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efore 1999, dying in a hospital because of shoddy care was a real
enough possibility, but only the paranoid or pessimistic gave it much
thought. Then came To Err Is Human, a j’accuse-style thunder-
bolt from the prestigious Institute of Medicine. Medical errors in
hospitals, charged the institute’s report, kill at least 44,000 and per-
haps as many as 98,000 patients a year. On its heels, other stud-

ies found widespread failure to heed well-known “best practices” that could
save lives. Horrific tales of individuals betrayed by mistakes and inattention
popped up in the news like poisonous mushrooms. Medical centers sudden-

By Avery Comarow
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A “rapid-
response team”
aids a patient.

Saving Lives
HOSPITALS HAVE SIGNED ON TO A SIX-PART PLAN TO 

AVOID A MULTITUDE OF UNNECESSARY DEATHS
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ly were seen as death traps.
In truth, no one knows

now, or knew with any pre-
cision in 1999, how many
hospital patients die from
errors and inadequate care.
Even agreement on the
meaning of “error” is elu-
sive—should deaths caused
by substandard care be
counted along with deaths
caused by mistakes? 

It’s also important to main-
tain a sense of perspective.
Suppose the institute’s high-
er estimate is right and is
rounded up to 100,000.
Here’s what it means to you
when that number is placed
alongside total yearly hospital admissions of about 37 million:
The arithmetic works out to roughly one death from medical
errors for every 370 admissions. Or, to put it another way: A
patient undergoing major surgery probably faces a risk of dying,
if everything goes right, of 2 percent or more. Including the
worst-case possibility of death due to a mistake adds aboutone
quarter of 1 percentage point to this risk.

Careless care. This view provides no comfort, of course, if you
are a friend or family member of someone who needlessly died
in a hospital. And although the iom report called for an all-
out improvement effort, it just hasn’t happened. Hospitals
in the wealthiest nation on the planet are still killing tens of
thousands of people every year by infecting them after surgery,
mixing up their medications, treating them with entrenched,

outdated medical practices,
or reacting too slowly when
they show danger signs.

Robert Wachter, a long-
time safety and quality ex-
pert and chief of the medical
service at the University of
California, San Francisco
Medical Center, calls it an
epidemic that most hospitals
still don’t take seriously until
a high-profile disaster occurs
on their watch. “Show me a
medical organization,” he
says, “that really has walked
the walk when it comes to
safety and has not [itself]
made a terrible error.”

There’s been plenty of talk
about safety, and even meaningful activity. The federal Centers
for Medicare and Medicaid Services began posting perform-
ance numbers showing how well more than 4,200 hospitals
comply with basic guidelines for treating heart attack, heart
failure, and pneumonia (www.HospitalCompare.hhs.gov). The
accrediting body for hospitals, the Joint Commission for Ac-
creditation of Healthcare Organizations, has added new pa-
tient safety requirements year by year. Safety and quality ini-
tiatives pioneered by organizations such as the Leapfrog Group
and the National Quality Forum have been hammered out.

But if these efforts have had an effect beyond a handful
of medical centers, it’s hard to see. “It’s a question of lead-
ership,” says Donald Berwick, president and chief execu-
tive of the Institute for Healthcare Improvement in Cam-

SAVING 100,000 LIVES, ONE BY ONE
The goal of the Institute for Healthcare Improvement’s 100K Lives Campaign is to reduce inpatient deaths
by 100,000 a year. IHI says 75 lives a year easily could be saved at a moderate-size hospital with
15,000 patient admissions annually—call it “Metro General.” Many hospitals are much smaller,
so to reach 100,000 lives IHI had to enlist 2,300 hospitals—which it has done. If all 6,000
U.S. hospitals signed on, IHI says, 183,000 lives a year could be saved.

