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ELDERLY PATIENTS 
HAVE HEALTH 

CONDITIONS THAT 
ARE NOT COMMON 

IN THE GENERAL 
POPULATION, AND 
THEIR LIMITATIONS 
OR SENSITIVITIES 
CAN INTERFERE 
WITH EFFECTIVE 

TREATMENT.

Geriatric-Friendly EDs Improve 
Quality, Outcomes and Satisfaction

Hospitals are finding that EDs 
designated specifically for 
geriatric patients can improve 

quality of care and patient satisfaction 
for an aging population, but it also is 
possible to make existing EDs more 
geriatric-friendly 
and reap the same 
benefits.

The unique 
needs of an elderly 
population can af-
fect quality of care 
in the ED, going 
far beyond mere 
comfort and patient 
satisfaction, says 
Catherine Gow, 
AIA, principal with 
health facilities plan-
ning at the archi-
tecture and design 
firm Francis Cauffman 
in Philadelphia. She has worked with 
several hospitals to design geriatric 
EDs or retrofit existing EDs to make 
them more accommodating to the 
needs of the elderly. EDs that treat 
the elderly more effectively can ex-

pect to see improved outcomes and 
reduced readmissions, Gow says.

Elderly patients have health condi-
tions that are not common in the gen-
eral population, and their limitations 
or sensitivities can interfere with effec-

tive treatment, she says.
“Some of the 

design issues involve 
the prevalence of 
disorientation, light 
and sound sensitiv-
ity, stability concerns, 
many factors that 
can affect the level of 
care they receive and 
their outcomes,” Gow 
says. “There also is the 
need to make them 
feel relaxed, which is 
very difficult for the 
elderly and can inter-

fere with the effective-
ness of the care you provide. They tend 
to come in with multiple issues and 
polypharmy, which is not what you 
usually see with other ED patients.”

Gow notes that much of the 
theories on geriatric EDs are driven 



2   |   HOSPITAL PEER REVIEW® / January 2017

Hospital Peer Review® 
ISSN 0149-2632, is published monthly by  
AHC Media, a Relias Learning company
111 Corning Road, Suite 250
Cary, North Carolina 27518 . 
Periodicals Postage Paid at Atlanta, GA 30304 and at 
additional mailing offices . 
GST registration number R128870672 .

POSTMASTER: Send address changes to: 
Hospital Peer Review 
AHC Media, LLC
PO Box 74008694
Chicago, IL 60674-8694

SUBSCRIBER INFORMATION: 
Customer Service: (800) 688-2421 . 
CustomerService@AHCMedia .com
AHCMedia .com

SUBSCRIPTION PRICES: 
U .S .A ., Print: 1 year: $519 . Add $19 .99 for shipping & 
handling . 
Online only: 1 year (Single user): $469
Outside U .S .A .: Add $30 per year . Total prepaid in U .S . 
funds .

Discounts are available for group subscriptions, multiple 
copies, site-licenses, or electronic distribution . For pricing 
information, please contact our Group Account Managers 
at Groups@AHCMedia .com or (866) 213-0844 . 

ACCREDITATION: 
Relias Learning LLC is accredited as a provider of 
continuing nursing education by the American Nurses 
Credentialing Center’s Commission on Accreditation . 
Contact hours [1 .25] will be awarded to participants who 
meet the criteria for successful completion . California 
Board of Registered Nursing, Provider CEP#13791 .

This activity is valid 24 months from the date of 
publication .

The target audience for Hospital Peer Review® is  
hospital-based quality professionals and accreditation 
specialists/coordinators .

Opinions expressed are not necessarily those of this 
publication . Mention of products or services does 
not constitute endorsement . Clinical, legal, tax, and 
other comments are offered for general guidance only; 
 professional counsel should be sought for specific 
situations .

AUTHOR: Greg Freeman

EDITOR: Dana Spector 
(404) 262-5470 (dspector@reliaslearning .com) .

EDITOR: Jill Drachenberg 
(404) 262-5508 (jdrachenberg@reliaslearning .com) .

AHC EDITORIAL GROUP MANAGER: Terrey L . Hatcher 

SENIOR ACCREDITATIONS OFFICER: Lee Landenberger

Copyright© 2017 by AHC Media, LLC, a Relias Learning 
company . All rights reserved . No part of this newsletter 
may be reproduced in any form or incorporated into any 
information-retrieval system without the written permission 
of the copyright owner . 

by the work of Mark Rosenberg, 
DO, MBA, FACEP, FACOEP-D, 
chairman of the Department of 
Emergency Medicine and chief of 
Geriatrics and Palliative Medicine 
at St Joseph’s Healthcare System 
in Paterson, NJ. Rosenberg has 
advocated for more geriatric-
oriented EDs for years and many 
of his strategies are used in cur-
rent designs. Gow and her firm 
helped design the geriatric ED at 
St. Joseph’s. (See the story in this 
issue for more on Rosenberg’s ideas.)

In designing or redesigning an 
ED, the goal with elderly patients 
is to create a calm and soothing 
environment so the patient can 
relax, Gow says. A typical ED can 
be loud, crowded, and frenetic, with 
bright lights and furniture that is 
not ideal for the elderly, all of which 
can make an already ill elderly pa-
tient more nervous and uncomfort-
able, she notes. When the environ-
ment allows the elderly patient to 
relax, he or she will more accurately 
convey their symptoms and con-
cerns, and better understand the 
information provided, she says.

