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“IT’S NOT AN EVEN 
PLAYING FIELD. 

YOU SHOULDN’T 
GET A LOWER 
RATING JUST 

BECAUSE YOU’RE 
REPORTING 
ON ALL THE 
MEASURES.”

Medical Center Says CMS Star 
Ratings Miscalculated

V indicating many quality 
improvement leaders who felt 
their work was not recognized 

by the Centers for Medicare & 
Medicaid Services (CMS) star ratings, 
a recent analysis by Rush University 
Medical Center (RUMC) in Chicago 
determined that CMS 
has miscalculated 
hospitals’ star ratings 
since implementing 
the ratings system in 
2016.

CMS disputes 
the findings, but 
two industry 
professionals who 
advised and assisted 
RUMC with the 
analysis tell Hospital 
Peer Review that 
CMS weighted specific categories 
more heavily than others, skewing the 
overall ratings.

CMS’ Overall Hospital Quality 
Star Ratings formula awards hospitals 
a 1- to 5-star rating based on their 
performance across seven categories. 

CMS overemphasized the PSI-90 
measure, the Patient Safety and 
Adverse Events Composite, according 
to RUMC’s analysis.

CMS weighted the PSI-90 measure 
more heavily during the first four 
releases of the ratings, but focused 

more on complication 
rates from hip and 
knee replacements 
for the latest ratings, 
released in December 
2017, RUMC says.

From 5 Stars 

to 3

RUMC reported 
its findings to CMS 

in May 2018, after 
CMS notified the hospital that its 
star rating would fall from a previous 
five stars to three in the next ratings 
period. (CMS provides advance notice 
to hospitals before posting the ratings 
on the Hospital Compare website.)

The University of Chicago 
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Medicine, the Association of 
American Medical Colleges 
(AAMC), and Vizient, a company 
in Irving, TX, that assists 
healthcare organizations with 
data management and quality 
improvements, worked with 
RUMC on the analysis.

CMS announced in June 
that the planned July release of 
the latest star ratings would be 
postponed, without announcing a 
new date.

At any rate, a CMS 
spokesperson tells HPR that the 
RUMC analysis is “inaccurate” 
and that “no analysis to date has 
demonstrated any miscalculations.”

Methodology Matters

Others disagree. The star ratings 
system should be improved so that 
it accurately reflects the work of 
quality improvement professionals 
and other healthcare providers, 
says Janis M. Orlowski, MD, 
MACP, chief healthcare officer with 
AAMC.

“It has been the AAMC’s 
belief for a while that the current 
hospital rating system does not 
adequately reflect either the 
current quality or improvements 
in quality at many institutions. We 
have disagreed with CMS on the 
underlying methodology, which is 
meant to show differences between 
institutions but actually sometimes 
shows stark differences that may be 
trivial in nature,” Orlowski says.

“It’s supposed to say hospital 
A is different from hospital B, 
but if hospital A is just very 
slightly different or different in 
an inconsequential way, that can 
look like a stark difference in the 
ratings.”

The system also benefits 

institutions that report fewer 
measures, Orlowski notes.

For instance, a specialty hospital 
that only reports on a few measures 
because the rest do not apply 
actually has an advantage over 
large hospitals that report all the 
measures, she explains.

“It’s not an even playing field. 
You shouldn’t get a lower rating just 
because you’re reporting on all the 
measures,” she says.

“One hospital may not have 
enough data to report on mortality 
at all, but another may have just 
enough to report even though their 
mortality rate is excellent. Because 
one hospital doesn’t report at all 
and one reported some mortality, 
the hospital that reported ended 
up with a lower ranking. That 
shouldn’t be,” she adds.

The data would be understood 
by quality professionals, but within 
the CMS star ratings system it can 
be overemphasized to the point of 
misleading consumers, Orlowski 
says.

A CMS spokesperson tells HPR 
that the star ratings are “based on a 
scientifically rigorous methodology” 
that “maximizes the information 
available in our existing Hospital 
Compare data.” The spokesperson 
says that the model was selected 
only after CMS received extensive 
feedback from expert panels, 
hospital provider groups, and 
patients.

Risk Adjustment

Risk adjustment is another 
critical flaw in the system, Orlowski 
says. Hospitals are penalized for 
factors beyond their control and 
for taking care of sicker patients 
and those with low socioeconomic 
status, she says, but proper risk 
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adjustment could account for those 
factors.

After the most recent star ratings, 
Orlowski and her colleagues spoke 
with hospital leaders at several 
facilities where the rating had fallen 
one or two stars, finding that many 
of those hospitals had demonstrable 
improvements in many key 
measures. They didn’t understand 
how that could be.

They found that the discrepancy 
was attributable to changes in both 
how CMS calculated PSI-90 and 
how it weighted that measure in 
the ratings calculations. AAMC has 
supported changing how PSI-90 is 
applied but did not know how CMS 
was doing so.

