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OIG report: Adverse events still too 
common, ‘CMS expand HAC list’
‘No turning back’: More reporting requirements on horizon

The Centers for Medicare & Medicaid Services (CMS), on the march 
to value-based purchasing and tying quality care to reimbursement 
levels, certainly will be requiring more and more from hospitals. But 

a recent report from the Office of the Inspector General (OIG) makes it 
clear: CMS must not focus too narrowly on labeling adverse events or hos-
pital-acquired conditions (HACs). In fact, the OIG recommends that CMS 
urgently strengthen its efforts to reduce harm and promote high-quality, safe 
patient care.

“There is no turning back the clock,” says Katherine A. Kuchan, RN, 
attorney in the Milwaukee office of Hall, Render, Killian, Heath & Lyman 
PC. “Hospitals can’t ignore the financial impact caused by adverse events. 
They’re going to keep receiving scrutiny. There will be a higher level of scru-
tiny in the future, and hospitals need to make quality and reducing the inci-
dence of especially preventable adverse events a priority.”

In the report — “Adverse Events in Hospitals: National Incidence Among 
Medicare Beneficiaries” — released in November, the OIG reports results 
found in a study of “a nationally representative sample of 780 Medicare 
beneficiaries discharged during October 2008.” 

Physician reviewers looked at:
• whether an adverse event had occurred;
• whether the event was part of the National Quality Forum’s (NQF’s) 

Serious Reportable Events or Medicare’s HAC list;
• the level of harm to the patient;
• whether the event was preventable.

OIG findings

Findings included:
• “An estimated 13.5% of hospitalized Medicare beneficiaries experi-

enced adverse events during their hospital stay.”
The OIG said that equates to an estimated 134,000 beneficiaries experienc-

ing at least one adverse event in the one-month study. Of those: 0.6% expe-
rienced an event on the NQF list; 1% had a HAC event; and 13.1% had an 
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adverse event that resulted in the “four most serious 
categories of patient harm,” the report said. The 
report also said an estimated 1.5% of the patients 
studied experienced an event that contributed to 
death, equaling 15,000 patients in one month.

• “An additional 13.5% of Medicare beneficia-
ries experienced events during their hospital stays 
that resulted in temporary harm.”

• “Physician reviewers determined that 44% of 

adverse and temporary harm events were clearly 
or likely preventable.” 

The report said those events relating to surgery 
or procedures “were less likely to be prevent-
able than other types of events, such as hospital-
acquired infections.” Preventable events, the 
study found, were most commonly due to medical 
errors, substandard care, and lack of monitoring 
and assessment. Almost all the events listed by 
NQF or Medicare, the report said, were assessed 
as being preventable, noting that that was a key 
criterion for inclusion on those lists.

• “Hospital care associated with adverse and 
temporary harm events cost Medicare an esti-
mated $324 million in October 2008.”

(For more findings from the OIG report, see 
box page 3.)

OIG recommendations

The OIG’s recommendations included asking:
• the Agency for Healthcare Research and 

Quality (AHRQ) and CMS to “broaden patient 
safety efforts to include all types of adverse 
events,” also asking CMS to use present on admis-
sion (POA) indicators in billing data to assess the 
frequency of adverse events;

• CMS to provide more incentives for hospitals 
to reduce adverse events “through its payment 
and oversight functions,” including expanding the 
HAC list and holding hospitals accountable for 
adopting evidence-based practice guidelines.

Experts comment 

According to Matthew D. Vogelien, director, 
Huron Consulting Group in Chicago, the report 
“demonstrates the enhanced efforts to identify 
adverse events, prevent adverse events, and increase 
incentives to reduce those.” While those will be the 
government’s priorities, and subsequently yours, the 
report, he says, signals more aggressive oversight 
and reporting coming down the pike for hospitals.

