
Joint Commission president
outlines top strategic 
priorities to aid QI efforts
Patient safety, value of accreditation head the list

It’s probably no surprise that patient safety tops
the list of strategic priorities at the Oakbrook
Terrace, IL-based Joint Commission on Accredita-

tion of Healthcare Organizations (JCAHO). “If you
asked most of the people on our board their top pri-
orities, the top five would be patient safety,” says
Dennis O’Leary, MD, president of JCAHO. 

In light of the media exposure of sentinel events,
many hospital quality assurance programs have
already moved into the area of safety, including
needle sticks, patient falls, or medication errors. 

“Quality professionals have become patient advo-
cates for safety,” says Marie Pears, RHIA, CPHQ,
quality coordinator at Meadville (PA) Medical
Center. Pears says the Joint Commission is moving
in the right direction in the area of patient safety, and
adds that a reliable comparative database would
also be helpful. But she says JCAHO should heed 
its own advice and create quality teams focused on
specific problem areas using people from JCAHO-
accredited hospitals.

The Joint Commission faces numerous chal-
lenges beyond patient safety, O’Leary says, and
one issue is the value of accreditation. According
to O’Leary, an underlying problem is that only
about 15% of the 150,000 health care entities cur-
rently eligible for accreditation are actually accred-
ited. Roughly two-thirds of those are JCAHO-
accredited, he adds.

He contends that when it comes to performance
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comparisons, accreditation should be seen as a
plus, but that decision is driven in part by the
environment of comparative information. He says
it is troubling that some current purveyors of this
information rely solely on secondary databases
and don’t employ any health professionals.

O’Leary says JCAHO plans to address “the
impact of accreditation” through a scholarly
paper developed by internal and external
resources. That document might be released this
fall. “This I think may become a fairly powerful
paper,” he says.

Another priority facing the Joint Commission is
information dissemination, O’Leary says. Specifi-
cally, that means commercially packaging some of
the information that is already publicly available.
“The difficult issue that we are trying to face is
whether we are going to become a source of com-
parative information,” he reports.

O’Leary says some of JCAHO’s earlier ven-
tures in this area led merely to comparing accred-
ited organizations with one another. “In reality,
that is probably an exercise in futility,” he says.

Yet another challenge facing JCAHO is the lack
of physician engagement. Currently, JCAHO is
not even engaged with the average practitioner,
he says. “We are collectively trying to move for-
ward [on] some very difficult issues, and of the
five issues that the board has identified, this is
clearly the most wanting.”

Looking ahead, O’Leary says protective legis-
lation now pending in Congress is a top priority.
He says JCAHO has been vetting a series of prin-
ciples to guide lawmakers for the last five years
and now has key congressional support as well 
as 100 organizations signed on to the effort. 

According to O’Leary, the issue amounts to a
“fork-in-the-road decision-making process.”
Organizations interested in improving patient
safety can create a reporting model, but those
reports must be protected, he says. “You need to
have reporting to accountable entities, whether
they are in the public or private sector, and you
have to depend on that entity to do the things the
public expects to be done without hanging every-
body out to dry.” He says this type of model is
now gaining clear favor.

O’Leary says the other issue is what the public
will be informed about. 

JCAHO has been discussing patient safety for
about a year and is moving forward a proposal
that would build into the organization perfor-
mance report a patient safety profile, which
would provide five to seven subsets of standards
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that are understandable in lay terms, he says.
According to O’Leary, that record would

include medication safety, environmental safety,
as well as items such as sentinel events. “We are
probably not going to include Leapfrog, but
Leapfrog is another player out there that plans to
report all sorts of things,” he says. The National
Committee on Quality Assurance also is prepared
to start releasing patient safety-related informa-
tion on hospitals, he adds.

Standards review project planned

“There are a lot of trains moving down this
track, and in all candor, I think most people are
looking to us to take the lead on this,” says
O’Leary. “It is likely that we will, and that will
probably begin by the end of this year or the
beginning of next year.”

According to Pears, most patients have no
idea what it means for a hospital to be accred-
ited by the Joint Commission. The question fac-
ing hospitals is how to bring this information to
the average patient and when that is appropri-
ate, she says. “Sick patients are concerned about
receiving the appropriate care. They assume that
they are being treated by competent staff in a
safe environment.”

O’Leary notes that JCAHO is starting to move
its patient safety standards across its other pro-
grams. “The existence of patient safety problems
across all the centers of care is real.” But the prob-
lems are not the same, and the standards issues
are probably not going to be exactly the same, he
says. “Those we expect to have in place pretty
close to the end of the year as well.”

JCAHO has an assortment of other targets on its
radar screen as well, O’Leary reports. Very shortly,
he says, the Joint Commission will launch a major
standards review project that looks at both the
standards and the survey process. “Some of the
standards that were put in place back with the
agenda for changes are a little bit rusty around the
edges,” he explains.

“Those standards are about six or seven years
old and most of them can go,” O’Leary says.
There also are ways JCAHO can change the sur-
vey process requirements to diminish the docu-
mentation, he says. “But even if we became
totally pristine, we will not totally eliminate
documentation issues.”

Many of those documentation issues, particu-
larly in large metropolitan areas, are driven by
large Medicare contracts, O’Leary explains. “This

is an important problem, and it may even merit
an extensive study to document some of this.”

Pears adds that JCAHO needs to change the
focus of the survey process from documentation
to real problems hospitals encounter, such as lack
of competent staff, lack of finances, and staffing
problems. 

“Hospitals spend an enormous amount of time
making sure they adhere to the documentation
standards.” The focus of the survey needs to
change, she says, because JCAHO is viewed as
very prescriptive.

Patrice Spath, president of Brown-Spath
Associates in Forest Grove, OR, says the Joint
Commission appears to be working closely with
regulatory and special interest groups to help
reduce the data collection overlap and redundant
regulatory requirements. “If people at the grass-
roots level speak out more about the importance
of collaboration among the movers and shakers
in health care, perhaps some of the redundancy
can be eliminated,” she asserts.

Encouraging collaborative efforts

To help JCAHO improve working relationships
with other groups, it behooves quality managers
to encourage such collaborations, Spath says. For
example, when state health departments demand
performance data that are not part of the Joint
Commission core measures, managers should
explain what the core measures are and how they
can be used to evaluate performance, especially
in lieu of the ones chosen by the health depart-
ment, she adds.

In particular, JCAHO is actively looking at ways
to weave ISO 9000 requirements into its standards,
O’Leary reports. “We do that with some great trep-
idation because ISO 9000 is kind of accreditation 
a la 1982. You have not seen documentation until
you have seen ISO 9000.”

JCAHO is talking to U.S. Pharmacopia about a
reporting system, O’Leary says. These discus-
sions are still in their early stages but far enough
along enough to lend confidence in a final agree-
ment, he adds. 