Gow notes that hospitals do 
not have to establish a separate 
geriatric ED to meet these needs, 
though that can be ideal if the 
budget allows. St. Joseph’s was able 
to create a separate geriatric ED to 
maximize the effect of the strategies, 
but the same design changes can 
be applied to existing EDs either 
in total or in a designated portion 
of the ED, Gow says. (See the story 
in this issue for more examples of 
how hospitals are accommodating the 
needs of the elderly in their EDs.)

Simple Strategies, 

Big Effect

Some of the strategies are simple 

but can have a significant effect 
on the elderly. St. Joseph’s uses 
exam beds with thick mattresses 
for the elderly, which makes them 
much more comfortable than the 
usual thin mattresses found in EDs. 
Some hospitals even choose to use 
hospital beds in a geriatric ED. 
The environment is designed to be 
quieter and less busy than a typical 
ED, minimizing the use of alarms, 
intercoms, radios, and bright lights.

Non-slip floors are important, 
but the floors also must be non-
glare, Gow points out. Corridors 
should be free of hazards, with no 
equipment, and there should be 
hand rails also. The design should 
allow for soundproofing between 
rooms, so that noise in one area 
does not intrude into others. LED 
lights on the ceiling can provide ad-
equate light without overwhelming 
elderly patients sensitive to light. 
A good idea is “cove lighting,” in 
which small areas of a room are il-
luminated instead of the entire area.

“These are features that you 
might find more commonly in 
an inpatient unit, but not neces-
sarily in an ED. For the older 
patient, these features are very 
important in the ED,” Gow says.

Another concern is having 
enough room for family members. 
The elderly patient is more likely 
to arrive in the ED with family in 
tow, at least one or two and some-
times more, so it is important to 
have room and seating for them, 
Gow says. The ED also should have 
blankets available and easily acces-
sible because the elderly patient is 
more likely to be cold while waiting.

The path to the bathroom is espe-
cially important, she notes. The path 
from the waiting area or exam room 
to the bathroom should be especially 
safe, with handrails, proper light-
ing, safe floors, and no obstacles.
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“The ED staff don’t tend to think 
about these things,” Gow says. 
“They’re busy saving lives. It’s life or 
death and they’re in a rush. You have 
to educate the ED teams, and you 
can retrofit any existing ED to make 
it more friendly to these patients.”

Change Clinical 

Practices

The need for geriatric-friendly 
EDs is driven in part by the ag-
ing baby boom population, notes 
Marcus Escobedo, MPA, senior 
program officer with The John A. 
Hartford Foundation, a nonprofit 
in New York City dedicated to 
improving the care of older adults. 
Hospitals are responding more to 
the trend since the idea of geriat-
ric EDs first emerged in 2008, he 
says. There are now more than 100 
geriatric EDs in the United States, 
and still more EDs that are not solely 
geriatric but are catering more to 
the needs of the elderly, he says.

“We’re seeing a lot of attention 
to emergency care in general that is 
important in terms of quality and 
cost outcomes in hospitals,” Escobe-
do says. “Part of that is paying more 
attention to the needs of the geriatric 
population, trying to make them 
more accommodating and more able 
to effectively treat this population.”

Escobedo points out that the 
physical design is not the only 
concern when making an ED 
geriatric-friendly. This population 
also is more likely to have certain 
illnesses and complications, such as 
delirium, so the ED staff must be 
on alert for those conditions and 
ready to respond appropriately.

“We know that when older 
adults receive age-appropriate care, 
we can see better quality outcomes 
and improve the experience of those 

patients,” Escobedo says. “We don’t 
advocate necessarily separate and 
distinct ED structures be set up 
for elderly adults. There are things 
you can do in terms of retrofitting 
and learning from best practices 
in terms of modifications, as well 
as training your work force.”

Escobedo also advises hospitals 
to seek resources from the John A. 
Hartford Foundation, the Ameri-
can College of Emergency Physi-
cians, and the Geriatric Society.

“This is vitally important now. 
Twenty million of the annual 60 
million ED visits are older adults. 
More than half of elderly adults 
can expect to visit the ED in a 
year,” Escobedo says. “Those older 
adults are consistently at risk for 
poorer outcomes and higher costs 
when their needs aren’t met.”  n

SOURCES
• Marcus Escobedo, Senior Program 

Officer, The John A . Hartford 

Stats Show Need for Geriatric EDs 
Much of the early research and advocacy for geriatric EDs comes 

from Mark Rosenberg, DO, MBA, FACEP, FACOEP-D, chairman 
of the Department of Emergency Medicine and chief of Geriatrics and 
Palliative Medicine at St Joseph’s Healthcare System in Paterson, NJ.

In a study published in 2011, Rosenberg notes that the el-
derly make up 15-20% of all ED patients and use seven times 
more ED services than other patients. They account for 43% of 
all admissions and have a 20% longer length of stay. They also 
require 50% more lab work and radiology, and the rate of so-
cial service interventions is an astounding 400% higher.

When it comes to clinical care and outcomes, elderly patients 
are more likely to suffer delays in diagnosis and treatment, Rosen-
berg reports. The incidence of certain illnesses is significantly 
greater, including acute myocardial infarction, sepsis, appendi-
citis, an ischemic bowel. Some conditions are more likely to be 
overlooked in the elderly, including delirium, depression, cogni-
tive impairment, drug and alcohol abuse, and elder abuse.

Rosenberg also cautions that without proper protocols and staff 
education, elderly patients can be harmed by overuse of sedation 
and Foley catheters. Adverse drug events also are more likely if staff 
do not adequately understand the patient’s medication usage.

