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IMPROVING 
HAND HYGIENE 
WILL REQUIRE A 
MULTIPRONGED 

APPROACH, AND IT IS 
IMPORTANT TO NOT 
DEPEND ON SIMPLE 
STEPS OR ONE-TIME 

SOLUTIONS.

Hand Hygiene QI Requires 
Knowing True Rates, 
Constant Education

Improving hand hygiene is a 
perennial problem for hospitals, but 
some are finding the strategies that 

work best depend on knowing your true 
rate of handwashing before trying to 
improve it. The rate may not be as high 
as one would think, and the traditional 
approaches to improving hand hygiene 
may not be the most 
effective.

Hospitals 
use a variety of 
approaches to 
improve hand 
hygiene — signs, 
inservices, secret 
observers, people 
watching each 
other, and various 
technological 
monitors. All of 
them can have a 
place in a hand hygiene 
quality improvement program, but there 
is no single strategy that gets the job 
done, experts say.

However, there are some common 
denominators across successful 
initiatives. One is constantly reminding 
clinicians about the importance of 
handwashing, says Aaron E. Glatt, 
MD, FACP, FIDSA, FSHEA, chair of 
medicine, chief of infectious diseases, 
and hospital epidemiologist at South 

Nassau Communities 
Hospital in Hewlett, 
NY.

“One can never get 
complacent. We have to 
constantly, constantly 
reiterate this to the 
point that it’s second 
nature, as opposed to 
something that you 
have to remember to 
do,” Glatt says. “Just 
as people typically 
wash their hands 

before coming out of the 
bathroom without having to put much 
thought into it, so we need to make it 
as second nature and obvious that you 
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wash your hands every time you 
enter and leave a patient’s room.”

The goal must be to achieve 
a 100% compliance rate with 
handwashing, Glatt says. Eighty 
percent will not do. Glatt’s hospital 
has used secret observers to watch 
staff handwashing habits, with good 
results even though the staff’s hand 
hygiene rates are never at the desired 
100% mark.

He compares the expectations 
in hospitals to those regarding 
sterility in computer microchip 
manufacturing facilities, where 
anyone entering must be covered 
completely and unable to 
contaminate the delicate materials. 
Human bodies are more fragile and 
important than a computer disk, 
so it is not unreasonable to expect 
complete compliance with hand 
hygiene, he says.

“Nobody would think of doing 
surgery without scrubbing and 
gowning, but it’s just as important 
to wash when moving from one 
patient room to another because you 
could be transporting potentially 
fatal infections from bed A to bed B 
and causing a community outbreak 
of resistant organisms because 
of your carelessness,” Glatt says. 
“Unfortunately, nothing happens 
right away, so it’s easy for people 
to say, ‘What’s the big deal if I 
didn’t wash my hands?’ Hospitals 
must constantly reinforce why it is 
important.”

Low-tech Can Work

Many high-tech solutions are 
available and continuing to be 
developed, but Glatt says some of the 
most effective approaches are simple 
and low-tech. Simply monitoring 
how much of the soap or sanitizer 
is used in dispensers will give you a 

rough idea of how much people are 
washing their hands, he says.

It also is critical to empower 
anyone in the hospital to call for 
proper hand hygiene, Glatt says.

“If the CEO of the hospital walks 
into a room without washing his 
hands, an orderly can tell them to go 
please wash their hands and they will 
not get any flak,” Glatt says.

Education must be ongoing, 
especially for those staff who may not 
be as aware of some of the clinical 
research and why it is crucial to wash 
your hands every single time you 
enter and leave a patient room, he 
says.

“It can seem entirely reasonable 
for them to say, ‘It’s OK because 
I washed my hands a few minutes 
ago’ or ‘It’s OK because I’m wearing 
gloves,’” he says. “It takes time to get 
the message across and create that 
culture in which the importance of 
hand hygiene is common knowledge 
and people are expecting each other 
to comply.”

Multiple Approaches 

Needed

Improving hand hygiene will 
require a multipronged approach, 
Glatt says, and it is important to not 
depend on simple steps or one-time 
solutions. Giving a grand rounds on 
handwashing on time is a worthwhile 
effort, but simply doing that one 
time will not improve handwashing 
for more than a few days, he says.

That strategy should be combined 
with other efforts to build a longer-
lasting and more comprehensive 
change in how people think about 
hand hygiene, Glatt says.

“If people say they did their 
job by educating people in a grand 
rounds or providing an educational 
packet, they are going to be 
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disappointed in the results,” he says. 
“One-time things are in general a very 
poor way of changing people’s habits. 
We have to realize those things have a 
limited ability to change habits even 
though it is tempting to make a big 
show of educating people on hand 
hygiene and then sitting back to wait 
for better results.”

