
Ensuring quality and patient safety: 
CQI ‘business as usual’ isn’t enough
Traditional approach weak on cultural change, anticipation of errors

Ever since the 1999 publication of To Err Is Human by the Institute
of Medicine, health care quality managers and oversight agen-
cies have placed an increased focus on patient safety. However,

observers say, addressing patient safety improvement with a tradi-
tional continuous quality improvement (CQI) approach may not be
the way to go.

Some say the fault lies within CQI itself, while others blame inade-
quate implementation, but most agree that “business as usual” is not
the way to improve patient safety.

“CQI mechanisms to control risks have not been entirely successful
because CQI does not allow for human error,” says Patrice L. Spath,
RHIT, of Brown-Spath Associates in Forest Grove, OR. “CQI expects
people to be infallible.”

“It’s a weakness in the way it’s implemented,” counters Richard
Croteau, MD, executive director for strategic initiatives with the
Oakbrook Terrace, IL-based Joint Commission on Accreditation of
Healthcare Organizations. 

“There’s nothing in CQI that says we shouldn’t consider human
error when evaluating process. A series of interrelated steps lead to
outcome, and people do influence outcome. The two are interwoven
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• Some argue the problem is implementation, not CQI principles
themselves.

• By delegating ownership to quality managers, managers weaken
organizational change.

• Lack of training is a glaring weakness in realizing quality improve-
ment goals.
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by design; this provides the opportunity for
improvement,” he says.

“If we look at quality as it has been imple-
mented in the past, we won’t be successful in
reducing patient errors,” says Monica C. Berry,
BSN, JD, CPHRM, president of the American
Society for Healthcare Risk Management in
Chicago. “The whole notion of quality in the past
has become the idea of doing it, so it became an
end rather than a means. In the whole process of
‘just doing it,’ what has happened over time is
that we have gotten lost in that process and fallen
down in the implementation.”

Spath asserts that, in the health care setting,
there are two distinct aspects of CQI, each of
which has its shortcomings. One affects the cul-
ture of the organization, while the other relates to
CQI project work.

On the cultural side, organizational commit-
ment is lacking, she says. “What has happened is
that a lot of administration leaders saw CQI as
synonymous with Joint Commission require-
ments and pushed it down to people lower in the
organization,” Spath explains. “They gave it to
the quality manager, or perhaps to the risk man-
agers, and expected individual managers in each
department to improve their processes. Quality
managers knew what to do; they had the owner-
ship, but they didn’t have the power to effect
organizational change like senior leaders do. Nor
did they have the same power to make others
accountable.”

When it comes to actual process improvement,
a lack of training, combined with an inherently
flawed approach, create a formula for failure,
Spath says. 

“Most of our managers are people who moved
up into management from on-line positions and
did not get the training they needed in how to
improve processes,” she adds. “Second, the solu-
tions were not necessarily the best fixes in terms
of improving patient safety; a lot of the focus was
on improving the efficiency of process.”

Any number of CQI projects have been under-
taken to improve outpatient testing, reduce waiting

times, improve patient flow in the organization, get
test reports out more quickly, or improve customer
service, Spath notes. 

“What we didn’t do is look at the mistakes that
could be made in that superefficient model that
can result in patients not getting the right test, for
example,” she says. “Let’s say an old lady comes
into radiology for an IVP. She’s checked in, and
she sits down. Another lady is scheduled for
abdominal X-rays, and sits down without check-
ing in. The radiology tech calls the name of the
first lady, who doesn’t hear him, and the second
lady stands up. The tech puts her in the dressing
room, and does an IVP on the wrong person. So,
one patient did not do what we expected her to,
and the radiology tech did not check the patient’s
ID. We didn’t ask ‘What if?’ questions during the
process, because CQI just doesn’t include that
focus on human error.”

So, Spath concludes, CQI has given us more effi-
cient processes, but not necessarily error-resistant
processes.

Effective or not, CQI and patient safety
improvement are stuck with each other, Berry
says. “Quality and risk management are joined at
the hip. Neither one will be successful without a
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commitment to approach problems in a collabo-
rative way.”

