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“THE EXISTING 
RULE RESULTED 
IN ‘SIGNIFICANT 
FEEDBACK FROM 

THE STAKEHOLDER 
COMMUNITY,’ SAYS 

CMS.”

Breaking News: Update 
on Two-Midnight Rule

RACS have new limits; doctors more leeway

CMS released proposed updates 
to the hospital Outpatient 
Prospective Payment System 

(OPPS) that will impact the existing 
Two-Midnight 
Rule beginning 
January 2016.

While a more 
in-depth look at 
the proposal and its 
possible impact on 
hospitals will appear 
in the September 
Hospital Peer Review 
issue, here is a 
quick run-down of 
CMS’s proposals and 
those for which it is 
seeking commentary.

The existing rule resulted in 
“significant feedback from the 
stakeholder community,” says CMS 
in its factsheet on the topic. The 
stakeholder community provided 
“significant feedback”, according 

to CMS, which led to the changes 
outlined in the proposed rule.

The proposed updates include 
a change to the standard by which 

inpatient admissions 
generally qualify 
for Part A payment 
to emphasize 
physician judgment. 
It also changes the 
enforcement of the 
standard so that 
Quality Improvement 
Organizations 
(QIOs) will oversee 
the majority of 
patient status audits, 
with the Recovery 

Audit program 
focusing on only those hospitals 
with consistently high denial rates.

For stays expected to last 
less than two midnights, CMS 
proposes the following:

• Physician judgment will be favored 
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for admission and payment under 
Medicare Part A on a case by case 
basis if: 1) the doctor thinks the 
patient needs to stay less than two 
midnights, 2) the procedure is 
not on the inpatient only list, and 
3) it is not listed as an exception.
Documentation in the medical 
record must support that an 
inpatient admission is necessary, 
and is subject to medical review.

• CMS reiterates the expectation 
that it would be rare and unusual 
for a beneficiary to require inpatient 
hospital admission for a minor 
surgical procedure or other treatment 
in the hospital that is expected to 
keep him or her in the hospital for 
a period of time that is only for a 
few hours and does not span at least 
overnight. CMS will monitor the 
number of these types of admissions 
and plans to prioritize these types 
of cases for medical review.

• For hospital stays that are 
expected to be two midnights or 
longer, there is no change in policy.

• To address hospitals’ concerns 
that they do not have the 
opportunity to rebill for medically 
necessary Medicare Part B services 
by the time a medical review 
contractor has denied a Medicare 
Part A claim, CMS is changing the 
recovery auditor “look-back period” 
for patient status reviews to six 
months from the date of service in 
cases where a hospital submits the 
claim within three months of the 
date that it provides the service.

• CMS will limit documentation 
requests ADRs based on a hospital’s 
compliance with Medicare rules, 
incrementally applied ADR limits 
for providers that are new to recovery 
auditor reviews, and diversified 
ADR limits across all types of 
claims for a certain provider.

• CMS also announced a 
requirement for auditors to 

complete reviews within 30 
days. Failure to do so will result 
in the loss of the contingency 
fee, even if an error is found.

• Finally, CMS will require 
recovery auditors to wait 30 days 
before sending a claim to the 
MAC for adjustment. This 30-
day period allows the provider to 
submit a request for a discussion 
period before the MAC makes 
any payment adjustments.

Other elements of the 
proposals related mostly to 
outpatient hospital services but 
which may have an impact on 
quality departments include:

• OPPS rates will decline by 
0.1%. The change is based on a 
projected total hospital increase of 
2.7% minus both a 0.6% adjustment 
for productivity and a 0.2% 
adjustment required by law. There is 
also a 2% adjustment for inflation 
proposed, related to excess packaged 
payments for lab tests that are paid 
separately. In total, CMS estimates a 
decrease of 0.2% in payments under 
OPPS for the calendar year 2016.

• Separate codes adopted for 
chronic care management services 
for patients with two or more 
significant chronic conditions 
are clarified in the proposal.

• CMS is proposing to package 
a limited number of ancillary 
services, as they did in the last 
calendar year. For 2016, the focus 
is on certain minor procedures and 
pathology services, and on payment 
for a few drugs that function as 
supplies in a surgical procedure.

• Partial Hospitalization Program 
services related to psychiatric 
care will have new rate setting 
to align with actual costs.

Quality Reporting Program 
changes for 2017-2019 include a 
reduction of 2% in fees for failure 
to meet outpatient quality reporting 
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program requirements. There will 
also be two new measures. For 2018, 
the addition includes one on external 
beam radiotherapy (EBRT) for bone 
metastases. Facilities will need to send 
data on the percentage of patients 
with painful metastases and no 
previous history of previous radiation 
who receive EBRT with an acceptable 
dosing schedule. For 2019, the new 
measure relates to communication in 
Emergency Departments. Facilities 
will need to collect and transmit 

data on the percentage of patients 
transferred to other facilities medical 
record documentation indicated 
that administrative and clinical 
information was communicated 
to the receiving facility in an 
appropriate time frame.