This system presents an attractive opportunity
because it is not confidential, but it is anonymous,
O’Leary says. “They know who is enrolled but they
don’t know who is making the report. However, if
you want to, you can dialogue with whomever the
reporter is. It is a very cleverly designed system,
and over time if this works itself out, this will prob-
ably become our database.”

June 2001 / HOSPITAL PEER REVIEW ® 75



According to O’Leary, JCAHO is also looking
at a project that would involve co-training physi-
cians, nurses, physician assistants, nurse practi-
tioners, and others in academic health centers at
the student-training and residency levels. The
goal would be to teach them about errors, sys-
tems analyses, teamwork, and other issues. 

“Sooner or later, we are going to have to start
educating our health professionals on how you
do this early on [instead of] trying to retrain them
later on,” he says.

Finally, he says, JCAHO will likely hold a
national seminar about a year from now on how
to make “the business case” for patient safety.
“This is how you are going to make it through
tomorrow. The fact that I believe this does not
persuade you at this stage, but we have been har-
vesting that information in a variety of ways to
make it available out in the field.”  ■

Joint Commission faces
several key challenges
To address error reporting, nursing shortage

The Joint Commission on the Accreditation of
Healthcare Organizations (JCAHO) made sig-

nificant strides last year in widening the scope of
the organization’s reach across health care set-
tings and refining the tools it uses to measure the
quality of care provided, says Dennis O’Leary,
president of JCAHO. But, he quickly adds, those
accomplishments pale in comparison to the chal-
lenges that lie ahead.

For starters, O’Leary says, even the estimate 
of 98,000 deaths from medical errors, which was
well-publicized in a report by the Institute of
Medicine (IOM) last year, is probably understated.
Not only are most of these studies based on old
data, they rely on incidents recorded in the patient
records, he contends. In addition, many incidents
that occur in ambulatory care settings are not even
known or analyzed, he adds.

“We are not lightening in our movement for-
ward,” O’Leary says. In fact, despite the spotlight
the IOM report put on this problem last year, not
much has actually happened. 

“This is in essence a hand grenade with the pin
out,” he warns. “It is potentially a very explosive
issue unless we are able to make some significant
progress.”

According to O’Leary, a second major challenge
closely related to patient safety is “the progressive
disappearance of health care professionals,” which
includes nurses and pharmacists. The reasons for
this differ across disciplines, he says. “But it is time
for some deep soul-searching about how we are
going to address this problem.” 

The good news on this front is that the health
care industry has previously demonstrated that it
can refill this pipeline, O’Leary says. But until a
“fundamental redesign” takes place, the system
will continue to hemorrhage, he adds. “In all can-
dor, to provide care as a nurse in an inpatient set-
ting is getting close to being one of the worst jobs
in America.”

According to O’Leary, many hospitals are suc-
cessfully addressing this problem already. Those
hospitals are implementing strategies such as del-
egated authority, career ladders, shift modifica-
tions, and infrastructure development. 

“There are probably some good lessons to be
learned there,” he argues. “The fact of the matter
is that good salaries can do wonders for reten-
tion, too.”

The third major quality of care issue confronting
hospitals is the public’s increasing demand for
more information about performance, even though
most hospitals lack the information technology
infrastructure to support the consistent gathering
of those performance data, O’Leary says. 

“We have a bunch of policy-makers who
believe we are going to start coughing up a lot of
performance data in hospitals and everywhere
else and [people] will use that to make intelligent
decisions about where they go for care.” 

However, O’Leary says, that is a “a cruel illu-
sion” because the infrastructure needed to do that
does not exist, and neither does the money to
establish it. “We are going to come face to face
with this issue in the very near term.”

Another major problem confronting hospitals
in this area is that “the business case for invest-
ment” in these systems has not been made, he
points out. “I think those cases have to be made
at the leadership level of our health care organi-
zations and they have to be made in business
terms. If you spend $1 on patient safety, you will
get $2 back,” he contends. “But if you don’t
believe that, I will not have your attention.

“The CEO is the leader in patient safety, and
you have to walk the talk,” he argues. “If you are
not taking this on as your mantra, then people
who provide services in your organization sim-
ply are not going to believe you.”
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From JCAHO’s perspective, O’Leary says,
there are some even more chilling environmental
trends. Topping that list is the current price-
driven environment. “In 15 years with the Joint
Commission, I have never met anybody who was
against quality, but I also have not met a lot of
people willing to put their money where their
mouths are in business decisions.”

O’Leary says those decisions are driven by
price, and when a monetary focus is combined
with the tenuous financial condition of many
provider organizations today, accreditation will
be more likely to be viewed as optional or at best
a “funds-availability issue.”

According to O’Leary, there are serious prob-
lems surrounding the drive to implement the use
of performance measures. “This is an expensive
proposition, and there is nothing cheap about
gathering and transmitting and analyzing perfor-
mance data,” he explains.

Before long, people will start questioning the
value of performance measures, he says. One
question is whether the health care industry can
demonstrate that there have been substantive
improvements in quality care as a consequence 
of the expenditures. “I would say that the states
are not able to really demonstrate that on a large
scale,” he maintains.

Another issue is whether there is evidence that
the performance data made available to the public
are in a form the public understands and whether
these data are “actionable information” people are
interested in, O’Leary says. “The evidence is sim-
ply not there, and that scenario will not sustain 
a performance measurement improvement pro-
gram for a long time.”

The Health Care Financing Administration
(HCFA), according the O’Leary, has promised to
implement core measures for hospitals if JCAHO
is not interested in doing so. But, he adds, not
much had been done on certain specifications 
for those measures, especially the cost analysis.
Most of the measures related to cardiovascular
disease and community-acquired pneumonia
required medical record abstractions, which 
is the most expensive way to gather data, he
explains.

The challenges don’t stop there, O’Leary says.
JCAHO now is facing many state agencies with
fat coffers, and in some states, that is translating
into perceived opportunities for regulatory over-
sight. “This is very real,” he warns. “There are
states that are creating new oversight programs
as we speak.”  ■

JCAHO turns focus 
to continuum of care
Patient privacy is a high priority

If you get a visit from the Joint Commission on
the Accreditation of Healthcare Organizations

(JCAHO) this year, it’s likely the surveyors will
focus more on the continuum of care for an indi-
vidual patient and less on an assortment of
records and departmental issues.

Although the Joint Commission’s 2001 survey
process hasn’t changed dramatically from past
years, “it will focus on individual-centered evalua-
tion,” says Charlene Hill, a JCAHO spokeswoman.
“Rather than looking at care rendered to a variety
of patients, [surveyors] will select a patient to fol-
low through the entire system, so they can see the
full continuum of care.”

Focusing on the patient

That was the case for Brigham & Women’s
Hospital in Boston, which was surveyed in
February, notes Christine Collins, CHAM, direc-
tor of patient access services. “They were much
more interested in the continuum of care and the
interdisciplinary, and didn’t focus on one depart-
ment.” JCAHO surveyors looked at patient rights
issues such as advance care directives, asking, for
example, how those were followed up on the
nursing units, Collins adds. “They followed a
patient from the emergency department (ED) to
the room.”