“[T]here will be an increase in oversight. I 
think we’ll see additional adverse events added 
to the lists that are out there in terms of what’s 
considered an adverse or harmful event. And, 
we’ll continue to see an increase in accountability. 
Ultimately, prevention of adverse events will really 
be critical to the bottom line, not only compliance 
with reporting requirements and accreditation, but 
the alignment of pay for performance and reim-
bursement from the government program is really 
going to have an impact on organizations if they 
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Additional findings 
from OIG report

Additional findings from the Office of 
the Inspector General’s report “Adverse 

Events in Hospitals: National Incidence Among 
Medicare Beneficiaries” include: 

• Inaccurate or incomplete data on present on 
admission indicators is a barrier to analysis, and 
“the accuracy and completeness of hospital cod-
ing on POA indicators have not yet been vali-
dated,” the report stated.

• For study purposes, events were classified 
as related to medication (31%), ongoing patient 
care (26%), surgery or other procedures (26%), 
and infection (15%). 

• Of 18 adverse events that reviewers found 
to cause serious disability or patient death, only 
two were on the National Quality Forum’s list.

• In four of nine HAC cases, diagnosis claims 
were used but not “the precise codes that CMS 

[the Centers for Medicare & Medicaid Services] 
uses to identify these HACs.” Five claims had no 
diagnosis codes related to HACs. “Therefore,” 
the report said, “the HACs were not identifiable 
through the claims data that CMS uses to imple-
ment the HAC policy.”

• The common cause for temporary harm was 
related to medication (42%).

• Of those patients who experienced adverse 
or temporary harm events at hospitals covered 
under Medicare’s inpatient prospective pay-
ment system, 84% did not incur additional care 
costs.

• Sixty-five percent of the additional costs to 
Medicare ($210 million) resulted from entire, 
additional hospital stays “required to treat 
resulting from the adverse events.”

• In recommending that CMS more closely 
evaluate the Quality Assurance and Performance 
Improvement Condition of Participation in its 
surveys, OIG said this would encourage hospi-
tals to adopt evidence-based practices.  

don’t have a good handle on that,” he says.
Hospitals should tighten and shore up procedures 

surrounding adverse events now, he says. That, 
he says, includes two things: one, ensuring care is 
provided in the best manner to prevent events from 
happening; and two, having the reporting in place 
and “proactive reviews of medical records to under-
stand the incidents” when they do occur. 

If you haven’t gotten it by now, Vogelien says the 
priority for hospitals should be to “prepare for even 
more activity in this area in the coming years, consid-
ering the attention that is focused on it through reform 
and the initiatives of the government agencies.” And 
that includes not only federal bodies, but states. 

Many states have adopted NQF’s list for report-
ing requirements. And many others are adding 
requirements. “Many of our clients are focused 
on protocols and due diligence to ensure that they 
are identifying and reporting any potential adverse 
or harmful event so that they don’t face exposure 
should an audit be conducted or someone come 
in retrospectively to look at their records and find 
incidents that weren’t reported,” says Vogelien.

He says it would be useful to review the report 
for any specific events or areas that show up as 
resulting in harm for possible measures to come 
and to perhaps start to look at those when you’re 
reviewing charts or nurse protocols, for instance.

Kuchan, too, says hospitals should use the report 

as a road map of where to focus. For instance, 
start with those preventable events, pointing out 
that the report identifies that half of preventable 
events involved medicine, patient care, and infec-
tion. Surgery and other procedures showed fewer 
preventable events. Look at the tables and findings 
in the report and try to budget for an infrastruc-
ture including some of those, she says, as well as 
resources for outcome-based research.

Kuchan points to another interesting finding 
in the report — that among hospitalized patients 
when one adverse event occurs, 20% of those 
patients had at least one, if not more, additional 
unrelated adverse events. “So is there some kind of 
cascade phenomenon that’s out there?” she says. 

The report, indeed, said: “Most of the benefi-
ciaries who experienced multiple events had two 
events, but others had as many as three unrelated 
events in the same hospitalization.”

Henry C. Fader, corporate and health care part-
ner with Pepper Hamilton LLP in Philadelphia, 
says the OIG focused quite a bit in the report on 
prevention, and the enforcement arm is looking 
for an “expanded definition of adverse events as 
opposed to things that could have been prevented. 
So that most health care organizations, and your 
readership, are not prepared to fight the battles 
that they need to to accurately report this.”

