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THIS APPROACH 
COULD YIELD 
MEANINGFUL 

OPPORTUNITIES 
FOR QUALITY 

IMPROVEMENT 
BEFORE A BINDING 

ACCREDITATION 
REVIEW, BUT IT 

ALSO POSES SOME 
POTENTIAL RISKS.

Peer-to-Peer Hospital Reviews 
Helpful but Difficult

A hot topic in quality 
improvement lately is the  
 idea of peer-to-peer hospital 

reviews, in which a team 
from one hospital 
visits another and 
provides a structured, 
confidential, non-
punitive review. 
Proponents say this 
approach could 
yield meaningful 
opportunities for 
quality improvement 
before a binding 
accreditation review, 
but it also poses 
some potential risks.

The idea has 
gained traction 
recently in the 
healthcare community, including a Wall 
Street Journal blog by Peter Pronovost, 
MD, PhD, John Hopkins Medicine 
senior vice president and director of 
the Johns Hopkins Armstrong Institute 
for Patient Safety and Quality. He 
notes that the concept is borrowed 

from the nuclear power industry.
“In peer-to-peer, a team of reviewers 

— executives, managers, front line 
clinicians, researchers, 

and others — visit 
another hospital 
for a structured, 
confidential, and 
non-punitive review 
of its safety and 
quality efforts. While 
it would be foolhardy 
to show your flaws to 
regulators, in peer-
to-peer assessments 
it is encouraged,” 
Pronovost wrote. 
“The goal is to create 
an environment 
of learning, not 

judging, for both 
sides. The organization being reviewed 
discusses its weaknesses, while 
highlighting its successes, which 
can then be shared more broadly.”

The Johns Hopkins Hospital used 
a more limited peer-to-peer approach 
to help ICUs reduce their rates of 
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catheter-related bloodstream 
infections, bringing in a team from 
Massachusetts General Hospital 
for a review and sending a team 
to review their counterparts 
in Boston. Pronovost says the 
experience helped both hospitals 
improve quality and could be 
employed for hospital-wide reviews. 
(Pronovost’s blog is available online 
at: http://on.wsj.com/2oNDYBb.)

The process could be beneficial, 
yielding some of the same insight 
that comes from an accreditation 
survey without the consequences 
of noncompliance, says Dan 
Fieker, DO, an infectious disease 
specialist in Breckenridge, CO, and 
a surveyor with the Accreditation 
Association for Ambulatory 
Health Care-Healthcare Facilities 
Accreditation Program (AAAHC-
HFAP), the leading accreditor 
of ambulatory care providers.

Peer-to-peer review is encouraged 
in the ambulatory care accreditation 
process. Fieker notes that a recent 
AAAHC analysis found that a 
lack of peer review was among 
the highest incidence (10% or 
more) of partially compliant or 
noncompliant surveyor ratings 
for meeting AAAHC Standards 
at the facilities surveyed. The 
AAAHC Quality Roadmap 2016 
synthesized data from 1,363 onsite 
accreditation surveys performed by 
AAAHC from June 2015 to June 
2016. (The full report is available 
online at http://bit.ly/2pnymkm.)

“The healthcare community 
is accustomed to regulatory and 
accreditation bodies coming in to 
assess how well they are complying 
with best practices and the required 
activities in various areas, but 
that assessment comes with a 
determination by that body that can 
have an impact on the organization,” 
Fieker says. “What we don’t see is 

enough of clinicians, experts in a 
variety of fields like administration, 
nursing, and pharmacy, go into a 
facility in a non-punitive manner 
to evaluate processes of care and see 
how systems can be improved. That’s 
not happening, but it should.”

Hospitals may hire outside 
consultants for that kind of 
objective assessment, but that can 
be tremendously expensive, Fieker 
notes. Peer-to-peer assessments 
could be done at little or no cost, 
he theorizes, with each party 
benefitting from the system.

Establishing a peer-to-peer 
review program would require 
careful organization, he says. 
The hospitals would need a clear, 
documented understanding of the 
purpose of the reviews and the 
confidentiality expectations, he 
says. There currently is no such 
model, so interested hospitals 
would have to develop one.

Though peer-to-peer review 
offers benefits over accreditation 
reviews — which often are seen 
as punitive and non-consultative 
— Fieker says arranging one will 
be a significant undertaking. The 
reviewing hospital might need 
to be in the same geographic 
region so that both hospitals have 
some factors in common, but 
they should not be in the same 
immediate community, he says.

Such a program should be 
entirely voluntary and organized 
by the medical community, not 
by any government or accrediting 
body, he says. Getting everyone on 
board would not be easy because a 
peer-to-peer hospital review would 
send up red flags for many hospital 
leaders. Risk managers and legal 
counsel, for instance, would worry 
about documenting potentially 
damaging information and whether 
it could be subpoenaed, the 
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possibility of losing peer review 
privilege with some information, 
and myriad other legal issues.