(See the story on page 136 for more 
tips on using multiple approaches to 
improve hand hygiene compliance.)

Find the Impediments

Sharp HealthCare in San Diego 
used The Joint Commission’s Targeted 
Solutions Tool (TST) to improve 
hand hygiene, with good results, says 
Patty Atkins, MS, RN, FACHE, 
CPPS, vice president of quality and 
patient safety. (TST information is 
available at: https://bit.ly/2Jsluln.)

The health system used the TST 
to work through the five phases of a 
Six Sigma project focusing on hand 
hygiene. The first step was collecting 
good data.

“The whole idea is that you don’t 
just start trying to improve things 
willy-nilly. You define what you 
want to focus on, collect data on 
your baseline of not only how much 
you’re washing your hands but also 
the contributing factors for why we’re 
not washing our hands,” Atkins says. 
“Those defects drive where the quality 
improvement efforts go.”

Hand hygiene is one of the health 
system’s seven critical patient safety 
practices that it expects to happen 
for every patient, every time. Sharp 
measures compliance with “wash in/
wash out,” meaning handwashing is 
performed each time a clinician enters 
or exits a patient room.

Sharp began the effort in 2013, 
employing “secret observers” to obtain 
the data that would drive future 

improvements. The health system uses 
staff from a wide variety of positions, 
including nurses, social workers, 
chaplains, physical therapists, and 
administrators, to secretly observe 
hand hygiene practices.

“The secret observers are like flies 
on the wall as they go about their 
business in the hospital,” Atkins 
says. “They collect data on a form 
we provide them, noting when they 
see a person washing or not washing 
their hands when entering a room 
and the type of role for that person. 
It’s all very discreet, looking like 
they’re making notations on their 
regular paperwork, so we don’t get 
any influence from people knowing 
they’re being watched.”

Low Compliance  

With Physicians

The initial compliance rate from 
those observations was 48%, averaged 
across the health system, Atkins says. 
Some units had higher compliance 
rates, like the 80% in oncology where 
staff were more finely attuned to the 
infection risk for immunosuppressed 
patients.

Physicians and certified nursing 
assistants both had lower-than-
average rates of compliance with the 
wash in/wash out rule.

From that baseline measurement, 
Sharp encouraged units to develop 
their own methods for reminding 
staff to wash in and wash out. Some 
developed nonverbal cues such as 
flashing a green card at a co-worker 
who had not washed, and others 
simply encouraged team members to 
speak up when necessary.

The goal was to create a social 
norm in which people expected their 
co-workers to do the right thing, just 
because it is the right thing to do, 
Atkins says.

“It’s one thing when your 
supervisor tells you to wash your 
hands, but when a peer reminds 
you, that feels different,” she says. 
“When it becomes an expectation 
among your peer group rather than 
something your boss told you to do, 
that can be real progress.”

The health system also promoted 
an “It’s OK to Ask” campaign that 
reassures staff they can ask anyone 
about handwashing, regardless of 
status.

Coaches Look  

for Reasons

Sharp also trained “just in time 
coaches” who look for opportunities 
to remind people to wash their 
hands but also to investigate why 
people were not washing.

“The coaches engage people and 
try to learn why they didn’t wash, 
and the answers can be revealing. 
The nurse might say that to clean 
her hands, she has to walk down 
the hallway to a sink and, though 
it doesn’t seem like a big deal, it 
interrupts her workflow, and she 
doesn’t need that when she’s so busy,” 
Atkins says. “One of the first things 
we learned was that we needed more 
hand gel outside patient rooms and 
throughout the hospital.”

However, making hand sanitizer 
more available was not as simple as it 
first seemed.

Atkins and her team had to 
carefully consider fire safety concerns 
regarding much alcohol-based hand 
sanitizer could be exposed in a 
particular area, as well as the need 
to keep it away from children and 
some patients on locked units. Units 
and groups with lower-than-average 
compliance, including physicians, 
were targeted for additional 
education.
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“Physicians often say, ‘Oh, I’m 
just going to pop in and say hello. 
I won’t touch anything,’” Atkins 
explains. “But before you know it, 
they’re shaking hands, or the patient 
asks to hand them a glass of water. 
So that was part of the message to 
physicians: Even if you think you’re 
not going to touch anything, we 
still want you to wash your hands. 
Getting physicians more in that 
mindset has really brought up their 
compliance.”

Sharp also put the onus on 
medical staff leaders to address the 
low compliance. The message was 
that hand hygiene is not a quality 
issue on which the medical staff is 
being asked to help, but rather it is 
a medical issue for which they were 
responsible.

Medical staff leaders at three of 
the four Sharp hospitals decided to 
make educational videos featuring 
their chiefs of staff and chief medical 
officers encouraging better hand 
hygiene.

