
Is your accreditation at the mercy 
of a surveyors’ mood or agenda?
Some quality directors say this is often the case

Although the Oakbrook Terrace, IL-based Joint Commission on
Accreditation of Healthcare Organizations (JCAHO) generally
gets high marks for the education and training of its surveyors,

the survey results your facility gets too often hinge on the mood or pet
peeves of the surveyor, according to quality directors interviewed by
Hospital Peer Review.

Indeed, while some acknowledge that the Joint Commission has
come a long way in the past few years in bringing its surveys and sur-
veyors up to speed and making the process consistent and fair, others
question whether the agency has gone far — and fast — enough. 

Terry L. Weldon, Joint Commission coordinator at Pardee Hospital
in Hendersonville, NC, says he’s been seeing positive feedback on spe-
cific surveyors. “They were tough but fair when they came to Pardee,”
he says. “They were thorough and left no stone unturned. They edu-
cated us.” (See related story on how the Joint Commission trains and
evaluates surveyors, p. 216.) But, he adds, “The Joint Commission’s
not quite there yet. Its standards department sometimes gives advice
that conflicts with that of the surveyors. The agency and surveyors
should be on the same page.” 

Sandra Sessoms, RN, CPHQ, assistant vice president of nursing,
quality improvement, and utilization review at Suburban General
Hospital in Pittsburgh, says she too believes there sometimes are dis-
agreements between Joint Commission headquarters and field survey-
ors. “An outcome can depend more on what particular surveyor you
have,” she says, “than on how well your facility measures up.” Why
else, she wonders, would Joint Commission headquarters disagree
with a decision made by a surveyor? At Suburban’s last survey, there
was a problem with some questions on restraints, but when Sessoms
sent in a rebuttal to the surveyors’ decision, headquarters reversed it. 

Most facilities have had that experience. It’s usually good news when
decisions are reversed, but looking at the larger picture, is it a failing on
the surveyors’ part when a facility is able to appeal and negotiate Type

INSIDE

DECEMBER
1998

VOL. 23, NO. 12
(pages 213-236)

American Health Consultantsfi is
A Medical Economics Company

More on JCAHO Surveyors
■ QI directors: All look for
value added in surveys . . 215
■ Surveying surveyors: JCAHO
evaluates staff . . . . . . . 216
■ Get off to a good start: 
Set ground rules . . . . . . 217

■ New Diplomate
complements CPHQ . . . . 218
■ JCR gives international
accreditation . . . . . . . . 220

Patient Satisfaction Planner
■ Patient satisfaction gains
ground: Sophisticated
analysis required. . . . . . 225
■ Texas team turns pain into
progress: This will make your
life easier, not harder . . 226
■ How patients of different
ages rate hospitals . . . . 228

■ Quality report cards market
your services: What should
the public know?. . . . . . 231

Index of 1998 Articles



1s with the Joint Commission? Is it a sign that the
left hand doesn’t approve of — or just doesn’t
know — what the right hand is doing? A quality
director who wishes to remain anonymous says
the surveyors merely collect data and score them
according to fairly objective scoring methods, and
it’s the accrediting organization that makes the
final decisions about Type 1s. “Once they assign a
three, four, or five, though, you’re in Type 1 terri-
tory,” she admits. 

Her organization had a surprise in 1994: The
exit survey was positive, but then the facility
wound up with 13 Type 1s. The team successfully
negotiated the removal of about nine of them.
How does it happen that you think you’re doing
fine, then wind up with Type 1s? “There was a
technical detail around the coordination of the
input of the different surveyors,” says the quality
director. “That can happen.”

“Also,” says Sessoms, “I’ve heard from peers at
other hospitals that even when they feel they’re not
very well prepared, they have gotten 99s. A lot of 
it seems based on how well you can talk and pre-
sent yourself.” Some of the proof is in the pudding,
of course, with chart reviews and other substantial
evidence, but a lot of the surveyors’ decision mak-
ing seems to be based on how well certain issues
are discussed and how well certain questions are
answered, say some of your colleagues. 

“Why should your score depend on the attitude
of the surveyor?” asks another quality director
who also prefers to remain anonymous. “We had
a random unannounced survey midcycle recently,
and our surveyor was wonderful. He exemplified
the educational mode. When he looked at our last
survey, he was surprised at what a tough sur-
veyor we must have had that year.” The surveyor
repeatedly told the staff that their last surveyors
had been uncommonly tough on them. 

“I thought that was strange,” the quality direc-
tor says. “In a way, we felt better, because we had
received a few Type 1s last time and ended up at
about 90, and we wanted to do better than that.
But in other ways we were confused.” Her experi-
ence made her wonder about consistency among
surveyors. She says she thinks there’s a lot of vari-
ation in how standards are interpreted.

“Here’s a good example,” she says. “When we
were surveyed in 1996, our physician surveyor
picked up a file and said he didn’t even have to
look at what was inside. He went on to tell us
how we did our affiliated health credentialing
and our quality profiling. He was right, probably
because he had seen it so much, but my point is,

he’d made up his mind without looking at our
file. How fair is that?” But she adds, “I know the
Joint Commission is working hard on consistency
problems.” 

“What’s happening in the field is not always
what the standards interpretation office is telling
us,” says Susan Mikolic, quality standards spe-
cialist at Lake Hospital System in Painesville,
OH. She says she and her team have spent a lot of
time and energy working around surveyors’
idiosyncrasies and identifying which issues are
unique to which surveyor. “We try to cover our-
selves and go the extra mile,” she says. For exam-
ple, she asks, do we really need thermometer logs
on staff refrigerators? “It depends on what sur-
veyors you have. To me, it’s not worth risking a
Type 1 for not having one when you can throw a
piece of paper on a refrigerator to avoid it. I say,
buy the dollar thermometers, put the temperature
logs on there, and the problem will go away, and
the next surveyor won’t be looking for that.”

But Mikolic says there was more of a problem
10 years ago than there is today. She says she feels
the Joint Commission has made a serious commit-
ment to improving reliability and consistency
among the surveyors. “It’s much better now,” she
says, “but there are still human nature issues.” 

