 
Spotsylvania, VA. Her e-mail address is laraconsulting@
adelphia.net.
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“Quality NETwork” offers reviews of selected 
Web sites relevant to healthcare quality profes-
sionals. The editors welcome comments and 
feedback on the column as well as suggestions 
for future reviews. To read previous reviews 
that have appeared in the journal, visit www.
nahqplus.org, the exclusive Web site for NAHQ 
members.

The Health Care Blog
www.thehealthcareblog.com/

Key Words: consumer/advocacy, education, 
healthcare settings/delivery systems, public 
policy issues

The Health Care Blog (with the tagline 
“Everything you always wanted to know about 
the Health Care system. But were afraid to 
ask”) began in 2003 and is hosted by Matthew 
Holt, who has more than 14 years’ experience 
as a researcher and forecaster in the healthcare 
industry. His current position is senior consul-
tant with Professional Services Solutions, Inc., 
and he posts opinions daily on this Web site. 
The blog features a variety of topics aimed at 
informing consumers about policy issues and 
information technology. Although Holt is the 
primary author, guests offer comments on 
current issues. Archived topics include health 
plans, policy and politics, technology, phar-
macy benefits, and physicians.

The Web site is intended to create a forum 
for opinions on healthcare issues. The title of 
this blog may lead one to expect more discus-
sion of clinical or condition-driven informa-
tion than discussion of policy topics. The site 
contains several links to other sites, but the 
vendors identified through these links appear 
to be paid advertisers, so consumers would be 
wise to evaluate the content of the material and 
reputation of the sponsor.

It is easy to navigate this site and enter a 
comment or read the recent posts, but the site 
is not designed to present valid and reliable 
consumer education on specific healthcare top-
ics. Those interested in an online discussion of 

topics will be more likely to find this site appeal-
ing than healthcare quality professionals, who 
are inclined to seek resource-driven sites. Most 
healthcare quality professionals are constrained 
by multiple demands and must use their time 
efficiently to access reliable data and informa-
tion sources. A blog is not generally accessed 
during work time, and therefore this site will 
not be bookmarked in my favorites.
Reviewed by Susan V. White, PhD RN CPHQ FNAHQ, 
JHQ’s interviews editor and associate chief of nursing 
service and quality improvement at Veterans Health 
Administration James A. Haley Veterans’ Hospital, 
Tampa, FL

The HealthCentral Network
www.thehealthcentralnetwork.com

Key Words: mental health, prevention, pri-
mary care, psychiatric/behavioral care, public 
health

This online commercial medical information 
site is updated daily. The primary goal of 
HealthCentral Network is to partner with com-
panies to achieve their advertising goals. All 
links on the home page are commercial (dot-
com) links. Six links appear under the heading 
Mind, 19 links under Body (with information 
on topics from acid reflux to sleep manage-
ment), and 4 links under General Health. Each 
section has additional links in three subcat-
egories: Find (get answers to questions, check 
symptoms, find resources), Manage (take 
action, achieve goals, resolve a problem), and 
Connect (find support, get advice, voice your 
opinion). This is a consumer-friendly site with 
links to a myriad of information, video clips, 
and blogs. Healthcare quality professionals 
should exercise caution, however, because the 
site may lead users to the products or resourc-
es paying the most to advertise. The site is 
available to all; there is no membership fee. I 
did not add the site to my list of favorites but 
may suggest it to friends or family members 
looking for consumer-friendly health-related 
information.
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Robert J. Rosati and Daniel van Leeuwen, Quality NETwork Editors

Quality NETwork

Journal for Healthcare Quality
Web Exclusive
Vol. 29, No. 1, pp. W1-23–W1-24
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Reviewed by Deborah Dowling, MPH BSN CPHQ, 
senior director for quality management, Randolph 
Hospital, Asheboro, NC

The White House
www.whitehouse.gov/infocus/healthcare

Key Words: consumer, empowerment, infor-
mation, technology

The White House Web site provides an array 
of information regarding President Bush’s 
initiative to strengthen healthcare.