Reaching for
183,000 lives

One hospital could save
75 lives each year

by preventing
surgery-related
infections
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from improved
care for heart-
attack victims
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by reducing
central-
venous-line
infections

7.5

by reducing
ventilator-
related
pneumonia

7.5 by reducing
medication
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Enough hospitals have
signed up for the IHI to
feel confident of reaching
its 100,000 goal. But if
every U.S. hospital took
part 183,000 lives could
be changed:

A hospital seeing 15,000 patients
a year could save at least 75 lives
by putting the six parts of the
100K Lives Campaign in place.

from
rapid-
response
teams

Targeted:
100,000
(55%)

Remaining:
83,000
(45%)
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RIGHT DRUG. Bar coding at McLeod Regional has cut drug errors.
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bridge, Mass. Since 1991—nearly a decade before the Insti-
tute of Medicine’s error report—he has proselytized for grass-
roots-level quality improvements in hospitals. “They must
do better. ‘Trying harder’ is the world’s worst plan.”

So last December, at an annual gathering of hospital and
public and private healthcare leaders who went to Orlando
to exchange ideas on safety and quality improvements, Berwick
took the microphone. “I’m
losing my patience,” he
announced, and then of-
fered a challenge: Join
ihi in an ambitious ini-
tiative called the 100K
Lives Campaign. Its goal
is to save 100,000 hospi-
tal patients’ lives by 9 a.m.
on June 14, 2006, exactly 18 months from Berwick’s call to
arms, by introducing six changes in hospital procedures. Each
change addresses a problem, such as deaths from infections
following surgery, and presents an arsenal of weapons to fight
it, such as tighter timing of antibiotic doses before surgery. 

Making real changes. Most of the proposed initiatives are
“tried and true,” says jcaho President Dennis O’Leary, whose
group worked closely with ihi to select and refine the meas-
ures. Reducing deaths from medication errors, for instance, is
already a jcaho patient safety goal, and the measures that re-

duce deaths in heart-attack patients are the same ones now
being tracked on the cms Hospital Compare site. But there
are some new ideas, too. “Rapid-response teams,” called when
a patient seems to be losing ground but isn’t yet a true emer-
gency, is an innovative concept for U.S. hospitals.

Joining the 100K project involves no fee, and paperwork
is minimal. Still, some might be reluctant to sign on. Many

of the measures cost little
to put in place, but others,
such as reducing medica-
tion errors, can involve ex-
pensive new technology. 

Yet many hospitals ac-
tually jumped at this op-
portunity to make these
lifesaving changes. By

June’s end, more than 2,300 were on board—more than
enough to meet the 100,000 goal. If all 6,000-some U.S. hos-
pitals joined, says ihi, 183,000 lives could be saved every year.

Two early adopters were Hackensack University Medical
Center, a large teaching hospital in northern New Jersey with
nearly 700 beds, and McLeod Regional Medical Center, a 460-
bed community hospital in Florence, a small city in the north-
east corner of South Carolina. The following pages describe
the six parts of the 100K initiative and how these two hospi-
tals are meshing them into the hospital routine. l

A rapid-response team, called when 
a patient seems to be losing ground, 

is an innovative concept.

Special Report • Best Hospitals

NO SLIPS. Even patients are bar coded, to guard against possible errors when they are moved from one part of McLeod to another. 

THE “AMERICA’S BEST HOSPITALS” RANKINGS, PLUS RELATED INFORMATION, CAN BE FOUND AT WWW.USNEWS.COM/BESTHOSPITALS.
TO ORDER “BEST HOSPITALS” REPRINTS, CALL (800) 771-6445, EXT. 118, OR E-MAIL CATHERINEW@FOSTEREPRINTS.COM.
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T
he 100K campaign is pin-
ning much of its hopes
on specialized teams
that can rush to the

bedside when a nurse or other
caregiver is worried about a pa-
tient but there’s no obvious cri-
sis. One or more vital signs might
have teetered out of the usual range, or
the patient suddenly seems confused or
delirious. Sometimes the warning signs
might be more subtle, a collection of
small changes that only an observant
nurse would pick up and fret over—slight
pallor, sweaty hands, an unfocused stare.
Enough to be concerned.