“We also have concerns because 
only the larger hospitals or the ones 
that treat complex diseases can 
report on PSI-90. Not everyone 
can,” she says. 

“The methodology worked so 
that differences in complications 
from total hips and knees ended 
up being more important than 
anything else. We saw examples 
where hospitals improved in their 
hospital-acquired infections, but 
had a minor difference in total hips 
and knees that was weighted much 
more strongly.”

Ratings Can Discourage

The current CMS methodology 
produces ratings that can seem 
random and capricious to hospitals, 
Orlowski says, which can be 
detrimental to quality improvement 
efforts. Healthcare professionals can 
be discouraged if they work hard 
to improve quality but see that the 
rating promoted to the public does 
not reflect their accomplishments, 
she says.

“We are concerned that the 

methodology is too fragile. If 
your overall quality is improving 
in the institution, there shouldn’t 
be one or two weak points in the 
methodology that shift you down 
one or two stars,” Orlowski says.

“That is a system that doesn’t 
work. People who work in quality 
and know they are making progress 
in these specific areas should see 
that reflected in their star ratings, as 
a reflection of how they are moving 
forward.”

AAMC and other organizations 
have addressed these concerns with 
CMS for a while now, before the 
RUMC analysis, and Orlowski says 
CMS Administrator Seema Verma 
has expressed willingness to improve 
the ratings system.

“I think this is a positive sign 
that the administrator has expressed 
this kind of commitment, and I 
hope we see a good collaboration 
with the healthcare community 
to address these issues,” Orlowski 

Five Steps to an Improved 
CMS Star Ratings System

The methodology CMS uses for hospital star ratings on the Hospital 
Compare website could be improved if the agency makes five key 

adjustments, suggests David Levine, MD, FACEP, senior vice president 
for advanced analytics and informatics with Vizient.

Levine worked with Rush University Medical Center in Chicago to 
analyze how CMS weighs patient safety measures in the star ratings. He 
recommends these changes:

1. Use smarter hospital groupings.
Rather than combining community hospitals, large health systems, 

specialty hospitals, and teaching/academic hospitals on many key metrics, 
CMS should group hospitals by subtype. This could mean grouping 
facilities that treat advanced cancers, neurosurgical cases, and cardiology 
cases, for instance.

2. Group primary procedures by specialty.
The current system does not allow consumers to seek the best hospital 

for a specific need, like cardiac care or joint replacement.
3. Use better data, and use it faster.
Data come only from Medicare patients who don’t represent the 

overall patient population of a hospital, and Vizient’s analysis found that 
64% of an overall star rating score is based on data that are at least two 
years old.

4. Create data transparency.
More transparency about the data used for star ratings would help 

hospitals focus their quality improvement resources. Today, the ratings are 
more like “report cards” that provide only an overall score.

5. Revise the weighting of quality measures.
CMS uses four major criteria to calculate star ratings: patient safety, 

patient experience, readmission, and mortality risk. Those criteria account 
for 80% of the total score. Other criteria should be incorporated to 
provide a more accurate picture of hospitals’ overall quality.  n
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says. “We have mutual goals here of 
making this system transparent and 
reliable as a way for patients and 
their families to assess the quality of 
different institutions.”

Hospital quality leaders should 
continue the work they’re doing at 
their own facilities and participate in 
the dialogue over how to improve the 
system, she adds.

“There are times when we 
and other organizations need 
the opinions and the expertise of 
quality improvement professionals, 
the people who are out there 
working every day with these 
quality measures, to get a better 
understanding of how these issues 
play out in the real world,” Orlowski 
says. “The more people are willing 
to contribute and be a part of the 
process, the more likely we are to 
make the ratings system better.”

Consumer Information

The current ratings system is not 
helpful and does not inform the 
public in the way CMS intended, 
says David Levine, MD, FACEP, 
senior vice president for advanced 
analytics and informatics with 
Vizient. Levine previously was 
medical director of the emergency 
department at John H. Stroger 
Jr. Hospital of Cook County in 
Chicago. (See the story on page 87 for 
Levine’s five suggestions for improving 
the star ratings.)

CMS is, to a large extent, 
measuring the right things and 
using the right metrics to determine 
hospital quality, Levine says. The 
problems occur when the data are 
massaged to come up with a singular 
star rating for a facility, he says.

“There is not a one-size-fits-all 
rating for all hospitals, of all sizes, for 
any medical condition,” he says. “If 

I have an advanced cancer, there is 
only a subset of hospitals that I am 
concerned with. A small community 
hospital with a five-star rating is 
not going to be appropriate for my 
advanced, complicated care.”

The effort to simplify ratings, of 
any type, usually degrades both their 
usefulness and their accuracy, Levine 
explains. If a consumer is buying a 
vehicle, the search does not begin by 
comparing quality ratings across all 
types of vehicles, he says. It begins 
by focusing on the particular type of 
vehicle that the consumer wants — a 
truck, or a fuel-efficient car — and 
then comparing the options in that 
category.