The intent of the site is to expand 
consumers’understanding of the healthcare 
system and encourage their active involvement 
in the decision-making process. Healthcare 
quality professionals may appreciate review-
ing the president’s executive order that directs 
federal agencies to share the following infor-
mation with consumers: the prices paid to 
healthcare providers; information on the qual-
ity of services rendered to consumers; the 
ways that improved information technology 
can facilitate healthcare information; and ways 
to ensure high-quality and efficient care.

The site also provides information on the 
president’s agenda for making healthcare more 
affordable by allowing civic and small groups 
or businesses to form association health plans, 
passing legislation to bring about medical liabil-
ity reforms, expanding health information tech-
nology regarding electronic health records, and 
expanding health savings accounts. Visitors can 
click on other links to issues related to health-
care in the president’s 2006 State of the Union 

Address, such as reforming healthcare for the 
21st century, carrying out a national strategy for 
dealing with pandemic influenza, and making 
healthcare affordable and accessible.

Visitors to the site are given ways to contact 
the White House by e-mail, fax, or telephone 
and to submit questions. Although the Web site 
is easy to navigate and free of charge, I would 
not consider this site a favorite because so 
much of the information can be easily obtained 
from local radio stations, newspapers, and 
cable television.
Reviewed by Sandra E. Ward, MA MS RN CPUR 
CPHQ, risk management coordinator, HIP Health Plan 
of New York, New York, NY

Help Identify and Review Sites
The JHQ team invites you to help identify 
and review Web sites. A review consists of the 
name of the site or sponsoring organization, 
a URL reference, key words, the intent of the 
site, and comments about ease of navigation, 
value, pertinence to the healthcare quality 
professional, timeliness, and cost, if any.

Please forward—via e-mail—questions, sites 
for review, or, better yet, sites with reviews, to 
Quality NETwork coeditor Robert Rosati at 
robert.rosati@vnsny.org.
Robert J. Rosati, PhD, is director of outcomes analysis 
and research at the Center for Home Care Policy and 
Research, Visiting Nurse Service of New York, New York, 
NY. His e-mail address is robert.rosati@vnsny.org.

Daniel van Leeuwen, MPH RN CPHQ, is a manager in 
information technology at St. Peter’s Hospital, Albany, 
NY.
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This JHQ feature provides members with 
interesting up-to-the-minute resources that 
will help them navigate through the constant 
flood of healthcare quality information. Brief 
descriptions of recently released media are 
provided, as well as ordering and Internet 
access information. 

Resources

Advertised Job Vacancies Dip in 
November, the Conference Board 
Reports
Total online job advertisements declined 
by 119,800 (3%) to 3,711,300 in November, 
according to the Conference Board Help-
Wanted OnLine Data Series (HWOL) released 
December 2006. There were 2.4 advertised 
vacancies online for every 100 persons in the 
labor force in November. The monthly decrease 
in advertised job vacancies was reflected in 39 
of the 50 states and was widespread across 
most major metropolitan areas. Over the year, 
online advertised vacancies increased 15% for 
the nation as a whole.

The 3,711,000 unduplicated online adver-
tised vacancies in November include 2,396,000 
new ads that did not appear in October, as 
well as reposted ads from the previous month. 
During November, total ads dipped 3%, and 
new ads declined 5%. Over the course of the 
year (November 2005–November 2006) total 
ads and new ads rose 15% and 16%, respec-
tively.

The occupations with the most advertised 
online vacancies nationally in November were 
management (410,300) and business and finan-
cial operations (305,300), followed by office and 
administrative support (297,200). There were 
also 335,600 online advertised vacancies for 
healthcare jobs, including 295,300 for health-
care practitioners and technical occupations and 
40,300 for health support occupations. In terms 
of the sheer volume of healthcare ads, California 
(53,000), Florida (31,700), and Texas (25,300) 
were the top states. Metropolitan areas with the 

largest demand included Los Angeles (15,700), 
New York City (14,200), and Boston (12,200), fol-
lowed by Miami, Phoenix and San Francisco—
all of which had more than 10,000 ads posted in 
November for healthcare positions.