‘Surveyors go in with biases’

Patti Higginbotham, RN, CPHQ, director of
quality improvement at Arkansas Children’s
Hospital in Little Rock and a new member of
Hospital Peer Review’s editorial board, reinforces
the view that surveyors are human and that
everyone has a bad day occasionally. “Surveyors
go in with their own biases,” she says. “They
have certain items they are particularly interested
in, and they think those are critically important.
As they go along the survey trail, they begin to
focus in on favorites.” 

Higginbotham is quick to add that she thinks
the Joint Commission has “brought a lot to the
quality field that we wouldn’t have were it not
for them. Our whole interest in QI and QA is
something they made us do. It’s important to
have them there making sure we’re doing a good
job and at least meeting minimal standards. I
have no problem with that.”

Without a doubt, personalities figure in.
“They’re only human,” says Russell Massaro,
MD, executive vice president for accreditation
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JCAHO appears to be
addressing deficiencies
Quality of surveyors has improved recently

ANew England quality director who prefers
anonymity says she’s seen both good and

bad Joint Commission surveyors in her years as
director of quality improvement. “They vary,”
she says. “We were last surveyed in November
1997, and I couldn’t help but notice a change 
in the surveyors.” She says they were a little
more knowledgeable, a little more continuous
improvement-oriented, and a little more educa-
tion-oriented.

“Every opportunity he had, our administra-
tive surveyor gave us advice about data collec-
tion, continuous improvement, and continuous
monitoring,” says the quality director. The
nurse surveyor, on the other hand, got too
deep into areas where the director says she had
no expertise. She quickly lost her credibility.
“For the sake of the survey’s outcome, we got
into a ‘Yes, ma’am’ mode.” 

For example, says the director, when the time
came to explain and justify how they were
working with leaders at the state or national
level, or how they might have been chairing 
a national initiative, she challenged their
approach. “It wasn’t a matter of, ‘That’s inter-
esting. Did you ever think of A, B, or C?’ Or
‘From my experience, I’ve learned that if you
question this, that will happen.’ She went too
deep.” 

This surveyor had respect for QI

The director from the New England facility
has nothing but praise for the facility’s last
physician surveyor. “He was superb — the best
I’ve ever seen. He was a retired surgeon, and he
knew hospital care. He very nicely went back
and forth between his experience and the stan-
dards — where he felt we needed to make
some improvements.” 

The director says he was respectful. “He’d
say, ‘You need to get your expert groups
together to figure out how best to do this. 
I can’t tell you how to do it, but I can tell that
your physician profiling needs strengthening.’
He had the perfect, practical background

experience.” She says he had respect for QI
and could move in and out of administrative,
clinician, and medical staff executive sessions
skillfully. “He asked the tough questions and
pushed the tough issues in a way that was
very credible. If I had a videotape of our med-
ical staff exec session, I’d hold it out as a
model of how that should go.” 

Another quality professional who prefers
anonymity says she heard resounding praise
for a survey conducted by a group of impres-
sive educational surveyors. “Both nursing
leaders and administrative leaders said that
was the first time the Joint Commission felt
value-added to them,” she says. “For the first
time, they felt they had learned something or
understood something better because of a sur-
vey. And isn’t that what it’s supposed to be all
about?”

Your colleagues want value added, and they
want to be respected and told they’re doing a
good job when they are. The quality profes-
sional says, “I’ve been amazed at how disap-
pointed even physicians are when they’ve
spent 40 minutes with a surveyor, and the sur-
veyor gives them no positive feedback or no
feedback at all.” She says she’s told surveyors it
would be valuable if they gave some good
feedback to the team when they are impressed
with a program. “I say, ‘The team wants to hear
from you what you think.’ At least two survey-
ors have said to me, ‘Well, that’s not our job.
Our job isn’t to give kudos.’ That’s unfortunate
when that happens.”

Some of your colleagues tell stories that
seem to indicate surveyors’ behavior changes
according to different incentives. The same
surveyor came for two purposes to Monsour
Medical Center in Jeannette, PA, because the
facility is involved in Pennsylvania’s pilot
Orion Project. 

“Our Orion surveyor was the same individ-
ual who had come for our regular survey,”
says, Wilma McCullough, RN, CPHQ, quality
assurance manager at Monsour. “But there was
a distinct difference in his personality when he
came for the Orion survey — he presented him-
self in a nicer manner. He was friendlier and
more personable. My guess is that the Joint
Commission works more with surveyors when
they go out on Orion projects because that’s a
voluntary pilot program.”  ■



operations at the Joint Commission. Some sur-
veyors seem to bend over backwards to help,
says one quality director. “We were headed
toward a Type 1 last year that we knew we would
get, but the surveyor helped us. We had a prob-
lem with verbal orders, and he said, ‘You have
three days, while we’re here, to get yourselves
out of this problem. Get all the records together
that you need to change the outcome.’”

JCAHO listens more carefully now

Steven A. Muller, MD, senior vice president
for medical affairs at Covenant Health System in
Waterloo, IA, says any improvement in the Joint
Commission has been due to its willingness to lis-
ten to its constituents. “The big objection I have,”
says Muller, “is that there are still some bad
apples.” 

He says there should be a difference between a
survey and an inspection. “During a survey you
have the right to dialogue and talk about things
back and forth. The premise of an inspection, in
my mind, is ‘I’m going to find something wrong
with your organization.’” 

Muller says that 18 years ago, undergoing a
Joint Commission survey was a lot simpler than
it is today. “You put people in a room and sent
them a lot of papers. They walked around the
hospital, measured a few items, walked back to
the room, and that was the end of it.” 

He says the overall quality of the surveyors is
significantly enhanced today. “They take a much
more collaborative, educational, and informa-
tional kind of role now, and are much less in the
role of traffic cop. We had a very congenial rela-
tionship with our surveyors last time around.” 

When it comes to whether the Joint Commission
pays surveyors adequately, or if a part of their
problem is inadequate incentive, some of your 
colleagues say, “You get what you pay for.”
According to some, if the Joint Commission paid
its surveyors better, it would attract more reliable,
more experienced, and more educated people.
Hospital Peer Review asked Muller what he thought
on the issue. “My understanding is that the Joint
Commission pays physicians $240 a day — that’s
$30 an hour or about $62,000 a year. I do question
that. That doesn’t sound like the kind of compen-
sation most physicians would be willing to work
for.” 

Covenant’s fees for the Joint Commission this
year came to about $100,000, Muller says. The sys-
tem is composed of three hospitals, 20 ambulatory

sites, a home health agency, durable medical
equipment, and two pharmacies. 