• One quality measure will be 
removed: use of brain computed 
tomography in the emergency 
department for a traumatic headache. 
CMS is also looking at whether 
hospitals could have the option to 

voluntarily submit data for OP-18: 
Median Time from ED Arrival to 
ED Departure for Discharged ED 
Patients electronically beginning with 
the CY 2019 payment determination.

The entire proposal can be 
downloaded from the Federal Register 
at: https://s3.amazonaws.com/
public-inspection.federalregister.
gov/2015-16577.pdf. Comments are 
encouraged until August 31, 2015.  n

Root cause analysis is not enough

Add action to your analysis

For years, when an adverse 
event occurred, healthcare 

organizations engaged in root cause 
analysis (RCA) to determine what 
went wrong. The idea was that if 
you could determine the problem, 
you could avoid it in the future. 
But to prevent something bad from 
happening requires action, so the 
National Patient Safety Foundation 
(NPSF) published RCA2: Improving 
Root Cause Analyses and Actions to 
Prevent Harm, designed to emphasize 
not just the need to investigate how 
harm came about, but to implement 
changes so that it doesn’t happen 
again.

The NPSF released a document 
in June designed to explain the 
concept of RCA2 (RCA Squared). 
In it, they note that RCA alone has 
had “inconsistent success” in part 
because it has lacked the emphasis on 
acting on the findings such analyses 
uncover. Even with this new stress on 
action, the players involved have to be 
sure that actions delineated actually 
happen or the “entire RCA2 activity 
will be a waste of time and resources,” 
according to the paper.

“A root cause analysis project has 
always involved finding the problems 
and fixing them,” says Patrice Spath, 
Hospital Peer Review’s editorial 
advisor, and principal at Brown-Spath 
& Associates in Forest Grove, OR. 

“However, all too often the ‘fixing’ 
step received less attention.”

Spath says she thinks the 
guidelines and the weight they put 
on implementing action are good. 
“Studies have shown that actions 

recommended by RCA teams are 
often not fully implemented and 
even if implemented, not adequately 
evaluated for effectiveness. Without 
the action implementation and 
measurement piece, the cycle 
of performance improvement is 
incomplete and patient safety is still 
in jeopardy.”

An element of the paper that may 
be surprising calls for RCA2 team 
membership to exclude those who 
were involved in the event being 
studied. Rather, those people should 
be interviewed for information. 
Spath disagrees with this position 
and notes that organizations often 
routinely include people involved in 
a close call or sentinel event on the 
root cause team. “This often results 
in very successful investigations 
with strong actions that improve the 
systems of patient care,” she says. “It 
is unfortunate the NPSF group came 
out so strongly against this practice. 
I encourage facilities to include 
individuals involved in the event on 
the RCA team if this is working well 
for them. Merely interviewing people 
personally involved in the event 

“STUDIES 
HAVE SHOWN 
THAT ACTIONS 

RECOMMENDED 
BY RCA TEAMS ARE 
OFTEN NOT FULLY 

IMPLEMENTED 
AND EVEN IF 

IMPLEMENTED, 
NOT ADEQUATELY 
EVALUATED FOR 
EFFECTIVENESS.”



88   |   HOSPITAL PEER REVIEW® / August 2015

“THE TECHNICIAN 
WAS CERTAINLY 
TO BLAME FOR 
ALLOWING A 

METAL DEVICE 
NEAR THE 

MAGNETIC FIELD 
OF THE MRI,” 
SPATH SAYS.”

prevents them from being actively 
involved in finding and fixing the 
system problems.”

When organizations discuss 
adverse events, they often talk 
about systemic issues and try to 
stress that people are usually not 
the problem. But sometimes they 
are, and the NPSF notes that when 
there are “blameworthy” events — 
often the result of criminal acts, 
substance abuse, or acts defined 
by the organization as being 
“intentionally or deliberately unsafe” 
— the authorities have to be notified 
according to local regulation. But 
that doesn’t mean that there is no 
further opportunity to learn from it 
or that no RCA2 should be done, says 
the NPSF report. It just means that 
other authorities have the primary 
responsibility for investigation and 
corrective action against a specific 
individual.

Spath thinks that RCA2 shouldn’t 
be different regardless of the type 
of event. “It is rare to find a totally 
blameless event, especially when 
there is a single point of failure,” she 
says. For example, the report tells the 
fictitious story of a COPD patient 
with an oxygen cylinder going for 
an MRI before knee surgery. The 
attendant asks him to remove his 
street clothes and put on a surgical 
gown, and be sure to take off all 
jewelry. The patient then follows the 
attendant to the exam room, pulling 
his O2 cylinder behind him. He is 
asked about metal objects on his 
person. They enter the magnet room, 
where the cylinder is pulled from the 
patient and goes flying, nearly missing 
the attendant. The machine is down 
for five days for repair.

“The technician was certainly to 
blame for allowing a metal device 
near the magnetic field of the MRI,” 
Spath says. “Should an RCA be done 
on this event? Definitely! Should the 

performance of the technician also be 
reviewed by his or her manager? Also 
definitely!”

