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Clinical pathways are multidisciplinary tools
that outline activities to be carried out in a
timely fashion to maximize quality of care and

efficient use of resources. They were adapted from
project network techniques used in industrial engi-
neering and were first used in health care in the
1980s.1 They often are developed as a component of
quality improvement (QI) programs and typically
incorporate evidence-based practice guidelines. They
continue to be used in inpatient and outpatient set-
tings for a wide variety of patient conditions.1 – 6

Recently published evaluations of clinical pathway use

have shown that pathways are effective in standardiz-
ing treatment and reducing variability,1,4 eliminating
u n n e c e s s a ry and redundant diagnostic testing,1 , 7

decreasing delays in treatment3 and length of stay,1–4,7

and reducing costs of care.2–4 They also have been
shown to improve patient education.3 The process of
developing and implementing pathways fosters inter-
disciplinary collaboration and camaraderie2,5 and pro-
motes staff education.1,3

Despite these benefits, developing and imple-
menting pathways can involve many staff members
and take considerable time. One university health

The two successful pathways we re designed for patient populations
with predictable care, with admission to only one or two hospital
units, whereas the populations for the two unsuccessful pathways we re
described by informants as having a less predictable course of illness,
with admission to seve ral hospital units.

EVIDENCE-BASED MEDICINE

Assessing Clinical Pa t h w a y s
Use in a Community Hospital: 
It Depends on What “Us e” Me a n s
NANCY HOFFART, PHD, RN,
ANN KUCKELMAN COBB, PHD, RN
THE CLINICAL PATHWAYS STUDY GROUP

Nancy Hoffart, PhD, RN, is Associate Professor, University
of Kansas (UK) School of Nursing, Kansas City, Kansas.
Ann Kuckelman Cobb, PhD, RN, now retired, was Profes-
sor, UK School of Nursing. The Clinical Pathways Study
Group is as follows: Kathryn A. Ballou, PhD, RN, Assistant
Professor, University of Missouri–Kansas City, School of
Nursing, Kansas City, MO; Mary Lynn Burnett, MS, RN,
doctoral student, UK School of Nursing; Cynthia Ellis-Stoll,
MSN, CNS, ARNP, doctoral candidate, UK School of Nurs-
ing; Michele Hinds, MN, RN, doctoral candidate, UK

School of Education; Chiemi Kochinda, PhD, RN, Associ-
ate Director of Nursing and Chief Nurse Educator, Univer-
sity Hospital, Faculty of Medicine, Un i versity of the
Ryukyus, Nishihara, Okinawa, Japan; Mary L. Koehn,
MSN, ARNP, doctoral student, UK School of Nursing;
Susan G. Larson, PhD, RN, Associate Professor, MidAmer-
ica Nazarene University, Department of Nursing, Olathe,
KS; Karen Beckman Pace, MSN, RN, doctoral candidate,
UK School of Nursing; Suwadee Sakulkoo, MSc, RN, doc-
toral candidate, UK School of Nursing; Robert J. Spaniol,
MBA, RN, doctoral candidate, UK School of Nursing;Copyright © 2002 by the Joint Commission on Accreditation of Healthcare Organizations

Continued



T H E J O I N T C O M M I S S I O N

1 6 8 A P R I L 2 0 0 2 J O U R N A L

center formed 70 clinical pathway teams in a 3 -year
period.8 Others have described efforts to develop a
number of clinical pathways for use by many ser-
vices.5,9 Even authors who reported their experience
with implementing a single pathway have described
processes that take several months’ time.2,4,10 Such an
investment of staff time and resources demands full
use of the products. Yet, Little and Whipple’s survey of
19 hospitals to assess clinical pathway implementation
showed that introduction of pathways often met
obstacles.11 Lack of physician support was encoun-
tered in 54% of the 14 responding hospitals, and lack
of nursing/staff support was reported in 38%.

Development of a clinical pathways program
represents an innovation decision process. According
to Rogers,12 an organization’s decision to employ an
innovation involves five stages, clustered into two
phases: initiation and implementation (Table 1, 

p 169). The degree of uncertainty (technical, finan-
cial, and social) associated with an innovation affects
the implementation process. Highly uncertain innova-
tions will be more difficult to introduce. Van de Ven13

challenged the simple linear innovation sequence pro-
posed by Rogers and asserted that the innovation
process is a messy and complex progression of events
that occurs over time. To illustrate the complexity, he
proposed six elements common to all organizational
innovations (Table 1).

This article describes a study conducted at a 300-
bed community hospital that began introducing clinical
pathways in 1995 as part of its continuous quality
i m p rovement program. At the time the study was
planned—fall 1998—15 pathways we re in various stages
of use and 3 others we re in development. The hospital
was still in Ro g e r s’s third (re d e fining and re s t ru c t u r i n g )
and fourth (clarifying) stages. Clinicians from many ser-

Background: Many benefits have been associ-
ated with the use of clinical pathways, yet developing
them can be costly, and implementing them is not
always successful. A 300-bed Midwestern community
hospital began a clinical pathways program in 1995,
and by fall 1998, 15 pathways were in various stages
of implementation, with 3 under development. Many
challenges had been encountered, but hospital leaders
were eager to find ways to increase pathway use.

Methods: A qualitative case study design was
used to investigate four clinical pathways, two perceived
as being “used” and two that were perceived as “not
u s e d .” Each pathway was analyzed as a separate case,
followed by cross-case analysis. Qualitative data were
collected in 65 semistructured interviews with adminis-
trators, physicians, physicians’ office staff, nurses, and
allied health professionals at the hospital. Data were also
collected through observation and document analysis.

