
Commended hospital shares 
its success secrets
Accreditation is part of this Princeton facility’s culture

The Joint Commission on Accreditation of Healthcare Organizations
in Oakbrook Terrace, IL, awarded the Medical Center at Princeton
(MCP) in Princeton, NJ, 98 points and accreditation with commen-

dation after its last survey — an achievement only 15% of hospitals can
claim. Hospital Peer Review asked Pat Lamb, vice president, and Diana
Constable, director of QI, medical records, and UR, what they did to
make that happen. 

“Senior management made achievement of commendation a priority
for all levels of the institution,” says Lamb. “We set our goal a full two
years before our survey in March.” MCP’s score three years ago was 95
with one Type 1. Not bad, but management knew the facility could do
better. Lamb and Constable set out to implement a stringent program to
overcome obstacles and achieve their goal of commendation. 

First, they revised the facility’s QI plan and program. They put into
place a committee to set up an internal audit and develop a process that
would reveal those areas where improvement was needed. The commit-
tee came up with about 50 indicators that needed improvement or mon-
itoring to ensure compliance.

Next, they identified a team facilitator for each chapter in the Joint
Commission’s Comprehensive Accreditation Manual for Hospitals. One
appropriate person was assigned the section on assessment, another
took care and treatment, another took performance improvement, and
so on. For example, the director of pharmacy took charge of the patient
care chapter; the infection control coordinator took charge of surveil-
lance, prevention, and control of infection; and responsibility for the
chapter on management of information was assumed by the director of
information systems, the director of education, and Constable.

Lamb explains, “We handed out the standards to each of fifteen indi-
viduals and said, ‘Your homework is to come back and tell us, by indi-
vidual standard, if we are in compliance. If we’re not in compliance,
you need to tell us what you’re going to do about it, when it will be
done, and how you’ll get it done.’ We saw this as the only way to see
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where we stood and get our job done.” The sur-
vey preparation group met monthly or more
often, and at those meetings each team facilitator
gave progress reports on where they stood and
how close they were to needed improvements.
They were held responsible for ensuring compli-
ance with all the standards within their chapters.
If the facility was noncompliant on a standard,
the facilitator reported on action taken to ensure
compliance.

“We worked very hard on QI and developed
‘quality cubes’ for each unit,” says Lamb. Patient
care functions are listed along the horizontal axis,
and dimensions of performance are listed on the
vertical axis. “The cubes showed us what we
were measuring and what we were trying to
improve. It gave us an opportunity to step back
and ask, How am I trying to improve organiza-
tional performance?” 

Lamb and Constable spent a lot of time edu-
cating the medical staff and employees. “We
taught them about the Joint Commission process
and about our QI priorities,” Lamb says. They
went over the processes they were measuring
and QI methodology — plan, do, check, act —
and reviewed them with the staff on a continu-
ous basis. 

Handbook helps employees prepare

Part of their education focus was to create a 24-
page handbook for every staff-level employee.
The handbook focused on the 10 most common
recommendations as reported by the Joint
Commission: credentialing; special treatment pro-
cedures; patient-specific data; assessing compe-
tence; medication use; organization bylaws, rules,
and regulations; initial assessment; implementa-
tion; design; and planning and providing care.
The handbook contains the mission of the institu-
tion and commonly asked questions that the
authors expect a surveyor to ask staff, such as: 

• “How often do you have unit/department
meetings?” (Answer: Each month. If you can’t
attend, review the minutes of the meeting.)

• “If you have an ethical, cultural, or religious
concern regarding the care of a patient, what
would you do?” (Answer: Communicate the con-
cern to your supervisor. The supervisor, along
with others in authority, will make a determina-
tion to excuse you from participating in that par-
ticular aspect of treatment or care of the patient.
Under no circumstances can the care of the
patient be compromised.)

• “How do you operate a fire extinguisher?
(Answer: Remember PASS: Pull the pin, Aim
nozzle at base of flame, Squeeze the handle,
Sweep stream back and forth across base.) (See
representative pages from the handbook, pp.
23-24.)

MCP conducted several mock surveys. Each
facilitator became a part of a group that surveyed
a particular part of the hospital, just as though
they were Joint Commission surveyors. 

“We also hired a consulting firm to do a mock
survey for us,” says Lamb. “With its help, we
found that we had the right processes in place,
and probably would have done well anyway, but
having the firm there gave us a focus and made
us take it seriously.” Lamb says the consulting
firm wasn’t very helpful in suggesting practical
ways of implementing solutions. “That was a
shortcoming, but we were able to come up with a
practical solution ourselves. They’re just not in
the trenches,” she says.

JCAHO appreciates interdisciplinary process

Hospital Peer Review asked Constable what she
thinks most impressed the Joint Commission.
“The fact that the organization is truly interdis-
ciplinary,” she responded. “When the Joint
Commission went to the units and interviewed
staff, all members of the care team were able to
speak to all the care being provided.” For exam-
ple, the nutritionist was fully cognizant of the
treatments the nurses were providing. The
nurses were familiar with what the therapists
were doing. 

