
Joint Commission’s hospital program OK’d
for continued deeming authority from CMS
Big changes still to come

“We’re all glad it’s pretty much over,” Margaret VanAmringe,
MHS, The Joint Commission’s vice president for public pol-
icy and government relations, says with a laugh. In what

was not much of a surprise for people in the industry, on Nov. 27, the
Centers for Medicare & Medicaid Services (CMS) gave the nod for contin-
ued deeming authority to The Joint Commission’s hospital accreditation
program, following Congress’ 2008 revocation of the organization’s unique
deeming status, awarded by Congress in 1965.

It was a long and arduous process VanAmringe says, mostly for the good,
but she says the awarding of deeming authority does not mean there is not
more work for The Joint Commission, and thus its accredited hospitals.

“We did expect that it would go through,” she says, “but it was a very
complicated process.” In part, she says, that was because The Joint
Commission wanted to phase in some of the changes to give their hospi-
tals time to implement them. Going forward, if any “substantial” changes
are made to its survey processes, standards, or policies, The Joint
Commission will have to notify CMS and seek its review and approval.

She says some of the phased-in changes, part of the revised standards
posted March 26, are not effective until July 2010, at which point CMS will
return to review and ensure those changes have been made. She also adds:
“We have a separate effort where we are hoping to work with CMS to see
them update some of their standards, to modernize some of them. So
we’re hoping they also will be continuingly looking at their standards,
making them more state of the art.”

More changes on the way?

VanAmringe admits there is more work with CMS in the near term. In
working with CMS to ensure Joint Commission standards were in line
with the governmental agency’s Conditions of Participation, there were a
few things she says that were too complex to come to terms on — items
The Joint Commission will continue to work with CMS on to deliver
“acceptable” changes.

One of those areas relates to The Joint Commission’s telehealth stan-
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dards. “We have a very different approach to cre-
dentialing and privileging of telehealth services
than CMS,” she says. “We had left that to the end
because we had been trying to convince CMS to
not change the standard, or not make us change
our standard. And that was not successful. So we
always knew that if that wasn’t successful, we
would have to make that change in January.” She
says it was too large a change to make, so The

Joint Commission has held off on finalizing that.
Some other changes, she says, involve the sur-

vey process — “the way we weight things and
decide when Conditions of Participation are out
of compliance or the follow-up requirements,”
she says. The Joint Commission is still negotiat-
ing with CMS on determining “new policies in
terms of corrections.” Changes likely will affect
The Joint Commission’s condition-level follow-
up survey. (See Hospital Peer Review, “TJC’s
Medicare condition-level follow-up survey,”
December 2009, pg. 145.) She says there will be
further guidance likely this month.

Another change that could have a big impact
on hospitals is that CMS wants the accreditation
number The Joint Commission gives a hospital to
match CMS’ certification number, or CCN num-
ber. “That’s not as simple as it sounds because of
the many requirements [CMS] has,” VanAmringe
says. “We have hospitals that may have to do
some reevaluation of the way they are configured
in order to do this.” For some hospitals, it will be
simple. For others, she says, it will be difficult.

For instance, she says, if a hospital has two
locations but one CCN number and the hospitals
run as separate hospitals with common owner-
ship but each has its own medical staff owner-
ship, CMS would not deem that acceptable. Each
hospital would have to have its own CCN num-
ber. Or if it’s the same scenario but there’s one
medical staff, CMS may require each organization
to have its own medical staff, which could require
“a whole new set of organizational policies and
privileging and all sorts of things,” she says.

Or if there is one governing body over the two
hospitals but each has its own medical staff orga-
nization, VanAmringe says CMS would require
that each have its own governing body.

“So that means some changes. The hospital has
to either now create a second governing body for
the second hospital or it has to find a way to have
the governing body do business for the first hos-
pital and then sort of close its agenda and start
up on the second one. That’s a possibility that
we’ve been looking at. It’s not definite yet,” she
says. 

Getting a CCN number, she says, is no easy
matter. “It doesn’t happen overnight. There is a
lot of paperwork and hoops and requirements
that have to be met, understandably so,” she
says, adding that The Joint Commission is still
working with CMS on this and trying to ease the
burden as much as possible for its hospitals.

What does VanAmringe say to critics of The
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Joint Commission, often politicians or consumer
advocates, who say The Joint Commission is “too
cozy” with its clients, i.e. hospitals?

“I know people have that perception. But I can
tell you, having worked at The Joint Commission
for 15 years and having worked at CMS on the
other side in the survey area, that it is not the
case. We try to advocate for hospitals... [o]ur mis-
sion is to improve the quality and safety of care
to the public and to help health care organiza-
tions do that. And we believe we have to continu-
ously increase the relevancy and rigor of our
standards, which we do. If we were that close to
our accredited organizations, we would sit back
and never change our standards,” she says.

She says The Joint Commission welcomes com-
petitors to the accreditation field and says compe-
tition has helped the organization home in on
who it is and what it brings to the table. The only
concern the organization has, she says, is it
“wants to be judged fairly by the government.
We are always subject to validation surveys, and
we welcome those. But in the past, the other hos-
pital accreditation bodies, and in the past there
was only one, now there’s two, have not had the
same validation oversight.”

In response, a CMS spokesman says: “We con-
duct validation surveys for all accreditation orga-
nizations and their approved programs. Validation
surveys are conducted in AOA- [American
Osteopathic Association] and DNV-accredited hos-
pitals. However, AOA and DNV have smaller hos-
pital programs than The Joint Commission. As a
result, more validation surveys are conducted on
Joint Commission hospitals.”

VanAmringe says if there is an issue with
accrediting bodies, it isn’t competition. It’s the
economy. Her concern is that as Congress contin-
ues to look at cuts for providers and the economic
situation being what it is, hospitals may find them-
selves unable to afford accreditation. “[I] think that
is a public policy issue that we as a country need
to confront, because one of the things that accredi-
tation has always brought to the table is the ability
to be flexible and nimble, to always continuously
[improve standards] in accordance with health
and medical practice, where the government takes
three years to finalize a regulation because of the
way the government has to go out and do all of its
mechanizations,” she says.

