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Hospitals now have new options to consider in 
the way they report on the ORYX performance 
measures, according to the Oakbrook Terrace, 

Ill-based The Joint Commission (TJC). While hospitals 
will still need to report on six sets of core measures, the 
accrediting agency explains that hospitals will no longer 
be mandated to report on acute myocardial infarction, 
heart failure, pneumonia, and surgical care improvement 
project (SCIP). The only measure set 
that will be mandatory for 2015 is 
perinatal care, and that is only for 
hospitals that have at least 1,100 
live births per year. Other than the 
perinatal care requirement, hospitals 
will be able to select from the full 
complement of core measure sets.

In addition to these changes, 
accredited hospitals will be able to 
meet reporting requirements by 
submitting quarterly data in any one 
of three different ways, according to 
TJC:

• Reporting on six sets of 12 chart-abstracted 
measures;

• Reporting on six sets of seven electronic clinical 
quality measures;

• Reporting on six measure sets using a combination 
of chart-abstracted measures and electronic clinical 
quality measures.

In light of the altered reporting requirements, TJC is 
temporarily suspending the Performance Improvement 
(PI) standard PI.02.01.03, requiring hospitals to improve 

TJC: New reporting changes give hospitals
added flexibility on core measures
Changes should help smaller facilities showcase their strengths

their performance on the ORYX measures, and Element 
of Performance (EP), requiring that accredited hospitals 
achieve a composite rate of at least 85% on the ORYX 
measures, because with the different ways that hospitals 
can meet the reporting requirements, the data will 
no longer have the same level of comparability to the 
previous year’s metrics. However, TJC notes that these 
requirements are likely to be reinstated in the future. 

Jeannie Kelly, RN, MHA, LHRM, a 
quality assurance consultant at Soyring 
Consulting in Tampa, FL, suggests 
that these reporting changes are mostly 
good news for hospital administrators. 
“Hospitals have been channeling their 
resources into maximizing the outcomes 
for the mandated measures. However, 
in the past, these measures did not 
always reflect the strengths of [specific] 
hospitals,” she says. “Now, hospitals can 
focus on areas of success.”

Kelly adds that community hospitals, 
in particular, stand to benefit from the 

reporting changes. “Comparing teaching hospitals to 
community hospitals is like comparing apples to oranges. 
They both provide needed services, but you can’t expect 
a small community hospital to perform well on SCIP 
measures as compared to a large teaching hospital,” she 
observes. “Now the smaller hospitals can focus on other 
measures that more reflect their actual patient base. The 
global measurements of the past weren’t really distinct 
reflections of these smaller hospitals.”

In general, smaller hospitals have had a tougher time 
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with the ORYX measures because 
they don’t have the resources of 
their larger cousins, offers Kelly. 
“The quality director [at a smaller 
hospital] may also function as the 
risk manager and the infection 
control guru,” she says. “Smaller 
hospitals struggle to produce data 
that accurately reflect their successes. 

They may not have the executive 
support or financial resources to 
change data collection practices at 
their facilities.”

Kelly’s advice to hospital leaders 
that have traditionally struggled 
with the ORYX measures is to focus 
on areas of success that reflect their 
patient base; this way, they will 

be able to showcase their facility’s 
strengths in care delivery.  n
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Leana Wen, MD, MSc, an 
emergency medicine physician 

and the director of Patient-Centered 
Care Research at George Washington 
University in Washington, DC, has 
spent a lot of time talking about 
how patients can do a better job of 

advocating for themselves when they 
interact with the health care system. 
Her book, When Doctors Don’t 
Listen: How to Avoid Misdiagnoses 
and Unnecessary Testing, (St. Martin’s 
Press) is now out in paperback. 

However, Wen also readily 

acknowledges that providers are a 
big part of this equation as well. 
“Doctors and patients together are 
in a health care system that is not 
ideal. We know that our health care 
system rewards us to do more to 
people rather than for them,” she 
explains. “We know that doctors are 
under more pressure than ever before 
to see more patients in less time, 
and we know that patients are not 
happy about this — and neither are 
doctors.”