“They were also able to speak about the QI
initiatives,” says Constable. The handbook the
team created forced all staff to educate them-
selves about QI activities in the hospital and
about specific initiatives that had taken place 
in their areas. “No member of the staff didn’t
know what the Joint Commission is about,” she
notes. Constable says the interdisciplinary pro-
cess is effective, and that impressed the Joint
Commission. 

“A lot of time goes into this survey prepara-
tion,” says Lamb. “We look at issues sideways,
backwards, and upside down to try to come up
with solutions that are not only effective, but
don’t take up a lot of our staff time. Getting ready
for survey is the best team-building process I
know. 
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Jim Mandler, director of public affairs at Beth
Israel, released a statement accepting responsi-
bility for the incident. The statement said the
facility had immediately notified the New York
State Department of Health and had launched
an extensive investigation. Those “who acted
inappropriately violated Medical Center policies
and have been disciplined,” stated the docu-
ment. The statement also noted that the hospi-
tal’s “plan of correction to the New York State
Department of Health details actions — most of
which were implemented soon after the incident
occurred one year ago — that will prevent such
an occurrence from happening again.” In addi-
tion to tightening consent procedures, the facil-
ity made the following policy changes in the
wake of the incident: 

• New equipment now must be approved
through appropriate channels before it can be used.

• The supervising nurse in the operating room
must account for equipment there.

• Medical supply company representatives
must be closely monitored.

• Fluid inputs and outputs in such procedures
must be recorded every 15 minutes. Any time
input exceeds 1,500 cc or more, the surgeons
must be notified and the procedure halted. 

Two doctors — one already on five years’ pro-
bation for professional misconduct — performed
the surgery and used equipment they were unfa-
miliar with and unauthorized to use, according to
the report. Following an internal investigation,
the doctor not on probation agreed to suspend
his activities at the hospital for two weeks and
then was reinstated on 100% restriction, meaning
an attending physician must observe him on all
cases. One nurse was dismissed and two were
temporarily suspended because they failed to
report their concerns to their superiors. 

Wayne M. Osten, director of the Health
Department’s office of health systems manage-
ment, stated, “The Health Department will
ensure that the hospital develops management
systems designed to prevent future tragedies of
this magnitude.” 

Hospitals have varying policies about the
approvals necessary before a piece of new equip-
ment is allowed in the operating room. At St.
Joseph’s Hospital and Medical Center in Paterson,
NJ, a surgeon who wants to use a new device must
obtain three approvals — from his department
head, from the chief of surgery, and from the nurse
in charge of the OR, according to Frank Erlich,
chief of surgery at St. Joseph’s. In the case at Beth

Israel, the device — the Versapoint Bipolar
Hysteroscopy Electrosurgery System — had not
been approved by the hospital, yet the sales repre-
sentative was allowed to roll it into the building
and on into the bioengineering department on the
day of the surgery. 

In addition, states the Department of Health
report, the patient was never given the chance to
consent to the use of the equipment or the pres-
ence of the salesman. 

The physicians and nurses had no formal train-
ing in use of the device. According to the report,
nurses in the operating room expressed concern
that they were not trained in assisting with the
new equipment, but the doctors dismissed their
concerns and told them not to worry because the
salesperson would operate the controls — a vio-
lation of hospital policy. 

Nurses should have questioned surgeons

The Beth Israel incident raises troubling ques-
tions. If the state health report is accurate, the
nurses knew before the procedure was under
way that the salesperson would be operating the
electrosurgery system. That means there was pre-
sumably time to stop the procedure, which is dif-
ferent from a situation where an infraction occurs
after a procedure begins, meaning the damage
would already be done when staff protest.

The nurses should have reported the surgeons’
intent to their supervisors and not proceeded with
the surgery, says Margaret Douglass, MPH, RN,
director of risk management at FPIC, a physicians’
insurance company in Jacksonville, FL. This inci-
dent was a clear example of when nurses must
refuse improper orders and report the problem
through the chain of command, she says.

“Absolutely, the nurses should know just from
being a nurse that it’s not right for a salesperson
to perform patient care,” she says. “They should
have questioned the doctor’s orders on the spot
and then should have run right out and grabbed
their OR supervisor. This certainly was out of the
ordinary and they should have acted to protect
the patient.”

As surgery began, the patient’s uterus was
slowly filled with saline through the vagina —
9,000 cc in all, more than twice what is generally
used. A nurse noticed that the fluid was not prop-
erly draining; she told the doctors, according to
the report, and they said not to worry. According
to the state’s report, the excessive infusion caused
the patient to go into cardiac arrest, and she died. 
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The fact that the nurses apparently did not
refuse the unusual instructions is reason to ques-
tion their nursing education on fluid overload as
well as on procedures and the program in place
at Beth Israel, according to Douglass.

It is not uncommon for medical device sales-
people to observe procedures, and usually it’s a
positive factor. “Sales reps in the OR are invalu-
able resources, and I’d hate to see us have to lose
them because this situation got out of control,”
says Aileen Killen, RN, PhD, CNOR, clinical
director of perioperative services at Dartmouth-
Hitchcock Medical Center in Lebanon, NH. New
equipment sometimes behaves in ways staff are
not familiar with, and the salesperson can give
valuable advice. But they are not permitted to
participate. 