“Surveyors used to be retired health care pro-
fessionals, for the most part,” says one quality
director, “but I think the Joint Commission is try-
ing to move away from that. The agency is trying
now to attract younger, more active people, indi-
viduals who are working regular hours at their
‘day jobs’ on top of their surveyor jobs.”  ■

JCAHO has beefed up
training and education
Surveyor profiles match abilities, needs

“In the end, [the survey process] is about
delivering service,” according to Russell

Massaro, MD, executive vice president for
accreditation operations at the Joint Commission
on Accreditation of Healthcare Organizations
(JCAHO) in Oakbrook Terrace, IL. He says 650
surveyors perform 7,000 to 9,000 surveys a year
at more than 18,000 organizations. 

Massaro told Hospital Peer Review that issues
surrounding the education of its surveyors are
very important to the Joint Commission. The
agency evaluates surveyors’ performance annu-
ally, Massaro says. JCAHO also evaluates itself on
how well the agency addresses competency and
skill-building. He says each surveyor’s perfor-
mance is “rated against standards of performance
and evaluated by criteria of competency.” The
agency analyzes data collected from surveyors’
evaluations and looks at organizations’ com-
ments. And, as in any other company, the survey-
ors’ supervisors work with them on a continuing
basis to improve their performance. 

“We’ve done more in surveyor education
over the past three years than I’ve seen prior 
to this,” says Ann Kobs, sentinel events special-
ist in the division of accreditation operations 
for the Joint Commission. “There’s two and a
half weeks of training to start. Then new sur-
veyors go out supervised by preceptors until 
all of their objectives are met. Then they’re on
their own, except that we have nearly daily
phone, voice mail, or e-mail contact with them
to update them on policy changes.” The survey-
ors undergo continuing education through dis-
tance learning. “We give them self-learning
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packets and audio tapes, and their new laptops
have CD-ROMs so we can send interactive
learning disks to them as well.” 

All full-time surveyors go to an annual meeting
in Chicago the first weekend in January. “We bring
together a large amount of data for our annual sur-
veyor training curriculum,” says Massaro. 

In addition, every other year for the past five
years, the agency has commissioned a consulting
group to do defined market research on a large
sample of accredited organizations. The consul-
tants ask principals their perception of the survey
process. Also, every year there’s a CEO opinion
poll on the work of the surveyors and the value
of accreditation in general. 

Joint Commission board members drop in on
surveys periodically and directly observe. “We’re

attempting to expand those unannounced drop-
ins in 1999,” says Massaro. 

The laptops and software supplied to survey-
ors for scoring have enabled the survey process
to take a quantum leap toward improving objec-
tivity, reliability, and consistency across the coun-
try, Massaro says. The Joint Commission has just
finished bringing up all seven accreditation pro-
grams to the laptops. “But there’s always room
for improvement,” he says. 

Kobs adds, “Often I’ll get a call from a sur-
veyor saying, ‘This is what an organization is
claiming, and this is what I’m seeing. These
things don’t jive.’ I’ll ask to talk to someone in
the organization to straighten things out. We’re
in very close contact with them.” 

Some Hospital Peer Review readers wanted to
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Get off to a good start: 
Set survey ground rules
Two pros advise you two be assertive

“You have to be aware of the intent of the
Joint Commission’s standards, you have

to be knowledgeable about your own institu-
tion, and you can’t let surveyors get away with
inappropriate actions,” says Steven A. Muller,
MD, senior vice president for medical affairs at
Covenant Health System in Waterloo, IA. He
advises that people working with surveyors
from the Oakbrook Terrace, IL-based Joint
Commission on Accreditation of Healthcare
Organizations set out ground rules on day one.
For example, make sure there are governing
body members in the opening conference. That
clearly establishes a premise that the board of
directors is interested in what’s going on and
not just paying lip service to administration.
That takes care of all kinds of questions for the
rest of the survey. 

Muller says the logistics of the opening of the
survey are important. Make sure you know
where surveyors are going to park and what
entrance they’ll use. Have someone meet them,
and make sure the room allocated for their use
is adequate. 

“This may seem like nickel-and-dime stuff,”
he says, “but it is important in setting the tone
for the rest of the survey.” If the surveyors
come in and see a disorganized atmosphere

from the start, they’re going to develop a con-
frontational attitude. Muller advises that you
ensure that any surveyor with a physical dis-
ability — inability to handle stairs, for example
— has access to alternative arrangements such
as an elevator. “Providing those amenities up
front makes all the difference in the world.” 

Be totally familiar with the standards so
you’re on an equal footing with the surveyors,
he advises. Ask surveyors to clarify or interpret
a standard if you need to. In turn, if they can’t,
they should be willing to make a call to the
Joint Commission to clarify. 

Mary Jo Zallar, RN, BSN, CPHQ, at North-
west Texas Healthcare System in Amarillo, has
been working in the quality field for 13 years.
She says while her facility had some problems
with surveyors in the past, recently there has
been no difficulty. “When it comes to Type 1
findings, we’ve found it helps to be assertive in
presenting what you have done,” she says. “If
the Joint Commission identifies something that
you feel should not be classified as a Type 1 —
it may be an isolated incident or one that you’re
already addressing — tell them. We’ve found
surveyors to be reasonable people.” 

If you have lots of problems, it may be more
difficult to talk them out of a Type 1, she adds,
but if your facility’s overall systems and func-
tions are in place, the surveyors are often
impressed by that. “Any surveyor will find
something,” Zallar says. “It’s a matter of an
item’s significance and whether you have a fix
in place.”  ■



know if there’s any way a hospital can choose a
favorite surveyor. Massaro says no: “For one
thing, surveyors are based in four geographic
regions, and to control costs, we minimize the
travel a surveyor does.” Scheduling takes into
account those locations and a surveyor’s spe-
cialty — mental health, ambulatory, and so on. A
physician and a nurse might be needed in one
area, and an administrator, nurse, and laboratory
specialist in another. “As organizations come up
for survey, their locations and types drive the
selection process,” he says. “We go to the pool of
surveyors by discipline and availability.” 

