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QUALITY OF CARE 
ALSO IS AFFECTED 

BY HOW MUCH 
A CLINICIAN 

FOCUSES ON A 
SCREEN.

EHRs, Devices Threaten Quality  
and Patient Satisfaction 
Patients unhappy when clinicians focus on screens, not them

Electronic health records (EHRs) 
and various devices bring count-
less benefits to the healthcare 

experience, but evidence is mounting 
that EHRs also threaten quality and pa-
tient satisfaction when clinicians spend 
too much time looking at a screen 
instead of the patient. 
The high-tech tools 
are here to stay, so 
hospitals must find 
ways to ensure that 
patients still feel 
they are getting 
the personal atten-
tion they deserve.

Research indicates 
that physicians in a patient encounter 
typically spend 80% of their looking at 
a computer screen and only 20% inter-
acting with the patient, says Richard 
M. Frankel, PhD, professor of medi-
cine and geriatrics at Indiana University 
School of Medicine and an investigator 
with the Regenstrief Institute, both in 
Indianapolis. His research is focused on 
clinician-patient communication and 

its effects on quality and safety, the ef-
fects of exam room computing on phy-
sician patient communication and ef-
fective organizational change strategies.

Quality of care also is af-
fected by how much a clinician fo-
cuses on a screen, Frankel says.

“It’s not just a 
matter of being nice 
and respectful to the 
patient,” he says. 
“The outcomes of 
care are jeopardized 
by acting one way or 
another with com-
puters and patients. 

This is an area of 
growing concern as more and more 
patients have negative experiences.”

Research with the Jefferson Scale 
of Physician Empathy (JSPE) indi-
cates that a clinician’s level of empathy 
affects quality of care and outcomes, 
Frankel notes, and one element of 
empathy is eye contact. Patients with 
diabetes have statistically better out-
comes when treated by physicians who 
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have a higher degree of empathy as 
measured by the JSPE, and those 
high empathy scores correlate with 
the physician spending more time 
interacting with the patient in-
stead of the computer, he says.

As doctors and other clini-
cians are increasingly focused on 
computers, laptops, and tablets, 
research shows that patients rate 
their encounters lower as the screen 
time increases. Recent research by 
Neda Ratanawongsa, MD, MPH, 
associate professor in the Division 
of General Internal Medicine at the 
University of California, San Fran-
cisco, indicates a clear association 
between screen time and patient 
satisfaction. She and her colleagues 
studied patient interactions at clin-
ics in San Francisco serving people 
with limited proficiency in English 
and low health literacy, recording 71 
encounters among 47 patients and 
39 clinicians. Compared with pa-
tients in low computer use encoun-
ters, patients in high computer use 
encounters were less likely to rate 
their care “excellent” — 48% vs. 
83% of the low computer use group. 

Patients in high computer use en-
counters also engaged in more “so-
cial rapport building,” such as ask-
ing the doctor if she liked wearing 
her hair that way. That probably in-
dicates that the patient felt ignored 
and was trying to engage the clini-
cian in conversation, Ratanawongsa 
says. (The study is available online at 
http://bit.ly/1TywyMM. See the story 
later in this issue for similar research.)

Physical layout 

is important

The solution involves attention 
to both physical layout of the ex-
amination room and some do’s and 
don’ts of how to use devices with 

a patient, she says. Frankel agrees, 
noting that the placement of the 
computer in an exam room is one 
of the most vexing issues for physi-
cians. The most common placement 
is in a corner of the room, which 
means the physician’s back is to the 
patient when using it, he notes.

“Just the geography of the 
room can be a real problem in 
terms of creating barriers to engag-
ing with patients,” Frankel says.

A better design has the com-
puter on a stand in the middle 
of the room so the physician can 
use it while facing the patient, or 
the physician can use a tablet or 
another portable device to enter 
information. Frankel just finished 
reviewing 400 exam rooms at a 
hospital switching to a new EHR, 
with the CEO instructing that he 
wanted the new EHR terminals 
placed in the best possible configu-
ration for patient-centered care.

“That is a triangle, formed by 
the physician, the patient, and the 
computer,” Frankel says. “A qual-
ity professional could easily get 
involved with configuring rooms 
for ideal care delivery for patients.”

Some compromise is needed, 
Frankel notes, because avoiding 
computer use altogether during the 
visit is not ideal either. Important 
information may be overlooked or 
not documented if the clinician 
waits until after the encounter to 
enter data. One popular strategy 
is to have a nurse or other staff 
member act as a scribe, entering 
information in the system as the 
physician talks with the patient. 
While effective, scribes necessitate 
additional staffing and expense.

Follow best practices

Engaging the patient with the 
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computer also is effective, Frankel 
notes. Research has shown that 
patient satisfaction improves when 
the clinician introduces the patient 
to the computer, describes how and 
why it is being used, and uses the 
computer as an educational tool 
to show illustrations or medica-
tion instructions, for example.

