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HIGH-PERFORMING 
HOSPITALS.”

Hospital board, management closely 
tied to quality

Common wisdom has long held 
that quality healthcare begins 
at the top, with CEOs and 

hospital boards setting the right tone and 
expectations. Now that effect has been 
proven and quantified.

Quality leaders at hospitals should take 
the empirical evidence 
to the boardroom 
and the C-suite to 
impress on leadership 
how much they can 
influence the overall 
quality of care, 
suggests Thomas 
Tsai, MD, MPH, a 
surgeon and health 
policy researcher in the Department of 
Surgery at Brigham and Women’s Hospital 
and in the Department of Health Policy 
and Management at Harvard School 
of Public Health in Boston. He also is 
currently serving as an adviser to the Office 
of the Assistant Secretary for Planning and 
Evaluation in the Department of Health 
and Human Services (HHS).

Tsai is the lead author on a study 

in Health Affairs concluding that more 
effective management practices are 
associated with higher-quality hospitals, 
and that the effect can be measured. (The 
study is available online at http://tinyurl.com/
pk4ocg4.)

In addition, the researchers identified 
two signatures of high-
performing hospitals. 
First, hospitals with 
boards that had a high 
attention to quality 
had more effective 
management practices 
in monitoring. Second, 
hospitals with boards 

that effectively used 
clinical quality metrics were more likely to 
have effective target setting and operations 
management practices.

“Hospitals performing above the 
median overall in the board performance 
index had a higher overall management 
score than those performing below the 
median (2.98 versus 2.70),” the report says. 
A one-standard-deviation increase in the 
board score was associated with a 0.297 
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EXECUTIVE SUMMARY

A hospital’s performance on clinical quality metrics is affected significantly by the 

board of directors and the facility’s management . Quality leaders should remind them 

of their influence and guide them to improving metrics .

• A recent study quantified the effect on overall quality .

• The board, management, and clinicians should be measured on the same metrics .

• Researchers are establishing a standard way to measure management quality .

standard deviation increase in the 
management score.

The research supports the trend 
to getting the hospital board more 
involved with improving quality 
metrics, Tsai says. Hospital boards, 
managers, and hospitals have been 
measured on quality metrics separately 
in past research, but this study 
combined them to determine how 
one affects the others.

“We found that all three were 
related to each other, such that high-
quality hospitals with higher processes 
of care also had higher-quality board 
and management practices,” Tsai 
explains. “This suggests that it is 
important to maintain the quality of 
the board and management because 
the two of those are related to overall 
better care provided to patients.”

The researchers measured quality 
in four domains of management 
practice: operations, monitoring, 
targets, and human resources. Within 
each domain, specific criteria were 
measured. For instance, in the 
operations domain, a hospital would 
receive a low score if patient flow 
was not well thought out so that 
personnel and resources were utilized 
most efficiently and effectively. (For 
examples of how the quality measures 
were scored, see the story on  p. 130.)

Tsai suggests that hospital boards 
and top management will welcome 
the data in his report.

“There is a realization that a 
hospital’s overall strategy needs to be 
aligned, that you can’t have physicians 
being measured on bloodstream 

infections while the managers are 
incentivized to focus a different set 
of metrics, and the board focuses 
on another different set,” he says. 
“This research suggests that it is 
important to start aligning the way 
we think about quality along the 
entire spectrum of care — from 
the boardroom, to the C-suite, to 
management, to the nurses at the 
bedside.”

Tsai notes that one goal of the 
research was to create a taxonomy for 
measuring quality in management, 
similar to the specific quality metrics 
in clinical care.

The study’s confirmation of the 
board and management’s effect on 
quality could be a valuable tool for 
quality leaders trying to get more 
support and involvement from top 
leaders, says Peggy Crabtree, RN, vice 
president with The Camden Group in 
Los Angeles, who has more than 25 
years of hospital leadership experience 
and held executive leadership roles in 
numerous hospitals.

Quality metrics should be 
embedded throughout the organization, 
Crabtree suggests, rather than limiting 
them to clinicians. Bonus structures 
should always include performance 
on quality metrics, she says, and job 
applicants should be asked how they 
influenced quality in previous positions.

Crabtree recalls working with a 
hospital to educate its board about 
quality and the board members’ role 
in improving quality. A year later, the 
chief nursing officer called to say the 
hospital had received several quality 
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awards and had significantly improved 
its performance on quality metrics.

“She thought it was because the 
board got behind them and really got 
engaged with what was going on,” 
Crabtree says. “I think we’re seeing that 
more and more now with bundling, 
value-based purchasing, and all the 

other changes. Boards are getting more 
educated and involved because the 
financial pressure is making them realize 
their responsibility for oversight in 
quality.”

SOURCES
Peggy Crabtree, RN, Vice President, 

The Camden Group, Los Angeles . 

Telephone: (310) 320-3990 . Email: 

pcrabtree@thecamdengroup .com .