Results: The two used pathways had been intro-
duced as part of a larger change in care, whereas the
two pathways not used had been introduced as stand-
alone innovations. Confusing and inadequately devel-
oped aspects of the hospital’s clinical pathways
program included its purposes, the definition of path-
way use, pathway procedures, accountability, educa-
tion, and incentives. A new case management
department, ongoing administrative support, and a
sophisticated medical information system were viewed
as supports for continued growth in the program.

Conclusions: Implementation of clinical path-
ways was delayed and complicated by the varied per-
ceptions of the program among stakeholders. Lack of
clarity and consistency in how information about the
program was communicated made it difficult for clini-
cians to develop a shared understanding of clinical
pathways.
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vices we re working with the multidisciplinary clinical
pathways steering committee to re fine the innovation to
meet the needs of the re s p e c t i ve services. Although there

was re p o rtedly excellent cooperation to develop path-
ways, implementation had been uneven. Some pathways
we re readily used, whereas others existed primarily on
paper and we re not ord e red, even by physicians who had
p a rticipated in their deve l o p m e n t .

Members of the clinical pathways steering com-
mittee approached the Un i versity of Kansas School of
Nursing about conducting a qualitative study that
would help them identify and ove rcome obstacles to
full implementation of their clinical pathways pro-
gram. Two faculty members [N.H., A.K.C.] agreed to
w o rk with the hospital to study the clinical pathways
p rogram. They worked with the steering committee
to identify the focus and to secure external funding
for the project. The aims of the investigation we re to
■ identify characteristics of clinical pathways that had
been implemented successfully and to compare these
with characteristics of clinical pathways that were not
being used; and
■ identify organizational factors that promoted or
impeded the use of the clinical pathways.

The faculty selected a case study design with
c ross-case comparison as an approach that would
enable them to describe and understand the imple-
mentation pro c e s s .1 4 – 1 5 The steering committee selected
four clinical pathways for intensive inve s t i g a t i o n ,
including two that the steering committee perc e i ved as
successful (that is, being used) and two that it per-
c e i ved as unsuccessful (not being used). The steering
committee categorized the total hip/knee re p l a c e m e n t ,
taken together as a single pathway, and the perc u t a-
neous transluminal coro n a ry angioplasty (PTC A )
pathways as successful. Data the committee had col-
lected from Ja n u a ry through October 1998 showe d
that these pathways had been used more fre q u e n t l y
than any of the others––57 and 31 times, re s p e c t i ve l y.
The steering committee selected two pathways that
had been used only 8 and 11 times, re s p e c t i ve l y, to re p-
resent those “not used”: simple pneumonia and con-
g e s t i ve heart failure (CHF). (The number of
admissions in the 10-month period eligible to use these
four pathways was not available to the re s e a rch team.)

M e t h o d s
Sample
The purposefully selected sample16–17 included
■ members of the steering committee;
■ hospital, physician, and nurse administrators;

Rogers’s Diffusion of Innovations Model*

Phase I: Initiation

Stage 1. Agenda Setting – organizational problem is
defined, and motivation to introduce innovation is 
developed.

Stage 2. Matching – problem is “fit” with an innovation,
innovation is planned and designed.

Phase II: Implementation

Stage 3. Redefining and Restructuring – innovation is
adapted to fit context and needs of organization.

Stage 4. Clarifying – meaning of the new idea is
socially constructed as innovation is put into practice.

Stage 5. Routinization – innovation is incorporated into
regular operations.

Van de Ven’s Elements of Organizational Innovation†

1. Innovation occurs as an accretion of events per-
formed by many people over an extended time period.

2. “Shocks,” internal or external to the organization, are
needed to initiate action and allocation of resources to
the innovation.

3. Once begun the innovation diverges into many par-
allel and interdependent activities.

4. Setbacks are frequent and signal either rejection or
opportunities for learning.

5. Adoption of the innovation is facilitated when the
innovation is developed within the organization, but
inhibited when users have no opportunity to tailor it to
their needs.

6. Management cannot ensure success but can influ-
ence its odds.

* Source: Diffusion of Innovations, 4th Edition by Everett M. Rogers
(pp 389–400). Copyright © 1995 by Everett M. Rogers. 
Copyright © 1962, 1971, 1983 by The Free Press, A Division of
Simon & Schuster. Adapted with the permission of the 
publisher.

† Van de Ven AH: Managing the process of organizational innovation.
In Huber GP, Glick WH (eds): Organizational Change and Redesign:
Ideas and Insights for Improving Performance . New York: Oxford Uni-
versity Press, 1993, pp 269 – 294. Used/adapted with permission.

Table 1. Models of Organizational Innovation
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■ physicians who admitted patients to the hospital;
■ staff nurses and allied health professionals; and
■ physicians’ office staff.

A total of 65 interviews were obtained from 34
nurses, 22 physicians, and 9 allied health profession-
als. Events and activities observed included steering
committee meetings, staff meetings, and care-related
activities on units where the four pathways had been
introduced.

Data Collection
All data we re collected by the two faculty in col-

laboration with 11 doctoral nursing students who
we re enrolled in qualitative coursew o rk during the
fall and spring semesters, 1998–1999. The faculty
collected data from administrators and clinical path-
ways program leaders to describe the context and
overall program design. The students we re divided
into 4 teams, with 2–3 investigators per team; each
team collected and analyzed the data for one pathway.

Data were collected from February through April
1999. Semistructured interviews using open-ended
questions we re conducted with informants after
informed consent was obtained. Interviews ranged
from 10 minutes in length to more than an hour.