The point of the roving squads is that
most hospitalized patients who have an
unexpected heart attack or other poten-
tially fatal event send up some kind of
early flag. Their breathing or their pulse

rate might speed up or slow down
considerably, for example.
These telltale signs usually ex-
tend over a period of several
hours or more before there’s an
emergency—which by then is

likely to result in death. If a
nurse could pick up the trouble-

some indications and summon a team
skilled at recognizing and treating pa-
tients who may be about to decline, many
of those deaths could be avoided.

The teams were pioneered in the late
1980s in Australia, where they are called
medical emergency teams, or mets.
They are credited with pushing down the
number of unanticipated cardiac arrests
and hospitals’ overall death rate. At Dan-
denong Hospital, a teaching center in
Australia, cardiac arrests fell by half, and
the death rate in patients who had an 

arrest fell from 77 percent to 55 percent.
Now some U.S. hospitals are using or

investigating the teams, but the concept
is still a bold one for most places. By mak-
ing it part of the 100K initiative (where
the team is called a rapid-response team,
or rrt), Donald Berwick hopes to give
the idea a boost. It is symptomatic of 
his self-proclaimed impatience. “That’s
where Don and ihi went furthest out on
a limb,” says Robert Wachter. He con-
siders the evidence supporting the use of
rrts “decent,” but hardly overwhelming.
Yet Berwick’s influence is so strong, says
Wachter, that his backing of rrts is just
shy of the hospital accrediting commis-
sion calling for them.

There’s little doubt that hospitals will
come at rrts in very different ways. At
all hospitals, nurses are free to call the
team for no reason other than worry.
“We’ve had patients with silent mis,”
says Susan Abramson, a nurse in Hack-
ensack’s orthopedic unit, describing myo-
cardial infarctions, or heart attacks, that
lack such classic symptoms as crushing
chest pain. “They are sweaty, gray. You
just know.”

But Hackensack nurses also can con-
sider a list of clinical criteria for blood

Special Report • Best Hospitals

Quick Reactions
ON THE MOVE. One of McLeod’s rapid-response teams has been called to check an elderly patient with sudden breathing problems. 
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PROBLEM: Patients die without obvious warning signs l PROPOSAL: Rapid-
response teams to evaluate any deterioration in a patient’s 

condition l POSSIBLE LIVES SAVED: 60,000



pressure, heart rate, and other vital
signs. McLeod nurses have nothing be-
yond concern to guide them. “I do think
it would be better if we had numbers to
go by,” says Terri Whitfield, a veteran
nurse on a medical floor. “It’s vague.”
Even so, she likes the rrt concept. “It’s
a wonderful idea, especially on the
night shift,” she says. “You know you’re
not alone—there’s always help.”

Bumps ahead. “It took us about six
years before we got the system quite
right and tuned up,” cautions Ken Hill-
man, professor of intensive care at Aus-
tralia’s University of New South Wales
in Sydney and one of the prime movers
in spreading the idea in that country. A
sign of bumps that still remain even in
Australia came to light last month.

A study led by Hillman himself, pub-
lished in the Lancet, showed no differ-
ence in unexpected deaths, heart at-
tacks, and other key indicators between
one group of Australian hospitals with
mets and another group without. He
now suspects that the four-month train-
ing period at the met hospitals wasn’t
long enough. A possible tip-off was that
the teams weren’t called nearly as often
as they were at hospitals with a longer
history. And that suggests that hospi-
tals elsewhere should introduce the
teams carefully and patiently. l

A
ny person in an intensive
care unit, or icu, is
very sick indeed.
Many patients in

medical icus (as distin-
guished from surgical icus,
where patients spend time after
an operation) are on mechanical
ventilators to help them breathe, and
up to 15 percent of them develop pneu-
monia from one of the many bugs that
roam hospitals. The relationship is so
strong that it has a name: vap, for ven-
tilator-associated pneumonia.

vap is a killer, the No. 1 cause of
death from hospital-acquired infec-
tions. The vap death rate is 44 percent
higher than it is for ventilated icu pa-
tients who don’t get pneumonia. Prac-
tices that reduce the toll have been pub-
lished, but hospitals have been slow to
adopt them. ihi packaged four of the
measures into a “bundle” and made vap

reduction part of the 100K campaign.