The Conference Board introduced its newly 
redesigned HWOL with the release of the 
October 2006 data. The HWOL program is now 
one of the earliest released economic indicators 
for the previous month. Geographic cover-
age has been expanded and currently pro-
vides detailed monthly data on labor demand 
(vacancies) for the United States, the 9 census 
regions, the 50 states, and 52 of the largest met-
ropolitan areas.

Information on total ads has been intro-
duced along with the already existing data 
on new ads. Economic analysis in the release 
has been broadened to include both labor 
supply (unemployment) and labor demand 
(vacancies). In addition, the program has been 
expanded to include geographic occupational 
detail on labor demand along with occupa-
tional pay levels. Detailed information on this 
series is available in the technical notes to this 
series on the Conference Board Web site at 
www.conference-board.org/economics/help 
wantedOnline.cfm. The upcoming schedule of 
monthly releases is listed in this release as well 
as the technical notes on the Web site.

The underlying data for the Conference Board 
HWOL are provided by Wanted Technologies, 
Inc. Financial support for this series is pro-
vided by CareerBuilder.com. As a nonpartisan 
and not-for-profit organization, the Conference 
Board is one of the world’s leading business 
membership and research organizations. The 
Conference Board produces the Consumer 
Confidence Index and the leading econom-
ic indicators for the United States and other 
nations. These barometers can have a significant 
impact on the financial markets. The Conference 
Board also produces a wide range of authorita-
tive reports on corporate governance and ethics, 
human resources and diversity, executive com-
pensation, and corporate citizenship. Its confer-
ence and council programs bring together more 
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than 10,000 senior executives each year to share 
insights and learn from each other. 
For more information, go to www.conferenceboard.org.

SAMHSA and Ad Council Unveil National 
Mental Health Anti-Stigma Campaign
The Substance Abuse and Mental Health 
Services Administration (SAMHSA), in part-
nership with the Ad Council, launched a 
national awareness public service advertising 
(PSA) campaign in December 2006 designed 
to decrease the negative attitudes that sur-
round mental illness and encourage young 
adults to support their friends who are living 
with mental health problems.

“We took a new approach to de-stigmatizing 
mental illness with this campaign,” said 
Assistant Surgeon General Eric B. Broderick, 
SAMHSA acting deputy administrator. “Instead 
of telling people why they shouldn’t discrimi-
nate against people with mental illnesses, we 
are showing how friends can be supportive of 
those who have disclosed they are having a 
mental health problem and the critical role that 
friendship plays in recovery.”

Despite the fact that an overwhelming major-
ity of Americans (85%) believe that people 
with mental illnesses are not to blame for their 
conditions, only about one in four (26%) agrees 
that people are generally caring and sympa-
thetic toward individuals with mental illnesses, 
according to a HealthStyles Survey released in 
December 2006. The survey data, licensed from 
Porter Novelli by SAMHSA and the Centers 
for Disease Control and Prevention (CDC), also 
found that only one-quarter of young adults 
believe that a person with a mental illness can 
eventually recover and slightly more than one-
half (54%) who know someone with a mental 
illness believe that treatment can help people 
with mental illnesses lead normal lives.

“The advances made in treatments and 
services for mental illnesses offer the hope of 
recovery for all,” said Acting Surgeon General 
Kenneth Moritsugu, MD MPH, who helped 
kick off the campaign. “Mental illness is not 
something to be ashamed of.  It is an illness 
that should be treated with the same urgency 
and compassion as any other illness. And just 
like any other illness, the support of friends 
and family members is key to recovery.”

According to SAMHSA, in 2005 an esti-
mated 24.6 million adults aged 18 or older 
experienced serious psychological distress 

(SPD), which is highly correlated with serious 
mental illness. Among 18- to 25-year-olds, the 
prevalence of SPD is high (18.6% for adults 
18–25 versus 11.3% for all adults 18 and older). 
But this age group exhibits the lowest rate of 
help-seeking behaviors. In addition, those with 
mental health conditions in this age segment 
have a high potential to minimize future dis-
ability if social acceptance is broadened and 
they receive the right support and services 
early on.