“A big concern will be the 
financial, competitive issues, the 
idea that you’re going to be giving 

up your secrets to a competing 
hospital,” he says. “You couldn’t 
have two or three hospitals in a 
city going around and reviewing 
each other. The hospital coming 
in to review you would have to be 

from some distance so that there 
is no sense that you are competing 
for the same patients, which will 
make CEOs too nervous about 
letting your competitor see your 
weaknesses and exploit them.”  n

ADT Nurses Can Help Ease Bed Constraints, 
Patient Volumes

Managing patient throughput 
can be one of the biggest 

challenges for nursing units, with 
patients often remaining in the ED 
because there are not enough beds 
available on the unit, or there are 
not enough nurses to care for all 
of the patients. But some facilities 
are finding a solution with the use 
of Admission, Discharge, Transfer 
(ADT) nurses.

ADT nurses can be effective when 
nursing units do not have sufficient 
ability to flex their staffing mod-
els as patient throughout volumes 
and needs change throughout the 
day, explains Denise Perry, MHA, 
RN, CENP, senior consultant with 
Novia Strategies in Poway, CA. 
Patient throughput can be affected 
significantly by the time it takes to 
conduct the admissions process on a 
nursing unit and the time it takes to 
discharge the patient and free up the 
bed for a new admission, she says.

This delay affects the rest of the 
hospital when discharge is delayed 
and patients are held in the ED or 
surgical unit while waiting for an 
inpatient bed, she notes, or patients 
may be waiting at a clinic or else-
where in the community for a bed 
to open up. Getting patients mov-
ing through nursing units can clear 
the logjam so that the benefit is felt 
throughout the hospital, Perry says.

Effective Strategy 

to Clear Logjams

Hospitals apply various interven-
tions to improve throughput, but 
Perry says the use of ADT nurses 
has proven to be one of the most 
effective. The role of an ADT nurse 
typically encompasses a broad range 
of patients, including those who are 
transferred in from and out to anoth-
er unit, which is a slightly different 
workflow process than hospital admis-
sion and discharge, she notes. Nurs-
ing units usually are affected more by 
one type of admission and discharge 
than the other, so ADT nurses focus 
on the one that has the greatest im-
pact on patient throughput, she says.

“It’s important to analyze your 
data to determine the peak times, 
the time of day, or day of the week 
that will most benefit from having 
an ADT nurse in that role, han-
dling those patients independent of 
nurses on that unit who have another 
patient assignment,” Perry says.

ADT nurses have become more 
popular recently as hospitals look for 
more effective solutions to patient 
throughput issues rather than just 
adding more nurses to a unit, she 
says.

The real problem is not always the 
actual performance by nurses of the 
admission and discharge processes, 

Perry notes. A number of factors, 
such as the timeliness of admitting 
physician orders to how long it takes 
environmental services to clean a 
room and get it ready for the next 
patient, can drive a logjam, she says.

ADT nurses can be part of a more 
targeted approach once you under-
stand the issues contributing to pa-
tient throughput delays, Perry says.

“People are realizing that just 
throwing more nursing hours at a 
problem isn’t always the best solution 
and doesn’t make the problem go 
away,” Perry says. “Hospital admin-
istrators are realizing that they need 
more clarity about exactly what is 
needed. ADTs can be part of the 
solution while also looking for strate-
gies to address other components of 
the hospital throughput problem.”

Different Models 

to Apply

There are a few models to choose 
from when employing ADT nurses. 
One is a unit-based ADT nurse, 
which works well for a unit that has 
a high volume of patients needing 
this attention on most days, Perry 
says. That is often the case with post-
surgical units and with short-stay 
units, where patients are more likely 
to stay for one to three days rather 
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than a lengthy period, she says.
“I’ve worked with large units 

of 40-plus beds where they may 
experience 15 to 20 total admissions 
and discharges in one 24-hour 
period,” Perry says. “That’s a lot of 
bed turnover and activity going on 
in that unit. The ADT nurse can 
be particularly useful in helping 
to get those admitted patients 
settled, or the discharge patients 
organized and out the door.”

Some organizations also find 
that ADT nurses can be particularly 
effective in the ED, Perry says. A 
hospital with a large proportion of 
admissions through the ED — that 
can be up to 60% of their admissions 
— will find it beneficial to place 
ADT nurses in the ED to conduct 
the admission process with the 
patient before even being transferred 
to a nursing unit, she says.

That can give the ADT nurse 
a head start on all the paperwork 
and documentation that can slow 
down admission and discharge, 
Perry explains. The patient typically 
will have a full set of admission 
orders from the physician, 
but then there also must be a 
comprehensive nursing admission 
history that includes details on 
medications, home environment, 
fall risk, skin breakdown risk 
assessment, and other factors.

“It’s time-consuming, taking 35 
to 40 minutes for an average patient 
and sometimes much longer in 
some more complex cases,” Perry 
says. “When these documentation 
and history tasks take place in the 
ED before the patient gets to the 
nursing floor, there is no delay on 
the nursing floor between the time 
the unit accepts that patient and 
the time it is ready to accept the 
next one. It smooths that process 
because the patient is ready to admit 
immediately, rather than taking 

that 35 to 40 minutes every time a 
patient arrives at the nursing unit.”

Float Pool of 

ADT Nurses

Another way using ADTs is 
effective is when the admissions 
and discharge workload is not 
weighted heavily in a particularly 
unit or in the ED, but rather is 
spread through units and may 
include a large proportion of 
admissions from other facilities. 
In that case, a centralized ADT 
system in which roving ADT nurses 
are deployed from the float pool 
team is used, Perry explains.