The problem in the past has been as much
methodology as implementation, she adds. 

“Part of the reason we are struggling is that
there are so few people trained to do CQI prop-
erly,” Berry says. “We continue in a cycle that
never really allows us to determine whether
we’ve been able to make change to the degree
we thought we would.”

“I believe CQI and safety improvement to be
interrelated,” Croteau adds. “Both require an
organizational commitment to an ongoing pro-
cess. CQI should not be practiced as discreet pro-
jects or by specifically appointed individuals; that
is contrary to the intent of CQI.”

And what of Spath’s assertion that CQI over-
looks the potential for human weakness? “That
may be, but that’s an adoption of a cultural atti-
tude in health care rather than something that’s
inherent in CQI,” Croteau responds. “We’ve had
problems in health care accepting that people
make mistakes. That is not the case in other
fields; other people practice CQI in an environ-
ment that assumes people do make mistakes.” 

In other words, he says, health care profession-
als need to put back into CQI that which they
have taken out. “I’m not inclined to ‘dis’ CQI,” he
says. “Perhaps we’ve not taught it effectively in
health care, and more specifically, we have not
dealt with the cultural issue, which we now must
address in patient safety issues.”

Spath offers a number of suggestions for supple-
menting CQI to make patient safety improvement
initiatives more effective. “There are techniques
like reduced reliance on memory, simplifying the
process — not something we have traditionally
looked at,” she says. (For Spath’s recommenda-
tions for reducing the likelihood of errors, see
list, above right.)

“The Joint Commission wants us to evaluate
the culture of the organization as it relates to
patient safety — to measure the commitment
throughout the organization and then to take
appropriate action. This is not something we did
as part of TQM [total quality management].”

From the Joint Commission’s viewpoint, “We
are very upfront now, talking about the fact that
people make errors,” Croteau says. “[However], I
don’t like the word ‘error’; engineers always use
the word ‘failure,’ which is not taken so person-
ally.” According to Croteau, Spath’s description of
cultural weaknesses in traditional CQI is right on
the mark. “This is what we’ve done as CQI/TQM

has evolved over the years. Now we have an
interest in demanding attention to the specific
issue of patient safety. We want to learn from our
errors in implementing CQI to make it more effec-
tive in improving safety. 

“We recognize that we created CQI as a job 
to be delegated to a person, and that it has not
worked that well. We must charge the leaders of
the organization to make a personal commitment
and integrate this into the culture of the organiza-
tion,” he says. 

Leaders must establish quality and safety stan-
dards and hold their people to them, Spath says.
“The quality managers’ role should be that of facili-
tator; they should serve as an in-house consultant.
They will gather up the data to see if standards are
being met, to look at aggregate information to iden-
tify opportunities for improvement. They should
generate ownership to provide a support function
but not to make it happen. By taking on all the
responsibility for quality, everybody else in the
organization relinquishes it. We can’t take on 
the responsibility for patient safety.” Rather, she
advises, upper managers should build constant
patient safety improvement into a list of perfor-
mance expectations for all employees.

At the project level, Croteau says, “You must
ask yourself, what are your goals for process
improvement? If your goal is to improve waiting
times, you will focus on efficiency issues. You
also may want to include mistakes. Don’t throw
out your CQI tools; just add tools to your toolbox
that help you look at human processes.”

When it comes to those tools, should quality
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Reduce Errors with CQI Add-Ons
Here are some recommendations for improving a
process to reduce the likelihood of errors.

1. Simplify the process/reduce hand-off approach.
2. Reduce reliance on memory.
3. Standardize.
4. Improve information access.
5. Design for errors (e.g., expect errors will hap-

pen and build safeguards into the process to
catch them).

6. Adjust work schedules.
7. Adjust the environment.
8. Decrease reliance on vigilance.
9. Choose the right people for the job.