Thomas Tsai, MD, MPH, Surgeon and 

Health Policy Researcher, Department 

of Surgery at Brigham and Women’s 

Hospital, Boston, MA . Email: ttsai@
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Examples of high and low scoring in management 
study

The recent study in Health Affairs 
by Thomas Tsai, MD, MPH, a 

surgeon and health policy researcher 
in the Department of Surgery at 
Brigham and Women’s Hospital and 
in the Department of Health Policy 
and Management at Harvard School 
of Public Health in Boston, did not 
include examples of how the hospitals 
were scored on specific factors 
related to the board of directors and 
management. Tsai provided these 
examples of how two of the categories 
were measured, using a 1 score as the 
worst and a 5 score as the best:

OPERATIONS

1. Layout of patient flow
Score 1: Layout of hospital and 

organization of workplace is not 
conducive to patient flow (e.g. ward 
is on different level from theatre or 
consumables are often not available in 
the right place at the right time).

Score 3: Layout of hospital 
has been thought-through and 
optimized as far as possible; work 
place organization is not regularly 
challenged/changed (or vice versa).

Score 5: Hospital layout has been 
configured to optimize patient flow; 
workplace organization is challenged 
regularly and changed whenever 
needed.

2. Rationale for standardization 
and pathway management

Score 1: Changes were 
imposed top-down or because 
other departments were making 
(similar) changes; rationale was not 
communicated or understood.

Score 3: Changes were made 
because of financial pressure and the 
need to save money or as a (short-
term) measure to achieve government 
and/or external targets.

Score 5: Changes were made to 
improve overall performance, both 
clinical and financial, with buy-in 
from all affected staff groups; the 
changes were communicated in a 
coherent ‘change story.’

3. Standardization and protocols
Score 1: Little standardization 

and few protocols exist (e.g. different 
clinical staff have different approaches 
to the same treatments).

Score 3: Protocols have been 
created, but are not commonly used 
because they are too complicated or 
not monitored adequately (e.g. may 
be on website or in manual only).

Score 5: Protocols are known and 
used by all clinical staff and regularly 
followed up on through some form of 
monitoring or oversight.

4. Good use of human resources
Score 1: Staff often end up 

undertaking tasks for which they are 
not qualified or over-qualified when 

they could be used elsewhere; staff 
do not move across units, even when 
they are generally underutilized.

Score 3: Senior staff try to use 
the right staff for the right job, but 
do not go to great lengths to ensure 
this; staff may move but often in an 
uncoordinated manner.

Score 5: Staff recognize effective 
human resource deployment as 
a key issue and will go to some 
lengths to make it happen; shifting 
staff from less busy to busy areas is 
done routinely and in a coordinated 
manner, based on the documented 
skills.

MONITORING

1. Continuous improvement
Score 1: Process improvements are 

made only when problems occur, or 
only involve one staff group.

Score 3: Improvements are made 
in irregular meetings involving all 
staff groups, to improve performance 
in their area of work (e.g. ward or 
theatre).

Score 5: Exposing problems in 
a structured way is integral to an 
individuals’ responsibilities and 
resolution involves all staff groups, 
along the entire patient pathway; 
exposing and resolving problems is 
a part of a regular business process 
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rather than being the result of 
extraordinary efforts.

2. Performance tracking
Score 1: Measures tracked do not 

indicate directly if overall objectives are 
being met (only government targets are 
tracked); tracking is an ad-hoc process 
(certain processes aren’t tracked at all).

Score 3: Most important 
performance or quality indicators are 
tracked formally; tracking is overseen 
by senior staff.

Score 5: Performance or quality 
indicators are continuously tracked 
and communicated against most 
critical measures, both formally and 
informally, to all staff using a range of 
visual management, too.

3. Performance review
Score 1: Performance is reviewed 

infrequently or in an un-meaningful 
way (e.g. only success or failure is 
noted).

Score 3: Performance is reviewed 
periodically with both successes 
and failures identified; results are 
communicated to senior staff; no clear 
follow-up plan is adopted.

Score 5: Performance is continually 
reviewed, based on the indicators 
tracked; all aspects are followed up on 
to ensure continuous improvement; 
results are communicated to all staff.

4. Performance dialogue 
Score 1: The right information 

for a constructive discussion is often 
not present or the quality is too low; 
conversations focus overly on data 
that is not meaningful; a clear agenda 
is not known and purpose is not 
explicitly stated; next steps are not 
clearly defined.

Score 3: Review conversations 
are held with the appropriate data 
present; objectives of meetings are 
clear to all participating and a clear 

agenda is present; conversations do 
not drive to the root causes of the 
problems; next steps are not well 
defined.

Score 5: Regular review/
performance conversations focus on 
problem solving and addressing root 
causes; purpose, agenda and follow-
up steps are clear to all; meetings 
are an opportunity for constructive 
feedback and coaching.

5. Consequence management
Score 1: Failure to achieve 

agreed objectives does not carry any 
consequences.

Score 3: Failure to achieve agreed 
results is tolerated for a period before 
action is taken.

Score 5: A failure to achieve agreed 
targets drives retraining in identified 
areas of weakness or moving 
individuals to where their skills are 
appropriate.  n

Better leadership, management leads to better 
quality

These are excerpts from the recent 
study in Health Affairs by Thomas 

Tsai, MD, MPH, a surgeon and health 
policy researcher in the Department 
of Surgery at Brigham and Women’s 
Hospital and in the Department of 
Health Policy and Management at 
Harvard School of Public Health in 
Boston:

• “High-quality hospitals were 
more likely to have better management 
processes related to operations, 
monitoring, target setting, and human 
resources than low-quality hospitals. 
Management scores were significantly 
higher in hospitals with boards that 
paid greater attention to quality and 
that were more likely to adopt effective 
practices related to the use of data on 
clinical quality metrics. These findings 
suggest that board and management 

practices are both strongly related to 
a hospital’s performance on clinical 
quality metrics and may provide a 
unique target for quality improvement 
interventions reaching across multiple 
clinical domains.”