“They’re deployed to the units 
as needed, when that unit is being 
hit hard and needs to improve the 
efficiency of their admissions and 
discharge. They become sort of like 
first responder nurses on a pager, 
floating around the hospital to 
assist with ADT activities where 
they are actually occurring at that 
moment,” she says. “This works 
well when there is no consistent 
peak volume in the ED, surgery, 
or outside transfers in, but there 
is a need throughout the facility 
overall. These ADT nurses can 
be just as effective, and their 
value justified to administration, 
just as much as when they’re 
dedicated to a particular unit.”

That approach is a turnaround 
from when ADT nurses first 
came to the attention of hospital 
administrators and every unit 
manager thought that an ADT 
nurse would solve all their 
throughput problems, Perry says. 
Many hospitals tried putting an 
ADT nurse on the units they 
assumed were the busiest and 
experienced the most delays, 
but that perception was not 

always correct and the ADT 
resources were underutilized.

Data Will Show 

the Way

Rely on the data to show 
you where ADTs will be 
most effective, Perry says.

That means the first step to 
employing ADTs is researching 
hospital data to identify where the 
admissions and discharge logjams 
occur — whether it is primar-
ily in one unit or more generally 
spread throughout the facility.

“Which departments are hold-
ing patients more frequently than 
others? Is the emergency depart-
ment pretty much able to get their 
patients into beds as needed, but 
the surgery recovery room can’t?” 
Perry says. “Or is surgery recov-
ery always able to get beds, but 
transfers from other facilities or 
the community experience long 
delays? Anecdotal evidence like 
complaints by staff might lead 
you in the right direction, but 
you’re only going to get a reliable 
answer by studying the data.”

Perry advises analyzing ad-
mission and discharge data by 
patient care unit, hour of the 
day, and day of the week. That 
should create trend lines that 
identify the highest areas of 
need, which will suggest the best 
ADT model for your situation.

The answer could be a combina-
tion of the models, Perry notes. It 
may be most effective, for instance, 
to have a dedicated ADT nurse in 
the ED and one or more floater 
ADTs for other patient units, she 
says. The use of ADTs should be 
tailored to your own institution’s 
needs, but it must be based on ana-
lytics and not an informal impres-
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sion of where the problem lies — 
and just on whatever unit leader is 
complaining the loudest, Perry says.

Clarify Role of 

ADT Nurse

The role of the ADT nurse must 
be clear not only to the nurse, but 
to everyone else on the units where 
he or she will work, Perry says. 
When assigning an “extra” nurse 
to a unit, and especially when the 
nurse can be summoned as needed 
from a float pool, it is easy for oth-
ers on the unit to treat that person 
as an extra hand who can be tasked 
with whatever needs to be done 
at the moment, Perry explains.

“After you assign a nurse to a 
unit, that role may morph into 
more a blanket resource nurse 
position in which the person does 
help with admissions and discharge, 
but also relieves nurses for breaks 
and lunch time, pass medica-
tions, assist with infusions,” Perry 
says. “When that happens, either 
the ADTs are not accomplishing 
what you sent them there to do, 
or, in fact, that unit doesn’t need a 
full-time ADT in the first place.”

Watering down the ADT’s role 
could greatly undermine the ef-
fectiveness of an ADT program, she 
says. The hospital should include 
an education component when 
introducing ADTs to the facil-
ity or a particular unit, heading 

off potential conflict and water-
ing down of the ADTs’ effective-
ness by explaining their roles to 
everyone involved, Perry says.

The volume and effectiveness 
of ADTs also should be monitored 
carefully, she says. Maintain data 
on the number of ADT admissions 
and discharges per unit and com-
pare that to the trends in ED holds 
or patients waiting for transfer.

“Outcomes data will tell you the 
effectiveness of the ADT program 
and whether you might need to 
shift ADTs from one unit to anoth-
er, or possibly switch a centralized 
ADT program with a float pool,” 
Perry says. “A variety of factors can 
affect where the logjam occurs, 
and that is not necessarily going to 
remain the same over time. Moni-
toring the outcomes data may show 
you that, at some point, things have 
changed and your original determi-
nation of where and how to deploy 
ADTs needs to be reassessed.”

Major Cost Savings 

Possible

The proper use of ADTs can 
produce cost savings for the hospi-
tal in addition to improving patient 
care, Perry says. Patient volume 
can influence staffing levels, and 
slow admission and discharge at 
any point in the process can lead 
administrators to apply more 
resources to that particular unit. 

But adding more employees to the 
unit is costly and is not always the 
most effective solution, Perry says.

“If you look at the microsys-
tems and not just the hospital as 
a whole, you might see that if you 
tease out these ADT activities then 
the patient volume and throughput 
is manageable for the existing staff 
without increasing the total num-
ber of staff assigned to that floor 
for every shift,” she says. “There is 
an opportunity for cost control and 
labor hour control by identifying 
those workflow and patient activi-
ties that can be better assigned to a 
specialist rather than increasing the 
total hours on the floor as a whole.”

The financial impact of im-
proving patient throughput 
can be profound, Perry says.

