
Major review of JCAHO
requirements could 
bring welcome changes
Task force could throw out unnecessary standards 

The Oakbrook Terrace, IL-based Joint Commis-
sion on Accreditation of Healthcare Organiza-
tions has launched a sweeping review of its

hospital standards and requirements for demon-
strating compliance with standards. Observers say
this effort finally could make Joint Commission
requirements less burdensome and more realistic.

Some health care providers say this is the kind of
movement that everyone has wanted for so long,
an admission from the Joint Commission that many
of its standards are unnecessary or outdated, and
that even the valid ones are full of confusing and
misleading language. 

The more optimistic providers are hoping a new
task force will bring meaningful change, but the
pessimistic ones worry that the task force will be
just another bureaucratic exercise with little result.

The Joint Commission certainly seems to have
high hopes. Charles A. Mowell, executive vice
president of the Joint Commission, says an 18-
member task force will pinpoint which accredita-
tion standards are most relevant to the safety and
quality of patient care and target for elimination or
modification those standards that do not contribute
to good patient outcomes. 

In addition, the task force will identify “redun-
dant and overly burdensome” documentation
requirements with an eye toward streamlining
and identifying areas that need more attention,
Mowell says.
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The project is part of what the Joint Commission
calls a concerted effort to enhance the value and
effectiveness of its accreditation process. The ini-
tiative will identify opportunities to streamline
compliance activities for the nearly 5,000 accred-
ited hospitals, allowing the organizations to pur-
sue their efforts on improving patient care. The
Joint Commission plans to conduct similar reviews
for its seven other accreditation programs in the
near future.

“Accreditation is about performance that
directly impacts patient care and safety, not pro-
cess and paperwork,” Mowell says. “We want
Joint Commission accreditation to continue to
offer measurable benefits to hospitals and the
patients they serve. A thorough, comprehensive
assessment is crucial to ensure that Joint
Commission standards accurately reflect the
dynamic environment of health care today.”

Only a few recently established standards —
such as new requirements regarding pain man-
agement, patient safety, and restraint and seclu-
sion — are exempt from scrutiny. Mowell says
those standards already have been subject to 
the type of broad consensus-building efforts that
the Joint Commission now is seeking for older
requirements. 

In addition, standards relating directly to
Medicare Conditions of Participation (CoPs) for
hospitals will receive special consideration. While
the task force will identify potential additions,
deletions, or modifications to this subset of stan-
dards, Mowell says the Joint Commission recog-
nizes that these standards are the “law of the
land” and are required for Medicare deeming.
The task force’s ideas, however, may serve as the
basis for Joint Commission discussions with the
Health Care Financing Administration as changes
are considered to CoPs.

Even those standards that will not be reviewed
for substantive changes, such as the new pain
management standard, still will be reviewed for
procedural improvements, says Mark Crafton,
MPA, CPHU, director of state relations for the
Joint Commission. 

“Those standards are not going to be reviewed
in total because we feel like those more recent stan-
dards have already been through this intensive
review from our customers as part of their devel-
opment process,” he says. “But how they demon-
strate compliance — the paper and documentation
that has to come together to demonstrate com-
pliance — is on the table and can be discussed
through this group.”
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The task force was established in an effort to
make Joint Commission accreditation more valu-
able, Crafton says. “One component of the accredi-
tation’s value is the relevancy of the standards.
We’re also hearing from the field that the standards
are not clear, that you need to hire consultants just
to determine what the expectations are and what
material needs to be shown to the surveyor. So
we’ll be looking at the clarity of the standards any-
way to make the language and documents easier
for people in the field to understand.”

Crafton says the task force is only the latest
step in the Joint Commission’s efforts to improve
its standards. An internal group has been review-
ing the standards for months, but the task force 
is intended as a way to get input from the real
world users of the standards.

Led by Ken Shull, FACHE, president of the
South Carolina Hospital Association in West
Columbia, the task force will include quality
directors, medical records directors, nurses,
physicians, engineers, risk managers, and other
hospital leaders who have firsthand experience
with Joint Commission accreditation standards
and surveys. Furthermore, physician groups will
be enlisted to specifically review medical staff
standards. 

Shull says he welcomes the opportunity to
mold Joint Commission requirements in response
to the everyday pragmatic concerns of health care
providers. (See related story on how providers
are responding to the task force, at right.)

“Many hospitals are faced with limited finan-
cial revenues, a national staffing crisis, and an
ever-increasing burden of compliance demands
imposed by state and federal regulators, accredi-
tors, and managed care organizations,” he says.

The criteria that the task force will consider in
reviewing standards include:

• continuing relevance in promoting patient
safety or high-quality care;

• redundancy with other external quality
requirements;

• applicability of standards to hospital care;
• likelihood that compliance will be consis-

tently evaluated;
• extent to which compliance can actually be

measured;
• linkage to patient outcomes. 
The Joint Commission also will ask the task

force to identify common misconceptions and
misinformation regarding requirements for
demonstrating standards compliance. These falla-
cies often result in unnecessary costs for hospitals

in both staff time and resources, Mowell says.
In addition to the comprehensive standards

review, the Joint Commission in recent years has
made a number of significant changes intended
to enhance the evaluation of critical patient safety
and patient care functions and to achieve an
accreditation process that remains consultative
and centered on performance improvement,
Mowell says. 
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Some providers unsure if task
force will make a difference

The Joint Commission on Accreditation of
Healthcare Organizations’ task force for

reviewing its standards is expected to produce a
bounty of recommendations for improvements,
but not everyone is giddy about the possibility.
Though the task force is just now getting started
with its work, some health care providers already
are shrugging their shoulders and dismissing the
effort as a lot of bureaucratic lip service.

Ken Shull, FACHE, president of the South
Carolina Hospital Association in West Columbia
and chairman of the task force, tells Hospital Peer
Review that he already has heard providers take
a negative attitude. That is understandable to
some extent, he says. The Joint Commission’s
image among some as indifferent and detached
from reality was part of the reason the task force
was formed with people on the front lines who
actually have to comply with the standards. So
Shull says he is not surprised that people look at
the task force with skepticism, but he is confident
that they will be pleasantly surprised.

“I’m hearing two reactions from people. Some
are absolutely welcoming the task force, and there
also is some cynicism,” he says. “It’s not surprising
to hear people say they’ve had these standards for
years and nothing is going to change. We’ll just
have to show them that we’re serious about it.”

Shull says his work with the Joint Commission
administrators so far has convinced him that they
are sincere in wanting to improve the standards.
Still, he doesn’t fault providers for being skeptical
up to a point. Just give the task force a chance
before dismissing it entirely, he asks.