The report also notes, though, 
that there was no signage about 
approaching the room about metal 
objects, and no metal detector at any 
point before the magnet room. Does 
that mean the technician was the 
only one at fault and should bear all 
the blame? That is for the RCA2 to 
determine.

“Referring supposed blameworthy 
events found during an RCA to 
another authority to review presumes 
that systems issues will be identified 
and resolved during this other 
review,” Spath continues. “This may 
not occur as such reviews historically 
focus on individual performance and 

the reviewers may not be familiar 
with system analysis techniques and 
human factors.”

If, when an RCA2 finds that 
individual performance might be 
an issue, then it can be referred 
to the appropriate authority, 
whether physician peer review, 
staff performance review, or legal 
authorities, she says.

While a person can be investigated 
by appropriate other authorities, 
an RCA team can still investigate 
systemic issues at play, Spath says. 
“For instance, why was an untrained 

individual assigned to the task? Why 
was someone with alcohol abuse 
problems allowed to continue to 
practice? Why was the individual’s 
error not caught and corrected before 
a patient was harmed? The RCA 
team is charged with strengthening 
the system so it does a better job of 
protecting patients from impaired or 
error-prone individuals and also from 
the simple mistakes that can be made 
by anyone.”

Spath says in her experience, 
it is better for leaders to “triage” 
events during the initial screening 
of reported events using a risk-based 
prioritization system or other criteria 
the organization may find useful.

Many organizations base their 
RCAs on harm as it occurs. The 
NPSF paper says a risk-stratified 
prioritization system is better. “A 
risk-based system prioritizes hazards 
and vulnerabilities that may not 
yet have caused harm so that these 
hazards and vulnerabilities can then 
be mitigated or eliminated before 
harm occurs,” the paper notes. “This 
thinking is consistent with successful 
practices in many high-reliability 
industries, such as aviation, as well 
as the recommended approaches 
of various healthcare accreditation 
organizations.”

The paper includes a how-to 
for a risk safety assessment and 
five examples of using its Safety 
Assessment Code Matrix in the 
first appendix. Culture is important 
for RCA2 to be successful, and the 
report suggests that every action 
recommended by a review team 
“should be approved or disapproved, 
preferably by the CEO or 
alternatively by another appropriate 
member of top management.” If 
disapproved, then the reason should 
be shared with the team so that it is 
understood. An alternative can be 
developed that can be used in the 
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declined action’s place.
Spath says that having this 

kind of rejection from leadership 
can be disheartening, even if there 
is a logical rationale. “It can still 
dampen people’s enthusiasm for 
participating in another RCA,” she 
says. “It is far better for leadership 
to be kept informed throughout the 
RCA project with the project leader 
meeting regularly with relevant 
leaders and sharing pertinent details, 
such as possible action plans to be 
recommended.” In this way, the 
potential for a rejection is minimized 
because the leader will have pushed 
the project leader toward something 
he or she will be more likely to 
approve, and away from something 
more likely to be rejected.

While it is great to understand the 
main reason why something occurs, 
there is often more than one thing at 
play. Finding out contributing factors 
can be difficult, though. One tool the 
paper says can be helpful is The Five 
Whys — also known as the Five Rules 
of Causation — which was developed 
by the Department of Veterans Affairs. 
They are:

1. Clearly show the “cause and 
effect” relationship.

2. Use specific and accurate 
descriptors for what occurred, rather 
than negative and vague words. Avoid 
negative descriptors such as: Poor; 
Inadequate; Wrong; Bad; Failed.

3. Human errors must have a 
preceding cause.

4. Violations of procedure are not 
root causes, but must have a preceding 
cause.

5. Failure to act is only causal when 
there is a pre-existing duty to act.

Spath says that the five rules are 
useful for identifying the root causes 
of an event at the frontlines, as are 
other tools such as the events and 
causal factor chart, which is also 
included in the paper. “But these tools 
are inadequate for identifying the 
latent system failures that contributed 
to the sharp end failures,” she says. 
“Latent system failures are underlying 
aspects of the organization, such 
as the way of doing business, that 
set people up for mistakes. These 
failures are identified by asking, 
“Why are the root causes allowed to 
exist?” For instance, why does the 
organization not conduct training and 
emergency drills in the MRI unit? The 
answer to this question might be an 
inadequate system of accountability, 
complacency — “It won’t happen to 
us” — failure of adequate supervision, 
or something else. Just finding and 
fixing the frontline failures at the 
sharp end of the system won’t resolve 
the underlying latent system failures. 
Unresolved latent failures smolder 
in the background and contribute to 
other types of events in other areas. 
It is important to dig deeper and 

find the latent failures so leaders can 
design actions to resolve these types of 
failures in addition to resolving sharp 
end failures.”

The NPSF Guidelines on Root 
Cause Analysis brings into focus 
an important element missing 
from too many RCAs, Spath says, 
including the need for implementing 
strong actions and measuring 
the effectiveness of these actions. 
“Whether this focus necessitates 
renaming the investigation project 
to RCA2 is debatable — most RCA 
models already include these steps.” 
The specific recommendations in 
the report should be viewed as 
considerations, though, and not hard, 
fast rules requiring compliance says 
Spath.