“They had fun with it. It was 
kind of corny, but it was a strong 
message from their own leaders 
saying basically, ‘You have to do 
this,’” Atkins says. “The message was 
coming from their fellow physicians 
and physician leaders, so it had 
more impact than someone else 
telling them they should wash their 
hands more.”

Handwashing Tied  

to Bonuses

By 2016, there still were 
compliance gaps, so Sharp 
began requiring all clinical units 
to conduct 30 hand hygiene 
observations per month to improve 
data collection and identify possible 
barriers to handwashing. That effort 
yielded some improvement, but 

Multiple Strategies Needed 
for Good Hand Hygiene 
Compliance

Hospitals will have to employ many strategies to ensure good 
hand hygiene compliance, says Holly Montejano, MS, CIC, 

CPHQ, clinical science liaison with PDI Healthcare, a company in 
Orangeburg, NY, that provides infection control services.

The most important elements will be related to education on the 
process and importance of hand hygiene and glove use for preventing 
infection transmission, Montejano says. Other important elements 
include creating a culture of safety within a facility, making hand 
hygiene a social norm, and hand hygiene campaigns with visual 
reminders such as posters. Another key is to promote the use of 
alcohol-based hand rubs (ABHRs) help to improve hand hygiene 
rates.

“ABHRs are a great alternative to soap and water when hands are 
not visibly soiled or when not dealing with a spore-forming organism, 
as they are often less abrasive to the skin,” she says. “Random auditing 
is a great and inexpensive tool to monitor hand hygiene compliance as 
well as detect any gaps which may be negatively impacting the hand 
hygiene program. Keeping hand hygiene a priority within the facility 
is a key factor in the continued success of a hand hygiene program.”

Montejano recommends the “Sound of Two Hands Washing” 
program offered by the Institute for Healthcare Improvement. (The 
program is available online at: https://bit.ly/2RpL9Op.)

It is important to design a hand hygiene program with tailored 
education for different groups, she says. The education should address 
the different concerns and abilities of staff, physicians, patients, and 
even visitors.

Support from the highest levels also is crucial to success, she says. 
“If leadership does not consider hand hygiene a priority, the staff is 
(Continued on page 137) 

units relaxed again, and some failed 
to make their required observations. 
Compliance even fell in some units.

To improve accountability, the 
next step was to make hand hygiene 
a system performance target, added 
to other report card items like sepsis, 
mortality, and readmissions.

“That meant that people’s 
incentives and bonuses were 
affected by the results. That was the 

tipping point,” Atkins says. “We 
couldn’t have done that until we 
had the whole program in place 
with education, measurement, and 
the initial improvements. But once 
we did, we had CEOs looking at 
their dashboards and asking what 
was going on in a particular unit 
with low compliance. We had 
accountability.”

That was effective in improving 
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(Continued from page 136) 
bound to overlook the importance of clean hands when providing 
patient care due to the many competing priorities in the day of a 
healthcare worker,” she says.

Montejano offers these other tips for improving hand hygiene 
compliance:

• Have hand hygiene product readily available for use at the 
bedside and strategically located on the walls and in hallways. For 
soap and water hand hygiene, make sure that the soap and paper 
towels remain stocked at the sinks.

• Provide lotions at hand hygiene stations so staff can buffer 
potential skin irritation from frequent use of ABHRs or soap.

• Staff, patients, and visitors are more likely to perform appropriate 
hand hygiene when educated on the importance of when to clean 
their hands and educated on the appropriate technique.

• Hospitals with better hand hygiene rates have invested in a 
committed program to ensure adequate education and product 
placement so staff can perform hand hygiene at the appropriate times 
before, during, and after patient care.

• Transparent sharing of hand hygiene rates also is helpful on a 
unit as are wall-mounted posters and other visual aids reminding all in 
the healthcare setting of the importance of hand hygiene.

• Patients who receive education regarding the importance of hand 
hygiene may report higher patient satisfaction scores as they will 
perceive staff to be highly engaged in patient well-being and safety. 
Hand hygiene education creates a very intentional learning moment 
between the healthcare worker and the patient and often comes at a 
time when the patient is at his or her most vulnerable.

• For patients who are bedbound or unable to perform soap and 
water hygiene in a non-outbreak setting, substitute alcohol wipes.

• Remember that hand hygiene product placement also is critical 
outside of patient care areas. General hallways should be stocked with 
product, as should hospital entrances and hospital cafeterias. These 
areas all represent locations that see high volumes of people who are 
traveling throughout the facility to visit or provide care in units that 
house the highest-risk patients.  n

compliance, and now Sharp plans to 
remove the connection to bonuses 
for 2019 while still leaving the data 
on the dashboard.