• “Our findings have important 
implications for policy as well as for 
health systems practice. Federal policy 
makers have signaled a commitment 
to accelerating the Affordable Care 
Act’s (ACA’s) transition to value-
based payments by linking the 
majority of current Medicare fee-for-
service reimbursements to quality 
in the next few years. This has the 
potential to create new impetus for 
organizational leaders to improve 
and ultimately deliver high-quality 
care. Given the relationship between 
board and management performance 

with hospital performance on quality 
metrics, our findings suggest that there 
are other important tools that policy 
makers can use to drive improvements. 
For hospitals that are struggling with 
lower quality, encouraging board or 
management training (or both) might 
be useful.”

• “Given the recent increase in 
hospital consolidation, there is also 
concern that managerial focus has been 
directed toward expansion instead 
of internal improvement. Front-line 
staff and senior managers often have 
different perceptions of both the goals 
and results of quality improvement 
efforts, and the lack of a shared 
commitment and understanding by 
hospital leadership and staff may 
hinder the effectiveness of quality 
improvement initiatives.”  n
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EXECUTIVE SUMMARY

New research suggests that a popular 3M software program 

doesn’t clearly distinguish differences in care quality . The issue 

is important because the program is increasingly used to make 

payments to U .S . hospitals based on readmission rates .

• 3M says the study is flawed and the conclusion incorrect .

• The researchers concluded that either PPR flagged cases are not 

more preventable, or additional data collection is needed .

• The findings are based on a review of 100 randomly selected cases .

3M’s PPR software criticized, but 
is research misleading?

The Potentially Preventable 
Readmissions (PPRs) from 3M 

fails at distinguishing differences in 
care quality, including key factors 
involved in readmission, according to 
a recent report. One of the physician 
developers at 3M, however, says the 
study was improperly designed and 
the negative conclusion is not correct.

The report suggests that the 
software fails to distinguish between 
readmissions that are preventable 
and those that aren’t. The research 
was published online in BMJ 
Quality and Safety and an abstract 
is available online at http://tinyurl.
com/o2cp5bq. Such a failure could 
be critical to hospitals because the 
PPRs are increasingly used to make 
payments to U.S. hospitals based on 
readmission rates, the authors wrote.

CMS posts data on 30-day 
readmissions for three common 
causes of hospital admissions: 
heart attack, heart failure, and 
pneumonia. Hospitals with 
high rates of readmissions are 
penalized financially and get less 
money from Medicare regardless 
of whether those readmissions 
could have been prevented.

In a bid to improve on the CMS 
measure and identify readmissions 
more likely to be preventable, 

3M developed the PPRs measure, 
which is now increasingly used 
by U.S. state Medicaid programs 
for hospital payments. The 3M 
software identifies readmissions 
with diagnoses that are clinically 
related to those prompting the initial 
admission, to flag those patients 
whose readmission could have been 
avoided, and then generates hospital 
level rates of avoidable readmissions, 
taking account of population 
case mix and illness severity.

However, an unknown has been 
to what extent these pairings reflect 
quality of care problems and which 
readmissions are therefore truly 
preventable. Researchers led by 
Ann M. Borzecki, MD, assistant 
professor at the Boston University 
School of Public Health, Department 
of Health Policy and Management 
and the Boston University School 
of Medicine, looked at whether 
readmissions flagged as PPRs 
by 3M were associated with 
poorer quality of care than those 
that weren’t. They focused on 
Veterans Health Administration 
patients admitted to hospital with 
pneumonia, and readmitted within 
30 days, between 2006 and 2010.

They reviewed the medical records 
of 100 randomly selected cases out 

of more than 11,000, to look at the 
quality of care these patients had 
been given while in hospital and 
after discharge, using processes of 
care derived from evidence-based 
data and a panel of clinical experts.

They were surprised to find that 
the quality of care among the 77 
cases flagged as PPRs was slightly 
better than the 23 unflagged cases 
(total average scores of 71.2 vs. 65.8 
out of 100), although this difference 
was not statistically significant. 
They found little information about 
the quality of care after discharge 
for flagged and unflagged cases.

Their findings lead the 
researchers to conclude that either 
PPR flagged cases are not more 
preventable, or that assessment of 
preventability requires other data 
collection methods to capture 
poorly documented processes.

“Among VA pneumonia 
readmissions, PPR categorisation 
did not produce the expected quality 
of care findings,” the researchers 
concluded. “Either PPR–yes cases 
are not more preventable, or 
preventability assessment requires 
other data collection methods to 
capture poorly documented processes 
(e.g., direct observation).”

3M submitted a response to BMJ 
Quality and Safety but has not learned 
whether the journal will publish it. 
Norbert Goldfield, MD, medical 
director for 3M Health Information 
Systems and one of the principal 
designers of the PPR classification 
methodology, provided a copy of the 
letter to Hospital Peer Review and 
elaborated on 3M’s concerns about 
the study. (For excerpts from the 3M 
letter, see the story on p. 126.)
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The letter begins by saying, 
“Unfortunately, the design 
of the study was based on a 
misinterpretation of the meaning of 
the PPR categorization as well as its 
intended use.”