Most were conducted face-to-face, though some were
telephone interviews. All interviews were audiotaped
and given to a medical transcriber. The researchers
who conducted the interviews verified the transcripts
for accuracy. Data also included researcher-transcribed
field notes from 34 hours of observation.

Each team analyzed documents relevant to its
clinical pathway, including meeting minutes, mission
statements, shared governance documents, organiza-
tional charts, clinical pathway forms, and standing
orders. The final data set was composed of more than
2,500 pages of text. All data were available to and dis-
cussed by the entire research team.

Data Analysis
Qu a l i t a t i ve data analysis is an interpre t i ve pro c e s s

that includes identifying meaning units in the data, cod-
ing the text by assigning labels to the meaning units, clus-
tering the coded text into categories, and then re a d i n g
and re reading each category of data to identify themes
and patterns to answer the re s e a rch questions.1 8 – 2 0 E a c h
team of students was responsible for initial analysis of the
data and preparation of a case re p o rt that identified the
factors that influenced (either positively or negative l y )
implementation of its pathway (Table 2, below). The fac-

Pathway Data:
CHF, Pneumonia, PTCA, Administrative and 

and Total Joint Replacement Context Data

Step 1: Data analysis about a. Code text a. Code text
individual pathways

b. Sort units of text by code b. Sort units of text by code

c. Cluster coded data into categories c. Cluster coded data into 
categories

d. Analyze text by category d. Analyze text by category

e. Prepare descriptive case report e. Prepare description of 
for each pathway organizational context and 

administrators’ perceptions of 
the pathways program

Step 2: Cross-case Address Aim 1: Compare case –
comparison of pathways reports to identify common themes 

and patterns

Step 3: Integration of findings Address Aim 2: Integrate thematic analysis from cross-case comparison with 
findings about organizational context and administrators’ perceptions

Table 2. Data Analysis Steps
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ulty jointly coded and analyzed the data they had col-
lected to describe the context and to identify administra-
t o r s’ perspectives of the clinical pathway program. Then
the entire re s e a rch team met to conduct cross-case com-
parison of the data about the four pathways and integrate
them with data collected about the hospital context.

Trustworthiness
The collective amount of time in the field by the

re s e a rch team helped ensure persistent observation of
the clinical pathway implementation process, meeting
one of the criteria that Lincoln and Gu b a2 1 e s t a b l i s h e d
for tru s t w o rthiness of qualitative re s e a rch. Use of sev-
eral investigators and a variety of data sources (clini-
cians [nurses, physicians, and allied health
p rofessionals] and administrators) and data collection
methods (interv i ews, observation, and document
analysis) helped confirm the findings. Weekly team
c o n f e rences during data collection we re used to foster
bias recognition by individual team members and
helped in the identification of leads for further explo-
ration. The analysis and interpretation of the data we re
ve r i fied through a member check, a process of re v i ew-
ing study findings with those from whom data we re
collected to assess cre d i b i l i t y.2 1 – 2 2 We presented and
p rovided copies of the findings to the steering com-
mittee and the hospital’s medical exe c u t i ve committee.

R e s u l t s
Clinical Pathway Characteristics
Findings of the comparison of the characteristics of
the clinical pathways are presented in Table 3 (below).
The two pathways that were
perceived as used were de-
signed for patient popula-
tions with predictable care;
these two patient populations
were admitted to only one or
two hospital units. In con-
trast, the populations for the
two pathways perc e i ved as
not used were described by
informants as having a less
predictable course of illness
and were admitted to several
hospital units. Although the
treatment of simple pneumo-
nia might be predictable, one

physician explained that he treated patients with sim-
ple pneumonia on an outpatient basis and noted that
the pneumonia pathway was not appropriate for the
m o re complex patients who we re admitted. The
PTCA and total joint pathways had been introduced
as part of a larger change effort. The PTCA pathway
was introduced when the hospital began admitting
patients directly from the cardiac catheterization labo-
ratory to a medical stepdown unit, rather than to the
intensive care unit. The nursing staff on the stepdown
unit had received in-service education that incorpo-
rated use of the PTCA clinical pathway into the rou-
tine care of these patients. The total joint replacement
pathway was introduced when the hospital began
using a commercially designed program to streamline
c a re for this patient population. The pro g r a m
included admission, preparation, and rehabilitation of
joint replacement patients in small groups. Clinical
pathways and case management were components of
the program. Interviews revealed that staff recognized
the value of introducing pathways within the context
of other changes. A nurse involved with the CHF
pathway posited that additional pro g r a m m a t i c
changes might increase the use of the CHF pathway:
“If we had a case manager for CHF . . . then we could
really do these things . . . like a ‘phone home’ team
that calls the CHF patients after discharge or before
they need to be admitted from the doctor’s office.”

Organizational Factors
The study re vealed numerous other aspects of the

organization that affected implementation. Ph y s i c i a n s ,

Pathways Used Pathways Not Used

Patient population has: Patient population has: 
■ predictable course ■ less predictable course 
■ few comorbidities ■ many comorbidities 

■ repeated episodes of care 
for same condition

Patients cared for: Patients cared for: 
■ on a limited number of units ■ on several units 
■ by a limited number of physicians, ■ by many physicians, both 

typically specialists specialists and generalists

Pathway part of a larger program Pathway introduced as a stand-
of care or broad change process alone innovation

Table 3. Differences in Characteristics of the Clinical Pathways
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nurses, and allied health professionals who we re using
pathways, as well as those who chose not to use the
pathways, identified components of the clinical path-
ways program that we re unclear, inadequately deve l-
oped, and incompatible with other hospital pro g r a m s
and care delive ry processes. Fe a t u res of the organiza-
tion that we re support i ve to pathway implementation
we re identified also.