Researchers at ECRI, the independent health
care research organization in Plymouth Meeting,
PA, recently conducted a survey of 180 hospitals
and found that it is common to find salespeople
and other types of visitors in operating rooms.
Ninety-five percent reported that they allow
salespeople and others to be present during
surgery.1

Will policies alleviate risks?

Douglass advises that you have in place two
policies on operating room visitors and formally
remind staff about the policies. The first policy
should require that physicians obtain informed
consent from the patient for any unlicensed visi-
tor to the operating room, including salespeople.
The second policy should state that the visitor
must never touch the patient or operate medical
equipment in any way.

Killen, who has 22 years of experience in the
OR, doesn’t agree: “I don’t think you can write a
policy about everything. That course may not be
the right approach to this problem. The more
appropriate approach is to make people at all lev-
els of the organization understand the impor-
tance of quality and to have that as a part of your
daily thought process.” 

Since 1993, the Association of Operating Room
Nurses (AORN) in Denver has offered a course
in surgical etiquette for medical equipment sales
professionals, called Introduction to the Operating
Room. The course teaches two fundamental prin-
ciples: “Stay out of the sterile surgical field,” and
“If it touches the patient, or is going to touch the
patient, you don’t touch it.” Salespeople learn
where to stand, when to talk, and whether they

can open sterile surgical supplies. Their role is to
give information about their product when
asked. The course includes the following topics:

• the role of various OR staff;
• traffic patterns in the OR;
• appropriate OR attire;
• the sterile area in the OR;
• appropriate movement around the sterile

area;
• universal precautions to protect against the

spread of bloodborne disease.

(Editor’s note: The foregoing information came from
news reports and press releases.)

Reference

1. ECRI. Managing the risk of sales representatives in the
operating room. The Risk Management Reporter 1996; 15:1-7.  ■

What should Beth Israel
nurses have done? 
Write procedures for bringing in new equipment 

The patient death that recently occurred at
Beth Israel Hospital in Manhattan in New

York City (see related story, p. 24) meets the cri-
teria of a sentinel event as described by the Joint
Commission on Accreditation of Healthcare
Organizations in Oakbrook Terrace, IL, and has
prompted hospitals around the country to exam-
ine their policies governing restrictions on sales
reps’ behavior. Policies on continuing education
for doctors and nurses are being revised as well. 

Undereducation on new equipment has endan-
gered accreditation and caused litigious situa-
tions before. Nearly a decade ago, seven patients
died and 151 were injured during gall bladder
surgery because their surgeons weren’t well
trained in the use of a laparoscope; one had no
instruction, and others had only one- or two-day
seminars. Since then, the American Medical
Association (AMA) has developed guidelines rec-
ommending not only that doctors take courses on
new equipment and procedures, but that they
demonstrate proficiency before they operate
alone. 

The guidelines are just that, however, not legal
requirements. Hospitals set their own standards,
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and those standards are typically not as strict as
the AMA’s, according to Randolph D. Smoak,
MD, chairman of the AMA board.

“There should be procedures in place for
bringing new equipment into a facility,” says
Aileen Killen, RN, PhD, CNOR, clinical director
of perioperative services at Dartmouth-Hitchcock
Medical Center in Lebanon, NH. “The equipment
should not be used until everyone has been inser-
viced on it. The climate should be such that sur-
geons and nurses alike should feel comfortable
saying, ‘I’m not comfortable with this yet; I need
to learn how to use this piece of equipment.’ That
should be the way things go, especially if there’s
other equipment that you’ve been using all along
that does the same thing.” 

In Killen’s opinion, a managerial responsibility
went by the boards if the nurses at Beth Israel did
not feel comfortable saying, “I’ve not been inser-
viced on this piece of equipment, and I need to
do that before using it on a patient.” 

She also notes that once the case gets into the
OR, there needs to be trust among the team so
nurses can say, “Something’s not right here,” and
other members of the team pay attention. “That
apparently wasn’t the case at Beth Israel,” she says. 

Hospital Peer Review asked Killen why she
thought some nurses act as those at Beth Israel
did. “Some of the old indoctrination still exists,”
she explains. Nurses should feel comfortable
questioning a surgeon who says everything’s OK
when it’s not, Killen says. These days, the sur-
geon should not automatically have the last
word. “I have seen instances where nurses didn’t
feel they had the power to question surgeons,”
says Killen. “There has to be a climate in the insti-
tution where everyone’s opinion is valued on an
equal basis. If one of the team says something’s
not right, the rest of the team should stop and lis-
ten.” That cultural atmosphere has to come from
the top down — which, in the OR, means the
nursing director and surgical director.
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Make rules for OR 
‘visitors’ clear
Manager has authority to ban disruptive visitors 

Though almost all hospitals allow salespeo-
ple in the operating room, representatives

of ECRI, the independent health care research
organization in Plymouth Meeting, PA, say
there are many different policies regarding their
presence, and some facilities have no policy
specifically addressing them. ECRI advises hav-
ing a policy that outlines exactly what is and is
not acceptable. The policy should contain the
following elements:

• Obtain a legal release and require prior
approval. The company represented by the visi-
tor should provide a document releasing the 
hospital from any liability related to the sales rep-
resentative’s presence. Any visitors, including
sales representatives, should be required to make
appointments to visit the OR. Even with an invi-
tation from the surgeon, the visitor should notify
the OR manager and obtain permission.