Physicians and staff in a geriatric-friendly ED also should keep in 
mind that they must interact differently with these patients, Rosen-
berg advises. They are more likely to have vague complaints such as, “I 
just don’t feel well” that, if explored more in depth, can lead to seri-
ous symptoms. Their vital signs are likely to be normal and the elderly 
patient may seem to have no serious illness, Rosenberg cautions, but 
further investigation is always a good idea. He urges physicians to 
press for more information and pursue potential diagnoses more ag-
gressively with elderly patients than with the typical ED patient.

A summary of Rosenberg’s research and advice is avail-
able online at http://bit.ly/2fWH8kH.  n



4   |   HOSPITAL PEER REVIEW® / January 2017

Foundation, New York City . 

Telephone: (212) 832-7788 . Email: 

marcus .escobedo@johnahartford .

org .

• Catherine Gow, AIA, Principal, 

Health Facilities Planning, Francis 

Cauffman, Philadelphia . Telephone: 

(215) 255-7229 . 

Email: cgow@franciscauffman .com .

Hospitals Revamping EDs to Serve Elderly
Mt. Sinai Hospital in New York 

City opened its geriatric ED 
in 2012 after realizing the growing 
elderly patient population needed 
more directed attention than they 
could receive in the normal ED. Mt. 
Sinai had already responded with 
an expanded volunteer program 
aimed at assisting the elderly, says 
Denise Nassisi, MD, director of the 
geriatric ED.

“We tried to give them more 
of the human touch, someone to 
advocate for the patient and keep 
them engaged with activities. We 
also had someone donate reading 
glasses and hearing devices in case 
patients forgot theirs at home,” 
Nassisi says. “These changes 
helped and we started looking at 
the possibility of making physi-
cal changes as well. We ended up 
deciding to create a separate physi-
cal space for our elderly patients.”

Part of the impetus for the 
separate geriatric space was to keep 
elderly patients from being admitted 
unless absolutely necessary, Nas-
sisi explains. Elderly patients don’t 
want to be admitted and a hospital 
stay often is risky for them, so ED 
services that best meet their needs 
could improve the chances of them 
going home afterward, she says.

The project involved a wide 
range of hospital departments and 
services and a year of planning, she 
says. A space adjacent to the existing 
ED was scheduled for renovation 
already, so Mt. Sinai incorporated 
the geriatric ED into that plan, 
making the financial investment 
lower than it would have been if 

starting an entirely new construction 
project, Nassisi says. The hospital 
also received a federal grant that 
helped with hiring additional staff.

The geriatric ED has yielded 
positive results, she says. Elderly 
patients consistently report that 
they prefer it to the regular ED, she 
says. Social services has a particu-
larly robust presence in the geriatric 
ED, focused on helping patients go 
home rather than being admitted 
and helping them with discharge 
and aftercare. Avoiding admission 
sometimes means keeping patients 
in the ED longer than they would 
be in the regular ED, Nassisi says.

“We try to avoid just admit-
ting patients who have a lot go-
ing on, and instead we take the 
time to sort out what’s going on 
so that we can send the patient 
home if that is at all possible to 
do in a safe way,” she says.

Coordination with other available 
services is important in making the 
geriatric ED effective, Nassisi says, 
so it is important to get the buy-in 
of social services, pharmacy, case 
management and many other depart-
ments in the planning process. Staff 
also must be trained in the special 
concerns with elderly patients.

ED Affects Elderly More

MedStar Good Samaritan Hospi-
tal in Baltimore has long-term plans 
to put a geriatric-designated area in 
its ED, says Director of Geriatrics 
George Hennawi, MD, CMD, 
FACP. The hospital established a 

center for aging in response to the 
growing need, and now it plans to 
set aside part of its ED as well.

“It’s not that traditional EDs 
don’t serve the elderly well, but the 
experience for them is not what 
it could be. The reality is that the 
fast pace, the noise, the uncom-
fortable seats, the traditional ap-
proach in an ED is not usually 
soothing or comforting for older 
folks,” Hennawi says. “People over 
65 already account for a large 
proportion of ED visits and that 
number is only going to grow.”

Elderly patients often fare poorly 
in a traditional ED because they 
have a poor reserve for dealing with 
stress. An experience that may be 
unpleasant for a younger person 
can trigger real problems in the 
older patient, he says. With patients 
already susceptible to delirium, the 
onslaught of noise, lights, strangers 
touching them and asking ques-
tions or giving instructions, can 
result in the elderly patient being 
overwhelmed and sliding into a 
state of delirium, Hennawi notes. 
That complicates their care and can 
reduce the quality of the outcome.

“That can begin a trajectory 
of decline,” he says. “Hopefully a 
geriatric ED will reduce the confu-
sion and delirium, which will reduce 
the other complications that come 
from that and lead to greater quality 
for older folks. We will treat them 
without making them confused, 
which will lead to better results.”

The plan is to give elderly ED 
patients an area that is quieter and 
more comfortable, which Hennawi 
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says is about patient satisfaction — 
but more. The Good Samaritan ED 
has about 50 beds, so Hennawi is 
thinking of setting aside an area with 
about eight beds, which roughly 
matches the percentage of elderly 
patients seen in EDs. Even though it 
will be small in comparison to the rest 
of the ED, Hennawi estimates that 
the project will cost about $2 million 
because of the extent of the redesign 
for that area — everything from new 
flooring to soundproofing and all new 
furniture. 

