
Bioterror drills show need to revise
emergency preparedness plans
Whatever you did to satisfy the Joint Commission probably isn’t enough

Many quality and peer review professionals started wondering
about the real-life effectiveness of their emergency preparedness
plans after the Sept. 11 terrorist attacks, and a recent bioterrorism

drill confirms the need to revamp a plan that has been on the shelf for 
a while. Bioterrorism threats pose unique challenges that probably weren’t
included in your plan, even if the Joint Commission on Accreditation of
Healthcare Organizations gave it an A-plus.

When McAlester (OK) Regional Health Center participated in a commu-
nitywide bioterrorism drill, hospital leaders found that previous plans for
disasters were inadequate. So many aspects of a bioterrorism attack are
different from a tornado, earthquake, or plane crash, that you probably
will need to revamp your plan, says Jackie Turnbull, FNP, a family nurse
practitioner and the hospital’s director of emergency preparedness. 

McAlester’s disaster plans have always received high marks from the
Joint Commission, she says, but that’s not enough for today’s challenges.

“We’re taking another look at our plan, and the drill showed us lots of
ways we could improve it,” she says. “Most hospitals are just not set up to
treat bioterrorism, so it’s not really covered in the plans. A bioterror attack
is so different from the usual scenarios we plan for, partly because you
have to keep people away as much as you take patients in for treatment.”

Turnbull’s hospital participated as part of a three-day bioterrorism drill in
the community, one of the most complex drills of its type ever undertaken. 

The drill began with an airplane buzzing the city to simulate spraying a
biological agent over the town of 18,000. About 10,000 people participated
in the drill — including the hospital, local military and municipal authori -
ties, and many members of the public. The drill was planned months in
advance, and the entire community was urged to play along.

According to the scenario, 95% of the population was infected with 
the pneumonic plague, and 120 people had died by the second day. Boy
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Scouts were recruited to play patients and taken
to the hospital for treatment. In addition to treat-
ing patients at the hospital, McAlester had to aid
the local health department in providing prophy-
lactic antibiotics to everyone in the community.
Nearly 700 volunteers handed out 10,000 packets
of jelly beans and 1,000 pediatric juice doses, sim-
ulating the medication, to members of the public.
In addition, the hospital had to administer pre-
ventive medicine to its own staff and to public
safety officers to keep them healthy and able to
continue in the drill.

Bioterror very different from tornado disaster

The drill went well, Turnbull says, though 
it highlighted some important problems that 
the hospital will address. McAlester treated 77
patients in 1½ hours, representing infected sol-
diers from a nearby military base. She says some
of the most important lessons that will be incor-
porated into a revised emergency preparedness
plan include:

• Your emergency department (ED) may not
be the best place to start.

Most emergency preparedness plans focus on
the ability to treat a large influx of patients in the
ED, but bioterrorism turns that scenario upside
down. If there is an infectious agent in the com-
munity, you will want to keep most people away
from your main facility so that it can be a “safe”
area for patients and workers alike. 

McAlester used an ambulatory surgery center
as its intake center, where patients could be triaged
and (in theory) decontaminated before moving
them on to the hospital proper. The ambulatory
surgery center is on the hospital campus but phys-
ically separate, making it the ideal location for a
bioterror intake center.

• Bioterrorism creates huge security concerns
for your facility.

In a bioterror event, people may flock to your
facility for preventive medications and for treat-
ment once they are infected. This also is very
unlike a typical disaster scenario. And if the entire
community is in crisis, you may be on your own
for security needs.

“If something really happened, the police and
fire department are going to be busy, so we had 
to plan to be on our own for anything we were
doing,” she says. “We brought in our maintenance
people for added security and put up barriers
around the campus. That was all new to us. We’ve
never had to shut down the hospital, but you can’t
let contaminated people into your hospital.”

• Decontamination is a new concern.
Decontamination of people exposed to the

bioterror agent may be necessary before you can
allow people into the hospital. Some emergency
preparedness plans may call for the local fire
department to decontaminate people in haz-
ardous materials incidents, but the fire depart-
ment may be too busy in a bioterror attack.
Turnbull says McAlester is planning to buy its
own decontamination equipment.

• Dispensing medication may strain your
resources.

For a communitywide bioterror attack, your
hospital may be called on to dispense prophylactic
medications to the public — something else that
you probably haven’t planned for if a tornado is
the more likely disaster in your area. McAlester
also had to dispense 7,000 doses of simulated
medicine to its own employees and family mem-
bers the night before treating the public.

• Morgue preparations might be inadequate.
The number of dead in a bioterror attack could

far exceed casualties expected from a natural dis-
aster or other type of emergency. It might be nec-
essary to make additional preparations for the
storage of bodies.

“In rural Oklahoma, we have a tiny little
morgue. If you had 50 dead bodies, they would
fill up our morgue and every funeral home in
town,” Turnbull says. “Do you have a plan for
what to do with 500 bodies?”

McAlester has an agreement with a local food
supplier to send refrigerated trucks to the hos-
pital in any disaster for the possible storage of
bodies.

• You might have to transfer patients from
the hospital.

If you end up treating a large number of bioter-
rorism patients, you may have to transfer other
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patients to open up bed space. McAlester phoned
other institutions to arrange transfers and simu-
lated moving patients out. 

At least one staff person should be dedicated
solely to the task of arranging transfers and keep-
ing records of moved patients, Turnbull says. 

• Coordination of staff is key.
McAlester found that it had plenty of physi-

cians and nurses at the intake center to triage 
and treat patients, but too often, the physician’s
instructions were not carried out promptly. The
problem was that the nurses were moving about
too much and no one was directly responsible for
the physician’s orders. 

“Next time, we will have nurses dedicated to
each treatment station, not moving around wher-
ever they think they’re needed,” Turnbull says.
“And we’ll have a nurse partnered with each
physician, going wherever he or she goes.”

Some expense, but drill worth the effort

The McAlester drill was very realistic and
worth all the effort put into it, Turnbull says. The
drill cost the hospital a considerable amount of
money, mostly for the 70 extra employees called
in for the “disaster” and paid overtime. After the
drill in McAlester, similar exercises were held in
Tulsa, OK; Lawton, OK; and Detroit.

Even more realistic tests took place at the Uni-
versity of Utah during the period encompassing
the 2002 Olympic and Paralympic Winter Games.
One night during the Olympics, University of 
Utah physician Per Gesteland, MD, received an

automatic alarm signal through his pager. He
rushed to his home computer, worried about the
possibility that a disease outbreak was under way
or that terrorists had released biological weapons. 

After using a secure computer connection to
check graphs and maps depicting where disease
symptoms were being reported by county and by
zip code, Gesteland knew within minutes that the
incident was a false alarm. 

The alarm was triggered when the number of
daily viral infections seen at acute-care clinics
reached seven, just slightly above the alarm thresh-
old of 6.69 expected cases per day. 

Another alarm was traced to the number of
patients seeking treatment for bleeding. The
number of bleeding patients — whether bloody
noses or rectal or vaginal bleeding — reached 33
in the seven counties within a 24-hour period.
That triggered the alarm because it was some-
what above the expected level of 29.34 cases. At
its worst, a sudden jump in bleeding cases might
reflect a bioterrorism attack using the deadly
Ebola virus. 

Gesteland says the sporting events provided a
good test of the system he monitored — a system
named Real-Time Outbreak and Disease Surveil-
lance (RODS). 

“If you’ve got a lot of people in the community
getting sick at the same time with the same thing,
this system will see it,” says Gesteland, who is a
National Library of Medicine fellow and graduate
student in medical informatics at the University of
Utah. 

Reed Gardner, PhD, the university’s medical
informatics chair, explains that RODS automati-
cally collected data in real time on about three-
fourths of all patients visiting acute-care facilities
in Salt Lake, Summit, Utah, Davis, Weber, Morgan,
and Wasatch counties. 

The facilities included nine EDs and 19 acute-
care clinics run by Intermountain Health Care,
plus the ED at University Hospital and the poly-
clinic that served athletes and their families stay-
ing at Olympic Village on the university campus. 