The Joint Commission has just finished repro-
filing surveyors, including in-depth background
commentaries on academic appointments, spe-
cial interests in which they’ve done research, and
special settings in which they’ve worked, such as
VA hospitals, prison hospitals, or Armed Services
facilities. Programmed into the agency’s comput-
ers are data on work in foreign countries and
ability to speak different languages. “Now we
can look at the range of our organizations and
try to add their needs to our selection criteria,”
says Massaro. 

‘Part of training deals with relaying bad news’

Hospital Peer Review asked Massaro how sur-
veyors are rated. “The issue is not who is the best
surveyor or the worst,” he explains. “What we
evaluate is their performance and improvement
over time.” The Joint Commission first establishes
performance goals and objectives for each sur-
veyor. The goals fall into three major categories:

• Competency. A surveyor’s competency 
has to do with an accurate and thorough knowl-
edge of the standards; an accurate and thorough
knowledge of the methods of surveying and
assessing standards in each health care setting;
and an ability to identify noncompliance with
standards and score accurately according to
scoring guidelines.

• Routine employee behavior. This has to do
with a surveyor giving the Joint Commission the
availability that has been contracted, following
company policy and procedures, dressing appro-
priately, and so on. 

• Perception. An organization’s perceptions of
a surveyor are in part related statistically to the
score the organization gets at the time of survey.
There is a defined correlation between the num-
ber of recommendations that a surveyor gives
and the complaints about the surveyor. 

“We have to be careful not to overinterpret that
data one way or another in relationship to a sur-
veyor’s abilities,” says Massaro. “We don’t dis-
count that. It’s a major challenge that we take
seriously.” In addition to understanding the poten-
tial relationship between the surveyor not telling
the organization what they want to hear and the
organization complaining about the surveyor,
issues about the surveyor still must be accounted
for in his or her evaluation. “We try to have a bal-
anced view and understanding of it,” he says. 

What’s more important is the nature of the
surveyor, says Massaro. “If an organization gets
a good score and yet provides specific and
detailed negative comments about a surveyor,
that’s taken seriously.” In the other situation,
where the organization gets a less than favorable
score, the negative comment is still taken seri-
ously, but the question becomes, “How do we
assess the relationship of that to their score?”
The answer lies in what specific data the sur-
veyor found and how he or she documented and
scored them, Massaro says. If a surveyor’s judg-
ment about a standard seems to be correct, then
the agency has to assume the surveyor was just
doing his or her job. 

Part of a surveyor’s training deals with relay-
ing bad news. “There are two ways,” says
Massaro: “the professional way and the arrogant,
uncaring way. The latter is not tolerated. 

“And certainly if an organization alleges that a
surveyor engages in inappropriate behavior of
any sort, we take that very seriously and aggres-
sively investigate that situation.”  ■

JCAHO credential edges
toward realization
Graduate ‘Diplomate’ to complement CPHQ

You’ll soon have to decide if you want to go
for the new credential, “Diplomate of the

Academy,” that will be offered by the Academy
for Healthcare Quality in a year or so. The Joint
Commission on Accreditation of Healthcare
Organizations in Oakbrook Terrace, IL, plans to
pilot-test the academy’s curriculum late next
year, then enroll its inaugural class in early 2000.
(See the Academy’s timetable, p. 219.)
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Bruce Ente, MA, director of educational ser-
vices development at the Joint Commission, says
the Diplomate credential will complement the
CPHQ credential offered by the Healthcare
Quality Certification Board (HQCB) in San
Gabriel, CA. “We don’t envision this exclusively
or even primarily as a credential for quality man-
agers or other quality professionals,” says Ente.
He points out two major differences between the
diplomate credential and the CPHQ:

• “Unlike CPHQ, the academy will have a
formal curriculum,” Ente says. An academic cur-
riculum is being assembled by the university
partners and will be the “consensus national
standardized curriculum on quality leadership,
measurement, and improvement.” 

• The academy is not targeted at the quality
manager position in terms of target audience or
curriculum content. “Ours is a much broader
curriculum,” Ente says. The Academy curriculum
will, like the CPHQ, address the theory and
methods of quality improvement and manage-
ment, but also will look at the full array of hospi-
tal organizational and clinical processes to which
quality improvement efforts are applied. “Many
of the topics will be familiar to people from Joint
Commission standards — things that really mat-
ter in a hospital.” The Academy curriculum also
will include issues in the wider health care envi-
ronment outside a hospital — strategic planning,
financial management, legal matters, managed
care financing, and delivery. 

“Those issues go beyond CPHQ’s reach,” says
Ente. The health care professionals targeted by
the Academy need something more, he says. 
The Diplomate doesn’t take anything away from
the CPHQ designation; it adds to it and enables
its graduates to function in today’s changing
environment, Ente maintains.

From CEOs to clinicians to department heads

The academy’s curriculum is designed to be
applicable to a broad range of health profession-
als who are involved in planning, managing,
measuring, or improving health services and
patient outcomes. Candidates could be health
care executives — CEOs, CFOs, COOs — hospital
department heads, service chiefs, vice presidents
for medical affairs, medical records professionals,
or clinicians who are interested in moving into
management positions. Some candidates could be
interested in quality from the purchaser or payer
perspective. 

“Students could also come from the ranks of
HCFA [the Health Care Financing Administra-
tion] who are responsible for training state
agency personnel for Medicare and Medicaid
certification surveys,” continues Ente. “In addi-
tion, the Diplomate credential could raise the
bar for consultants.” 

The Joint Commission has added the
University of California at Los Angeles (UCLA)
to the roster of its new Academy for Healthcare
Quality. UCLA joins Emory University in
Atlanta, Northwestern University in Chicago,
Ohio State University in Columbus, and the
University of Pennsylvania in Philadelphia, all
of which will, in collaboration with the Joint
Commission, govern, manage, and operate the
academy. Catherine Robinson-Walker, MBA,
former executive director of the Network for
Healthcare Management in Berkeley, CA, is the
academy’s first executive director. 

Certification utilizes distance learning

The mission of the “university without walls”
is to provide contemporary graduate-level educa-
tion on quality evaluation, measurement, man-
agement, and improvement. Methods used will
include a combination of face-to-face seminars
and state-of-the-art distance learning approaches. 

University faculty are actively developing a
curriculum that will address issues such as health
care environment, organization management and
leadership, patient care delivery processes, orga-
nization evaluation, and change management.
Much of the topical content will relate to Joint
Commission standards. 