Source: Patrice Spath, Spath-Brown Associates, Forest
Grove, OR.



managers consider some “new” approaches, such
as failure mode and effects analysis (FMEA), or
as the Joint Commission calls it, failure mode
effects and criticality analysis (FMECA)? “You
need a process to reduce error,” Croteau asserts,
“But FMECA won’t help you on the organiza-
tional level. In order to use a failure mode analy-
sis approach, you have to define a process or a
system, what it is in terms of its components and
the way they interrelate. That’s the key; anything
you can define in that manner can be used. It isn’t
just about identifying human error — it’s about
any kind of failure.”

You could do an FMECA to improve timeli-
ness, but developed with a focus on safety, he
offers. “It’s not limited in that sense, but when
you start to make improvements, you have to be
careful that aspect of quality does not degrade
performance in another dimension. For example,
when you improve safety, you typically degrade
timeliness.” (For more on failure mode analysis,
see QI/TQM, February 2002, cover story.)

Speaking of timeliness, Berry would like to see
the whole CQI process streamlined. “We’ve got-
ten caught up in the length of the process; it takes
forever to get from phase one to that phase where
you monitor the implementation,” she explains. 

“That length of time is something we don’t
have when it comes to changing patient safety
initiatives,” Berry says.

How can the project time be cut down? “We
need to look at things and develop a much more
rapid cycle,” she advises. “I believe that was proba-
bly part of the Joint Commission requiring root-
cause analysis to be completed within 45 days.”

In the final analysis, any CQI project must affect
patient outcomes and satisfaction, Spath explains.
“What this is really getting at is, are we really mak-
ing the patient any healthier? That’s the real linch-
pin between quality and risk,” she says. “Leaders
can no longer ignore their responsibility.”  �

Hospitalists taking 
on quality initiatives
UCSF docs each gravitate to specific issues

The position of hospitalist, only in existence for
about five years, has evolved into a respected

“new breed” of physician that has grown consid-
erably in that short period of time. 

Not only have hospitalists (physicians whose
primary professional focus is the care of general
medical patients in a hospital) grown in number,
but also in the diversity of roles they assume.
While some spend all of their hours at the hospi-
tal, others devote a considerable amount of time
in academia. And a significant number have
become quality leaders for their institutions.

“It is a relatively new concept for many hospitals
to have a cadre of physicians who see part of their
role being the care and stewardship of the institu-
tion — to help make the hospital system better,”
says Robert M. Wachter, MD, associate chair of 
the department of medicine at the University of
California at San Francisco (UCSF) and chief of
medical service at UCSF Medical Center. 

“We believe an effective hospitalist group
should be excellent in care but should also see
themselves as really good citizens of the institu-
tion. So the institution has a group of physicians
functioning as leaders in quality, efficiency, and
resources management issues that cut across all
departmental lines, which they have not had in
other physicians,” he says.

In academia, some hospitalists spend most of
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• Hospitalists in academia often spend less time 
in direct patient care and more on systemwide
improvement.

• Study shows reduced costs and shortened
lengths of stay.

• Hospitalists relate well with quality managers,
nurses, pharmacists, and upper management.
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their time taking care of patients, while others do
patient care for two or three months of the year
and spend the rest of their time on QI and patient
safety issues, Wachter explains.

“Almost everyone here has tried to take own-
ership of one issue,” he notes. The entire group,
as well as the hospital, benefit he says, because
“they are very good collaborators.”

Health care institutions benefit from the pres-
ence of hospitalists in a variety of ways, Wachter
says. “One benefit to the hospitals is that they
have individuals on staff whose focus on patient
safety is a natural outgrowth of their role as hos-
pitalists,” he explains. “It’s very natural for them
to take on the system’s focus. We work well with
quality managers, nurses, pharmacists, and
upper-level managers.”

In essence, that’s the nature of the field, he
says. “As part of their role, hospitalists coordi-
nate many specialists and case managers. Being 
a quality leader comes very naturally.”