The report was troubling to 
some quality leaders. In a linked 
editorial, physicians from Mount 
Sinai Hospital in Toronto, Canada, 
suggest that, “After years of intensive 
research to find an objective measure 
of preventable readmissions, it seems 
as imminent as the arrival of Godot.” 
Perhaps readmission rates are too 
crude a measure and aren’t patient-
centered in the way some calculations 
assume, says one of the editorial 
authors, Christine Soong, MD, 
MSc, CCFP, assistant professor at the 
University of Toronto and director 
of the Hospital Medicine Program at 
Mount Sinai Hospital and University 
Health Network in Toronto. (The 
editorial is available online at http://
tinyurl.com/plq4fmo.)

This latest research confirms 

that there is no “magic bullet” for 
identifying preventable readmissions, 
Soong tells Hospital Peer Review. She 
suggests that quality officers using 
the 3M software use caution in 
interpreting the data and not assume 
that the identification of preventable 
readmissions is correct or complete.

“The study suggests that the 
3M tool is not sensitive enough to 
capture preventable readmissions, 
and if anything, it looked like some 
deemed non-preventable had better 
quality measures than those that may 
have been preventable,” she says. 
“Basically it’s telling us that we’re no 
further ahead in being able to identify 
readmissions that were preventable.”

As for 3M’s contention that 
the study was designed incorrectly, 
Soong notes that there is evidence 
suggesting that software systems 
using administrative data to 
calculate preventable readmissions 
fail to consider other important 
unmeasured factors that contribute 
to readmissions. Research suggests 

that hospitals with high “risk 
adjusted” rates of PPRs differed in 
many patient characteristics not 
included in the risk adjustments but 
which accounted for approximately 
50% of the observed differences 
in probability of readmission.

“In other words, risk adjustment 
calculators such as those of 3M do 
not account for many patient factors 
that contribute to readmission, such 
as socioeconomic status, education, 
and functional status,” Soong says.
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Study design misinterprets categories, 3M says

3M, the maker of the Potentially 
Preventable Readmissions 

(PPRs) software, responded to 
recent criticism that it fails at 
distinguishing differences in care 
quality by submitting a letter to BMJ 
Quality and Safety, which published 
the study. The following are excerpts 
from the letter:

• “Given that the study design 
examined the rate of quality 
problems for patients with PPRs 
compared to patients with non-
PPRs, no meaningful conclusion 
can be drawn from the study results. 
The correct study design would 
have been to examine the rate of 
quality problems for pneumonia 
patients with a readmission 

categorized as a PPR compared to 
pneumonia patients who were not 
readmitted. There is a reasonable 
expectation that pneumonia 
patients who were not readmitted 
would have fewer quality problems 
than pneumonia patients with a 
readmission categorized as a PPR.”

• “In order to be consistent 
with the definition of PPRs and 
the intended use of PPRs, the most 
meaningful study design would 
have examined the rate of quality 
problems for pneumonia patients 
with a PPR who were treated in 
hospitals with a high risk-adjusted 
PPR rate compared to pneumonia 
patients who were not readmitted.”

• “Judgment on the ultimate 

efficacy and utility of PPRs 
should be based on whether PPRs 
identify patients for whom quality 
improvement is realistically possible 
and whether PPR-based data can 
be used to actually achieve lower 
readmission rates. For example, 
between 2011 and 2013 the 
PPR-based “Reducing Avoidable 
Readmissions Effectively” (RARE) 
Program in Minnesota reduced 
readmissions by over 20 percent 
by preventing 7,975 readmissions, 
thus avoiding more than 31,900 
bed days. (MHA, 2015) Such 
reductions demonstrate that PPR-
based data is effective in fostering 
real behavior change that leads 
to lower readmission rates.”  n
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Complications initiative saves $120 
million, improves quality

A three-year initiative by New 
Jersey hospitals to confront and 

reduce the incidence of complications 
for hospitalized patients is reporting 
positive results: more than 13,730 
cases of patient harm averted and 
$120 million in healthcare cost 
savings. Other hospitals across 
the country could replicate the 
same results, participants say.

The initiative, Partnership for 
Patients-New Jersey, was part of the 
national Partnership for Patients 
project, spearheaded by the U.S. 
Centers for Medicare & Medicaid 
Services and involving hospitals across 
the country. In New Jersey, the effort 
was led by the New Jersey Hospital 
Association’s (NJHA) Institute for 
Quality and Patient Safety, which 
was designated as one of 27 “hospital 
engagement networks” nationwide.

NJHA has been selected as one 
of 17 national, regional or state 
hospital associations and health system 
organizations to continue efforts in 
reducing preventable hospital-acquired 
conditions and readmissions. Through 
the Partnership for Patients nationwide 
public-private collaboration, which 
began in 2011 to reduce preventable 
hospital-acquired conditions by 40% 
and 30-day readmissions by 20%, 
NJHA will participate in a second 
round of hospital engagement networks 
to continue working to improve 
patient care in the hospital setting.