RODS tracked the total number of acute-care
visits, plus seven types of symptoms: viral
(such as sore throat, muscle aches, and fever
without other symptoms), respiratory (such as
coughing and shortness of breath), encephalitic
(headaches, dizziness, and delirium), diarrhea,
rash, bleeding, and botulinal symptoms (droop-
ing eyelids, difficulty speaking, and other neu-
rological symptoms that could indicate botulin
toxin poisoning). 
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As usual, staff members at the acute-care facili-
ties recorded each patient’s name, account num-
ber, age, sex, birth date, and primary complaint 
or symptom. But instead of staying solely within
each facility’s computer system, the data also were
sent automatically to the University of Pittsburgh
Medical Center, where physician Michael Wagner
and colleagues developed RODS. There, the data
were processed, triggering an alarm if the number
of cases of any symptom exceeded what normally
would be expected.

Negotiations required

Each time an alarm went off, Gesteland’s role
was to examine computerized details, then consult
by e-mail and phone with the RODS Technical
Advisory Group, which included Gesteland, Rolfs,
or another Utah Department of Health official, a
Pittsburgh researcher, and a local health depart-
ment official from the county where the alarm 
was triggered. 

If there had been a real disease outbreak or bio-
weapons attack, the Technical Advisory Group

would have reported within two hours to a Policy
Advisory Group — a team of officials who would
have decided how best to respond. 

It took only a week to set up computer and
communications equipment and software so the
various acute-care facilities could share the data
they normally collected anyway, Gesteland says. 

According to Gardner, a good deal of negotiat-
ing was required to discuss privacy and other
issues before the University of Utah, Intermountain
Health Care, and state officials agreed to share
patient information. 

“We dealt with this by having secure commu-
nications, legal agreements between institutions,
and having secure access to databases and only
authorized access,” he says.

[For more information, contact:
• Jackie Turnbull, FNP, McAlester Regional Health

Center, One Clark Bass Blvd., McAlester, OK 74501.
Telephone: (918) 426-8166.

• Per Gesteland, MD; Reed Gardner, PhD,
Department of Informatics, University of Utah, Salt
Lake City, UT 84112 (801) 581-7200.]  n
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Web site helps physicians
diagnose smallpox, anthrax
HHS advises hospitals to include site in plans

Aweb site sponsored by the Agency for Healthcare
Research and Quality (AHRQ) in Rockville, MD,

is being expanded to help 265,000 primary care
physicians across the country learn how to diagnose
and treat rare infections and exposures to bioterror
agents such as smallpox and anthrax.

Health and Human Services Secretary Tommy G.
Thompson advises hospital leaders to include the
web site in their emergency preparedness response
plans, mandated by the Joint Commission on Accredi-
tation of Healthcare Organizations. He says the web
site is an important tool to help physicians identify 
rare infections that also could be potential bioterrorist
threats. 

“Expanding the web site to allow more doctors 
to access this critical information is an essential part
of the nation’s bioterrorism preparedness activities,”
he says. 

When it was launched in January, the web site
was the first of its kind to offer free continuing educa-
tion credits in bioterrorism preparedness to 50,000
hospital-based clinicians. An additional $400,000 in
funding is being made available to expand the web

site’s educational modules and make them accessi-
ble to an additional 265,000 office-based internists,
family physicians, pediatricians, and dermatologists,
bringing to 315,000 the total number of clinicians
who can use the site. 

Designed by researchers in the Center for Disas-
ter Preparedness at the University of Alabama at
Birmingham under a contract from AHRQ, the site
currently offers five on-line courses for hospital emer-
gency department physicians, nurses, radiologists,
pathologists, and infection control practitioners. 

Carolyn Clancy, MD, AHRQ acting director, says
the courses cover identification of potential bioterror
agents and commonly associated syndromes, includ-
ing smallpox and anthrax. 

“Expanding the evidence-based information for
primary care physicians is an important step to help
doctors be better prepared in the event of another
bioterrorist attack,” Clancy says. “This project is one
of several in AHRQ’s bioterrorism research portfolio
that will help clinicians be ready to respond to these
potential public health threats.” 

During the web site’s first four months of opera-
tion, there were more than 580,000 visits to the site
and more than 700 providers earned continuing edu-
cation credits. Currently, there is no cost to take the
courses, and each offers one hour of continuing edu-
cation credit. The web address is www.bioterrorism.
uab.edu. n



QI project improves
patient outcomes
Results include increased use of ACE inhibitors

Aquality improvement project at the Cleveland
Clinic Health System has improved the use of

ACE inhibitors, drugs proven in studies to slow
the progression of heart failure. Leaders say one
of the keys to success was allowing different insti-
tutions to do what works best for them.

In 1998, physician leaders at the Cleveland
Clinic Health System hospitals identified conges-
tive heart failure as the No. 1 high-volume, high-
cost health issue. Using a team approach, the
system began making physicians more aware that
prescribing ACE inhibitors could improve mor-
tality and morbidity as well as reduce the hospi-
tal readmission rates of patients with severe
systolic dysfunction. ACE inhibitors work by
widening blood vessels to increase blood flow.

All Cleveland Clinic Health System hospitals
increased the use of ACE inhibitors with high-
risk congestive heart failure patients. The change
was statistically significant, increasing from 61%
to 66% the first year. The rate climbed again —
from 66% to 68% — from 1999 to 2000. And
patients have been included in the effort through
an education book that explains how to manage
their heart failure, including the benefits of ACE
inhibitors.

Deborah Nadzam, director of the Quality Insti-
tute for the Cleveland Clinic Health System, says
the ACE inhibitor initiative was led by physicians
and constructed in a way that encouraged them to
cooperate. 

A medical operations council was formed in
1997, with representatives from 13 affiliated
health centers in the Cleveland area. Chaired by
Robert Kay, MD, chief of staff for the Cleveland
Clinic Foundation, the council’s goal was to share
information that might help improve patient care.
The council was created with no line reporting or
rank, he says. The goal was for the physicians to
gather as a group of colleagues and discuss infor-
mation freely.

“Engaging physician leadership across the
health system was key to the project. Our physi-
cians identified an opportunity to improve out-
comes across the system for a highly prevalent and
serious disease: congestive heart failure,” Kay says.
“Physician leadership of multidisciplinary teams at

each hospital promoted and strengthened the posi-
tive effect of this quality improvement activity.”

In 1998, the council identified congestive heart
failure as one of several problems, Nadzam says,
and that problem was an attractive target for qual-
ity improvement efforts because the Cleveland
Clinic system has a very high volume of such
patients throughout the entire system. The council
called on cardiologists from each of the facilities to
help define quality and determine what informa-
tion was needed.

“We gathered some baseline data and found
some interesting things,” Nadzam says. “Our
community population of heart failure patients
was different from the typical clinical trial popula-
tion, which told us that some findings from formal
research initiatives may not be totally generaliz-
able to the general community. The second thing
we found was that the rate of ACE inhibitor use
was not optimized.”

CME program educates physicians 

The medical council didn’t like the rate of ACE
inhibitor use either at individual facilities or as an
aggregate for the health system. To increase the
use of the drugs, the council implemented a con-
tinuing medical education (CME) program for
physicians in the system, educating them about
quality improvement for heart failure and specifi-
cally the indications for ACE inhibitors. Then the
council encouraged each facility in the Cleveland
Clinic system to implement initiatives to increase
the use of the drugs.

“Each hospital implemented its own activities
that it thought would work,” Nadzam says. “Some
included pharmacists on discharge rounds to see
what the patient was going out the door with.
Some used laminated cards for physicians that laid
out the guidelines for treating heart failure and
using ACE inhibitors.”

At each hospital, physician leaders conducted
grand rounds on ACE inhibitors at least once, rein-
forcing the information provided in the CME pro-
gram. Meanwhile, Nadzam and her colleagues
continued to collect data. Soon, they saw signifi-
cant increases in the use of the drugs. 