The improvements have been 
hardwired into the system and the 
culture has changed enough that 
the compliance rate should be 
sustainable without that leverage, 
Atkins says.

Electronic Monitoring 

Considered

Sharp plans to incorporate an 
electronic monitoring system soon, 
one that will use technology to keep 
track of whether people wash in 
and wash out of patient rooms, but 
Atkins says they are still assessing 
the options from various vendors. 

Implementing such a tool is no easy 
task, she notes.

“Every year, we take a look at 
the vendors and see if we think the 
technology is ready. They’re very 
expensive, and it takes a tremendous 
amount of IT resources to put all 
the sensors in at every sink, in every 
patient’s room,” Atkins says. “I still 
hope we can get there and get away 
from the paper-and-pencil data 
collection, which is not so efficient. 
In the meantime, we’re thinking of 
moving to data collection on mobile 
devices, but we don’t want that to 
give away our secret observers. We’re 
trying to lay the groundwork for them 
to be used for other data collection as 
well, so they’re not just associated with 
hand hygiene.”

An electronic monitoring system 
helped Atlantic Health System in 
Morristown, NJ, improve hand 
hygiene, but the effort started with 
obtaining an accurate baseline on 
handwashing practices. It turned out 
that the system’s compliance rates 
were not as good as they thought, says 
Laura Anderson, MSN, RN, CIC, 
director of infection prevention.

Atlantic had been collecting 
hand hygiene data through direct 
observation, and some units also 
used an electronic badge system that 
monitored the use of handwashing 
sinks. Anderson and her colleagues 
were concerned that the compliance 
rates had been exaggerated by people 
washing more when they knew they 
were being watched, along with small 
sample sizes.

“Everyone always wanted their 
scores to be good, and overall, our 
scores were very high, but we weren’t 
sure that was where we really were,” 
Anderson says. “People wanted their 
units to be good, so they would report 
the good practices they saw and may 
not have chosen to report what they 
saw on the negative side.”
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System Monitors  

Group Compliance

The electronic badging overcame 
some of those problems, but it 
only measured wash in and wash 
out for patient rooms — not other 
situations in which proper hand 
hygiene was expected. Anderson 
notes that research has shown 
that about half of hand hygiene 
opportunities occur in the patient 
room, leaving the other half 
unmonitored in other areas. (An 
abstract of a study assessing hand 
hygiene opportunities is available 
online at: https://bit.ly/2CO5M2G.)

Atlantic implemented a new 
compliance monitoring system in 
2015 that tracks the World Health 
Organization’s “Five Moments for 
Hand Hygiene” guidelines. (The 
guidelines are available online at: 
https://bit.ly/1fJGgf5.) They call for 
healthcare worker (HCW) hand 
hygiene in the following situations:

• before the HCW touches a 
patient;

• before conducting clean or 
aseptic procedures;

• after HCW exposure or risk of 
exposure to body fluids;

• after the HCW touches a 
patient;

• after the HCW touches a 
patient’s surroundings.

The new monitoring system 
monitors groups of people rather 
than individuals, which Anderson 
says builds on the hand hygiene 
culture in which people watch and 
encourage each other.

“It was a lot of education and 
reinforcement of good hand hygiene, 
along with information on how 
this system uses algorithms to 
calculate the compliance of a group,” 
Anderson says.

“We also spent a lot of time 
praising units that were doing well 
and paying more attention to units 
that weren’t doing so well, trying to 
figure out what was holding them 
back and finding solutions.”

After three years with the new 
program, Atlantic has seen a 69.5% 
increase in hand hygiene compliance, 
nearing 90% compliance with the 
WHO guidelines and the Centers 
for Disease Control and Prevention’s 
hand hygiene standards. When the 
program was expanded to all six 
Atlantic medical centers, there was a 
57% overall improvement.

Patient safety was improved as a 

result. Catheter-associated urinary 
tract infections were reduced 47%, 
surgical site infections by 58%, 
C. difficile infections by 64%, and 
methicillin-resistant Staphylococcus 
aureus infections by 82%.

“The group monitoring was 
key to getting us the real data 
on compliance and not the false 
impression we had before,” Anderson 
says.

“We can’t work to improve our 
compliance rates and address the 
problems if we don’t know what our 
compliance rates truly are.”  n
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Diagnostic Discordance Tied to Errors,  
Longer Stays, and Death

The problem of diagnostic 
discordance, which occurs 

when a patient is diagnosed with 
a different problem after being 
transferred, is gaining more attention 
as a quality and patient safety issue, 
and it occurs more often than one 
might think.

Diagnostic discordance is a 
fairly new term for a problem that 
has been around for a long time, 

occurring in about 85% of hospital 
transfers, says Michael Usher, 
MD, PhD, assistant professor of 
medicine in the Division of General 
Internal Medicine at the University 
of Minnesota Medical School in 
Minneapolis. He recently authored 
a study that found the high rate of 
discrepancy in diagnoses before and 
after transfer. (An abstract is available 
online at: https://bit.ly/2CPYJ9P.)