Frankel also encourages qual-
ity leaders to study how EHRs and 
other devices are used in patient 
encounters to identify those clini-
cians who seem most effective with 
striking a balance with patient inter-
action. There may be tips and tricks 
unique to the hospital’s particular 
EHR, or clinicians may have devel-
oped habits that can be emulated. 
Those best practices can be formal-
ized and implemented throughout 
the hospital. (Frankel has developed a 
set of guidelines that can be used to ad-
dress the issue. For more on the guide-
lines, see the story later in this issue.)

Hospitals should find a way to 
incorporate communication train-
ing in the ongoing education of 
clinicians, reinforcing what they 
were taught in school and address-
ing any practical issues that may 
be interfering with good patient 
interactions, Ratanawongsa says.

“There has to be training for doc-
tors in how to listen to their patients 
and how to disengage from the com-
puter when needed, such as when a 
patient is talking about depression or 
alcohol use, or when they are talking 
about something embarrassing like 
erectile dysfunction,” Ratanawongsa 
says. “Those things need to be cues 
that tell the provider to stop entering 
data, take their eyes off the screen, 
and pay attention to the patient. 
There is a lot of movement in medi-
cal schools to teach communication 
skills, but those skills are pushed 
aside in practice by the demands 
of everyday work requirements.”

POISED Model Improves Patient Experience

Clinicians can improve their patient engagement while using 
computers by following six steps, suggests Richard M. Frankel, 

PhD, professor of medicine and geriatrics at Indiana University School 
of Medicine and an investigator with the Regenstrief Institute, both in 
Indianapolis.

He developed the POISED model for reinforcing good exam room 
computer use by physicians:

Prepare: Review the electronic medical record before seeing the 
patient. Time pressures result in many physicians not looking at the 
record until entering the room, and a common complaint from patients 
is that physicians spend five minutes or more staring at a computer be-
fore even understanding who they are and why they’re being examined.

Orient: Spend one or two minutes in dialogue with the patient 
explaining how the computer will be used during the appointment.

Information gathering: Don’t put off data entry, as patients may 
question how seriously their concerns are being taken if the physician 
does not enter information gleaned from patient into computer from 
time to time.

Share: Turn the computer screen so patients can see what has been 
typed, signaling partnership and also serving as a way to check that 
what is being entered is accurate.

Educate: Show a graphic representation on the computer screen of 
information over time, such as the patient’s weight, blood pressure, or 
blood glucose, so it can become a basis for conversation reinforcing 
good health habits or talking about how to improve them.

Debrief: Exam room computers provide an ideal opportunity to 
use the “teach back” format for a doctor to assess the degree to which 
recommendations are understood by the patient and correct as neces-
sary.  n

The healthcare visit also should 
be structured in such a way that it 
allows time for the clinician to enter 
data but still have time to engage 
directly with the patient, she says.

“There are policy-driven factors 
to consider when you’re trying to 
free up time for the provider, having 
other people enter data or do medi-
cation reconciliation, so the provider 
can focus on what the patients want 
directly from them, like advice 
about their health and recommen-
dations,” Ratanawongsa says. “The 
move to electronic health records 
is a useful thing, but some of the 

ways it was done were not based on 
things that matter most to patients 
and their healthcare teams.”  n
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Nurses Take the Lead with Improvement Projects

Sometimes it takes those on 
the front line to really bring 

change to a hospital, and critical 
care nurses at seven Washington 

hospitals have proven so with 
quality improvement projects 
that reduced communication-
related medical errors by 80% 

Research Shows EHRs Distract Clinicians

EHRs change clinician workflow and decrease the amount of time 
spent directly interacting with patients, according to a recent 

study in Laryngoscope, published by the American Laryngological, 
Rhinological and Otological Society.

Researchers from the Baylor College of Medicine studied how 
EHRs affect workflow and resident training, conducting a time mo-
tion study of eight residents in second and fourth post-graduate 
years. They found that, on clinic days, residents who used EHRs 
spent significantly less time on direct patient care and more on 
documenting into the EHR and reading results in the EHR. The 
EHR also resulted in more fragmented workflow. (An abstract 
of the study is available online at http://1.usa.gov/239WYa1.)

A recent RAND Health report, conducted at the request 
of the American Medical Association, says physicians’ views of 
EHRs are still mixed, with many saying they are good in theory 
but have “significantly worsened” their professional satisfaction. 
Top complaints were that EHRs required time-consuming data 
entry that could be better accomplished by clerks and scribes, 
were difficult to use, interfered with patient face-to-face interac-
tion, lacked interoperability, and degraded clinical documenta-
tion. (The report is available online at http://bit.ly/1ceWQeQ.)

The Joint Commission (TJC) also is concerned about how EHRs 
affect quality of care and patient satisfaction. In a recent Sentinel Event 
Alert, TJC warned of how incorrect or miscommunicated information 
entered in EHRs might result in adverse events. TJC recommends an 
improved safety culture, process improvement, and leadership regard-
ing EHR safety. In particular, the commission urges a “collective 
mindfulness focused on identifying, reporting, analyzing, and reducing 
health IT-related hazardous conditions, close calls or errors.” The full 
alert, with resources, is available online at http://bit.ly/1Ok0BEU.