Since the launch of the 
Partnership for Patients, the vast 
majority of U.S. hospitals and many 
other stakeholders have joined the 
collaborative effort and delivered 
results. The Department of Health 
and Human Services has estimated 
that 50,000 fewer patients died in 

hospitals and approximately $12 
billion in healthcare costs were saved 
as a result of a reduction in hospital-
acquired conditions from 2010 to 
2013. Nationally, patient safety is 
improving, resulting in 1.3 million 
adverse events and infections avoided 
in hospitals since in that time period. 
This translates to a 17% decline in 
hospital-acquired conditions over the 
three-year period.

In New Jersey, NJHA worked 
with the state’s hospitals from 2012 
through 2014 in a program that 
focused on education from national 
experts, sharing of best practices, and 
detailed data reporting to achieve 
better, safer healthcare services for 
patients.

The hospitals focused on reducing 
adverse events in 10 areas, explains Aline 
Holmes, RN, DNP, NJHAs senior vice 
president of clinical affairs and director 
of NJHA’s Quality Institute. Those areas 
were four different kinds of infections 
plus surgical infections, falls, pressure 
ulcers, adverse drug events, adverse 
obstetric events, and readmissions.

New Jersey hospitals had been 
addressing some of those issues in 
smaller projects before the Partnership 
for Patients project, so they were able 
to build on that success, Holmes notes. 
Hospitals in the state had previously 
addressed cesarean section rates and 
early elective deliveries, for instance. 
The early elective rate dropped from 
6% to 1% over the course of the 
current project, Holmes notes.

Holmes explains that the New Jersey 
results are attributable mostly to reduced 
rates in post-surgical infections, pressure 
ulcers or medication errors. New Jersey 
hospitals posted a 27.1% average 
reduction in these conditions in 2014. 

They also achieved a 7.7% decrease 
in the rate of patients readmitted to 
the hospital within 30 days of a prior 
hospital stay. (For detailed results in 
New Jersey, see the story on p. 129.)

By comparing those new rates 
against the industry’s standard 
expected rates, this work has averted 
a case of medical harm for 13,730 
New Jersey patients by the end of 
the three-year initiative, Ryan says. 
Those averted complications saved 
the healthcare system about $120 
million in added costs, according to 
cost data from the U.S. Agency for 
Healthcare Research and Quality 
(AHRQ). The largest cost savings 
come from the reduction in hospital 
readmissions, which accounts for about 
$84 million of the projected savings.

Reduced cost for the healthcare 
system is “icing on the cake,” says 
NJHA President and CEO Betsy 
Ryan, Esq. Improving patient care 
is the always the primary goal, she 
says, with the added bonus that 
avoiding adverse events almost always 
means avoiding extra expenses.

NJHA used a variety of methods 
to help hospitals address the targeted 
adverse events, Holmes says. Speakers 
were brought in to hospitals for 
seminars, and the association also hosted 
monthly webinars and conference calls. 
The webinars and conference calls 
were useful in presenting new content, 
coaching, and hearing updates on the 
hospitals’ progress, as well as reports of 
problems or challenges encountered.

Those virtual meetings also 
allowed hospitals to share information 
and develop best practices.

“When we started out, everyone had 
a different process for pressure ulcers 
and that was problematic, but over the 
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EXECUTIVE SUMMARY: 

A New Jersey initiative to reduce complications for hospitalized patients is 

reporting significant success . Over three years the program averted almost 

14,000 incidents of patient harm and saved $120 million in healthcare costs .

• New Jersey hospitals achieved a 7 .7% decrease in the rate of patients 

readmitted to the hospital within 30 days of a prior hospital stay . 

• Reduced readmissions account for about $84 million of the projected savings .

• New Jersey has traditionally had one of the nation’s highest rates of readmission .

course of a couple years they came to 
consensus on standardizing the process. 
They could see how important it was to 
be consistent, with these patients going 
back and forth across care settings,” 
Holmes says. “One of the best things 
was that even when the hospitals 
were very competitive, the physicians 
weren’t and they were willing to 
cooperate and exchange information.”

NJHA also set up listservs so that 
a nurse, for example, could post a 
question about the project’s goals and 
receive multiple responses within an 
hour. That was a more attractive option 
to many participants than contacting 
NJHA or hospital administration, 
Holmes notes, and in many cases 
the project’s experts in a particular 
topic participated on the listservs.

Ryan points out that physician 
engagement is critical for making a 
project like this successful. Also, she says 
it is important not to alienate clinicians 
by making dramatic changes in policies 
and procedures overnight. The better 
approach is to determine what changes 
need to be made to get to the goal, but 
then implement them incrementally.

“We learned early that making 
wholesale changes created a lot resistance 
from physicians, who all thought that 
you were saying that what they had 

been doing along was wrong,” Ryan 
says. “Try small things rapidly, measure 
the effects, and then spread those.”

The initiative is not just about 
statistics and dollars, Holmes notes. 
“This work has a very real impact 
on patients,” she says. “It means 
better care, shorter hospital stays, 
and better patient outcomes. I’m 
especially proud of the areas like 
surgical site infection rates and birth 
issues like early elective deliveries, 
where New Jersey hospitals not only 
have improved their results over 
time, but have also performed much 
better than the national average.”

Thirty-day readmission rates 
are another key issue for New 
Jersey, Holmes says. The state has 
traditionally had one of the nation’s 
highest rates of readmission, and 
now research has shown that 
socioeconomic factors make it more 
difficult for states like New Jersey, 

with many urban communities, 
to reduce hospital readmissions.