The system rate for the first six months of 1998
was 61%, meaning that 61% of the patients for
whom ACE inhibitors might be clinically appropri-
ate actually received the drugs. The annual rate for
1999 was 66%, a statistically significant increase,
and then it rose to 68% in 2000. The rate for 2001
reached 80%, where it now stands. Nadzam says
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80% was the target rate because some patients who
initially seem eligible for ACE inhibitors turn out to
have contraindications. 

James B. Young, MD, a cardiologist at the
Cleveland Clinic, calls the numbers “a very signif-
icant improvement. “We can translate the degree
of improvement into the number of lives that
could be saved per year of follow-up,” he says. 

“We know that having a patient on specific
drugs — ACE inhibitors in this case — can reduce
mortality by 20% or 30%, depending on the patient
group,” Young says. “The fact is that by increasing
the proportion of patients discharged from the hos-
pital who are eligible for these drugs, by increasing
that number significantly, we obviously reduce the
number of deaths in the community.”

Nadzam says the ACE inhibitor initiative led 
to several insights that could be put to use in any
quality improvements. She offers these examples:

• Keep people informed at a system level, 
but let the physicians formulate the changes in
practice. The initiative ultimately came down to
trying to change the behavior of physicians, so it
was important that physicians actually determine
how to do that, she says. But on a system level,
Nadzam and her colleagues kept the project in
front of influential leaders who could offer sup-
port and resources. 

• Allow individual health care units to do
what works best for them. As long as everyone
understands the goal and is working toward the
same result, some flexibility in the execution can
be very effective. Circumstances and needs will
differ from one facility to the next, and allowing
providers to do what works best for them will
encourage their participation.

• Put respected leaders on the council, but pro-
mote a collegial atmosphere. The Cleveland Clinic
carefully selected leaders for the project who were
experts in treating heart failure, but they encour-
aged a collegial atmosphere in which physicians
could make suggestions and ask questions. 

“Get some leaders who know the material but
who also know how to run a team,” Nadzam says.
“That was really important. They got together as
colleagues and said, ‘ACE inhibitors are the right
thing to do, and we’re all in this together. Let’s go
back to our hospitals and make this happen.’ We
provided information, guidance, and support,
rather than mandates and centralized control.”

• Administrative sources can be used to col-
lect medication data. The quality team found
that some Medicare paperwork was useful when
collecting data about ACE inhibitor use. They

first gathered data only from chart reviews, but
then they found that additional useful informa-
tion was available in Form CMS-1450 (UB-92),
which is used by institutional and other selected
providers to complete a Medicare Part A claim. 

“When we combined the UB-92 data with data
collected by going in and looking at chart and
medication records, we found more patients get-
ting ACE inhibitors,” Nadzam says. “The lesson is
that when you use more than one source of infor-
mation, you can get a more complete picture. And
that’s important when every [full-time equivalent]
counts and you want to minimize data collection
from charts because it’s so labor-intensive.”

• Quarterly reports can spur improvements.
As part of the effort to keep everyone aware of

the ACE inhibitor campaign, Nadzam sent quar-
terly reports to each facility in the Cleveland
Clinic system. The reports showed everyone’s
rate of ACE inhibitor use, and hospital leaders
quickly started comparing their rates. “A very
constructive, competitive spirit now exists,” she
says. “No one wants to be the lowest.”

[For more information, contact:
• Deborah Nadzam, Director, Quality Institute,

Cleveland Clinic Health System, 9500 Euclid Ave.,
Cleveland, OH 44195. Telephone: (216) 444-2200. 

• Robert Kay, MD, Chief of Staff, Cleveland
Clinic Foundation, 9500 Euclid Ave., Cleveland, 
OH 44195. Telephone: (216) 444-2200.

• James B. Young, MD, Cardiologist, Cleveland
Clinic, 9500 Euclid Ave., Cleveland, OH 44195.
Telephone: (216) 444-2200.]  n

Automated dispensing
machines need approval
Approval required for first dose of medications

Question: We have implemented an auto-
mated dispensing system for medications on
some nursing units, and they are tremendously
helpful in streamlining our processes. The phar-
macy controls the machines, but now we’re 
confused about whether we’re violating Joint
Commission on Accreditation of Healthcare
Organizations standards when a nurse is able 

78 HOSPITAL PEER REVIEW ® / June 2002

(Continued on page 83)



June 2002 / HOSPITAL PEER REVIEW ® 79

Happy employees mean
satisfied patients
Recognition programs should be specific

Amazingly, with all of the technological and
clinical advances of the past 25 years, the

most critical component of a facility’s success is 
a motivated, enthusiastic staff.

Unfortunately, low employee morale is signifi-
cantly higher than previous years. Not only is
low morale discouraging for managers, but it
also results in high turnover rates, dissatisfied
patients, and a real threat to your financial
health.

Low employee morale is one indication that
your employees are not motivated to take pride
in their jobs and assume responsibility for the
program, says Scott Halford, a Glendale, CO-
based consultant who helps organizations with
morale, motivation, and workplace performance. 

“It is a myth that we can motivate others.
Motivation must come from within the person,
but we can inspire other people to see possibili-
ties within their lives and their jobs that will
motivate them,” Halford explains. 

Hiring the right people

An important step in building a motivated
staff is to hire right, Halford says. “If people don’t
like the work they are hired to perform, they will
never be inclined to do a good job,” he says. 

Diana Procuniar, RN, CNOR, nurse administra-
tor of the Winter Haven (FL) Ambulatory Surgical
Center, agrees. 

“I talk to candidates about my philosophy that
physicians and patients are our customers and we
have to make both groups happy or we go out of
business,” she says. 

“When I see their heads nodding in agreement

and a look of understanding on their faces, I
know that they will be right for my program,”
Procuniar explains.

Before you can make sure you hire the right
people, examine the values of your organization,
Halford suggests. 

“If your organization is only interested in prof-
its to shareholders, employees will know it and
feel left out,” he explains.

There are three organizational values that are
essential to building a happy work force, says
Halford. Surprisingly, pay is not one of the moti-
vating factors for employees, he says. 

If your pay scale is lower than other facilities,
pay is a de-motivator, but if your pay is equal or
higher than other facilities, it is simply accepted
as the paycheck the employee expects, Halford
points out.

The factors that can create a motivated staff
include:

• Fairness.
Make sure you treat all employees fairly,

Halford says.
“If people feel like different rules apply to

different people, you’ll hear them complaining
about the hours they work, the location of the

parking lot,
uniforms, or
any number
of other com-
plaints,” he
says. “These
complaints
show that
people are
not focusing
on their jobs
but on minor
irritations
that have

taken on a greater importance than their jobs.”
Fair treatment includes recognition programs

with clearly defined parameters that apply to
everyone, Halford says. 

Recognize true achievements

Recognitions such as gift certificates and pizza
parties are great if the recognition is sincere and
is connected to a real achievement, he says. For
example, perfect attendance is not an achieve-
ment worth a special recognition, but a signifi-
cant decrease in operating room turnaround time
is a true achievement, he explains.

“If people feel like 
different rules apply to
different people, you’ll
hear them complaining
about the hours they
work, the location of
the parking lot, uni-

forms, or any number
of other complaints.”
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At Winter Haven Surgical Center, staff recogni-
tions are driven by peer recognitions, Procuniar
says. 

An ongoing employee-of-the-month and
employee-of-the-year program recognizes not
only the employees being praised, but also those
who offer the praise, she says.

• Proper tools.
Another key to maintaining employee morale,

especially with increasing volume and reduced
staff, is to make sure employees have the tools to
handle their jobs, Halford says. With staff costs
representing a significant part of any facility’s
expense, it is logical to cut staff during a budget
crunch, he says.

“Just make sure that you have the tools in
place that enable the remaining staff to handle
the workload,” Halford says.

Use the latest, greatest tools to help staff mem-
bers with their jobs, and be willing to pay over-
time if it is needed to get the job done, he says. 

Computer programs that simplify medical
records entries, the proper number of instru-
ments so staff don’t have to disinfect or sterilize
between every case, and up-to-date equipment
that is always working properly are just a few
ways to make sure the remaining staff can handle
the job, Halford says. 

• Input. 
Perhaps the most basic way to let employees

know that they are appreciated and inspire them
to motivate themselves is to ask what they need,
Halford says. 