Indeed, Spath thinks that some 
important elements are missing 
and some of the recommendations 
may not be appropriate for all 
organizations. “There is no one right 
way of finding and resolving the root 
causes of patient safety events; various 
techniques can be used to accomplish 
this goal and the NPSF paper does 
not mention many of these successful 
techniques.”

The entire report can be 
downloaded at http://bit.ly/1J1KZq6.

For more information on this topic, 
contact Patrice Spath, Brown Spath 
Associates, Forest Grove, OR. Email: 
patrice@brownspath.com.  n

Are you worrying about med rec?
The issue is still a problem, says ECRI

Patient safety and quality issues 
seem to have years when they are 

popular, and then years when they fall 
out of favor, when other items get all 
the press. Medication reconciliation 
is one of those that seems to be off 
the radar these days, with everyone 

focusing on readmission reduction 
or how to combat hospital-acquired 
conditions. But the issue is still one that 
is impacting patients, says Mary Beth 
Mitchell MSN, RN, CPHQ, CCM, 
SSBB, a patient safety analyst and 
consultant for the patient safety, risk, 

and quality group at ECRI Institute in 
Plymouth Meeting, PA. It is an “error-
prone process” and ECRI released a 
paper on the topic in June to coincide 
with Healthcare Risk Management 
week.

“It can be hard to determine its 



90   |   HOSPITAL PEER REVIEW® / August 2015

impact, and whether it is increasing 
or not, or whether people are just 
more cognizant of reporting it,” she 
says. “Increased reporting doesn’t 
mean we haven’t made progress on the 
reconciliation process itself. Institutions 
are reporting more near misses on the 
topic, too. This increased reporting in 
and of itself is progress.”

What is known is that patients still 
suffer because of inadequate, improper, 
or imprecise medication reconciliation 
in just about every healthcare 
environment and at just about every 
point where it should be done, she 
says. On admission to the hospital, one 
of the most common problems is not 
getting an accurate list of medications 
in use. “It could be because the list you 
get on transfer to the hospital is not 
verified against another source,” says 
Mitchell.

Other reasons for errors might 
include that the patient is reporting a 
list that is not checked with a pharmacy 
or with the doctor, or the doctor is 
forwarding a list that doesn’t include 
what the patient is taking as prescribed 
by a specialist, she continues. A patient 
might not know the medications 
they are taking, or can’t report them 
accurately because of his or her 
condition. They might not think to 
include all the non-prescription items 
they take, or think that supplements 
and vitamins “count,” Mitchell says. 
“Intake is one of the most important 
medication reconciliations you do. 
Patients make their best effort, but we 
can’t just rely on them. They might go 
to many doctors. If they have a list, it 
might not have been updated. If they 
bring in all their bottles, they might be 
bringing in bottles of drugs they haven’t 
taken in years. You have to be able to 
verify this list.” (For a list of questions to 
ask patients on admission, see page 91.)

Getting it right on discharge is 
equally important, says Mitchell. 
“Helping patients understand what 

they need to be taking, when and how 
much, at a time when they might not 
be as mentally together as you’d like, 
can be difficult. And you have to help 
them understand, too, what you do 
not want them to take any longer.” 
Make sure that someone is with the 
patient, listening and taking notes with 
them. And the written information you 
provide, Mitchell says, should agree 
with the drugs the patient will take at 

home. For example, if the patient will 
be taking generic drugs, your written 
instructions should include generic 
names, not name brands. If they are 
going to an assisted living situation, 
then the nurse there will need to verify 
and do an admission reconciliation, too.

Mitchell says that there are some 
computer systems which are more 
patient-friendly than others. If you 
are using a system that prints out 
medication instructions, be sure to go 
over it with the patient and his or her 
caregivers. If they aren’t patient-friendly, 
make sure the patient understands what 
is written and correct anything that is 

not understandable to the patient.
One thing that is not done nearly 

enough, she says, is a proactive analysis 
of the medication reconciliation 
process. “Where are your gaps? You 
may look for these when an event 
occurs, but why wait? Look for where 
things can fall through the cracks.” She 
says the increase in near-miss reporting 
shows proactive thinking, and taking 
regular looks at processes, breaking 
them into steps and assessing where 
there may be vulnerabilities with the 
frontline staff involved is a great way 
to avoid not just events, but even near 
misses.

“Performing an FMEA (Failure 
Mode and Effects Analysis) is not more 
complicated than doing an RCA but 
takes a proactive approach rather than 
a reactive approach,” she says. Such 
analyses -- when broken into process 
steps for admissions, as well as for 
transitions of care from unit to unit 
and from hospital to the next mode of 
care or to home -- is “not as costly and 
is easier to correct than after a patient is 
harmed.”