“There are numerous personal 
economic factors that affect whether 
a patient may return to the hospital 
after an initial stay, such as whether 
a patient can afford prescriptions or 
whether transportation is available 
for follow-up appointments,” Holmes 
says. “But the good news is that New 
Jersey hospitals are making progress, 
and our work on readmissions alone 
has resulted in $84 million in reduced 
healthcare costs in our state.”

SOURCES
Aline Holmes, DNP, RN, Senior 

Vice President of Clinical Affairs . 

Email: aholmes@njha .com . 

Telephone: (609) 275-4157 .

Betsy Ryan, President and CEO, 

New Jersey Hospital Association . 

Email: eryan@njha .com . 

Telephone: (609) 275-4241 .  n

AHA pushing CMS to improve Hospital Quality 
Star Ratings

The American Hospital Association 
in Washington, DC, is sending 

a stern message to the CMS: Your 
Hospital Quality Star Rating 
System isn’t working so well.

AHA Acting Senior Executive for 
Policy Ashley Thompson recently 
sent CMS a letter saying the Star 
Rating system must be improved to 
make the ratings more credible and 
relevant to improving the patient 

experience. She notes that hospitals 
were instrumental in the creation 
of Hospital Compare more than a 
decade ago, and she says they remain 
committed to sharing meaningful, 
accurate hospital quality information.

The Star Ratings don’t do that, 
Thompson claimed. “These ratings 
are intended to drive patients to wise 
choices about where they seek care. 
Thus, CMS has an obligation to ensure 

the differences in ratings it portrays 
are real, meaningful and important 
to patient outcomes,” she wrote. 
“Users and hospitals have a reasonable 
expectation that, if CMS is going to 
assign Star Ratings to hospitals for the 
purpose of identifying different levels 
of performance, CMS will be able to 
substantiate its assertion that a three star 
hospital is more likely to deliver care 
patients would find superior to that 
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These are some detailed results 
of the three-year initiative by 

Partnership for Patients-New Jersey, 
part of the national Partnership for 
Patients project and launched by the 
CMS:

• Adverse drug events declined 
from 10.4% to 6.5%, a reduction of 
37.9%.

• Catheter-associated urinary 
tract infections declined from a rate 
of 2.27 per thousand catheter days to 
1.72, a reduction of 24.1%.

• Central line-associated 
bloodstream infections declined 
from a rate of 1.40 infections per 
1,000 central line days to 1.07, a 
reduction of 23.5%.

• Patient falls declined from 

3.1 per 1,000 patients to 2.76, a 
reduction of 11.1%.

• Early elective deliveries declined 
from 2.9% to 0.9%, a reduction of 
69.9%.

• Birth trauma injuries declined 
from a rate of 2.3 per 1,000 live 
births to 1.90, a 19.8% reduction.

• Obstetric trauma declined from 
a rate of 148.5 per 1,000 to 99.6 per 
1,000 (with a medical instrument) 
and from 24.5 per 1,000 to 17.9 
(without instrument.) The rate 
reduction is 33% and 27.1%, 
respectively.

• Pressure ulcers declined from 
a rate of 1.79 per 1,000 to 1.39 per 
1,000, a reduction of 27.1%.

• Surgical site infections following 

colon surgery declined from 4.34% 
to 2.01%, a reduction of 53.6%.

• Surgical site infections 
following hysterectomy declined 
from 1.47% to 1.32%, a reduction 
of 9.9%.

• Surgical site infections 
following total knee replacement 
declined from 1.03% to 0.29%, a 
reduction of 71.9%.

• Venous thromboembolism 
(blood clots) declined from 0.73% 
to 0.62%, a reduction of 14.1%.

• Hospital readmissions within 
30 days declined from 21.4% to 
19.8%, a 7.7% reduction.

The full report on New Jersey’s 
Year 3 results can be found at http://
bit.ly/1XLXomn.  n

delivered at a one- or two-star hospital, 
and less likely to deliver superior care 
than a four- or five-star hospital.”

The AHA head noted that her group 
had warned CMS of the difficulty in 
devising a star rating that would “equip 
patients, families and communities 
with a meaningful, accurate picture of 
hospital quality that is relevant to their 
individual reasons for seeking care.” 
Lacking confidence that CMS could 
use the measures available on Hospital 
Compare to create a comprehensive 
star rating, AHA urged CMS to apply 
Star Ratings only to specific measure 
topics, like cardiac care, rather than 
one overall rating for each hospital.

As it turned out, CMS developed 
a star rating that does apply mostly to 
specific measures, but then touted the 
ratings as a measure of the hospital’s 
overall quality, Thompson explained.

Some validity to AHA 

concerns

It’s hard to argue with substantial 
sections of the AHA’s critique, says 
Frank Ingari, CEO of NaviNet, 

a Boston, MA-based healthcare 
collaboration network connecting 
more than 40 health plans and 60% 
of the nation’s physicians.

“Overall, the methodological 
analysis deserves a thoughtful 
response, since it suggests that CMS’ 
proposed approach may not be 
optimal scientifically, may promote 
confusing or even misleading 
impressions among consumers, and 
will appear to function as a ‘black 
box,’” Ingari says. “Most important 
is the AHA’s request for a more 
direct line of sight between measured 
performance and performance 
improvement actions. After all, this 
has been the principal power of the 
Medicare Advantage Star Rating 
system - payers have well defined 
paths (however challenging) that they 
can follow to improve their scores.”