At Hackensack, medical 
icu nurse-manager Courtney
Cook’s first response to the
bundle was, “Are you kidding
me? We do this stuff all the
time.” But after thinking about

it, “I realized we didn’t do all of
the things all of the time.” The four

components of the vap-reduction pro-
gram are deceptively simple:

Raise the head of the bed. Possibly it’s
because a patient is less likely to inhale
stomach contents or mucus. Or because
it helps the patient breathe more
deeply. Whatever the reason, putting
the head of the bed at an angle of 30 to
45 degrees cuts vap—by nearly 80 per-
cent in one trial. 

Impose a “sedation vacation” as part of
ventilator weaning. Ventilated patients are
generally sedated to keep them free
from pain (and so they won’t try to re-
move the ventilator). To see if they can
breathe on their own, the ventilator is

Breathing Better
Special Report • Best Hospitals

ELEVATION. Raising the head of the bed of intensive-care patients at Hackensack University Medical Center helps to stave off pneumonia.
JEFFREY MACMILLAN FOR USN&WR

PROBLEM: Pneumonia in patients who breathe with mechanical 
ventilators l PROPOSAL: Raise the head of the bed, stop ventilation earlier,

other measures l POSSIBLE LIVES SAVED: 10,000



removed every day and sedation light-
ened or halted briefly. “Right now we
have three patients on ventilators out of
20 beds,” reported Hackensack’s Joe
Capone, supervisor of the icu’s respira-
tory therapists, in late June. “Before, we
probably would have had 12.”

Medicate to prevent stomach ul-
cers. These anti-ulcer drugs low-
er stomach acidity, a particular
benefit to ventilated patients be-

cause the more acidity, the worse the con-
sequences if a nauseated patient inhales
some stomach contents into the lungs.

Prevent clots in leg veins. Deep vein
thrombosis, or dvt, poses a risk that a
clot will travel from a vein in the leg to

the lungs, heart, or brain and is more
common in bedridden patients. Steps 
to prevent dvt, such as blood thin-
ners and compression sleeves, also seem
to lower the risk of vap.

How well does this collection of meas-
ures work? The last case of vap

at McLeod, says Mark Wil-
liams, nursing director of the
medical icu, was logged on
July 26, 2004. l
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E very winter, when
Donald Berwick isn’t
busy reforming

healthcare in his Cam-
bridge, Mass., office, he’s
perfecting his cross-coun-
try skiing technique out in
New Hampshire’s back-
woods. Tweaking the angle
of his kick or his grip on
the ski poles nibbles away
a few seconds here and
there. “Tiny changes can
make the difference be-
tween whether you’re
grunting and sweating or
flying up the hill,” he says.

Berwick sees the world
as something that could
and should be perfected—
including healthcare. The
Institute for Healthcare
Improvement, which he
cofounded in 1991, spends
much of its time identify-
ing small, simple modifi-
cations that pay off in
lower costs and fewer
deaths and injuries. 

Berwick, now age 58,
gained a reputation at Har-
vard Medical School in the
1960s for helping low-in-
come neighborhood resi-
dents find healthcare.
Later, as a pediatrician, he
nearly crawled inside his
young patients to figure out
what was wrong with them.
“When you’re doing medi-
cine properly, you sit down,
you focus on the patient in

front of you, and you really,
really listen,” says Berwick,
quoting a former teacher. 

In the mid-1980s,
Berwick and fellow pedia-
trician Paul Batalden gath-
ered a group of friends,
sometimes on Batalden’s
birthday, to talk about im-
proving healthcare. The
seeds of ihi were sown at
the “birthday club” meet-
ings. Most attendees be-
came board members. 

Single-minded. Discussing
healthcare reform at birth-
day celebrations is in char-
acter for Berwick and his
band, who speak with the
zeal of radicals. Even on

vacation, say friends, con-
versations invariably re-
turn to healthcare.