The most important part of asking, through
formal or informal survey methods, is to make
sure you follow up on any information employ-
ees provide, he adds.

And the survey says . . .

An employee survey at Winter Haven
Ambulatory Surgical Center uncovered dissatis-
faction with the center’s paid time-off policy,
Procuniar says.

“We don’t have separate vacation, sick, and
holiday time,” she explains. “Everyone accumu-
lates hours of paid time-off each pay period, and
it is used for holidays and other time off,” she
says. 

Employees didn’t believe the time was compa-
rable to other programs in the area, so Procuniar
surveyed other programs, compiled the data, and
presented a recommendation to the board.

“The number of hours we increased paid

time-off was not as much as employees wanted,
but I was able to show employees the data I col-
lected that demonstrated that the new paid time
off policy was fair and comparable to other pro-
grams,” she says.

Employees who are happy are good workers,
Procuniar says. 

“Taking time to make sure your employees are
satisfied with their jobs pays off in terms of patient
satisfaction and low turnover,” she adds. 

Procuniar speaks from experience because not
only does she rarely have employees leave her
program, but she also adds, “I’m one of the fortu-
nate managers who has a waiting list of nurses
who want to work for me full time.”  n

You can reduce delays
with wireless registration 
Bedside registration cuts delays by 5-7 minutes 

At Methodist Hospital in Indianapolis, emer-
gency department (ED) patients are regis-

tered on a Compaq computer with a wireless
network card, all mounted on a platform with
wheels. 

“This allows us to bring patients back to the
room, if space is available, and register them at
the bedside,” says William H. Cordell, MD, a 
faculty physician at the hospital’s emergency
medicine and trauma center. 

Previously, a line often formed in the ED wait-
ing room so patients could register before being
placed in a room for evaluation and treatment,
which increased overall length of stay, says
Kathy Hendershot, RN, MSN, CS, director of
clinical operations for the ED. 

Clear out bottlenecks

To eliminate the “bottleneck” of registration,
the decision was made to switch to bedside wire-
less registration, Hendershot says.

“The goal was to help with our throughput
and patient satisfaction,” she explains. “We
wanted to get away from the perception that we
were more worried about insurance and money
than caring for the patient.”

Here are effective strategies to use when imple-
menting wireless registration:



• Invite resistant individuals to help imple-
ment the new system. 

There was some difficulty “selling” the wire-
less system to the business and financial office,
which registration clerks report to, Hendershot
says. 

Involve key staff early in the process

“There was additional cost of equipment, more
physical demand on their staff and changing a
process that worked for them,” she explains. 

The solution was to get key individuals
involved early on in the process so they could
participate in designing it, Hendershot says. 

• Consider cost issues. 
The ED spent approximately $25,000 to update

the six workstations, Hendershot says. 
“The cost was for top-of-the-line hardware and

some software upgrades for our system,” she
explains. 

Hendershot adds that costs depend on the
equipment you select and the square footage you
need to cover. 

• Consider that the patient may be treated
before registration is complete. 

In some cases, the ED nurse and physician may
have treated the patient before registration is
completed, Cordell notes. “Thus the patient may
have to wait until the discharge papers, which
require registration, are completed.”

Patients also must be registered into the system
before X-rays can be obtained, he adds. 

• Track delays. 
After the ED switched to the wireless system, a

savings of 5-7 minutes per patient was demon-
strated. “This does not seem like a lot, but it is
when you are seeing volumes in the 300-per-day
range like us,” she says. 

Tracking progress

She notes that a “straight-back-to-registration”
process can accomplish a similar time savings for
most EDs as long as beds are available, whether
or not it is wireless.

To track progress, a specific performance indi-
cator was identified. “We chose ‘triage-to-room’
time as our first indicator to trend for improve-
ment,” says Hendershot. 

Minimal improvement was shown, but a more
dramatic change occurred in the “triage to physi-
cian” times. “This may be the best performance
marker to keep,” according to Hendershot.  n

Simple solution: Clinical
training for entire staff 
Rural hospital puts all staff at the bedside

In 1995, the 20-bed East Adams Rural Hospital
in Ritzville, WA, needed to cut about $200,000

from its budget. After consolidating its hospital
and primary care clinic in one facility, administra-
tor Jim Parrish, FACHE, started looking for other
areas to trim expenses. 

The hospital district, which serves a popula-
tion of about 4,400 residents and 25,000 vehicles
passing along Interstate 90 every day, has an
average daily patient census of just 1.5 to two
people per day. Yet it had two RNs and one
nurse’s aide on duty for each 12-hour shift.

It seemed to Parrish a natural place to look for
savings. 

“We decided to cut back to one nurse per day,
but that created a problem of how to get things
done with only one person,” he recalls. Thus
was born the Acute Care Assistance program,
which since 1995 has cut nursing costs by nearly
$200,000.

Everyone is a trained CNA

“We decided to train everyone to assist on the
floor,” Parrish explains. The entire staff of the
hospital went through training to become certi-
fied nursing assistants. 

“There are 16 people who are not usual care-
givers who are trained as acute-care assistants,”
he says. Everyone from the chief financial officer
and Parrish to X-ray technicians and telephone
operators receives training. 

They do everything a nurse’s aide can do: take
people to the restroom, give bed baths, distribute
meals, feed patients, clean rooms, make beds,
change adult diapers, and take vital signs, he
points out.

The only exceptions made to the training were
the lab technicians, who have enough work to
keep them busy at all times, Parrish says, and
three people who were exempted for health or
personal reasons.

The trained staff — with the exception of
Parrish — all received a 50 cents per hour bump
in their pay for taking on the new role. Everyone
is required to be on call as a nursing assistant for
three shifts of less than eight hours per month. 
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Just how well the program can work was made
clear last summer, when a two-bus accident
brought 11 patients to the hospital, Parrish says. 

“We had a certified nursing assistant for each
of those patients while the doctor on call assessed
them,” he says. “We can have 10 caregivers in the
emergency department within minutes. Before,
the most we would have had was three.”

Initial fears calmed

Parrish says that there was little concern —
even among the nurses — that the program
would lead to diminished care. 

“They weren’t worried about providing high-
quality care, but about what would happen if we
got ‘slammed’ with four or five patients at once,”
he says. 

“They were able to alleviate those concerns by
pointing out that three days a week, there was an
additional nurse in the facility working at the pri -
mary care clinic, as well as a backup nurse who
was never more than 30 minutes away from the
hospital and always available by phone,” Parrish
adds. 

“Nursing here isn’t a matter of having some-
one at the bedside constantly,” he says. “We don’t
have open-heart surgery here. We are a med-surg
facility. Do you really want to pay someone $30
an hour to sit around for part of the day?”

Parrish says about three-quarters of what
nurses at East Adams Rural Hospital were doing
before the program started wasn’t nursing care.
“Do you need a license to deliver ice or get some-
one water?” he asks. 

“Those mundane duties are better done by
someone who is lesser-paid and lesser-trained.”
Indeed, he thinks he has improved the working
conditions of his registered nursing staff by elimi-
nating those kinds of tasks.

If the hospital hadn’t cut the nursing aide and
second nurse back in 1995, he estimates the 2000
budget for nursing would have been a little more
than $600,000, rather than the $295,000 he spent. 

The program easily could be copied in other
small rural hospitals, but does Parrish think a
bigger hospital could mimic it? “You bet,” he
says. 

“They could do this on med-surg units. If you
look at most patients on those wards, about 70%
of them are like our patients and can be taken
care of well, safely, and with more attention than
if they use only RNs. Expanding the non-nursing
base of people who can take care of folks also

frees up nurses to do more of what they are sup-
posed to do,” he says. 

”They didn’t spend $70,000 on four years of
schooling to change adult diapers,” Parrish says.

Over the seven years the program has been in
place, there has been no claim or lawsuit from any
patient, no injury claims from employees, and no
settlements made, he adds. “People who say you
can’t do this and be safe only have to look at our
seven years of experience. We have excellent state
surveys and great patient satisfaction reports from
our in- and outpatient population.”