His earlier research looked at the 
rate at which documentation arrived 
with a transferred patient, and that 
rate was “exceedingly bad,” Usher 
says. That prompted him to look 
further into the diagnoses associated 
with patients before and after 
treatment.

“If you have a critically ill patient 
who may not be conscious or can’t 
speak, and they arrive without 
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documentation and the person 
sending them is not available to 
talk to, you cannot care for that 
patient properly,” Usher says. 
“Missing documentation was 
associated with higher rates of 
mortality, so this study was the 
next step in determining what 
happens to patients when they are 
transferred and their diagnoses at the 
receiving facility are not the same. 
When information is not provided 
accurately, that puts patients at risk.”

Higher LOS,  

Risk of Death

The association of patient risk 
and transfers has been known for 
some time, he notes. A patient who 
is transferred is more likely to be the 
victim of a medical error and has a 
greater risk of longer length of stay 
and death. In his recent study, Usher 
and his colleagues reviewed billing 
records for 180,000 transferred 
patients with chronic diseases.

The reasoning was that such 
diseases should always be found in 
the medical record of a transferred 
patient, and the absence would 
suggest that the patient was exposed 
to more risk after transfer because 
the receiving facility did not have 
that information, he explains.

The problem was found in 85% 
of the transfers, though the rate 
was lower when the two hospitals 
used the same health information 
exchange (HIE) system to share data. 
Mortality also was reduced in those 
instances.

“Seventy-three percent of patients 
gained a new diagnosis following 
transfer, while 47% of patients 
lost a diagnosis,” the study says. 
Researchers at the university also 
are studying whether transferring 
patients between different types of 

facilities has any effect on diagnostic 
discordance, as well as any potential 
effect from the patient having 
insurance coverage.

“Transfers are understudied. 
More than a million patients are 
transferred between hospitals on 
a yearly basis, and that number is 
increasing. The cost is very high — 
in the billions of dollars per year,” 
Usher says. “It’s certainly a risky 
transition of care where information 
can get lost or errors can be missed, 
or near-misses become misses 
because of potential delays in care.”

Common Data  

Systems Help

Disparities among HIEs appear 
to worsen the problem of diagnostic 
discordance, Usher says. Minnesota 
hospitals overwhelmingly use one 
HIE, and that helps improve the 
transfer of data for transferred 
patients, he says, but even then, 
moving that data into the actual 
workflow of another facility can be 
challenging.

“Outside of Minnesota where 
there is a lot more variability, a lot of 
times hospitals rely on fax machines 
or even paper records sent with the 
patient. That can introduce a lot of 
variability into the quality of care,” 
Usher says.

These issues are not unknown at 
tertiary hospitals, where the patients 
often are received without adequate 
information.

“At referring hospitals, I think 
this issue may be less understood 
because they don’t receive feedback,” 
Usher says. “It’s a lot of work to do 
a good job transferring a patient to 
another hospital, and a lot of times 
they don’t hear anything back from 
the receiving facility. We struggle 
sometimes with determining how 

much feedback we should give the 
transferring hospital, whether we 
should give them any feedback at all, 
and if so, how we provide it.”

Part of that hesitancy comes from 
recognizing that smaller community 
hospitals often are working with 
limited resources, sometimes relying 
on a doctor simply telling a nurse to 
put the patient’s records in a folder 
to send along in the ambulance, he 
explains.

“These breakdowns are 
systematic, not just occurring at 
the provider level. We don’t have a 
standardized system for providing 
feedback that might lead to more 
team-based care,” Usher says.

More Structured 

Transfer Process

The University of Minnesota 
is working to improve that by 
mandating that documentation 
be provided as part of the 
handoff procedure. That is mostly 
accomplished by obtaining informed 
consent for access through the HIE 
shared by most Minnesota hospitals, 
but when that is not possible, the 
University of Minnesota Medical 
Center requires that patient records 
be electronically faxed.

Doctors must review the records 
before a handoff is accepted, Usher 
says.

“That is just so we are certain 
of all the information as we are 
accepting the patient, as opposed to 
trying to find it afterward,” he says. 
“It slows things down a little bit, but 
we’ve found that our providers are 
more confident with the information 
they’ve received, and we know 
there is nothing about the patient’s 
condition that is going to be lost 
once the patient arrives.”

That process is being 



140   |   HOSPITAL PEER REVIEW® / December 2018

implemented in a randomized 
fashion across the hospital to help 
gauge its effectiveness over the more 
traditional method of accepting 
transfers, Usher says.