He says there often is confusion among his cli-
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ents about what needs to be reported to the state 
or federal agencies, what is a sentinel event, etc. 
“And, of course, the real concern that they have is 
the potential for liability for litigation. And there is 
a concern that the people who have that informa-
tion will not be held to a privileged, peer review 
protection, and thus, will be discovered and be the 
subject of a lawsuit.”

Fader says many states have adopted apology 
laws. It’s a verbal, not a documented, process in 
which the hospital can provide full disclosure and 
that conversation cannot be admitted in a lawsuit.

What does the OIG’s work plan for 2011 share 
with its November report? In its work plan, Fader 
says, the OIG is “definitely going to look at...hos-
pital admissions with conditions coded present on 

admission, early implementation of Medicare’s 
policy of hospital-acquired conditions, responses to 
adverse events in hospital by Medicare’s oversight 
entities, and hospital reporting for adverse events.”

The point, he says, is the OIG is “hitting this 
area very hard.”

Only the beginning

Most experts Hospital Peer Review spoke with 
agree that it’s only the beginning of the pay-for-
performance era, and that most hospitals haven’t 
yet felt financial repercussions from HAC findings. 

“With my clients, I definitely see the devotion 
and resources...in terms of documentation — 
ensuring documentation, training the workforce,” 

Take a look at your 
QAPI CoP compliance

The recent report from the Office of 
the Inspector — “Adverse Events in 

Hospitals: National Incidence Among Medicare 
Beneficiaries” — recommends that the Centers 
for Medicare & Medicaid Services (CMS) focus 
on the Quality Assurance and Performance 
Improvement (QAPI) Condition of Participations 
in its survey and certification processes. 

“This report really stresses that CMS is not only 
going to incentivize from a financial standpoint the 
reduction of adverse events, but they also are going 
to hold hospitals accountable through that survey 
and certification enforcement process for adverse 
events... And when hospitals start getting condi-
tion-level violations, it will be a wake-up call,” 
Katherine A. Kuchan, RN, attorney with Hall, 
Render, Killian, Heath & Lyman PC, says. 

It’s important for hospitals to review the QAPI 
elements and shore up compliance, she says.

According to the OIG report, the CoP states 
hospitals must: 

• develop, implement, and maintain an effec-
tive, ongoing, hospitalwide, data-driven QAPI;

• show measurable improvements in indi-
cators for which there is evidence that it will 
improve health outcomes and identify and 
reduce medical errors;

• measure, analyze, and track quality indicators, 
including adverse patient events, and other aspects 
of performance that assess processes of care;

• incorporate quality indicator data to monitor 
effectiveness and safety of services and quality of 
care; identify opportunities for improvement and 
changes that will lead to improvement;

• set priorities for performance improvement 
activities that: focus on high-risk, high-volume, 
or problem-prone areas; affect health outcomes, 
patient safety, and quality of care; track medical 
errors and adverse patient events, analyze their 
causes, and implement preventive actions and 
mechanisms that include feedback and learning;

• annually conduct and document performance 
improvement projects. The hospital must pro-
vide a rationale for conducting them, and must 
document the measurable progress made through 
them. The number and scope of practices must be 
proportionate to the scope and complexity of the 
hospital services and operations;

• governing body/medical staff/administrative 
officials have executive responsibilities to ensure that 
QAPI programs are ongoing, reduce medical errors, 
and improve quality of care and patient safety.

Kuchan adds that because the governing body 
is responsible for oversight, if CMS finds an inad-
equate response to events, that could lead to another 
condition-level finding and hospitals would then 
have to submit a plan “that not only addresses how 
they’re going to improve their quality improvement, 
quality performance efforts but how will they then, 
at the same time, keep their key leaders, both in 
administration and on the medical staff, informed.”

(For the entire interpretive guidelines on the 
QAPI CoP, go to https://www.cms.gov/manuals/
downloads/som107ap_a_hospitals.pdf and see 
page 140.)  
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Tackling hand-off 
communications
Evaluating the quality of hand-offs

About 80% of serious medical errors involve 
problems in hand-off communication, says 

Klaus Nether, project leader with The Joint 
Commission Center for Transforming Health 
Care, who has a black belt in Six Sigma. Further, 
he adds, that fact is validated by The Joint 
Commission’s sentinel event database, which lists 
breakdowns in communication as one of the lead-
ing causes for such events.