[For more information, contact: 
• Jim Parrish, FACHE, Administrator, East

Adams Rural Hospital, 903 S. Adams, Ritzville, WA
99169. Telephone: (509) 659-5402. E-mail: jparrish
@agritel.net.]  n

Patient satisfaction rates
dropped in Sept. 11 week

Patient satisfaction with health care services
fell sharply during the week of the Sept. 11

attacks, according to a recent study by Press,
Ganey Associates of South Bend, IN. 

However, patient evaluations returned to nor-
mal levels the following week. Overnight patients
were significantly less satisfied with the care they
received immediately following the attacks, com-
pared with patients who were discharged in the
proceeding weeks.

Press, Ganey said the drop in patient satisfac-
tion was likely due to stress among staff that
manifested itself in a drop in productivity and
attention to detail. The stress caused patients to
be more demanding about their medical care and
more sensitive to service breakdowns in the hos-
pital, the study found. 

For more information, go to www.pressganey.
com.  n



to obtain the first dose of a medication without
pharmacist review of that particular prescription.
Do we still need to get pharmacist review?

Answer: Yes, you still need to have a pharmacist
approve the first dose before the nurse obtains it,
even though that may seem to run counter to the
convenience promised by the automated dispens-
ing units. Lucille Skuteris, associate director of 
the standards interpretation group for the Joint
Commission, tells Hospital Peer Review that the use
of an automated dispensing unit does not change
the requirements for pharmacist oversight. TX.3.5.2
requires that “Pharmacists review all prescriptions
or orders,” and Skuteris says that includes any
medications dispensed by automated machines. 

“It’s an issue of patient safety. There needs to
be some sort of control regardless of where the
meds are coming from,” she says.

Skuteris says that two exceptions are noted in
the intent section of the standard. The first involves
situations in which the physician controls the
ordering, dispensing, and administration of the
drug, most commonly in the operating room,
endoscopy suite, and emergency department. The
pharmacist review also is not required in an emer-
gency situation, when the review would be time-
prohibitive. STAT orders or any other in which the
patient’s health could be compromised by waiting
for a pharmacist review would meet the criteria.
But she adds that not all first doses would meet
those criteria. 

If a surveyor determines that nurses are obtain-
ing medications prior to a pharmacist review in
routine situations, a Type I recommendation will be
made for failing to meet standard TX.3.5.2. The
Joint Commission makes no distinction, Skuteris
says, between automated dispensing machines and
nonautomated floor stock when assessing compli-
ance with the standard.

Some hospitals address the problem with a
“profile-interfacing” system that requires all new
orders to be entered into the pharmacy system;
only then is the nurse able to access the medica-
tion in the dispensing machine, Skuteris says.
Nurses usually can override such a system, so 
it is far from foolproof, she notes.

The Joint Commission recommends that
providers implement a policy and procedure
specifying when nurses can access the medica-
tions from the machine prior to a pharmacist
review. Nurses should be trained in the policies
and understand that they should override the
pharmacist review only in the most serious of

cases. Pharmacy also should audit compliance
with the policy. When it is necessary to bypass
the pharmacist review, the Joint Commission rec-
ommends having a second nurse verify the order
and the medication prior to administration unless
there is a true emergency.

If an automated dispensing unit is in use, Joint
Commission surveyors usually will ask nurses on
the floor to describe the circumstances in which
they take medications from the machine prior to a
pharmacist’s review. A good response is “only for
STAT orders and when the clinical need of the
patient demands immediate administration of the
drug, such as the administration of morphine to a
patient in pain or the administration of ranitidine
to a patient in gastric distress,” Skuteris says. “For
every first dose,” is not a good response.

[For more information, contact:
• Lucille Skuteris, Associate Director, Standards

Interpretation Group, Joint Commission on Accredi-
tation of Healthcare Organizations, One Renaissance
Blvd., Oakbrook Terrace, IL 60181. Telephone: (630)
792-5909.]  n

AHA blasts JCAHO for bid
on peer review contract

Aletter from Dick Davidson, president of the
American Hospital Association (AHA) in

Chicago, to the president of the Joint Commission
on Accreditation of Healthcare Organizations
criticizes the accrediting body for what the AHA
says is a seriously misguided strategy.

Davidson recently sent the letter to Joint Com-
mission President Dennis O’Leary, MD, and then
made the letter public. The letter expresses the
AHA’s “deep disappointment in the Joint Com-
mission’s continued lack of focus on its core mis-
sion — competent accreditation — and on its most
important customers — hospitals. I am referring 
to the Joint Commission’s recent attempt to bid on
a peer review organization [PRO] contract.” The
Joint Commission’s Executive Committee initially
rejected the plan but then agreed to have Joint
Commission Resources, a separate arm of the Joint
Commission that provides consulting services,
become a subcontractor in a PRO bid by CIMRO,
an Illinois medical review group. 

Davidson calls the move “one more example of
the Joint Commission’s seeming inability to decide
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whether it is an accrediting organization or a regu-
latory agency — one more arm of a government
bureaucracy. 

If the Joint Commission is still committed to its
role as an accreditor, then a series of serious prob-
lems surrounding the accreditation process, the
development of standards and other issues critical
to that core mission must be addressed. While
JCAHO has taken some steps to address these seri-
ous concerns, those steps have been small and hap-
pened at a glacial pace. If, however, JCAHO is
determined to abandon this role for that of a regu-
lator and government contractor, then hospitals
must rethink the basic parameters of the relation-
ship.” Davidson says he has repeatedly voiced
the AHA’s concerns over the Joint Commission’s
strategies and that the group continues to sup-
port the idea of a private, voluntary accreditation
process. “Regrettably, we watch with dismay as
JCAHO seems to stray from this crucial focus and
squanders the trust that is so vital to a credible
accreditation system. JCAHO’s challenge is clear:
determine whether it wants to be the engine to
help the nation’s hospitals improve quality of
patient care or simply fulfill a compliance and
regulatory function for the federal government.”

The Joint Commission did not issue any public
response to Davidson’s letter.

[For more information, contact: 
• Dick Davidson, President, American Hospital

Association, One North Franklin, Chicago, IL 60606-
3421. Telephone: (312) 422-3000.]  n

Standardized tools help
surgeons with symptoms
AAOS creates series of outcomes instruments

Recognizing the need for standardized, reliable,
and valid instruments to measure the out-

comes of musculoskeletal care, the Rosemont, IL-
based American Academy of Orthopaedic Sur-
geons (AAOS), in conjunction with a number of
orthopedic specialty societies, has created a series
of outcomes instruments, or measuring tools.

In 1999, the AAOS, along with the Council 
of Musculoskeletal Societies and the Council of
Spine Societies, undertook a normative data study
that has provided these standardized scores for
the general population. 

“Normative” condition scores for the general
population serve as a reference group and allow
physicians to assess whether individuals meet
established criteria for a specific disorder. 

These normative or standard scores will be
used in conjunction with the physical examina-
tion process to determine diagnosis, pain toler-
ance, and surgical necessity. Data for the study
were collected using a mail survey sent to a rep-
resentative number of the general public. 

Based on a 37% response rate, general popula-
tion normative scores were calculated by which to
compare patients’ scores in clinical and research
settings. Collecting these data was a necessary step
in the standardization process for any condition or
disorder. The AAOS study serves as a national
orthopedic database, providing health care practi-
tioners with tools to better recognize, identify, and
treat musculoskeletal conditions in conjunction
with traditional diagnostic procedures. 

The AAOS developed outcomes instruments 
to study lumbar and cervical spine, upper limb,
lower limb, hip, knee, foot, ankle, and sports knee.
Pediatric tools also are available. These instru-
ments, in the form of questionnaires, along with
the normative data standardized scores, can be
downloaded from the AAOS web site. Several for-
eign language translations of some instruments
are available.

For the tools and other information, see the
AAOS web site at www.aaos.org.  n

Improve your discharge
planning effectiveness
Patient and caregiver involvement is key

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

With the decline in average hospital lengths of
stay, discharge planning has become more

challenging. Many hospitalized patients have
complex care needs, and they are particularly in
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need of comprehensive discharge planning. 
Because of changes in treatment practices, con-

sumers increasingly view hospitals as one com-
ponent of a broader health care system. They
expect to be adequately prepared for hospital 
discharge and offered sufficient post-hospital
support. 