“I worry about that more than I would 
ever worry about competition among accrediting
bodies.”

On the topic of competition, Yehuda Dror,

president and CEO of DNV Healthcare, which
last year was granted deeming authority, says,
“now that all hospital accreditation organizations
are subjected to the same governance, I whole-
heartedly agree with Dr. Chassin’s [Joint
Commission president] recent comment that
‘competition makes us better.’ Competition
makes everyone better. Whenever customers
have a choice, providers must perform at a higher
level.”  ■

Tips for creating your
OPPE/FPPE policies
You don’t have to start from scratch

It was a marriage of sorts, between two depart-
ments — credentialing and quality improve-

ment. Two departments that hadn’t known each
other well before. Two departments that came
together for a common goal. 

Laura Culleny, RN, performance improvement
clinical coordinator for AtlantiCare Regional
Medical Center, recalls attending a session at a
conference on the issue of The Joint Commission’s
requirement on ongoing professional practice
evaluation (OPPE) and focused professional prac-
tice evaluation (FPPE). She happened to be sitting
next to her center’s director of credentialing.
“And we just looked at each other and said, ‘It
looks like our departments have to get married to
be able to focus on this,’” she says.

Often the departments would communicate
when it was time for a provider to be reap-
pointed, but they both realized it would take
more communication and sharing to comply with
OPPE and FPPE requirements. 

They began their work and realized the
groundwork already was there. The quality
department already was collecting a lot of data.
The question became, which of the data could it
use?

At AtlantiCare, the quality management clini-
cal coordinators are assigned to departments.
One, for example, might work with the emer-
gency department and critical care; another
would be assigned to pediatrics. So the team
began with a grid (see sample OPPE form, pg. 4).
In the first column, they plugged in the general
competencies The Joint Commission looks for:

• patient care;
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• medical/clinical knowledge;
• practice-based learning and improvement;
• interpersonal and communication skills;
• professionalism;
• systems-based practice.
Across the top, they added columns for indica-

tors, measurement-review style, and triggers to
begin FPPE. Each quality management clinical
coordinator wrote indicators next to each compe-
tency in relation to his or her department or divi-
sion. Then each coordinator recorded next to each
competency which ones data were already col-
lected on, where those data were obtained (i.e.,

internal reports, referrals, outside vendors). Then
in another column, they entered what they
thought would be an appropriate trigger — a
trigger that might move the practitioner into a
focused evaluation.

Getting buy in

Once the “skeleton” was created, the quality
team presented it to senior leaders, including the
vice president of medical affairs. “They were all
very much on board with it. Not only because
this was a Joint Commission requirement, but
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Ongoing Professional Practice Evaluation 
Department of Pediatrics

© pending. AtlantiCare Regional Medical Center.

Time Frame: Past 6 Months Date: __________

Physician: ________________________ ID#: ___________

Joint Commission General
Competencies

Indicator Measurement-Review Style Trigger to begin FPPE

Patient Care

Unplanned transfer to a
higher level of care
Unanticipated readmission
within 30 days
Clinical indicators on
Operative-Invasive Review
(Lumbar Puncture)

QM Team Screen/ Referral
from Internal Source

3 Referrals to the Medical
Staff Excellence Committee,
which are rated a peer review
rating of 4 or 5 within 6-month
period

Medical/Clinical Knowledge
Missed/misdiagnosis resulting
in significant change in
patient treatment plan

Practice-based learning and
improvement

Core Measure Compliance
with Asthma Protocol

QM Team Chart Abstraction

Overall compliance below facil-
ity average rate 2nd 6 month
eval (letter sent if below aver-
age rate @ prior 6 month eval)

Interpersonal and
Communication Skills

Physician documentation
lacking essential elements
per regulatory guidelines

QM Team Screening/
Referral from Internal Source

6 cases not meeting criteria
for documentation, abbrevia-
tion use or legibility within 12
month period (letter sent if 3
cases within 6 month period)

Professionalism

Delay in Treatment or
Consultation
Staff or Patient Complaints re:
Inappropriate behavior by
physician

Referral from Internal Source,
ie: Case Management
Referral from Internal Source
— Human Resources

6 validated cases within 12
month period (letter sent if 3
cases within 6 month period)
2 validated cases within 12
month period (letter sent if 1
case in 6 months)

Systems-based practice

Suspensions for Delinquent
Medical Records
Patient not seen on a daily
basis by attending/designee
Patient does not meet
(Interqual) criteria for acute
admission/continued stay

QM Team Tracking
Referral from Internal Source,
ie: Case Mgmt team/Director
Physician
Referral from Internal Source,
ie: Case Mgmt team/Director
Physician

6 Suspensions within 12
month period (letter sent if 3
suspensions within 8 months)
2 validated cases within 12
month period (letter sent if 1
case within 6 month period)
6 validated cases within 12
month period (letter sent if 3
cases within 6 months)



also because it was just good for the hospital,”
she says. 

“A lot of times, especially if you have physi-
cians who don’t have a lot of volume at your hos-
pitals, reappointment time comes and you don’t
have a lot of data. That also happens quite often
with the allied health professionals. And so the
organization was really on board with it because
it was going to give us an opportunity to actually
look at some of the data we were collecting more
often than every two years,” she says.

Culleny then presented the early grid at a cre-
dentials department meeting with all the depart-
ment chairs. Explaining the requirement, she
reviewed the indicators. “As far as the indicators
went, we didn’t want this to be another full reap-
pointment every six months. So we asked them to
take a look at the indicators that really made
sense for their department to really get a good
overall view of how your physicians are doing,”
she says. Culleny coined a term for the OPPE —
“reappoint lite.”

What is important for one department, she
explained, might not be for another. For example,
she says, for patient care, an OB might want to
evaluate third- and fourth-degree laceration rates.
But if you’re evaluating an ED physician, you
might want to look at whether antibiotics for
pneumonia were given in a timely fashion.