In addition, Wachter’s own research indicates
that simply having hospitalists on staff will
improve quality. In a recent article in the Journal 
of the American Medical Association, he and a co-
author conducted a review of the current literature
on hospitalists and demonstrated that hospitalists
can help lower costs and reduce lengths of stay.1

“Our original premise was that the hospitalist
model should markedly improve efficiency with-
out harming quality and patient satisfaction; that
turns out to be very well supported by the litera-
ture,” he says. “Under the most conservative inter-
pretation, it markedly and significantly improves
efficiency of care without harm to patients, and it
hints that it will actually improve quality.”

As for decreased lengths of stay, there may be a
few mechanisms at work, Wachter says. “One is
‘practice makes perfect’ — the more you do some-
thing the better, and the faster, you become at it,”
he explains. “A given patient may look the same
to most doctors, but to the hospitalist, something
might just not ‘smell’ right, and extra tests could
be ordered.”

Another piece is availability. “If my job has 

me in this building from 8 a.m. to 6 or 7 at night,
there is a whole lot I can accomplish toward the
goal of getting the patient through promptly and
safely that I could not have done otherwise,” he
explains. “I can see a patient at 8, the lab comes
back at 11 and requires action, and that action
takes place at 11:15. A doctor who only spends
part of the day in the hospital cannot do that.”

Finally, by their constant presence, hospitalists
build up a “favor bank,” he says. 

“When we work in the same building with the
same people all the time, we just get to know
them very well,” he observes. “So we are able to
say, ‘Mary, it would be great if you could do this
MRI today — I’m really worried about this guy.’
If you have a solid relationship with case man-
agers and others, you can do that. And to the
extent that those relationships drive the system,
the hospitalist just has an easier time than the pri-
mary care physician.”

Reference

1. Wachter RM, Goldman L. The hospitalist movement 
5 years later. JAMA 2002; 287:487-494.  �

HIPAA, safety top list 
of concerns in survey
IT execs cite upgrading security, reducing errors 

As technology continues to play a growing role
in health care management, the top concerns

of information technology (IT) managers have
remained basically unchanged, according to the
13th Annual HIMSS (Chicago-based Healthcare
Information and Management Systems Society)
Leadership Survey, sponsored by Superior Con-
sultant Company.

The majority of survey respondents were
chief information officers (CIOs) or directors of
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information systems (IS); 42% were hospital
CIOs or IS directors. Their top three concerns,
as reported by the survey, are:

• upgrading security on IT systems to meet the
Health Insurance Portability and Accountability
Act (HIPAA) requirements;

• implementing technology to reduce medical
errors/promote patient safety;

• replacing and upgrading inpatient clinical
systems. (For additional survey results, see box
at right.)

Of the three, HIPAA “is by far the single largest
issue before IT execs right now,” says Steve Lieber,
CAE, president and CEO of the HIMSS. “It encom-
passes several different issues, ranging from actual
transactions to issues of privacy and security; it’s a
multifaceted, all-consuming topic.”

Recent events have given security an even
greater “top of mind” awareness status, Lieber
notes. “If you think about the issues before
America today, security has taken on a new level
of importance. And in data security, we have all
become aware of how easy it is to gain informa-
tion about ourselves.”

Providers want to convey a very strong sense
of confidence in their patients, he says. “This
applies not only to IT managers but to all health
care executives.” Areas of special concern focus
on meeting requirements and timetables estab-
lished by the government.

When it comes to upgrading security IT sys-
tems, HIPAA and patient safety concerns are inex-
tricably linked, Lieber says. “There is a recognition
among IT professions as well as clinicians that
technology plays a role in the actual delivery of
health care,” he observes. “There’s a clear recogni-
tion that the management of care, the tracking of
care, [and] the ability to do diagnostics — all are a
major part of a patient’s treatment. We need to rec-
ognize what the opportunities are in any number
of clinical systems: lab systems, imaging systems,
and so on. Technology’s growing role will have a
positive impact on patient care.”

In the more targeted area of error reduction,
the CPOE (computerized physician order entry)
system is the most commonly discussed technol-
ogy today, Lieber says. 

“Handwritten prescriptions introduce a
tremendous opportunity for error,” he explains.
“With the CPOE, the orders are entered at bed-
side and transmitted to the pharmacy. You’ve got
electronic tracking, and the bar coding of meds
and the wristband. All of this helps ensure you
have the right patient, and with the patient’s

computerized record, that you have taken the
right actions.” 