“If I have a 20-bed emergency 
room and I have six patients who 
are holding in beds, then I really 
only have a 14-bed emergency 
room. That’s going to affect your 
bottom line in that department,” 
Perry says. “On the other end, if I 
have delays in discharging patients, 
then I’m going to have organiza-
tional costs from extended care that 
can be captured and used to dem-
onstrate how the savings offset the 
costs of the ADT nurse hours.”  n

SOURCE
• Denise Perry, MHA, RN, CENP, 

Senior Consultant, Novia Strategies, 

Poway, CA . Telephone: (858) 486-

6030 . Email: dperry@novia-inc .com .

Get Patients Moving More to Decrease Vent Time

An Arizona hospital has found 
that a concerted effort to get 

ventilated patients moving more 
can significantly decrease their 
time on a vent, resulting in better 

patient outcomes and cost savings.
The project at Banner-Uni-

versity Medical Center Phoenix 
(BUMCP), Arizona’s largest hos-
pital at 688 inpatient beds, was 

carried by a team that included 
ICU Nursing Manager Joshua Lee, 
RN, who says that in 2015, admin-
istrators and clinical leaders identi-
fied patients experiencing a high 
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number of days on ventilators as a 
key problem to address. Ventilator 
usage had increased steadily over 
the years up to that point, he says.

The 2014 estimated ventila-
tor cost at the hospital was $15.1 
million, with an average ventila-
tor charge of $1,500 per day. 
The project team estimated that 
a 5% decrease in ventilator days 
would yield $758,975 in an-
nual savings, and an 8% decrease 
in ventilator days would yield 
$1.2 million in annual savings.

Lee and his colleagues re-
searched interventions for reducing 
ventilator days and found hospitals 
had used strategies such as early 
awakening, decreased sedation, 
and daily breathing trials. BUMCP 
had implemented all of those, but 
still had a high number of days 
on vents. A newer idea they came 
across, however, was intriguing 
and had not been tried yet: get-
ting patients to be more mobile.

“The only thing that we hadn’t 
implemented in any meaningful 
way was mobilizing our patients,” 
Lee says. “It was being done to 
some extent, but not as often or as 
thoroughly as it should have been.”

Move More, Vent Less

The BUMCP team set a goal of 
decreasing mechanical ventilation 
days 5% by July 2016, with a 
stretch goal of 8%. They began 
with an August 2015 baseline 
survey on patient mobility sent to 
all critical care RNs, followed by 
the development of educational 
materials, including a new 
ventilator-specific early-mobility 
algorithm and a plan for rollout 
They obtained feedback from the 
hospital’s professional practice and 
ICU leadership teams.

The project team met its goal 
and doubled the early mobil-
ity rates for ventilator patients 
across all the hospital ICUs.

The “Move More, Vent Less” 
program kicked off in November 
2015 with rounding education. To 
accommodate the irregular sched-
ules of RNs, the project team con-
ducted rounding education from 3 
p.m. to 3 a.m. over a full week. Lee 
and his colleagues obtained a roster 
of all ICU nurses, including the 
float nurses that sometimes work 
in ICU, and checked off each name 
as they were included in a session.

After everyone received that 
initial education, there was another 
opportunity at the annual goal-
setting meetings for the hospital’s 
ICUs. The meetings are manda-
tory for ICU staff, so the mobility 
team presented the education at 
those meetings. That meant it was 
second go-round for many ICU 
staff, but it served as a reinforce-
ment and also covered anyone who 
missed the initial education because 
of vacation time, for instance.

The presentations at the goal-
setting meetings led to the adop-
tion of early-mobility goals for all 
ICUs at BUMCP.

“The biggest thing we took away 
from the education was the need 
for branding,” Lee says. “We came 
up with a logo a of a little breath-
ing tube on the move, and we put 
placards at every nursing station 
as a reminder with simple ques-
tions like, ‘Did you mobilize your 
patient? Did you do a spontane-
ous breathing trial? Did you do a 
sedation vacation?’ These were all 
things that would help decrease 
ventilator usage over time.”

By May, the hospital held its 
first ICU early-mobility meeting 
including staff from the physical 
therapy department to advise 

on techniques to encourage 
and support mobility.

Chart Audits Necessary

Data collection also was an 
important part of the project, 
so the team members conducted 
a total of 1,369 real-time chart 
audits from October 2015 through 
July 2016. This number included 
269 audits from the trauma/sur-
gical ICU, 281 audits from the 
cardiovascular ICU, 381 from 
the neurosurgical ICU, and 438 
audits from the medical ICU.

The team learned that at first 
they were gathering information 
that they really didn’t need, and it 
was making the audits more time-
consuming. For instance, they 
decided they didn’t have to find out 
exactly what time the patient was 
mobile — just that the patient was 
mobile during a particular shift.

“We were lucky that we had 
a few light-duty employees who 
could do chart audits, but the 
information we were looking for 
was so detailed and exact that it 
took some time just to sit down 
and show them what to look for. 
There also are so many types of 
mobility, and so many reasons 
something like a sedation vaca-
tion wasn’t done, so there was 
so much information to gather,” 
Lee says. “Most of the chart au-
dits were done by members of the 
team, in our spare time at work. 
We would round on every pod in 
the ICU, and keep a long running 
tab with the dates, so we could go 
back and do chart audits also.”