After that presentation, she asked the depart-
ment chairs to take the grids to their respective
departments for feedback. She says they gave
everyone a description of The Joint Commission
requirements and “why we were doing this, why
it was good not just to meet the requirements but
for the hospital. We gave them the information
that we are not really collecting anything we
haven’t always collected. It was just going to be
that we were going to do it now on a six-month
period and look at very specific, targeted areas. If
a trigger was met to begin a focused evaluation,
that just might be that that particular physician
might need some extra education. Moving into an
FPPE cycle is not meant to be a punitive thing. It
is intended to be an opportunity for education
geared toward performance improvement,” she
says.

And they approved it. She says there were a
couple of changes. “For example, one of the trig-
gers that we had was Cesarean rate above depart-
ment average, and they said, ‘Well then 50% of
the people are going to hit the trigger.’

“So, for overall Cesarean rate we went to two
standard deviations above the department mean,

which was a more realistic measurement,” she
says.

The quality management team asked for input,
or “wish list” items, as additional indicators but
none were given. “We found out we were already
collecting most of the data the chairs wanted to
look at in one way or another,” Culleny says.  

FPPE: ‘I want a new privilege’

When a practitioner wants to add a new 
privilege, he or she must go through an FPPE
cycle. Culleny says at AtlantiCare, when a new
privilege is requested, the chair of that depart-
ment will determine what is needed to prove
competence. For surgery, for example, that
might be 10 observed surgeries. The request is
then presented at the next credentials meeting,
and if the observation is approved, then it goes
to the medical executive committee for final
approval. The quality department receives min-
utes from all of those meetings. Unlike before,
where credentials might have some information
and quality might have other data, now that
communication is ongoing.

When a practitioner has low volume, for exam-
ple for a surgeon, 10 cases might not be observed
within the first FPPE cycle; the chair might then
decide to extend the focused evaluation until the
full 10 cases are completed. This would be a way
to address low volume in a new practitioner,
Culleny says.

For the OPPE, if a practitioner has low/no vol-
ume-no issues identified for three consecutive
evaluations, at the next reappointment period,
the credentials committee might consider
whether privileges on the active medical staff are
still appropriate, Culleny says. Visiting staff priv-
ileges might be a better fit. 

Physicians would be notified of adverse peer
review outcomes or complaints right away, but
for things that are tracked and trended, such as
documentation issues, the data are collected over
time. A physician wouldn’t be notified every time
there’s a documentation issue in an OPPE unless
there are several within the six-month period,
such as four instances. That doesn’t mean he or
she is put directly into FPPE, Culleny says. At the
sixth-month mark, there is a sign-off sheet that
prompts a letter to the physician. So at the next
evaluation, the chair knows that physician
received communication and can see if there has
been an improvement.

Culleny’s department has made the process as
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automated as possible. “So when we say, ‘Let’s
run data on Dr. X for September to March, we just
pop in the physician’s ID number and the date
range and all the data pretty much populate it.’ It
is difficult if you haven’t at least attempted to
automate some of it,” she says.

Most of the report comes from the database
filled by the quality department. For instance,
Culleny says, they’ve put all the operative inva-
sive reviews into a database so they don’t have to
sit with a spreadsheet and check yes and no. 

“We actually have put our questions and
answers to our operative invasive reviews into a
database where we can just actually click on drop
downs — yes, no, not applicable — so that actu-
ally populates its own report, which is part of
this,” she says. “You also don’t want to reinvent
the wheel. If you have some standard reports that
support your data collection needs, by all means,
use them.”

The credentials committee approved a change
from the six-month OPPE period for physicians
to eight months to allow two rather than three
ongoing evaluations between reappointment
times. “By doing that, you can cut your workload
by about 25%,” she says.

“I think a lot of hospitals might start out really
gung-ho and say, ‘Let’s do this every six months.’
And then when you look at it, if you move it out
to say, eight months, you’re still doing it within
the time frame required, but it’s a little less labor
intensive and also the reports themselves are a lit-
tle more robust. Because they have a little more
data in them,” she says.

Culleny suggests if you’re trying to build the
process: 

• don’t forget the amount of data you already
have and can probably use; 

• start with a simple grid and list the six com-
petencies The Joint Commission looks for;

• for each department and division, ask what
indicators do we already look at?;

• use the indicators used by the peer review
committee;

• use core measure specifications as indicators;
• use what you track and trend over time, such

as risk-adjusted mortality rates or documenta-
tion;

• communicate and share with your creden-
tials department; get away from siloed depart-
ments in which credentials keeps a separate file
on one practitioner and your quality department
has another.

Of the latter, Culleny says she recently told an

audience at a conference that oftentimes a lot of
hospitals see the OPPE and FPPE process as a
responsibility for the credentialing department.
“But credentialing needs input from quality to be
able to meet that requirement. And when it
comes right down to it,” she says, “we’re all one
organization. And I think that that’s probably one
of the biggest challenges that a lot of organiza-
tions face. They say, ‘That’s your work’ and don’t
look at it as, ‘This is our work.’” ■

TJC survey focuses on
infection, hazards, OR

The director of quality and risk management 
at Mendocino Coast Hospital in Fort Bragg,

CA, Susan Bivins, RN, wasn’t sure The Joint
Commission was going to show up for the hospi-
tal’s survey. When the hospital went to a critical
access hospital status in 2006, TJC had come in for
a survey and told them they would revisit in 12
months to evaluate their status as a critical access
hospital. So the hospital waited. But it wasn’t until
two and half years later that The Joint Commission
surveyors showed up on Nov. 16, on schedule for
the facility’s regular triennial survey, due to expire
Nov. 30.