Berwick’s curiosity and
open mind are renowned,
whether he is picking the
brains of Toyota engi-
neers for tips on workflow
or coteaching a “Quality
of Healthcare in Ameri-
ca” course to Harvard un-
dergrads. “I had some
minor quibble with an ar-
gument he made but
wasn’t going to come out
and say so,” says former
student David Gellis. “He
was able to see where I
was going and encouraged
me to ask my question. I

was blown away by that.” 
Soft-spoken and ap-

proachable, Berwick is
also known for funny and
moving anecdotes in his
speeches and presenta-
tions and for humanizing
his theories. He is also
very frustrated with the
slow pace of healthcare re-
form. His father, his wife,
and Berwick himself have
each experienced medical
fiascoes, and each has
starred in his talks.

Take Berwick’s sore
right knee. After a soccer
injury in medical school, a
doctor performed a now-
discredited procedure on
Berwick that eventually
left him with osteoarthri-
tis. The bones of his knee
rub together, most likely
because of the surgery.
Last January, Berwick
half-humorously issued a
public “request for bids” to
the healthcare system at
large to fix his knee. First
on his list of six simple re-
quests: “Don’t kill me.”

Berwick wants high-
quality care for everyone,
and he wants it now. A
friend once said in a
speech that trying to make
quick changes to swollen
public institutions such as
healthcare is like incubat-
ing a chicken egg with a
blowtorch: You get a
burned mess, not a baby
chick. But Berwick won’t
back off. “I keep seeing the
toll,” he says. “I’m close
enough to watch people
get hurt. We need to turn
the blowtorch on when it
will help.” –Cory Hatch

‘YOU
REALLY
LISTEN’

QUEST. Donald Berwick wants high-quality healthcare for all.
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W
hen a likely heart at-
tack patient shows
up at a good-sized
hospital, the medi-

cal staff swings into action as
if the curtain has risen on a
carefully choreographed dance.
That’s not so far from the truth.
They’ve seen lots of heart attacks, and
each doctor, nurse, and technician plays
a practiced role—taking a history, wiring
up the patient to a 12-lead electrocar-
diograph that tracks heart rhythms and
other activity, drawing blood for tests to

help confirm a heart attack,
starting an iv. Clinical guide-
lines map out each one of
these steps in detail.

So it may seem like needless
sermonizing for the 100K ini-

tiative to call for seven basic el-
ements of heart attack care whose

value no one seriously disputes: aspirin
and a beta blocker on arrival, followed
by prescriptions for both, plus either an
ace inhibitor or arb medication (both
are blood-pressure drugs) upon dis-
charge; a clot buster within 30 minutes

of arrival or a procedure to open blocked
coronary arteries within two hours. Oh,
yes, and counseling for smokers. These
elements are, in fact, identical to those
for which hospitals report their compli-
ance to cms for posting on the Hospi-
tal Compare website. 

Prevention. Such measures are accept-
ed not just because some of them help
people survive a heart attack. Someone
who has had a heart attack is vulnerable
to another one in the days or weeks that
follow, and studies indicate that the rec-
ommended medications can keep that
from happening, too. Beta blockers, for
example, may cut the risk of death by 13
percent the week after a heart attack and
by 23 percent in the months after leav-
ing the hospital. 

Considering the well-documented ben-
efits of these guidelines, one would as-
sume all hospitals would obey them. But
many don’t. A large Rand study pub-

Special Report • Best Hospitals

Avoiding Heartbreak

AFTER AN ATTACK. Medical staff members at McLeod carefully check a heart attack patient for any dangerous arterial blockages.
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PROBLEM: Deaths in heart attack patients after they are 
admitted l PROPOSAL: Provide aspirin and a beta blocker early and at

discharge; other measures l POSSIBLE LIVES SAVED: 10,000
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lished in 2003, based on a review of
thousands of medical records of indi-
viduals around the country, found that
within two hours of entering the hos-
pital, only 61 percent of heart attack pa-
tients got aspirin; just 42 percent were
given a beta blocker.