The surveyors met with all hospital directors
to get a broad-based impression of patient care
and gave the directors high marks. “They were
impressed with the group, felt that we under-
stood what we were here for, and liked that we
didn’t have a script but were very honest and
forthright.”

Survey team members asked “lots of questions
about confidentiality,” Collins adds. “They were
very concerned about making sure privacy and
patient confidentiality were a priority” and also
wanted to see documentation of patient educa-
tion and interpreter services, she says.

As expected, the surveyors did make an “off-
hours” visit, Collins explains, arriving at the 
ED in the evening and moving with a patient
through the operating room and on to the nurs-
ing floor. “It was much more hands-on, out and
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around” than in previous years, with less time
spent talking in rooms. The surveyors questioned
different managers on fire doors and evacuation
plans, Collins notes. “They checked out oxygen
cylinders, and whether equipment was in desig-
nated areas and linen carts were kept closed.”

Documentation of quality improvement initia-
tives was another area of interest, she adds, as
was staff competency. “They were stopping peo-
ple for interviews and asking, ‘How do you know
your staff are competent at all levels?’” 

Brigham & Women’s was “more than satisfied”
with its review process and “delighted to have
passed,” Collins says. 

One area of suggested improvement was in pro-
viding speedier job reviews for staff, she notes,
which was not a surprise at a facility that has been
at more than 100% occupancy for more than a year.
“They know we do great things here. It’s more
their style now not to find what’s wrong, but just to
point out things you need to improve on.”  ■

Aerospace engineering
model identifies risks
JCAHO official says tool helps quality soar 

Issuing a new set of safety standards with which
health care institutions must comply is all well

and good, but offering those institutions creative
tools to aid that compliance is perhaps even more
significant. 

The Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) has approved
new standards that focus directly on patient safety
and medical/health error reductions in hospitals,
setting July 1, 2001, as the date they will take effect.
In the Feb. 27, 2001, issue of Sentinel Event Alert,
JCAHO published a proactive risk-assessment
model that uses the Failure Mode, Effects, and
Criticality (FMECA) approach.

Although this particular illustration outlines a
process to evaluate the preparation and adminis-
tration of medications, the FMECA model can be
used in almost any area of health care, asserts
Rick Croteau, MD, JCAHO’s executive director
for strategic initiatives. 

“It’s a well-tested and proven analytical model
for identifying risk points and for aiding in
redesigning processes so they will be safer,” says
Croteau, whose background includes not only

general surgery but aerospace engineering. “It’s
been proven in a number of high-risk fields —
not including health care. It probably has been
used to greatest effect in the aerospace, nuclear
power, and chemical industries, but the princi-
ples are translatable to virtually any process,
including the health care process.”

The model is created by first listing the pro-
cesses being evaluated at the top of the chart. 
In the rows below, each of the headings is cross-
referenced with the following items:

❒ potential failure modes; 
❒ potential effect on the patient; 
❒ likelihood of reaching the patient; 
❒ criticality of failure mode; 
❒ root causes; 
❒ strategies. 
Like root-cause analysis, FMECA has come to

the health care arena out of fields that are more
heavily based in engineering, manufacturing, and
production environments, says Croteau. “And
that’s the premise we are working on.”

The principles upon which FMECA is based are:
❒ formal systems analysis, which is exempli-

fied by failure mode and effects; 
❒ human factors analysis, which has been

found to be extremely useful in the aforemen-
tioned areas and is now finding its way into
health care; 

❒ principles of team training, such as have
been used by airlines in their crew resource man-
agement programs. 

“Some of these approaches to redesigning sys-
tems to optimize performance through fail-safe
design, redundancy simplification, and a looser
coupling of processes are all opportunities to
notice why things go wrong,” Croteau explains.
“This is an opportunity to marry two disciplines,
to use a lot of what we’ve learned in aerospace
and apply it as appropriate to the health care
process.”

Can the FMECA process outlined for drug
administration be readily adapted to other health
care processes? “Absolutely,” Croteau insists.
“Certainly, we recognize that medical safety is
one of the main areas that needs to be addressed,
but we are looking at things much more broadly.
In surgical areas, in particular, with respect to
complications and wrong-site surgery, a lot of
work needs be done, and it is very amenable to
the kinds of approaches we are talking about.”

To create a FMECA chart, start by deciding
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ED scores turnaround 
in patient satisfaction
Low survey rankings stun physicians

Distressingly low patient satisfaction scores
spurred staff and administration into action

at Trinity Medical Center in Rock Island, IL. As a
result of their efforts, their score in the overall
physician section of the South Bend, IN-based
Press, Ganey Associates national database
improved from the 53rd percentile to the 99th
percentile.

Some of the steps taken were large, such as the
creation of a
new position:
manager of
hospitality ser-
vices. Others
were seem-
ingly simple,
such as plac-
ing a stool in
every room 
to encourage
doctor/patient
contact. But
they all con-
tributed not
only to greatly
improved
scores but to
greater market share and an improved bottom
line for the 350-bed hospital. 

The first Press, Ganey results were “a surprise
to everyone, especially the ED [emergency
department] staff,” recalls Walter Bradley, MD,
medical director of trauma and emergency medi-
cal services. 

“We felt we were doing a pretty good job in
meeting the expectations of patients; we were

literally shocked.” The ED staff consist of nine
full-time and nine part-time individuals, he
says. 

Patients responding to the survey complained
that doctors were abrupt and impatient; no one
explained why they had to wait so long; follow-
up care was uncaring and rude; doctors did not
seem concerned; and patients had to ask the doc-
tor’s name. “That was truly not our perception,”
says Bradley.

Hospital reaction was immediate and dra-
matic. “From the top on down, the directive
came that patient satisfaction was going to be
our No. 1 concern,” Bradley recalls. “The impe-
tus was given by the board of directors, then
from the CEO of the health system, and it fil-
tered down from the [chief operating officer]
through all department managers.”

Shortly thereafter, Julia Hull, RN, the newly
named manager of hospitality services, took the
lead on the improvement project. The goal: to
meet or exceed the 95th percentile ranking among
peer institutions. 

That was accomplished in three years — from
1997 to 1999. “It was a stair-step process that we
felt we could accomplish over three years,” she
says.

The initial steps involved analysis and inter-
pretation of the patient satisfaction reports to
identify top customer concerns. Customer service
education was made mandatory by the system
board.

Hull spent considerable time with the staff of
South Bend, IN-based Press, Ganey, studying
tools that could be used to develop a new process
for identifying opportunities to improve. 

Two key tools they used were the priority
index report and the correlation coefficient
report. “The priority index report lists the highest
priorities of our customers,” Hull explains. 