Bivins says one of the surveyors remarked that it
was great to see a critical access hospital keep its
Joint Commission accreditation, “because [the sur-
veyor said they] are seeing a trend of smaller hos-
pitals dropping Joint Commission because it is
expensive. It’s costly to maintain and keep up the
standards,” she adds. But Mendocino Coast
Hospital’s CEO was determined to maintain
accreditation, she says. He had come to Mendocino
from a hospital that had never been Joint
Commission accredited, and Bivins says he saw a
big difference in the standard of care.

Mendocino had three surveyors. An engineer
came the first day to review the life safety stan-
dards. Bivins explains that the facility is 38 years
old and says there’s a lot of repair work to be
done but credits the plant maintenance depart-
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ment for keeping things up. She says the sur-
veyor also was complimentary but cited the hos-
pital for two things. One was for clutter in the
hallways. “We had a gurney in the hallway and
we had the COWs [computers on wheels] in the
hallway. [The surveyor] went by with his 8-foot
tape measure to make sure the egress was eight
feet and it wasn’t,” Bivins says.

She notes the difficulty of trying to find places
to store things and questions where to put the
carts when the nurse is with a patient and leaves
it at the door. The hospital now has designated
storage areas on both ends of the hallway where
the carts will be stored.

The other area the surveyor found out of com-
pliance was in emergency preparedness. Bivins
says “he felt that we did not use our community
resources enough when we did our hazard vul-
nerability analysis.” She says the hospital is in an
isolated community, within a range of mountains.
“So we can easily get cut off with power or road
conditions, and we did not have communication.
Although we’ve had drills with our city and
county services people, when we did our HVA,
we didn’t have documentation of what they feel
the vulnerabilities were for the area,” Bivins says.
An easy fix, she adds. She plans on inviting them
to the next planning committee meeting and to
document their responses.

Next, came the survey of Mendocino’s home
health agency. The surveyor spent two days with
staff and attended physical therapy visits, home
visits, and visits with home health aides. In one
case, the hospital was cited for an infection con-
trol violation because the nurse put her bag on
the floor without a barrier.

The home health agency and the hospital also
got cited because in its infection control risk
assessment, it “had not gotten the information
from the county as to what’s involved in the
county area for risk identification with infection
control,” she says.

“We need to look further than our own hospi-
tal organization when we’re looking at these risk
assessments and vulnerability analysis,” Bivins
says. “And that’s the first time that’s ever come
up. So I think this must be a new focus for them.”

She already has contacted the county and got-
ten the information that was necessary — data
such as epidemiologic information about the
county. Bivins says the hospital had been focus-
ing on H1N1, like so many other facilities, “but in
our risk assessment, [the surveyor] wanted us to
look at other areas that relate to the county.”

Mendocino also has a rural health clinic, which
is in the process of moving to electronic records.
In pulling a couple of paper charts, the surveyor
found old medication lists that had “do not use”
abbreviations and cited the hospital. Once the
clinic has moved to electronic records, planned
for Jan. 8 when the hospital’s action plan is due to
be completed, those abbreviations will not be
allowed. The clinic was acquired a couple of
years ago, never having been accredited, and
Bivins says despite working with them on it, the
doctors have been resistant to eliminating unap-
proved abbreviations.

What surprised her the most about the survey
process was the scrutiny on and time spent in the
operating room in the surgery area vs. the nurses’
floor. “I really thought it would be the other way
around,” she says. “I think [the surveyor used to
be] an OR nurse and felt very comfortable there.
She spent a lot of time in our GI lab and watched
an ophthalmology survey and looked for time
outs and site verification.

“Unfortunately, we did get dinged because our
physicians had been really resistant to this year’s
change when the physicians had to mark the site.
They were refusing to mark the site and so we
got written up for that. Now it’s made believers
out of them and we will be changing that,” she
says.

She says now she has more clout when she goes
to the medical staff to say this is something we have
to do. “And fortunately, our chief of staff was there,
heard the citation, heard the discussion, under-
stands the problems, and will make it happen.”

The surveyor also reviewed the post-op notes
on patients returning to the nurses’ floor from
outpatient surgery. She cited the facility for “not
documenting the fact that we educated the
patient on what to expect,” including informing
them of such things as the site would be marked,
two forms of identification would be checked,
and that the patient should notify the nurse if he
or she experienced pain or fever or other adverse
events.

Now Bivins says the outpatient surgery pre-op
form will include a box that signifies the patient
has been educated; then electronically the box
will be on the post-op checklist (the outpatient
department is still using paper, and the inpatient
department is using electronic records). 

Another citation was a lesson learned. The medi-
cal staff coordinator who works on the recreden-
tialing process “was under the opinion from
previous surveys that as long as the final reap-
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pointment approval fell within the month of the
two years previous, it was OK, which meant that if
the board meeting met at the end of the month for
the final approval, then that would be approved.
Well, it has to be before 24 months exactly. The sur-
veyor actually called back to The Joint Commission
to clarify that” when the medical staff coordinator
said she’d been told it had to be within the month
of the previous date. The surveyor said it had to be
before 24 months. “So we missed the whole group
of our department of medicine,” Bivins says. “A
whole big group of them missed the reappoint-
ment date by three days.” But it’s an easy fix, she
says. “We’ll just move everything up a month.” 

Surveyors were “very complimentary” of the
hospital’s work on the ongoing professional prac-
tice evaluation (OPPE) and the focused profes-
sional practice evaluation (FPPE). Bivins says the
surveyor commented that that’s been a problem
area for many hospitals.

Another compliment went to Mendocino’s
medication reconciliation process, another tough
spot for most hospitals. “We have a really good
program,” Bivins says. “Our pharmacists just
took this on and worked with the docs and
worked with our local pharmacies... We had
decided we weren’t backing off [on med rec]
because we had a good process.” Bivins credits
the success to the pharmacy department, which
championed the program. The surveyor took
with her copies of the policy.

Bivins says they have strong policies in place
for monitoring and labeling look-alike, sound-
alike, high-alert drugs, as well as disposing of
narcotics such as fentanyl patches, which the sur-
veyor commented was one of the strongest she’d
seen. “We log the drug in and it goes to a special
receptacle, so it’s checked there and there’s no
concern of someone getting a hold of it and
siphoning out the drugs or disposing of them in
the regular trash,” Bivins says. 