The charge audits were hugely 
important in re-education efforts, 
Lee says.

“If there were nurse names that 
kept popping up as not having 
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done the mobility, those were the 
nurses we focused on for the re-
education,” Lee says.

Continuing education also 
was introduced in this period for 
new hires and resource staff.

Pushback, Other 

Challenges

Though the project was suc-
cessful, there were hurdles along 
the way. The project was rolled 
out during a bad flu season, 
which meant a busy time for the 
hospital, and often four or five 
patients on extracorporeal mem-
brane oxygenation (ECMO). 
That skewed the vent days’ 
numbers beyond what was typi-
cal for the hospital, Lee says.

The education campaign had 
to address staff who knew little 
about mobility for vent patients 
and how to document it, Lee 
says. There also was a lack of 
equipment and ancillary staff to 
support the increased mobility. 
Competition from other quality 
initiatives also was a problem.

“There are just so many compet-
ing initiatives. It’s really hard to 
keep yours as the focus of atten-
tion,” Lee says. “Every month 
there’s a new audit for something, 
every month there’s a new rollout 
for something, so one of the big-

gest problems we struggled with 
was keeping our project on the 
minds of the employees. That’s 
one reason we learned the brand-
ing was so important — to keep 
our project visible and not lost 
in everything else going on at the 
hospital, all of them valid projects.”

There was some pushback from 
staff, Lee notes. People generally 
don’t like being forced to learn new 
things and take on new tasks, so 
the mobility program met some 
resistance. That was overcome 
mostly by recruiting the support 
of nursing leaders who believed 
in promoting mobility and who 
were influential enough to bring 
others on board, Lee says. In ad-
dition, staff were motivated by 
seeing how much patients ap-
preciate the sense of normalcy 
that comes with being mobile.

The project team also created a 
reward system for active participa-
tion in the mobility effort. One 
reward was a “dream schedule,” in 
which the employee got to choose 
his or her work schedule for that 
month. BUMCP also named a 
“Mover of the Month,” recogniz-
ing an employee who had exceeded 
expectations in promoting mobility.

“This was someone who went be-
yond just range and motion, because 
that is extremely easy to do,” Lee 
says. “These were nurses who really 
focused on mobilizing their ventila-

tor patients by getting them up to a 
chair or ambulating them. We recog-
nized them with prizes and certifi-
cates, things that they could use in 
their clinical advancement later on.”

To keep up the progress, BUMCP 
performance reviews now require 
RNs to mobilize all ICU patients 
within 18 hours of admission.

There also was some difficulty 
in obtaining monthly data, and a 
lack of funding for staff incentives. 
The project team also found they 
did not have enough time allot-
ted to meet during work hours.

Working well with other depart-
ments was important to the success 
of the project, Lee says. Physical 
therapy was important in help-
ing the patients gain mobility, and 
respiratory therapy was needed for 
maintaining the portable vents on 
mobile patients, for instance.

“If we were getting a patient up, 
we let respiratory know as early as 
we could so they could get set up 
and be ready when that patient was 
ready to move,” Lee says. “It was 
very important to communicate 
well with everyone who plays a role 
in mobilizing vented patients.”  n
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Nursing Education Improves RRT Team Efficiency

The Veterans Affairs Puget 
Sound Health Care System in 

Seattle improved the performance 
of its rapid response teams (RRTs) 
by improving staff familiarity with 

them. The better staff understand 
how to work with an RRT, the 
better the outcome for the patient, 
the leadership found.

The health system was able 

to decrease the average length of 
time for an RRT by 15%, pro-
vide updated RRT education to 
91% of RNs, decrease calls greater 
than 35 minutes by 12%, and 
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decrease admissions to the ICU 
from an RRT by 8%. The results 
all exceeded the project team’s 
goals and result in a projected 
annual fiscal effect of $78,112.

By the end of the project, 
the percentage of RRT calls 
lasting more than 35 minutes 
dropped from 47% to 35%, and 
the percentage of patients re-
maining on the floor after the 
call rose from 45% to 53%.

Clinicians at the health system 
recognized that there was room 
for improvement with the RRTs, 
says RRT member and critical 
care nurse Jeffrey Passey, BSN, 
RN, CCRN. One goal was to 
reduce the RRT time at the bed-
side, because surgical ICU staff 
members acted as the RRT and 
every minute on the RRT task was 
time during which someone else 
had to care for their own patients, 
Passey explains. The team also 
wanted to improve patient out-
comes by more rapidly resolving 
the patient emergency, he says.

The health system utilized an 
RRT for 12 years, but problems 
had arisen in terms of the response 
time and disposition of the patient’s 
care. RRTs were sometimes spend-
ing an hour, and in some extreme 
cases two hours, at the patient’s 
bedside trying to remedy the situa-
tion, Passey says — a length of time 
that ran counter to the idea of a 
team of experts who would respond 
rapidly, stabilize the patient, and 
then return to normal duties.