The TJC warning came on the heels of a letter in which represen-
tatives from 27 medical societies, including the American Medical 
Association, the American College of Physicians, the American College 
of Surgeons, and several other major medical organizations, expressed 
worries about EHR safety to the National Coordinator for Health 
Information Technology at the Department of Health and Human 
Services. “Unfortunately, we believe the Meaningful Use (MU) certi-
fication requirements are contributing to EHR system problems, and 
we are worried about the downstream effects on patient safety,” they 
wrote. The full letter can be found online at http://bit.ly/183Z2ey.  n

and catheter infections by 92%.
The nurses participated in a 

leadership and innovation train-
ing program called the AACN 
Clinical Scene Investigator (CSI) 
Academy, sponsored by the Ameri-
can Association of Critical-Care 
Nurses (AACN). The 16-month 
programs are intended to train 
bedside nurses as clinician lead-
ers and change agents by helping 
them develop and carry out quality 
improvement projects unique to 
their own facilities, says Marian 
Altman, RN, MS, CNS-BC, ANP, 
an AACN clinical practice specialist 
who works with the CSI program.

Hospitals are facing increas-
ing demands for quality improve-
ment from payers, patients, and 
family, she says, and finances are 
threatened due to decreased reim-
bursement and the move toward 
value-based purchasing. Nurses are 
underutilized in quality improve-
ment at most hospitals, she says.

“Nurses are well positioned on 
the front line for any quality im-
provement initiative, but we don’t 
really get much training in quality 
improvement in school,” Altman 
says. “With some training and the 
right tools, they can drive quality 
improvement from ground up. A 
lot of initiatives fail because they 
were imposed from the top down.”

Each team determines what 
issue to address in their facilities, 
and two teams focused on catheter-
associated urinary tract infections 
(CAUTIs), reporting reductions of 
64% and 92%. (See the story later 
in this issue for more on one of the 
CAUTI projects.) Another team 
decreased communication-related 
medication errors by 80%, and one 
increased progressive mobility of 
patients in the neuroscience ICU 
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by 11%. One hospital successfully 
addressed the average length of 
calls for its Rapid Response Team 
and another eliminated patient falls 
related to communication issues.

Improve  

communication 

Improving communica-
tion between patients and care 
providers was selected by three 
teams, partly because of its ef-
fect on clinical outcomes, patient 
satisfaction scores, and reim-
bursement, Altman explains.

One of those teams was from 
the Regional Hospital for Respira-
tory and Complex Care (RHRCC) 
in Burien, WA, the only long-term 
acute care hospital to participate in 
CSI Academy to date. Nurses there 
decided to focus on bedside shift 
reports, explains Becky Madsen, 
RN, BSN. By improving the way 
nurses exchange information at 
change of shift, the team reduced 
falls and medication errors at the 
26-bed facility providing ventila-
tor weaning and complex medi-
cal care to high-acuity patients, 
and they are seeing better patient, 
family, and nurse satisfaction.

Named Can We Talk? The Bed-
side Report Project, the goal was to 
improve the change-of-shift report, 
which traditionally was given at 
the nurses’ station or in a hallway. 
This resulted in communica-
tion breakdowns between nurses 
at change of shift, with negative 
effects on patient safety, satisfac-
tion, and outcomes, Madsen says.

“With bedside reports, we go 
in the patient’s room and do the 
report in front of them,” Madsen 
explains. “You can actually see if 
they’re safe, the settings on the ven-
tilator, and lot of other important 

things with both nurses present and 
able to discuss anything. It also is 
good because patients and family 
can ask questions of the nurses, 
improving continuity of care.”

With studies showing that that 
bedside reports increase patient 
safety, have a positive effect on 
nursing and patient satisfaction, 
and enhance patient/family involve-
ment in their care, the RHRCC 
team created a tool to help nurses 
give a thorough report at the bed-
side. The tool was developed using 
SBAR (Situation, Background, 
Assessment, Recommendations), 
the 5Ps (Patient, Plan, Purpose, 
Problems, Precautions) for Patient 
Handoffs SafetyFirst initiative, best 
current literature, nurses’ clinical 
expertise, and available resources 
in the EHR. The bedside report-
ing tool consists of four compo-
nents: actions at the bedside, safety 
checks, patient information to 
be handed off to the next nurse, 
and location of patient informa-
tion in the EHR. The bedside 

reporting tool is attached to ev-
ery patient bedside computer for 
reference during the handoff. 

“An attempt at implementing 
bedside reports had been tried a 
couple years earlier but failed,” 
Madsen explains. “That made 
this effort harder, because nurses 
said it had already been tried and 

failed, so they didn’t have much 
confidence. We had to show them 
that this time was different.”