Janet L. Maronde, RN, BS, CPHQ, executive
director of HQCB, says “what eventually rolls
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Timetable for New 
‘Diplomate’ Credential

• Board of Governors convened January 1998
• 1998 work plan:
Curriculum development
Fundraising
Distance-learning technologies and Intranet
Certification exam vendor 
• For the future:
Pilot-test curriculum late 1999
Inaugural class early 2000
Certification exam available late 2000
Support surveyors to achieve certification by 2002



out remains to be seen,” but equates the aca-
demy with the Institute for Quality, sponsored 
a number of years ago by the Glenview, IL-
based National Association for Healthcare
Quality (NAHQ). “What NAHQ found is that
not enough people were taking advantage of
the Institute to sustain it. The Joint Commission
might be more successful in finding people
interested in a graduate program.” 

She says HQCB looked at an advanced cre-
dential for higher-level people and found the
same thing. “There weren’t sufficient numbers
to make it viable over the long term. We want to

be there for our certificants 10 and 20 years
from now, so the numbers of estimated certifi-
cants each year need to be large enough to sus-
tain the program without outside financial
assistance.

“From what I have seen, the academy’s cur-
riculum content will be structured around the
Joint Commission model. So, from our perspec-
tive, it’s not as comprehensive as the CPHQ cre-
dential, which focuses on generic QM/CM/UM/
RM concepts and applications,” says Maronde.
The CPHQ program is aimed at the two-year-
level QM professional, and the exam allocates
90% to generic QM, which includes many mod-
els. Only 10% of the CPHQ exam covers specific
standards and regulations.

The program model calls for 160 hours of
course work, about three-quarters of which
would be done through self-paced distance-
learning technologies. Depending on how much
time each enrollee wants to spend on the dis-
tance-learning component, it would move more
quickly or slowly. “Progress also depends on the
prior experience of the student,” explains Ente.
“Someone with a CPHQ, for example, would
move more quickly through the program on
quality theory and methods than, for example, 
a nursing unit director.” 

40 hours of on-site seminars required

If a candidate spent four or five hours a week
on the 120-hour distance-learning segment, it
would take about six months. That segment
would be followed by 40 hours of graduate-level
on-site seminars, either at Joint Commission
headquarters or at one of the university partners.
The on-site course work could be taken in one
continuous week or over two to three weekends.
The courses might even be offered on a night-
school basis over the course of 15 weeks per
semester. Choices would depend on the student’s
geographic location. The cost of the program is
not yet decided, but Ente says it will be priced
similarly to comparable-length professional con-
tinuing education programs. 

The academy will pilot-test its curriculum and
distance-learning media next year. The program
will first be tested with Joint Commission sur-
veyors, and applications will be accepted for
enrollment in 2000. For more information, con-
tact Bruce Ente, director of Educational Services
Development at the Joint Commission, (630) 792-
5960; e-mail: bente@jcaho.org.  ■
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JCR works to develop
international standards
Accreditation will deal with globalization 

The Joint Commission on Accreditation of
Healthcare Organizations in Oakbrook

Terrace, IL, soon will offer international
accreditation services. 

Since 1994, the agency has been offering
international consultation services through
Joint Commission International (JCI), a part-
nership between JCAHO and its consulting
subsidiary, Quality Healthcare Resources.
Renamed Joint Commission Resources
(JCR), the entity is collaborating with the
International Society for Quality in Health
Care to develop a set of core international
principles that can be used to guide the
evaluation of culture-specific standards. The
Joint Commission subsidiary will serve as
the umbrella entity for international accredi-
tation services and for domestic and inter-
national consulting services. 

The 1999 endeavor comes as U.S. organi-
zations begin to expand their ownership of
foreign entities, bringing with them expecta-
tions prevalent in this country. K. Tina
Donahue, president of JCR, said in a state-
ment, “Accreditation can help international
health care organizations position them-
selves to deal with emerging issues sur-
rounding the privatization and globalization
of health care.” For more information on
JCR, contact Jim Janeski, executive director
of International Services, at (630) 268-7424.
E-mail: jci@qhr-jci.com.  ■



JCAHO restraints 
standards are approved
Revisions become effective Jan. 1, 1999

The Standards and Survey Procedures
Committee of the Joint Commission on

Accreditation of Healthcare Organizations in
Oakbrook Terrace, IL, has approved the revised
restraint standards developed by the task force
assigned to that issue. The approval followed
three public hearings held around the country, a
broad field review of the standards, and a review
by an in-house committee. 

The Committee also approved: 
• standards for in-hospital resuscitation services; 
• a standard that addresses the identification

and management of sentinel events;
• revisions to the organ procurement standards

to ensure they conform with recent revisions to
the revised Hospital Medicare Conditions of
Participation;

• field evaluation of standards related to pain
management;

• revisions to the intent statement for the
Environment of Care standards that describe
requirements for fire drills in outpatient care
buildings classified as business occupancies; 

• citation of the American Osteopathic
Association physician database as a designated
equivalent source for primary source verification
of selected credentials information.

Restraint standards spell out applicability 

The Joint Commission’s new restraint stan-
dards specify that patients of any age are eligible
for restraint if they are:

• hospitalized in an acute care hospital on
other than a psychiatric unit;

• in the emergency department, even if await-
ing transfer to psychiatric unit or hospital;

• awaiting transfer from med-surg care unit to
psychiatric hospital or unit;

• in medical observation beds;
• receiving subacute services — unless

requested, such services are surveyed under Joint
Commission subacute survey protocol;

• undergoing same-day surgical or other
ambulatory care procedures;

• undergoing rehabilitation as an outpatient or
inpatient.

The nature of a device used to restrain a
patient does not in itself determine whether these
standards apply. It is:

• the device’s intended use — physical 
restriction;

• its involuntary application;
• the identified patient need.
These criteria determine whether the device

use triggers these standards. 

Source: Joint Commission on Accreditation of
Healthcare Organizations, Oakbrook Terrace, IL.  ■

Order these reports or
view them on the Internet
Here’s good info that’s cheap or free 

✔ A Summary of the National Community
Health Advisor (CHA) Study, 1998 is available
free from The Annie E. Casey Foundation, 701
St. Paul St., Baltimore, MD 21202; (410) 223-
2890. The study’s purpose is to provide guid-
ance to policy-makers and practitioners in areas
that could improve the overall status of CHAs.
CHA programs in underserved communities
have been effective in linking individuals with
health care systems, insurance coverage, and
sources of continuous medical care. Benefits
include:

• reduction of emergency room and hospital vis-
its, length of stay, and complications of illnesses;

• availability of cost-effective, culturally com-
petent services;

• focus on individual needs, such as obtaining
nonmedical services that reduce barriers to medi-
cal care;

• trust between patient and provider, promot-
ing timely use of medical services and compliance. 