The risk management document 
that ECRI released in June, which is 
available to members, suggests actions 
including the following:

• Get a multidisciplinary team 
together to identify opportunities to 
improve medication reconciliation 
and ways to measure effectiveness of 
existing and new strategies. Mitchell 
says a multidisciplinary approach will 
involve getting people from every entry 
point to the hospital — the emergency 
department, direct admissions, and 
the OR, as well as representatives 
from nursing and physicians. In some 
facilities, but not all, pharmacy will also 
be involved.

• Have a standard approach to the 
reconciliation process at every transition 
to a new unit or new level of care. It 
should be the same thing every single 
time.

“HELPING PATIENTS 
UNDERSTAND WHAT 

THEY NEED TO BE 
TAKING, WHEN AND 

HOW MUCH, AT A 
TIME WHEN THEY 
MIGHT NOT BE AS 

MENTALLY TOGETHER 
AS YOU’D LIKE, CAN 
BE DIFFICULT. AND 
YOU HAVE TO HELP 

THEM UNDERSTAND, 
TOO, WHAT YOU DO 
NOT WANT THEM TO 
TAKE ANY LONGER.”



90   |   HOSPITAL PEER REVIEW® / August 2015 HOSPITAL PEER REVIEW® / August 2015   |   91

Questions to ask patients about medication 
history
Use these questions as a template

If you wonder whether you could 
do a better job asking the right 

questions about a patient’s medication 
history at admission, consider these 12 
as a great starting point.

• What medications do you take at 
home?

• What is each medicine for?
• What is the dose?
• What medications do you take 

for your ____ (identify each medical 
condition the patient is known to 
have)?

• What medications do you take 
every day?

• What medications do you 
occasionally take?

• When do you take your 
medications?

• Have you recently started, 
stopped, or changed the medications 
you take? How so?

• What medications are prescribed 
by any specialists you may see?

• Do you use an inhaler (or other 
medications that are not available 

as pills, such as eye drops, creams, 
injections, nasal sprays, patches, and 
so on)?

• What medications do you take 
that do not require a prescription?

• When was the last time you took 
each of your medicines?

ECRI Institute. Medication 
reconciliation [guidance article]. 
Healthcare Risk Control 2015 Jun 5. 
Available with membership: http://www.
ecri.org/components/hrc/pages/Pharm8.
aspx.  n

CMS certifies registry as a Qualified Clinical Data 
Registry
FORCE members can get dual use from data

CMS has certified FORCE-TJR, 
the national registry for total 

hip and knee joint replacement 
patients and their surgical outcomes, 
as a Qualified Clinical Data Registry 
(QCDR). This allows members to 
use their data for submission to the 
Physician Quality Reporting System 

(PQRS), avoiding a 2% payment 
adjustment for failing to do so. 
The Medical Group Management 
Association (MGMA) has estimated 
that up to 40% of providers with 
Medicare patients will be docked pay 
for not submitting this data.

Along with the financial benefits, 

FORCE-TJR leadership believes that 
by being able to use data collected 
once multiple times, they will be 
able to cut the time spent on data 
collection and submission, instead 
devoting that to activities related to 
patient care — something that the 
MGMA says 83% of its members 

• Make someone accountable for 
each step.

• Help patients understand the 
importance of keeping an up-to-date 
medication list and having it at every 
healthcare appointment. Mitchell says 
there are lots of templates available 
online for medication lists. Having them 
available to patients, or even filling one 
out with current medications and giving 
a few copies to the patient on discharge 
for him or her to keep at home, in a 
purse, or with a loved one or whoever 

has medical power of attorney, is a great 
way to ensure that they have easy access 
to a current list when they go to their 
first post-discharge appointment.

Mitchell also suggests looking at 
the recent events you have had related 
to medication. That can help you 
determine where you have gaps and 
then get that multidisciplinary team 
working on how to eliminate them.

ECRI has more information 
available on medication reconciliation 
and how to help reduce the problems 

associated with it in its most recent 
Top 10 Patient Safety report available 
at https://www.ecri.org/Pages/Top-10-
Patient-Safety-Concerns.aspx.

For more information on this topic, 
contact: Mary Beth Mitchell MSN, RN, 
CPHQ, CCM, SSBB, Patient Safety 
Analyst/Consultant III, ECRI Institute 
PSO, Healthcare Quality and Insight 
Assessment Services, Patient Safety, Risk 
and Quality Group, ECRI Institute, 
Plymouth Meeting, PA. Telephone: (610) 
825-6000.  n
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report is an issue.
The opportunity to go for 

certification first came about last 
year, says Patricia Franklin, MD, 
the registry director. But the registry, 
which had 150 hospital and practice 
members stemming from its initial 
$12 million grant from the Agency 
for Healthcare Research and Quality 
(AHRQ), held off. Instead, they 
planned for application this year. 
“The advantages are that it allows 
us to be able to make decisions on 
the most effective measures for our 
members and then submit them to 
PQRS,” she says. “Members aren’t 
just validating quality data and 
sending it in. But they are using 
data that we have processed and 
benchmarked and given back to 
them for use, and allowing them 
to use it for another purpose as 
well.” After a year of submitting 
data for them without certification, 
they applied, and were granted the 
QCDR status.