Significant costly 

improvements

Nurses were educated regarding 
the new bedside reporting policy, 
with the team nurses explaining 
the benefits of bedside reporting, 
how to give a bedside report by 
using the tool, and strategies to 
overcome the barriers to bedside 
reporting. Nurses were expected to 
implement bedside reporting after 
attending an education session. 
Bi-weekly drawings are conducted 
to reward nurses who participate.

Halfway through the 16-month 
project, the hospital’s quality con-
trol nurse joined the team, assisting 
with identifying the right measures 
to assess progress and evaluating the 
fiscal savings. Madsen says it was 
an oversight not to have the qual-
ity control nurse involved from the 
beginning. The team measured pa-
tient and family satisfaction, nurs-
ing satisfaction, and medication 
errors. They also tracked falls as 
shift change is often a time of high 
fall risk, the result of the nurses 
being off the floor or away from the 
patient’s room discussing handoffs.

The results of project were sig-
nificant, Madsen says. The number 
of falls related to handoff commu-
nication decreased by two falls in 
each quarter. Medicare estimates 
that each fall costs an average of 
$9,491, so that meant a savings 
of $18,982 per quarter. Projected 
potential annual savings from fall 
reduction are $75,928, she says.

Medication errors cost savings 
are expected to be $140,000 per 
year, for a total projected poten-
tial annual savings $215,928.

“MEDICARE 
ESTIMATES THAT 

EACH FALL COSTS 
AN AVERAGE OF 
$9,491, SO THAT 

MEANT A SAVINGS 
OF $18,982 PER 

QUARTER.”
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A Washington hospital has 
greatly  reduced catheter-

associated urinary tract infections 
(CAUTIs), improved quality, and 
yielded a significant savings for the 
hospital, all the result of a nursing-
led initiative that included T-shirts, 
Starbucks cards, and Skittles.

Nurses at Swedish Medical 
Center First Hill Campus in Se-
attle participated in the Clinical 
Scene Investigator (CSI) Academy, 
a nurse empowerment and train-
ing program sponsored by the 
American Association of Critical-
Care Nurses (AACN). The nurses 
chose to address CAUTIs at the 
42-bed hospital because its CAUTI 
rate was consistently above the 
National Healthcare Safety Net-
work benchmark rate, explains 
Sarah Gattis, RN, CCRN, a 
critical care nurse at the hospital.

Four nurses made up the CAUTI 
team, two from each shift. The team 
sought advice from the hospital’s 
quality improvement department 

on what quality indicators to track 
and use in goal-setting. The pri-
mary goal was to improve patient 
outcomes by decreasing the CAUTI 
rate by 50% over the nine-month 
project period. They initially wanted 
to set an even more ambitious goal, 
but decided 50% was realistic.

To reach the goal, the team 
planned to educate 90% of hospi-
tal staff by the end of the project 

on October 31, 2015, as well as 
establish 25 CAUTI champions. 
The champions were nurses who, 
though not formal members of the 
project team, were knowledgeable 
and supportive of the effort. They 
encouraged their fellow nurses 
and also acted as the eyes and ears 
of the project, reporting their 
observations of how the preven-
tion practices were being followed 
and any challenges that needed 
to be addressed, Gattis says.

“Our biggest strategy was educa-
tion. As bedside nurses we really 
want to do what’s best for our pa-
tients, but we also want to know the 
how and the why,” Gattis explains. 
“Not just how to reduce CAUTI, 
but why we’re doing it that way and 
why we know this will work. So we 
emphasized evidence-based prac-
tices in our education for nurses.”

The team conducted education 
sessions for both the day and night 
shifts, providing food to lure the 
nurses in. The sessions explained 

CAUTI Nearly Eliminated, Major Savings from 
Nurse Project

The participating nurses at 
Island Hospital, Anacortes, also 
selected bedside shift reports as 
the focus of their CSI project. 
Using the program’s structured 
process helped solidify acceptance 
of bedside shift reports as a best 
practice for patients at the 43-
bed hospital, the nursing team 
reported. Handoff reports at the 
bedside allow patients to see their 
nurses working as a team to provide 
around-the-clock high-quality care, 
the hospital’s CSI team reported. 
The increased communication has 
led to greater continuity of care 

for our patients and improved 
how satisfied they are with the 
nursing care, they reported.

In addition to improving pa-
tient outcomes and raising pa-
tient satisfaction scores, the CSI 
Academy teams documented 
their initiatives’ fiscal impact, 
with an anticipated combined 
savings of nearly $570,000.