• Make sure the visitor knows proper OR
conduct. Any non-OR personnel must be edu-
cated, either via written materials or an informal
verbal discussion, on topics such as apparel, traf-
fic patterns, avoiding the sterile field, universal

precautions, fire safety, electrical safety, and radi-
ation safety. The education does not have to be
repeated for each procedure if the visitor has
been in the OR before, but ECRI advises at least
an informal reminder if this is the first time in
your facility’s OR. Document any noncompli-
ance with proper OR conduct, including acci-
dental violations. Report the incidents to the 
OR manager, who should have the authority to
ban the visitor from the OR for causing serious
disruptions.

• Do not take any guff from the salesper-
son. The salesperson or other visitor is always a
guest in your OR and should act accordingly. If
you determine that the OR is too crowded to
allow the visitor even though there was prior
approval, that is the final word. Do not let the
salesperson argue about it. The visitor must
comply with any instructions in the OR, and if
the visitor interferes with the procedure in any
way or upsets any member of the OR team, he
or she should be told to leave immediately.

• Prohibit wandering by the salesperson. If
the visitor is allowed to observe surgery, he or
she should be escorted to and from the OR area.
Clearance to observe the surgery should not be
construed as clearance to wander the OR area
and speak with anyone in sight. The visitor
should not be allowed in the doctors’ lounges
unless invited there by a doctor.  ■



Should the nurses have walked out? “A nurse
cannot walk out of the OR,” says Killen. “His or
her responsibility is to the patient, and what-
ever’s going on, it’s better to stay and not aban-
don him.” But, she explains, the nurses could
have called out for reinforcement to the manager
or to the charge nurse to come into the room.
“They should have said, ‘Something’s not right
here. Please come in.’” 

“It doesn’t surprise me at all,” says a nurse
manager who comments on conditions of
anonymity. She says verbal abuse in the OR is
widespread, and the prevailing attitude is that
the administration will side with physicians.
Nurses say their hands are tied if they report that
something doesn’t seem right when the physician
says he or she has the situation under control.
“The hospital wants physicians to bring in their
patients,” she says. “Even if a hospital has poli-
cies in place for when something is going wrong,
it’s not always followed. The attitude often is,
‘We wrote it but we don’t really mean it.’”

She goes on: “Surgery is still a male-dominated
profession. I once saw a surgeon hit a pregnant
nurse in the stomach during surgery because he
didn’t like the way she handed instruments. She
took up the issue with her boss, who was a male
nurse director of the OR, and as soon as pressure
was put on him by the administration, he didn’t
take it any further. That’s out-and-out abuse.”
The pregnant nurse resigned and works else-
where now. “Often, those instances are settled
out of court,” says the manager, “so there’s no
legal record.”  ■

Keep the improvement
concept steady
Time is the critical element

“Watch out for things that go bump in the
night,” warns Paula Swain, RN, MSN,

CPHQ, of Swain & Associates in St. Petersburg,
FL. “As the 1999 Joint Commission standards are
implemented without any caps, we see things
getting back to ‘tasks.’ Standards are expected to
be implemented with gusto from the onset.” With
much more analysis, statistics in decision mak-
ing, and numerical considerations this year, she

advises that you look around your organization
or department to see if improvement is truly a
process that includes many topics needing
enhancement, rather than merely a punch list of
“tasks” to do.

She points out three things to consider when
arming your staff with an enforcer for these
standards:

1. Keep the concept of the improvement pro-
cess steady. That is, simply:

• Develop a process that addresses the issue.
• Implement an action plan for those who

need to know.
• Evaluate what was developed.
The Joint Commission on Accreditation of

Healthcare Organizations in Oakbrook Terrace,
IL, expects projects to be completed when it
comes for its surveys in 1999. “Don’t just show a
good idea heading for improvement,” says
Swain. The principles in the standards require:

• the need for group analysis of data;
• a shift in the picture presented by the data;
• sustaining of the new direction. 
In order to have this level of work accom-

plished, time is the critical element. Even if your
team speed-cycles the improvement process
through to completion, the sustaining behavior
will need to be measured long after the staff have
moved on to the next project. That measure will
need to be planned into the project at the onset. 

2. Identify performance measures. The 1999
measures are not new, but they have been subdi-
vided into required and optional measures.
However, ORYX isn’t in either list. The required
list houses the historical medical staff review
issues such as blood, drug, surgical case, medical
record, anesthesia, nosocomial infections, and
others. 

The optional list includes issues such as safety
plans, performance standards, information sys-
tems, leadership effectiveness, important pro-
cesses, and other issues:

• quality controls;
• risk management;
• staff opinions and needs;
• autopsy results;
• financial data;
• restraint, seclusion if necessary, and care for

high-risk populations;
• performance measures related to accredita-

tion and other requirements.
3. But what will the surveyors survey? “We

will not know if surveyors will exert their biases
about what they like to see measured, or if they
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will accept the skeleton version of required mea-
sures selected,” says Swain.