With the proliferation of drug therapies, keep-
ing track of which drug works best in which situ-
ation takes on added importance, he continues.
“And in the future, the genomics issue will also
have a connection,” he predicts. “Perhaps as
much as 40% of the prescriptions issued today
are relatively ineffective because of the variety in
DNA among patients. The ability to map the
human genome and to link it to drug therapies
are the sorts of things that will impact not only on
safety but on quality as well. It should make out-
comes that much more effective.”

Replacing or upgrading inpatient clinical sys-
tems was another key survey concern “because it
is closest to the patient,” Lieber explains. “We’ve
also seen a big increase this year in the impor-
tance of enterprise resource planning systems.”
Such systems consolidate all of a hospital’s busi-
ness functions and make sure they all “talk” to
one another, he explains. 

This rise in importance is driven by the need to
achieve a very high level of business efficiency.
“Clearly, a hospital executive must be concerned
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Selected Highlights of 13th
Annual HIMSS Survey

MOST INFLUENTIAL HEALTH CARE ISSUES
FOR NEXT FIVE YEARS
Health Insurance Portability and 
Accountability Act compliance 81.07%
Reducing medical errors 51.69%
Cost pressures 50.85%
Improving operational efficiency 40.11%
Medicare cutbacks 38.98%
Obtaining capital for IT 35.31%
Staff availability/retention 31.64%
Improving quality of care 30.23%

TECHNOLOGIES FACILITIES CURRENTLY
ARE USING
High-speed networks 90.63%
Intranet 81.53%
Client-server systems 80.68%
Wireless information appliances 50.28%
Hand-held personal digital assistants 50.00%
“Thin” clients 46.88%
Data security technologies 38.35%
Web-enabled business transactions 31.25%

Source: Healthcare Information and Management Systems
Society, Chicago.



with delivery of care, but he also must concern
himself with business issues,” Lieber asserts.
“The hospital has to run smoothly, efficiently, and
effectively. One way to do that is through highly
effective information systems.”

When asked to look into the future, survey
respondents saw no change in their priorities
over the next two or three years. Lieber agrees.
“HIPAA has been on the agenda for two years.
Back then, it was not No. 1, but just breaking into
prominence. I predict it will hold its top position
for several years.” Until we start seeing different
Joint Commission on Accreditation of Healthcare
Organizations survey results on patient safety, it
also will remain on top, he adds. “Addressing
major issues like these takes time,” he explains.
“They don’t go away in one budget cycle.”  �

Health system staffed 
35 clinics for Olympics
Spectators and athlete populations are served

Whenever a large special event such as the
Super Bowl or the World Series comes to a

town, incredible pressure is placed on health care
systems as the local population instantly — and
dramatically — increases. 

Multiply that pressure many times over and
you get some idea of what faced Salt Lake City-
based Intermountain Health Care (IHC), which
was chosen to be the medical service provider for
the 2002 Olympic Winter Games, held Feb. 8-24.

Intermountain had much more to prepare for
than just an anticipated increase in patients at its
existing facilities in the Salt Lake metro area. It had
to staff 35 temporary medical clinics at the various
venues, to handle an anticipated 10,000 patient
encounters. “Perhaps our greatest challenge has
been the complexity of the task, and the sheer size
of it,” says Douglas R. Fonnesbeck, MPH, IHC’s
Olympic liaison, who spoke to QI/TQM shortly

before the Olympic Games began. “In order to
serve both the athlete population and the specta-
tors, we will end up with 35 clinics within a 150-
mile range.” Those clinics are in operation as
QI/TQM goes to press.

While the overall template for the clinics is a
consistent one, each location had to be customized
to provide the appropriate care for specific popu-
lations. Every sports venue has two clinics: one
for spectators, workers, and volunteers, and the
other for athletes. Clinics for outdoor events are
mostly trailers with plastic shelves, benches, and
curtains. For indoor events, clinics already are set
up. Every clinic is staffed by volunteer health care
professionals.

