
Why Is It So Difficult to Get Rid of Bad Guidelines? 
 
My colleagues and I recently published a manuscript in the Southwest Journal of 
Pulmonary and Critical Care examining compliance with the Joint Commission of 
Healthcare Organization (Joint Commission, JCAHO) guidelines (1). Compliance 
with the Joint Commission’s acute myocardial infarction, congestive heart failure, 
pneumonia and surgical process of care measures had no correlation with 
traditional outcome measures including mortality rates, morbidity rates, length of 
stay and readmission rates. In other words, increased compliance with the 
guidelines was ineffectual at improving patient centered outcomes. Most would 
agree that ineffectual outcomes are bad. The data was obtained from the 
Veterans Healthcare Administration Quality and Safety Report and included 
485,774 acute medical/surgical discharges in 2009 (2). This data is similar to the 
Joint Commission’s own data published in 2005 which showed no correlation 
between guideline compliance and hospital mortality and a number of other 
publications which have failed to show a correlation with the Joint Commission’s 
guidelines and patient centered outcomes (3-8). As we pointed out in 2005, the 
lack of correlation is not surprising since several of the guidelines are not 
evidence based and improvement in performance has usually been because of 
increased compliance with these non-evidence based guidelines (1,9).  
 
The above raises the question that if some of the guidelines are not evidence 
based, and do not seem to have any benefit for patients, why do they persist? 
We believe that many of the guidelines were formulated with the concept of being 
easy and cheap to measure and implement, and perhaps more importantly, easy 
to demonstrate an improvement in compliance. In other words, the guidelines are 
initiated more to create the perception of an improvement in healthcare, rather 
than an actual improvement. For example in the pneumonia guidelines, one of 
the performance measures which have markedly improved is administration of 
pneumococcal vaccine. Pneumococcal vaccine is easy and cheap to administer 
once every 5 years to adult patients, despite the evidence that it is ineffective 
(10). In contrast, it is probably not cheap and certainly not easy to improve 
pneumonia mortality rates, morbidity rates, length of stay and readmission rates.  
 
To understand why these ineffectual guidelines persist, one needs to understand 
who benefits from guideline implementation and compliance. First, organizations 
which formulate the guidelines, such as the Joint Commission, benefit. 
Implementing a program that the Joint Commission can claim shows an 
improvement in healthcare is self-serving, but implementing a program which 
provides no benefit would be politically devastating. At a time when some 
hospitals are opting out of Joint Commission certification, and when the Joint 
Commission is under pressure from competing regulatory organizations, the Joint 
Commission needs to show their programs produce positive results. 
 
Second, programs to ensure compliance with the guidelines directly employ an 
increasingly large number of personnel within a hospital. At the last VA hospital 
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where I was employed, 26 full time personnel were employed in quality 
assurance. Since compliance with guidelines to a large extent accounts for their 
employment, the quality assurance nurses would seem to have little incentive to 
question whether these guidelines really result in improved healthcare. Rather, 
their job is to ensure guideline compliance from both hospital employees and 
nonemployees who practice within the hospital.  
 

Lastly, the administrators within a hospital have several incentives to preserve 
the guideline status quo. Administrators are often paid bonuses for ensuring 
guideline compliance. In addition to this direct financial incentive, administrators 
can often lobby for increases in pay since with the increase number of personnel 
employed to ensure guideline compliance, the administrators now supervise 
more employees, an important factor in determining their salary. Furthermore, 
success in improving compliance, allows administrators to advertise both 
themselves and their hospital as “outstanding”.  

In addition, guidelines allow administrative personnel to direct patient care and 
indirectly control clinical personnel. Many clinical personnel feel uneasy when 
confronted with "evidence-based" protocols and guidelines when they are clearly 
not “evidence-based”. Such discomfort is likely to be more intense when the 
goals are not simply to recommend a particular approach but to judge failure to 
comply as evidence of substandard or unsafe care. Reporting a physician or a 
nurse for substandard care to a licensing board or on a performance evaluation 
may have devastating consequences.  

There appears to be a discrepancy between an “outstanding” hospital as 
determined by the Joint Commission guidelines and other organizations. Many 
hospitals which were recognized as top hospitals by US News & World Report, 
HealthGrades Top 50 Hospitals, or Thomson Reuters Top Cardiovascular 
Hospitals were not included in the Joint Commission list. Absent are the Mayo 
Clinic, the Cleveland Clinic, Johns Hopkins University, Stanford University 
Medical Center, and Massachusetts General.  Academic medical centers, for the 
most part, were noticeably absent. There were no hospitals listed in New York 
City, none in Baltimore and only one in Chicago. Small community hospitals were 
overrepresented and large academic medical centers were underrepresented in 
the report. However, consistent with previous reports, we found that larger 
predominately urban, academic hospitals had better all cause mortality, surgical 
mortality and surgical morbidity compared to small, rural hospitals (1).  

Despite the above, I support both guidelines and performance measures, but 
only if they clearly result in improved patient centered outcomes. Formulating 
guidelines where the only measure of success is compliance with the guideline 
should be discouraged. We find it particularly disturbing that we can easily find a 
hospital’s compliance with a Joint Commission guideline but have difficulty 
finding the hospital’s standardized mortality rates, morbidity rates, length of stay 
and readmission rates, measures which are meaningful to most patients. The 
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http://www.100tophospitals.com/top-cardio-hospitals/


Southwest Journal of Pulmonary and Critical Care/2011/Volume 3 143

Joint Commission needs to develop better measures to determine hospital 
performance. Until that time occurs, the “quality” measures need to be viewed as 
what they are-meaningless measures which do not serve patients but serve 
those who benefit from their implementation and compliance. 
 
Richard A. Robbins, M.D.  
Editor, Southwest Journal of Pulmonary and Critical Care 
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