And that is why the center chose hand-offs as 
one of the four projects since the center’s incep-
tion. Nether says there are a host of complications 
that make hand-off communications a continuing 
problem for many hospitals — a problem that can 
cascade to other more harmful complications.

First of all, he says, are hand-offs are a huge 
part of the interplay of patient care and happen all 
over the hospital, all the time. 

“I think one of the factors that comes into play is 
the sheer number of hand-offs that are done. I know 
there was one study that estimated that in a typical 
academic teaching hospital, there are 4,000 patient 
hand-offs a day, roughly about 1.6 million per year. 
If we are saying that 99% of the time the hand-offs 
are perfect, that 1% is about 40 hand-offs a day. So 
that’s touching about 30 patients,” Nether says.

Ten hospitals participated in the center’s collab-
orative, which began in October, to look at problem 

says Karl A. Thallner, partner at Reed Smith LLP 
in Philadelphia. 

The hospitals that can demonstrate quality and 
efficiency are going to be the successful ones down 
the road, he says. “So even though maybe today the 
impact of this isn’t all that great, the writing is on 
the wall in terms of where the Medicare programs 
is going, and, therefore, the investment the hospital 
makes in this area is something you’re going to have 
do sooner or later. You might as well get started.”

He suggests hospitals home in on the list of con-
ditions that affect payment already. A system that 
“systematically fails to note present on admission 
in order to avoid payment adjustment due to a 
hospital-acquired condition, that’s certainly False 
Claims ammunition for sure.” 

(To view the entire OIG report, visit http://oig.
hhs.gov/oei/reports/oei-06-09-00090.pdf.)  n

solving the communication topic in a systematic way. 
Nether says one of the qualifications for participants 
was that each had experience working with Lean, Six 
Sigma, or change management models. 

As part of the project, the roles of those 
involved in hand-off communications were broken 
down and defined as: 

• the “sender,” who would be responsible for 
transferring the patient data and releasing the 
patient;

• the “receiver,” who receives the data and 
accepts care of the patient. 

Each hospital had to then define its own project, 
the settings to be evaluated (whether that be inter-
nal hand-offs, such as from the ED to inpatient, or 
external, from the hospital to a post-acute facility), 
and to measure current or baseline performance.

“[A]s an aggregate, these 10 leading hospitals, 
more than 37% of the time, hand-offs were defec-
tive and did not allow the caregiver who was 
receiving the patient to safely care for the patient. 
But, additionally, we also saw that 21% of the 
time those initiating, those senders, that were 
transferring the care were dissatisfied with the 
quality of the hand-off,” Nether says.

The center created a measurement tool to codify 
hand-offs, which Nether characterizes as a survey 
that looked at, among other things:

• Was enough time allocated for the hand-off?
• Were there interruptions with the receiver?
• Did the receiver know the patient was being 

transferred?
The participating facilities came up with root 

causes in transition of care, hand-off communica-
tion failures, labeled as either general problems, 
problems with sending, or problems with receiv-
ing. (See box page 6.) 

One of the biggest things they found, Nether 
says, beyond the accuracy and completeness of 
the information gathered at hand-off “was the 
expectations between sender and receiver were dif-
ferent.” So they came together to talk about expec-
tations, both generally and specifically, for what 
information both the receiver and sender needed.  

Nether says the participants still are looking 
at defect rates. “[F]or every hand-off that occurs, 
staff fill out that survey to say if it meets their 
needs. If it didn’t meet their needs, then it’s still a 
defect, and then they look at well, ‘What are some 
of the issues? Why is it still a defect?’” Some of the 
hospitals have implemented some solutions, but he 
points out that some of those take longer than oth-
ers. Some are looking toward informations tech-
nology to move them forward. 
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Participants also have looked at whether there 
are common elements for a checklist-type approach 
to hand-offs. “What we have heard as we have 
gone through this because of the complexity and 
the nature and the complexity of the patient com-
ing in, different diagnosis, different symptoms, can 
we get to that commonality? We might not. That’s 
something we are still looking at,” he says. 