Nonetheless, recognizing the 
constraints within the current 
health system, Wen notes that there 
are things emergency medicine 
personnel can do to facilitate a more 
effective and responsive health care 
experience for patients. For instance, 
she recommends that nurses take the 
time to encourage patients to think 
in advance about the information 
that they need to convey to the 
medical provider. “Some patients 
may not be able to prepare their 
story because they have been in a 
car accident or another emergency 
situation, and there is no time,” she 
says. “But otherwise, there is almost 

To avoid misdiagnoses and  
unnecessary care, take the time  
to engage patients, listen to their concerns

EXECUTIVE SUMMARY

Despite time constraints and other pressures, emergency personnel can 

improve both outcomes and patient satisfaction by taking the time to engage 

patients in decisions about their care, according to Leana Wen, MD, MSc, 

an emergency medicine physician and the director of Patient-Centered Care 

Research at George Washington University in Washington, DC. Wen has 

written a book aimed at helping patients advocate for themselves, but she also 

notes that many emergency providers could be doing a better job of asking 

patients about their concerns.

• Wen advises nurses and other emergency staff to prompt patients to 

organize their thoughts and prepare questions while they are waiting to see 

the provider.

• She also urges providers to explain to patients why they are doing certain 

tests or procedures. This can help providers avoid unnecessary steps, and to 

formulate a better plan of care.

• With respect to patient satisfaction, Wen acknowledges that some patients 

may not be happy when they are denied antibiotics or other care that they 

are requesting, but she notes that such concerns are usually assuaged when 

providers take the time to explain why the requested test or prescription is not 

advisable.
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always some time that patients have 
while they are waiting to speak to 
the providers.”

Nurses can, for example, 
encourage patients to write down key 
elements of their story, and, possibly, 
even rehearse it with family members 
or friends who may be with them in 
the ED, says Wen. This can help to 
ensure that patients are able to tell 
their whole story when the doctor 
arrives. “Similarly, if patients have 
questions, they can write these down 
while they are in the waiting area so 
that they are as prepared as possible,” 
adds Wen.

Along the same lines, the 
triage nurse or tech can encourage 
patients to write down a list of the 
medications they are on as well as 
any medical conditions that they 
have. “All of these things will 
save time for the provider and, 
therefore, enable the provider 
to spend more time listening,” 
observes Wen. 

A big frustration for providers 
is when patients struggle to 
coherently explain what medical 
conditions or problems they 
have, notes Wen. However, 
with prompting by emergency 
personnel, patients can be 
encouraged to effectively use their 
waiting time to organize their 
information and prepare. 

Engage patients

in decision-making

Providers themselves can do a 
better job of engaging their patients 
in shared decision-making, advises 
Wen. “Explain to your patient why 
you are doing certain tests,” she 
says. “Explain what it is you are 
looking for and what is the most 
likely diagnosis. That helps the 
patient understand, and it also helps 

the patient engage with you in the 
thought process.”

This type of communication 
can help to avoid repeat tests or 
other unnecessary procedures, notes 
Wen. For example, she explains if a 
physician tells a patient that he plans 
to do a computed tomography (CT) 
scan to check for appendicitis, this 
gives the patient an opportunity to 
point out that she had her appendix 
removed 20 years earlier. It’s an 
unnecessary test avoided and money 
saved. 

It is also important for the 
provider to ask the patient what he 
or she is most concerned about, says 
Wen. “Often what they are most 
concerned about is not anything we 

may have even considered,” she says. 
“For someone with chest pain, we 
may be thinking ‘are they having a 
heart attack,’ but maybe the patient 
is concerned about a gallbladder 
problem because he may have had a 
similar attack that was painful in the 
same area.”

By asking a patient about his 
or her concerns, the provider can 
get crucial information that can be 
helpful in formulating an effective 
plan of care, observes Wen. “We in 
emergency medicine have to rule 
out life-threatening problems, but 
we also have to think about what 

is the likely cause of what is going 
on,” she explains. “It is not just that 
somebody has syncope. What caused 
the syncope and how do we address 
that?”