“We’re going from ‘Oh, yeah, 
just send us the patient, and we’ll 
see them when they get here,’ to a 
very regimented process in which 
we expect them to send us the 
documents, let us review them, and 
then we’ll do a detailed, structured 
handoff as the patient arrives,” Usher 
says.

“We’re using a clinical trial design 
to see if there is an actual impact on 
clinical quality measures.” 

Know Your Own System

The proper use of electronic 
medical records and HIEs can 
facilitate better transfers and help 
reduce some of the associated risks, 
Usher says.

When the electronic systems are 
not the same, hospitals may need 
to investigate IT solutions that will 
facilitate the effective exchange of 
information, he says.

The first step in addressing 
diagnostic discordance and 
improving transfer between hospitals 
is to understand what happens in 
your own facility, whether you are 

transferring or receiving a patient, 
Usher says.

“The goal is to create a more 
collaborative environment between 
the referring and receiving 
providers,” Usher says. “A more 
structured environment will help 
everyone feel comfortable that 
nothing is missed.”  n
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Johns Hopkins’ Intrahospital Patient Transfer 
Program Reduces Risk

Adult and pediatric patients 
moving from one area of Johns 

Hopkins Hospital in Baltimore to 
another face less risk than might be 
found in other institutions because 
of a program ensuring that they 
will receive the same quality of 
care during transfer as they do on 
a unit.

Modeled on similar teams that 
move patients via ambulance or 
helicopter, specially trained Lifeline 
Intrahospital Transport Teams 
provide transport of critically ill 
patients from ICUs to other areas 
for treatment or diagnostic services, 
as well as moving all cardiac-
monitored patients.

The Lifeline program was 
initiated in 1992, when there were 
few designated intra- or inter-
hospital transport teams. It has 
since grown to include more units 
in the Hopkins system. The Lifeline 
teams perform more than 12,000 
intrahospital transports each year, 

with an adverse event rate of less 
than 1% with critically ill patients.

The intrahospital transfer 
program grew out of the benefits 
realized from Hopkins’ early 

experience with improving 
interhospital transfers, explains 
James Scheulen, PA, chief 
administrative officer for 
emergency medicine and capacity 
management, and president of 
Johns Hopkins Emergency Medical 
Services in Baltimore. Hopkins 
leaders realized that patient care 
was suffering during transport from 
another hospital, particularly with 
severe cases like burns because the 
referring hospital and ambulance 
service had little experience in 
treating those conditions.

“We started a retrieval system 
in which someone from the burn 
center would get on a helicopter 
and fly out to those hospitals 
and institute the appropriate 
care there, then bring the patient 
back,” Scheulen says. “We saw 
a tremendous change in patient 
outcomes, so then we thought 
the same thing applies to cardiac 
patients, stroke patients, and 

“MOVING 
PATIENTS FROM 

ONE SIDE OF 
OUR CAMPUS 
TO ANOTHER 

SIDE FOR 
DIAGNOSTICS OR 

ANOTHER SERVICE 
SOMETIMES TOOK 

AS LONG AS AN 
AMBULANCE RIDE 
FROM ANOTHER 

HOSPITAL FIVE OR 
TEN MILES AWAY.”
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every other patient who needs 
to be stabilized and who needs a 
treatment plan carried out during 
the transportation from point A to 
point B.”

That was the general concept 
that led to Hopkins developing a 
program for critical care transport 
between hospitals and eventually 
applying the same idea in-house.

“We started to see that inside 
the hospital, moving patients from 
one side of our campus to another 
side for diagnostics or another 
service sometimes took as long as 
an ambulance ride from another 
hospital five or 10 miles away,” 
Scheulen says. “In most hospitals, 
the people who do transfers within 
the hospital for critical care patients 
are an intern and a nurse from the 
floor. We saw in one year a couple 
of sentinel events in which people 
were mistakenly extubated or lost 
central lines, and they had bad 
outcomes.”

High-Level Team 

Members

The hospital’s risk management 
department went to Scheulen and 
the other Lifeline leaders to ask if 
they could improve quality of care 
for transports within the hospital the 
same way they had done for outside 
transfers. The result was the Lifeline 
Intrahospital Transfer Program.

“Having an interhospital 
transport team is no longer a 
revolutionary concept, but I think 
the number of hospitals who use 
that same concept for intrahospital 
transport is still a very small 
number,” Scheulen says.

A Hopkins Lifeline Intrahospital 
Transport Team comprises these 
clinicians: an emergency medical 
technician-basic, an emergency 

medical technician-paramedic, and a 
registered nurse. A medical director 
oversees the team.

All team members are certified 
in Advanced Cardiac Life Support, 
Pediatric Advanced Life Support, 
Neonatal Resuscitation Program, 
and International Trauma Life 
Support, in addition to other 
advanced training. They can use 
and maintain almost any monitor 
or other device needed for the 
patient.