A team from Hackensack’s emer-
gency department, cardiac service, and
other parts of the hospital succeeded in
boosting its performance dramatically
when they started to follow the guide-
lines rigorously. In the first quarter of
2003, heart attack patients were re-
ceiving all seven services about 73 per-
cent of the time. By the fourth quarter
of the year, compliance had risen to 94
percent (it has stayed high through the
most recent figures), and the hospital’s
death rate for heart attack patients had
fallen from 7 percent to 5 percent.
McLeod made a similar commitment,
and its numbers, too, have improved
significantly.

A trip to the Hospital Compare site is
a revelation. The posted data suggest
that at one prominent U.S. heart cen-
ter, 16 of 174 heart attack patients didn’t
get a beta blocker on arrival, and 20 of
140 patients didn’t get an ace inhibitor.
At another hospital with considerable
expertise but a far lower public profile,
virtually every patient was appropri-
ately treated. l

W
alk into an intensive
care unit and you’re
likely to see many
of the patients

sporting a catheter—a tube
about the thickness of
spaghetti. The catheters enter
their bodies beneath the collar-
bone and disappear into a blood ves-
sel called the subclavian vein. The
catheter is called a central line or cen-
tral venous line. It could be in place be-
cause a patient needs to have large
slugs of medications administered reg-
ularly or is taking powerful drugs that
could harm blood vessels if given in-
travenously. A central line is a very ef-
ficient way to pump antibiotics and
other lifesaving drugs directly into the
bloodstream.

Unfortunately, inserting a central
line is complex and takes time, during
which deadly germs can enter the
break in the skin. And the line stays in
place for some days, during which mi-
crobes can take the same direct route—
just as a surgical incision can be an
open door, and with the same deadly
consequences. Tens of thousands of pa-
tients—by some calculations more than

300,000—pick up bloodstream
infections each year simply by
being in the germy hospital
environment. And 70 per-
cent of those blood infections
occur in patients with a cen-

tral line, according to a sur-
veillance system that tracks hos-

pital-borne infections. ihi estimates
the yearly death toll from blood infec-
tions related to catheters to be as high
as 28,000.

Washed up. ihi’s response in the
100K campaign is a bundle of measures
that start with treating the insertion of
a line as if it were surgery. That means
draping patients with a sterile sheet,
and sterile gloves, gown, and mask for
the medical team. Even the type of anti-
septic used to disinfect the skin is im-
portant; ihi specifies chlorexidine.

Every contact by a caregiver with a
central-line patient, moreover, must be
with clean hands. Traditionally, that has
meant heading to a sink for a round of
soap and water. Doctors and nurses, un-
fortunately, tend to be something less
than diligent about hand washing. At
one hospital, caregivers were observed
and asked how faithfully they and their

Special Report • Best Hospitals

CLEANING UP. Hand sanitizers, all over Hackensack, reduce infections in the hospital. 

ORDERS. A nurse tells a departing heart
patient which drugs to continue at home.

Keeping Germs Out 
JEFFREY MACMILLAN FOR USN&WR
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PROBLEM: Blood infections in patients who have a central 
venous line l PROPOSAL: Diligent hand washing, disinfecting skin 

regularly, other measures l POSSIBLE LIVES SAVED: 10,000
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coworkers wash their hands after touch-
ing a patient. They do so 85 percent of the
time for themselves, they responded, but
their coworkers comply only 51 percent
of the time. In fact, according to the ob-
servers, the caregivers washed up only 28
percent of the time.