Doing so required showing CMS 
how the data were used, displayed, 
and returned. “We had to show we 
were more than an intermediary,” 
Franklin explained. “In PQRS, you 
take some measures they approve as 
the quality endpoint, and help them 
collect and submit them. In this 
case, we get to choose the measures 
which are most relevant to our 
members. If you are a FORCE-TJR 
member, you will still get your risk-
adjusted function and pain data, and 
all the other data you used to. Only 
now, it counts, too, as your PQRS 
submissions.”

You aren’t just validating quality 
data, but using and processing and 
providing it for benchmarking that 
can helping them. We had a year 
submitting data for them, and then 
figured we could apply.

FORCE-TJR had a grid of 
proposed measures they gave to 

CMS on application, along with 
a description of why each was 
important to include. Any new 
measures they want to include will 
have to go through the same review 
during the annual re-certification 
process, says Franklin.

There are 16 measures. (For 
more information, see page 93.) It is 
possible that at some point, some 
will be retired, too, just as new 
ones may be added. The measures 
they chose were all items in which 
members had expressed interest, 
for which there were national 
benchmarks available, and which 

quality literature indicated were 
important to measure. “We need 
to include things which we can 
compare amongst members, which 
are of interest to stakeholders, and 
also which newcomers can find 
important,” she says.

Many of them are patient-
reported outcomes, which could be 
a shift for new members, she says. 
However, Franklin calls orthopedics 
a leader in the arena, and notes that 
FORCE-TJR leadership has been 
called upon by the Institute for 

Healthcare Improvement to give 
webinars on the topic. Expect to see 
more such measures in the future. 
“This is becoming the norm.”

Currently, rather than specific 
measures, FORCE-TJR is focusing 
energy on looking at alternative 
survey methods for members, and 
ways to get patients to respond in 
higher numbers.

Shorter surveys, or surveys that 
change according to the answers 
given are high on the priority 
list, she says. For example, if a 
patient answers a question about 
mobility with the option of “no 
pain,” then there is no sense in 
asking a question about being 
seated with pain. A patient who can 
walk without pain is unlikely to 
have pain when still, she explains. 
Looking for alternative survey 
methods like these could be a way 
of getting more and better data 
from patients. This is especially 
important given the increasing 
emphasis on patient-reported 
outcomes.

They are also looking for ways 
to put surveys onto apps for mobile 
devices, Franklin adds.

Members who use the PQRS 
reporting feature pay a one-time 
additional fee of a couple hundred 
dollars — Franklin wasn’t sure of 
the exact cost, but says it was in 
the $200-300 range — to cover the 
initial costs of setting up PQRS 
reporting functions. They can 
choose which of the 16 measures 
they want to report as part of 
the PQRS requirement. Some, 
particularly those that are part of 
hospitals or multispecialty clinics, 
may opt to use just one or two, 
given that other measures related to 
other specialties or functions (like 
pediatric asthma, or cardiac care, 
for example) may also be of import 
for those organizations, Franklin 

“...FORCE-TJR 
IS FOCUSING 
ENERGY ON 
LOOKING AT 
ALTERNATIVE 

SURVEY METHODS 
FOR MEMBERS, 
AND WAYS TO 
GET PATIENTS 
TO RESPOND 

IN HIGHER 
NUMBERS.”
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FORCE-TJR chooses 16 for PQRS
Can you make use of any for your submissions?

Patricia Franklin, MD, FACS, 
the registrar of FORCE-

TJR, shared the 16 new measures 
they are using for the Physician 
Quality Reporting System 
(PQRS). Data on these will be 
forwarded to the government, 
and will also be crunched into 
the usual bits for benchmarking 
and comparison amongst the 
other FORCE members.

Franklin says these measures 
are likely to stay in place for some 
time, but others may be added. 
Not all providers or practices may 
make use of all of them, but many 
practices may find tracking some 
or all of them useful. They are:

Functional Status Assessment 
for Knee Replacement: 
Percentage of patients who 
complete preoperative and 
follow-up patient-reported 
functional status assessment.

Pain Status Assessment for 
Knee Replacement: Percentage 
of patients who complete a 
preoperative and follow-up patient-
reported pain assessment.

Mental Health Assessment for 
Knee Replacement: Percentage 
of patients who completed a pre-
operative and follow-up patient-
reported mental health assessment.

Improvement in Function for 
Knee Replacement: Percentage 

of patients with improvement in 
functional status post-operatively, 
greater than or equal to five 
points from preoperative levels.

Improvement in Pain after Knee 
Replacement: Percentage of patients 
with pain assessment score greater 
than 70 post-operatively, measured 
by the KOOS pain assessment score.

Functional Status Assessment 
for Hip Replacement: 
Percentage of patients who 
completed a pre-operative and 
follow-up patient-reported 
functional status assessment.

Pain Status Assessment for 
Hip Replacement: Percentage 
of patients who completed a pre-
operative and follow-up patient-
reported pain assessment.

Mental Health Assessment 
for Hip Replacement: Percentage 
of patients who completed a pre-
operative and follow-up patient-
reported mental health assessment.