Lack of Clarity
Program purpose. Three purposes of the clinical

pathway program had been outlined in policy by the
medical executive committee and the hospital:

1. To improve coordination and efficiency of
care;

2. To improve the quality of care in terms of
patient satisfaction and outcomes; and

3. To reduce overall costs of care.
Among the clinical staff (physicians, nurses, and

allied health professionals) a variety of purposes were
perceived, some of which were consistent with those
adopted by program leaders. Yet clinicians expressed
skepticism that clinical pathways were being imple-
mented to improve quality of care. As one physician
noted, “A lot of physicians probably still see them as
primarily cost-cutting proposals, with a suspicion
toward a drop in quality.”

Pathway definition and use. A major finding
was confusion about what constituted the pathway
and what it meant to “use” a pathway. This confusion
made it essentially impossible to accurately count how
often the pathways were being used. Four different
interpretations of what it meant to use a pathway were
found.

First, the steering committee defined a clinical
pathway as “a tool of multidisciplinary patient care
that is a process flowchart of the activities that must
occur in a timely fashion to achieve the anticipated
outcomes within an appropriate length of stay and
resource utilization.” To the steering committee, “use”
of a clinical pathway meant that the form and its asso-
ciated standing orders and variance form were placed
in the patient’s medical record. This was not what use
meant to clinicians. In fact, during interviews some
informants said they were using a pathway, but during
the 3-month data collection period, no one on the
research team was able to locate a pathway in a patient
chart.

Second, many physicians used only the standing
orders component of the clinical pathway. One physi-
cian remarked, “These are just a group of standing
orders . . . and you’re free to add to them or take away
from them or whatever.” One nurse leader com-
mented on the problems created when the pathway
was interpreted as a set of standing orders:

Standing orders is [sic] just a set of medical orders for how
to get this person in gear, whereas a pathway is how their
complete care is going to follow through the system . . . .
Everybody is involved, not just “these are the medical
orders.” So, to me they aren’t the same thing at all.

Some physicians and their office nurses interpreted
the pathway in a third way––as a guideline for writing
orders. One office nurse noted, “They told me just
order what’s on the [pathway].” A physician explained
the benefits of using pathways as guidelines: “They
help . . . get things done that ordinarily might not be
done.” One staff nurse found it confusing when path-
ways were used as guidelines: “I don’t know whether
[the doctors] use it as a reference or what, but some-
times I have seen where they place it on the chart but
do not follow it.”

A fourth interpretation of clinical pathway was
to use it as a standard of care. One clinician noted that
pathways “ensured that patients wouldn’t fall between
the cracks and not receive a very important part of
care.” However, a directive included in an educational
packet distributed to nurses cautioned them not to use
the pathways as a standard of care: “Clinical pathways
do not represent a standard of care. They are guide-
lines for consideration which may be modified accord-
ing to the individual patient’s needs.”

Regardless of how pathway program leaders or
clinicians defined clinical pathways, pathways were
not always perceived as useful and often carried a neg-
ative connotation. Some staff nurses resisted using the
three-part pathways, saying, “Oh no, one more thing
to do.” Some nurses were glad physicians didn’t order
pathways; as one nurse said, “Thanks. I’m glad I don’t
have to worry about that because it’s another piece
that I have to document on that has no meaning for
me.” Finally, during a field observation one staff nurse
indicated that using pathways created bad feelings
among disciplines: “The pathway is actually using
nursing to get the [physicians] to do their job.”

Pathway procedures. Clinicians were unsure
about who was supposed to initiate pathways—admit-
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ting physicians, physicians in the emergency room,
physicians’ office staff, or unit staff nurses. One physi-
cian’s comment indicated that pathways were not con-
sistently initiated in the emergency room:

My pneumonia [patient] that came in through the emer-
gency room, they didn’t put her on a pathway there. So I
put her on a pathway. Now . . . the nurses have to take her
off all these orders, re-enter all this stuff, put her on the
pathway. Why didn’t the ER doc who was seeing her for
the community-acquired pneumonia go to the pathway?

One nurse commented that the biggest problem for
her unit “is getting the [physicians’] offices to know
about them and for the physicians to actually use
them.”

Nurses we re confused about what to do when the
physician orders didn’t match the pathway, as conve ye d
by this statement: “Sometimes we will get a set of re g u-
lar orders with the standing orders and the pathway,
then have to call and clarify, ‘Which do you want?’”
Another difficulty was re p resented on the CHF path-
w a y. The clinical pathway was divided into thre e
phases, but the standing order form included orders for
phase 1 only; none of the items of care outlined for
phases 2 and 3 we re on the order form. There we re eve n
d i f f e rent interpretations of how the standing order form
was to be filled out. A member of the steering commit-
tee explained that physicians check the pathway items
they want ord e red, so if something on the standing
o rders is not checked, it is not ord e red. But another
member of the steering committee said, “If things yo u
d o n’t want done are on the pathway, you would have to
c ross off the things you don’t want.” If steering com-
mittee members had different interpretations, it is not
surprising that others we re confused also.

Another point of confusion related to who was
responsible for monitoring patients after they were
put on a pathway—physician, case manager, staff
nurse, or utilization review coordinator. A nurse lead-
er’s opinion was that it was “case management’s role to
provide that length of stay ‘driver.’” A department
head used the term “pathway police” when referring to
the monitoring responsibility and asked, “Should it be
up to the case management nurse to make sure that
the docs are doing the pathway orders or keeping
them on the pathways, or is it the staff nurse role?”
She responded, “That hasn’t been worked out yet.”