“At the top of the list are those issues where,
if you’re not meeting those needs, the cus-
tomers will decide not to come to your facility
again. At the lower end, they may still come
back. So we wanted to focus on the top issue.
Press, Ganey recommended that we not look
beyond the top 15 issues,” she adds. (See sam-
ple report, p. 80.)

The correlation coefficient report identifies
those issues that are highly correlated to patient
decisions and where the hospital scores reflect
low satisfaction of patients’ desires. “During each
quarter, we see what we could we have improved
upon,” Hull explains. 

“At the top of the list are
those issues where, if

you’re not meeting those
needs, the customers

will decide not to come
to your facility again. At
the lower end, they may
still come back. So we
wanted to focus on the
top issue. Press, Ganey
recommended that we

not look beyond the 
top 15 issues.”
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“Alongside that, we also measure the number
of responses as well as the percentile rankings
among our peers. Then we choose the top five
concerns for that quarter,” she points out.

Trinity Medical chose the overall theme of
“likelihood of recommending,” predicting it
would be most cost-effective if it succeeded.
“We believed that the issue of likelihood of 
recommending equated with word of mouth,”
notes Hull. 

“And we all know that people make decisions
on health care based on what they hear from their
families, friends, and so on. 

“If they have a good experience, they’ll tell
people about that; if they have a bad one, they’ll
tell twice as many. Success in this area would be
better for our bottom line than any amount of
money invested in marketing,  she explains.

Involving the physicians in the improvement
process required three steps, says Bradley. “The

first step was education,” he explains. “Some of
the doctors who looked at the patient comments
said they did not reflect patient care. They had to
learn that how they interact with patients is part
of quality patient care.” 

The education step had to come before behav-
ior modification, Bradley notes. Working with
Hull, he set up one-on-one meetings with every
physician over a four-week period. “First, we
shared comments about specific physicians with
each of them, then we looked at what we could
do to truly effect change.” 

“The reason I had the patient care representa-
tive do this rather than me was that this was
expected as my role,” Bradley explains. “I wanted
a neutral third party who had nothing to gain or
lose. This made the process very credible in the
doctors’ eyes.”

The third step was changing processes within
the department. “For example, our nurses have a

Source: Trinity Medical Center, Rock Island, IL, and Press, Ganey Associates, South Bend, IN.



good deal of autonomy,” Bradley explains. 
“If there was an ankle injury, the nurse could

order the X-ray. The doctor would read it, then go
to the patient’s room — sometimes to the bed-
side, sometimes to the door,” Bradley adds. “He
would explain the injury and the treatment, but
he never touched the patient or came to his bed.
To the doctor, this seemed like good care, but in
the surveys, patients would complain the doctor
never touched them.”

A simple solution was found: placing a stool in
every room. “Now, doctors spend the same
amount of time with patients — or even less —
but they’re perceived as more caring and as
spending more time. We encourage a light touch
on the shoulder, or a handshake,” says Hull.

When nurses come in a patient’s room, they
now write their name on a board, as well as the
doctor’s name. “These are simple, little things,”
says Bradley. “Also, nurses often will say, ‘The
doctor will be in in a minute,’ when that’s not
necessarily true. Patients only get mad when
they’re given unrealistic expectations.” Now, he
says, nurses will be more honest about the likely
waiting time. 

Hull is pleased with physician response. “By
the third year, we achieved 100% attendance by
ED physicians,” she reports.  ■

DIGMAs: Satisfaction Rx
for doctors and patients 
Improved access, better ‘quality of career’ sought

Apilot program recently launched in the
Denver area seeks not only to improve

patient satisfaction but also to improve the qual-
ity of careers for the health care professionals
who administer it. 

The program is built around drop-in group
medical appointments (DIGMAs). DIGMAs
involve a group-setting medical visit, which gives
patients an extended medical appointment with
their physician. 

The group sessions, co-led by a physician and
a behavioral health specialist, typically involve
between 10 and 16 patients and last 90 minutes. 

“We decided to try DIGMAs mainly to
improve access,” notes Scott K. Cunningham,
MD, an internist with an internal medicine and
family practice at the Colorado Permanente

Medical Group in Denver. 
“It had really been a problem in our region;

routine access has typically been out to eight
weeks at times, and we wanted to reign that in in
a cost-effective way,” he adds.

In 1996, DIGMAs were originated at the Kaiser
Permanente San Jose (CA) Medical Center by
Edward Noffsinger, PhD. 

However, quality improvement was not mea-
sured. “So, from a quality perspective, we 
actually don’t know the exact role of DIGMA
programs,” Cunningham admits. “To Noffsinger,
DIGMAs were the possible answer to an access
problem, and he did find that access improved
dramatically. 

“My intuition would tell me that quality
would probably be either neutral or slightly
improved. In our region, quality is already one 
of Kaiser’s highest nationally, so we don’t expect
quality of care to go up dramatically.” he says.
“What we’re aiming for is to improve quality of
service.” 

Cunningham notes that he’s also seeking to
boost career quality. “As a physician, when I hear
patients complain day after day that they have to
wait too long for their next appointment, it has a
negative impact on my quality of career,” he
asserts. “We needed to have a place to put these
people.”

The pilot program, which began in January,
involves four Kaiser Permanente primary care
practices — Cunningham’s; one at the Skyline
medical office; and two at the Highline medical
office. 

“I was the first to go up, in mid-January,” he
recalls. “The last two started in mid-March.”
Cunningham’s practice handcrafted a flier that he
would hand out to patients at the end of their
visit, saying he’d like to see them for a follow-up
and explaining the new program.

The groups meet each Tuesday morning from
10 to 11:30. “We have had an average of 10
patients, generally with chronic illnesses: dia-
betes, a lot of blood pressure rechecks, high
cholesterol, some skin problems. We have even
had an alcoholic,” Cunningham notes. 

The sessions begin with the behavior health
specialist giving a brief summary of the DIGMA
concept and setting ground rules for the meeting.
Then, in brief, round-robin fashion, each patient
tells what he or she needs that day. The behav-
ioral health specialist generates a handwritten list
of names and problems, which she reviews with
Cunningham, who is sitting at a computer. 
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“We prioritize how to go about performing the
agenda,” says Cunningham. “All records are
computerized. I may take ‘Mrs. Smith’ first, and
go over her blood pressure medicine, perhaps
changing the dosage and telling her to come back
again in two months. Then, I head to the com-
puter to do my charting, and meanwhile, the
behaviorist is directing a discussion about some
of the things we can do to help lower our blood
pressure. In essence, it’s a light mental health
intervention.” 

Other patients don’t mind waiting their turn,
says Cunningham, because they actually rally
together to help each other. “Sometimes that even
happens before the group starts; they mentor
each other. It’s a little instant community,” he
observes.

Patient response to date has been positive,
Cunningham reports. “We are measuring patient
satisfaction with an instrument that gives us a
good idea of how things are going,” he notes. “So
far, we seem to be scoring all 4s and 5s, which is

‘agree’ and ‘strongly agree.’”
And how have the DIGMAs impacted his qual-

ity of career? “I love it,” Cunningham says. “I
knew I’d love it, because I’ve done other types of
group appointments. I’ve wanted do this ever
since I found out about it.”