Improvement in Function after 
Hip Replacement: Percentage of 
patients who had improvement 
of five points or greater from 
preoperative functional status in 
their post-operative functional levels.

Improvement in Pain after 
Hip Replacement Measure: 
Percentage of patients with a 
post-operative HOOS pain 
assessment score greater than 70.

Functional Status Assessment for 
Patients with Knee OA: Percentage 
of patients who completed at least 
one patient reported functional 
status assessment in a given year.

Pain Status Assessment for 
Patients with Knee OA: Percentage 
of patients who completed at least 
one patient-reported pain status 
assessment in a given year.

Mental Health Assessment for 
Patients with Knee OA: Percentage 
of patients who completed at 
least one patient-reported mental 
health assessment in a given year.

Functional Status Assessment 
for Patients with Hip OA: 
Percentage of patients who 
completed at least one patient-
reported functional status 
assessment in a given year.

Pain Status Assessment for 
Patients with Hip OA: Percentage 
of patients who completed at least 
one patient-reported pain status 
assessment in a given year.

Mental Health Assessment 
for Patients with Hip: Percentage 
of patients who completed at 
least one patient-reported mental 
health assessment in a given year.

For more information on this 
topic, contact Patricia Franklin, MD, 
MPH, MBA, Registrar, FORCE-
TJR, Worcester, MA. Email: Patricia.
Franklin@umassmed.edu.  n

notes.
When FORCE-TJR was under 

its grant, it was limited to just 
150 organizations. However, since 
the grant period ended last year, 
it has opened up its membership, 
and Franklin says the registry has 
admitted another 75 institutions. 

It is scalable, she says, and can take 
as many comers as are interested. 
The 30,000-plus patients they have 
followed thus far can grow with 
the registry, and they welcome that 
growth. “The training of new sites 
is staggered, because that is the 
hardest thing to do.”

More information on FORCE-
TJR and membership is available at 
http://www.force-tjr.org.

For more information on this 
topic, contact Patricia Franklin, MD, 
MPH, MBA, Registrar, FORCE-
TJR, Worcester, MA. Email: Patricia.
Franklin@umassmed.edu.  n
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GI QI success expands to other specialties
Quality gains show promise in new units

A quality bundle created for 
colo-rectal surgical patients 

has proved so successful that it is 
being expanded to other units at 
Johns Hopkins University Hospital 
in the hopes that the financial and 
clinical benefits can spread to other 
specialties.

The positive outcomes 
experienced by the quality 
improvement program are outlined 
by an article in press with the 
Journal of the American College of 
Surgeons1. Some of the items used 
in the bundle have been studied 
and reported on separately as part 
of Enhanced Recovery Programs 
(ERPs). Such protocols call for 
patients to be allowed to continue 
imbibing clear fluids until just 
before surgery, encourage patients 
to eat and move very quickly after 
surgery ends, and try to limit the 
use of narcotic pain medications 
in order to achieve that early 
ambulation. The findings of those 
who have used these protocols have 
included shorter inpatient stays, 
lower costs, higher patient and 
provider satisfaction, and lower 
complication rates.

This allows patients to continue 
to hydrate until very close to 
surgery, gets them up and moving 
more quickly, and limits the use 
of narcotics as much as possible. 
All have been found to reduce the 
length of stay for patients, as well as 
improve patient satisfaction scores.

The new program melds some 
of these same elements with 
other items, including improved 
communication efforts, leadership 
support, and the very culture of the 
organization, says Elizabeth Wick, 

MD, FACS, the lead author of the 
study.

The paper outlines how 
the project brought together a 
multidisciplinary team to create 
a pathway based on existing best 
practices in the literature. They 
trouble-shot based on feedback 
from frontline staff, making 
changes quickly as problems were 
reported. A big part of the project 
was to include patients and their 
families in education and care, and 
to provide physicians and their 
staff with set goals for metrics they 
wanted to change. For example, 
surgical site infection rates for 
2014 had a goal of 12% — down 
from an existing 18.8%. The entire 
pathway was put on a bulletin 
board for patients to see, the study 
notes.

Patients received mechanical 
bowel preparation including 
antibiotics, chlorhexidine 
bathing prior to surgery, and 
preoperative prophylaxis for 
venothromboembolism (VTE). 
Patients who smoked received 
smoking cessation counseling. 
On the day of surgery, they were 
allowed to drink clear fluids until 
two hours prior to surgery. On 
recovery, patients are encouraged to 
resume eating and walking much 
more quickly than previously. 
Narcotic pain medications are 
used sparingly. Patients deemed 
at risk are given continued VTE 
prophylaxis.

The results of the pathway were 
significant. Within 11 months, 
the study reports, patient stays 
were two days shorter, with the 
associated costs declining by 

almost $2,000 to $9,036. Surgical 
site infections declined by more 
than half to just 7.3%, about 5% 
less than the goal. And Wick says 
the entire culture and values of 
the organization seemed to shift. 
Things became much more patient-
focused as a result, and trust 
between staff members grew.