✔ The Federal Register has published a Draft
Guideline for the Prevention of Surgical Site Infection
(SSI), 1998 (63 Fed Reg 33,167-33,192 [June 17,
1998]). The document updates and replaces the
previously published SSI Guideline and repre-
sents the third revision prepared by the Hospital
Infection Control Practices Advisory Committee,
the Hospital Infection Program, the National
Center for Infectious Diseases, and the Centers
for Disease Control and Prevention. 
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The first part of the guideline is an Overview
that serves as background for the consensus recom-
mendations. The Overview describes the epidemi-
ology, definitions, microbiology, pathogenesis, and
surveillance of SSIs. Part I also discusses SSI pre-
vention measures such as antimicrobial prophy-
laxis, barrier precautions, sterilization practices,
operating room environment, and surgical tech-
nique. Recommended strategies for the prevention
of SSIs are found in Part II. The Guideline can be
found on the Internet at www.wais.access.gpo.gov.
You can also contact the CDC Fax Information
Center at (888) 232-3228 and order document
#370160. Once you reach the menu of options,
press 2, 2, 3, 2, 2, 1, 5 to go directly to the guideline
information. 

✔ Vice President Al Gore’s Department of
Health and Human Services report, The Challenge
and Potential for Assuring Quality Health Care for
the 21st Century, can be accessed on the Internet 
at http://www.ahcpr.gov/qual/21stcena.htm.
The report illustrates how quality improvement
efforts, including measurement and reporting,
improve the delivery of care, reduce mortality
and morbidity, and enhance the quality of life. 
In the last decade, states the report, federal and
state governments, private employers, health
insurers, health plans, health care professionals,
labor unions, and consumer advocates have
developed successful strategies to measure and
improve the quality of health care. For example: 

• The New York State Department of Health
released data on the quality of heart bypass surg-
eries at all of the hospitals in that state. Use of
these data has helped reduce mortality in bypass
cases by 50% in five years. 

• A Michigan hospital has reduced complica-
tions due to drug reactions in their cardiac care
unit by 80%. 

• At the LDS Hospital in Salt Lake City, a qual-
ity improvement program decreased adverse
drug reactions related to antibiotics by 75%. 

• An asthma program in Boston has achieved
an 86% reduction in hospital visits and a 79%
reduction in emergency room visits. In 1992,
asthma led to 468,000 hospitalizations in the
United States at an annual cost of $6.2 billion. 

• The use of National Institutes of Health
guidelines has led to a 100% increase in the use
of a drug to prevent death among premature
babies.

• Minnesota hospitals have increased the 
use of beta-blocker therapy to prevent second

heart attacks, which are often fatal, by 63%
through provider education and performance
feedback.

✔ HHS Secretary Donna E. Shalala has
released Healthy People 2010 Objectives: Draft for
Public Comment, which proposes more than 500
national objectives for improving the health of
Americans by the year 2010. First established in
1979 in a report prepared by the Office of the
Surgeon General, the Healthy People concept is
regularly revised, and Healthy People 2010 is the
fourth iteration. The document is widely used as
a strategic management tool by the federal gov-
ernment, states, and local communities. This lat-
est incarnation, which succeeds Healthy People
2000, reflects recent advances in science and
medicine, as well as emerging public health
challenges. 

Public comments can be submitted either
through the Web site, http://web.health.gov/
healthypeople/1998.htm, or by mail until Dec.
15. Comments can be mailed to the Office of
Disease Prevention and Health Promotion,
Attention: Healthy People 2010 Objectives,
Hubert H. Humphrey Bldg., Room 738G, 200
Independence Ave. SW, Washington, DC 20201.

The final report will be issued January 2000. 
The first interim report on Leading Health Indicators
for Healthy People 2010 is available from National
Academy Press, 2101 Constitution Ave. NW, Box
285, Washington, DC 20055; (800) 624-6242;
http://www.nap.edu.  ■

CPHQ exam held 
in November

The 1998 Certified Professional in Healthcare
Quality (CPHQ) examination was held on

Nov. 14. 1,125 candidates registered to take the
exam at 45 U.S. sites and 5 international sites.
Upward of 1,000 candidates took the 1997 exam,
and 860 or 73% passed; 74.7% of first-time exami-
nees passed. There are currently more than 6,700
active CPHQs in the United States and abroad.
Among first-time test takers of the November
1997 exam: 

• 402 hold bachelor’s degrees and 313 hold
master’s degrees;
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• 564 work in hospitals and 299 work in
HMO/PRO/third-party payers;

• 507 have 2-5 years experience and 352 have
6-10 years experience;

• 723 are members of the National Association
for Healthcare Quality (NAHQ).

The recertification cycle runs out every two
years. Dec. 31, 1998, is this year’s termination
point. You are due to recertify this year if the year
after the phrase “on this 1st day of January” on
your CPHQ certificate is 1985, 1987, 1989, 1991,
1993, 1995, or 1997. Materials must be posted by
Jan. 31, 1999, to avoid a late penalty fee. The first
reminder and summary of continuing education
activities form was sent in July to all CPHQs due
to recertify for this cycle. The second and final
reminder was mailed in November.  ■

Quality report cards 
market your services
What should be included for public consumption?

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

For several years, purchasers of health care
have focused their quality measurement activ-

ities on health plans. However, there is a growing
demand for provider-specific data. 

More than half of the 1,011 U.S. households
that participated in the December 1996 national
survey commissioned by the National Coalition
on Health Care said they would like to be better
informed about the quality of medical care.1

Hospitals have a new audience for their quality
measurements: the public. However, the average
consumer is ill-prepared to interpret much of 
the clinical outcome data now collected by hos-
pitals. To meet the needs of this new audience,
hospitals should identify consumer-friendly 

performance measures and present them in
report card formats that can be understood by
the general public. 