The surveyor also was impressed with the
sample medication storage in the health clinic.
Bivins says when the hospital took the clinic over,
there were drug samples everywhere. And it was
“a hard sell” to change that, but again the phar-
macy department took on the charge.

Surveyors also complimented the hospital’s
use of healing techniques such as guided imagery
CDs for surgeries. Its anticoagulation clinic also
got a good mark. 

What was she surprised about the survey?
“Really looking at our operating room really sur-
prised me because it’s always an area that’s usu-

ally so well run and non-problematic that they
usually do a pass through of the outpatient
department and on to the acute floor. Although
[the surveyor] didn’t find many things wrong in
the area, she did spend a lot of time there. That
was quite a surprise and I kept thinking, ‘She’s
shorting all the other departments.’”

Bivins says the surveyor did not spend much
time in the emergency department looking at how
things are processed there or how patients are
triaged. She estimates the surveyor spent about 20
minutes there, 40 minutes in the med/surg unit,
and about an hour in the intensive care unit. 

The surveyor didn’t visit the radiology or car-
diopulmonary units or the laboratory, which had
been surveyed in May. Bivins said at that point
surveyors had found a problem with blood trans-
fusion documentation so she was surprised the
surveyor did not check on that. 

The surveyor did spend a lot of time on infec-
tion control and hand hygiene surveying, Bivins
says. She adds that the hospital had started sur-
veying hand hygiene observance in July but had
not compiled the results yet or had enough data
to aggregate and report on. So the surveyor cited
them for “not having gone to the next level of
taking the results and really looking at what
we’re doing. So we just need to tighten that up,
but we had a good process in place,” Bivins says.

[For more information, contact: Susan Bivins, 
e-mail: sbivins@mcdh.net.] ■

MUMC recognized for
using evidence-based care
Hospital reduces cost, improves efficiency

In 2007, Premier Inc. began its Quest program,
enlisting hospitals to collaborate and evaluate

quality, efficiency, safety, and transparency with
oversight from the Institute for Healthcare
Improvement. One of those charter members,
Memorial University Medical Center (MUMC) in
Savannah, GA, was recognized as a top performer.

MUMC was noted for its success in:
• preventing avoidable hospital mortality;
• reducing the costs of each hospitalization;
• ensuring patients received evidence-based

care.
Marty Scott, MD, MBA, vice president of qual-

ity and patient at MUMC, says the hospital’s
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baseline mortality index in 2007 was 0.76. That
rate decreased to 0.61 in 2008. As he explains, that
means initially about one of four patients who
came in “so severely ill or injured that they were
going to die” survived and was discharged home
and the hospital brought that down to one out of
three patients. From its 2009 data, the hospital’s
rate has further decreased to 0.43. It also
improved its “appropriate care score,” the per-
centage of time evidence-based care was used,
from just under 80% to just under 85%. The hos-
pital also decreased cost by just more than $1,000
per patient discharged from 2007 to 2008.

Scott says a variety of “drivers” led to the suc-
cess — “we had implemented a rapid response
team, and that’s been very effective in recogniz-
ing people on the floor, getting them into the ICU
sooner. We have intensivists who are staffing our
ICUs full time.”

Hiring EBPCs

In 2007, MUMC’s medical staff said all care
would be evidence-based. So a new position was
created and staffed — evidence-based practice
consultants. The three EBPCs report to Scott and
are responsible for developing order sets, devel-
oping protocols, working with the physicians and
clinicians in doing that research, and then ensur-
ing that the new evidence-based care guidelines
are implemented and sustained. They “set down
the expectation that we’re going to deliver those.
We’re going to deliver those to every patient,
every time, and we’re going to hold people
accountable,” Scott says. And if the care is not
being used, they will examine if it’s a system
problem and what can be done to help people
deliver the appropriate elements of care.

Scott says the consultants are nurses with a
master’s degree. Some have an MBA. They work
in concert with clinicians. So, for example, he
says, if the orthopedic group wanted a new order
set for knee replacements, the consultant uses a
software program to research that area, find a
draft order set, and deliver it back to the orthope-
dic department. Scott says the consultant would
ask the practitioner how the new order set corre-
lated with what he or she already practices. 

“You’ve got to remember that only about 20%
of what we truly do is evidence-based. Another
about 50-60% is consensus-based. And then
there’s another 20% or 15-20% that still falls
under the art of medicine,” Scott says.

“What we look for is that we have the evi-

dence. We have the consensus. And then in those
gap areas, does this follow along with the stan-
dards, the art of medicine in Savannah? Then we
can kind of negotiate, but we’re not going to bend
where evidence exists. We’re not going to bend
where strong consensus statements exist. But, in
those areas where there’s neither strong evidence
or a consensus, then that’s where we’re going to
try to make that meet what the group of physi-
cians agree is best practice for Memorial and
Savannah.”

Sometimes it’s the clinicians who ask for help
and sometimes it’s the quality department that
sees an area that could be improved with the use
of an evidence-based order set or protocol.

“It’s pretty arrogant to think that we can do it
in a vacuum all by ourselves. We just push it out
to clinicians. You need the buy in and you need
them working with you in the process. What
we’ve found is that instead of just starting with a
blank piece of paper and saying, ‘OK, let’s make
an order set,’ if we can come to them with some
of that texture and some of that meat on the
bones, it’s more productive of everybody’s time,”
Scott says.

MUMC monitors bundle use using random
audits. One week they may check central line
insertions or monitor the use of a ventilator-asso-
ciated pneumonia bundle on 25 patients. The hos-
pital uses safety coaches. “These are our onsite
safety experts, and they fill out behavior-based
modification monitoring tools,” Scott says. If the
quality department wants to look at reliability or
compliance, safety coaches can be the “auditors”
or sometimes it might be the clinical nurse spe-
cialist or other clinical education staff.