“People see the Joint Commission as a bureau-
cracy that can’t do anything right, and some peo-
ple are just cynical going into anything,” he says.
“Some people are just weaned on a pickle and
end up with a sour outlook on life. It may take a lot
longer to convince those folks, but I’m hoping we’ll
produce some changes that even they can’t argue
with.”  ■



A redesigned on-site survey process now
focuses more on individual-centered evaluations
and allows more time for observation in patient
care units. In addition, the Joint Commission is
conducting pilot testing of a proposed model to
assess staffing effectiveness and a more continu-
ous survey process.

In addition to the substance of the standards
themselves, such as the purpose of the standard
and what it requires of providers, the task force
also will look at how health care providers try to
comply. The investigation will address not only
what the Joint Commission expects and has spec-
ified for showing compliance, but what providers
have come to think is necessary to show compli-
ance. (For a summary of how the task force will
operate and when results might be expected, see
related story, at right.)

“We hope that the group will help us, at the
very least, streamline a lot of those standards
and documentation,” Crafton says. “We allow
people to show compliance in a number of ways,
and what happens a lot is that they pull together
reams and reams of paper and put them in a
binder on a table but then the surveyor makes
decisions based on only one or two sheets of
paper. A lot of wasted resource go into the
months and months of preparation for the sur-
vey because we haven’t clearly articulated how
to demonstrate compliance.”

Shull, the task force chairman, says that goal
may yield some of the most significant improve-
ments. Much of the burden that people associate
with Joint Commission surveys and compliance
efforts actually may be unnecessary, he says. The
Joint Commission has not made much effort in the
past to dissuade providers from doing too much
in showing compliance, and he says that has led
to a lot of ill will toward the Joint Commission,
even when a particular standard doesn’t require
so much work.

“There’s good reason to believe that a lot of
health care providers are doing a lot of things,
taking a lot of extra steps, that are not necessary to
comply with the standards,” Shull says. “Either
we heard some surveyor interpret it that way or
some quality professional interpreted it that way,
and now we have a whole set of things that we do
even if surveyors don’t really expect it. We hope
to identify those things and be able to say, ‘You
can just stop; it’s not necessary.’” 

The task force should find plenty that needs to
be changed, updated, or deleted entirely, Crafton
says. The task force will conduct the first major
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Task force will study 
every chapter in manual

The Joint Commission on Accreditation of
Healthcare Organizations’ task force will take

about a year to review every chapter of accredita-
tion standards, one by one. 

The first suggestions for change may come
much earlier, with one chapter’s recommenda-
tions released as the task force continues its work
on the next chapter. 

The task force is just at the very beginning of
its work, says Mark Crafton, MPA, CPHU, direc-
tor of state relations for the Joint Commission.
Each member of the task force just received
questionnaires with a dozen questions about the
first 36 standards in the manual. The first one to
be addressed is the chapter concerning patient
rights and organization ethics.

“The task force is asked to rate the standard on
whether it’s relevant, how it contributes to good
patient outcomes, how it contributes to patient
safety and quality, the clarity, and how compli-
ance can be consistently and effectively evalu-
ated,” he says. 

“We ask them to rate those issues on a 1 to 5
scale, and there also are some open-ended ques-
tions like, ‘How could you best demonstrate com-
pliance with the standard, and how does that
compare to what you’re currently doing?’”

According to Crafton, the task force probably
will take about eight weeks to review each chap-
ter. All the evaluations are expected to be com-
plete by June 2002, but the Joint Commission
also will be processing the task force recommen-
dations in the meantime. 

“We will summarize the recommendations and
have a meeting or conference call with the task
force to get a consensus on what things we need
to fix or change,” Crafton says. “The standards
department will go ahead and start making modifi-
cations [and] send those changes out to the field
and back through the Joint Commission structure.
So instead of waiting 12 months to see anything,
we’ll be able to send recommendations out to the
field concurrently.”

The task force members are charged with rep-
resenting health care providers in the field, so
there is not a mechanism for people to offer sug-
gestions on changing the standards or compliance
expectations. But any of the task force’s proposed
changes will appear on the Joint Commission’s
web site, Crafton says, and be distributed in other
ways to encourage feedback before final decisions
are made.  ■



review of Joint Commission standards since 1994,
and seven years is a long time in the rapidly
changing world of health care.

While it is too early to tell which particular
standards might be changed, Crafton says, there
is no doubt that the task force will yield many
suggestions for improvement.

“There has been a lot of change in health care
since 1994, and that includes some major changes
that affect these standards,” he says. “We want to
know if the standards in that manual are not rele-
vant any more. If there are standards that aren’t
truly improving patient care and quality, we need
to know about it, and those are the ones that are
going to be targeted for change. We do think that
this group of experts, the people on the front lines
preparing their organizations for surveys, will
find standards that are no longer applicable and
find easier ways to prepare for the survey.”  ■

Evidence-based measures
designed for diabetes care

For the first time, organizations representing
the perspectives of physicians, health plans,

hospitals, and other health care organizations
have cooperated in the development of a com-
mon set of evidence-based measures for evaluat-
ing performance in health care.

The document was prepared jointly by the
American Medical Association (AMA), the Joint
Commission on Accreditation of Healthcare Organ-
izations (JCAHO), and the National Committee for
Quality Assurance (NCQA). Representatives of
those groups say it establishes broadly applicable
measures for the management of adult diabetes. 

The three organizations began work to inte-
grate performance measure development in 1998
under the guidance of the Performance Measure-
ment Coordinating Council (PMCC). The council
was discontinued last year, but the three sponsors
agreed to continue their joint efforts to develop
condition-specific measurement sets.

The release of Coordinated Performance Measure-
ment for the Management of Adult Diabetes lays the
groundwork for testing a single-source approach
to measuring performance of care provided to
diabetes patients in multiple settings. Develop-
ment of the document was led by a diabetes
expert panel composed of clinical leaders and
advisors in diabetes care.

The AMA, JCAHO, and NCQA view their col-
laborative initiative as a model of the efficiency
that is achievable in the health care system.
Improved efficiency is one of the six major “aims
for improvement” proposed for the American
health care system in the recent Institute of
Medicine report, Crossing the Quality Chasm: A
New Health System for the 21st Century.

E. Ratcliffe Anderson Jr., MD, AMA executive
vice president, says the consensus document
underscores the continued commitment of the
AMA, JCAHO, and NCQA to speak with a com-
mon voice on critical public policy issues related
to quality and performance measurement. 

In a series of meetings held over the past sev-
eral months, senior executives of the partnering
organizations have agreed upon a streamlined
collaborative process and have begun to set joint
priorities for the next several years.