By engaging with the patient, 
providers have a better chance 
of avoiding misdiagnoses and 
unnecessary tests and procedures, 
notes Wen. For example, in her 
book, Wen describes the case of 
a man who presented to the ED 
with chest pain, and proceeded 
to undergo a whole series of tests 
and procedures to confirm that he 
did not have a heart attack or a 
pulmonary embolism. However, the 
patient suffered complications from 
all the tests. 

“If the providers had spent more 
time talking to the patient, they 
would have figured out that he 
had been moving boxes and that 
he literally had a muscle strain,” 
observes Wen. “All of these things 
happened as a result of not listening 
to what the patient had to say in the 
first place.”

Take the time

to explain ‘why’

While there has been 
considerable grumbling among 
providers about the growing focus 
on patient satisfaction measures, 
Wen believes that attention to the 
patient experience is long overdue. 
“Ultimately what we really need to 
do is design a health care system and 
an emergency care system with the 
patient in mind,” she says. 

With regard to provider 
complaints that metrics for patient 
satisfaction may unfairly penalize 
them for denying unnecessary 
procedures or prescriptions to 
patients who demand them, Wen 
suggests that such concerns may 
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be overblown. “Yes, you do have 
patients coming in saying that they 
need antibiotics and if you don’t 
give them antibiotics they are going 
to go to somebody else. That is 
possible,” she says. “But in the vast 
majority of cases, [the problem] is 
that physicians don’t have the time 
to explain why antibiotics are not 
needed. I have certainly found in my 
experience, and in research too, that 
when physicians take the time to 
explain why a CT scan is not needed 
or why antibiotics are not needed, 
patient satisfaction is actually 
higher.”

Wen adds that communication 
is the number one driver of patient 
experience. “The converse is true, 
too,” she says. “Miscommunication 

is the number one cause of 
malpractice, so I think the problem 
is less with patient demands than it 
is with time.” 

Remember the basics

Wen urges medical educators not 
to overlook the basics of providing 
good care. “We have so much 
technology at our disposal that it is 
the sexier thing to teach. It is easier 
to order tests, but also sexier to teach 
about how to interpret MRIs, use 
robotic surgery, and all these things,” 
she says. “But we are forgetting 
the basics of what it means to be a 
doctor, and that the patient comes in 
and wants to be heard. The patient 
wants to know what it is that he or 

she has and wants to get better.”
However, instead of focusing 

medical students on how to do 
a good history, educators often 
focus on teaching them how to use 
technology, says Wen. “Certainly, 
technology is good and we want to 
make sure that future doctors know 
how to use it,” she says. “But we 
cannot forget to teach the basics 
of what it means to be a doctor: to 
combine both the art and science of 
medicine.”  n
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The Joint Commission has 
unveiled a new Infection 

Prevention and Healthcare-
associated Infection (HAI) portal 
that combines what used to be two 
separate online resources: www.
jointcommission.org/hai.aspx. 

The accrediting agency reports 
that the new portal includes 
information from TJC, the 
Joint Commission Center for 
Transforming Healthcare, and the 
Joint Commission Resources. The 
new portal will also offer links to 
other national resources on infection 
control, including evidence-based 
guidelines, information pertinent 

on recommended disinfection 
or sterilization procedures, and 
resources that are specific to various 
types of health care settings. Also, 
TJC reports that the new portal 
includes the 2014 “Compendium 
of Strategies to Prevent Healthcare-
Associated Infections in Acute Care 
Hospitals.”

The new portal is an attempt by 
TJC to make information about 
infection control easier to access, 
according Ana Pujos McKee, MD, 
the executive vice president and chief 
medical officer of TJC. She says the 
new portal offers the most up-to-
date information in one place.  n

TJC: New portal offers access  
to infection prevention resources,  
health care-associated infections

to emerging illnesses such as Ebola, 
influenza, or enteroviruses, resources 
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