Fi n a l l y, there was confusion about the defin i t i o n
and meaning of variance analysis. For the steering com-

mittee, variance meant “the difference between what is
expected and what actually happens,” which carried a
p o s i t i ve connotation because it was a way to identify
the need to evaluate and possibly revise aspects of the
pathway or the hospital system. For clinicians, how-
e ve r, variance carried a negative connotation, and they
we re confused about what to do when a va r i a n c e
o c c u r red. A clinical nurse specialist (CNS) explained,
“ [They] think if they fill that out they’re admitting to
bad care. They feel like they’re going to have to turn
a round and make out an incident re p o rt . ”

Inadequate Development of Program 
Components

Accountability. Particularly troublesome was the
difference in perceptions of who was accountable for
the clinical pathways program. According to policy
and as one administrator explained, accountability
resided with the medical executive committee, which
delegated responsibility and accountability to a physi-
cian and CNS who co-chaired the steering committee.
Although the policy did not list the co-chairs’ respon-
sibilities, the CNS co-chair estimated that she spent
40%–45% of her work time on the clinical pathways
program. She described her role as
■ working with each pathway development commit-
tee to develop new pathways and revise old pathways;
■ educating staff about pathways;
■ serving as the central information source and point
of contact for the clinical pathways program, and
■ establishing the agendas for and running the steer-
ing committee meetings.

The physician co-chair described his responsibil-
ities as “encouraging other physicians to use the path-
ways,” noting that the CNS co-chair “did 99% of the
w o rk.” Each pathway development was also co-
chaired by a physician “champion” and a nurse.
Although hospital policy assigned program account-
ability to physicians, data collected during interviews
and observations showed that physicians did not con-
sistently assume accountability for the program or for
pathway development, as indicated pre v i o u s l y. A
physician champion of one pathway development
committee said, “I was contacted, but I don’t have
time to be on the committee, [the nurse co-chair]
showed me the path and I said, ‘Looks okay to me.’ ”
Perhaps one physician champion’s comment best con-
veyed that most physicians champions did not assume
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accountability for developing pathways: “[The physi-
cian champions] are the token physicians. . . . I’m a
figurehead. We do PR.” The PTCA physician co-chair
was the exception. He led the development and truly
championed the use of that pathway.

Data further showed that physicians had not
assumed accountability for initiating use of pathways.
According to policy, pathways could be used only
when ordered by a physician, but physicians were not
ordering them. One physician’s comment indicated
that he did not believe the pathways were intended for
his use: “I think it is good for the interventions for
physical therapy, occupational therapy, and nursing.
The nursing interventions are good.” A nurse on the
orthopedic unit confirmed the problem: “Doctors
have to order it for us to use it. . . . But the problem
is getting the doctors to use it.” One nurse leader’s
comment captured what appeared to be the discrep-
ancy in accountability:

Maybe the people who are committed to it aren’t the peo-
ple who work it, if you know what I mean. Maybe admin-
istration is committed to pathways, but maybe the
medical staff has got to be totally committed to the path-
ways in their area, or you’re just not going to have it.

Challenges with education. The educational
component of the clinical pathway program was per-
ceived by many to have been inadequate. Pathway
program leaders used several approaches to educate
physicians about the pathways, including informa-
tional letters, distribution of new pathways, formal
(but sometimes as brief as 10-minute) presentations
by physician champions at department and quarterly
staff meetings, an hour-long continuing medical edu-
cation (CME) presentation by a national speaker, and
ad hoc presentations, as opportunities arose. Still, we
heard this comment from one physician:

But [we] haven’t had in-servicing or ‘Here’s what the path-
way is and here’s how it should run, here’s what we hope
the benefits to be and we will try to quantify those bene-
fits.’ . . . We’ve seen the forms and I know we’ve seen
what’s on them but I can’t tell you how we got that.”

Another physician commented, “I didn’t think the con-
g e s t i ve heart failure pathway got adve rtised ve ry we l l . ”

Pathway leadership and nurses described numer-
ous nursing educational activities. Howe ve r, for almost
e ve ry educational activity a nurse described, someone
mentioned its limited impact. Fu rt h e r m o re, it appeare d
that the education for allied health professionals was spo-

radic or absent. A pharmacist commented on the CHF
pathway: “I never saw it marketed or ‘s o l d .’” During an
i n t e rv i ew, when asked if she had used the pneumonia
p a t h w a y, one re s p i r a t o ry therapist replied, “I didn’t know
we had one for re s p i r a t o ry use.” A unit clerk explained,
“ I ’ve had no formal education as to use of the pathway. ”

Incentives. Although the steering committee
had developed incentives to recognize contributions
to development of pathways and to encourage their
use, once again, this component of the program was
perceived as inadequate. A variety of incentives to
motivate physicians to order pathways were described.
The associate medical director stated, “The biggest
incentive for any physician to use [the pathway] is 
if . . . we have data to show them it works.” A staff
physician concurred:

To gather enthusiastic support, there’s gotta be some ben-
efit for the physicians . . . whether it is in financial fash-
ion, quality of care for their patients, or an improvement
in their ability to manage patients effectively.

Another physician stated:
There really isn’t [any benefit] for now, other than the effi-
ciency and then indirectly I think we perceive there is a
benefit because we can say to our patients, to the hospital,
to the insurance companies that we have a very efficient
total joint program.