“By working from established clinical practice
guidelines for diabetes care and by identifying the
key data elements, this collaboration has produced
a model for performance measurement that is
firmly grounded in science and ready for imple-
mentation,” Anderson says. “The diabetes mea-
sures are the first in what we expect to be a series
of collaborative measurement sets on clinically
important topics. We also see this model as an
excellent example of the evidence-based approach
advocated by the National Quality Forum.”

The National Quality Forum was created in
1999 as the result of the recommendations of 
the President’s Advisory Commission on Con-
sumer Protection and Quality in the Health Care
Industry. A public-private partnership, the Forum
seeks to develop and implement a national strat-
egy for quality measurement and reporting in
health care, Anderson says. 

The AMA-JCAHO-NCQA collaboration has
positioned itself to be an important source of
standardized, empirically validated performance
measures for review and potential endorsement
by the Forum, he explains

Margaret E. O’Kane, NCQA president,  says the
next phase in the completion of work on the dia-
betes measures is a demonstration project designed
with the Maine Medical Assessment Foundation
(MMAF). A not-for-profit health services research
and quality improvement organization, MMAF
will use the diabetes measures in Maine as the
basis for testing the feasibility of “single data col-
lection,” the collection of data for use in both physi-
cian- and plan-level performance measurement
from a single source, such as physician offices. 
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“By working together, we are not only making
performance measurement more efficient, we are
also bringing measurement down to the level of
the system where doctors and patients can relate
to it and take advantage of it,” O’Kane says.

O’Kane says the partners’ commitment to col-
lecting data once, where feasible, and using it to
fill the multiple needs of the health care system
holds the potential for reducing duplicative and
expensive data collection activities. The single-
source approach is meant to ensure that physi-
cians, provider organizations, and managed care
plans receive consistent messages about the
important aspects of diabetes care and may, in
turn, improve the quality of that care.

Success in efforts to standardize measurement
also will enable the AMA, JCAHO, and NCQA to
remain responsive to the various needs of the
health care system. Physicians and many health
care organizations, for example, rely on measures
as an educational tool and to support quality
improvement efforts, but managed care plans
and a growing number of provider organizations
also rely on measures for external accountability
and comparative reporting. 

In a statement released with the announcement
of the task force, Dennis S. O’Leary, MD, presi-
dent of JCAHO, says the collaborative initiatives
have “great potential to moderate the costs and
data collection burden associated with perfor-
mance measurement. This approach should also
make good sense to purchasers, consumers, and
other users of performance data and information.”

To further ensure consistency in measuring
performance related to diabetes care, the Diabetes
Expert Panel and staff conferred with participants
in the Diabetes Quality Improvement Project
(DQIP). 

DQIP was formed in 1997, under the sponsor-
ship of the Health Care Financing Administra-
tion, as a coalition of the major stakeholders in
diabetes care. Organizations represented in this
coalition included:

• American Diabetes Association;
• Foundation for Accountability in Health

Care;
• NCQA;
• American Academy of Family Practice;
• American College of Physicians-American

Society of Internal Medicine;
• The Centers for Disease Control;
• Veterans Health Administration.
Barbara Fleming, MD, clinical advisor to

HCFA and member of the DQIP operations

group, says the congruence among the measures
developed by the Diabetes Expert Panel and
DQIP “tremendously enhances the usefulness of
the measures. Hopefully, we can continue to
work together to achieve broader implementation
of these evidence-based measures and ultimately
achieve our shared goal of improvement in the
quality of diabetes care.”

The adult diabetes performance measurement
set is the first in a series of consensus measurement
sets to be jointly issued by the AMA, JCAHO, and
NCQA. Consensus measures focusing on cardio-
vascular disease and pregnancy and neonatal care
are expected to follow within the next two years.

A copy of the Coordinated Performance Measure-
ment for the Management of Adult Diabetes can be
obtained on-line at www.ama-assn.org/ama/
pub/category/3798.html.  ■

Study’s focus on measuring
compliance, effectiveness

Anew program developed by Pricewaterhouse
Coopers and the University of California-Los

Angeles School of Public Health’s Department of
Health Sciences may make it possible for the first
time to measure the effectiveness of hospital-
based compliance programs.

Lori Richardson-Pelliccioni, JD, MPH, princi-
pal investigator in the project and a partner with
PricewaterhouseCoopers, says the goal of the two-
year study is to create the basis for initiating an
industry standard for effective compliance in
health care organizations. This project is the first
empirical research to identify best practices in
compliance programs and study their relation-
ships to effective compliance as defined by billing
accuracy and employee awareness of compliance
regulations, she adds. While compliance programs
have long been a mainstay in business and indus-
try, the practice is relatively new to health care.

“Generally, compliance programs have been in
hospitals for less than 10 years. Consequently,
few substantive benchmarks to measure effective-
ness have been established,” she says. As federal
and state governments, as well as accrediting
organizations, step up their surveillance of the
health care industry, hospital administrators and
board members alike are focusing on the risk
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“How do you identify patients who are most
at risk when all of your patients have

cancer?” That’s the question posed by Mary
Gilbert, BSN, CCM, oncology care coordinator at
the Regional Cancer Center in Waukesha, WI.

“There must be one or two triggers that will
identify someone as being at more risk,” Gilbert
says. “Many of the traditional identification sys-
tems we’re struggling with because everyone we
see has cancer.”

Another part of the challenge, she adds, is to
better define the facility’s more global care man-
agement. The Regional Cancer Center serves two
hospital campuses, one of which — a 275-bed
facility — has a dedicated oncology unit of 15
beds, four of which are designated for stem-cell
transplants. The other hospital, which has 130
beds, cares for oncology inpatients on a medical-
surgical unit. Both hospitals have outpatient
medical and radiation clinics for cancer patients. 

“We have about 900 to 1,000 new cancer cases
per year,” Gilbert notes.

The Regional Cancer Center currently has no
formal case management program, but it does
take a care management approach in selected
areas, Gilbert explains. For instance, a nurse prac-
titioner is dedicated to coordinating the care of
patients undergoing peripheral stem cell trans-
plant, leukemic/hematological patients, and
other clinically complex patients.

A coordinator at the Center for Breast Care navi-
gates women through the system from suspicious
mammogram through biopsy, initial treatment,
and supportive follow-up, she notes. Another 
professional supports men through the diagnosis
and treatment options for prostate cancer. Most

recently, Gilbert says, a palliative care coordinator
has been added. That coordinator identifies,
assesses, and supports patients for whom treat-
ment is not expected to result in a cure, she adds.
“We are still deciding how long and to what
degree [the palliative care coordinator] will follow
those patients.”