“But you just can’t create one model for all
venues,” Fonnesbeck says. “The athletes in each
venue have unique needs. Cross-country events
usually involve respiratory issues, as opposed 
to . . . speed skaters, who often have shoulder
injuries, puncture wounds, and potentially, eye
wounds.” Adding to that complexity, he says, is
the emergency medical system (EMS) component.
“In some clinics, like at cross-country skiing, we
have EMTs [emergency medical technicians] all
over with packs for both populations,” he notes.

Staffing also varies. “We have tried in physi-
cian staffing to pull in professionals with related
experience,” Fonnesbeck explains. “In hockey, for
example, we pulled in professional sports people
who have worked hockey events.” There are
1,300 volunteers in all, and each area has a venue
leader and supervisor, mostly IHC staff. “We
picked physicians, nurses, and physiotherapists
who are familiar with the local area,” he notes.

This familiarity already has paid off. One physi-
cian was notified about an NBC executive who
needed blood tests. “They knew exactly who to
call at our hospital,” Fonnesbeck says. “Without
that knowledge, there could have been hours and
hours of delays.”

Athlete’s clinics have two nurses, two physi-
cians, and two therapists on each shift. During
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• Event-specific specialists are assigned to athlete
clinics at different venues.

• Staff anticipates medical encounters with approx-
imately 10,000 patients.

• Due to high altitude, contingency plans include
having oxygen on hand.
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the event, there also are mobile-medical and EMS
staff present.

The spectator clinics are “fairly standard,” says
Fonnesbeck, with one notable difference: Due to
the high altitude, contingency plans were made to
have oxygen on hand. “We have 174 emergency
resuscitation kits available if needed. If your body
is not accustomed to being 7,500 feet above sea
level, you could suddenly find yourself short on
red blood cells.”

The volunteer medical staff expect to encounter
everything from minor sprains to influenza — in
other words, what is seen in the general popula-
tion. However, IHC also is prepared for some-
thing potentially more dangerous.

“We have encounter sheets that are completed
for each visit, which can be sent to our own clinic
and to the [Centers for Disease Control and Pre-
vention], if necessary, for review,” he says. “This
way, if a trend starts that appears to be an infec-
tious disease, we can handle it fairly quickly.” (For
an example of the form, see pp. 32-33.)

Fonnesbeck notes that this is, indeed, a unique
experience. “For a short time, we have a sam-
pling of the whole world here.” This also raises
unique medical challenges. “The way they write
prescriptions in Russia would not be recognized
here. But we’ve trained our people to recognize
it. Also, in Utah, since local churches send mis-
sionaries all around the world, we have people
who are very good at foreign languages.”  �

Predictive instrument 
aids triage in ED
Real-time usage indicates likelihood of ACI

Apredictive instrument developed by
researchers at the New England Medical

Center (NEMC) in Boston provides emergency
department (ED) physicians with additional
information to more accurately identify and
triage patients who may be at risk for acute car-
diac ischemia (ACI). In so doing, it helps reduce
medical errors and avoid unnecessary admissions
to the critical care unit (CCU). Called the ACI-
TIPI (Acute Cardiac Ischemia Time-Insensitive
Predictive Instrument), it generates a patient’s 0%
to 100% probability of having ACI [acute myocar-
dial infarction (MI) or unstable angina], to help
ED physicians gauge the patient’s need for hospi-
talization. The ACI-TIPI is available for most ED
electrocardiographs in the United States.

“Knowing precisely where to triage ED patients
is not always a clear decision,” points out Joni 
R. Beshansky, RN, MPH, assistant professor of
medicine and associate director of the Center for
Cardiovascular Health Services Research, Division
of Clinical Care Research, at NEMC. “We thought
if physicians could actually have some numerical
probability of ACI, it would improve their recogni-
tion of whether or not patients actually had ACI
and improve their ED triage decision making.”