Physicians who ordered pathways were recog-
nized by being entered into a monthly drawing for a
gift certificate and into an annual drawing for a
$2,000 CME scholarship. The program did not
appear to be working; the use of pathways had not
increased. One physician summed up the incentive
program this way: “There were some perk-type of
incentives but nothing with any teeth.” One adminis-
trator posited, “Maybe if there was some way it was
tied to their credentialing or their privileging. I hate to
see it be a financial incentive.”

There were few or no incentives for other clini-
cians. One member of the steering committee thought
there was an incentive program for nurses: “It’s my
assumption that the nursing staff on a unit that helped
with implementation also get in a drawing.” But oth-
ers told a different story: “[The physicians] had mon-
etary incentives to utilize the pathway. . . . Nursing
didn’t have that.” The steering committee co-chair
tried to make up for the lack of a formal incentive pro-
gram for nurses: “My thing is to make sure that it gets
on [the nurse’s] evaluation.” No one spoke of incen-
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tives to recognize allied health professionals who con-
tributed to pathway development or use.

Incompatible Systems
Duplicate documentation. Less than 2 years

before implementing clinical pathways, the nursing
department began using a new nursing clinical prac-
tice model to guide nursing care delivery and docu-
mentation. Using clinical pathways as a
documentation tool was perceived as incompatible
with this model, for it violated the contract with the
model developer. As a result, nurses were required to
document on both the clinical pathway and the prac-
tice model documentation form. One nurse summa-
rized the issue: “They can document on the clinical
pathway, but it doesn’t take the place of other docu-
mentation tools.”

P h ysicians’ offices. Another incompatibility
was due to the hospital’s loose coupling with the
physicians’ offices. One nurse leader pointed out that
physicians’ office staff, who routinely called or tele-
faxed admission orders to the hospital, had received
little education:

One of the biggest things that kept it from being success-
ful is lack of education on the office staff ’s part. . . . You
work very hard to get this group together, including
physicians, and they don’t take the information back to
their offices.

Summary
Lack of clarity, program inadequacies, and

incompatibilities meant that clinicians were not able
to make sense of the clinical pathways program. They
had not developed shared meaning about the pro-
gram, their role in it, or its potential benefits. Despite
what might appear to be formidable odds against ever
having a successful clinical pathways program, respon-
dents identified small successes and noted hospital fea-
tures that supported further implementation.

Pathway Progress and Institutional Strengths 
Program success. Two views of program success

emerged from the data. The first was that care delive ry
had been changed. One administrator felt that the pro-
gram had been partially successful because he “hadn’t
h e a rd the physicians complaining” about the path-
ways. Clinical pathways we re also changing care deliv-
e ry by ensuring multidisciplinary care; as a physician

commented, “It’s probably more positive for the
patient because automatically these people are going to
get drawn in . . . and . . . it’s going to add more con-
sistency to the patient in terms of education, which is
ve ry important.” A nurse case manager noted, “T h e
nurses are more prone to get things done.” Another
nurse described PTCA pathway success: “The elements
of the pathway are happening. . . . We educated the
staff on the pathway, . . . [on] the process they are to
f o l l ow when the patient first comes out [of the cath
lab].” These practice activities we re occurring without
placing pathways in charts. Yet, one occupational ther-
apist disagreed that the program had succeeded: “I
c a n’t say I do anything different with the patient that is
on the clinical pathway than the patient that is not on
the clinical pathway . . . To me, it’s just . . . one more
piece of double documentation.”

The second view of success was that the desired
goals had been attained. The goals of the project were
to improve efficiency and quality of care and to reduce
costs of care. The policy outlined that “lengths of stay,
costs, and patient satisfaction would be evaluated . . .
e ve ry 3–6 months.” Most of those interv i ewe d
thought it was too early to assess outcomes; as some-
one stated, “We just haven’t had enough time, enough
volume . . . to draw those conclusions yet.” A depart-
ment director noted, “Implementation hasn’t really
happened yet.” A physical therapist had the same per-
ception: “I don’t know whether it’s been successful or
not. I think my measure of success would be whether
the patients left the hospital and went home according
to the schedule on the pathway.”

Some respondents were able to list pathway out-
comes. The total hip/knee replacement pathway “cut
our length of stay.” An outcome of the PTCA pathway
was that “patients used to stay in four or five different
beds . . . use four or five different laundry loads from
staying in different rooms. Now . . . they have a room,
they go out, they come back, it’s very efficient. So that
was really a success.” Another comment about the suc-
cess of the PTCA pathway was, “We’ve definitely had
a decreased length of stay.” Yet when the co-chair
reported PTCA pathway outcomes to the steering
committee—“a cost avoidance of $131,000 for 6
months in 1998”— an administrator cautioned that it
was difficult to determine what the savings meant. No
indicators of program success were noted for the CHF
and pneumonia pathways.
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Favorable clinician attitudes. Some, but not all,
clinicians had favorable attitudes about the pathways.
A staff nurse explained, “They are great, provide us
with outlines for patient care. . . . I’ve seen two in the
last 6 months. They worked well when they were
used.” An orthopedic surgeon remarked:

I think the thing that makes it most successful was the
input of everybody that’s involved with it. . . . There’s not
one person telling you how you have to do it, but every-
body agreeing on what’s best to get the task done, and
with good efficiency and good outcome.

A nurse leader for the orthopedic unit agreed: “There’s
commitment from everybody, from the medical staff
and the nursing staff both, to keep [the pathways] up
to date, keep them current . . . and therefore to use
them.” A physical therapist said, “I think it’s been
accepted well. . . . It helps with the team approach and
everyone knows what the other person is doing or sup-
posed to be doing.” One physician who had used the
pneumonia pathway was also positive: “It gets the
doctors ordering stuff. And the pathway lists proper
follow-up. . . . There should be a pathway for every
diagnostic category. . . . These should have been
implemented a long time ago.”