Staff that had shifted between 
units now stayed together, building 
rapport that did not exist before. 
Accountability increased as the key 
metrics were available for all to see 
on an electronic dashboard that was 
kept up to date with information 
on length of stay, surgical site 
infection rates, and patient 
satisfaction scores, she says.

Patients loved the new pathway, 
too, with results improved most in 
the areas of staff communications 
regarding medications, 
responsiveness to patient requests, 
and dealing with issues of pain 
management. Wick thinks this is 
one of the few quality improvement 
programs showing a valid clinical 
intervention that also has positive 
benefits for patient satisfaction.

Other beneficial results include 
a drop in urinary tract infections 
from 4.1% to 1.6%, less VTE, with 
pre-intervention rates of 3.5% and 
post-intervention rates of 1.6%, 
according to the study.

None of what they did was 
“new,” per se, Wick says. It was all 
best practices. But it was that they 
rolled it all together that made such 
a difference, she says. “We had best 
practices in surgical site infections, 
best practices in DVT prophylaxis, 
best practices in building a patient-
centered culture and teamwork and 
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communication. Together it all 
made a difference.”

The changes in culture were 
actually easier than one might think 
to bring about. Doctors respond 
to data, so having the data on key 
metrics front and center in front of 
those physicians on an electronic 
dashboard was a way to bring it 
home to them that their actions 
had consequences.

In addition, having an 
“executive partner” from leadership 
who was a visible champion for 
the project also helped. “We 
worked on improving the culture 
and communication for three 
years,” she says. They had started 
as part of a unit-based safety 
program related to surgical site 
infections, and continued with this 
colorectal surgery project. “We saw 
improvement right away, and that 
was a key contributor.”

Wick notes that with success 
comes buy-in. So when you have 
it, put it up in front of the key 
stakeholders on a dashboard and 
celebrate it. They included volume 
of surgery, length of stay, infection 
rates, rates of epidurals, how many 
patients were getting out of bed 
early.

Initially, the data were 
aggregated, and physicians were 
uninterested in having individual 
information. They feared there 
was no way to stratify for their 
case mix. However, since then they 
have started to pass out individual 
provider information, and Wick 
says it will be interesting to see if 
that leads to further improvements 
or changes in individual practices.

The initial program was done 
with high volume surgeons. Since 
then, it has expanded to all the 
gastro-intestinal surgery done 
at Hopkins. It is now spreading 
further to gynecological oncology 

and liver surgery. “So far, we are 
seeing the same kind of results,” she 
says.

There have been changes to 
the program. At first they tried 
to completely cut out the use of 
narcotics in epidurals, but feedback 
was that it wasn’t working. Now 
they are more judicious in their 
use, but do not ban it altogether. 
What they use for pain medications 
has also changed over time. “I think 
if we were starting over we wouldn’t 
be so militant about our ideas.”

She thinks, too, that one reason 
this project had such great success 
so early is that they had been 
working together for some years 
on another project and had seen 
success already. “We knew the 
people involved, we knew who we 
had to have on board.” If you do 
not have that experience, you might 
not have that instant success, she 
says. But do not let that upset you. 
“Get people together and engaged. 
Once you do that, things will flow 
more easily.”

She has one key recommendation, 
too: Make sure no one on the team 
stakes a claim to anything the team 
should own. “I have seen a lot of 
instances where both anesthesia 

and surgery are trying to own the 
perioperative home. That is not a 
way to have an easy win that can 
bring the team together. This has 
to be a collaboration between all 
members of the team, and everyone 
has to have the proverbial skin in the 
game. We all bring value, and we all 
have to recognize what we each can 
do for the process, and then we all 
have to be equally rewarded. This 
would not have worked if we were 
not a collaborative unit. If you do 
not have that, start with something 
smaller and build it first. Then you 
can do something bigger like this.”

For more information on this topic, 
contact Elizabeth Wick, MD, FACS, 
associate professor of surgery and 
oncology at Johns Hopkins University 
School of Medicine, Baltimore, MD. 
Email: ewick1@jhmu.edu.
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CNE QUESTIONS

1. The new proposals for the 

two-midnight rule will require 

RACs to finish audits within 

how long or risk their fees?

A . Six months

B . Three months

C . 30 days

D . 90 days

2. NPSF recommends that 

which of these parties NOT 

participate in RCA2?

A . Legal and regulatory authorities

B . Frontline staff

C . Those involved in the event

D . Peer review or managers

3. One thing that might be lacking 

in your medication reconciliation 

program is what, according to 

Mary Beth Mitchell of ECRI?

A . Proactive analysis of 

potential gaps

B . Having patients keep up-

to-date lists of medications

C . Getting pharmacy 

involved in QI projects

D . Getting RNs to do med 

rec for transitions of care

4. FORCE-TJR’s participation as a 

qualified clinical data registry 

provides what benefits to 

members that it did not before?

A . It shows them faster ways 

to do patient surveys .

B . It allows them to get 

dual use from data they 

are already collecting

C . It provides PQRS 

submission for a small fee

D . It allows annual 

recertification of PQRS data