Nurses from six other states 
have participated in the academy. 
AACN says the academy helps front 
line nurses amplify their role as 
advocates for evidence-based clinical 
practice, frequently serving as 

resources for colleagues developing 
additional change initiatives. Their 
projects often take on a life of their 
own, expanding to other units and 
becoming the foundation for system-
wide implementation efforts.  n
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AND SUPPORTIVE 
OF THE EFFORT.”
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“WE MONITORED 
THE SIGN-IN 
SHEETS AND 
COMPARED 

THOSE TO THE 
ATTENDEES AT 

OUR EDUCATION 
SESSIONS, THEN 

WE WENT TO 
THOSE WE HAD 

MISSED AND 
HAD ONE-ON-

ONE EDUCATION 
SESSIONS WITH 

THEM.”

the team’s efforts to standardize 
catheter care, removing catheters in 
less than 48 hours because the top 
risk factor for CAUTI is prolonged 
urinary catheter use. They also es-
tablished 6 a.m. as catheter removal 
time, required the use of approved 
catheter care products, and passed 
on CAUTI prevention tips and 
tricks for keeping the catheter 
clean, making sure it was intact, 
and checking for proper drainage.

The hospital has three 16-bed 
ICUs on three different floors, so 
the team put a tri-fold poster on 
each floor in the report room that 
included all the same information 
presented in the education session. 
Sign-in sheets were provided with 
the posters and nurses were asked 
to sign when they had reviewed the 
poster information, which helped 
accommodate busy schedules 
and those who had not attended 
the education sessions. The post-
ers were left in place throughout 
the nine-month project period.

“We monitored the sign-in 
sheets and compared those to the 
attendees at our education ses-
sions, then we went to those we 
had missed and had one-on-one 
education sessions with them,” Gat-
tis says. “There was no negativity 
about not having done the session 
or the poster because we under-
stood that people get busy. But we 
did try to get to them personally 
and pass on the information.”

Team members also sought out 
CAUTI champions and found 
that branding and a little levity 
yielded great results. Any nurse 
who agreed to be a CAUTI cham-
pion got a free T-shirt designat-
ing him or her as a Cautihawk. 
The staff are big Seattle Seahawks 
fans, so the T-shirts used Seahawks 
colors and similar imagery.

“The T-shirts were really popu-

lar and we had approval to wear 
them while we worked,” Gattis 
says. “It got people talking about 
the project and excited, really 
buying into the project. We also 
made Cautihawk mouse pads and 
put them all over, part of trying 
to get the brand and the message 
in front of people all the time.”

Skittles in a catheter bag

The team asked all the hospi-
tal’s charge nurses to be CAUTI 
champions and wear the T-shirts 
once a week. The intensivists on 
the ICU bought into the project 
in a big way and were helpful in 
encouraging participation. Their 
vocal and visible support made a 
big difference in how much the staff 
followed suit, Gattis says. Hospital 
management also helped by al-
lowing the project team members 
time off the floor for staff educa-
tion and other project activities.

A CAUTI leader board was 

posted in the break room with all 
the nurses listed, and they received 
a sticker next to their names for 
each catheter removed, prompt-
ing some lighthearted competi-
tion. The CAUTI team also held 
a weekly drawing for a $5 Star-
bucks card — a popular prize, 
as the hospital lobby has a Star-
bucks. For each catheter nurses 
removed, they put their names on 
a slip of paper and dropped it in 
the CAUTI drawing box. A win-
ner was pulled out every week.

“It was a fun little thing and 
people loved it,” she says. “Just a 
little bit goes a long way in get-
ting people excited and keep-
ing their motivation up.”

Another motivational trick 
was a catheter bag posted promi-
nently in the report room. For 
each day the hospital went with-
out a catheter infection, the team 
place a Skittle candy piece — in 
the Seahawks/Cautihawks col-
ors — in the bag. Staff could see 
the bag filling with more Skittles 
over time, providing a reminder 
and encouragement, Gattis says.

Goals surpassed 

by wide margins

The quality improvement depart-
ment helped track CAUTIs and 
catheter utilization. One of the 
three-month short-term goals was 
to reduce the CAUTI rate by 20%. 
They ended up with zero CAUTIs 
in that time period, compared to 
four the previous year. Catheter 
utilization did change significantly. 
They also sought to educate 50% 
of the staff in three months, and 
achieved 71%. They wanted to 
establish 10 CAUTI champi-
ons by then, and reached 25.

The nine-month long-term 
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goals were to reduce the CAUTI 
rate 50%. There was one CAUTI 
in that period, compared to 12 in 
same time period the previous year. 
The goal for staff education was 
90%, and the team reached 91%. In 
nine months, the team established 
more than 50 CAUTI champions, 
more than twice the goal of 20.

With the estimated cost per 
CAUTI of $6,913, the project 
saved $76,043 over nine months, 
with a projected annual savings of 
$101,390. The team also expects 

to see decreased length of stay 
and increased patient turnover.

The project team had to over-
come several challenges, including 
how to effectively educate float pool 
staff and travelers, dealing with the 
increased workload for staff, and 
sustaining support and enthusiasm. 
The experience also illustrated the 
importance of following through 
on an initiative, Gattis says.