Nurses Unclear on Roles

The RRT protocol was up-
dated to ensure that a physician 
responded on each call, which 
improved the disposition of 
cases because a doctor’s order is 

always needed, Passey notes.
“We also realized that the 

nurses taking care of the patients 
on the floor were unclear about 
when to call in the RRT and what 
their responsibilities were once 
that team arrived,” Passey says. 
“They wouldn’t disappear, but 
they would back way off and we 
would find ourselves in an unfa-
miliar unit as a rapid responder, 
trying to make the best deci-
sion for the patient without all 
the input from the floor nurse 
that might have been helpful.”

The initial idea was to im-
prove awareness of the RRT’s 
role and how it worked among 
the clinicians most likely to 
need it, but Passey says the team 
soon found out the need for 
education was much broader.

“It morphed into having to 
educate literally the entire hospi-
tal, from residents and doctors on 
to all the floor nurses,” he says.

The initiative kicked off with 
an RRT Education Fair held at 
the hospital with physicians, floor 
nurses, and the rapid responders 
all encouraged to attend. Turn-
out was good because as most 
project leaders learn, if you give 
them pizza, they will come.

Passey and his colleagues edu-
cated physicians with handouts that 
highlighted their responsibilities 
in an RRT response, emphasizing 
that disposition was needed in a 
timely manner. Floor nurses were 
provided similar education, backed 
up by rounds on night shifts to 
go over their responsibilities when 
calling for a rapid response.

“That produced real change and 
some significant help for the rapid 
responders when we showed up. We 
now had had help, we had informa-
tion on the patient, and it stream-
lined the response, improving the 

process significantly,” Passey says.
That result came only after con-

siderable effort, says Renae Kim, 
BSN, RN, an RRT member and an-
other member of the project team. 
Because the RRT can be called out 
by so many clinicians throughout 
the facility, that meant a large 
number had to be educated — far 
more than with some more tar-
geted quality improvement efforts.

“There were four members of 
our team, so reaching everyone 
on all our floors and getting them 
on board was a big hurdle time-
wise,” Kim says. “Just getting to 
all of them on different shifts 
and with varying schedules was a 
challenge, and the time to provide 
the education adds up quickly.”

Staff Wanted Education

Passey says the RRT education 
was well received and that many staff 
said they felt starved for education 
on the topic and felt uncomfortable 
not knowing their roles in a rapid 
response.

“It made them nervous not know-
ing. When you give them the educa-
tion, it empowers them,” Passey says. 
“Now, when I go on rapid responses 
I can almost come in and just su-
pervise. The floor nurses, at least in 
certain areas, are almost running the 
response themselves and I’m there 
for maybe some more critical think-
ing and guidance for disposition.”

Kim suggests that most hospitals 
could benefit from this approach 
because she has worked on RRTs 
at other facilities that also did not 
involve bedside nurses in the rapid 
response, but only told them when 
to call for help. It is not unreason-
able for the floor nurse to think the 
proper response is to just stand back 
when the “experts” arrive, she says.
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Standardize Physician Cards for Quality, Savings

Physician preference cards are 
intended to keep everything 

moving smoothly in surgery and 
improve quality of care, but too 
often they can complicate the 
process without adding any benefit. 
When that happens, the problem 
usually is that the preference cards 
have been allowed to proliferate 
with little or no oversight, one 
expert says.

The basic idea behind prefer-
ence cards is sound, says Bill 
Denton, RN, MBA, chief operat-
ing officer with Novia Strategies, 
a consulting company in Poway, 
CA. He has led surgical depart-
ments in large, complex academic 
medical centers and often works 
with hospitals seeking to improve 
their operating room performance 
and processes. There is value to 
having surgeons operate with the 
particular supplies and meth-
ods that they find bring the best 
results for their patients, he says.

The problem is when the 
preference cards are changed 
so much that individual staff 
and the surgery system get 
bogged down, Denton says.

“Surgeons are used to getting 
what they want and they will some-
times put something on the card this 
week, and change it to something 
else next week. Physician preference 
cards should be like open enroll-

ment for insurance, where you get a 
chance once a year to make changes 
to what you want,” Denton says. 
“Once a year might be too strict, 
but you could restrict changes to 
once a quarter or once a month 
and still streamline what goes on at 
most hospitals. If a doctor decides 
he doesn’t want to use this suture 
anymore and wants this one instead, 
they have to wait for the next chance 
to change the preference card.”

Physician preference card man-
agement should be overseen by a 
group of physician leaders, such as 
an executive committee, that may 
also be responsible for other pro-
fessional issues that can affect the 
performance of the surgery depart-
ment, Denton says. With many 
surgeons credentialed and each 
with preference cards for multiple 
procedures, it is not uncommon 
for hospitals to have tens of thou-
sands of preference cards, he notes.

“A lot of times the responsibil-
ity for managing preferences is 
scattered across different nurses 
and managers, and sometimes it 
all falls on one person,” Denton 
says. “The workload increases every 
time a surgeon adds another card 
or changes even one thing on one 
card. Putting this in the hands of a 
physician executive committee will 
show them much impact that has.”

If a surgeon wants to change a 

preference card before the next des-
ignated time, he or she can take that 
request to the committee, Denton 
says. The surgeon’s peers can decide 
whether the reason for changing 
the preference card is significant 
enough to justify the exception.