The consumer’s search for a 
quality healthcare provider takes the 
same form, but the CMS star ratings 
are not helpful in that regard.

“CMS should either break down 
the rankings by size and type of 
hospital or by specific procedures 
that the American public is most 
interested in making an informed 
decision about,” Levine says.

Too Much Computer 

Control?

In addition, the statistical 
approach used to develop the 
ratings relies too much on computer 
decisions about what factors matter 
most and how to weigh them, he 
says.

“We should know what factors 
are most important, especially within 
a subset of types of hospitals or 
hospitals providing a certain type 
of care. The computer, now in the 
current state, picks it differently every 
time,” Levine says. “If I were in an 
American history class that covered a 
broad range of topics and at the end 
of the semester a computer decides 
that most of the final exam is going 

to be on the years 1850 to 1860, is 
that an accurate reflection of what I 
learned in the course? That’s what’s 
happening with the current CMS 
methodology.”

That scenario has played out 
recently with CMS emphasizing 
hips and knees, Levine says. That is 
an important variable in the health 
safety domain, but a hospital could 
have serious deficiencies in other 
areas and still get a high star rating as 
long as it excels in this one measure, 
he says.

Going Forward

This understanding of the flaws in 
the CMS star rating system may leave 
some quality professionals feeling 
vindicated if they think their past 
ratings have not accurately reflected 
the quality of their institutions.

That’s a reasonable reaction, 
Levine says, but not reason to lose 
hope or pull back on efforts to 
improve.

“It’s a very misleading message in 
its current state, but elements of the 
ratings are very good and should not 
be dismissed,” he says.

“The overall approach of the 
methodology that distills those 
metrics to a single star rating, as is 
currently done, is not right, and the 
way it is presented to the public is 
not the right approach,” he adds.

The healthcare community seems 
grateful that flaws in the star rating 
system are being exposed and that 
CMS seems to be willing to make 
improvements, Levine says.

“I’m hopeful that CMS 
will convene experts in quality 
improvement to help guide them 
in creating a ratings system that 
is meaningful for the public, that 
actually provides consumers what the 
star ratings system was supposed to 
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have been all along. That’s my best 
hope.”

Good news may be coming 
for Levine and other critics of the 
star ratings. CMS's spokesperson 
told HPR that the agency plans 
to “reconvene a technical expert 

panel this summer to review the 
methodology.... Feedback will be 
used to enhance the methodology in 
future Star Ratings calculations.”  n
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How a Hospital Went From ‘F’ to ‘A’ in  
Leapfrog Scores

Voluntary participation in quality 
scores like those from The 

Leapfrog Group require a leap of 
faith, hoping that your organization 
will not regret the decision to 
participate. But even when that 
does not turn out so well at first, the 
experience can lead to improvements 
that make the decision worthwhile.

That was the experience at 
Arrowhead Regional Medical 
Center in Colton, CA, which first 
participated in the Leapfrog group’s 
patient safety grade scoring in fall 
2016. The hospital’s first score? An 
“F.” But in spring 2017, that score 
improved to a “C,” then to a “B” in 
fall 2017, and an “A” in spring 2018.

That first “F” was a bit of a reality 
check, says Katrina S. Shelby, JD, 
MBA, associate hospital administrator 
for quality and accreditation at 
Arrowhead.

“It’s very telling when you have 
a score that doesn’t reflect what 
you think you’re providing in your 
organization,” Shelby says. “We were 
confident we were providing good 
care and keeping our patients safe, 
but that score opened our eyes to 
some issues we needed to address.”

Journey from ‘F’ to ‘A’

Leapfrog uses 27 different 
measures that focus on patient safety. 

Because Leapfrog scores are released 
only twice a year, there is a sense of 
delayed gratification when making 
improvements, Shelby notes. It takes 
a while to know whether the work 
you’re doing is leading to the results 
that will yield an improved Leapfrog 
score.

Shelby joined Arrowhead in July 
2017, and the hospital president 
tasked her with getting an “A” with 
Leapfrog, from its “C” at that time. 
She started first by asking, “What are 
the key Leapfrog measures? Where are 
we? Where do we want to be? Who 
can get us there?”

The first priority was making 
sure hospital leaders understood the 
Leapfrog measures.

“A lot of people assume they 
understand the measures, but they 
really don’t,” Shelby says. “We met at 
least on a weekly basis and identified 
in each department a Leapfrog 
champion who kind of ate, slept, 
and breathed all things Leapfrog. We 
had someone in each area who could 
really drive this training.”

She sought input from physicians, 
information technology, performance 
improvement, nursing, and pharmacy. 
Arrowhead also created a strategic 
dashboard and examined progress 
daily.

“It’s important to make sure 
you have the right stakeholders. So 

many people look at Leapfrog as 
the responsibility of patient safety, 
or quality, but in reality it is the 
hospital’s responsibility,” Shelby says. 
“It crosses all departments in the 
hospital, and that is by design. You 
have to have everyone understanding 
the measures, their impact, and 
participating directly. It can’t come 
from the top down.”