Cunningham is convinced the DIGMA model
can be applied in a wide variety of settings. “It
definitely can be done in a panel practice sort of
environment,” he asserts. “If you had a large,
unified organization that was on a fee-for-service
or cash-for-service basis, it could still be done;
you’d just need to pay close attention to price.
But you pretty much know how much time you
should allot for each patient.”

Above all, Cunningham remains convinced
that the dual focus on patient satisfaction and
career satisfaction is the right way to go. “These
are two of the three or four issues our organiza-
tion had identified from the top levels as chief
predictors of our success in the next decade,” he
concludes.  ■

Asthma increases 
heart disease risk 

Having asthma increases a person’s risk of
heart disease by a third, according to a study

presented at the American Heart Association’s
41st Annual Conference on Cardiovascular
Disease Epidemiology and Prevention in San
Antonio.

Researchers found that nonsmoking patients
with asthma were 33% more likely to develop 
— or die of — heart disease than nonsmoking
patients without asthma. 

“This means that asthmatic patients and their
doctors should be particularly careful,” says
Carols Iribarren, MD, MPH, PhD, a researcher
with Kaiser Permanente in Oakland, CA, and one
of the study’s lead investigators.

“Not only about managing their asthma, but
also about managing cardiovascular risk factors
such as blood cholesterol, blood pressure, and
blood sugar,” he explains.

Iribarren’s research used data collected over
the last 20 years among members of the Northern
California Kaiser Permanente Medical Care pro-
gram, one region of the nation’s largest nonprofit
HMOs. 

“The reason to study nonsmokers is to rule out
the strong influence of smoking on both asthma

and heart disease,” he notes. “This is an impor-
tant question because asthma affects about 6% of
the general population, and heart disease contin-
ues to be the leading cause of death in the United
States.”  ■

Software identifies 
high-risk patients

MEDecision in Wayne, PA, recently released
CaseAlert, a software system that enables

managed care organizations to analyze provider,
facility, and pharmacy data to identify high-risk
and high-cost patients.

The predictive software identifies both patients
already at risk and those likely to be at risk. It
also stratifies members for purposes of referring
them to appropriate care management services.
The software processes information from Oracle
data repositories and is compatible with other
MEDecision products including its claims and
care management software solutions.

For more information on CaseAlert, call (610)
254-0202, or e-mail marketing@MEDecision.com. 

Information on the product is also available
on the company web site: www.MEDecision.
com.  ■



what process you want to analyze, Croteau
explains. “From a surgical standpoint, for exam-
ple, if you’re concerned about wrong-site surgery,
the process you wish to study is really pre-op
preparation — from admission up to the point
where the surgery begins. This will be fairly elab-
orate, but like any process, it can be flowcharted.
You then work along between each step and each
linkage, asking yourself what can go wrong.”  ■

New study gauges scope
of nursing shortage
Nurses, government scramble for solutions

One in five nurses currently employed is seri-
ously considering leaving the profession

within the next five years because of working
conditions, according to a nationwide survey
released April 19 by the Washington, DC-based
Federation of Nurses and Health Professionals,
the 55,000-member health care division of the
American Federation of Teachers (AFT). 

Those findings were released just days before
the Department of Health and Human Services
(HHS) issued a study that shows the number and
mix of nurses in a hospital makes a major differ-
ence in the quality of care patients receive.

Sandra Feldman, president of AFT and the
Federation of Nurses and Health Professionals,
says the survey points to an even more serious
and widespread crisis than previously believed.
But she says the silver lining is that the nurses
threatening to leave indicate they would consider
staying if improvements are made, such as better
staffing levels, more flexible schedules, and higher
salaries.

The study, Nurse Staffing and Patient Outcomes in
Hospitals, is based on 1997 data from more than 5
million patient discharges from 799 hospitals in 11
states. It found a strong and consistent relation-
ship between nurse staffing and five outcomes in
medical patients: urinary tract infection, pneumo-
nia, shock, upper gastrointestinal bleeding, and
length of stay. (See survey highlights, p. 84.)

A higher number of registered nurses was asso-
ciated with a 3% to 12% reduction in the rates of
adverse outcomes, while higher staffing levels for
all types of nurses were associated with a decrease

in adverse outcomes from 2% to 25%.
According to the study, the costs associated

with patient complications can be substantial.
Reductions in the rates of adverse outcomes
reduce hospital costs as well as significant finan-
cial and psychological costs to patients and their
families.

“Hospitals can use these findings to improve
quality and performance measures across the
board to ensure better nursing care for all patients,”
says Sam Shekar, MD, MPH, HRSA’s associate
administrator for health professions.

According to the U.S. Department of Labor, an
additional 450,000 registered nurses will be needed
through the year 2008. Feldman points out that the
newly discovered group of highly discontented
nurses would exacerbate the already acute demand
for more nurses.

Hospitals can take steps to retain the nurses
they have, bring back those who left in frustra-
tion, and recruit new people into the profession,
she adds. 

That contention echoes the sentiments of
Dennis O’Leary, president of the Joint Commis-
sion on Accreditation of Healthcare Organizations
(JCAHO).“There is a numbers problem out there,”
asserts O’Leary, who points out that JCAHO is
studying this problem under the context of
staffing effectiveness. “There is really no debate
that the staffing issues are related to all of the
patient safety issues.”

Examining nurse/patient ratios

“This actually may be where performance
measurement ends up.” According to O’Leary,
that means the application of evidence-based
measures to solve problems. “That will make
sense to a lot of people as opposed to gathering
performance data to look at and say, ‘Isn’t this
nice,’ which I think is a little bit where we are
now.”

JCAHO’s measures and standards also are
under review, he notes. The Joint Commission
has had internal discussions with the advisory
committees that O’Leary says have included a lot
of noise from unions and a lot of emotional
debate. “We are trying to push that stuff to the
side to make this as objective as we possibly can.”

The California Hospital Association argues the
nurse/patient ratio should be 1:10 while the nurs-
ing association wants 1:3, O’Leary says. 

There are now a dozen states that have legisla-
tion in the hopper to create mandated ratios, and
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that number is growing, he adds. “When we reach
that point, that is just stupid. The only mandate
that you will reach is that you will have all the
same problems that you had before.”

He calls the proposal the Joint Commission has
on the table a modest one. “We don’t assume that
there are staffing problems in an individual orga-
nization. We are going to measure it first.” 

To that end, the Joint Commission has engaged
a panel of about 120 experts from various walks
of health care to come up with the standards
framework as well as a series of specific screen-
ing measures. 

O’Leary says the clear consensus is that these
should be clinical measures and human resource-
related measures. He says organizations should
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The Washington, DC-based American Federation
of Teachers survey, which was conducted by Peter
Hart Research, interviewed 700 current direct-care
nurses and 207 former direct-care nurses. 