An Outpatient Feel

The geriatric ED may be ready in 
2018, Hennawi says. The area will 
be physically separated to avoid the 
noise and bustle of the regular ED.

Hennawi says Good Samaritan 
is aiming more for the feel of an 
outpatient clinic, so it won’t have 
the high-efficiency but low-comfort 
amenities of a normal ED. Rather 
than exam beds with thin mat-
tresses, it will have reclining chairs. A 
volunteer will roam around to check 
on people and provide assistance. 
Even the curtains have been chosen 
carefully, with plastic rings and sup-
ports to avoid the typical noise of 
curtains being pulled open or closed. 

Colors are chosen to be more 
pleasing to an elderly generation, 

avoiding overly bright or high-con-
trast colors. Artwork will be chosen 
similarly, perhaps depicting tradi-
tional scenes from Baltimore history.

Some of the changes, such as a 
quieter environment and more com-
fortable beds, would appeal to all 
ED patients and not just the elderly. 
But Hennawi says it would be im-
practical to implement them across 
the entire ED, which has to deal 
with high-acuity patients rapidly.

“You can’t take someone who 
comes in with a heart attack and 
needs rapid IVs, needs to be laid 
flat on the bed for a central cath-
eter, and treat them in this more 
comfortable ED,” he says. “EDs 
are designed to take care of people 
like that in the most effective and 
efficient way, but we’re carving out a 
segment of the ED population that 
doesn’t always need that aspect.”

Other Patients 

Could Benefit

Elderly patients are most nega-
tively affected by the typical ED 
environment because they have poor 
reserves to begin with. However, 
Hennawi notes that the elderly are 
not the only ED patients who don’t 
always require that high-speed, 
high-acuity care. He suggests that 
hospital EDs should work toward 

providing this more patient-centered 
approach to as many segments of 
the ED population as possible.

“This is critical for any hospital 
because in addition to the statis-
tics, patient satisfaction scores are 
a big part of how hospitals are 
going to be reimbursed, and this 
type of ED has a shown a great 
satisfaction score right off the bat,” 
he says. “I think it’s a great stra-
tegic move for our hospital.”

Good Samaritan also is hoping to 
reduce readmissions from the ED, 
which is increasingly viewed as a 
bad metric that penalizes hospitals, 
he says. The hospital plans to study 
the level of delirium among ED 
patients, readmissions, outcomes, 
and other factors to assess the ef-
fectiveness of the geriatric ED.

“It’s a win-win situation, with 
the patient getting better patient-
centered care and the hospital 
improving patient satisfaction scores, 
reducing complications, and re-
ducing readmission,” he says.  n

SOURCES
• George Hennawi, MD, CMD, FACP, 

Director of Geriatrics, Medstar Good 
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Geriatric Emergency Department, 
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Reduce Clinical Variation to Improve Quality, 
Resource Use
Clinical variation is the bane 

of many healthcare leaders, 
including quality leaders who 
realize it’s not acceptable to have 
better processes and outcomes 
in some areas but not in others. 
Standardizing clinical resources and 
processes can significantly improve 

quality while also reducing costs 
and resource use.

Some analysts have suggested 
that unnecessary clinical variation 
accounts for nearly half of all wast-
ed healthcare expenditures in the 
country, but that variation often is 
tied to a relatively small number of 

physicians or individual hospital 
units. Pressure also comes from 
the Medicare Access and CHIP 
Reauthorization Act (MACRA), 
quality incentives and penalties, 
patient safety indicators, readmis-
sions, and now Medicare Spending 
per Beneficiary. With this increased 
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pressure to reduce costs while 
improving quality, hospitals are 
targeting clinical variation — the 
overuse, underuse, different use, 
and waste of healthcare practices 
and services with varying outcomes.

Acute care is still the leading 
frontier for cost expenditures and 
where reducing clinical variation is 
key, says Nancy Lakier, RN, BSN, 
MBA, CEO and managing princi-
pal of Novia Strategies, a consult-
ing company based in Poway, CA. 
Hospitals and health systems are 
looking to the reduction of clini-
cal variation to survive and thrive 
in their efforts to provide high-
quality care while controlling costs. 
Lakier previously was a nursing 
executive and has seen what she 
says are meaningful improvements 
in the standardization of care.

“Historically, physicians were 
trained by different schools of 
medicine, and the different schools 
of medicine had their own phi-
losophies and many things, both 
clinical and non-clinical,” Lakier 
says. “It was very much indepen-
dent practice by physicians, so the 
patient’s care depended on their in-
dividual expertise and their particu-
lar way of doing things. One doctor 
might do something quite differ-
ently than another, but that was 
not seen as a problem necessarily.”

The healthcare community 
has made strides in integrating 
those silos of delivery, but there 
still can be substantial variation 
in how the same patient might be 
treated by different physicians or 
hospitals, Lakier says. Some health-
care groups, particularly nursing, 
have standardized much of their 
care processes but organizations 
have not sufficiently integrated 
those groups or departments for 
greater standardization, she says.

Variation Drives Down 

Quality

Clinical variation and redesign 
are important because unwarranted 
clinical variation may result in poor 
clinical outcomes, sub-standard care, 
wasted resources, excessive costs, 
and disappointing experiences for 
patients and families, says David 
A. Di Loreto, MD, FACS, MBA, 
senior vice president of GE Health-
care Camden Group in Chicago. 
Hospitals and healthcare providers 
increasingly are reimbursed through 
value-based contracts that factor 
clinical outcomes, patient experi-
ence, and healthcare costs into 
the rates that are paid, he notes.