In practice, that means having 
the active participation of people 
from both the front lines and 
administration, Shelby says. They 
must both be at the table so nurses 
and doctors can discuss how 
communication happens in the ICU, 
for instance, and then administration 
leaders can remove the barriers that 
impede that communication.

EHR Needed Work

Arrowhead learned there was 
room for improvement with its 
electronic health record, particularly 
with medication reconciliation and 
the computerized physician order 
entry (CPOE) process. The hospital 
needed to allow physicians to more 
directly order medications without 
unnecessary layers and steps.

“There were a lot of layers and 
steps between the physician writing 
the order and getting that medication 
to the patient — places where 
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things got lost in cyberspace or 
within departments, overridden, or 
removed,” she says. “It really forces 
you to open up your electronic health 
record workflow and understand the 
complexity of what happens when 
you assess the patient, determine what 
drug is needed, and give that to the 
patient. We wanted to streamline that 
process and eliminate any unnecessary 
hands in the system that could 
interfere with patient care.”

 The hospital also identified 
opportunities for reducing hospital-
acquired infections. Physician 
partnership turned out to be a 
key element in improving patient 
safety, as well. The hospital typically 
reported information to physician 
leaders on the back end, showing 
them the results, rather than 
involving them in the process up 
front.

Arrowhead changed that approach 
so that physician leaders were 
involved in key conversations on the 
front end.

Involve IT Up Front

The same strategy was applied to 
the hospital’s IT leadership.

“Oftentimes, we look at our IT 
department as the technical folks who 
make tweaks on the back end after 
others have made decisions about 
what needs to be done, but they are 
now helping to design our workflow,” 
Shelby says. “In the same way, we 
involved departments like pharmacy 
and nursing from the beginning. 

Involving all of these players in 
designing workflows, from the 
inception, really made a difference.”

Patient safety committee members 
meet at least weekly, and there also 
are multiple subcommittees. Patient 
safety is on the agenda of every key 
meeting within the hospital, all the 
way up to the San Bernardino County 
Board of Supervisors.

Shelby encouraged the leaders at 
ARMC, through its book club, to 
read Straight A Leadership: Alignment, 
Action, Accountability by Quint 
Studer.

“We parlayed the book’s guiding 
principles of ‘Alignment, Action, 
Accountability’ at all levels of the 
organization to earn our Leapfrog 
A,” Shelby says. “ARMC’s receipt 
of an A on its Leapfrog score is a 
true testament to the organization’s 
journey to high reliability. The change 
has been transformational and is 
attributable to the organization, 
making this a key area of focus within 
the quality pillar of ARMC’s strategic 
plan.”

Eye-opening Experience

The journey from F to A has been 
a positive experience for Arrowhead, 
Shelby says. A major improvement 
involved the notion of accountability 
— the idea that everyone in the 
organization is responsible for patient 
safety, she says.

“We have learned things along 
the way that led us to ask questions, 
questions I’m not sure we would have 

asked if we were not participating 
in this program,” Shelby says. “We 
were surprised that we were not as 
far along as we thought we were. The 
good thing is that Leapfrog provides 
you with the algorithms, so you can 
almost predict where you will end 
up if you’re asking tough questions 
about your practices and systems and 
whether they are effective — whether 
they are improving patient safety.”

Shelby’s advice for other hospital 
quality leaders saddled with a 
poor score from Leapfrog or an 
accrediting body is to start with top 
hospital leadership. Make sure they 
understand the impact of the low 
score, and be prepared to find out 
that they don’t.

“If your leaders don’t understand 
the importance of that grade in your 
community, and how improving 
it could benefit your organization, 
you will not get to where you want 
to be,” Shelby says. “We’re in a 
new world where third parties are 
very knowledgeable about hospital-
acquired conditions, so there is a 
direct financial penalty for poor 
patient safety. You have to start 
with your CEO and your board 
of directors because they have to 
understand Leapfrog just as much as 
your patient safety committee.”  n
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Best Career Moves in QI Involve  
Patient Safety, Leadership

The role of quality improvement 
professionals continues to 

evolve, and that means career 

advancement will depend on having 
the right training and credentials. 
Patient safety is becoming an 

increasingly important focus, and 
leadership skills will always be in 
demand.



90   |   HOSPITAL PEER REVIEW® / August 2018 HOSPITAL PEER REVIEW® / August 2018   |   91

Careers in quality improvement 
took off in the 1990s when the 
government started paying more 
attention to quality issues, and 
a similar change is happening 
now with patient safety, says 
Angela Rafizadeh, CPHQ, MS, 
BSN, director of standards and 
performance improvement at 
Tuality Community Hospital in 
Hillsboro, OR.