Here are some highlights of the survey:

WHO WANTS TO LEAVE?
✔ Half think about leaving. 50% of current

nurses say they have thought about leaving
nursing. This number excludes those expected
to retire. Current nurses under age 40 are nearly
as likely to have thought about leaving nursing
as their colleagues over 50.

✔ One-fifth expect to quit soon. About one in
five current nurses, or 21%, say they expect to
leave nursing within the next five years. These
nurses, ages 18-59, plan to leave, not because
they want to retire but because they are fed up
with working conditions.

✔ Three-fourths could be persuaded to stay.
Three-fourths of the 21% who expect to quit say
they would consider staying if improvements
were made. Increasing staffing, better hours, and
higher salaries were the top reasons for staying. 

WHY ARE NURSES LEAVING? 
✔ Stress. More than half, or 53%, of current nurses

say the job has become too stressful and physi-
cally demanding. 

✔ Irregular hours. 20% of current nurses say they
would rather have a job with more regular hours. 

✔ Worsening working conditions. Among former
nurses, the results vividly show declining work-
ing conditions. Of the nurses who left nursing 
at least five years ago, 11% say it was because
of stress and the physically demanding nature 
of the job. Of the nurses who left less than 
four years ago, the percentage for that reason
jumped to 35%. 

✔ Low morale. Among current nurses, 68% say
morale is fair or poor. The situation is most
severe among hospital nurses, with 74%
reporting fair or poor morale. Among those
nurses who are “potential leavers,” 81% 

report fair or poor morale. 
✔ If I knew what I know now. Nearly half, or

49%, say they would have pursued a different
career if they were just starting out. The situa-
tion is worse among the “potential leavers,” with
75% saying they would have chosen a different
career. 

✔ Not enough nurses. Of all the problems facing
nurses, the biggest issue is staffing, with 66%
saying that large patient loads are a fairly or
very serious problem, and 65% reporting that
understaffing is especially problematic since
patients are sicker. Another 64% say they don’t
have enough time to spend with patients, and
60% note the paperwork burden.

CHANGES THAT ARE NEEDED 
✔ How can retention and recruitment be

improved? (Responses were given by the
“potential leavers.”) 
• Better staffing ratios (87%)
• More patient time (81%)
• More input in decisions (79%)
• Raise salaries (76%)
• Provide performance bonuses (71%) 
• More flexible schedules (69%)
• More part-time options (63%)
• Continuing education funds (61%) 
• Better health coverage (60%)

✔ What would make nurses stay or return to
nursing? (Responses were given in their own
words, not from a list.) 

Of the nurses seriously considering leaving:
• 42% said better pay would persuade them 

to stay.
• 36% said better staffing levels would help.
• 21% mentioned better schedules.
• 12% said they needed more respect. 

Of the former nurses:
• 23% said higher salaries would get them

back into the profession.
• 21% listed better staffing levels.
• 21% said better schedules.

AFT Survey Offers Clues to Nursing Shortage 
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be required to pick from the evidence-based mea-
sures that JCAHO has assimilated plus measures
that would address issues particular to their own
environment and to apply them.

“These are screening measures, and the organi-
zations will get good at doing pattern reading to
identify the potential existence of the problem,” he
explains. “But as a screening measure the potential
problems you identify may be related to nursing
and may not be.” 

These measures will be associated with staffing
but there are no one-to-one relationships and
even a good matrix of measures year after year
will still require root-cause analysis, O’Leary
maintains.  ■

It’s time for a revolution 
in patient safety culture
A five-step approach for changing attitudes

By Patrice Spath, RHIT
Brown-Spath Associates
Forest Grove, OR

When implementing patient safety improve-
ment initiatives, winning the hearts as well

as the minds of people in your facility is impor-
tant. Unless you convince people of the impor-
tance of the improvement endeavor, they will
simply give it lip service — even if it’s mandated
by management or the Joint Commission on
Accreditation of Healthcare Organizations. 

Why is it, for example, that patient care workers
sometimes neglect proper hand-washing tech-
niques, even though such techniques are required?
In contrast, protective gloves are usually worn
faithfully. Co-workers make certain that everyone
wears them, and supervisors will not hesitate to
enforce this rule. 

Clearly, people see the value of protective gloves
but not that of proper hand washing. Regardless of
institutional or regulatory rules, the hearts of
health care workers must be won over if patient
safety improvement efforts are to be successful. 

When evaluating safety improvement opportu-
nities, it’s important to look at more than just
high-risk patient care processes. There is a culture
in every health care organization that people
must work within. This culture has more of an
impact on patient safety and quality than most
process problems. 

An example of how culture affects our actions
is the speed that people drive their cars on the
highway. Few people drive at or below the posted
speed limit. The police try to enforce the speed
limits, but this enforcement has little impact on
overall driving habits. Why? Many people see lit-
tle value in traveling at or below the speed limit.
If process improvement efforts are to succeed, 
the hospital culture must support a safer environ-
ment. People must learn to value compliance
with safe practices. 

Changing the way people think about patient
safety is not easy. Culture change is not a program,
which, by definition, has a beginning and end.
Culture change is a process that, once embraced by
the people, brings about lasting change — change
that is passed on from one generation of workers
to the next. Culture change does not take place
overnight. 

Quality consultants in private industry esti-
mate that it takes five to seven years of continu-
ous focus and hard work to change the culture of
an organization. Those of you working hard to
develop a nonpunitive incident-reporting envi-
ronment should not get discouraged when this
culture change does not happen overnight! 

Time is one of the most difficult challenges to
face when improving patient safety. The goal
must be to change the culture and not merely to
address problems as they occur. Expecting people
to modify their attitudes overnight is unrealistic.
There has to be a long-term commitment to sup-
port patient safety improvement goals in order to
impact the true culture. 

To change the culture of patient safety in your
facility, use this five-step approach: 

1. Establish a vision of the desired patient
safety culture and communicate it throughout
the organization. 

2. Gather input to assess the culture’s
strengths and weaknesses. 

3. Develop a strategy to realize the desired
changes and allocate budget resources, person-
nel, training, and time to the program.

THE
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4. Implement the strategy and hold people
accountable for meeting objectives. 

5. Conduct ongoing progress evaluations.

Patient safety improvement must start at the
grass-roots level. 

Employees should not be passively involved.
They should be empowered to make safety
improvements where needed. Instead of just pass-
ing suggestions on to management for implemen-
tation, staff members should be encouraged to
take an idea for improving patient safety in their
own work area and develop it to completion. 

Issues that have a larger area of impact need to
be reviewed jointly by management and the work
teams. This builds a bond of trust between staff
members and management and employees. 

Do department meetings operate on the princi-
pals of continuous quality improvement? All peo-
ple present at the meeting must have an equal
voice. The manager that participates has no more
clout than the staff person. This attitude can sig-
nificantly improve staff morale and the effective-
ness of process improvements. 