Individual hospitals are looking at defining their 
own common elements and then measuring those 
by looking at compliance rates, and taking it fur-
ther to analyze outcomes. For instance, he says, if 
you have lowered defective hand-offs, what has 
that meant to patient safety? That could mean 
medication errors, adverse event occurrences, or 
misses. Some participants that have gotten that far 
along in the process are looking at sustainability.

Whether hospitals are working to leverage their 
electronic health record systems to improve hand-
offs, Nether says, they’ve learned a bigger lesson: 
“[N]o matter how good a technical solution you 
have, it could be a technical solution that every-
body will support, the bigger issue becomes the 
change management side of things you have to 
work with as well to get really people to accept it, 
to have them be accountable for it.  

“So, again to really make that effective, to have 
that solution become effective, the technical part 
of it. Then you also need that change management 
side to get everybody engaged, and that’s one of the 
other things that is being worked on, as well, with 
any of the solutions that are being implemented is to 
look at the change management side of things and 
how can you get people engaged. How can you get 
them accept it? Because we always know change is 
hard, and change gets resisted.”  

(Editor’s note: Hospitals participating in the 
The Joint Commission Center for Transforming 
Health Care’s work on hand-off communica-
tions are Exempla Lutheran Medical Center; 
Fairview Health Services; Intermountain 
Healthcare LDS Hospital; The Johns Hopkins 
Hospital; Kaiser Permanente Sunnyside Medical 
Center; Mayo Clinic Saint Marys Hospital; New 
York-Presbyterian Hospital; North Shore-LIJ 
Health System Steven and Alexandra Cohen 
Children’s Medical Center; Partners HealthCare, 
Massachusetts General Hospital; and Stanford 
Hospital & Clinics.

Hospital Peer Review spoke with representa-
tives from both Kaiser and Intermountain. Kaiser’s 
journey to improve hand-off communications is 
recounted below. In the next issue, we will look at 
the work Intermountain has done.)  

Validated root causes 
for hand-off failures 
General

•  Culture does not promote successful hand- 
 off, e.g. lack of teamwork and respect.

•  Expectations between sender and receiver  
 differ.

•  Ineffective communication method, e.g.   
 verbal, recorded, bedside, written.

•  Timing of physical transfer of the patient  
 and the hand-off are not in sync.

•  Inadequate amount of time provided for  
 successful hand-off.

•  Interruptions occur during hand-off.
•  Lack of standardized procedures in con-  

 ducting successful hand-off, e.g. SBAR.
•  Inadequate staffing at certain times of the  

 day or week to accommodate successful   
 hand-off.

•  Patient not included during hand-off.

Sending
•  Sender provides inaccurate or incomplete  

 information, e.g. medication list, DNR,   
 concerns/issues, contact information.

•  Sender, who has little knowledge of   
 patient, is handing off patient to receiver.

•  Sender unable to provide up-to-date  
 information, e.g. lab tests, radiology
 reports, because not available at the time
 of hand-off.
•  Sender unable to contact receiver who will  

 be taking care of patient in a timely manner.
•  Inability of sender to follow up with   

 receiver if additional information needs   
 to be shared.

•  Sender asked to repeat information that   
 has already been shared.

Receiving
•  Receiver has competing priorities and is   

 unable to focus on transferred patient.
•  Receiver unaware of patient transfer.
•  Inability for receiver to follow up with
 sender if additional information is needed.
•  Lack of responsiveness by receiver.
•  Receiver has little knowledge of patient   

 being transferred.

Source: The Joint Commission Center for Transforming Health Care  
http://bit ly/hGSzoj 
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Kaiser standardizes  
the hand-off process
Reliability key to improvement

You probably remember the days when nurse-
to-nurse shift reports involved a nurse and a 

voice recorder. “There would be a lot of people 
coming in and people going and a lot of chaos. 
Quite often, in general care units, nurses wouldn’t 
even see each other and be able to see the patient 
at the same time when giving a hand-off,” recalls 
Lisa Schilling, RN, MPH, vice president, perfor-
mance improvement and education with Kaiser 
Permanente’s division of care and service quality.