Although there are fewer prescriptive stan-
dards from the Joint Commission, there is more
accountability on those in the organization who
dictate how the resources are used. Decision
makers at staff, management, or administrative
levels will need to recognize both clinical and
operational issues that will meet the 1999
“optional measures.”

“Use resources wisely,” says Swain, “and pick
projects with your eyes open.”

The quality office is not the manager of these
required and optional measures of improvement;
it is but a guide. “Learn about the latitude that
the ‘optional measures’ encompass,” advises
Swain. For example, an “optional measure” is
quality control. A lab or radiology technician
probably would not consider the quality control
program for equipment to be an “optional” mea-
sure. Nor do the external regulators, CLIA, or the
federal Nuclear Regulatory Agency. In 1999, these
and other such “optional” statements by the Joint
Commission are required by the organization as
“the way we do business.” 

Corporate Compliance Programs are taking
lots of organizational resources in terms of time
and manpower. The Office of the Inspector
General has been looking at these high-risk areas:

• billing for services not rendered;
• providing medically unnecessary services;
• upcoding and DRG creep;
• billing outpatient services for inpatient stays;
• duplicate billing and unbundling of tests.
“The question is,” says Swain, “do you have an

established infrastructure? Are the changes sus-
taining as required by the Joint Commission as
well as your facility’s corporate compliance
plan?” If the answer is yes, go forward and feel
comfortable about your survey. The optional mea-
sure, “Performance measures related to accredita-
tion and other requirements,” is being met.

[Editor’s note: For more information on using the
1999 standards and compliance programs, contact
Swain & Associates at (800) 643-8449, or visit the
firm’s Web site at www.snaconsulting.com. Swain &
Associates will present a conference titled “Performance
Improvement Strategies: Simple, Effective and JCAHO
Proven” on the following dates:

• San Francisco — Jan. 21-22;
• Dallas — Feb. 8-9;
• Charlotte, NC — March 11-12;
• Secaucus, NJ — April 12-13.]  ■

Cutting RNs a false 
economy?
Study: Patients do better with more RNs

Astudy conducted by the Agency for Health
Care Policy and Research in Rockville, MD,

recently revealed information that could be use-
ful to you if you are redesigning and restructur-
ing your clinical work force. 

Hospitals have been downsizing and down-
grading nursing staff for years. Finding the appro-
priate staffing levels for registered nurses is one of
the most contentious issues between hospital
managers and their largest group of employees.
Over the past five years, many hospitals have
tried to save money by using less-skilled workers
to perform routine tasks so nurses could super-
vise those workers and coordinate patient care.
Some hospitals laid off RNs and substituted unli-
censed caregivers. 

Staffing ratios don’t match increased severity

RNs have complained they are unable to pro-
vide the quality of care their licenses demand
and their patients expect. They also say the
heightened severity of inpatient illness in the
late 1990s bears no relation to the situation
when staffing ratios were set. In response to
those concerns, some hospitals have started to
boost their staffing levels for RNs, but until this
study, no scientific research has been conducted
on the effect of such cost-cutting measures on
patient outcomes. Now, federally funded
researchers have isolated nursing care from
other variables and drawn conclusions regard-
ing quality of care as it relates to hospitals’
efforts to reduce costs by replacing RNs with
less-skilled workers.

Christine Kovner, RN, PhD, associate profes-
sor in the division of nursing at New York
University and lead author of the new study,
says her study is “one piece of the puzzle.”
Much more research is needed on the number of
RNs associated with levels of quality care, but
she says, “the finding of a strong inverse rela-
tionship between registered nurse staffing and
adverse patient events should be considered
when developing strategies to reduce costs.” 

Surgical patients in hospitals with more 
RNs per patient are less likely to get infections,
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pneumonia, and other complications than those
with fewer RNs per patient, her study finds.1

The research offers a statistical look at the ongo-
ing debate over how many nurses of what skill
levels a hospital needs and how much can be
done by other health care workers. 

Pneumonia, UTIs decrease in study

Kovner compared the number of hours
worked by RNs at a hospital with the health of
patients there, focusing on complications that
are particularly sensitive to nursing care. The
report stated that increasing RN time for half an
hour per patient day corresponded to a 4.2%
decrease in pneumonia, a 4.5% decrease in uri-
nary tract infections, and a 2.6% decrease in
thrombosis. An extra hour of nursing attention
per surgical patient each day cut the risk the
patient would get a urinary tract infection by
nearly 10% and the risk of pneumonia by 8%.
The chances of developing other lung-related
problems and blood clots also dropped with
extra nursing, although not as dramatically. 

Earlier research — a 1997 study commissioned
by the Washington, DC-based American Nurses
Association (ANA) — found a clear relationship
between nurse staffing levels and patient deaths,
but the recent research looks at the overall quality
of care. The authors focused on complications
directly related to nursing care. Nurses are respon-
sible for urinary catheter care, for instance, and
sloppy or hurried work can lead to urinary tract
infections. In addition, nurses can help prevent
complications by getting patients out of bed and
walking after surgery and monitoring them
closely. 