Care previously provided in the hospital is
now provided in the community. 

This shift demands an integrated approach to
the planning and delivery of services to ensure
continuity across provider boundaries. Discharge
planning operates as an important interface
between acute care and a wide variety of post-
hospital support services. 

To facilitate continuity of care, hospital dis-
charge protocols need to be developed with the
active involvement of physicians, post-hospital
care providers, and other community support
agencies. 

Involving caregivers and community

To meet the varied needs of patients, care-
planning processes must have the capacity to
discriminate and respond to differing levels of
service coordination and post-discharge care. 

Effective discharge planning is based two
important principles: 

1. Patient and caregiver involvement. 
The patient, family, and other responsible care-

givers should be actively involved in the care
planning process. This ensures that their needs
and preferences are taken into account. Involving
the patient, family, and caregivers requires ongo-
ing communication about the patient’s condition,
treatment options, associated risks, and antici-
pated outcomes.

2. Community provider involvement. 
An important determinant in discharging

patients on the day planned is the capacity of the
attending physician and post-hospital providers
to be able to meet the patient’s care needs. For
this reason, the patient’s physician and other
providers must be actively involved in the devel-
opment and execution of the patient’s discharge
plan.

Hospital discharge cannot begin on the day a
decision is made to send a patient home. Discharge
planning must start prior to admission (planned
admissions) or at the time of admission (unplanned
admissions). 

Effective discharge planning involves four
stages: 

• assessment; 
• care plan development; 
• implementation of care plan; 
• follow-up post-discharge. 
Appropriate interventions in each of these

cycles help contribute to effective discharge plan-
ning. When evaluating the quality of discharge
planning services, caregivers should measure
completion of critical processes and attainment 
of desired outcomes. 

Critical processes

Effective discharge planning is reliant on a
thorough, accurate, and complete assessment by
all those involved with the hospitalized patient.
The discharge procedure for many patients leav-
ing the hospital may be relatively simple and
does not require an intense assessment or plan. 

Case managers must have a way to identify
patients in need of more comprehensive dis-
charge planning and service provision to support
their return home or transfer to another provider
site. When an intense assessment is needed, the
patient’s physiological, psychological, social, and
cultural needs must be evaluated to gain a com-
plete understanding of the patient’s home and
social circumstances, such as:

• available family resources and preferences
(e.g., whether the family/responsible caregiver is
willing and able to provide the care and support
needed); 

• cultural, linguistic, and religious needs; 
• home environmental impediments to 

recuperation; 
• existing responsibilities not being met due to

admission (e.g., child care, pets, work); 
• capacity to perform activities of daily living;
• the health care and community services that

were used before admission and likely to be
needed on return home. 

The plan of care should address specific strate-
gies for meeting actual and potential problems
that the patient will face upon leaving the hospi-
tal. In determining the estimated discharge date,
the intensity and type of the patient’s ongoing
needs for care and services have to be matched
with the availability and capacity of the attending
physician and other providers to respond. 

Coordinating and implementing discharge
activities can start as soon as the care plan is
developed. Certain strategies may be imple-
mented even before admission. 

The activities related to preparing the patient



for discharge include:
• providing information and education to the

patient and the family/other responsible care-
givers in the appropriate language, verbally and
in written form relating to: 

— anticipated course of treatment and dis-
charge date; 

— ongoing health management; 
— an appropriate post-discharge contact to

answer queries and address concerns; 
— medications; 
— use of aids and equipment; 
— follow-up appointments; 
— community-based service appointments; 
— possible complications and warning signs; 
— day normal activities can be resumed; 
• arranging referrals to hospital-based services

(e.g., radiology, pharmacy, occupational therapy)
and external agencies or services (e.g., Meals 
on Wheels, home health care, durable medical
equipment, hospice); 

• initiating two-way communication between
the hospital and community providers to ensure
services are in place for the patient to use when
needed post-discharge; 

• preparing and delivering vital information in
the patient’s health record to the post-hospital
care providers to assist them in organizing ser-
vice delivery — including description of the
unresolved, ongoing problems listed on the hos-
pital care plan, key test results, and medication
regime, emergency contact person, contact num-
ber, and availability; 

• discussing the discharge information with
patients to ensure they understand the care plan,
medication regime, and so on; 

• confirming transport arrangements from
hospital to home or to other provider sites; 

• contacting the family and/or other commu-
nity providers to confirm that the patient is being
discharged and to ensure that services are acti -
vated or reactivated. 

The purpose of following up the patient after
he or she has been discharged from hospital is to
evaluate the impact of the planned interventions
on the patient’s recuperation and possibly iden-
tify recurrent and new care needs. A secondary
purpose is to assess the effectiveness and effi-
ciency of the discharge process. 

Follow up of patients post-discharge (either 
via telephone and/or contact with the attending
physician and other caregivers) allows hospital
case managers to determine if the problems iden-
tified as requiring intervention post-discharge

were adequately addressed and to deal with any
new problems. 

It also provides the opportunity to reinforce
teaching initiated in the hospital and provide
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CEquestions
Use the enclosed Scantron to submit your answers
for the January-June 2002 CE test and return the
Scantron and CE survey in the enclosed envelope.

21. In a communitywide bioterrorism drill in
McAlester, OK, hospital volunteers handed out
how many packets of jelly beans — intended to
simulate medication — to members of the public?
A. 1,000
B. 6,000
C. 10,000
D. 18,000

22. Define the rate of ACE inhibitor use for heart
failure patients across the Cleveland Clinic
Health System for the first six months of 1998.
A. 61%
B. 67%
C. 72%
D. 83%

23. Joint Commission on Accreditation of Healthcare
Organizations standard TX.3.5.2 requires that
“Pharmacists review all prescription orders.”
A. true
B. false

24. According to Patrice Spath, RHIT, effective dis-
charge planning involves four stages. What is
the fourth stage?
A. assessment
B. follow-up post-discharge
C. implementation of care plan
D. care plan development

Please note: The following question replaces
question #10 from the March 2002 issue of HPR.
The answer can be found in the March issue.
10. What company conducts the annual study “The

100 Top Hospitals: Benchmarks for Success”?
A. Solucient LLC
B. MEDSTAT
C. MICROMEDEX
D. McKesson Information Solutions Inc.



assurance to the patients and their home 
caregivers. 

Follow-up is vital to ensuring continuity of care
for the patient. The expected outcomes identified
on the patient’s care plan influence the questions
to be asked. For example, if the hospital physical
therapist instructs the patient on an exercise
regime that is expected to produce an improved
range of motion of a limb three days after dis-
charge, the patient should be asked if he or she is
exercising and if this result has been achieved. 

In addition to questions specifically related to
the patient’s individual condition, the following
questions might be asked to gauge the effective-
ness and efficiency of the discharge process:

• Are the patient and caregivers coping? 
• Do they have any questions? 
• Has the patient received the services

arranged by the hospital case manager and
when? 

• Is the family or responsible caregiver able to
provide adequate support? 

• Has the patient visited another hospital, emer-
gency department, or a physician since discharge? 

• Has the patient received services other than
those arranged by the hospital case manager? 

• Was the patient satisfied with his or her dis-
charge and post-discharge care? 

The evaluation and follow-up stage of the dis-
charge process provides the opportunity to evalu-
ate not only the efficiency of the discharge process
but also the effectiveness of the post-discharge
interventions. 

With reductions in hospital lengths of stay, well-
organized discharge practices and processes are

imperative. The public has become more accus-
tomed to shorter hospital stays, and patients and
families expect that the transition from hospital to
home (or to another provider) will be as seamless
as possible. 

Ongoing monitoring of critical discharge plan-
ning processes and outcomes is an important
part of the hospital’s performance management
activities.