Predictive instruments, she explains, typically
are developed to examine a process or treatment
that is expensive, uses a lot of resources, or can
involve a lot of people. “A large percentage of the
people who present with chest pain in the ED will
not have an MI or unstable angina.” The software
is based on a validated mathematical formula that
predicts a patient’s probability of truly having ACI.
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Developed through federally funded research,
ACI-TIPI has evolved steadily, with initial research
that began in 1979 and the first clinical trials taking
place in 1984 with nearly 6,000 patients. The results
were published in the New England Journal of Medi-
cine. “It reduced unnecessary admissions to the
CCU by 30%,” Beshansky notes.

The problem was that the technology at the
time had not caught up to the concept. “You had
to use a calculator to determine the probability of
ACI, but no one would want to walk around with
a calculator,” she says. Eventually, the percent-
ages were noted in a chart hung on the ED wall,
but they often suffered the fate of other wall
charts — i.e., staff would tack things up on them,
and they could be damaged easily.

A breakthrough occurred in 1993, when the
instrument was incorporated into a computerized
electrocardiograph by Phillips Technology and GE
Medical Systems and tested in a clinical trial of

more than 10,000 patients. Now, when a cardio-
gram is done, it prints directly from the TIPI
device. In addition to the customary waveform
printout, the physician receives an ACI-TIPI score
in the header text illustrating the likelihood of ACI. 

In addition to these probabilities, the printout
includes patient demographic information, notes
Denise H. Daudelin, RN, MPH, project director of
the Medical Error Prevention Project, Clinical Care
Research, at NEMC. “The ultimate goal of the
information system is to take those probabilities
and combine them with patient-specific informa-
tion to create a powerful database and reporting
system for medical error prevention, clinical prac-
tice evaluation, and quality improvement.”

Beshansky notes that the instrument can be
especially valuable to less-experienced physicians
or unsupervised residents. The software is com-
mercially available, at a cost of approximately
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$1,000, from Phillips or GE. “In Boston, it’s being
used here at NEMC and at Brigham & Women’s
Hospital in their ED,” she says. 

More recently, the TIPI information system
has evolved with new technology and is being
expanded to include the ability to conduct ret-
rospective analyses. “On a computer in your
office, you will have access via an intranet to an
information system that stores data about all
the patients who came into the ED and had an
ECG, including probabilities and demograph-
ics,” Daudelin says. “If you have lab results,
those will be in the database, too.” 

Since there is no manual data entry or collec-
tion involved, she explains, there will be no need
to add a full-time equivalent. “Reports can be run
off that show average probabilities, or groups of
patients by physician,” she adds, “so doctors can
look at their performance, the probabilities asso-
ciated with those patients they admitted or sent
home, and compare it to the average.”

This information must be accessed through 
an intranet. “We have great concern about the
Health Insurance Portability and Accountability
Act, so everything is stored within the firewall of
the hospital,” she says. “Anything that’s sent to
us for benchmarking is encrypted.”

With this retrospective capability, physicians
can design specific indicator reports — i.e.,
patients above a certain probability who are sent
home, or below a certain probability who are
admitted to the intensive care unit (ICU). “You
could determine, for example, whether some
physicians send low-risk patients to the ICU too
often, using more resources than necessary,”
Daudelin offers.

The system has any number of QI applications,
she adds. “Quality managers can define the range
of indicators they want to review. It also has an
important error-reduction component. When
patients are sent home meeting certain criteria,
like a high probability of ACI, the system alerts
the department that the patients were sent home,
so the hospital can call and bring them back in.”

The system also helps the physician complete
his follow-up and shows when and if that follow-
up was completed. “It also gives the physician a
certain perspective they don’t have now on their
patients,” says Daudelin. 

Beshansky also notes that the most recent 
Joint Commission on Accreditation of Healthcare
Organizations standards on patient safety call for
proactive identification of high-risk areas, “and
this falls very nicely into that area.”

Finally, she advises, it’s not enough for the
quality manager to believe in the system. “You
really have to have buy-in from the top down
and from the bottom up — the quality manager,
the ED director, and other parts of the organiza-
tion as well,” she says. “In essence, the whole
hospital needs to buy in.”  �
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