The study looked at data from almost 600
hospitals in 10 states — California, Colorado,
Connecticut, Florida, Maryland, Massachusetts,
New Jersey, New York, Pennsylvania, and
Wisconsin — comparing the number of patients
who developed certain complications with the
number of nurses working in those hospitals.
The authors controlled for several factors,
including hospital size, ownership, region, and
whether it was a teaching institution. 

Nursing levels could explain a considerable
part of the difference in complication rates, but
not all of it, the analysis found. Indeed, the qual-
ity of the surgery itself and the size of other staffs
at the hospital could also affect patient health. 

The study naturally fomented disagreement
among parties who are trying to accomplish 

different goals. Carol Bradley, RN, incoming
president of the American Organization of Nurse
Executives, says the study did not strongly link
the avoidance of complications to RNs. Many dif-
ferent types of employees are involved in patient
care besides nurses, she says. The ANA welcomes
the research, however, and sees it as support for
its campaign to boost nurse staffing levels in hos-
pitals. ANA president Beverly Malone says the
results came as no surprise. “Cutting costs by cut-
ting the number of nurses at the bedside is a false
economy today,” she says.

Neither the American Hospital Association nor
nursing organizations track the number of RNs
who have been trimmed out of hospitals through
cost cutting. And producing hard data that corre-
late RN care with patient outcomes is extremely
difficult, nursing researchers say.

Nurses represent about one-quarter of a typical
hospital’s work force and are the single largest
labor cost. A hospital typically would have to
increase its nurse staffing levels by 17% to add
one extra hour of care for each surgical patient. 

Reference

1. Kovner C, Gergen PJ. Nurse staffing levels and adverse
events following surgery in U.S. hospitals. Image: J Nursing
Scholarship 1998; 30:315-321.  ■

30 HOSPITAL PEER REVIEW fi / February 1999

JCAHO tallies hospital hazards
The Joint Commission on Accreditation of
Healthcare Organizations in Oakbrook Terrace,
IL, took an inventory of untoward events that
occurred at 300 institutions between January
1995 and late last year. The inventory included
the following events:

Patient suicide 72
Medication error 57
Unexpected operative 

or post-op complication 24
Wrong site/patient surgery 24
Delay in treatment 23
Patient death or injury in restraints 22
Patient elopement 18
Assault/rape/homicide 13
Patient fall 12
Transfusion error 11
Other 75

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



Focus on Medicare

Fraud crackdown 
continues in 1999 
Even ‘small potatoes’ could reveal a pattern

President Clinton recently suggested changes
that promise to save the federal government

$2.1 billion by cracking down on waste, fraud, and
abuse in the Medicare program. His announce-
ment echoes the round of regulatory oversight that
was kicked off about a year ago — the one that 
led to model compliance programs for hospitals 
as well as for other segments of the health care
industry. 

Clinton’s new plan advises Medicare contrac-
tors to ferret out fraud and refer suspicious
providers to the OIG, even if the cases involve
small amounts of money, on the supposition that
those cases can add up to significant amounts or
could reveal a pattern of fraud. The new initiative
contains the following elements:

• It prevents providers from billing Medicare
for services that were not provided. 

• It requires private health insurers to report
which Medicare beneficiaries they insure to pre-
vent providers from billing Medicare for those
claims. The Baltimore-based Health Care
Financing Administration (HCFA) would have
the authority to recover twice the amount owed
by insurers that allow Medicare to pay claims
they owe and would impose fines for failing to
report legal settlements from which Medicare
should have been reimbursed. 

• It gives HCFA authority to oversee the per-
formance of contractors and to terminate those
who perform poorly. 

• It allows HCFA to begin competitive bid-
ding this spring to decrease Medicare payments
for hospital beds and other durable medical
equipment.

Controlling drug prices

An important part of the new package of ini-
tiatives is elimination of mark-ups in the prices
the agency pays for drugs. Under the plan,
Medicare would pay what manufacturers
charge instead of reimbursing pharmacies for
filled prescriptions. 

A study conducted by the Office of Inspector
General (OIG) compared drug purchasing 

practices of Medicare with those of the Depart-
ment of Veterans Affairs (VA). The report
revealed that mark-ups for 22 drugs cost
Medicare hundreds of millions of dollars annu-
ally because the agency paid more than twice
the average wholesale price. In one instance,
Medicare paid roughly 10 times the wholesale
price. 

Medicare could have saved $1.03 billion last
year if it had reimbursed for 34 prescription
drugs according to the VA’s Federal Supply
Schedule. “That savings represents almost half of
the $2.07 billion in reimbursement that Medicare
and its beneficiaries paid for those 34 drugs in
1997,” according to the report. 

The VA purchases prescription drugs in bulk
from manufacturers and obtains large-volume
discounts. Medicare, on the other hand, reim-
burses pharmacies for individually filled pre-
scriptions and pays up to 16 times more than the
VA for some pharmaceuticals. 