Four issues must be considered when design-
ing provider-specific report cards for the public: 

• The performance measures reported to the
public should be “good measures.” 

• The measures included on the report card
should help the average citizen distinguish
between high-quality and poor-quality providers.

• The measurement data should be displayed
in a manner that allows ease of interpretation.

• The data must be available to consumers
when they want it. 

What your public wants to know

Selecting the most appropriate measures of
hospital performance to include in your hospi-
tal’s report card requires an understanding of
how the public judges the quality of a health
care provider. The service aspects of health care
tend to be what hospitals share with consumers.
However, including overall satisfaction scores
on your report card may be confusing for con-
sumers. It is difficult for the public to judge
whether a high “satisfaction rating” indicates
people’s feelings about costs or quality. Consi-
der narrowing the focus of your satisfaction
measures. In addition to sharing data about
overall patient satisfaction, concentrate on spe-
cific patient care activities. For example, your
hospital’s report card could include satisfaction
ratings for educational services, billing pro-
cesses, how attentive caregivers are to patients’
personal needs, and other aspects of care that
consumers view as important. 

Research by the Foundation for Accountabi-
lity (FACCT), a nonprofit organization involved
in identifying consumer-focused quality mea-
sures, has shown that people confuse service
quality (convenience, friendliness) with clinical
quality (the outcomes of their care). For this 
reason, data about achievement of patient out-
comes that caregivers find useful for measuring
performance may not be the right information
to include on your consumer-oriented report
card. 

Consumers are expressing concerns about
staffing reductions in hospitals, and for this reason
measures of professional staff-patient ratios and
total nursing care hours provided per patient day
might be informative data to include in your hos-
pital report card. Consumers also have indicated
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that the recommendations of their regular physi-
cian greatly influence their choice of hospitals.
Therefore, a measure of physicians’ satisfaction
with hospital services could be a worthwhile addi-
tion to your consumer-oriented report card. 

Planning is an important first step in determin-
ing what information will be included in your
hospital’s public report card. During the planning
phase, carefully consider the purpose for the
report card: 

• Who is the target audience for this report? 
• What do you want them to learn? 
• What actions, if any, do you expect them to

take after gaining this new knowledge? 
The answers to these questions will influence

what information is included. (Examples of

hospital performance measures that are mean-
ingful for various consumer groups are listed
in the chart at left.) 

The manner in which the data are presented
to the public is likely to vary significantly from
the format used for intrafacility reporting.
Consumer-oriented hospital report cards must
be simplified to allow for better interpretation
by the public. Even if report cards include
important measures of quality, consumers will
dismiss the information if they do not under-
stand it. 

Focus groups provided guidance

One group involved in designing and dissemi-
nating a health plan report card is the Oregon
Consumer Scorecard Consortium. The purpose of
this scorecard initiative is to aid consumers in
choosing a health plan that best meets their indi-
vidual needs and preferences for how health care
services are delivered. The project focuses pri-
marily on design of a scorecard that could be
used by clients selecting coverage under the
Oregon Health Plan (Medicaid population),
although the study results have implications for
hospital-specific report card projects. The focus
group meetings that were held with Medicaid
recipients throughout Oregon revealed several
important issues relevant to report card style and
dissemination, such as:

• While multiple media presentations (com-
puter kiosks, videos, and telephone back-up) are
useful, written information should always be
available.

• It is helpful if consumers have access to a
live person (for example, by phone) to answer
their questions about the performance measure-
ment data. 

• The amount of data presented on report
cards should be limited to keep from over-
whelming the consumers’ ability to assimilate
the information. 

• When clinical outcome data are made avail-
able to consumers, they should be accompanied
by explanatory information. 

A well-designed health plan report card can be
found at the Web site of Group Health Cooperative
of Puget Sound in Seattle (http://www.ghc.org).
Viewers are provided with multiple pages of infor-
mation about the performance of health plan
providers, including satisfaction ratings and clini-
cal outcomes. When clinically related measures are
presented, there is an accompanying explanatory
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Measures to Include 
on a Consumer-oriented

Hospital Report Card
• Ease of the admission/intake process
• Amount of clinician time spent on patient health

education
• Average amount of time a registered nurse

spends with each patient
• Thoroughness of explanations given to patients

regarding medical procedures, tests, patient
condition, etc.

• How often caregivers offer advice or assistance
to help patients avoid illness and stay healthy

• Patient ratings of staff friendliness, courtesy,
respect, and other interpersonal issues

• Number of formal complaints involving patient
care received from regulatory agencies and/or
consumer watchdog groups

• Percent of professional staff who are specialty-
certified

• Percent of obstetrical patients who report they
were comfortable/very comfortable caring for
their infant at the time of discharge

• How often the multidisciplinary plan of care
reflects patient/client-defined outcome goals

• How often patient/client-defined goals are met
• Percentage of patients/clients who report that

they actively participated in decisions concerning
their treatment

• Ratio of professional staff to patient census 
• Total nursing care hours provided per patient day
• Physicians’ ratings of satisfaction with various

hospital services
• Family ratings of satisfaction with various hospital

services
• Accuracy of billing processes



note. For example, providers’ rates of childhood
immunization are reported with this statement:
“Childhood immunization rates are a prime exam-
ple of how preventive care improves health status
while decreasing cost. A congressional study found
that for every dollar spent on vaccinations, $10 in
treatment costs are saved.” Similar types of infor-
mation should accompany clinical outcome data
presented on hospital report cards.

Hospitals put report cards on the Web

Many individual providers have begun to dis-
tribute their performance measurement data to
consumers. For example, since 1993, Community
General Hospital in Syracuse, NY, has released a
Quality Report Card. This report card contains a
variety of performance measurement results,
including patient and physician satisfaction
scores for the facility’s nursing services. In 1996,
Community General made the report card avail-
able on its Web site: (http://www.cgh.org/ 
execsumm.htm).

In 1996, Mercy Hospital Medical Center in
Des Moines, IA, distributed its first Quality Care
Report to the public. This report is now avail-
able on the facility’s Web site (http://www.
mercydesmoines.org). Using bar graphs, Mercy
Hospital shows consumers how the hospital’s
performance in various categories compares to
that of other hospitals in Iowa. Performance
measures include average charges, patient vol-
ume, length of stay, results of new treatment
procedures, and patient satisfaction. 