The nurse practitioner who works with the
stem cell transplant patients stays with them
throughout their care, Gilbert notes. The coordi-
nators who work with the patients who have
breast and prostate cancer, however, are involved
primarily in the diagnostic and early treatment
phase of care. After that, she adds, those patients’
care is overseen by Gilbert and the other oncol-
ogy care coordinator. “The biggest question
revolves around the majority of other patients —
how to identify who is at risk and/or who needs
case management, and to help patient and family
through different referral systems,” Gilbert says.

A few years ago, Gilbert began screening for
certain risk factors. Those included: an elderly
person with cancer who’s the caregiver for his or
her spouse; someone on multiple medications;
and someone with multiple comorbidities.

That quickly resulted in more referrals than she
could case-manage, Gilbert adds. “What’s evolved
is that I’m just putting out fires.” For example, she’s
called upon to act as a liaison when a person whose
cancer has recurred appears to be headed for a hos-
pice. Or she is asked to provide mental health sup-
port or counseling for a family that isn’t coping
well, or to investigate a reimbursement failure.

Gilbert and another care coordinator do all the
discharge planning on the inpatient unit and com-
municate with the outpatient clinic on patient care,

How to define risk factors among cancer patients



she says. “That piece won’t go away.” The ques-
tion is how to identify the minimum level of care
that all patients receive, and then to identify those
who need more, Gilbert adds.

“What we’d like to do is determine more
proactively who is at risk and needs more care
management, more intensity of service,” she says.
“We’d like to head off problems sooner.”

Another issue is determining how to divide the
work between Gilbert and the second oncology
care coordinator in a manner that best meets the
needs of all oncology patients, she notes.

She says the cancer center is interested in a sys-
tem where the nurse who works most closely with
the patient can do an initial assessment and
reassessment and, based on that, contact the other
members of the care team.

“We don’t want a system where every patient
is reviewed, because it’s not humanly possible,”
Gilbert adds. “I’m curious as to what other mod-
els people have tried and found workable.”

RESPONSE
(Editor’s note: Jackie Birmingham, RN, MS,

CMAC, is a veteran discharge planning and case man-
agement consultant who is vice president of clinical
design for Curaspan Inc., an application service
provider based in Needham, MA, that develops technol-
ogy for connectivity and information exchange between
health care providers. She was named “Case Manager of
the Year” for 2000 by the Little Rock, AR-based Case
Management Society of America. In the response below,
she offers suggestions for developing a case manage-
ment model at the Regional Cancer Center.)

Casefinding and screening are hallmarks of case
management, whatever the setting or patient diag-
nosis. In the situation described on p. 95, all the
patients have met one of the cardinal criteria: They
have cancer. However, further stratifying the crite-
ria into priority categories will be necessary.

One category for establishing a priority rank-
ing is to use a functional health pattern assess-
ment. Rather than looking at the diagnosis
specifically, looking at how the patient is func-
tioning should be helpful. Of particular impor-
tance is the patient’s ability to manage his or her
own self-care needs, nutrition and activity.

A very basic screening of activities of daily liv-
ing and instrumental activities of daily living will
give the case manager an idea of where support
is needed and what kind of support.

Looking at the way Gilbert described her role,
there are a few points that can be considered:

1. All patients need to be screened in some
manner. Her three screening criteria are good, but
she may want to look at the criteria in combination
with the functional assessment. Some patients are
amazing in that they may meet all three (elderly
and a caregiver, multiple medications, multiple co-
morbidities) and still be functional for a period of
time. One cancer center uses a paper and pencil
self-assessment tool when a patient is admitted to
service. It is similar to other nursing-based assess-
ment tools in that it gives a baseline of all the sys-
tems from skin to gastrointestinal, but it provides a
more holistic approach. Anyone who admits the
patient to the center can complete the form, and
there are specific triggers for a referral. 

2. Collaboration with all professional staff
available to the patient needs to be developed. It
appears that there are various health professionals
whose roles are to provide a level of service to can-
cer patients. A clear delineation of role functions
and where they are performed will be helpful, not
only to Gilbert, but to the other professional staff.
Some examples of partnerships are: 

• Gilbert mentions that she is asked to provide
mental health support or counseling for a family
that isn’t coping. This is more appropriately done
by a social worker or a clinical nurse specialist.

• The oncology care coordinators also act as
liaisons with the hospice service. This may be
another instance where someone in a different
area can support Gilbert’s efforts. Nurses or social
workers from a hospice may welcome the chance
to provide coordination for their patients while
they are hospitalized. The clinic staff will wel-
come the opportunity to get consistent feedback
from the hospice on the status of their patients.

• They also are asked to do discharge planning
for inpatients in the unit with 15 beds. It is impor-
tant that the case manager work with the nurses
and/or social workers assigned to that unit since
they will probably be the ones seeing the patient’s
family and coordinating care between more than
one physician, both while the patient is hospital-
ized and when he or she returns home.

• They do case management for two clinic set-
tings and one hospital unit. There needs to be
some method of coverage for these distinct units
that will eliminate the need for frequent travel,
which equates to lost time. 

Maria Hill, RN, MS, senior consultant with 
The Center for Case Management in South Natick,
MA, suggests that the assignment be divided, with
one person assigned to discharge planning for
inpatients and the other to the clinics. Depending
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on the volume of patients in each unit, this is a
consideration. 

One recommendation for enhancing the 
collaborative model of case management is to
develop an interdisciplinary care team. In some
areas, weekly interdisciplinary meetings are
held to discuss patients’ progress. Members of
this type of team ideally include a hospice
nurse, clinic nurse, dietitian, social worker, pas-
toral service representative, and a physician.

The staff from the care center, including the clin-
ical nurse specialists for the breast and prostate
cancer patients, the stem cell coordinator, and the
palliative care team coordinator should regularly
attend these meetings. Sometimes therapists —
physical, occupational, and speech — also attend
the meetings. For centers that treat children, a liai-
son from the school system also might be asked to
attend. 

These meetings should be held weekly, with a
rotating chairperson, and minutes. The chairperson
would be responsible for the agenda and for keep-
ing the meetings short and to the point. If there is 
a patient who is in crisis, the primary caregiver
should call a separate patient care conference. 

My suggestion is that the care coordinators 
for breast and prostate cancer follow their own
patients through the course of treatment, because
the patient and the family need continuity of
providers. Gilbert should act as consultant to
these care coordinators as they take on the com-
plete role of following the patient through the
episode of illness. The functioning of the person
who does the stem cell coordination can be the
model for care coordination.

3. Communicating with external sources is
another focus of case management. 

• Contacting payers for payment questions
(utilization review).

• Contacting referral sources, community
agencies, transportation services.

• Working with families to determine the
needs of the patient at home.

• Keeping the flow of information going
between the inpatient and outpatient service.
(The case manager may be the only person who
knows the patient’s story.)