“Delivering higher-quality care 
at a lower cost is proving to be 
a competitive differentiator for 
health systems that have success-
fully reduced unwarranted clini-
cal variation,” Di Loreto says.

Reducing unwarranted clinical 
variation helps improve coordina-
tion and avoid redundancy, Di 
Loreto says. Standardization strate-
gies also should detect gaps in care 
and seek previously unrecognized 
insights into performance. An 
overall goal should be to provide 
a framework for standardization 
by providing evidence-based pro-
tocols, care pathways, and clinical 
decision support tools, he says. 

“One of the most important 
factors in successfully redesigning 
care is to design around the needs 
of patients and caregivers,” he says. 
“Automating administrative tasks, 
delegating more clinical responsibili-
ties to nurses, medical assistants, and 
pharmacists, and reducing the cleri-
cal burden so that clinicians’ time 
with patients is increased builds trust 
and improves overall satisfaction.”

Raise Quality, 

Save Money

Lakier first addressed clinical vari-
ation when she was the nursing exec-
utive for Scripps Health when man-
aged care hit California providers, 
which prompted her to lead a project 
to improve care while reducing costs. 
Scripps managed to save tens of mil-
lions of dollars by improving qual-
ity outcomes in all areas, she says.

“We did that by using risk-adjust-
ed data and bring together groups of 
physicians to really discuss and look 
at the variation across physicians,” 
Lakier says. “That was something 
new because there had always been 
this acceptance of physicians do-
ing what they thought best, in the 
way they wanted to do it. We said 
this isn’t necessarily right or wrong, 
but we should talk about it and see 
if there is something to change.”

Physicians began to learn from 
each other, and Scripps encouraged 
them to focus more on best prac-
tices. The effort yielded more clinical 
pathways, protocols, and practice 
guidelines, all intended to embed the 
changes in care to ensure that the 
patient was getting the best care pro-
cess available, Lakier says. It was a 
switch for some physicians to look at 
their care decisions this way, she says. 

After capitation and managed 
care fell by the wayside, the impe-
tus for standardization of clinical 
practices also waned, Lakier says.

“Now, with the Affordable Care 
Act, we’re looking again at how to 
standardize care to best practice,” she 
says. “We have seen numerous times 
how it improves care for the patient 
and reduces costs. So many times, we 
are providing care ‘just because.’ The 
doctor has always ordered labs that 
way, or it’s just routine to do a task 
this way, whether it’s right or not.”



6   |   HOSPITAL PEER REVIEW® / January 2017 HOSPITAL PEER REVIEW® / January 2017   |   7

Clinical variation easily slips un-
der the radar in healthcare systems, 
Lakier notes. Not everyone welcomes 
increased attention to the issue, she 
says, because people generally do not 
like their professional decisions and 
habits to be questioned. Younger 
physicians tend to be more receptive 
because they were trained with more 
attention to best practices, she says.

“Some hospitals have addressed 
this, but I would say the majority 
have not,” Lakier says. “If they have 
not addressed clinical variation, 
their patients are getting variable 
care based on the expertise of the 
individuals caring for their patients. 
Some people are more highly skilled 
than others, but more than that, we 
all have good days and bad days. 
Why not have protocols in place to 
support that care meeting optimal 
standards?” (See the story in this issue 
for examples of how clinical variation 
can be discovered and addressed.)

Must Be 

Interdisciplinary

The interdisciplinary component 
is critical to clinical standardization, 
Lakier says. When working on case 
management projects, for example, 
she has found that not everyone 
knows the expected discharge date 
for the patient. Without that com-
mon knowledge, the teams from 
different disciplines cannot opti-
mize care to meet that goal, and 
one individual’s non-standard care 
decision could throw off every-
one else’s plans, she explains.

Embedding standardized clini-

cal processes into an organization 
helps keep everyone on the same 
page, she says. If the whole team 
knows the patient should be dis-
charged in four days, some decisions 
will stem from that as part of the 
standardized processes, Lakier says. 
Discharge education and planning 
may begin immediately, for instance.

“It’s not that people aren’t try-
ing to do their best, but everyone 
gets busy. If the physician forgets 
to order physical therapy, now the 
patient waits a whole day for physi-
cal therapy and that might extend 
the patient’s stay,” she explains. 
“That increases their risk, because 
every day in the hospital puts them 
at risk of comorbidities, falling, 
or other complications. We want 
to make sure the care they need is 
delivered expeditiously, and that is 
achieved most effectively by hav-
ing standardized care processes.”

Routine protocols take the 
burden off of physicians to re-
member every single detail 
of care, such as the physical 
therapy order that will delay dis-
charge if overlooked, she says.

All About That Data

Addressing clinical variation 
starts with obtaining good risk-
adjusted data, Lakier says. The data 
can include HAP scores, readmis-
sion rates, morbidity, mortality, and 
a range of other measures. The data 
should focus on quality improve-
ment and outcomes, not just costs.

The data should be presented 
to medical leadership, identifying 

variation among physicians. It’s 
important to have risk-adjusted data 
and emphasize to the physicians 
what that means. This will eliminate 
the sometimes-valid retort that a 
physician with poor outcomes treats 
sicker patients than the others.

Rather than going to physi-
cians with a predetermined solu-
tion and telling them, “this is how 
you’re going to practice medi-
cine from now on,” the data can 
prompt internal discussions that 
will lead to better and more stan-
dardized practices, Lakier says.