“In the past year I’ve started 
noticing all these job openings in 
patient safety. It’s popping out,” 
she says. “That seems to be the 
direction the field is heading in 
terms of career opportunities — 
the possibilities beyond the quality 
improvement issues that many of 
us have been building on for years 
now.”

Six years ago, Rafizadeh was one 
of the first to pursue a master of 
science in patient safety leadership 
at the University of Illinois, 
and now that same program 
is exploding in popularity, she 
says. The Certification Board for 
Professionals in Patient Safety also 
offers certification in this area. (See 
the sidebar on the right for more on 
that certification.)

“There is so much someone with 
a quality background can do in the 
area of patient safety,” she says.

“For people who want to 
advance in quality, it would be a 
really good idea to get a master’s 
degree in some kind of patient 
safety program. There used to be 
only a few programs, but now 
they are becoming much more 
numerous.”

Statistics Skills Needed

Expertise in statistics is another 
priority because big data is 
becoming so prevalent in all areas 

CPPS Credential Growing 
After Six Years

More than 2,000 health professionals now hold the Certified 
Professional in Patient Safety (CPPS) credential. It was created 

just six years ago by the Institute for Healthcare Improvement (IHI), 
and is managed by the Certification Board for Professionals in 
Patient Safety.

In a statement by IHI, Patricia McGaffigan, RN, MS, the 
certification board president and IHI’s vice president for safety 
programs, said, “The CPPS credential provides a meaningful route 
of professionalism for clinicians, safety leaders, and others who seek 
recognition for their expertise and ability to translate safety science 
and practice into the daily work of their organizations.”

According to IHI, “Candidates seeking certification must possess 
a baseline combination of education, experience, and a commitment 
to improving the safety of patient care. They are required to pass 
an evidence-based, multidisciplinary examination that assesses 
competency in patient safety by focusing on five domains identified 
in a global job analysis of the field: culture; leadership; patient safety 
risks and solutions; measuring and improving performance; and 
systems thinking and design and human factors.”

More information on the CPPS credential can be found at:  
ihi.org/patientsafety.  n

of quality improvement, Rafizadeh 
says.

Careers in quality can be 
stymied by a lack of understanding 
about what the field is all about, 
she adds.

Rafizadeh has seen many nurses 
assume that they can move into 
quality improvement easily because 
they have experience in nursing 
and see quality improvement as a 
variation on that.

“It doesn’t work out that well. I 
see a lot of people come to quality 
thinking it’s one branch of nursing 
or another aspect of healthcare, but 
it’s really about critical thinking,” 
she says.

“You’re constantly prioritizing 
things, changing hats every five 
or 10 minutes, and your goals are 
always changing. That drives a 

lot of people crazy, so you have to 
have the personality that thrives on 
multitasking like that.”

Learn Project 

Management

Adding Lean Six Sigma training 
and certification is a good career 
move, suggests Patrice L. Spath, 
MA, RHIT, a consultant in 
healthcare quality and resource 
management with Brown-Spath & 
Associates in Forest Grove, OR.

Project management skills also 
would prove useful for many of 
the initiatives in which quality 
improvement professionals are 
involved, she says.

“Formal project management 
training can expand the skill set of 
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quality managers and broaden their 
career opportunities,” Spath says. 
“With increased emphasis on data 
analysis, quality managers should 
strengthen their data analytic 
skills. Various health information 
management programs provide this 
type of training.”

Rafizadeh also encourages 
quality professionals to obtain the 
Certified Professional in Healthcare 
Quality (CPHQ) credential from 
the National Association for 
Healthcare Quality.

She only obtained the CPHQ 
recently after working 20 years in 
the field, and she says it was helpful 
in bringing together the knowledge 
and skill sets she acquired from 
various facets of healthcare.

“It gives you a perspective on 
how these different parts of your 
experience come together and 
gives you a better understanding 
of what you can do as a quality 
professional,” she says.

“Even though I postponed it for 
20 years, I now highly recommend 
it as an important step for anyone 
in quality,” she adds.

Know How to Lead

Quality leaders must remember 
that the “quality” part of the role 
is dependent on the second part, 
the leadership, says Brent Filson, 
founder of the Filson Leadership 
Group in Williamstown, MA, 
who has consulted with company 

executives worldwide to improve 
their leadership.

Leadership is critical to 
establishing quality improvement in 
all hospital areas, Filson says.

The trouble is many hospital 
professionals don’t recognize this, 
or if they do recognize it, he says, 
they misunderstand what leadership 
is all about.

“I’ve worked with thousands of 
leaders worldwide during the past 
34 years, and I have discovered 
that nearly all of them don’t do 
as well as they could be doing in 
their careers because of this fatal 
misunderstanding,” Filson says. 
“Without good leadership, quality 
improvement stumbles.”

Leaders, especially those new to 
leadership positions and perhaps 
intimidated by the responsibility, 
often mistake authority for 
leadership, Filson says. They tend 
to declare goals and insist that the 
hospital get there, but they should 
motivate people instead.