• Assuring all the legal duties regarding dis-
charge planning are followed, all the ethical duties
of patient choice are followed, and all standards of
practice are met requires a great deal of work. 

Gilbert needs a stronger network of collabora-
tors inside and outside the organization. A look 
at the job from the perspective of a collaborative

framework probably will give a clue as to ways to
manage such a significant list of duties and respon-
sibilities. Looking at the numbers of patients and
the numbers of points of contact also will provide
data for determining what needs to change.

The question Gilbert asks is a good one, and it is
not unique. Outpatient centers all over the country
are struggling with ways to care for patients in the
new health care environment. The change in reim-
bursement to outpatient centers as a result of the
ambulatory payment classifications, the incentives
to decrease lengths of stay, and the desire of the
patient and family to be at home during a critical
time all add up to more pressure to manage care
more efficiently. There are many like Gilbert who
are struggling to do a good job in very restrictive
environments.

[For more information, contact:
• Jackie Birmingham at (860) 668-7575 or by e-mail

at jbirmingham@curaspan.com.] ■

‘Payer specialists’ 
save nurses time
New UR requirement sparks innovative solution

When Birmingham’s Montclair and Princeton
Baptist Medical Centers — along with other

Alabama hospitals — had the utilization review
(UR) function delegated to them by Blue Cross
and Blue Shield of Alabama, one of the stipula-
tions was that nurses must perform the review.

“We certify or noncertify admissions based on
Blue Cross/Blue Shield criteria, and Blue Cross
conducts a quarterly audit to verify our UR activ-
ity,” explains Laurie Gautney, RN, MSN, CMAC,
director of case management. That meant that a
few employees who were certified in health infor-
mation management and had been performing
the UR function for years could no longer serve in
that capacity, she says. “They were great review-
ers, but Blue Cross mandated that nurses perform
UR after a certain date.”

One of the recommendations of a consultant
hired by the hospitals to do an assessment of pro-
ductivity and jobs was to delegate certain func-
tions that do not require specific certification, she
says. The hospitals followed this suggestion and,
as a result, the registered nurse UR coordinator
can spend more time doing functions that require
her skills and licensure, Gautney notes.
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The hospital administration devised a plan that
makes use of the former reviewers’ skills and
enables the nurse case managers to perform their
duties more efficiently, she adds.

Now known as “payer specialists,” the employ-
ees make calls to insurance companies to get the
necessary approval for patient stays, freeing up
the case managers to do more direct patient care,
Gautney notes. The nurses all have caseloads of
between 35 and 40 patients each, she adds, and
while not all cases require insurance intervention,
most do.

It works as follows, Gautney says: For every
patient who is admitted, a face sheet is printed and
sent to the payer specialists, who are equipped
with headsets and personal computers. “They look
at [the face sheet] and say, ‘This is XYZ insurance,
and I know we need to get a review in,’ so they
contact the case manager, who performs the review
and sends it back via e-mail,” she explains. “The
payer specialist will call the insurance company, let
it know what’s going on, and receive certification
for, say, three days.”

Keeping in touch

If, for some reason, the payer specialist needs
additional information while on the telephone with
the insurer, she will e-mail or page the case man-
ager, Gautney notes. “We use a lot of technology.
All my case managers have alpha pagers, which
means not only the phone number, but the mes-
sage comes across. The payer specialist can page a
case manager and ask, ‘What is the patient’s tem-
perature today?’”

These employees — there are 3.5 full-time
equivalents — are stationed in a room in one
location that serves three hospitals, she says.
“They all have access to the same computer sys-
tems, and we send things to one group e-mail.
They all get the information, so we don’t have to
worry if one is off that day.”

“Everything is dependent on the payer con-
tract,” Gautney points out, and “another benefit
to these [payer specialists] is that they’re familiar
with all that. It keeps us out of the precert denial
range.”

Before this system was put in place in early
1999, she says, the case managers would have to
determine which patients they needed to review,
go and review those cases, and then call the insur-
ance company to get certified days. “They would
have to wait on hold, or leave a message and [the
insurance company] would call back and miss

them. It took a long time just to do one review.”
Another plus to having someone who sits by a

telephone, she says, is that the insurance com-
pany likes it. The payer specialist can call United,
for example, with all 20 of its cases, rather than
handle them separately, Gautney notes.

“It’s really been a good thing,” she says. “Once
in a while, the case managers may have to make a
call themselves — maybe because they’re work-
ing at an odd hour — and they just hate it. They
really appreciate what the payer specialists do.
It’s so time-consuming and mundane.”

Because the reviews typically come in about
midday, the payer specialists have time to do
some precert troubleshooting in the morning,
Gautney says. 

“We were having some difficulty ensuring that
we had the right precert number for patients who
are scheduled for surgery, magnetic resonance
imaging, or outpatient testing,” she notes. “The
patients would come in, the admitting people
wouldn’t stop them — because it’s not really up to
them — and they would have the procedure. Then
the insurance company would say, ‘We don’t have
the precert number,’ and wouldn’t pay us.”

What some people don’t realize, Gautney says,
is that an insurance company may have autho-
rized a patient’s surgery for one date, but if that
date is changed, the authorization is no longer
valid. “Or maybe a vaginal hysterectomy is certi-
fied, but then the physician does an abdominal
hysterectomy and is not precerted for that.”

What happens now is that the payer specialists
get a list of patients scheduled for elective admis-
sion or outpatient testing, and call their physi-
cians to make sure a precert number has been
obtained, Gautney says. This is typically done
about 48 hours in advance of the scheduled pro-
cedure, she notes, to make sure that patients
don’t show up for surgery and discover there is
no precert number. 

“If by noon today, they don’t have a precert
number for a procedure that is tomorrow at 6,
[the payer specialists] contact the physician’s
office and try to put it back in their lap,” Gautney
says. “They don’t want their patient angry, so
they either get the number or they reschedule.
Usually they just get the number.”

When there is a problem with the precert, she
points out, “the physician’s office doesn’t usually
lose the money — the hospital is out the length of
stay.” Thanks to the payer specialists, Gautney
adds, “we haven’t had any [of those losses] in the
past two years.”  ■
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management role that measuring compliance
effectiveness plays, Richardson-Pelliccioni says. 

Stuart O. Schweitzer, MD, professor of health
services at UCLA and former researcher for the
National Institutes of Health and the Health Care
Financing Administration, says the project should
result in more sophisticated ways to measure the
effectiveness of a compliance program. 

Health care fraud could be in the billions

“Until now, the instruments for detecting fraud
in health care have been very crude and not very
effective,” he says. “The U.S. General Accounting
Office [GAO] estimates that about 10% of all health
care expenditures in the U.S. are lost to fraud. So if
the GAO is close to being correct, the loss is in the
neighborhood of $85 billion per year.”