[Note: The newly released book, Measuring and
Improving Continuity of Patient Care, will help
you take a critical look at your discharge planning pro-
cess. For ordering information, contact Brown-Spath
Associates at (503) 357-9185 or visit the web site at:
http://www.brownspath.com.]  n
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Correction

In the February 20002 issue of Hospital Peer
Review, Carol Curtiss, RN, MSN, a clinical

nurse specialist consultant in Greenfield, MA,
was incorrectly quoted as saying that the Joint
Commission on Accreditation of Healthcare
Organizations’ pain management standard
requires a multidisciplinary committee. 

The HPR editor misinterpreted Curtiss’
comments. Curtiss explains that the Joint
Commission does not require a multidisci-
plinary committee at all, though many hospi-
tals still see it as a good way to comply with
the standard.  n



For some surgeries, high
volume = better outcomes 

Elderly patients who had any of 14 high-risk
cardiovascular or cancer operations in hospi-

tals performing a high volume of their particular
procedure were more likely to survive than those
who went to hospitals with a low volume of their
type of surgery, according to a nationwide study
sponsored by the Agency for Healthcare Research
and Quality (AHRQ) and published in the April
11, 2002, issue of The New England Journal of
Medicine.

Going to the high-volume hospitals made 
the biggest difference for patients undergoing
surgery for cancer of the pancreas. Only 4% of
such patients at highest-volume hospitals died,
compared to 16% at lowest-volume hospitals.
Death rates differed to a similar degree for
patients undergoing surgery for cancer of the
esophagus (8% at highest-volume hospitals vs.
20% at lowest-volume ones).

The study also found that hospital volume was
important for patients undergoing heart valve
replacement, abdominal aneurysm repair, and
surgery for lung, stomach, or bladder cancer. 

For each of these procedures, death rates at
the highest-volume hospitals were between 2%
to 5% lower than at the lowest-volume hospi-
tals. Hospital volume was least important for
patients undergoing coronary artery bypass
surgery, carotid endarterectomy, and surgery
for colon or kidney cancer. 

Death rates at the highest- and lowest-volume
hospitals for these procedures differed by less
than 2%. Each year in the United States, more
than 20,000 elderly patients die undergoing one
of these 14 high-risk operations. 

The research was led by John D. Birkmeyer, 
MD, associate professor of surgery at Dartmouth
Medical School in Hanover, NH. The nationwide
study, which examined outcomes in approximately
2.5 million Medicare patients undergoing surgery
between 1994 and 1999, was based on data from
the national Medicare database and AHRQ’s
Nationwide Inpatient Sample from the Healthcare
Cost and Utilization Project. 

The researchers defined surgical volume as 
the average number of procedures performed by
each hospital annually. The volume averages
used to define high- and low-volume hospitals
varied widely by procedure.  n
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‘We feel we were able to ward off a panic . . .’

Clinicians nationwide were beset with hoax
powder scares last year at the height of the

anthrax attacks, but at one hospital, the threat
turned out to be real. Positive cultures for Bacillus
anthracis were found within hospital walls, set-
ting off a wave of anxiety that threatened to
descend into panic. 

“There was a mounting level of anxiety among
our health care workers,” said Maureen Schultz,
RN, infection control coordinator at Veterans
Affairs (VA) Medical Center in Washington, DC.
“It had to be dealt with before we could work out
any other aspect of the situation.”

The events began to unfold last October,
when it was discovered that the anthrax letter
sent to Sen. Tom Daschle (D-SD) might have
contaminated other federal buildings through
cross-contamination of mail processed at the
Brentwood postal building in Washington, DC. 

“It was several days before the contamination
was discovered, and by that time, several down-
stream facilities, including our VA hospital, were
contaminated,” she said recently in Salt Lake City
at the annual meeting of the Society for Healthcare
Epidemiology of America (SHEA).1 In light of the
situation, it was recommended that mailrooms in
federal buildings be cultured for anthrax.

“One of the things we found frustrating was
that we were not given any guidance as to how
we should screen the mail,” Schultz said. “So we
[took] cotton swabs and ran each swab over an
approximately 10 to 50 square inch area.”

Four of 34 environmental swabs taken in the

hospital mailroom grew B. anthracis, with colony
counts varying from one to 11. The anthrax was
found on a canvas mail tote, a cardboard box
that had been mailed, on the top of a mailroom
speaker, and on a canvas mail cart. 

The fear factor 

“Even before the contamination was discov-
ered, [we] decided to take some action because of
the growing concern among our employees,” she
said. “So [we] convened a group from the emer-
gency response team, infection control, safety,
and public affairs.”

The focus of the response was to determine risk
level, provide prophylaxis as needed, decontami-
nate the environment, and get accurate information
to all 1,700 health care workers, patients, and visi-
tors, Schultz said. In order to reduce the high level
of anxiety, a series of educational sessions were
held, information was posted on the hospital web
page, press releases were distributed, and printed
materials were given to staff, patients, and families.
In addition, a series of “town-hall” meetings was
held to fully air the concerns of employees. 

“These were informal sessions that we had in
our auditorium where many health care workers
could come and interact on an informal basis,”
Schultz said. 

The risk to hospital workers was determined to
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be low, and only eight staff members were started
on prophylactic antibiotics. Those included five
mailroom employees who were encouraged to
take full 60-day regimens. Another three workers,
considered at lower risk, were given 10-day regi-
mens due to possible contact with contaminated
mail. The mailroom and surrounding area were
decontaminated by an outside contractor. 

Overall, some 500 health care workers attended
the education sessions, and each town-hall meet-
ing drew more than 200 staff members. With the
colony counts low and the contamination limited,
the decision was made to limit prophylaxis to
only the eight aforementioned employees. That
approach was not well received by other health
care workers who feared they could have been
unknowingly exposed. 

“We refused treatment to all other employees,
and initially, this created a lot of anxiety among
the health care workers, particularly in these
large town-hall meetings,” Schultz said. “They
were demanding ciprofloxacin or doxycycline in
case they had come in contact with something
contaminated. But we did hold firm on this, and
we did not provide prophylaxis to any other
employees.” 

Still, at the SHEA meeting, the Centers for
Disease Control and Prevention (CDC) conceded
that many of its initial assumptions about anthrax
turned out to be false, including the perception
that mail handlers were not at risk for inhalational
anthrax. Given that acknowledgment, Bioterrorism
Watch asked Schultz if she would now reconsider
the decision to limit antibiotic prophylaxis to a few
workers. “Based on the information we have now,
no. I don’t think we would change that decision.”
There really was no evidence that any widespread
contamination had occurred, she added. 

A total of 34 workers reported to the occupa-
tional health service for clinical evaluation, but
there were no reports of staff refusing to work,
and patient care was not interrupted. The initial
level of fear and anxiety among many of the
workers eased off under the continuous educa-
tion and communication effort. 

“We feel we were able to ward off a panic situ-
ation by the actions that we took,” she said. 

NYC hospital faces similar situation 

A similar contamination incident was feared 
at Memorial Sloan Kettering Institute, a 431-bed
cancer center in New York City. Some 1,200
health care workers at Sloan Kettering work in

the same building as Gov. George Pataki’s
Manhattan office, which was reported to be the
target of anthrax mailing. On Oct. 17, possible
anthrax (positive by polymerase chain reaction
test) was discovered in the governor’s office.
Pataki and staff vacated their part of the building,
and infection control staff and hospital adminis-
tration at Sloan Kettering developed a response
plan to protect their workers.

The hospital employees worked on 10 floors of
the 40-story building, including three floors that
shared an air-ventilation system with the gover-
nor’s offices. The response was honed to focus on
mailroom staff and some 250 employees who
worked on the three floors with shared air. With
incomplete information on the scope of potential
contamination of Pataki’s offices, hospital clini-
cians decided to perform nasal cultures on the
employees on the three floors, Janet Eagan, RN, 
an infection control professional at Sloan Kettering
reported at the SHEA conference.2 All of the 245
cultures taken were negative.

“I think the nasal swabs were more to allay
fear,” she said. “We wanted to do something that
was proactive.”