It’s no surprise. Hand washing takes
30 seconds to 2 minutes, according to
studies. Multiply that by a large number
of patients over the course of a day. And
caregivers frequently forget as they hurry
from patient to patient, distracted by in-
terruptions. In 2002, the Centers for Dis-

ease Control and Prevention issued
guidelines calling for use of alcohol-based
rubs, which require only 10 to 30 seconds
to work in, except when the hands are vis-
ibly dirty. Both Hackensack and McLeod
have installed large numbers of dis-
pensers of alcohol-based gel. l

A
hospital is a risky place
for people who have
had surgery. No mat-
ter how much antibac-

terial solution is painted on
before the first cut, opening
the body invites lurking mi-
crobes. Infections at the surgery
site complicate an estimated 780,000
operations a year, or more than 1 in
every 40 procedures. For abdominal
surgery, the likelihood is as high as 1 in
5. And the complications are tough to

treat. Infected patients are two
to three times more likely to
die and are hospitalized an av-
erage of seven days longer
than uninfected patients who
had the same operation.

Even before the 100K cam-
paign got underway, ihi had been

working with a group of 56 hospitals on
strategies to lower the rate of surgical-
site infections. Results of the yearlong
effort, published last month in the Amer-
ican Journal of Surgery, showed a re-

duction in such infections of more than
one fourth.

But Berwick didn’t need to wait for the
study to end. Research published as far
back as the early 1960s had laid out an
effective arsenal of weapons. The 100K
campaign focuses on four. 

Time antibiotics better. Surgeons un-
derstand that giving an antibiotic in the
60 minutes before surgery lowers the in-
fection rate. But getting it into patients
within the 60-minute window happens
only about 56 percent of the time, a Feb-
ruary study in the Archives of Surgery
found. “It’s often started in another
place, it’s done running in 20 to 30 min-
utes, and then there’s a delay,” says lead
author Dale Bratzler. “Typically the an-
tibiotic loses half its potency in two to
three hours, so if there’s a several-hour
delay, the patient is a candidate for in-
fection by the time he’s rolled into the

Special Report • Best Hospitals

Much Cleaner Cuts
BLANKET COVERAGE. A cold patient may become an infected patient, so Hackensack staff keep their surgical patients warm. 
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PROBLEM: Infection related to surgery l PROPOSAL: Better use of 
antibiotics, don’t shave with razor prior to surgery, tighten control 

of blood sugar l POSSIBLE LIVES SAVED: 8,000



or.” The answer: Don’t start the an-
tibiotic until the patient enters the 
operating room. At Hackensack, just
before the scalpel comes down, the sur-
geon reads a checklist to make sure this
is exactly what has happened.

Stopping the antibiotic within 24
hours after surgery is also a 100K stip-
ulation because it may help combat an-
tibiotic-resistant bugs that have become
a major headache at hospitals. 

Control blood sugar during heart surgery.
Many studies focusing on cardiovas-
cular surgery have found that patients
whose blood sugar rises by more than
a certain amount around the time of
surgery are much more likely to die or
suffer abnormal heart rhythms or
other complications in the following
month than are patients
whose blood sugar is kept
under control.

Rethink the razor. In years
past, patients often were
shaved the night before
surgery. The razor left the
skin raw and open to in-
fection. Existing guide-
lines, noted by ihi, suggest
that hair usually doesn’t
need to be removed at all.
If it is, only remove it just
before surgery—and use
electric clippers, not ra-
zors. Hackensack leaves
the decision to individual
surgeons. McLeod threw
out razors years ago. 

Keep patients warm. Let a
surgery patient get too cold
and the risk of postsurgical
infection rises. ihi’s sug-
gestions include cranking
up the temperature in the
or. Hackensack uses an iv

warmer, another ihi pro-
posal, to raise the temper-
ature of fluids before in-
fusing them. l

M
edication errors get
considerable press.
And with good rea-
son. Such mistakes

kill thousands of hospital pa-
tients—7,000 every year, ac-
cording to the 1999 Institute of
Medicine report—and the solu-
tion seems so obvious: Put everything
on computers. Make doctors enter all
drug orders using the hospital’s com-
puter network. Add some bar coding
and bar-code scanning to make sure pa-
tient and drug match and the dose is
right, and you’re home free. No scrib-
bles to decipher, no uncertainty about
giving patients the wrong drugs. No
more adverse drug events (ade), the
jargon term for drug goofs.