Selecting and recruiting the 
most appropriate team members 
is crucial to success, says Heidi 
Hubble, director of operations for 
Johns Hopkins Lifeline.

“An important lesson learned 
is the value of having the right 
people. We took the people who 
were already experts in transport 
from our interhospital program and 
had them apply those skills to the 
intrahospital program,” she says. 
“There is a huge difference when 
one of our teams is transporting 
a patient versus when staff from 
an ICU or a unit is transferring 
a patient. The difference is in 
their approach, their philosophy, 
what they’re looking for, and their 
comfort level.”

Patients Needing 

Advanced Care

Intrahospital transfers at 
Hopkins are categorized in four 
levels. Level I and Level II patients 
are stable and need no medical 
intervention or monitoring 
during the transfer, so they can 
be transported by patient escort. 
Patients in Level III typically 
require cardiac monitoring and are 
transferred bv a two-person team of 
a paramedic and an EMT-basic.

The Lifeline team steps in 

for Level IV patients, who need 
advanced medical care and 
monitoring during transfer. This 
could include ventilation and 
infusions. The transport team 
stays with the patient through the 
diagnostic study, ready to provide 
whatever care might be needed.

Before the Lifeline program, 
intrahospital transfers at Hopkins 
usually required a registered nurse 
and sometimes a physician to 
attend the patient. The Lifeline 
team allows nurses to stay on their 
units without risking any deviation 
in the quality of care the patient 
receives, Scheulen says.

“We think we have made an 
enormous difference in the safety 
profile of moving patients within 
the hospital,” Scheulen says. “It’s 
the combination of the right 
people, the right technology, and 
the right experience that has made 
people feel very secure about 
moving patients into the hospital 
and within the hospital once they 
are here.”

Few Aborted Transfers

Scheulen co-authored a study 
showing the benefits of the Lifeline 
intrahospital transfer program, 
finding that in 3,383 intrahospital 
transports of adult patients in 
a six-month period, there were 
59 clinically significant adverse 
events during transfer. (The study is 
available at: https://bit.ly/2SAsKQp.)

“Diagnostic radiology was the 
transport destination for 73% of 
those patients. With the inclusion 
of interventional radiology suites, 
95% of those patients were 
ultimately transported to a location 
within the radiology department’s 
study areas,” the study says. “As 
for clinical needs, the transported 
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patients who had a clinically 
significant adverse event all had a 
fairly high acuity level. At the time 
of transport, 71% of those patients 
were intubated (42/59), 41% 
had both an arterial and a central 
venous catheter (24/59), and 63% 
had at least one ongoing infusion of 
medication (37/59).”

According to the study, “The 
most common events (75%) 
were related to either hypoxia or 
hypotension.” However, only one 
patient was extubated and only one 
code team was activated during 
the study period. The authors also 
noted that “Only 20% of transports 
that had adverse events were 
aborted.”

Start Small and Expand

The authors concluded that the 
benefit of an intrahospital transport 
team goes “beyond the reduction 
in the frequency of adverse events. 

It keeps nursing staff in their units 
to manage other patients; physician 
staff can focus on other duties while 
their patients are properly cared for 
in diagnostic areas; and diagnostic 
resources are better used because 
intended studies get completed.”

The Lifeline Intrahospital 
Transport Program provides a huge 
morale boost to nurses, Scheulen 
says.

Nurses are relieved that they do 
not have to leave their other patients 
to transport and care for one patient 
during diagnostic studies, he says.

Hopkins also found that the 
reliable availability of Lifeline 
Transport Teams improved 
scheduling so much that radiology 
could perform one or two more CT 
studies per day.

Hospital leaders who want to 
emulate Hopkins’ success with 
intrahospital transfers may want to 
start small and expand the program 
incrementally, Hubble suggests. That 
was the Hopkins strategy, and other 

hospitals might want to focus first on 
a subset of critically ill patients, such 
as those who are intubated or who 
require cardiac monitoring.

Once a process is established with 
those patients, the program could 
be expanded to include more, she 
suggests.

“We started with one of the ICUs 
to do proof of concept, worked 
out the kinks, and expanded from 
there,” Hubble says.  n
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Orthopedic Bundles Help Hospital Focus on 
Quality and Bottom Line

Hoag Orthopedic Institute 
(HOI) in Irvine, CA, the 

highest-volume orthopedic 
hospital in the state, is showing 
that orthopedic bundles might be 
the best evidence that risk-based 
contracts can work to improve 
quality and outcomes for patients 
while also benefitting the hospital’s 
bottom line.

Having a hospital dedicated to 
one specialty and physicians heavily 
invested financially is a boost to 
bundling success.