“Authority is a poor excuse for 
leadership. Rather than telling 
people to go from point A to point 
B, your goal should be to have 
people wanting to go from point A 
to point B,” Filson says.

“That difference may seem 
minor, but when you multiply that 
in the many interactions the leader 
has during the day, that leader is 
going to have a much better job 
performance and a much better 
career.”

Filson uses the example of 

handwashing, a priority in any 
quality improvement program. 
Rather than simply declaring 
a standard and insisting that 
clinicians meet it, Filson says better 
results will come from creating 
a culture in which people want 
to comply with handwashing 
expectations.

“The difference in outcomes 
will be tremendous among people 
who are being ordered to wash 
their hands and people who are 
motivated to not only hand-wash, 
but who are taking leadership roles 
themselves and encouraging others 
to hand-wash,” he says.

“Too many times administrators 
see handwashing as a compliance 
issue, but it’s not that as much as it is 
a leadership issue. Once you realize 
that, your whole focus changes and 
you get better results.”  n
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Early Warning in EHR Decreases ICU Transfers 
After RRT

Alerting ICU nurses to patients’ 
early warning scores can 

decrease rapid response team (RRT) 

calls and transfers to intensive 
care after a call, one hospital 
found. Southern New Hampshire 

Medical Center in Nashua saw the 
good results in a pilot study that 
implemented an “early warning 
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score [that] was electronically 
embedded into medical records” 
and then a “communication bundle 
that allowed notification of and 
telephone collaboration between 
medical-surgical and intensive care 
nurses.”

The improvements were inspired 
by the experience of the brother of 
Cheryl Gagne, RN, DNP, NEA-
BC, chief nursing officer.

As a child, her brother 
suffered from herpes encephalitis 
that eventually left him brain 
damaged, in part because 
clinicians misunderstood the 
illness and missed warning signs of 
deterioration, she says.

Gagne became interested in 
algorithms that were used mostly 
in Europe to develop early warning 
scores, and began looking for ways 
to embed them into the hospital’s 
electronic health record (EHR).

This was about two years before 
the Meaningful Use requirement, 
which then gave a boost to the 
project.

“Hospitals had to commit to 
creating a decision rules engine, 
which is programmed into the 
EHR. The first version had a little 
red exclamation mark pop up next 
to the patient census, but I said we 
had to do better than that,” Gagne 
recalls.

“A nurse is not always carrying 
around a computer, so I thought we 
could find a way to page the nurse. 
The hospital found a way to do 
that.”

Using ICU Nurse 

Expertise

The goal was to catch patients 
before they deteriorate, she 
explains. This helps the individual 
patient but also takes pressure off 

of the nursing staff, which in turn 
yields benefits to all their patients, 
she says.

“With all this talk about nurses 
practicing at the top of their 
licenses, we underestimate the 
power of bedside nurses. ICU nurses 
get another level of training, have 
a level of expertise in some detailed 
areas, and respond in ways that 
are different from the floor nurse,” 
Gagne says.

“Physicians are similar in how 
they have different areas of expertise 
and they consult all the time, so I 
started to wonder why nurses don’t 
consult,” she adds. “We created a 
critical nurse consultation for the 
floors by using this early warning 
score in the EHR.”

The notification system alerts 
ICU nurses to patient deterioration 
that might require intervention, 
allowing them to either contact the 
floor nurse with advice or go directly 
to the patient, Gagne explains.

In designing the early warning 
system, Gagne decided to stick 
with a simple set of measures most 
familiar to nurses, rather than some 
of the systems she had seen used 
elsewhere that included dozens of 
sometimes obscure measures.

“I wanted to stay with the basics 
that nurses document regularly 
throughout the day — vital signs, 
heart rate, oxygen saturation, and so 
on,” she explains.

“When those numbers fall 
outside predetermined values, the 
system generates a warning alert and 
the ICU nurse consults with the 
patient’s nurse,” she says.

“Or sometimes the ICU nurse 
will show up on the floor if it’s 
concerning enough, so it’s an ICU-
initiated RRT as opposed to a floor-
initiated RRT when the patient’s 
nurse goes to the bedside and 
determines there’s a problem.”

Fewer ICU Admissions

Twenty-one months after 
implementation, data analysis 
revealed that RRT calls overall 
“increased non-significantly during 
the study period (from 6.47 to 
8.29 per 1,000 patient-days)” and 
that “[RRT] calls for patients with 
early warning scores greater than 
4 declined (from 2.04 to 1.77 per 
1,000 patient-days).”

Also, ICU admissions of patients 
“significantly declined” following 
RRT calls, which Gagne says 
suggests earlier intervention for 
patient deterioration. Her co-
author was Susan Fetzer, RN, PhD, 
nurse researcher in patient care 
services.

“Electronic surveillance and 
collaboration with experienced 
intensive care unit nurses may 
improve care, control costs, and 
save lives. Critical care nurses have 
a role in coaching and guiding less 
experienced nurses,” the researchers 
concluded.