Exceptions should be granted 
when the change would clearly 
benefit the patient, Denton says, 
such as when a new type of suture 
material is available or a supply item 
has been found to be defective.

Having a physician committee 
oversee preference cards will bring 
some accountability, Denton says. 
Physicians sometimes do not ap-
preciate the administrative burden 
of preference cards and the impor-
tance of keeping them streamlined, 
Denton says. When required to 
review their own preference cards, 
surgeons often will realize they can’t 
remember why they once added 
an item or method to the card and 
wouldn’t mind having it removed in 
favor of standardization, he says.

Consider Cost of 

Supplies, Staff Time

Unnecessary specifications 
on preference cards can lead to 
substantial waste of supplies and 
staff time, Denton notes.

“The items are pulled for that 

“Rapid response teams typi-
cally include the critical care staff 
and respiratory therapists, but they 
generally don’t include education 
for the bedside nurses taking care 
of the patient,” Kim says. “Getting 
them involved and empowering 
them to be part of that team makes 

a huge difference in getting the re-
sponse and disposition streamlined. 
In many cases, you’re going to be 
leaving the patient with that nurse 
again, so if they are involved they 
understand better what happened, 
what resolved the situation, and 
what the follow-through plan is.”  n
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doctor in every case because the 
preference card says so, and then they 
are either used when something less 
expensive would have satisfied the 
surgeon, and therefore wasted, or they 
are pulled and replaced at the end of 
the day. Someone has to spend time 
retrieving those items and replac-
ing them, and when you’re talking 
about a hospital with a high volume 
of surgical procedures, that adds up 
quickly,” Denton says. “I’ve seen 
hospitals that employed the equiva-
lent of two FTEs just to pull and 
replace items on preference cards.”

Denton suggests obtaining data 
from preference cards, usually easily 
obtainable from the electronic record, 
to compile a spreadsheet on what 
supplies are used by different sur-
geons for the same procedure. When 
there is substantial variability of the 
requested supplies and the resulting 
cost, the physician committee can 
go to surgeons and ask if they re-
ally need $10,000 worth of supplies 
for the procedure when most others 
are achieving the same results with 

$3,000 worth. Most surgeons will not 
want to be known for using dramati-
cally more expensive supplies, Denton 
notes, and they may have no idea that 
their requested supplies cost so much.

“When you show surgeons what 
their colleagues are doing, it can be 
surprising to them. They may real-
ize that this surgeon they know and 
respect is using a different prod-
uct and it works just fine for a lot 
less,” Denton says. “Or they may 
both use six ounces of an antico-
agulant, but one surgeon orders a 
six-ounce bottle and the other orders 
a 12-ounce bottle and throws away 
the rest because he didn’t know it 
even came in a six-ounce bottle.”

Administrators can be reluctant 
to challenge physicians on prefer-
ence cards, expecting them to insist 
on whatever supplies they want in 
the name of good patient care, but 
Denton points out that doctors thrive 
on data and are naturally competi-
tive. They also are attuned to how the 
economics of what they do can affect 
reimbursement and their careers.

“They don’t want to be an outlier 
when contracts are renegotiated and 
miss out on an opportunity because 
their procedures cost more to get 
the same results as everyone else. 
The good thing is that not only does 
reducing the variability and the con-
stant changes lower the costs, but it 
also will make it more likely that the 
surgeons get exactly what they have 
requested, with fewer errors resulting 
from the sheer number of variables 
and updates that the staff has to man-
age,” Denton says. “You can tell the 
surgeons that if they will make sure 
they have on their preference cards 
only the things that really matter to 
them and not change it on a whim, 
we will guarantee that you will pull 
those items for you and you will 
always have what you requested.”  n
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Home Nutrition Orders Often Incorrect

Patients often are at risk of being 
overfed or underfed when 

prescribed home nutrition doesn’t 
meet their needs, according to research 
presented recently at the American 
Society for Parenteral and Enteral 
Nutrition (ASPEN) Clinical Nutrition 
Week (CNW) conference.

Research presented by Op-
tion Care, a provider of home and 
alternate treatment site infusion 
services indicates that orders upon 
discharge from the hospital for home 
parenteral (intravenous) nutrition 
(HPN) did not meet the patients’ 
needs nearly one-quarter of the time. 

Nutrition needs were more likely to 
be met for home enteral (tube-fed) 
nutrition (HEN) patients, but even 
with those patients, 38% of orders 
did not meet hydration needs. The 
research involved an analysis of nu-
trition orders for 187 HPN patients 
and 349 HEN patients who were 
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discharged from hospitals that did 
not have dedicated nutrition support 
teams to guide the order writing.

Registered dietitians from Option 
Care reviewed orders, performed 
nutritional assessments when the 
patients were discharged to home 
care, and made recommended 
changes to the nutrition order if 
warranted, based on the patient’s 
lab values, activity level, and overall 
medical condition, explains Noreen 
Luszcz, RD, MBA, CNSC, lead 
author of the study and nutrition 
program director for Option Care.

She notes that overfeeding 
can lead to metabolic problems 
and cause excess weight gain, as 
well as increasing costs by pro-
viding more nutrition than re-
quired. Underfed patients may 
not gain weight adequately or 
heal as quickly as they should.