The ratings process should have 
begun by identifying a small set 
of scientifically sound measures 
for critical aspects of care and 
which consumers find compelling, 
Thompson explained in the letter. 
Instead, CMS uses some measures — 
such as readmission measures — that 

were created to meet specific legislated 
program needs, and some created for 
research and registry purposes. The 
measures also focus on factors that 
affect only some patients, such as 
heart attack, stroke or pneumonia. 
Few of the CMS measures involve 
cross-cutting issues affecting many 
patients, Thompson noted.

“The measures themselves 
range from patients’ assessments 
of the cleanliness and quiet of the 
inpatient care facility, to measures 
of key outcomes that apply only to 
Medicare fee-for-service patients with 
particular conditions, to measures 
of how efficient hospitals were in 
providing certain imaging services 
in the outpatient setting,” she wrote. 
“It is not clear to what extent, if any, 
these are the measures that would be 
most relevant to patients or other users 
if they were to describe what they 
would want to be incorporated into 
a star rating system of hospitals.”

Thompson cited research showing 
that the readmissions measures CMS 
uses cannot be used to compare the 
performance of one hospital to another. 
Rather, the only valid comparison 
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Fewer hospitals get five-star ratings

The five-star rating on the CMS 
Hospital Compare website is 

becoming a more exclusive club. 
This year, CMS awarded 207 
hospitals a five-star rating, down 
from 336 in is most recent posting.

The two-star rating went to 638 
hospitals and 76 got only on star.

CMS bases its Star Ratings on 
the 11 publicly reported measures 

in the Hospital Consumer 
Assessment of Healthcare Providers 
and Systems (HCAHPS) survey, 
which assesses patient experiences. 
CMS updates the ratings every 
quarter, and the latest results are 
for the reporting period from Jan. 
1, 2014, through Dec. 31, 2014.

The 207 five-star ratings represent 
6% of the 3,539 eligible hospitals, 

a worse showing than the July 2015 
update when 336 of the 3,548 eligible 
hospitals achieved the highest level. 
In addition 1,087 (31%) received 
four stars; 1,531 (43%) received 
three stars, 638 (18%) received two 
stars, and 76 (2%) received one star.

There were 1,092 hospitals 
that could not be rated because 
CMS had insufficient data.  n

GAO says quality incentives, penalties  
not improving quality

Neither bonuses nor penalties 
are having much of an effect 

on improving the quality of care in 
hospitals, according to a report from 
the U.S. Government Accountability 
Office (GAO).

The government investigators 
found that the bonuses and penalties 
received by most of the approximately 
3,000 hospitals eligible for the Hospital 
Value-based Purchasing (HVBP) 
program amounted to less than 0.5% of 

applicable Medicare payments each year. 
Safety net hospitals, those providing 
a significant amount of care to the 
poor, consistently had smaller bonuses 
or penalties than hospitals overall.

“Small urban hospitals had higher 

is between each hospital and a 
hypothetical average hospital, she noted.

“Thus, we believe it is not possible to 
accurately assign star ratings to hospitals 
based on these non-comparable 
performance measures. The measures 
are simply not constructed in a way to 
permit this kind of hospital-to-hospital 
comparison,” she wrote. “We urge CMS 
to reconsider using readmission and 
mortality measures in the star rating 
system since they will likely lead to the 
misclassification of hospitals, resulting 
in misinformation for patients.”

AHA also isn’t happy with CMS 
plans to group existing measures into 
seven categories — mortality outcomes, 
safety outcomes, readmissions 
outcomes, patient experience, timeliness 
of care, effectiveness of care and 
imaging efficiency — and apply a 
latent variable model to each group. 
The latent variable model holds that a 
single common factor is present for the 
measured performance of a hospital on 

each of the measures in a group, and 
that factor could be described as the 
hospital’s influence on the measured 
performance. CMS would calculate 
the value of the “latent variable” 
and then use that as the measure of 
how a hospital performed on each 
category, which dictate how many 
stars are awarded to the hospital.

That proposal may delight 
statisticians, Thompson wrote, but it 
won’t yield accurate quality ratings. 
“We urge CMS to take a step back 
and consider something simpler 
and with a more direct ‘line of sight’ 
between measured performance and 
performance improvement actions,” 
she said.

Even if the program can be 
improved, Ingari says Medicare 
Advantage Star Ratings are the 
most potent proven reform driver 
in the healthcare system, Ingari 
says. Using well-defined metrics 
widely approved by the clinical and 

payer communities, and powered 
by significant financial rewards and 
punishments, the Star Ratings have 
given CMS a vehicle to reshape U.S. 
healthcare by effectively “moving the 
goalposts” a few yards every year.

“The AHA letter can be read, 
in some ways, as a plea to see that 
hospital star performers have the 
same characteristics, including the 
more gradual introduction that CMS 
used with the MA Stars program 
years ago,” he says. “I would like 
to see the MA Stars program used 
as the centerpiece of value-based 
measurement programs in Managed 
Medicaid, Exchanges, and Hospital 
Compare. It can always be improved, 
but is proven, flexible, and effective.”

The AHA letter is available 
online at http://tinyurl.com/neucjlz.

SOURCE
Frank Ingari, CEO, NaviNet, Boston, 
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Wearable ventilator said to improve 
health, save money

New data presented recently 
indicate that use of a wearable 

ventilator system in COPD patients 
is associated with significant 
improvement in healthcare utilization 
and overall respiratory health status.