“Pretty soon they’re talking to 
one another and saying, ‘Wait a 
minute, how come your costs are 
different from mine? What are 
you doing to get your patients a 
shorter length of stay than mine?’” 
Lakier says. “If this isn’t done in 
a collaborative and informative 
way, you’re going to have resis-
tance. Our job in quality improve-
ment is to present information to 
help them understand what the 
data says. Then if they choose to 
change their practices, our job is 
to embed that in the organiza-
tion so you get sustainability.”  n
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Look for Variations in Data, Seek Out Causes
S tudying a range of data 

sets at your hospital may 
reveal opportunities to improve 

outcomes and cut costs, says Nancy 
Lakier, RN, BSN, MBA, CEO 
and managing principal of Novia 

Strategies, a consulting company 
based in Poway, CA. The outliers 
and unusual numbers will point 



8   |   HOSPITAL PEER REVIEW® / January 2017

you toward issues that need more 
investigation, she says.

“Why is one physician having 
fewer readmissions than others? Why 
is one service line having fewer re-
admissions?” she says. “There are all 
sorts of quality indicators to look at 
that can guide you toward what you 
can do to improve quality, not just in 
the hospital but also post-discharge.”

In working with data sets on 
congestive heart failure with myocar-
dial infarction recently, Lakier saw 
that one physician at the hospital 
had an average length of stay three 
days higher than other physicians, 
with a commensurate increase in 
costs. When she drilled down into 
the reasons for the variance in length 
of stay for that physician and other 
outlier physicians, she saw that one 
factor was the pharmaceuticals 
prescribed by those physicians.

“They were dramatically differ-
ent. The high-cost physicians used 
drugs that varied significantly from 
the others,” she says. “That doesn’t 
always mean those drugs are inap-
propriate, but sometimes it’s just 
a matter of asking the question. 
The physician might respond that 
he didn’t realize his choice was 
so much different from everyone 
else’s and he could use the other 
drug and get the same results.”

It also is common for nurses and 
physician assistants to order certain 
drugs, lab tests, or therapies because 
they think that’s what the physician 
wants. They’re mistaken, but the 
physician doesn’t object, Lakier says.

At one hospital, Lakier deter-
mined every patient received a 
physical therapy risk assessment 
for falls prior to discharge. When 
she asked why the risk assessment 
couldn’t be performed by a nurse 
instead of physical therapy in most 
cases, she was told that about 10 
years earlier there had been a bad 
patient outcome blamed on a lack 
of adequate fall assessment.

“Ten years later, they still had 
that assessment in place and it was 
adding a half a day to the length of 
stay for every patient in the hos-
pital,” Lakier says. “Plus, they had 
increased their physical therapy staff 
way beyond what any other hospital 
used. The chief nursing officer said 
there was no reason they couldn’t 
do most of the assessments, but no 
one had ever questioned the policy.”

Once that policy was rescinded 
with the approval of the physi-
cians, the hospital’s length of stay 
decreased, and so did overtime costs 
for the physical therapy department.

In another example, Lakier stud-
ied data sets and saw that a bariatric 

surgeon was performing 70 appen-
dectomies per year, but the hospital 
was using a $381 special bariatric 
tray insert rather than a standard 
and far less expensive appendectomy 
tray. The surgeon’s staff most likely 
provided the more expensive tray be-
cause the doctor previously requested 
it, or it might have been specified 
on his preference card, Lakier says. 
Either way, the costly tray was not 
necessary for an appendectomy.

In other cases, the data may 
show that one physician keeps 
patients in the ICU longer than 
others. A little investigation may 
reveal that, for whatever reason, 
the surgeon doesn’t trust the care 
provided on the med-surg floor.

“Sometimes you have to fix 
operational problems before you can 
address the clinical variance. You 
might have to bring up the quality 
of the med-surg staff before your 
surgeon will be willing to change 
his ways,” Lakier says. “Sometimes 
patients are staying in the hospi-
tal because they can’t get in to the 
OR. So you have to find out what’s 
going on in the OR and what you 
can improve in the perioperative 
area to get those patients in faster. 
ORs often are at max capacity, but 
that might be because their op-
erations aren’t so smooth.”  n

C. Difficile Reduced 75% with 
Targeted Interventions

A hospital in Medford, OR, 
reduced its rates of C. difficile 

infections by three-fourths with 
a targeted approach intended to 
identify exactly what strategy is the 
most effective after previous attempts 
left hospital leaders wondering which 
of several interventions had worked.

Asante Rogue Regional Medical 

Center, the largest of three hospitals 
in the Asante system, experienced 
unacceptable rates of C. difficile 
infections. The trend continued 
upward, and hospital leaders tried 
to address the problem in 2013, says 
Holly Nickerson, RN, BSN, direc-
tor of accreditation at the largest of 
three Oregon hospitals in the Asante 

system. They saw some success, but 
they implemented many different 
strategies in a “shotgun approach,” 
she says, so they didn’t know which 
affected the infection rate. Thus, 
the improvement was short-lived.

“We tried a ton of things all at 
the same, so we had no idea what 
worked,” Nickerson says. “We 
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changed our cleaner, we were doing 
hand hygiene campaigns, all sorts 
of things that we thought would 
lower the infection rate. The rates 
fell some but we couldn’t sustain it, 
and after we changed our cleaner, the 
infection rate actually increased.”

In late 2014, the vice president of 
medical affairs declared the hospi-
tal’s C. difficile rate a critical issue 
and sought strategies for reducing 
the weekly infection rate, which was 
about four per week at that time. 
The Asante system formed a “Green 
Team” to study recent C. difficile 
cases and develop possible interven-
tions. Green was chosen because 
the Asante metrics scorecard use 
that color to indicate good results.