For the 187 HPN patients, the 
researchers determined the original 
orders did not meet the patients’ 
needs 23% of the time on aver-
age. In particular, 22% did not 

meet fluid needs, 26% did not 
meet amino acid (protein) needs, 
21% did not meet dextrose (car-
bohydrate) needs, 34% did not 
meet lipid (fat) needs, and 27% 
did not meet total caloric needs.

In addition, 13% were inap-
propriately prescribed HPN when 
they should have received nutri-
tion via other, less costly routes 
such as HEN and/or oral intake. 
HPN should only be prescribed 
for patients whose gastrointestinal 
systems cannot adequately process 
nutrients, Luszcz explains. The top 
two prescribing physicians were 
internal medicine specialists (29%) 
and gastroenterologists (19%).

Regarding protein, patients were 
provided initial orders that would 
have led to overfeeding 48% of the 
time and underfeeding 52% of the 
time. In the remaining categories, 
patients were much more likely to be 
given initial orders that would have 
led to underfeeding. The researchers 
estimate the average amount of over-
prescribed protein would result in 

an extra $179,837 per patient who 
received HPN for 90 days, the aver-
age length of time on the therapy. 
They determined that correcting the 
protein prescription in 12% of HPN 
orders alone would result in $5.2 
million in saved healthcare costs.

The researchers note that a 
variety of factors may lead to hos-
pital discharge nutrition orders not 
meeting the patient’s needs. For 
starters, they often are prescribed by 
physicians who may lack specialized 
nutrition expertise and do not have 
a qualified nutrition support team 
— including a registered dietitian, 
nurse, and pharmacist — to guide 
them, the researchers say. Nutri-
tional needs also change over time, 
and a patient with an acute injury 
might require more protein while 
healing, but less by the time the 
patient is discharged. They also note 
that there is a high level of scrutiny 
when qualifying a patient for home 
nutrition support, especially with 
Medicare, whereas hospitals are not 
under that same level of review.  n

HHS OIG Offers Compliance Resource Guide

The Department of Health 
and Human Services, Office 

of Inspector General (OIG) is 
offering a guide for measuring 
the effectiveness of a healthcare 
compliance program.

OIG intends the guide as a 
source for “a large number of 
ideas for measuring the various 
elements of a compliance program 
... to give healthcare organizations 
as many ideas as possible, to 
be broad enough to help any 
type of organization, and let the 
organization choose which ones 
best suit its needs.” However, the 
guide emphasizes that it is not to be 

considered a best practice, template, 
or checklist for compliance.

Measuring Compliance Program 
Effectiveness: A Resource Guide 
includes portions that will apply 
more to some organizations than 
others, OIG notes.

“An organization may choose to 
use only a small number of these 
in any given year. Using them all 

or even a large number of these is 
impractical and not recommended,” 
the guide says. “Importantly, any 
attempt to use this as a standard 
or a certification is discouraged by 
those who worked on this project; 
one size truly does not fit all.”

The compliance guide is 
available online at  
http://bit.ly/2nFBFCZ.  n
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CE OBJECTIVES
Upon completion of this educational activity, 

participants should be able to:

1. Identify a particular clinical, legal, or 
educational issue related to quality 
improvement and performance outcomes.

2.  Describe how clinical, legal, or educational 
issues related to quality improvement 
and performance outcomes affect nurses, 
healthcare workers, hospitals, or the 
healthcare industry in general.

3. Cite solutions to the problems 
associated with quality improvement 
and performance outcomes based on 
guidelines from relevant authorities and/
or independent recommendations from 
clinicians at individual institutions. 

CE QUESTIONS
1. What should be one component 

in a peer-to-peer hospital review 

model, according to Dan Fieker, 

DO?

a . The hospitals should be in the 

same immediate community .

b . The hospitals should not be in the 

same immediate community .

c . The hospitals should be of differ-

ent types, such as general acute care 

vs . pediatrics .

d . The hospitals should be in the 

same health system or chain of facili-

ties .

2. What does Denise Perry, MHA, 

RN, CENP, recommend regarding 

the best ADT model for hospitals?

a . Unit-based ADT nurses are the 

best choice .

b . A centralized float pool of ADT 

nurses is best .

c . An ADT nurse on each inpatient 

unit is best .

d . The best choice for an ADT model 

will vary from one facility to another .

3. In the “Move More, Vent Less” 

quality improvement project at 

Banner-University Medical Center 

Phoenix (BUMCP), what was one 

lesson learned by the project 

members?

a . The need for branding to differen-

tiate the project from other initiatives 

and maintain focus .

b . The need for more nurses trained 

in ventilator support .

c . The need for more accurate moni-

toring of ventilator usage .

d . The need for more advanced 

equipment to support mobility with 

ventilator patients .

4. In the Veterans Affairs Puget 

Sound Health Care System project 

to improve the performance of 

its rapid response teams (RRTs), 

what was a key factor the team 

members had to address?

a . Educating floor nurses about their 

roles in an RRT call .

b . Recruiting more members for the 

RRT .

c . Minimizing calls for the RRT .

d . Reducing interaction from floor 

nurses with the RRT .