(The study is available online at: 
https://bit.ly/2KfKRe3.)

The system results in patients 
being assessed for concerning vital 
signs in minutes rather than what 
used to be hours in some cases, 
Gagne says.

“We typically see about 30 
minutes before a patient gets a 
response from a highly qualified 
nurse evaluating the record and 
giving advice to the nurse on the 
floor,” she says.

“The nurses field about 80% 
of these calls without needing to 
consult a physician. It helps the 
ICU nurses realize how important 
they are when they see that they 
can address deterioration and help 
these patients without having to 
call for a doctor.”

The early intervention does 
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not stop every transfer to the ICU, 
and that is not the goal. But when 
patients are less sick when they arrive 
in the ICU, their stays are likely to 
be shorter.

Inexpensive Project

An early warning system of this 
type is relatively inexpensive to 
implement, at least as most hospital 
projects go, Gagne says.

She estimates that the project 
cost about $60,000 to implement. 
The pagers cost about $50 each, and 
there is a monthly $10 service fee.

“The biggest cost was for the 
time for the IT person to program 
it into the medical record. Other 
than that, it’s costs that you’re 
normally incurring, like the nurses 
documenting the vital signs,” Gagne 
says.

“It’s not a large expense to 
do this. And it has saved many 

thousands of dollars in costs from 
patients not being transferred to the 
ICU,” she adds.

The biggest challenge was 
convincing hospital leaders that 
there was value to the early warning 
system.

The need to show Meaningful 
Use helped Gagne overcome that 
barrier, and then she worked to build 
support from various areas in the 
hospital leadership.

“The biggest challenge when 
you’re talking about something with 
an interdisciplinary scope is getting a 
team from those different disciplines 
to work together toward the same 
goal,” Gagne says.

“That can be a big challenge in 
some projects, but in this one they 
didn’t object much once we showed 
the potential benefits.”

Gagne also sees the early warning 
system as a step forward in better 
recognizing the contributions 

of nurses. “Nurses are ordinarily 
considered part of the room and 
board charge, but this sets them 
apart and could become something 
billable,” she says.

“As times goes on we want 
nursing to not be part of the 
bed charge, and this is certainly 
something that establishes some of 
the independent thought and actions 
by the nurses,” Gagne says.

“We’re not creating renegades or 
diminishing the value of physicians, 
but a program like this can show the 
value of highly trained nurses and 
how they can intervene effectively 
with patients and improve patient 
care.”  n
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Leapfrog Worried CMS Will Decrease Reporting 
on Infections Measures

The Leapfrog Group is expressing 
concern that CMS may decrease 

public reporting on hospital 
infection rates while there is still 
much work to be done in reducing 
infections.

In a new report, Leapfrog notes 
that, since 2015, there has been a 
significant decline in the percent of 
hospitals with zero infections.

The infections that were analyzed 
are central line-associated blood 
stream infections (CLABSIs), 
catheter-associated urinary tract 
infections (CAUTIs), methicillin-
resistant Staphylococcus aureus 
infections (MRSA), Clostridium 
difficile infections, and surgical site 

infections (SSIs) following colon 
surgery.

A press release from Leapfrog and 
Castlight Health, which analyzed 
the report, points out that CMS’ 
recently proposed rule for the Fiscal 
Year 2019 Inpatient Prospective 
Payment System “removes 
healthcare-associated infections 
from the Hospital Inpatient Quality 
Reporting program.”

(The full report is available online 
at: https://bit.ly/2lKpl2t.)

Leah Binder, president and CEO 
of Leapfrog, said in the press release 
that this is the wrong time for CMS 
to lessen its focus on infections.

“Given this disturbing trend 

in performance showing hospitals 
making less progress on the spread 
of healthcare-associated infections, 
it’s concerning CMS is proposing 
to decrease public reporting and 
transparency around infection rates,” 
Binder said.

In an April press release, CMS 
said that the measures it wants to 
remove are duplicative of measures 
in its Hospital-Acquired Condition 
Reduction Program. “CMS is 
focusing on measures that provide 
opportunities to reduce both 
paperwork and reporting burden 
on providers and patient-centered 
outcome measures, rather than 
process measures,” the agency said.  n
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AMGA Endorses 14 Quality Measures

The American Medical Group 
Association (AMGA) is 

endorsing 14 quality and value 
measures it says will “simplify the 
reporting process and limit the 
burden on providers and group 
practices.”

“[The] measures were selected 
to address the flaws with the 
current quality measurement and 
reporting system, which suffers from 
duplicative measures and a lack of 
data standardization,” the group said 
in a statement.

AMGA says that its members 
“report hundreds of different quality 
measures to various public and 
private payers, the vast majority of 
which are not useful in evaluating 
or improving the quality of care 
provided.”

AMGA notes that “U.S. 
physician practices across four 
common specialties annually spend 
more than $15.4 billion and 785 
hours per physician to report quality 
measures.”