Bringing down the cost

“We were kind of forced into that one,” Scott
says. In 2006, the hospital had a $58 million loss.
That forced them to refocus, Scott says. (See HPR,
“A safety culture can have more than one life,”
November 2009, pg. 131.) Looking back, he says,
the hospital had a number of FTE expansions and
other things that seemed like good ideas, but didn’t
generate patient volume. “In 2007, 2008, there was
a lot of real critical looking at adjusting to staffing
ratios based on volume, and that became tracked
more rigorously. We had a reduction in force. There
was a lot more attention to getting the right people
in the right spots based on patient needs,” he says.
The hospital also examined its supply chain
expenses and ways to improve those. “I think the



biggest thing,” he says, “was really looking at what
kind of people and resources do we really need to
be focused and be efficient?” There were hard
choices, but he says quality is continuing to
improve, as well as reliability.  ■

Beyond the RACs: Beware
false claim allegations
Watch for triggers of fraud and abuse

While the RAC audits could mean significant
financial losses for your hospital, a fraud or

abuse lawsuit could cost you more. A lot more,
says Cheryl Wagonhurst, partner with Folley &
Lardner LLP. Some of the “hottest” issues right
now that you should be looking at are:

• lack of medical necessity;
• substandard care;
• billing for things that shouldn’t be billed for

(i.e., never events);
• subpar documentation;
• anti-kickback violations that lead to prob-

lems with quality of care (for example, paying off
your highest admitters).

What quality managers should be able to do is
spot a trigger and not just think of these types of
issues only in terms of The Joint Commission or a
potentially reportable event, she says. The false
claims act, which was updated and expanded
with the Fraud Enforcement and Recovery Act of
2009, needs to be front and center, she says. “[I]f
there is a significant quality failure or a pattern of
abuse or neglect or lack of medical necessity, the
stuff that [quality managers] are directly involved
in in terms of quality and patient care,” that
could trigger fraud and abuse action.

“When President Obama talks about eliminat-
ing waste in health care, that’s what he’s talking
about. He’s not talking about going after physi-
cians for Stark abuses or anti-kickback abuses,
but going after hospitals and other providers that
are not proving appropriate quality care,”
Wagonhurst says.

“And so what he’s going to do in those
instances is use the Department of Justice and the
Office of the Inspector General and all of the vari-
ous enforcement arms that are responsible for the
oversight of Medicaid to basically go in full force.
And where providers are submitting a claim for
services that are substandard or not medically
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CNE questions
1. Congress revoked The Joint Commission’s unique

deeming authority status in 2006.
A. True
B. False

2. Which of the following are part of the six competen-
cies The Joint Commission looks at?

A. patient care
B. interpersonal skills
C. professionalism
D. all of the above

3. The position created by Memorial University Medical
Center to research and find best practices or evi-
dence-based care is evidence-based practice consul-
tants.

A. True
B. False

4. Which of the following are included in The Joint
Commission’s perinatal care core measure set?

A. exclusive breast milk feeding
B. early induction
C. episiotomy 
D. only A & B

CNE instructions 

Nurses participate in this continuing education pro-
gram by reading the issue, using the provided refer-

ences for further research, and studying the questions at
the end of the issue. Participants should select what they
believe to be the correct answers, then refer to the list of
correct answers to test their knowledge. To clarify confu-
sion surrounding any questions answered incorrectly,
please consult the source material. After completing this
semester’s activity with the June issue, you must com-
plete the evaluation form provided in that issue and
return it in the reply envelope provided to receive a credit
letter. ■

Answer Key: 1. B; 2. D; 3. A; 4. D.



necessary, the government is going to view that
as a potential false claim.”

She says often quality improvement staff and
risk managers are “not getting it. They’re just not
making the connection, and as a result, they’re
not getting ahead of the curve. In other words,
they should be the ones bringing these types of
issues to administration. So administration can
take the right steps and deal with these issues.”

Being prepared for the various auditors such as
the Recovery Audit Contractors (RACs) and the
Medicaid Integrity Contractors (MICs), is impor-
tant, but it does not get at, and certainly does not
supplant, working to ward off any potential false
claim, she says. 

Look for patterns of medically unnecessary
procedures or substandard care — not just with
peer review, she says, but “a deep-dive assess-
ment into the legal risks associated with quality
of care.” Ask yourself these questions, she
advises:

• Is your peer review process really function-
ing to protect your providers and organization
against legal risks?

• Are your utilization review processes in
place to ensure cases that have problems aren’t
being overlooked?

• Is there appropriate management oversight
from your medical staff and governing body to
deal with physicians who are practicing the same
as they have for 20-30 years?

“Because things have changed. The environ-
ment has changed, and with that change, these
people have to change,” Wagonhurst says. And
she puts part of the onus on patients, particularly
those who come in and insist on certain things.
“You can’t have a physician who fudges the
paperwork in order to get something covered.
That’s just not appropriate. But that kind of stuff
happens all the time. And that is the stuff that the
government is committed to ferreting out and
cleaning up.”

Many hospitals are going with external physi-

cian advisor companies to review files and docu-
ment but she says the best model she has seen is
when hospitals invest in a chief medical officer. 

“Whether you call it a physician advisor, a chief
medical officer, I think the real key is that you have
someone that is in-house, that is on the ground,
and that you not use these contracted companies,”
she says. “Because I think there is so much resis-
tance to bringing someone in from the outside
who says, ‘Well, this is what you need to do.’”  ■
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■ Update on MICs, RACs,
and other audits

■ How nurses are prepared
for quality

■ More on fraud and abuse
and what you can do

■ Joint Commission
standards in 2010

COMING IN FUTURE MONTHS

BINDERS AVAILABLE

HOSPITAL PEER REVIEW has sturdy plastic binders
available if you would like to store back issues of the
newsletters. To request a binder, please 
e-mail binders@ahcmedia.com.
Please be sure to include the name of the
newsletter, the subscriber number and
your full address. 

If you need copies of past issues or prefer on-line,
searchable access to past issues, you may get those 
at www.ahcmedia.com/online.html.