Public health investigators first used the nasal
swab approach after the first anthrax case in
Florida, but the CDC would later advise against
routine use of the practice. The reliability of the
swabs came into question, in part, because even
those exposed may test negative as the nose
clears of spores. At a Nov. 1, 2002, press briefing,
the CDC advised against using nasal swabs “as a
nonspecific probe to determine whether anthrax
has ever been present in an environment.”

Of course, clinicians at Sloan Kettering were
dealing with a situation before that clarification
was issued, but even then there were doubts
about the wisdom of swabbing the workers. 

“By the time we agreed to do the nasal swabs, 
I was kicking myself, thinking what on earth 
are we going to do with this information,” Ken
Sepkowitz, MD, epidemiologist at the hospital
told SHEA attendees. “The nasal swabs was a
screw-up, but with the information we had . . .”

With all the swabs negative, no antibiotics
were administered. Additional efforts were
needed to reassure the “worried well” that they
were not at risk. Personnel from infection control,
safety, security, and social work all met with the
staff. Building management conducted an inde-
pendent environmental survey of the building. 

“E-mails went to all staff that all 245 employ-
ees tested had negative results,” Eagan said.
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“Communication is key. We believe that by hav-
ing a hands-on approach — actually being there
meeting with staff — prevented panic in employ-
ees that were very vulnerable.”

Then word came that the original specimen
from the governor’s office had been found cul-
ture negative on retesting. The hospital had been
through an intense false alarm drill, but overall
had met the challenge, Eagan said. 

“Decisions were made using incomplete infor-
mation at a time-sensitive pace,” she said. “Staff
responded in a positive manner to the high visibil-
ity of administrative leadership, infectious disease,
and infection control in numerous educational ses-
sions and e-mail alerts.”
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APIC: Smallpox plan uses
outdated infection control 
Designating patient facilities a mistake 

The Centers for Disease Control and Prevention
(CDC) has based its smallpox bioterrorism

response plan on “outdated concepts,” and entire
sections need to be revised to reflect current epi-
demiologic strategies, the nation’s leading group
of infection control experts warned.

The Association for Professionals in Infection
Control and Epidemiology (APIC) commented 
on the CDC Interim Smallpox Response Plan and
Guidelines, which has been released as something
of a work in progress. 

“In general, we are concerned that the draft
guidelines appear to be based on outdated strate-
gies used to control this disease decades ago and
do not appropriately integrate those infection con-
trol strategies and environmental controls utilized
in our hospitals today,” the APIC letter stated. 

The CDC response plan calls for investigators

to rapidly immunize a “ring” around the first
cases. The ring concept uses isolation of con-
firmed and suspected smallpox cases followed by
contact tracing, vaccination, and close surveil-
lance of contacts. The ring approach was used to
successfully eradicate smallpox from the world in
1980. But the ring concept was effective when the
demographics of smallpox were very different,
when few were infected, and the vast majority of
people already were immune.

As part of the ring response, vaccine would be
administered to people involved in the direct
medical care, public health evaluation, or trans-
portation of confirmed or suspected smallpox
patients. 

“Vaccination, like any preventive strategy, is
more effective if given prior to exposure,” APIC
argued. “If health care workers are not immu-
nized prior to case identification, these individu-
als [especially emergency department staff, direct
caregivers, and laundry personnel] should be
vaccinated immediately upon documentation of a
case in their community. It is crucial that we not
wait for a case to present in the facility before tak-
ing preventative action.”

In addition, it may not be possible to distin-
guish between febrile response to vaccine or
actual exposure in health care workers, APIC
warned. 

“Approximately 20% of vaccinated employees
will develop fever and not be able to work if vac-
cine is given in response to a suspect or con-
firmed case,” the association stated. “We need to
develop strategies for dealing with staffing short-
ages whether they are due to febrile reaction to
vaccination, true infection/disease, or refusal to
care for patients in a smallpox emergency.”

‘Misuse of resources’

APIC also questioned the CDC concept of a
“Type C isolation facility” for smallpox patients.
As proposed, the sites would be facilities that are
at least 100 yards from any other occupied build-
ing, or those that have nonshared air-ventilation
systems with filtered exhaust. 

“We believe it would be a misuse of resources
to design, build/retrofit, and maintain a desig-
nated facility that is not integrated with the exist-
ing health care system,” APIC stated. “Using
alternative structures rather than enhancing the
current infrastructure is not a wise use of our lim-
ited resources.”

Instead, existing facilities could substantially
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benefit from dedicating resources to ensuring
appropriate air handling and ventilation systems
for existing clinics, emergency departments, and
isolation rooms. “This would provide the added
benefit of controlling more likely exposures to
infectious droplet nuclei [tuberculosis, dissemi-
nated zoster, chicken pox, measles, etc.] in addi-
tion to minimizing or eliminating the likelihood
of intrafacility transmission of smallpox,” APIC
stated. 

The association expressed concern that health
care delivery might be compromised in separate
Type C facilities, particularly if they are not
designed to provide services such as intensive
care, ventilator support, dialysis, and laboratory
resources. Rather then designate facilities for
smallpox patients, each hospital should be pre-
pared in advance to activate its program when
the first case is identified, APIC argued.

“There needs to be a predetermined area
[building or wing, etc.] that meets the ‘Type C’
facility requirements for isolation,” APIC noted.
“Part of a facility’s planning would include a
determination regarding the number of patients
that could be housed in the designated area.” 

Some of the cleaning and disinfection recom-
mendations in the document are out of date with
current sterilization principles and practices. That
includes “fogging” rooms to disinfect environ-
mental surfaces, the association charged.

“CDC has not recommended the fogging of
rooms for many years,” APIC stated. “We strongly
suggest the deletion of any archaic references to
fogging.”  n

Stanford sets the standard
for bioterrorism planning 
A separate piece: Stand-alone plan advised 

It’s not enough merely to update the bioterror-
ism component of your current disaster pre-

paredness plan, experts say; you must create a
detailed bioterrorism response plan that stands
on its own.

That’s precisely the philosophy behind the
Stanford (CA) Hospital and Clinics (SHC) &
Lucile Packard Children’s Hospital (LPCH)
Bioterrorism Response Preparedness Plan,
which is gaining widespread recognition as 
a model for such plans. In fact, several Kaiser

Permanente facilities in California already have
adopted the plan.

“You need a separate [bioterrorism] plan,”
asserts Eric A. Weiss, MD, assistant professor of
emergency medicine at Stanford, associate direc-
tor of trauma at Stanford Hospital, and chairman
of the disaster committee and bioterrorism task
force. “During most disasters, for instance, you
don’t rely on the microbiology lab to identify
pathogens. Also, infectious disease and infection
control staff take on a major, heightened role.”

In disasters such as an earthquake, Weiss
notes, you generally don’t have to worry about
the quarantine of patients or the spread of infec-
tious agents. Similarly, you may not have to 
put on protective clothing or worry about cross-
contamination of existing patients who may be
immunosuppressed.

A bioterrorism plan had been in place prior to
2001, Weiss says, “but it was really just a skeleton
plan — not very comprehensive. It was part of a
larger disaster preparedness plan, but a plan to
deal with mass casualties from bioterrorism is
very different.”

When you have a major disaster such as the
collapse of the World Trade Center, Weiss notes,
local health care providers are likely to come to
the hospital and offer to chip in and help wher-
ever they can. 

“But what happens when the word goes out
that patients are walking around with smallpox?”
he asks. “Are providers going to want to stream
down to the hospital and potentially infect them-
selves and their families? You need a response
plan to address the safety of health care
providers, so they will feel comfortable and want
to show up for work.”

To create such a plan, the Bioterrorism
Planning Task Force was formed, incorporating
personnel from 30 or more different departments
at both facilities. Those departments include
infectious diseases, infection control, emergency
medicine, pediatrics, critical care, intensive care
units, nursing and hospital administration, der-
matology, psychology, social services, and envi-
ronmental health and safety.

“We began putting the plan together when we
identified the fact that the current plan was not
adequate,” notes Weiss. “We accelerated our
activities after Sept. 11. After Sept. 11, everybody
wanted to be part of it.”

[Editor’s note: The bioterrorism plan is available on
the Stanford web site at www.stanfordhospital.com.]  n
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