The president’s money-saving initiative also
reduces reimbursements for the drug Epogen to
reflect market prices. The Inspector General
found that the current reimbursement rate for
Epogen is about 10% higher than its cost.  ■

Focus on Medicare

AMA presses HCFA 
on E/M code use 

The American Medical Association (AMA) is
trying to convince the Health Care Financing

Administration (HCFA) that the medical record
is “not made for payment documentation.” The
AMA and other medical organizations have
been negotiating with HCFA for more than a
year about the exact methodology used in
Medicare evaluation and management (E/M)
codes. HCFA has favored using a numeric sys-
tem awarding specified points for various
aspects of a medical office visit. Following the
HCFA approach, physicians would need to doc-
ument specified totals in order to justify their
billings to Medicare. The AMA’s position is to
resist any use of numeric formulas, favoring
instead a peer review system for review of medi-
cal records to determine the appropriate level 
of care. 
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HCFA representative Jean Harris says while
HCFA was willing to negotiate, it was not inter-
ested in a pure peer review model. She says HCFA
would, however, work on some pilot plans for
alternatives to the current E/M proposals.  ■

Focus on Medicare

HHS: New 1999 Medicare
deductible and premium 

The Department of Health and Human
Services has calculated new 1999 rates for

the Medicare Part A deductible and Part B
monthly premium, the amounts recalculated
each year to reflect changes in health care costs
and the Medicare law. The Part B premium cov-
ering physician services, hospital outpatient
care, durable medical equipment, and other ser-
vices outside hospitals increases by $1.70 — the
first increase since 1997 — for a total monthly
premium of $45.50. The Part A deductible for
inpatient hospital care rises by $4, about ½%, to
$768. The small increase largely reflects savings
from reductions in Medicare hospital payments
and other program changes signed into law to
help protect and preserve the Medicare Hospital
Insurance Trust Fund. Last year, the deductible
also rose by only $4.  ■

Focus on Medicare

Medicare fee schedule
slights hospital practice

Under a new Medicare fee system, office-based
physicians generally receive increased pay-

ments, while physicians who provide Medicare
services primarily in hospital settings — cardiac
surgeons and neurosurgeons — generally receive
less. HCFA has announced an annual 2.3%
increase to physician practice fees for 1999, for the
first time relating payment for practice expenses
to the actual resources used to provide medical
services rather than physicians’ historic charges.
Studies have shown that the old charge-based sys-
tem did not fairly compensate physicians for prac-
tice expenses.  ■

Are your volunteers 
up to snuff?
They affect the quality of hospital functions

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

Hospitals have become increasingly depen-
dent on volunteer staff to assist in clinical

and nonclinical service areas. These volunteers
may fall into two categories: casual and formal.
Casual volunteers are people who offer, on an
informal basis, to perform a specific task for a
specific period apart from the organized volun-
teer program. Casual volunteers are often used
for special occasions such as toy distribution
during the Christmas season. Formal volunteers
are those who are specifically recruited, oriented,
and trained as part of an organized volunteer
program. Both classes of volunteer staff have a
tremendous impact on the quality of hospital
functions. 

The ultimate authority and responsibility for
the quality of volunteer services is vested with
the hospital’s governing board, so it’s important
to include volunteer performance measures in
the hospital’s overall quality monitoring and
evaluation program. The hospital-employed
director of the volunteer services program also
should oversee its quality review program. The
director will share performance measurement
results with the volunteer program’s executive
board, but this group cannot assume ultimate
responsibility because it is not composed of paid
hospital workers. 

The results of volunteer monitoring activities
should be reported to the organization’s Quality
Council. By sharing these performance measure-
ment results, valuable multidisciplinary input
can be obtained. In addition, this reporting will
enhance the volunteers’ status as important
members of the hospital’s health care team.
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While components of volunteer staff activities
may be monitored by the individual depart-
ments, the volunteer services department should
be responsible for evaluating functions that are
not addressed at the individual department level.
The volunteer services office should develop 
performance measures to evaluate those aspects
of service they are responsible for providing.
(Examples of measures for various functions
performed by the volunteer services office are
illustrated on p. 33.) 

Are staff satisfied with volunteers?

The volunteer staff director, in consultation
with the volunteer service executive board,
should establish expected levels of quality for
each performance measure. These levels repre-
sent the department’s definition of quality ser-
vices. The volunteer office can develop several
types of survey tools to assess satisfaction and
the effectiveness of orientation and training pro-
grams. (An example of a survey instrument
used to judge hospital staff satisfaction with
volunteer services is inserted in this issue.)
Observation reviews are a useful tool for the vol-
unteer office — they can be used to assess volun-
teer compliance with basic training requirements
such as wheelchair use, moving beds and large
carts, and lifting. Volunteer compliance with fire
emergencies can be obtained from facilitywide
fire drill evaluations. 

Volunteer staff who interact with patients
must be trained in age-specific competencies.
These competencies should address each mem-
ber’s ability to understand the needs of the pop-
ulation served and to communicate and perform
tasks necessary to meet these needs. For exam-
ple, volunteer staff responsible for transporting
frail elderly patients who are at higher risk of
hypothermia should be aware that heavier blan-
kets should be used and patients should not be
transported until foot covering is provided.
Volunteers who perform personal care services,

such as hair washing, should understand that
elderly patients may fight having their hair
washed because they are already cold and fear
the prospect of becoming colder. Wet hair should
be immediately wrapped in a towel to conserve
the patient’s heat.