“You can’t just do a big rollout, 
have a party, educate people, and 
then let it fizzle out over time,” 

Gattis says. “You have to con-
tinue drumming up support, keep 
people interested and motivated, 
and analyze the numbers along the 
way. It’s important to determine 
what’s working and what’s not, and 
change your work accordingly.”  n

SOURCE
• Sarah Gattis, RN, CCRN, Swed-

ish Medical Center, First Hill 

Campus, Seattle, WA . Tele-

phone: (206) 215-3406 . Email: 

sarah .gattis@swedish .org .

“THAT’S A 
BILL COSBY 

SUGGESTION,” 
SOMEONE SAID. 
“EVERYBODY’S 
GOT THINGS 
ON PHONES 
THESE DAYS. 

EVERYBODY’S 
GOT A CAMERA.”

Patient Secretly Records Disparaging Remarks in 
Surgery

Customer service and pub-
lic image took a big hit at 

Lyndon B. Johnson Hospital in 
Houston recently when a patient 
revealed that she had recorded her 
surgical team making disparag-
ing remarks about during a pro-
cedure to repair a hiatal hernia.

Forty-four-year-old Ethel Easter 
was concerned about her surgeon’s 
attitude after an office encoun-
ter in which she felt he had been 
rude and dismissive, so before 
surgery she hid a small recording 
device in her hair braids, accord-
ing to a report in The Washington 
Post. (The story is available online 
at http://wapo.st/1oEw4cM.) Soon 
after she was sedated, the surgeon 
recounted their dispute to the other 
doctors and said, “She’s a hand-
ful. She had some choice words 
for us in the clinic when we didn’t 
book her case in two weeks.”

The comments soon became 
personal and disparaging, with 
the surgeon and the anesthesi-
ologist repeatedly referring to her 
belly button and laughing. At one 

point, the anesthesiologist said 
Easter was “always the queen,” 
and the surgeon responded, “I 
feel sorry for her husband.”

The surgeon also called the 
patient “Precious” several times, 
which Easter interpreted as a 
disparaging reference to a movie 
character who is African-American 
(like Easter), illiterate, obese, and 
sexually abused. At one point, the 
anesthesiologist asked, “Do you 
want me to touch her?” and the 

surgeon replied “I can touch her.”
“That’s a Bill Cosby sugges-

tion,” someone said. “Everybody’s 
got things on phones these days. 
Everybody’s got a camera.”

The surgeon twice asked “Do you 
have photos?” He thought about 
it, he said, “but I didn’t do it.”

In addition, the recording makes 
clear that the surgeon knew Eas-
ter was allergic to penicillin but 
decided to administer Ancef, an 
antibiotic that causes side effects 
in some penicillin-allergic patients. 
After surgery, Easter’s arms swelled, 
she develop a persistent itch, and 
had trouble breathing. She eventu-
ally had to go to the hospital ED for 
treatment of the allergic reaction.

Easter sent a complaint let-
ter and a copy of the recording 
to the director of risk manage-
ment and patient safety at the 
hospital, who replied she had 
reminded surgical staff of the need 
for proper decorum, but, “After 
carefully listening to the record-
ing that you provided, Harris 
Health does not believe further 
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Health System Focuses on Education Outreach

With the healthcare and insur-
ance industries changing at a 

dizzying pace, consumers can easily 
be left confused about an important 
aspect of their lives. Some hospitals 
and health systems are finding that 
helping them understand how it all 
works can improve patient satis-
faction and even quality of care.

At the same time, the hospital 
can inform the community of its 
quality improvement achievements.

Day Kimball Healthcare, a non-
profit, integrated medical services 
provider comprised of Day Kim-
ball Hospital in Putnam, CT, Day 
Kimball Medical Group, and four 
medical centers, has undertaken 
a campaign to educate patients 
about changes in how healthcare 
is delivered and patients’ growing 
role and responsibility in their own 
care, along with its quality projects. 
It taps traditional and social media 
to reach patients, from local ad-
vertising and facility posters to its 
website blog and Facebook posts.

Day Kimball’s relatively small 
size — the hospital has 63 beds — 
makes it more agile when imple-
menting any type of institutional 
changes or launching community 
outreach, says John Graham, MD, 
chief medical officer and vice presi-
dent for medical affairs and quality.

“Once we decide to change, it 

can take place over a shorter period 
of time because the connections 
that need to be made to implement 
the change are not as extensive as a 
much larger system,” Graham says. 
“It’s an advantage for us when we’re 
making quality improvements.”

There are few greater myster-
ies than how insurance works, so 
Day Kimball combines education 
with a growing range of non-
clinical patient services, including 
payment programs and assistance 

in applying for health insurance. 
Successfully engaging patients as 
consumers can create an ongo-
ing relationship, especially if you 
help remove financial barriers by 
offering financing options and 
payment plans, Graham says.

Among the education efforts 
are a new patient estimation tool 
intended to provide patients with 
a better idea of expenses so they 
can make informed choices, and an 
infographic titled “Health Insur-
ance Math Simplified (kinda),” 
which helps consumers understand 
key steps in the process. The text 
accompanying the infographic 
is honest, beginning with “Full 
confession. The graphic included 
with this post took about a dozen 
rounds of revisions to final-
ize — and we work in healthcare. 
Candidly, we’re hoping (but not 
100 percent convinced) it helps 
to clarify the complicated math of 
health insurance for the general 
public as we know it’s not easy to 
understand.” (The infographic and 
additional information are available 
online at http://bit.ly/21hWTln.)