One of the approaches to countering fraud has
been a model compliance program developed by
the U.S. Department of Justice for use in sentenc-
ing determinations, Schweitzer says. There are
two problems with this model, he says. First, it 
is vague, and second, the model is thoroughly
untested. “There is no evidence that health care
organizations that have a compliance program con-
sistent with Justice Department guidelines are any
less likely to have fraudulent billings than an orga-
nization that has no such compliance program in
place,” he says. “If this study is successful in identi-
fying characteristics of effective compliance then,
without a doubt, this PricewaterhouseCoopers/
UCLA model will become a useful tool both for
institutions that endeavor to reduce fraud and for
the Justice Department to better determine criteria
for prosecuting and sentencing.”

The Federal Sentencing Guidelines identify
these seven areas that should be included in a
comprehensive compliance program: 

• compliance standards and procedures;
• oversight responsibilities;
• delegation of authority;
• training and education;
• monitoring and auditing;
• enforcement and discipline;
• response and prevention.
In accordance with standard research protocol,

the study began with a literature review of 18,381
current articles relating to compliance programs,
corporate compliance effectiveness, corporate
integrity agreements, and federal sentencing
guidelines. This literature review included such

industries as health care, banking, defense, insur-
ance, and environmental services. The review
yielded 593 compliance principles that two expert
panels then developed into 137 indicators of
effectiveness. 

Next, four data-collection instruments were 
created: the Indicator Questionnaire, the Employee
Awareness Questionnaire, the Physician Awareness
Questionnaire, and the Billing Accuracy Review
database, which looked at both coding and billing
accuracy. 

The Indicator Questionnaire assessed the exis-
tence of defined attributes of compliance and 
processes regarding the seven elements. It was
administered via face-to-face interviews with up
to seven senior management representatives at
each of the randomly selected subject hospitals.
The representatives included the CEO, general
counsel, member of the board of directors, com-
pliance officer, director of human resources, audit
manager, and department head. 

The self-administered Employee and Physician
Awareness Questionnaires assessed the level of
employee and physician knowledge about their
health care organization’s compliance program
and the level of their substantive knowledge
about compliance. The 50-member pool of
respondents included 25 from clinical and admin-
istrative departments and 25 physicians. 

Using the Billing Accuracy Review database,
coders conducted a retrospective billing review of
100 inpatient and 100 outpatient claims for selected
Medicare and Medicaid services rendered between
March 1999 and February 2000. Inpatient billing
included a random sample of admissions. The out-
patient billing review addressed encounters in one
of the following areas: covered ambulatory surgery,
emergency, outpatient ancillary, observation, and
clinic visits. Both types of visits were evaluated for
coding appropriateness and claims accuracy. 

The study subjects were chosen randomly from
general medicine and surgery hospitals listed in
the 1999 American Hospital Association Directory,
Richardson-Pelliccioni says. The 30-subject sample
was stratified according to small hospitals of 50 to
99 beds, medium hospitals with 100 to 249 beds,
and large hospitals with 250 or more beds.
Medium-sized hospitals made up 43.5% of the
study, followed by 28.6% in the large range and
27.9% in the small category. 

With the first empirical study of compliance
effectiveness in hospitals being finalized, she 
says, the next step is to seek industry adoption of
Compliance Effectiveness Standards, as well as
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endorsement by at least two federal governing
bodies. Both the Department of Health and Human
Services and the U.S. Sentencing Commission will
be invited to participate in discussions that seek to
establish a minimum standard for effective compli-
ance in health care organizations. 

Health care industry input in this process will
be achieved through the Health Care Compliance
Association, an organization begun in 1997 to
champion ethical practices and compliance stan-
dards in the health care community and to pro-
vide resources for compliance officers and others
who share its principles. 

“Unanswered questions about effective com-
pliance remain,” Richardson-Pelliccioni says.  ■

Medicare computer
records can be hacked

The financial data and patient records of 39
million Medicare beneficiaries stored on com-

puters throughout the nation’s health care facili-
ties are not secure, according to security experts
who testified recently before Congress.

The records are vulnerable both to outside
computer hackers and unscrupulous workers
with access, the security experts said. They told 
a House investigative subcommittee that the
Health Care Financing Administration (HCFA)
should exert more control over private contrac-
tors who run the agency’s computer networks
linking providers and insurers with HCFA’s
headquarters in Baltimore.

HCFA recently improved some computer secu-
rity measures, but Joseph E. Vengrin, assistant
inspector general for audits at HCFA, says there
still is a lot of room for improvement. In particular,
HCFA cannot guarantee the security of passwords
among employees with access to sensitive medical
and payment information, he says. HCFA contracts
with private companies such as IBM and AT&T to
administer its nationwide computer network. 

“We remain concerned that inadequate internal
controls over Medicare operations leave the pro-
gram vulnerable to loss of funds, unauthorized
access to and disclosure of sensitive medical infor-
mation, malicious changes that could interrupt
data processing or destroy data files,” he says.

Vengrin’s office issued a report showing that
computer programmers working on the system

had access to payment records and medical infor-
mation — information they did not need and
should have been barred from accessing. Another
investigation performed by a private security
firm showed that hackers could access HCFA’s
network through the agency’s site on the Internet.

The good news is that the risk seems theoreti-
cal, so far. Neither the agency nor its contractors
has ever had an outside break-in that threatened
the security of sensitive information, says Jared
Adair, HCFA’s deputy chief information officer. 

HCFA recently doubled to 60 the number of
people dedicated to computer security, and the
agency has asked Congress for $30 million to
improve security, Adair says.  ■

JCAHO issues warning 
on kernicterus danger

The Joint Commission on Accreditation of
Healthcare Organizations is warning health

care providers that a devastating, yet almost
always preventable condition can threaten other-
wise healthy newborns and could be considered
a sentinel event.

The Joint Commission’s alert cautions hospitals
that while jaundice is common and usually not
life-threatening in newborns, severe cases of jaun-
dice put babies at risk for kernicterus, the medical
term for brain damage caused by dangerous lev-
els of bilirubin in the bloodstream. Bilirubin,
which causes jaundice, is a naturally occurring
by-product of decomposing red blood cells. 

According to the alert issued recently, Joint
Commission surveyors will address the issue
during on-site surveys, asking accredited hospi-
tals how they are protecting newborns from ker-
nicterus. The Joint Commission’s warning about
kernicterus is the latest in a series of patient
safety alerts. Previous alerts have focused on
medication mix-ups, patient suicides, and fatal
falls among the elderly.