If you have questions or a problem, please call a cus-
tomer service representative at (800) 688-2421.

CNE objectives

Upon completion of this educational activity,
participants should be able to:

• Identify a particular clinical, legal, or educational
issue related to quality improvement and perfor-
mance outcomes.

• Describe how clinical, legal, or educational issues
related to quality improvement and performance
outcomes affect nurses, health care workers,
hospitals, or the health care industry in general.

• Cite solutions to the problems associated with
quality improvement and performance out-
comes based on guidelines from relevant
authorities and/or independent recommenda-
tions from clinicians at individual institutions. ■



TJC introduces perinatal
care core measure set

Replacing the core measure set for pregnancy
and related conditions, which comprised three

measures, The Joint Commission has introduced a
core measure set on perinatal care, with data col-
lection beginning with April 1 discharges.

The set includes five measures:
• elective delivery; 
• Cesarean section;
• use of antenatal steroids; 
• health care-associated bloodstream infections

in newborns; 
• exclusive breast milk feeding.
“These measures are actually coming from the

National Quality Forum-endorsed perinatal care
measures. There’s approximately 17 measures
that they endorsed in October 2008,” says Celeste
Milton, MPH, BSN, RN, associate project director
in The Joint Commission’s division of research.
The Joint Commission convened a technical advi-
sory board, which recommended the use of the
five measures. 

With the addition of the measure set, The Joint
Commission’s intent “is to give people the
knowledge of what the current baseline is so that

determinations can be made whether we want to
make the rates higher or lower. But [this] actually
gives us a national baseline, which we don’t even
have at this point,” says Ann Watt, MBA, RHIA,
associate director in the division of quality mea-
surement and research at The Joint Commission.

“That’s why our expert panel chose these mea-
sures. Because there are good, valid scientific
studies that have determined that people who
have these elective deliveries, these babies — even
if its just a couple of weeks before their normal
due date or their expected due date — that they
don’t do as well. Their outcomes are not as good.
It’s true also for the Cesarean sections — that with
people who have Cesarean sections, there is a
greater occurrence of infection,” she says.

Maureen Corry, MPH, executive director of
Childbirth Connection, says she is pleased to see
the addition and believes that this is a good start.
She agrees that getting a baseline established in
this area of care is important. “Performance mea-
surement and reporting is really important but
only if it’s used to improve the care,” she says. 

And with pregnancy and childbirth being the
leading reasons for hospital admission, it’s an area
she hopes will get more attention in terms of
incentivizing and standardizing quality of care.  ■
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With the ever-growing focus on trans-
parency, hospitals are demanding more
from quality improvement profession-

als. When Paul L. Green, RN, MS, CPHQ, started
his career in health care, QI professionals ran data
and filed them away. Mandatory and public
reporting wasn’t around yet, and sharing data
with the public and other hospitals, for bench-
marking and comparative data, was still a long
way away. But now, QI professionals are not stuck
to their offices, running numbers. The arena has
changed quite a bit, and with it the expectations
on quality improvement professionals.

“I think we’re seeing a couple of interesting
things that are happening,” says Green, chief
quality officer at Memorial Hospital of Gardena
(CA) and principal, founder of Greenlight
Healthcare Consulting LLC. 

“First of all, the demand on the profession for
health care quality is expanding and getting more

complicated. As we get a push toward more public
transparency, as we start to take a look at more com-
plicated issues that are happening in the quality
arena, the skill set is moving along and advancing
as well. Quality folks are getting pushed into taking
a look at issues like clinical documentation improve-
ment, RAC audits, case management oversight, tak-
ing a look at longer-term outcomes, getting in-
volved in satisfaction improvement activities. So it’s
moved well beyond the historical issues around
accreditation, monitoring, and evaluating,” he says. 

Survey findings

Results from the 2009 salary survey, mailed to
readers with the July 2009 issue, show about 39%
of respondents make less than $79,999, while
about 61% are bringing in more than $80,000. Not
much different from Hospital Peer Review’s 2008
survey findings with 33% and 67%, respectively.

YOUR BEST SOURCE FOR ACCREDITATION COMPLIANCE

Quality is a hospitalwide responsibility now more than ever
Skill set required of quality improvement professionals expanding

2009 SALARY SURVEY RESULTS
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What has changed more is the increase in salary
over the year. In 2009, about 3% report a salary
decrease, 33% report no change, 33% received a 
1-3% increase, about 19% showed a 4-6% increase,
and only 11% received a 7-10% increase. In 2008,
the majority of respondents (83%) received an
increase in salary between 1%-6%. In step with
last year, the majority of respondents (67%) have
worked in health care for more than 25 years, with
61% between 51 and 60 years old. Also in step
with 2008, in 2009 most respondents (66%) had a
bachelor’s degree and/or a graduate degree.

Split between traditional, growing roles

Green sees a split in the types of people in the
quality field of today. Those who have been in the
field are well skilled to deal with accreditation issues
and the more traditional demands of overseeing
monitoring and peer review issues. While they are
certainly “well poised to be able to take on ex-
panded roles,” Green sees another group of people

“who are a little bit more sophisticated in terms of
what they can bring to an organization in terms of
working with organizational leadership” on the
myriad issues QI professionals are now asked to
take on. And he says, those people, with a more
advanced skill set and ability to work with executive
teams and across an organization, are in demand.

He’s now looking for a director of performance
improvement, and he says it’s a very different
world than two years ago when he didn’t get
many applications. Now, more people are on the
market, with more advanced skills. Many of those,
he says, come from other facets of health care and
other industries such as industrial engineering, the
manufacturing sector, or the nonprofit field. He’s
even received interest from MDs. 