HOI has one of the highest 
orthopedic volumes in the United 

States and was one of the first to 
adopt orthopedic bundles. The 
experience has been a positive one 
for both patients and the hospital, 
says CEO Jennifer Mitzner.

The hospital began exploring 
bundled payments with commercial 
health plans in 2009, finding that 
it was uniquely positioned for 
bundling because it is a specialty 
hospital.

“But mostly I would attribute 
our success early on to our 
alignment model. At HOI, 
the entire clinical performance 
improvement and business model 

is aligned with the physicians,” she 
explains. “The specialty model, 
joint venture nature of HOI allows 
for complete clinical, financial, and 
governance alignment. All parties, 
clinicians and physicians, own it 
quite literally.”

Because physicians are directly 
invested in the hospital, they 
are closely aligned with quality 
improvement efforts, Mitzner says. 
The hospital’s quality committee, 
the performance improvement 
committee (PIC), is “the cornerstone 
of HOI’s performance,” she says.

“It’s an open committee format 
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with everyone invited to attend 
and participate — front line, 
supervisors, managers, surgeons. The 
quality team actively participates, 
and it’s very disciplined around 
a performance improvement 
structure,” she says. 

“Decisions are made and the 
course corrected, all based on data. 
The bundling success is based largely 
on our clinical infrastructure as well 
as our detailed cost accounting.”

HOI uses time-driven activity-
based cost accounting, similar to 
what is used in manufacturing 
settings, to detail costs and time-
study patient care.

“That allows us to support price 
bundles, monitor performance, and 
most importantly, use the data to 
further improve the care model,” 
Mitzner says. “I would imagine 
most organizations understand 
their clinical performance rates, 

such as infections, outcomes, and 
readmissions, but the time-driven 
activity-based cost accounting gives 
you more depth in understanding 

how you provide care. It furthers 
your alignment with the physicians, 
which is so important to making 
orthopedic bundles work.”

However, HOI’s success with 
bundles did not come overnight. 
The hospital faced early challenges 
with quickly improving its data 
analytics, and in the early years 
commercial payers did not know 
how to handle bundles. They were 
set up to pay individual claims, and 
bundles did not fit.

“Partnering with individual 
health plans to take individual, 
discrete fee-for-service claims and 
find a way to bundle them was a 
challenge early on, and I would say 
in some ways it is still a challenge,” 
she says.

“The claims processing systems 
have not caught up with the 
bundled payment programs.”  n
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New Quality Performance Ratings Posted on  
CMS Nursing Home Compare Website

Initial data from the Quality 
Reporting Program for skilled 

nursing facilities (SNFs) are now 
available on the CMS Nursing 
Home Compare website.

The SNF quality data consist 
of assessment- and claims-based 
quality measures. The five quality 
measures are:

• the percentage of residents 

who develop new or worsened 
pressure ulcers;

• the percentage of residents 
whose activities of daily living and 
thinking skills were assessed and 
goals included in the treatment plan;

• the percentage of residents who 
experience a fall with major injury;

• Medicare spending per 
beneficiary;

• the rate of successful return to 
home or community.

A CMS fact sheet announcing 
the data release says it “can showcase 
a SNF’s ongoing commitment to 
quality, improving engagement 
and confidence among staff, 
residents, caregivers, families, and 
stakeholders.” (The fact sheet is online 
at: https://go.cms.gov/2PkkaGP.)  n
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Upon completion of this educational activity, 

participants should be able to:
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1. What does Aaron E. Glatt, 

MD, FACP, FIDSA, FSHEA, 

recommend regarding 

compliance rates for hand 

hygiene? 

a . Seeking 100% compliance is 

counterproductive . 

b . Hospitals should seek 100% 

compliance . 

c . Hospitals should seek at least 

75% compliance . 

d . The emphasis on compliance 

rates for hand hygiene is 

misguided .

2. At Sharp Healthcare in San 

Diego, what was one group 

that had lower-than-average 

compliance rates for hand 

hygiene? 

a . Physicians 

b . Occupational therapists 

c . Oncology nurses 

d . Food service employees

3. In the research by Michael 

Usher, MD, PhD, what 

percentage of transferred 

patients had diagnostic 

discordance? 

a . 15% 

b . 35% 

c . 65% 

d . 85%

4. Which of the following is true 

of the Lifeline Intrahospital 

Transfer Program at Johns 

Hopkins Hospital in Baltimore? 

a . Lifeline teams transport all 

patients . 

b . Lifeline transport teams stay 

with the patient during diagnostic 

testing or other care away from 

the unit . 

c . Adverse events during transfer 

always result in terminating the 

transfer and returning to the unit . 

d . An intubated patient 

requires the addition of an 

anesthesiologist to the transport 

team .