Patient safety awareness campaigns can help
to change the organization’s culture. During the
campaign, ask employees to report real or possi-
ble near-miss patient incidents. Sponsor some
“What if?” round-table discussions that focus on
hypothetical near-miss situations and how to pre-
vent similar incidents in your organization. 

Such campaigns can be very successful in terms
of safety improvements and culture change. First,
making people aware of potential patient safety
hazards reduces the likelihood of an incident hap-
pening. Second, employees become more willing
to talk to each other about unsafe situations. 

Create a safe communication network

Identify the hospital’s quality or risk manage-
ment department as the hub of the patient safety
communication network. Let staff members
know that the purpose of this network is to share
patient safety improvement successes and fail-
ures among departments. 

People working in the quality or risk manage-
ment department should be given the authority to
act on patient safety problems, and everyone in
the hospital should be aware of this authority. Staff
must be able to directly contact this department
when issues come up regarding patient safety.

Employees are more willing to bring unsafe acts 
or circumstances to the attention of management
when they are treated in a friendly, nonthreatening
manner. 

Trust is essential for effective communication.
You cannot expect people to report undesirable
patient incidents unless they trust you to use the
information for process improvement purposes
only. 

Earning trust step by step

Trust evolves in steps; it is not something that
comes all at once. It is vitally important for every-
one in the organization to understand that man-
agement and staff members all have the same
goals when it comes to patient safety. 

A safety culture revolution is needed in health
care organizations. All employees must feel they
are equal partners in safety improvement efforts.
There can be no boss-subordinate or us-them
relationship. Each staff member has unique skills
to bring to the organization’s goal of providing
high quality, safe patient care. 

A grass-roots patient safety improvement initia-
tive can have positive results. The punitive aspects
of mistakes are de-emphasized and replaced by a
positive, lessons-learned approach.  ■

GOLD standard 
for COPD released

The National Heart, Lung and Blood Institute
(NHLBI) in Bethesda, MD, and the World

Health Organization (WHO) in Geneva recently
released new international guidelines for the
diagnosis, management, and prevention of
chronic obstructive pulmonary disease (COPD).

The guidelines were a cooperative effort called
the Global Initiative for Chronic Obstructive Lung
Disease (GOLD), commonly referred to as the
GOLD Guidelines. Among other recommenda-
tions, the guidelines emphasize the use of bron-
chodilators for symptom management in COPD.
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Those guidelines state:
• Inhaled bronchodilator maintenance ther-

apy has been shown to improve health status
significantly.

• Long-acting bronchodilators are more conve-
nient than alterative treatments.

“The guidelines represent the latest thinking
about COPD management and contain important
information for both physicians and patients,”
notes Stephen Rennard, MD, professor of medi-
cine at the University of Nebraska Medical
Centerin Omaha and a member of the expert
panel that helped developed the guidelines. 

“There is clearly a need for better education
about this disease and the best ways to manage 
it. My hope is that the guidelines will help raise
awareness and improve the quality of care, and
the quality of life, for people living with COPD,”
he says.

More information on the guidelines is available
on www.goldcopd.com.  ▼

Pfizer partners to market
COPD treatment

Boehringer Ingelheim in Ingelheim, Germany
and Pfizer in New York City recently

announced they have entered into a long-term
agreement to jointly market Spiriva (tiotropium),
a novel, once-a-day inhaled treatment for chronic
obstructive pulmonary disease (COPD).

Spiriva would be the first once daily inhaled
bronchodilator treatment for COPD. Data from
clinical trials in more than 3,000 patients have
shown that Spiriva provides sustained bronchodi-
lation with significant symptomatic improvement
in shortness of breath. In addition, clinical trial
data indicate the Spiriva reduced exacerbations of
COPD resulting in fewer hospitalizations.  ▼

Beta blocker reduces risk
of second heart attack

Long-term treatment with the beta-blocking
agent carvedilol following a heart attack

reduces the risk of patients having a second heart
attack by 41% and their risk of dying by 23%,
according to Scottish researchers.

The study enrolled more than 1,900 patients
and was conducted in more than 160 sites in 17
countries. Patients were randomized to receive
either long-term treatment with carvedilol or
placebo following a proven acute myocardial
infraction and a left ventricular ejection fraction
of less than or equal to 40%. All patients in the
trial were receiving ACE inhibitors. Patients were
followed for a mean of 15 months.

Treatment with carvedilol was shown to reduce
the risk of death for any reason from 15% to 12%.
This represents a 23% relative reduction in mortal-
ity and was associated with a 41% reduction in
risk of recurrent nonfatal heart attack, and a 29%
reduction in the risk of all cause mortality or non-
fatal heart attack.  ■
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the experts about the latest changes, proven tips, and strate-
gies for making sure your department and your facility are in
total compliance.

EDUCATE YOUR ENTIRE STAFF AT ONE LOW COST!
$199 for AHC subscribers

The first 20 participants can earn 1 nursing contact hour
— absolutely FREE! A processing fee of $5 will be charged
for each participant after the first 20 receiving receiving CE.

* After 5/22, entire series purchasers will receive the
tape and all session material from Teleconference I.

Be one of the first 50 people to register and receive
the Hospital Compliance Manual — absolutely
FREE (a $249 value)!! This book is the most complete
source of information available to guide you and your organi-
zation in building an effective compliance program.

THE NEW JCAHO PROCESS:
Are You Ready?

A teleconference series ensuring that you are in these vital areas:

From the publisher of: Hospital Infection Control, Hospital Employee
Health, Hospital Peer Review, ED Management, and Same-Day Surgery

Register for all three teleconferences and save up to $100!

CALL (800) 688-2421 or (404) 262-5476
TO REGISTER TODAY!

TCJF01 83250

Fees for one teleconference:
$199 for AHC subscribers
$249 for nonsubscribers

Fees for entire series:*
$545 for AHC subscribers
$645 for nonsubscribers

ACCREDITATION STATEMENT
American Health Consultants is accredited as a provider of continuing
education in nursing by the American Nurses Credentialing Center's
Commission on Accreditation.  Provider approved by the California
Board of Registered Nursing, Provider Number CEP 10864, for
approximately 1 contact hour.

Teleconference I: Infection Control
Tuesday, May 22, 2001 at 2:30 p.m. EST

Presented by JCAHO Experts:
Ona G. Baker Montgomery, RN, BSN, MSHA, CIC and

Patrice Spath, RHIT

Teleconference II: The Emergency Department
Tuesday, June 26, 2001 at 2:30 p.m. EST

Presented by JCAHO Experts:
Kathryn Wharton Ross, RN, MS, CNAA, BC and

Patrice Spath, RHIT

Teleconference III: Outpatient Surgery
Tuesday, July 24, 2001 at 2:30 p.m. EST

Presented by JCAHO Experts:
Ann Kobs, RN, MS and Patrice Spath, RHIT



Confidential Salary Survey
This confidential salary survey is being conducted to gather information for a special report later in the year. Watch in coming

months for your issue detailing the results of this salary survey and the overall state of employment in your field.
Instructions: Circle the appropriate answer directly on this form. Please answer each question as accurately as possible. If you

are unsure of how to answer any question, use your best judgment. Your responses will be held strictly confidential. Do not put
your name or any other identifying information on this survey form.