Medical experts have recently seen a re-emer-
gence of this condition. Babies who survive usually
suffer from a severe form of cerebral palsy, as well
as hearing loss, upward gaze paralysis, and teeth
malformations, says Sue Sheridan, spokeswoman
for the advocacy and support group P.I.C.K.
(Parents of Infants and Children with Kernicterus).
She is the mother of a six-year-old who suffers
from the condition. “This is probably happening

100 HOSPITAL PEER REVIEW ® / July 2001



July 2001 / HOSPITAL PEER REVIEW ® 101

more than clinicians know about. My family knows
firsthand the tragic and profound consequences of
kernicterus. It has challenged our lives emotionally,
physically, and financially.” 

The Joint Commission’s Sentinel Event Alert
warns that when high levels of bilirubin go
unrecognized, babies may suffer the debilitating
and potentially fatal consequences of kernicterus.
Jeffrey Maisels, MD, chairman of the American
Academy of Pediatrics’ subcommittee on neona-
tal hyperbilirubinemia and pediatrics chairman at
William Beaumont Hospital in Royal Oak, MI,
says monitoring can detect the problem before it
is too late. “To make sure that we do not miss
these rare newborns, we need to follow and mea-
sure serum bilirubin levels on many newborns
who will probably never go on to develop severe
hyperbilirubinemia.”

Maisels says a combination of the following
factors may put a newborn at risk for hyperbiliru-
binemia: jaundice appearing in the first 24 hours
after birth, babies born three to five weeks early,
inadequate nutrition and hydration resulting

from insufficient breast-feeding, bruising which
leads to an increase in bilirubin, siblings with sig-
nificant jaundice, and being of Asian, African-
American, or Mediterranean descent.

To protect babies from the condition, the Joint
Commission alert draws attention to the evi-
dence-based guidelines already issued by the
American Academy of Pediatrics and recent rec-
ommendations from P.I.C.K. and its medical advi-
sors for identifying at-risk newborns, diagnosing
kernicterus, and treating the condition. The
guidelines and recommendations call for hospi-
tals to take these steps:

• Evaluate all cases of jaundice appearing in
the first 24 hours.

• Create detailed treatment strategies for spe-
cific levels of bilirubin.

• Provide medical follow-up for newborns
within 24 to 48 hours after discharge.

• Educate parents about jaundice and its
potential risk.

• Provide proper equipment to detect and treat
the condition.  ■

Hone your project 
management skills
Patrice Spath, RHIT
Brown-Spath Associates
Forest Grove, OR

You’ve just been asked to chair a task group
responsible for revising the pain management

protocols used in your hospital. People from vari-
ous departments and disciplines have been
appointed to the task group. The first meeting is
in two weeks. As leader of this group, what can
you do to make certain the project stays on track
and on target? 

Effective project management skills are an
important part of the quality manager’s reper-
toire of abilities. Whether you are chairing an
interdisciplinary task group or overseeing a
short-term project within the quality department,
good planning and follow-through are critical.
The uniqueness of projects varies greatly from

one of a kind (never been done before) to fairly
routine (similar to the last project). Many of the
projects that involve quality managers fall into
the routine end of the spectrum — variations on a
common theme. What is also true of most quality
improvement projects is that the people involved
are not dedicated to the project full-time. People
resources are in limited supply. That’s why it is so
important that the time spent by the leader and
the team members be used productively.

Prior to the start of any project, pre-work is
needed to assure that everything is in place before
the project starts. Project planning and execution
is the next phase. Upon completion of the project,
evaluations are needed to determine success. The
first phase of project management, pre-work, is

THE
QUALITY - CO$T

CONNECTION

Project Risk Assessment
What could cause this project to fail?

1. Financial Risks: _______________________

2. Technology Risks: _____________________

3. Legal/Regulatory 
Risks: _______________________________

4. Safety Risks:__________________________



described in this article. The next two phases will
be covered in upcoming issues.

Prior to the start of the project, it is important
to have a clear understanding of the problem or
opportunity to be addressed. In some instances,
the reason for doing the project will be very clear,
and you won’t need to spend much time defining
the purpose. In many cases, however, the goal of
the project is not clear. For example, there may be
several reasons why a hospital’s pain manage-
ment protocols need to be revised. The protocols
may be inconsistent with current practice guide-
lines. Patients may be complaining about inade-
quate pain control. The physicians and nursing
staff may find the protocols cumbersome. Good
project managers always have a goal in front of
themselves and the team. Changes in require-
ments or resources may shift the goal, but the
current activities of the project always must be
aimed at achieving the goal.

A simple way to identify the goal of a project is
to use the “as is” and “to be” technique. Creating
an objective statement of the current situation
and the desired outcomes does this. Don’t clutter
the statements up with a lot of “whys” and
“hows.” For example, the “as is” statement,
“During the last six months of 2000, more than
50% of patients undergoing elective surgery
reported that their pain was not adequately con-
trolled postoperatively,” simply states an observ-
able fact. There is no implication of why patients
rate pain control as inadequate or what should be
done about it. The solution or “to be” statement
follows the same pattern. 

In most cases, the solution statement is simply a
rewording of the problem statement with a focus
on the desired future situation: “In six months,
more than 80% of patients undergoing elective
surgery will report adequate control of postopera-
tive pain.” The solution statement does not imply
how this goal will be achieved. It simply states the
goals in measurable terms. Achieving this goal is
the charge to the project team. It is far better to
give the team a specific problem to be solved
rather than a predefined solution. Revising the
pain management protocols may not be the best
solution. Let the project team determine the best
way to improve postoperative pain control; other-
wise you may end up with new protocols that
don’t put an end to patient dissatisfaction.

The goal should be so clear that anyone read-
ing it would understand what the project would
deliver. By making the project goal explicit, the
people who control the resources you need to get

the job done will be more supportive. Advice and
assistance may be needed from senior leaders
and medical staff members. If you want people to
be an advocate for your project, it’s important for
them to understand the project goal. 

Project goals also should be realistic. Realistic
is not a synonym for “easy.” Realistic means
“appropriate” in terms of something the organi-
zation should be involved in. Senior leaders gen-
erally determine the appropriateness of quality
improvement projects during the annual quality
planning process. Improving the management of
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For your convenience, HPR will be printing CE questions
in each issue, beginning this month. Subscribers will
receive a complete test and Scantron sheet in the
December 2001 issue.

1. Define the number of members appointed by the
Joint Commission on Accreditation of Healthcare
Organizations to serve on its task force to stream-
line standards.
A. 16
B. 18
C. 20
D. 22

2. List the last year, before 2001, that a major review
of Joint Commission standards was conducted.
A. 1994
B. 1995
C. 1996
D. 1997

3. Which of the following organizations did not partici-
pate in the development of a common set of evi-
dence-based measures for evaluating performance
in diabetes care?
A. Joint Commission on Accreditation of 

Healthcare Organizations
B. American Medical Association
C. Health Care Financing Administration
D. National Committee for Quality Assurance

4. Define the approximate percentage of all health
care expenditures in the U.S. that are lost to fraud,
according to the General Accounting Office.
A. 50%
B. 35%
C. 20%
D. 10%



patients’ pain would be an appropriate project 
in many hospitals, given the current focus on
patients’ rights by the Joint Commission. 