“We knew that wasn’t reliable. We knew that 
wasn’t best for the patient,” she says. So Kaiser’s 
work began with, first, standardizing and simpli-
fying the process to make it more reliable and, 
thus, more likely to be done right, and, second, 
to ensure the process is delivering the optimal 
outcome.

“I’ve been with Kaiser since 2005 and...one of 
the things we’ve known is that the No. 1 cause of 
failures in health care is this communication hand-
off issue,” Schilling, formerly a critical care nurse, 
says.

It was her colleague, Doug Bonacum, Kaiser’s 
vice president, safety management, who introduced 
the SBAR process for critical communications in 
health care. The team used that and the concept 
of reliable design from the Institute for Healthcare 
Improvement to standardize hand-offs. It also 
went beyond that to address what to do if a prob-
lem occurred, to mitigate it from causing harm. 
Schilling says if a process is successfully standard-
ized and implemented correctly, with training and 
practice, if one were to visit any unit or depart-
ment and watch five nurses go through the process 
at hand, it should look the same.

“We know that we have to standardize and 
simplify practices and processes so if you go to any 
unit or department, you ask five nurses or watch 
five nurses. Can they tell you how they are going 
to do something and can you watch them and can 
they do it the same way every time? If you can see 
that, it’s standardized and simplified, and it will 
be more reliable if at least four of five can do it,” 
she says. Beyond that, she says, “then you have to 
think about, when problems occur, how do you 
mitigate that from actually causing a failure that 
results in harm to the patient. And how do you 

monitor that? Are you monitoring to make sure 
that it is working reliably?”

To standardize the process, Kaiser looked at 
what is the critical content of a hand-off. Now, 
hand-offs, particularly nurse-to-nurse, are always 
done at the patient’s bedside and involve the 
patient. And after that interchange, the nurses 
are allowed what Schilling refers to as “protected 
time” to ask questions to ensure all needed infor-
mation is presented.

It’s important that the facility make it easy for 
nurses to do it the right way, that nurses are edu-
cated and practice the process so that it becomes 
ingrained and simply the way to do it for every 
patient, every time, she says.

The “Nurse Knowledge Exchange”

The hand-off between inpatient RNs at Kaiser 
is referred to as the “Nurse Knowledge Exchange” 
and follows the SBAR tool. First, the work to rede-
sign hand-offs focused on creating a template, now 
a part of KP Health Connect, the system’s elec-
tronic medical record system. “This is the critical 
content you need to share at every shift hand-off,” 
she says.

Second, the clinicians involved in the hand-off 
were given the opportunity to ask questions “by 
actually saying to the two nurses, ‘this is protected 
time. At the change of shift, the two of you will go 
around to each patient that you’re caring for and 
do a face-to-face communication between you, 
and by the way, involving the patient in that hand-
off,’” she says. 

So they standardized what is to be shared, when 
it is to be shared, and who it is to be shared with. 
To measure the use of the process, nurses are asked 
if they followed the process, did the get the infor-
mation the need? 

Schilling says, “We took the SBAR approach 
and added an I to that.” The first is identify your-
self and the patient. Second, the nurse shares the 
two to three major issues she is working on to 
ready the patient to go home. Information such as, 
“‘What do we know about this patient, and what 
might be pending for diagnostics or labs or infor-
mation?’”

Then the assessment is, “‘Where are we? This 
lab is pending, but we also need to have an X-ray 
today,’” Schilling says. 

Then the nurse addresses what needs to be fixed 
or “what does success look like.” The nurse might 
say to the patient, “These are the three things we 
are going to work on today in order for you to 
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go home. First, you are going to get up and walk 
down the hallway with us three times. We also 
need to make sure your pain is well managed.”

Pain is assessed at each shift change, and the 
plan for management is reinforced at hand-off. 
Of course, she says, the nurses will talk about the 
important medical history and any patient-specific 
risks are addressed. So if a patient is at risk for 
falls, when does he or she need assistance? If there 
is a risk for skin breakdown, when was the skin 
assessed? Or nutrition may be an important topic 
for a specific patient. This is all included in the 
shift change report, as well as when the patient is 
expected to go home.