Many technical aspects of health care decision
making and service delivery cannot adequately
be evaluated by the public. For this reason, satis-
faction as well as other service-related quality
measurement data will likely be the focus of
your hospital’s public report card. However, clin-
ical outcome data can be understood by the pub-
lic if they are accompanied by very elementary
explanatory remarks. 

Consumer advocate groups are working
closely with health service researchers to create
the “perfect” provider report card; however,
this goal may never be fully realized. Don’t wait
until these groups finish their work. Start now
to design and disseminate your own public-
oriented performance measurement report.
You’ll gather a better appreciation of what your
community wants to know about your organi-
zation and how quality data can be used to
market your services. 

Reference

1. National Coalition on Health Care. How Americans
Perceive the Health Care System: A Report on a National Survey
Conducted for the National Coalition on Health Care. Washington,
DC; January 1997. URL: http://www.nchc.org/perceive.
html.
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CBPN cuts BSN requirement
for CNOR exam in 2000

Certification Boards, Perioperative Nursing
(CBPN) of Denver has decided not to require

the BSN for the CNOR exam in 2000. Since 1996,
the board had been informing perioperative
nurses that a BSN degree would be required to
sit for the CNOR examination in year 2000. With
the ANA position paper in the 1960s requiring
the BSN for eligibility, the requirement appeared
to be in concert with professional expectations.
However, a study in 1996 by the National League
of Nursing showed that 66% of graduate nurses
came from associate and diploma programs. Of
the current 30,000 CNORs, over 63% do not hold
a BSN degree, and research has failed to demon-
strate levels of competence and variance with
patient outcomes related to educational prepara-
tion. For more information, call Diane Howery,
executive director of CBPN, at (888) 257-2667,
ext. 13.  ▼
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Federal law would 
protect patients’ info

The Medical Information Protection Act of
1998, a bill to protect the confidentiality 

of patient information, was introduced into
Congress in October. The American Hospital
Association, which supports the bill, says the
bill balances the need to protect the privacy of
confidential patient information with the need
for that information to flow freely among
providers. The bill:

• allows patients access to their records;
• establishes federal pre-emption of all state

confidentiality laws and sets a uniform standard
so patient information is equally protected even
when providers are linked across state boundaries;

• recognizes the need for confidential informa-
tion to move in a timely manner within groups
and systems;

• applies not only to providers, payers, and
employers, but also to law enforcement agencies;

• puts in place federal sanctions against 
those who inappropriately disclose medical
information. ▼▼

Check out AHCPR’s 
new CQI software 

The Agency for Health Care Policy and
Research in Rockville, MD, has released a

new software tool for routine self-assessment of
inpatient care. It’s part of a kit that also contains
software disks, a fact sheet, a user’s guide, a
methods manual, and other materials. The tool,
called Healthcare Cost and Utilization Project
Quality Indicators (HCUP QIs), helps hospitals
assess outcomes by screening discharge data and

identifying clinical areas appropriate for follow-
up and in-depth analysis. 

The 33 performance measures in HCUP QIs are
designed to produce comparable statistics at the
hospital, community, or state levels along three
dimensions of care:

• potentially avoidable adverse outcomes;
• potentially inappropriate utilization of hospi-

tal procedures;
• potentially avoidable admissions.
Users compare rates across payer categories

and patient ethnic groups. They also can compare
data with groups of similar hospitals, with bench-
marks such as Healthy People 2000 targets, or
with the experience of a single hospital or group
of hospitals tracked over time. (See related item
on Healthy People 2010, p. 230.) Current users
include the Colorado Hospital Association, the
Maryland Hospital Association, Utah and
Washington state health departments, and the
Hawaii Health Information Corporation. 

“Outcome, Utilization, and Access Measures
for Quality Improvement” (AHCPR 98-0048) is
free and can be obtained by calling the Publica-
tions Clearinghouse, (800) 358-9295, or by
downloading it from http://www.ahcpr.gov.
Look for HCUP QIs in the Data and Surveys
section.  ▼

Study says you can defer
colonoscopy in this group

Researchers have found that patients with sin-
gle tumors of 5 mm or less in the lower colon

seldom had advanced polyps with greater poten-
tial for malignancy in the upper colon, the region
discovered by colonoscopy, and may not benefit
from colonoscopy.1 They followed a group of
4,500 older patients with no risk factors for colon
cancer who were screened by sigmoidoscopy.
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Their conclusion: Colonoscopy can be deferred in
low-risk patients with small tumors, resulting in
substantial cost savings.

Reference

1. Wallace MB, Kemp JA, Trnka YM, et al. Is colonoscopy
indicated for small adenomas found by screening flexible
sigmoidoscopy? Ann Intern Med 1998; 129:273-278.  ▼

New law prohibits 
anesthesia denial

Hospital Peer Review’s August issue reported
that several women in a Los Angeles hospi-

tal had been denied epidural blocks during
childbirth because they were unable to pay an
amount above the Medi-Cal standard. North-
ridge Hospital Medical Center was cited for
breaking six state regulations and ordered to
give refunds, and five other Southern California
hospitals were accused of demanding cash for
epidurals as well. Late this past September,
California’s Governor Pete Wilson signed a bill
prohibiting hospitals from such acts.  ▼

Are pneumonia patients
hospitalized too long?
Researchers say inpatient stays could be shortened

More than 1 million Americans are hospital-
ized each year for pneumonia at a cost 

of roughly $9 billion. Researchers with the
Pneumonia Patient Outcomes Research Team
(PORT) found that many of these patients could
be discharged earlier with no increased risk to
their health.

PORT researchers developed evidence-based
guidelines to help physicians recognize when
patients reach clinical stability. Researchers based
clinical stability on the following:

• vital signs;
• mental status;
• ability to maintain oral intake.
Researchers determined that most serious

events that would require intensive care, such as
infection, occur on the first day of hospitalization.
After the first day of hospitalization, risk drops
dramatically.

The PORT study also found that between 65%
and 85% of patients stayed in the hospital at least
one day longer after reaching stability. Projections
suggest that adhering to the PORT guidelines
would allow patients to be discharged sooner
with a chance of serious adverse outcomes of less
than 1%. 

[See: Halm E, Fine MJ, Marrie TJ, et al. Time
to clinical stability in patients hospitalized with
community acquired  pneumonia. JAMA 1998;
279:1,452-1,457.]  ■
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