In addition to collaborating with the CDC, 
SAMHSA’s National Mental Health Anti-
Stigma Campaign has partnered with other fed-
eral agencies, including the National Institute 
of Mental Health (NIMH), state mental health 
agencies, leading researchers on stigma, and a 
broad coalition of stakeholders, including orga-
nizations that represent provider organizations 
and consumer and family member groups. The 
campaign held a series of regional meetings to 
develop a grassroots network that would gain 
support and provide assistance with antistigma 
efforts to states and local communities.

A resource guide titled  Developing a Stigma 
Reduction Initiative was also recently released 
and is based on the evaluation and lessons 
learned from the Elimination of Barriers 
Initiative. The guide provides information on 
how to mount a statewide antistigma cam-
paign, examples of outreach materials, reports 
on the best practices for stigma reduction, and 
important resources for technical assistance.

The PSAs were distributed to more than 
28,000 media outlets nationwide in December 
and will air in advertising time that will be 
donated by the media.

For more information, visit www.whatadifference.
samhsa.gov. Copies of the guide can be obtained by call-
ing SAMHSA’s National Mental Health Information 
Clearinghouse at 800/789-2647.

It Takes a Region: Creating a Framework 
to Improve Chronic Disease Care 
In the absence of a concerted national effort 
to improve the affordability and quality of 
healthcare—particularly for chronic diseases—
many communities and regions across the 
country are taking steps to collaboratively 
improve healthcare for local populations. This 
California HealthCare Foundation (CHCF)-
funded report explores how to develop an 
effective collaboration to improve healthcare 
and reduce costs for patients and providers. It 
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examines the strategies of regional efforts and 
their potential for success, including analyses 
from nine prominent initiatives, in an effort to 
identify actions and structures that maximize 
improvement across a geographic area.

The result is a framework for creating a 
regional healthcare system. This practical model 
identifies four essential strategies: sharing data 
to measure performance, engaging customers, 
supporting delivery system improvement, and 
aligning benefits and finances. It also discuss-
es employing multiple strategies for regional 
transformation and offers a road map for get-
ting started.

The report concludes that although a sig-
nificant amount of qualitative information 
about regional improvement activities exists, 
we have relatively little quantitative informa-
tion about program impact. In order to build a 
stronger foundation for future regional efforts, 
we need better evidence about successes and 
failures, along with more sharing of experience 
among coalition leaders. 
For more information, visit www.chcf.org/topics/
chronicdisease/ index.cfm?itemID=127575.

N-SSATS Survey Reveals That Nearly 
Half of All Patients Are in Treatment 
for Both Alcohol and Drug Abuse
The proportion of patients in treatment for 
drug and alcohol abuse constitutes nearly half 
of all clients (47%), according to the National 
Survey of Substance Abuse Treatment Services 
(N-SSATS): 2005, released in December 2006 
by the Substance Abuse and Mental Health 
Services Administration (SAMHSA).

The survey results showed that on March 
31, 2005, 1.08 million people were enrolled 

in substance abuse treatment, an 8% increase 
from 1 million in 2000. Of those people, 34% 
were in treatment for drug abuse, up from 29% 
in 2000. By contrast, clients enrolled in treat-
ment only for alcohol abuse declined from 23% 
in 2000 to 19% in 2005.

N-SSATS: 2005 contains data on the loca-
tion, characteristics, and use of alcoholism 
and drug abuse treatment facilities and ser-
vices throughout the United States and its 
territories. A total of 14,047 facilities (95%) 
responded to the 2005 survey.

The 2005 national survey reported that the 
number and proportion of clients receiving 
methadone increased from 172,502 (17% of all 
clients) in 2000 to 235,836 in 2005 (22% of all 
clients). It also indicated that opioid treatment 
programs, which focus on treating addiction to 
heroin and prescription narcotic pain medica-
tions, were available in 8% of all substance 
abuse treatment programs.

N-SSATS, a snapshot of the substance abuse 
treatment delivery system, helps SAMHSA 
and state and local governments assess the 
nature and extent of services provided in state-
supported and other treatment facilities and 
forecast treatment resource requirements. 
March 31 is used as a reference point because 
on that date survey participants report on the 
number of clients in treatment.

For more information, visit http://findtreatment.samhsa.
gov. The locator service provides the phone numbers 
and locations of the nearest state-approved treatment 
facilities.
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