Other blog posts and infograph-
ics have addressed “Five terms to 
know about health insurance,” 
“What a patient-centered medi-
cal home is, how it improves your 
care and saves you money,” and 

“ONCE WE 
DECIDE TO 

CHANGE, IT CAN 
TAKE PLACE 

OVER A SHORTER 
PERIOD OF TIME 

BECAUSE THE 
CONNECTIONS 
THAT NEED TO 
BE MADE TO 

IMPLEMENT THE 
CHANGE ARE NOT 
AS EXTENSIVE AS 
A MUCH LARGER 

SYSTEM.”

action is warranted at this time.”
The hospital is part of the Har-

ris Health System, which issued 
a statement saying it could not 
comment on Easter’s care without 
her written authorization. The 
doctors in the recording are em-
ployees of the University of Texas 

Health Science Center at Houston, 
which also declined to comment.

In 2015, jury ordered an anes-
thesiologist and her practice to pay 
a patient $500,000 for disparag-
ing remarks made during surgery 
and a false diagnosis on his chart. 
The anesthesiologist was record-

ing say she wanted to “punch you 
in the face and man you up a little 
bit,” among other comments. (See 
“Anesthesiologist ordered to pay 
$500,000 after patient’s smart-
phone records insults,” Healthcare 
Risk Management, August 2015, 
at http://bit.ly/1TvSZUw.)  n
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Medicare Star Ratings Correlate with 
Patient Experience, Outcomes

Medicare Summary Star Ratings appear to correlate closely with patient 
experience and outcomes, according to a new report.

Researchers from Cooper University Health Care and Cooper Medical 
School of Rowan University in Camden, NJ, analyzed risk-adjusted data 
for more than 3,000 U.S. hospitals from CMS Hospital Compare. They 
found that better patient experience was associated with favorable clinical 
outcomes. A higher number of stars for patient experience had a statistically 
significant association with lower rates of many in-hospital complications, 
they report

A higher patient experience star rating also had a statistically significant 
association with lower rates of unplanned readmissions to the hospital 
within 30 days.

“Better patient experience according to the CMS star ratings is 
associated with favorable clinical outcomes,” the researchers con-
cluded. “These results support the inclusion of patient experience 
data in the framework of how hospitals are paid for services.”

An abstract of the study is available online at http://bit.ly/21jmomf.  n

“Sick vs. well model of healthcare 
— and why you should care.”

Day Kimball also uses its educa-
tion outreach to promote its quality 
achievements. The hospital has the 
lowest 30-day readmission rate in 
the state, notes Sharon Sawyer, 
director of quality and risk manage-
ment. The hospital recently imple-
mented a rounding program in 
which the head of case management 
meets with the quality director of 
the Day Kimball medical group 
four or five times each week to 
analyze patient admissions and co-
ordinate discharge plans, she says. 
In addition, they study population 
and health trends in the commu-
nity to better understand how the 
hospital can prepare and respond. 
The inpatient directors of med-surg 
units and the intensive care unit 
also join the meetings on a regular 
basis.

“It has already borne some 
fruit. We found some gaps in our 
prehospitalization care, discharge 
planning, and transition of care,” 
Graham says. “It’s a different way 
of looking at healthcare that goes 
along with population health and 
the effort to coordinate care and 
keep people out of the hospital.”

Another quality initiative ad-
dressed ED throughput, which 
is down to about 5.5 hours for 

Philadelphia Hospital First Certified for  
Total Hip and Knee

Thomas Jefferson University 
Hospital in Philadelphia, PA, 

is the first hospital to be certified 
by The Joint Commission for Total 
Hip and Total Knee Replacement.

The advanced certification 
means Thomas Jefferson University 
Hospital is committed to provid-

ing care in a safe and efficient 
manner for its patients undergo-
ing a total joint replacement of 
the hip or knee, TJC reports.

TJC reviewers evaluated the 
program on April 7, 2016, assessing 
the quality of procedures associated 
with the orthopedic consultation, 

pre-operative procedures, intraop-
erative and post-surgical care of the 
patient, and orthopedic surgeon 
follow-up care. Announcing the 
certification, TJC said the hospital 
provides “an unparalleled advantage 
when it comes to providing coordi-
nated and comprehensive care that 

admitted patients. One part of the 
throughput measurement is how 
long it takes for a patient to be seen 
by a physician after arriving, and 
Day Kimball has the fastest time in 
the state, Sawyer says.