He likens the modern QI department to the
hospital’s finance department. “The finance
department really doesn’t have any impact over
revenue or cost expenditures. They don’t own
operations. What they do own is the knowledge
set, the analysis capabilities, the measurement

2 January 2010 Salary Survey / Supplement to HOSPITAL PEER REVIEW ®

2.78%

33.33%

19.44%

11.11%

33.33%

0%

10%

20%

30%

40%

salary decreased no change 1% to 3% increase 4% to 6% increase 7% to 10% increase

2.78%

25%

5.56%

2.78%

13.89% 13.89%

8.33% 8.33%
11.11%

8.33%

0%

10%

20%

30%

less than 1

year

1-3 years 4-6 years 7-9 years 10-12 years 13-15 years 16-18 years 19-21 years 22-24 years 25+ years

In the Last Year, How Has 
Your Salary Changed?

How Long Have You Worked in Quality?



capabilities, and the coaching
and facilitation support to those
who do run operations.”

That role of working in tan-
dem and not in a glass case of
quality is something many
experts HPR spoke with agreed
on, something that has changed
and evolved as health care has. 

Shirley Knelly, MS, CPHQ,
LCADC, says, “quality depart-
ments don’t impact quality. The
clinicians do.” Knelly is vice
president of quality and patient
safety at Anne Arundel Medical
Center in Annapolis, MD. 

“Giving up ownership of something that was
always laid on the shoulders of the quality pro-
gram is a tough thing to do, but you have to iden-
tify where the true ownership comes. And that’s
by the caregivers and clinical folks,” she says. The
quality role then is to support and facilitate. What
should be in the “toolbox” of the QI role, she says,
is the ability to do process mapping, analyze data,
develop action plans, and identify resources to
help people actualize those plans. 

With all the things on the QI professional’s plate
— accreditation, reporting, facilitating — she says
her staff has prioritized items by looking at the
impact on patients. Quality staff focus on 11 strategic
aims, including areas such as mortality rate, read-
mission rate, adverse event rate, and cost per
patient. And then there are service line quality coun-
cils, supported but not run by the quality depart-
ment in an effort to put “ownership in people who
have the power to make changes as the leaders.”

Patrice Spath, of Brown Spath Associates in
Forest Grove, OR, also sees a change in the way the

quality department functions. 
“There’s a growing realiza-

tion among health care lead-
ers that everyone has to own
responsibility for quality.
And it can’t just be given to a
particular department, which
means that critical care units
[for example], they own that
responsibility,” she says.

“What I’m seeing is more
hiring of people in those
units rather than hiring peo-
ple for the quality depart-
ment. An example would be
a medication safety officer.”

Her advice to QI professionals: “There always
needs to be coordination, so yes, there will be
always be a need for [a quality department],” but
she advises those looking for jobs in the field not
to limit their search to just the quality department.

What better be in your “toolbox”

Green says there are “absolutely critical” and dis-
tinct skills that a quality professional should have
and hone. “One of them is the ability to craft a con-
cise, compelling message and communicate that to
key stakeholders in the organization,” he says. Too
often, he sees quality professionals blind people with
an overabundance of data, numbers, and paper. 

“I’m a headline and bullet point kind of guy.
And I think most executives today are,” in a
world of BlackBerries, iPhones, and emails, he
says. What a quality professional should be able
to do is cull the information for the person or peo-
ple they are working with — give their audience
the three things they most need to know by ana-
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lyzing and extrapolating from what you have. 
Other skill set musts, he says, are:
• the ability to build relationships and influence

through relationships throughout the organization;
• the ability to understand data sets and new

technology to gather data and to turn that around
in a meaningful way;

• the ability to let go. “Let others be able to take
responsibilities for their portion of the business.”
Operational leaders, he says, should “own” their
portion of the business/hospital. “My role in that is
helping you evaluate and come up with the most
effective and efficient way to run that business to
get the highest levels of clinical outcomes and cus-
tomer satisfaction that you can within that business
model. But it’s still your business to run,” he says.

When it comes to getting staff on board to
external initiatives, say a Joint Commission core
measure, he says the QI person should be able to
“translate the requirements into language clini-
cians understand — to be able to tell the story
that’s underneath the regulation.” 

Look for additional certification, education

All the experts HPR spoke with advise quality
professionals to obtain certification as a Certified
Professional in Healthcare Quality, or CPHQ. It
won’t necessarily get you more money, but it
could distinguish you from the next candidate,
and it shows devotion, they say. Spath also sug-
gests taking courses in Lean and Six Sigma.

Knelly says quality professionals at Anne
Arundel have a year from the start of their
employment to get CPHQ certified. Employees
there also take advantage of the Maryland Patient
Safety Center, which offers free training in quality
and patient initiatives including critical thinking
skills such as failure mode and effect analysis

(FMEA) and root-cause analysis (RCA). It also
offers Black Belts and Green Belts in Six Sigma.

Susan Mellott, PhD, RN, CPHQ, FNAHQ,
CEO/health care consultant, Mellott & Associates
in Houston, says “certification [such as the
CPHQ] can be the one thing that could get you a
position vs. someone who doesn’t have certifica-
tion.” For those looking to move into quality,
whether that be as part of the QI department or
within a clinical department, she suggests learn-
ing how to use control charts and histograms and
how to collect and analyze data. 

Going it alone; opening your own consultancy

Mellott speaks from experience about going out
on your own as a consultant. “There are many
pros and cons,” she says.

“The hardest thing for anyone that goes out on
their own to understand is you have to spend money
to get money. You can’t just sit there and hope that
the business will come to you somehow,” she says.

No. 1, Mellott says, is having an already estab-
lished network that you can “draw on for busi-
ness, as well as expertise and assistance.” You
need a network who you can call on to facilitate
contact with the person in the hospital who needs
your service, whether that be the CEO or the qual-
ity director. And you must be able to sell yourself.

She suggests learning about accounting and
using other consultants as resources. There is a
group in Houston and other locations called
SCORE that helps small businesses free of charge.
She also suggests going to a bank with your busi-
ness plan. If they will loan to you, you know it has
some viability. Doing it on your own means learn-
ing a whole new skill set. “There's a lot of things
that you need to be able to do that you never did
before,” she says.  ■
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