Using the 14 core measures, 
AMGA says, will “save providers’ 
time and reduce costs while 
improving care” and “reduce the 
variation in the measures that are 
reported.”

The following are the core 
measures listed by AMGA:

1. Emergency department use per 
1,000;

2. SNF Admissions per 1,000;
3. 30-day all cause hospital 

readmissions;
4. Admissions for acute 

ambulatory sensitive conditions 
composite;

5. HbA1C poor control > 9%;
6. Depression screening;
7. Diabetes eye exam;
8. Hypertension/high blood 

pressure control;
9. CAHPS/health status/

functional status;
10. Breast cancer screening;
11. Colorectal cancer screening;
12. Cervical cancer screening;
13. Pneumonia vaccination rate;

14. Pediatric well-child visits (0-
15 months).

A task force of AMGA members 
developed the set of measures. The 
task force was chaired by Scott 
Hines, MD, chief quality officer 
with Crystal Run Healthcare in 
Middletown, NY.

“In addition to selecting clinically 
relevant measures, we chose measures 
that also have demonstrated results, 
account for patient experience, and 
have sufficient sample sizes to ensure 
statistical validity,” Hines said in the 
aforementioned statement.

“This set reflects the collective 
views of integrated systems and 
multispecialty medical groups that 
are leading the move to value-based 
care. It is not intended to replace 
all other measures, but instead serve 
as a standardized set for reporting 
purposes. Measures not included still 
have value when reported internally 
to drive quality improvement within 
healthcare provider organizations.”  n

New Group Seeks ‘Public Health Framework’ for 
Patient Safety

A patient safety group organized 
by the Boston-based Institute 

for Healthcare Improvement (IHI) 
is seeking to improve patient safety 
and overall quality of care by breaking 
down barriers that it says thwart 
meaningful collaboration and change.

In a statement about the initiative, 
Tejal K. Gandhi, MD, MPH, CPPS, 
IHI’s chief clinical safety officer, 
wrote that The National Steering 
Committee for Patient Safety already 
is setting goals and working to 
promote the “total systems” approach 

to safety — “patient safety that is 
systematic and uniformly applied 
across all health settings.”

Although the area of patient safety 
has “seen real progress” in recent 
years, Gandhi says that “it has been 
too slow and fragmented.”

She says that a “public health 
framework” is required. “[It must 
define] the problem and [set] national 
goals. It requires collaboration across 
a variety of stakeholder groups 
to identify causes of harm and 
interventions that work,” she added.

Twenty-four organizations 
are represented on the steering 
committee, including the American 
Hospital Association, the American 
Nurses Association, the Centers for 
Disease Control and Prevention, the 
Centers for Medicare & Medicaid 
Services, The Joint Commission, 
the National Quality Forum, the 
Occupational Safety and Health 
Administration, and the U.S. Food 
and Drug Administration.

More information is available 
online at: https://bit.ly/2KA8aLr.  n
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CE QUESTIONS

1. According to an analysis by 

Rush University Medical Center 

in Chicago, how has CMS 

miscalculated hospitals’ star 

ratings since implementing the 

ratings system in 2016? 

a . CMS weighted the PSI-90 

measure more heavily with the 

first four releases of the ratings, 

but focused more on complication 

rates from hip and knee 

replacements for the most recent 

ratings . 

b . CMS weighted complication 

rates from hip and knee 

replacements more heavily 

during the first four releases of 

the ratings, but focused more on 

the PSI-90 measure for the latest 

ratings . 

c . CMS included the PSI-90 

measure in calculations for all 

the ratings since 2016, but not 

complication rates from hip and 

knee replacements . 

d . CMS included complication 

rates from hip and knee 

replacements in calculations for all 

the ratings since 2016, but not the 

PSI-90 measure .

2. What does Janis M. Orlowski, 

MD, MACP, chief healthcare 

officer with the AAMC in 

Washington, DC, say is one 

problem with relying on the PSI-

90 measure for calculating star 

ratings? 

a . Not everyone can report PSI-90 . 

b . The PSI-90 has not been proven 

to accurately measure patient 

safety . 

c . Hospitals have too much leeway 

in how they determine their PSI-90 

scores . 

d . Some of the data points in PSI-

90 are outdated .

3. What does David Levine, MD, 

FACEP, senior vice president 

for advanced analytics and 

informatics with Vizient, 

recommend as one way to 

improve CMS star ratings? 

a . CMS should break down the 

rankings by size and type of 

hospital or by specific procedures . 

b . CMS should make the ratings 

available only to the industry, not 

consumers . 

c . CMS should increase the top 

rating to 10 stars, to show more 

differences among the levels . 

d . CMS should reduce the number 

of quality measures used in the 

ratings .

4. How many quality measures 

does The Leapfrog Group use in 

determining a hospital’s grade? 

a . 7 

b . 17 

c . 27 

d . 37

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 . 