The trouble with this high-tech answer
is that first, it costs millions of dollars,
and second, as laid out in a study pub-
lished in May in the Archives of Internal
Medicine, it doesn’t necessarily work very
well. When researchers examined a sam-
ple of patient records at a teaching hos-

pital in Salt Lake City that relies
heavily on computers for proc-
essing medications, they found
significant ades, such as drug
interactions, in over half the
admissions. 

For the 100K campaign, ihi

decided to focus on transition
points, when patients move from one

setting to another—from home to hos-
pital, operating room to surgical inten-
sive-care unit, patient room to a lab for
tests, and ultimately hospital to home.
Nearly half of medication errors have
been found to occur at these points.

So if hospitalization could start with
a clean, accurate list of a patient’s medi-
cations, if the list could be updated con-
tinually as needed, if it moved with the
patient as if attached by a chain, and if the
medications she was told to take when
discharged had been carefully reviewed
by her physician, many errors could be
avoided. ihi calls this ongoing verifica-
tion process “medication reconciliation.” 

Hackensack’s Regina Berman, di-
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TRACKING. Nurses at Hackensack use computer programs to ensure the right meds go to the right patient.

Getting Meds Right

LOWER RISK. Clippers to prep surgery
patients are better than harsh razors. 

DOUG FRASER

JEFFREY MACMILLAN FOR USN&WR

PROBLEM: Medication errors l PROPOSAL: Review all drugs 
at admission and whenever a patient is 

moved to a new setting l POSSIBLE LIVES SAVED: 2,000
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rector of performance improvement,
says that of the six 100K initiatives,
this one is the hardest to accomplish.
“Patients come in with different con-
ditions—they might be barely con-
scious, with limited ability to remem-
ber the drugs they’re taking,” Berman
says. (This makes a strong case for car-
rying a list of current medications and
their dosages in your wallet or purse at
all times.) The hospital now details

nurses to make calls to a patient’s phar-
macy if necessary.

Knowing that they’re still not going to
get a complete initial drug list for every
patient, however, the hospital has elect-
ed to concentrate on what happens dur-
ing the stay. Whenever a drug is start-
ed—or stopped—the action is entered
into the system, generating a new drug
list, and that updated list always trav-
els with the patient. The rate of ades has

dropped from 3.5 per 1,000 doses at the
beginning of 2003 to 1 per 1,000 for the
first quarter of 2005.

McLeod has a pharmacist review pa-
tients’ medications when they are ad-
mitted. And every day, whether or not
there has been a medication change, a
fresh list is printed out and placed at the
front of the patient chart. Doctor and
nurses can also download charts into
their handheld computers. l
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MED MATCH. 
McLeod triple-
checks drugs: 
1. Patient’s meds
are coded via  
computer. 2. The
right patient and
med codes unlock
a specific drawer.
3. At bedside, 
drug and patient
IDs are verified. 
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‘What can patients
do?” is one of the
shortest chapters

in Internal Bleeding, a riv-
eting account of the im-
pact of medical mistakes
in hospitals. That’s be-
cause coauthor Robert
Wachter doesn’t believe
they can do much. “The
notion that patients can
protect themselves is a
false reassurance,” says the

noted safety expert of the
endless lists of tips and
advice published else-
where. “There’s too much
happening behind the cur-
tain for you to catch.”

Still, he does offer advice,
such as: Slip-ups are more
likely when you’re moved
from one part of the hospi-
tal to another, so always
carry a list of your medica-
tions while hospitalized.

a kidney to her best
friend eight months 
ago. It’s a sign of the
times that the Joint
Commission on Ac-
creditation on Health-

care Organizations, the
accrediting body for hos-

pitals, considers that a
good idea. Its “Speak Up”
brochure (www.jcipa 
tientsafety.org) counsels
patients to have a trusted
family member or friend
with them—24 hours a day,
for the entire stay. –A.C.

HELPING YOURSELF

SCOTT GOLDSMITH FOR USN&WR (3)

There’s also a lesson in
the care that Wachter and
his wife took to line up
friends and family to be at
her side for every minute of
the 48 hours after her
planned surgery to donate
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