Study findings were released at 
the annual American College of 
Chest Physicians (CHEST 2015) 
meeting in Montreal, Canada. 
The data were presented by Neil 
MacIntyre, MD, FAARC, a 
pulmonologist at Duke University 
Medical Center in Durham, NC, 
and included an economic analysis.

Patients with chronic respiratory 
insufficiency frequently suffer from 
exacerbations, resulting in increased 
physician office visits, time in the 
emergency room, and hospital 
admissions, MacIntyre noted.

“The data analyzed in this study 
further reinforce current clinical 
evidence that wearable ventilator 
technology can improve healthcare 
utilization measures across a wide 
spectrum of parameters, help patients 
with chronic respiratory disease 
better manage their conditions, and 
have the potential to significantly 
decrease healthcare expenditures,” 
he reported at the conference.

The study evaluated 16 stable 

oxygen-dependent patients with 
moderate to very severe COPD who 
were using a one-pound wearable 
system as a complement to their 
standard medical care regimen. In 
addition to statistically significant 
health care utilization across four of 
five healthcare utilization measures 
(emergency room visits, hospital days, 
hospital ICU days and mechanical 
ventilations), researchers estimated 
total cost reductions across the study 

population of between 68% and 96%. 
Office visits were the only measure 
that did not achieve significant 
decreases in frequency or cost.

Additionally, results from two 
validated patient reported measures 
of respiratory status were collected. 
COPD Assessment Test (CAT) 
and modified Medical Research 
Council (mMRC) scores improved 
significantly in the post-NIOV 
implementation period.  n

median payment adjustments each year 
than hospitals overall, and small rural 
hospitals’ median payment adjustments 
were similar to hospitals overall in the 
first two years and higher in the most 
recent year,” the investigators reported.

Most importantly, the GAO 
analysis found little effect on 
quality. There was no apparent 
shift in existing trends in hospitals’ 
performance on the quality measures 

included in the HVBP program, 
they reported. They note, however 
that quality could improve as the 
HVBP program continues to evolve.

“For example, new quality 
measures will be added, and the 
weight placed on clinical process 
measures — on which hospitals had 
little room for improvement — will 
be substantially reduced,” the report 
notes. “For many quality measures 

not included in the HVBP program, 
GAO also found that trends in 
hospitals’ performance remained 
unchanged in the period GAO 
reviewed, but there were exceptions 
in the case of three measures that are 
part of a separate incentive program 
targeting hospital readmissions.”

The full report is available 
online at http://www.gao.gov/
products/GAO-16-9.  n
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CNE INSTRUCTIONS

CNE QUESTIONS

1. What was a main conclusion 

of Thomas Tsai, MD, 

MPH’s research?

A . A hospital’s board 

and management have a 

significant effect on quality .

B . A hospital’s board has a 

significant effect on quality, 

but not management .

C . A hospital’s management 

has a significant effect on 

quality, but not the board .

D . Neither the hospital’s board 

nor management have a 

significant effect on quality .

2. What does a recent study in 

BMJ Quality & Safety claim is 

a problem with the Potentially 

Preventable Readmissions 

software from 3M?

A . It is incompatible with too 

many hospital systems .

B . It does not take regional 

differences into account when 

analyzing readmissions .

C . It is outdated .

D . It fails at distinguishing 

differences in care quality, including 

key factors involved in readmission . 

3. What were the results of a three-

year initiative by New Jersey 

hospitals to confront and reduce 

the incidence of complications 

for hospitalized patients?

A . More than 13,730 cases of 

patient harm averted and $120 

million in healthcare cost savings .

B . More than 6,549 cases of 

patient harm averted and $150 

million in healthcare savings .

C . More than 13,730 cases 

of patient harm averted 

but no significant effect 

on healthcare savings .

D . More than 6,549 cases of patient 

harm averted but no significant 

effect on healthcare savings .

4. What does the AHA allege 

is the key problem with the 

Hospital Star Ratings system?

A . Too many hospitals are 

left out of the ratings .

B . CMS developed a star rating 

that applies mostly to specific 

measures but then touted the 

ratings as a measure of the 

hospital’s overall quality .

C . CMS developed a star rating 

that is primarily about saving 

money when the focus should 

be on patient care and quality .

D . So many hospitals are included 

that the ratings have little meaning .
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Quality Improvement Program 
pays off, study suggests, 
APR:42

Patient satisfaction surveys  
seriously flawed, report says, 

OCT:107
Report on hospital discharge 

planning tools, APR:47
Study relates slowing cost boost 

to quality site, MAR:35

Technology
10 tech issues to consider,  

according to ECRI, MAR:31
Alarms top safety list again, 

MAY:58
Hear that alarm ringing?, JUN:61
Near misses, harm from devices 

regular occurrence, say nurses, 
JUN:67

New technology poses  
credentialing challenge, 
OCT:101

Top 10 tech hazards include new 
worries, JAN:9

Wearable ventilator said to 
improve health, save money, 
DEC:131

Transitions of Care
Designed to help, can cause 

harm, JUN:64
Four hazards that did not make 

the ECRI Institute list, JUN:63
ICU program gets patients  

moving sooner, MAY:58
Improving transitions within the 

hospital, JAN:7
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