Root Causes Identified

The system-level team was 
multidisciplinary, bringing together 
nursing staff and leadership, infec-
tion prevention, pharmacy, envi-
ronmental services, performance 
improvement, electronic charting, 
clinical nurse specialists, nurs-
ing professional development, and 
purchasing. The other two hos-
pitals in the Asante system were 
outperforming Rogue Regional on 
C. difficile prevention, so the team 
looked to them for best practices.

The team found that the infec-
tions stemmed from three sources: 
inappropriate testing, healthcare 
worker transmission, and environ-
mental services issues. The Green 
Team then developed strategies for 
addressing each of those sources of 
infection. For the inappropriate test-
ing, the team determined that the 
hospital’s multidrug-testing proto-
col could be at fault. The protocol 
allowed nurses to order C. difficile 
testing any time, which was intended 
as a good proactive step toward 

detecting infections. “Test early and 
test often” was the school of thought.

But it seemed that some positive 
results were classified as hospital-
acquired when they were present 
on admission, Nickerson explains. 
Poor communication among nurses 
sometimes led to a C. difficile test 
being performed after a patient 
had received laxatives or medica-
tions causing diarrhea, and no C. 
diff test was performed on admis-
sion, a positive test during the 
hospital stay might automatically 
be deemed hospital-acquired.

“We know that many patients, 
especially patients that kind of live in 
the healthcare system, are colonized 
with C. difficile, so you may have 
someone who is shedding spores 
but who does not have active C. 
difficile,” Nickerson explains. “By 
giving them laxatives, we might be 
just capturing some normal flora 
that lives in their bowel. We had to 
help staff understand when to test.”

To address that issue, hospital 
leaders discontinued the policy 
of testing for C. difficile under 
the multidrug-resistant organ-
ism protocol at any time, instead 
encouraging physicians to order 
specimen collections only when 
the patient fit appropriate criteria. 
This was a turnaround from previ-
ous hospital policy, so it took some 
effort to reeducate nursing staff, says 
Bella Lucas, RN, BSN, manager 
of infection prevention at Asante 
Rogue Regional Medical Center.

“It was very much ingrained in 
the staff to use proactive thinking 
and wonder if a problem could be 
C. difficile. They were taught to test 
early and isolate it to prevent the 
spread of infection,” Lucas says. 
“The staff were perplexed by the idea 
that now the testing would require 
a physician consult and buy-in.”

Audits for Enteric 

Procedures

Infections originating from 
healthcare workers were addressed 
with daily enteric precaution audits 
that provided real-time feedback to 
staff regarding their compliance with 
procedures for entering and leaving 
enteric precaution rooms. In ad-
dition to immediate feedback, the 
compiled audit results are provided 
to staff on a regular basis. When a C. 
difficile infection is traced to health-
care worker transmission, frontline 
staff are gathered for an immedi-
ate huddle to discuss the case and 
what precautions may have failed.

For the environmental services 
issues, the Asante Green Team de-
termined that terminal room cleans 
were not meeting expectations, 
with only a 55% passing rate. The 
root cause, the team discovered, 
was that the environmental ser-
vices teams followed no protocol 
for terminal room cleans. Morale 
and commitment to the job also 
were lacking, Nickerson says.

“When I had one of our continu-
ous project improvement leaders 
meet with that group, it was very 
apparent they had no standard-
ized process for cleaning their 
rooms. We use the fluorescent gel 
dot system that is placed in key 
areas to test how well the room is 
cleaned, and it consistently showed 
poor performance,” she says. “The 
environmental services team knew 
where the dots were placed and still 
were failing the room. That was a 
pretty big red flag for us that they 
did not have a process and did not 
know how to clean the room.”

Those problems were addressed 
through weekly meetings with a per-
formance improvement project lead-
er to establish a standardized process 
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for terminal room cleans and retrain 
all staff. The leader also worked to 
improve their morale by emphasiz-
ing the importance of their jobs and 
how attention to deal can have a 
direct effect on individual patients.

Cleaning Staff 

Retrained

The chief of quality and safety 
met with the environmental ser-
vices team to emphasize the im-
portance of their roles in patient 
safety. News items in the hospital 
newsletter praised cleaning teams 
for their work and promoted them 
as vital to protecting patients.

“It was a big retraining pro-
cess, a big commitment from our 
environmental services leaders in 
monitoring and coaching their 
staff,” Nickerson says. “It came to 
the staff receiving disciplinary ac-
tion if they did not clean the rooms 
properly. We also went to great 
lengths to stress that they don’t 
just clean rooms: They help people 
keep from getting infections.”

The effort was successful, raising 
terminal room cleaning performance 
from a 55% passing rate to 100%.

Over the course of nine 
months, the hospital’s C. dif-
ficile infection rate fell from four 
per week to one per week.

“The effort showed us that you 

can’t really reduce infections if 
you don’t have a full understand-
ing of why they’re occurring, 
and what variables could have 
an influence,” Lucas says.  n
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Physicians Unlikely to Reveal Errors to Patients, 
Study Says
Primary care physicians are 

willing to report medical errors 
within the healthcare organization, 
but are not as likely to tell the 
patients, according to a recent study 
from the School of Public Health at 
Georgia State University in Atlanta.