A number of clinicians who had used pathways
at other institutions were enthusiastic about clinical
pathways but disappointed with the program at this
hospital. One commented:

When they said pathways my eyes lit up, ‘Yeah, path-
ways!’ I was disappointed when I saw what they were. . . .
To me, pathways are very outcome driven . . . and I feel
our pathways, I’m just not sure what they do. I’m not sure
where they fit in. I’m not sure what influence the nurse
has on them.

Another clinician summarized her experience with
pathways at another institution: “I really believe the
pathway is wonderful if you use it right. . . . The out-
come is great. The pathway is almost the nursing
p r a c t i c e . ”

Case management department. A few months
before data collection began, the hospital had refor-
mulated its social work department into a case man-
agement department, adding personnel with varied
professional backgrounds to function in the case man-
ager role. This provided an opportunity to enhance
pathway implementation. The department director
described the department’s current position:

At this point I don’t think they feel like they even know
what a pathway looks like or what to do with it. So, it’s

going to take some education on my part to take this back
to them and help them understand.

Others also were seeing the potential for case manager
involvement; for example, “I wonder if case manage-
ment will [push the pathways]? . . . That might be a
way that it would make a difference.” One nurse was
hopeful: “I think having case managers there will help
patients who fall between the cracks. And that may be
one way, too, for them to see if there is a pathway on
the chart.”

Administrative support . T h e re was stro n g
a d m i n i s t r a t i ve support for the program, as one
respondent noted: “It seems [the hospital] is commit-
ted to it, administration is committed to pathways.”
The CNS co-chair of the steering committee devoted
about 40% of her time to this project, and other per-
sonnel, including clerical staff, also devoted consider-
able time to the effort. Financial resources were
designated to underwrite the incentive and educa-
tional programs.

Information system. Several respondents com-
mented on the hospital’s sophisticated medical infor-
mation system. Already this system was being used to
generate a semiannual summary of patient outcomes
with comparative data for each physician. The med-
ical director described the outcome reporting system
as follows: “I don’t know if any other institution in
town mails out outcomes information at the sophisti-
cated level that we do. . . . We have a reputation for
setting standards.” Another physician praised the
medical information system:

The medical staff office has the best severity adjustment
s o f t w a re in the city and they’re producing re p o rts. So I’m
hopeful that we’re going to get some data to actually show
that, ‘Gee, doctor, these pathways, it’s faster.’ They also
h a ve a good computer system at the hospital, a lot better
than a lot of the other hospitals. So I think it makes things
like generating a customized re p o rt . . . a lot more possible.

D i s c u s s i o n
Implementation of clinical pathways in this commu-
nity hospital had not progressed in the linear fashion
posited by Rogers.12 Although some pathways were
being used, difficulties had been encountered with all
four pathways. The innovation had not been re-
defined and restructured to fit the context. This was
most evident relative to documentation. Nurses and
allied health professionals voiced their dissatisfaction
because double documentation was required when
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using pathways. Pathway leaders concurred, yet they
did not resolve the problem. One other problem was
noted with the format of pathways, but the concern—
discrepancy in the number of phases of care listed on
the pathway and the associated physician ord e r
form—was limited to the CHF pathway. No concerns
were expressed about the format or content of the
other three pathways.

Confusion persisted into the clarifying stage, the
point at which shared meaning about an innovation is
usually socially constructed. Clinicians had different
and sometimes conflicting interpretations of what it
meant to use a pathway, who was supposed to initiate
a pathway, the purpose of variance analysis, and so on.
For some, the pathways carried a negative connota-
tion—more work with no tangible outcome. For oth-
ers, the connotation was positive—an opportunity to
improve clinical or cost outcomes. Perhaps some of
the inconsistency in meaning was related to the high
degree of uncertainty about pathway accountability,
how pathways fit in with other patient care proce-
dures, and whether pathways would have the desired
outcomes. In light of these problems, it is not surpris-
ing that routinization (that is, regular use of the path-
ways) had not been attained.

Van de Ven’s13 characterization of the innovation
process as a messy, complex progression of events was
borne out in the implementation of the clinical path-
ways program at this hospital. Many people were
engaged in the program, but not all of them were at
the same place in their understanding or commit-
ment. Some stated that the care processes outlined in
the pathways were being used, even though they did
not place paper copies of the forms on the patients’
charts. Comments indicated that nurses and physi-
cians on the obstetrics unit found a way to adapt the
innovation to their preferences and overcome con-
straints that negatively affected use of the four path-
ways we studied.

One ingredient of successful innova t i o n s
described by Van de Ven13 was an internal or external
shock to the organization. This ingredient appeared to
be missing in this setting. Although the executive
team of the hospital had proposed the program in
response to a challenge to save $3 million in 3 years,
this impetus was not perceived to be of shock status
among clinicians and maybe not even among the exec-
utive team. Another finding consistent with Van de

Ven’s study of innovation was that no matter how sup-
portive they were, hospital administrators had not
been able to ensure program success. Nonetheless,
they continued to allocate resources to the clinical
pathways program and to be interested in the pro-
gram’s progress.