Volunteers who provide patient care assis-
tance to the busy nursing and clinical staff
should have the skills and abilities necessary to
meet the needs of the population they are serv-
ing. Typical volunteer staff services include
transporting patients, feeding patients, rocking
infants, reading to and playing with children,
delivering water and personal care items, listen-
ing to patients’ concerns, fielding calls for
patients in special care units, and answering
patients’ questions. 

Following are some examples of age-specific
competencies that may be required of volun-
teers before they assume specific patient care
responsibilities: 

• Recognizes patient’s fears by repeating infor-
mation often.

• Understands the need to maintain warmth
for elderly patients.

• Uses firm direct approach with toddlers.
• Uses play as a means of communication with

toddlers.
• Makes actions clear to children (ages 3-6)

before touching them.
• Knows how to empathize with geriatric

patients about losses.
• Addresses elderly patients using their last

name.
The abilities of volunteers also should be regu-

larly evaluated to ensure they continue to main-
tain their skills. The competencies listed are
merely examples and do not apply to all volun-
teer staff. The population of patients served by
volunteers and their duties would determine
what skills and abilities are needed. 

Develop and disseminate to volunteer staff
educational materials and training on human
growth and development stages, including how
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volunteers can apply this information when inter-
acting with patients in various age categories. To
reinforce that education, develop scenarios that
offer solutions to age-related patient care issues
various volunteers might face. Education can be
disseminated in volunteer newsletters or at for-
mal meetings. Provide volunteer staff with oppor-
tunities to discuss problem areas with relevant
clinicians. Also be sure to periodically evaluate
each volunteer’s relevant age-specific competen-
cies through direct observation or clinical staff
feedback. 

Monitoring the performance of volunteer staff
is an important component of the governing
board’s responsibility to ensure quality patient
care. Volunteers provide a variety of services
within hospitals, and it is critical that volunteer
performance standards be set and systems be
established to evaluate compliance with these
standards. Paid staff in the volunteer services
department and the volunteer organization exec-
utive board should share responsibility for evalu-
ating the results of quality monitors and making
changes in orientation, training, and staffing
practices where indicated.  ■

Loose ID bracelets likely
at fault in baby switch

The two newborns who were switched in a
hospital nursery three years ago were simply

misidentified when their identification bracelets
became loose and fell off, a four-month police
investigation has concluded. (See Hospital Peer
Review, October 1998, pp. 181-182.) 

“The precise events which occurred are
unknown at this time and may never be known,”
said a state police investigative report released
last month. “However, there is currently no evi-
dence from which to conclude that the switch of
these children was an intentional act.” A family
videotape and photographs as well as weight and
feeding records showed that there were problems

with the ID bands of the switched babies before
they were discharged, according to the report.
One band was missing, and another was notice-
ably loose. The hospital recently changed from
identification bracelets to identification tags
clamped on the newborns’ umbilical cords.  ▼

New CM standards 
on the horizon

The American Accreditation HealthCare
Commission/URAC’s proposed accreditation

standards for case management (CM) programs
will be finalized this spring. The standards, estab-
lishing national benchmarks, are being developed
in the following categories:
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• scope of the program;
• staff qualifications;
• program structure;
• information systems and documentation;
• quality management and improvement;
• accessibility;
• patient protections, including policies for

confidentiality of patient information, informed
consent, and dispute resolution.

The standards require CM companies to
establish a process to assess, plan, and imple-
ment interventions. URAC’s proposed stan-
dards are available on-line at URAC’s Web site:
www.cmsa.org.  ■

Following are names and telephone numbers
of sources quoted in this issue: 

• Pat Lamb, vice president, Medical Center at
Princeton, Princeton, NJ. Telephone: (609) 497-
3023.

• Diana Constable, director of QI, medical
records, and UR, Medical Center at Princeton,
Princeton, NJ. Telephone: (609) 497-4269.

• Margaret Douglass, director, risk manage-
ment, FPIC, Jacksonville, FL. Telephone: (904)
354-5910.

• Aileen Killen, RN, PhD, CNOR, clinical
director, perioperative services, Dartmouth-
Hitchcock Medical Center, Lebanon, NH.
Telephone: (603) 650-7550.

• Paula Swain, RN, MSN, CPHQ, Swain &
Associates, St. Petersburg, FL. Telephone: (813)
526-6605.

• ECRI, independent health care research
organization, Plymouth Meeting, PA. Telephone:
(610) 825-6000.

• Jim Mandler, director of public affairs, Beth
Israel Medical Center, New York, NY. Telephone:
(212) 523-7772.

• Christine Kovner, RN, PhD, associate pro-
fessor, division of nursing, New York University,
New York City. Telephone: (212) 998-5312.  ■

CE objectives

To earn continuing education (CE) credit for
subscribing to Hospital Peer Review, CE partici-

pants should be able to meet the following objec-
tives after reading the February 1999 issue:

• Explain the role of the OR nurse when things
go awry. 

• Describe how the Medical Center at
Princeton got its teams organized to prepare 
for their survey. 

• Discuss how manufacturing quality concepts
translate to the health care industry. 

• Describe the difference between two cate-
gories of hospital volunteers: casual and formal.

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