Kathleen Mazor, MD, a re-
searcher at the Meyers Primary 
Care Institute in Worcester, MA, 
and her colleagues studied 397 
primary care physicians, presenting 
them with two hypothetical cases 
involving a diagnosis of cancer. The 
researchers explained in the report, 
published recently in BMJ Qual-
ity and Safety, that the research was 
prompted by the trend in recent 
years to promote full disclosure of 
errors to patients with a statement 
of regret. Most healthcare profes-
sionals express support for the idea, 
but the researchers suspected they 
might not practice what they preach.

In the first scenario, the physi-
cians recognized that breast cancer 
should have been diagnosed earlier 
than it was. In the second, a can-
cer patient suffered because care 
coordination delayed the response 
to the patient’s symptoms. The 
physicians were asked to imag-
ine that they were the physician 
responsible for that patient.

After studying the information, 
the researchers asked the physi-
cian four questions about how they 
would respond after realizing an 
error had been made with their 
patient. The questions sought to 
determine if the doctor would apolo-
gize to the patient, offer an explana-
tion of what error occurred, provide 
information about what factors led 
to the event, and/or discuss any 
plans for preventing a recurrence of 
the error. In each option, the physi-
cian could choose nondisclosure, 

partial disclosure, or full disclosure.
In addition, the physician re-

sponses were assessed for factors 
that could affect their disclosure 
decisions, including the level of 
personal responsibility for the error, 
beliefs about the seriousness of the 
event, time constraints, and expecta-
tions about whether a malpractice 
lawsuit was likely. The researchers 
also assessed factors such as how 
much the physician valued patient-
centered communication and how 
much confidence the physician 
had in his or her ability to com-
municate. The study also factored 
in the physician’s perceived orga-
nizational-level support for open 
communication with patients.

The results confirmed suspicions 
that physicians do not disclose errors 
as fully as the healthcare commu-
nity expects. A majority said they 
would not fully disclose the error in 
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COMING IN FUTURE MONTHS

Readmission Rates for Bariatric Surgery 
Drop with QI

CORRECTION
A source was incorrectly identified in the December 2016 issue of Hospital 

Peer Review. On p. 135, the source identified as “Mathew Thomas” should be 
“Thomas Mathew, MD, a hospitalist for 10 years and corporate medical director 
of health systems for naviHealth, a post-acute care management company based 

in Nashville.”

Thirty-day readmission rates for 
bariatric surgery patients can be 

reduced by implementing a series 
of quality improvement efforts, 
according to recent research. Some 
of the top performers in the study 
more than doubled the average 
readmission reduction.

The American Society for Meta-
bolic and Bariatric Surgery (ASMBS) 
and The Obesity Society (TOS) 
reported recently on research pre-
sented at the groups’ annual meet-
ing and highlighted a study led by 
John M. Morton, MD, director 
of bariatric surgery at Stanford 
Hospital & Clinics in California. 
The study involved the Decreasing 
Readmissions through Opportunities 
Provided (DROP) program, part of 
the Metabolic and Bariatric Surgery 
Accreditation and Quality Improve-
ment Program (MBSAQIP), a joint 
program of the American College of 
Surgeons (ACS) and the ASMBS.

A significant portion of bar-
iatric surgery readmissions are 
preventable, stemming from is-

sues such as nausea and vomiting, 
or nutritional problems includ-
ing electrolyte depletion, ASMBS 
reports. DROP was implemented 
at 128 facilities performing bariat-
ric surgery that in the prior year 
had an average readmission rate of 
4.79%. Six months later, the read-
mission rates dropped an average 

of 14%, but the top performers in 
the study saw reductions of 32%.

The DROP program focuses 
on quality improvement measures 
that address the most common 
causes of bariatric readmissions with 
improved nutrition counseling, 
discharge processes, psychological 
therapy, and other methods.  n

either scenario, though some would 
provide limited information without 
an apology. Seventy-seven percent 
said that in the delayed diagnosis 
case they would offer no informa-

tion at all or only make a vague 
reference to miscommunication. In 
the failure to respond to symptoms 
scenario, that number was 58%.

With both scenarios, more than 

half of the physicians said they 
would not apologize at all or only 
make a vague statement about regret.

An abstract of the study is available 
online at http://bit.ly/2g7lQ1s.  n
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1. According to research by Mark 

Rosenberg, DO, MBA, FACEP, FA-

COEP-D, which of the following is 

true of elderly patients in the ED?

a . They account for 43% 

of all admissions .

b . They have a 20% short-

er length of stay .

c . They require 50% less lab 

work and radiology .

d . The rate of social service in-

terventions is 60% lower .

2. According to George Hen-

nawi, MD, CMD, FACP, why is it 

important to provide a separate 

ED area for elderly patients?

a . It makes the overall ED 

run more efficiently .

b . It reduces wait time in the ED .

c . A typical ED experience 

can negatively affect an el-

derly patient’s health .

d . Typical EDs do not provide ad-

equate clinical care to the elderly .

3. What does Nancy Lakier, 

RN, BSN, MBA, say is one of 

the most important factors in 

successfully redesigning care 

to reduce clinical variation?

a . Design around the needs 

of patients and caregivers .

b . Design around the long-range 

goals of the organization .

c . Provide opportunity for 

individual choice .

d . Establish a disciplin-

ary policy for variation .

4. In the project at Asante Rogue 

Regional Medical Center to reduce 

the C. difficile infection rate, why 

did the hospital change its policy 

on when to test for infection?

a . They wanted to encour-

age nurses to test early and 

often, at their discretion .

b . Their lab was over-

whelmed with tests .

c . Testing was too expensive .

d . Positive tests sometimes were in-

correctly deemed hospital-acquired .