1. What is your current title? 
A. QI manager D. outcomes management director G. medical director
B. QI director E. VP of quality assurance H. other _______________
C. data coordinator/specialist F. nurse clinician

2. Please indicate your highest degree.
A. some college C. bachelor’s degree E. master’s degree G. other _______________
B. associate or 2-year D. some graduate work F. doctorate

3. How many people do you supervise, directly or indirectly? (For example, if you supervise two people and they each supervise
10 people, you indirectly supervise 22 people.) If you do not supervise others, skip this question.
A. 1-3 C. 7-10 E. 16-20 G. 41-60 I. 81-100
B. 4-6 D. 11-15 F. 21-40 H. 61-80 J. 101 or more

4 Including your past and present employers, how long have you worked in positions with the same or similar responsibilities as
your current position(s)?
A. less than 1 year C. 4 to 6 years E. 10 to 12 years G. 16 to 18 years I. 22 to 24 years
B. 1 to 3 years D. 7 to 9 years F. 13 to 15 years H. 19 to 21 years J. 25 or more years

5. Including your present and past employers, how long have you worked in the health care field?
A. less than 1 year C. 4 to 6 years E. 10 to 12 years G. 16 to 18 years I. 22 to 24 years
B. 1 to 3 years D. 7 to 9 years F. 13 to 15 years H. 19 to 21 years J. 25 or more years

6. What is your age?
A. 20 to 25 C. 31 to 35 E. 41 to 45 G. 51 to 55 I. 61 to 65
B. 26 to 30 D. 36 to 40 F. 46 to 50 H. 56 to 60 J. 66 or older

7. What is your sex? A. male B. female

8. What is your annual gross income from your primary health care position. Please exclude additional income from teaching,
consulting, bonuses, etc. To answer this question, circle the correct salary.

A. less than $20,000 H. $50,000 to $54,999 O. $85,000 to $89,999 V. $120,000 to $124,999
B. $20,000 to $24,999 I. $55,000 to $59,999 P. $90,000 to $94,999 W. $125,000 to $129,999
C. $25,000 to $29,999 J. $60,000 to $64,999 Q. $95,000 to $99,999 X. $130,000 or more
D. $30,000 to $34,999 K. $65,000 to $69,999 R. $100,000 to $104,999
E. $35,000 to $39,999 L. $70,000 to $74,999 S. $105,000 to $109,999
F. $40,000 to $44,999 M. $75,000 to $79,999 T. $110,000 to $114,999
G. $45,000 to $49,999 N. $80,000 to $84,999 U. $115,000 to $119,999

9. If you or your company charges clients by the hour, please indicate the hourly amount. If you do not charge by the hour, please
mark answer I.
A. less than $30 C. $51 to $70 E. $91 to $110 G. $131 to $150 I. do not charge by the hour
B. $31 to $50 D. $71 to $90 F. $111 to $130 H. $151 or more
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10. On average, how many hours a week do you actually work? (Regular hours plus overtime, regardless of whether you’re paid extra.)
A. less than 20 hrs/week C. 31 to 40 E. 46 to 50 G. 56 to 60 I. more than 65 hrs/week
B. 20 to 30 D. 41 to 45 F. 51 to 55 H. 61 to 65

11. In the past 12 months, how has your salary or income increased or decreased?
A. salary decreased C. 1% to 3% increase E. 7% to 10 % increase G. 16% to 20% increase
B. no change D. 4% to 6% increase F. 11% to 15% increase H. 21% or more increase

12. In the past 12 months, how has the number of employees in your company or department changed?
A. increased B. decreased C. no change

Please rate the following benefits according to how important they are in determining your job satisfaction. Use the following scale,
and be sure to mark the benefit’s importance only if your employer currently provides that benefit to you. If your employer does not
currently provide that benefit, or if your company has no benefits, mark 5.

Extremely Somewhat Benefit not Extremely Somewhat Benefit not 
important important provided important important provided 

13. medical coverage 1 2 3 4 5 20. pension plan 1 2 3 4 5
14. dental coverage 1 2 3 4 5 21. profit-sharing plan 1 2 3 4 5
15. eyecare coverage 1 2 3 4 5 22. annual or semi-annual bonus 1 2 3 4 5
16. life insurance 1 2 3 4 5 23. elder care 1 2 3 4 5
17. 401k or other plan 1 2 3 4 5 24. maternal/paternal leave 1 2 3 4 5
18. child care 1 2 3 4 5 25. some freedom to 1 2 3 4 5
19. tuition reimbursement 1 2 3 4 5 choose work schedule

(including CE credits) 26. exercise facilities or 1 2 3 4 5
health club membership

27. Over the last 12 months, has your contribution to the cost of your medical benefits increased, decreased, or stayed the same?
(Don’t include deductibles or copayments. If you don’t contribute to your medical plan or don’t receive medical benefits through
your job, please mark either D. or E.)
A. increased C. no change E. I don’t contribute to my plan
B. decreased D. I don’t receive medical benefits

28. Using the map provided here, please indicate where your employer is located.
A. region 1 C. region 3 E. region 5 G. other
B. region 2 D. region 4 F. Canada

29. Which of the following best describes the location of your work?
A. urban (within a large city) C. medium-sized community
B. suburban (in a community within a D. rural

metropolitan area dominated by large city) 

30. Which best describes the ownership or control of your employer?
A. college or university D. nonprofit (church-operated, 
B. federal government (VA, military, volunteer, etc.)

and federal agencies) E. for profit (individual, private practice,
C. state, county, or city government or corporation, etc.)

31. Which of the following best categorizes the work environment of your employer? Choose only one answer.
A. academic C. city or county health department E. college health service G. hospital
B. agency D. clinic F. consulting H. private practice

32. If you work in a hospital, what is its size? (If you don’t work in a hospital, please mark J.)
A. < 100 beds D. 301 to 400 beds G. 601 to 800 beds J. I don’t work in a hospital
B. 101 to 200 beds E. 401 to 500 beds H. 801 to 1,000 beds
C. 201 to 300 beds F. 501 to 600 beds I. > 1,000 beds

Deadline for responses: July 15, 2001

Thank you very much for your time. The results of the survey will be reported in an upcoming issue of the newsletter, along with
an analysis of the economic state of your field. Please return this form in the enclosed, postage-paid envelope as soon as possible.
If the envelope is not available, mail the form to: Salary Survey, American Health Consultants, P.O. Box 740058, Atlanta, GA
30374.
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