“These are issues that concern 
the community, things they worry 
about and consider when they de-
cide where to go for care,” Sawyer 
says. “We’re proud of these num-
bers when we see that the efforts of 
a lot of different people have paid 

off, and it’s equally important to 
inform the community.”  n

SOURCES
• John Graham, MD, Chief Medical 

Officer and Vice President for 

Medical Affairs and Quality, Day 

Kimball Healthcare, Putnam, CT . 

Telephone: (860) 963-6598 .

• Sharon Sawyer, Director of Quality 

and Risk Management, Day Kimball 

Healthcare, Putnam, CT . Telephone: 

(860) 963-6598 .
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TJC Eliminates 225 Requirements from  
Hospital Program 

The Joint Commission recently approved the deletion of 225 
requirements from its hospital program, in most cases because they 

have become routine parts of operations and clinical practice. Others were 
already covered under other elements of performance (EPs).

The majority of the — 131 — are effective July 1, 2016, and 94 relating 
to duplicative restraint and seclusion standards become effective in Janu-
ary 2017 and are discussed below. None of the deletions are connected to 
Medicare Conditions of Participation.

TJC says the deletions are not expected to change organizations’ cur-
rent patient care process or affect quality and safety, according to the TJC 
announcement. Each requirement has an assigned rationale that explains 
the reason for that requirement’s deletion. These deletions are the result of a 
multi-phase project to improve the accreditation and certification process, 
TJC says.

The list of deleted requirements, along with rationales and discussion, is 
available online at http://bit.ly/1XY3ZcX.  n

addresses patient needs from the 
time of their initial consultation to 
their post-surgical follow-up care.”

The Joint Commission Ad-
vanced Certification for Total Hip 
and Total Knee Replacement fo-
cuses on the continuum of care and 
transitions that occur within each 
phase of care, education of the total 
hip and total knee replacement pa-
tient, shared decision-making that 
includes the patient throughout the 
continuum of care, and consistent 
communication and collaboration 
between all health care providers 
throughout the continuum of care.

Hospitals, critical access hos-
pitals and ambulatory surgery 
centers are eligible for the two-
year advanced certification.  n

Medical Errors: Third Leading Cause of Death

A new study concludes that 
medical errors are so com-

mon that they are the third leading 
cause of death, though the research-
ers say error-related deaths cur-
rently are not documented well.

The researchers reached their 
conclusion by analyzing data from 
1999 and after to determine the 
total number of U.S. hospital 
admissions in 2013 and a mean 
rate of medical error-related deaths 
at 251,454 per year. That number 
makes medical error the third most 
common cause of death in the 
United States when compared to 
data compiled by the Centers for 
Disease Control and Prevention.

The study was led by Martin Ma-
kary, MD, MPH, FACS, professor 
of surgery and health policy & man-
agement at Johns Hopkins Universi-
ty School of Medicine in Baltimore, 
MD. (The study was published in the 
British Medical Journal and is avail-

able online at http://bit.ly/1rtW6Sa.) 
Their work revealed that deaths re-
lated to medical errors are not well 
documented in death certificates, 
and they suggest that a new field be 
added to the certificates asking if 
the death was related to an avoid-
able complication of medical care.

They also suggest that medi-
cal error-related deaths could 
be decreased by making errors 
more visible as learning op-
portunities, having remedies 
available to rescue patients, and 
more thoroughly taking human 
limitations into account.  n
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CE INSTRUCTIONS

CE QUESTIONS
1. According to Neda Ratana-

wongsa, MD, MPH, how did 

computer use affect patient 

perceptions of their care?

A . Compared with patients in 

low computer use encounters, 

patients in high computer use 

encounters were less likely to 

rate their care “excellent .”

B . Compared with patients in 

low computer use encounters, 

patients in high computer use 

encounters were more likely to 

rate their care “excellent .”

C . Patients’ rating of their care was 

unaffected by the use of comput-

ers during physician encounters .

D . Patients’ rating of their care 

was affected by the use of 

computers during physician 

encounters only when they were 

asked to input information .

2. According to Richard M. 

Frankel, PhD, what is one effec-

tive method of minimizing the 

negative effect of computer use 

during a patient encounter?

A . Telling the patient to wait 

until data input is complete 

before discussing concerns .

B . Engaging the patient 

with the computer .

C . Not using any electronic 

device in the patient’s presence .

D . Explaining hospital 

policy on use of the elec-

tronic health records .

3. In the quality improvement 

project at Regional Hospital 

for Respiratory and Complex 

Care, what factor is respon-

sible for projected potential 

annual savings of $75,928?

A . Paperwork reduction

B . Fall reduction

C . Staff turnover reduction

D . Supply waste reduction

4. In the quality improve-

ment project at Swedish 

Medical Center, how did the 

team ensure that staff were 

educated in the program to 

reduce catheter infections?

A . All staff were required to at-

tend a series of presentations 

over a three-week period .

B . All staff were required to 

complete an online semi-

nar and post-test .

C . Staff were offered a 

printed booklet .

D . Staff were invited to educa-

tion sessions, provided post-

ers and sign-in sessions in the 

report room, and offered one-

on-one education if necessary .