One thing she has learned from her experience is 
that if your policy is more than one page, it’s less 
likely to be followed. 

Other types of hand-offs

Following and maintaining quality of care 
across the continuum for patients, Kaiser dealt 
with other hand-off communication issues. “Now 
we had to say when I don’t physically see them and 
I am from a different care environment, what is 
the communication approach that we use for hand 
off between an emergency room and a general care 
unit, and then we did one from a general care unit 
to a skilled nursing facility. Those were the two 
that we addressed,” she says. 

The work was a great opportunity to engage 
staff who don’t see each other, don’t work in same 
venue, or provide the same care, Schilling says. 
“How do they create a shared understanding of 
what quality means to the person receiving this 
report, what quality means to the person sending 
the report, and certainly as a result, what the qual-
ity means to the patient?” 

Addressing this, she says, was a lot different 
from working with nurses who saw each other as 
part of change of shift. For this transfer, there was 
more preparation involved. So the sender would be 
able to say, “The patient will be coming within the 
next five minutes. We are going to give a hand-off 
report, and I am going to give you an opportunity 
to ask questions. So you have all your informa-
tional needs met when this patient comes to your 
care environment,” she says. 

Defining defective

Schilling says the system’s work on hand-offs 
led to a “pretty tremendous reduction in defects.” 
What could cause a defective hand-off? Schilling 

says:
• The wrong time, “meaning someone calls a 

report an hour before the patient comes in and 
you might even have a change of shift after that,” 
she says.

• It is not a “warm hand-off.” A warm hand-
off, she says, involves the sender and the receiver 
being in the same physical area or, if the transfer 
is between a nurse and a skilled nursing unit, both 
being on the phone. “So one thing we measured is 
did that sending nurse get a hold of that receiving 
nurse within five minutes?” she says. There are 
times when one clinician cannot be present, but 
she says Kaiser culture prioritizes warm hand-offs, 
which also involves including patients.

• The wrong people. For instance, an ED nurse 
tries to contact the receiving nurse on the floor 
but she isn’t available so another person takes the 
report.

• The wrong information. “Either unnecessary 
information or not comprehensive information,” 
she says. It could be too little information, with 
not enough data.

• The wrong setting. “I’m trying to call the gen-
eral care unit and I can’t get a hold of somebody 
to take the report,’” she says.

• The wrong method of hand-off. The hand-off 
has to be by the phone if the practitioners are not 
in the same environment. If someone writes down 
the report to go with the patient because he or she 
can’t reach the receiver, that’s defective, Schilling 
says.

“First of all, we don’t consider it a hand-off if 
they haven’t connected. So one thing we measured 
is, did that sending nurse get a hold of that receiv-
ing nurse within five minutes? What we did was 
we prioritized this hand-off communication as 
being an important thing. Mind you, if something 
is happening with a patient and the nurse is doing 
something else, that can happen. But how often 
does it occur that they can’t connect within five 
minutes of requesting a warm hand-off... They got 
to a very, very high rate of reliability,” she says.  

Kaiser hones hand-offs 
from hospital to homes
Preventing defects leads to less readmissions

Just as it standardized clinician-to-clinician 
hand-offs, Kaiser Permanente recognized the 

importance of the hand-off for the patient from 
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hospital to home. Working to standardize the 
communication needs therein was Carol Barnes, 
MS, PT, GCS, principal program consultant with 
Kaiser’s Care Management Institute.

The “couple-year” initiative, she says, began 
with a root-cause analysis of the reasons patients 
were coming back to the hospital. “We inter-
viewed hundreds of patients and captured some 
of them on videotape. So we have a member voice 
library where our patients would tell us about 
their experience with the transitions,” she says. 
And then the team sought to answer the question: 
“How would we redesign it to make the experi-
ence better for our patients and allow them to stay 
safely at home to prevent unnecessary re-hospital-
izations?” she says.

The system picked its northwest region to test 
and redesign the process. What the team learned 
from its analysis was the cause was not one thing, 
even though patients see the hospital stay as one 
episode, Barnes says. The team set out to and later 
created a five-element bundle to improve the tran-
sition. 