It is interesting to consider our findings in light
of a growing body of literature about the influence of
organizational context and organizational change
p rocesses on clinical guideline implementation.
Authors have recently noted that use of clinical prac-
tice guidelines depends not only on changing individ-
ual clinician behavior but also on differences in
hospital environments, impact of organizational struc-
t u re and dynamics, and use of formal change
processes.23–25 Roberts reported that within one 18-
hospital health system that promoted the use of clini-
cal practice guidelines, only 3 hospitals successfully
integrated guidelines into their care processes.26 His
analysis of these 3 hospitals revealed the importance of
financial, physician, and management culture to the
probability of success. In our study the degree of suc-
cess in using clinical pathways (a type of clinical prac-
tice guideline) varied across clinical units, even within
one hospital. And it is worth noting that this commu-
nity hospital had employed several change processes
that have been suggested in the literature. These
included multidisciplinary teams, physician champi-
ons, educational programs, and pilot testing of path-
ways.23,26–28 Yet the hospital was unable to achieve the
desired level of pathway use.

R e c o m m e n d a t i o n s
The findings of this study suggest several approaches
to enhance clinical pathway implementation. First,
sufficient representation from clinicians and physi-
cians’ office staff is needed as pathways are developed
and pilot tested, as pathway educational activities are
planned and provided, and as implementation prob-
lems are analyzed and solved. Deliberate engagement
of clinicians to determine the who, what, where,
when, and how of pathway use can help ensure that
the pathways are useful for and usable by all disci-
plines. A step-by-step walk-through of each pathway,
even before it is tested with patients, can be used to
foster interaction and understanding about the path-
way. Subsequent pilot testing will provide more infor-
mation to enhance pathway use. A steering committee
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member in our study explained that this approach
helped increase use of the vaginal delivery pathway in
the study hospital: “We had so much involvement
with the [physician and nursing] staff in creating [the
vaginal delivery] pathway that I thought, ‘Boy! That
was time well spent.’” Focus groups to generate dis-
cussion might be useful during pilot testing and early
use of pathways. This medium provides a forum for
people to hear about one another’s experiences and
ideas and could generate information about how well
pathways are working and how their use could be sup-
ported further. It might also be helpful to seek input
from clinicians who have worked at other agencies,
where pathways were successful, to assess their percep-
tions of why the pathways were successful there and
consider similar approaches.

Educational efforts that foster engagement with
the new information will support use and provide
repeated opportunities to enhance clarity of a clinical
pathways program. In today’s leanly staffed hospitals
and physician offices, standard in-service approaches
may not work. Instead, posters, handouts, and other
self-paced learning packets might be effective alterna-
tives. Those hospitals that have developed a presence
on the Web can develop interactive Web-based learn-
ing modules. Asynchronous discussion groups and
chat rooms can also be used to promote problem solv-
ing about the pathways. But even then, there must be
opportunities for repeated learning and reinforce-
ment. Sw a i n’s description of a compre h e n s i ve
approach for education when implementing clinical
pathways is an excellent example to follow.28 He iden-
tified four educational program components—audi-
ence, content, format, and assessment—and offered
s p e c i fic suggestions for involving all stakeholders
throughout the implementation process.

Careful attention must be given to how the clin-
ical pathways program fits into other organizational
programs and initiatives. If using clinical pathways is
not compatible with current care protocols and prac-
tices, the pathways are less likely to be used. Similarly,
after the clinical pathways program has been imple-
mented, as subsequent new initiatives are launched,
care must be taken to link the clinical pathways pro-
gram with them and ensure compatibility.

Implementation of a clinical pathways program
is, as suggested by Van de Ven, “an accretion of
numerous events performed by many people over an

extended period of time.”13(p 275) Thus, the implemen-
tation plan and time frame should be flexible, allow-
ing for setbacks and for different organizational units
to modify the innovation to fit their circumstances.
An iterative approach to implementation can foster
organizational learning and shared meaning about
clinical pathways and, ultimately, long-term success.

In the study hospital, pathways introduced as
part of a larger effort to improve care were more read-
ily received. Focusing on how pathways help “improve
care for patients” rather than teaching “how to use a
new form” will most likely be more meaningful for
clinicians. Taking better care of patients does make
sense to them.

Finally, feedback, recognition, and rewards are
part of the material from which individuals make
sense of organizational activities. It is common knowl-
edge that feedback is an essential component of
behavior change. Detailed and factual feedback about
implementation progress (positive and negative) and
solicitation of clinicians’ perceptions of the pathways
is important, particularly when difficulties have been
encountered and dissatisfaction with the pathways has
been voiced. As pathway use increases, feedback about
the outcomes achieved will further support imple-
mentation and routinization. If incentives are used to
encourage or reward pathway use, it will be important
to determine in advance what incentives are meaning-
ful to clinicians and what incentive mechanism is con-
sistent with the facility’s usual compensation and
reward systems.

Po s t s c r i p t
About 15 months after study findings and re c o m m e n-
dations we re presented to the clinical pathways steering
committee and the medical exe c u t i ve committee, we
re c e i ved an e-mail from a steering committee member.
She began as follows: “I am so happy to let you know
that administration really did look at your study and
your recommendations. We have radically changed our
p rocess of developing and implementing pathways.”
She went on to explain that they had disbanded the
clinical pathways steering committee. It was re p l a c e d
with four service-based interd i s c i p l i n a ry clinician
teams that became champions for the pathways. Ol d
clinical pathways we re revised and new ones we re
d e veloped; all we re put online, and even the pneumo-
nia and CHF pathways we re being used. Computeri-
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zation enabled staff to complete their documentation
online and also provided a database so that costs and
reimbursement for care could be analyzed for pathway
patients. She summarized the pro g r a m’s status at that

time: “We we re able to save the hospital $900,000 in
the last 6 months by using pathways . . . we still have
some hurdles and roadblocks to get through, but it
seems to be clicking better now.” J
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