Project goals must be time-framed. Not much
gets done without a deadline. While the begin-
ning point of some projects may be vague, the
ending point should be well defined. Incorporate
deadlines into the project goals, e.g., “By the end
of the second quarter of 2002, patient satisfaction
with pain control will improve by 30%.” Time-
specific goals give the team a better understand-
ing of the work that will be necessary to complete
the project and the resources that will be required.

Before starting the project, determine what
could cause the project to fail. Barriers to project
completion are known as risks. Project risks usu-
ally fall into fairly broad categories: financial,
technology, legal/regulatory, and safety. Using
the example on p. 102, identify what might be
the inherent barriers to the project. Financial risks
include the cost of the project outcome. If the
organization is going to be asked to expend sig-
nificant amounts of money, senior leaders proba-
bly are going to expect significant return on that
investment. As long as the need for the expendi-
ture is stated clearly and understood at the out-
set, this barrier can be overcome. 

If the project will require your organization to
adopt new technologies, the project may be at
risk. Your organization may not want to be the
first one to discover the fatal bug in a newly
released software program. Even if the technol-
ogy is well-tested in other organizations, it may
be very new to the people in your facility. The
learning curve on new technologies can be very
steep. The introduction of any new technology to
a health care organization should be viewed as a
potentially risky undertaking. 

The project may involve legal or regulatory
risks. These barriers involve restrictions placed
on the project from outside the organization. The
main issue to be considered when evaluating
legal or regulatory risks is whether the project
will need to involve some work that might not
otherwise be necessary for achieving the project
goal. For example, changes in pain management
techniques may require additional work on docu-
mentation tools that are needed to meet Joint
Commission requirements.

Safety risks relate to the harm that might occur
as a result of the project. It’s important to con-
sider if your project could be inherently danger-
ous to patients or to employees. For example,
new technologies could increase the chance of

medical accidents, or changes in working condi-
tions may cause more employee injuries. 

These are the basic steps in project pre-work.
The degree to which you are able to do each one
will depend on the project. Unfortunately, too
often we simply dive in to the project and skip
the pre-work phase. Spend a little more time
planning the project and you’ll encounter fewer
problems in the later phases of the project. Plus,
when project plans are reviewed and critiqued
before the project gets under way, you are less
likely to waste the time of the project leader and
team members. 

(Next month’s Cost-Quality Connection column
will describe project planning tools and techniques.) ■
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CE objectives

To earn continuing education (CE) credit for sub-
scribing to Hospital Peer Review, CE participants

should be able to meet the following objectives
after reading each issue:

• Identify a particular clinical, legal, or educa-
tional issue related to quality improvement and
performance outcomes.

• Describe how the issue affects nurses, health
care workers, hospitals, or the health care industry
in general.

• Cite solutions to the problems associated with
those issues based on guidelines from the Joint
Commission on Accreditation of Healthcare Organ-
izations or other authorities and/or based on inde-
pendent recommendations from clinicians at
individual institutions.

If you’re not an HPR CE subscriber and would like
to sign up, call customer service at (800) 688-2421.  ■

✆
Continuous survey readiness isn’t just the latest trendy

term in accreditation circles — it’s become an imperative.
Gearing up at the last minute for a survey by the Joint
Commission on Accreditation of Healthcare Organizations
was never a very good idea, but with imminent changes
coming — both in standards and in the survey process itself
— it’s more important than ever for your department to be 
in a state of constant compliance. Don’t be the weak link 
that puts your facility’s deemed status at risk.  Register for
one or all of these valuable teleconferences and learn from 
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



American Health Consultants 
Education and Training Fax-back Survey

We would like to learn more about training and education needs for you and your staff. Please circle the 
number corresponding to your level of interest in the following topics:

No Some Much
Interest Interest Interest

HIPAA privacy rules 1 2 3 4 5

Stark II 1 2 3 4 5

EMTALA 1 2 3 4 5

Aftermath of ergonomics 1 2 3 4 5

OSHA compliance 1 2 3 4 5

Post-exposure prophylaxis 1 2 3 4 5

Influenza update 1 2 3 4 5

Antibiotic resistance 1 2 3 4 5

Adverse drug reactions 1 2 3 4 5

Drug interactions 1 2 3 4 5

Medication errors 1 2 3 4 5

Herb-drug interactions 1 2 3 4 5

Nosocomial infections 1 2 3 4 5

Patient falls 1 2 3 4 5

Basic information 
for frontline workers 1 2 3 4 5

Needlesticks 1 2 3 4 5

Latex sensitivity 1 2 3 4 5

TB compliance 1 2 3 4 5

Restraints and the 
violent patient 1 2 3 4 5

Pain management 1 2 3 4 5

No Some Much
Interest Interest Interest

Palliative care 1 2 3 4 5

End-of-life care 1 2 3 4 5

Assisted suicide 1 2 3 4 5

Genetic testing 1 2 3 4 5

Organizational ethics 1 2 3 4 5

Human research protection 1 2 3 4 5

Informed consent 
documentation 1 2 3 4 5

New accreditation standards 1 2 3 4 5

Observation units (23-hour 
care or recovery beds) 1 2 3 4 5

ED diversion 1 2 3 4 5

Avoiding lawsuits: What to 
say when something 
goes wrong 1 2 3 4 5

Improving documentation 
for nurses and physicians 1 2 3 4 5

Nursing shortage 1 2 3 4 5

Bioterrorism 1 2 3 4 5

Disaster planning and 
mass casualties 1 2 3 4 5

Safety and security 1 2 3 4 5

What training format is preferred for you and your staff? Rate the following methods using the scale below:
Least Preferred Most Preferred

On-site speakers 1 2 3 4 5
Travel off-site to live conferences 1 2 3 4 5
Subscription-based newsletters/journals 1 2 3 4 5
Outside-sponsored teleconferences 1 2 3 4 5
Outside-sponsored videoconferences 1 2 3 4 5
Web-based conferences 1 2 3 4 5
Resource books 1 2 3 4 5
Other _____________________________ 1 2 3 4 5

What is your title?___________________________________________ 
To what American Health Consultants newsletter(s) do you subscribe? _____________________________
______________________________________________________________________________________

Thank you for your assistance.

Please fax your completed form to (800) 850-1232 by August 1, 2001.
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