One of the foundations to a successful hand-
off, the team determined, is that it is an “accurate 
and timely exchange of health care information,” 
Barnes says. The hospital physicians, in collabo-
ration with the primary care physicians, created 
a standardized discharge summary to complete 
before the patient leaves the hospital and now is 
part of the system’s electronic medical record sys-
tem.

“So before that patient leaves or as that patient 
leaves, that information is available to all subse-
quent providers that are going to provide care. 
And I want to emphasize the work standardized 
here because it’s a really important piece of it,” 
Barnes says. Prior to having that tool, she says, 
physicians would record too much information, 
while others would record not enough. 

“So now every patient that leaves the hospital, 
the discharge summary looks the same, and it 
starts out with the important things we think you 
need to follow up on right upfront,” she says. So 
first, it would include the patient was admitted 
here and discharged there. Secondly, it addresses 
the patient’s risk of readmission, and then what 
the patient needs to know. “At Kaiser, we have 
complex predictive models available to us, but they 
wanted it easily available for the people treating 
the patients in the hospital.”

A patient is considered high risk if he or she 
meets any of the following criteria:

• he or she has had a prior separate readmission 

in 30 days;
• the patient has heart failure;
• the physician caring for the patient at the hos-

pital thinks he or she is at high risk. 
“Those three things together currently are iden-

tifying about between 10 and 15% of patients at 
high risk,” she says. If a patient has had a prior 
admit or has heart failure, it is highlighted in the 
electronic medical record (EMR) so the physician 
knows. Now every patient who leaves the hospital 
is stratified as low, medium, or high risk for read-
mission. In addition, care is tailored based on that 
category. “It’s one thing to identify the patient as 
high risk, which in and of itself is valuable, but in 
this particular region, high-risk patients get some-
thing different. And their care is different. So they 
get a sooner appointment, they get a nurse to fol-
low them for 30 days, and they get the pharmacist 
to review their medications.”

The third element of the bundle — after the 
standardized discharge summary and the risk strat-
ification — is follow up. All patients who leave the 
hospital receive a “transition RN call” within 48 
to 72 hours. That RN is based in the primary care 
office. A different person follows up on surgical 
patients. 

If it’s a high-risk patient, a nurse will follow him 
or her for 30 days. High-risk patients are sched-
uled for a primary care visit within five days of 
discharge; those without an unusual risk get one 
in at least 10 days. The goal, she says, is to get all 
patients a visit scheduled within five. “As of today 
53% of all patients leaving this hospital have an 
appointment within five days,” she says.

The fourth issue the team tackled was medica-
tions. In interviewing patients, Barnes says, the 
team found that many don’t absorb the informa-
tion they’re given while they’re still in the hospital 
— whether that’s because they’re still recovering 
from surgery, they’re already on medications that 
affect cognition, or other multiple reasons. “Until 
they actually have to use the meds at home, that 
doesn’t hit them how important it is. So in this 
bundle, they built medication reconciliation across 
the continuum,” she says. 

Pharmacists review medications for all high-risk 
patients in the hospital. Using the risk criteria the 
team developed, pharmacists now check about 
37% of the cases. The pharmacist also calls the 
high-risk patients once they are home and works 
in concert with the RN in charge of follow up.

Before the redesign, patients were given num-
bers to call for problems once they were home. 
The most common number, Barnes says, was 911. 
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CNE QUESTIONS

1  In the OIG report “Adverse Events in Hospitals: 
National Incidence Among Medicare Beneficiaries,” 
physician reviewers looked at:

A   whether an adverse event occurred
B   whether the event was on the AHRQ never event 

list
C   whether the event was preventable
D   only A & C

2  In its report, the OIG found that complete data on 
present on admission indicators was easily col-
lected 

A   True
B   False

3  Klaus Nether, of the The Joint Commission Center 
for Transforming Health Care, says 80% of medical 
errors are caused by problems with hand-off com-
munication 

A   True
B   False

4  Laura Avakian says the prime motivator for physi-
cians to change behavior is:

A   cutting costs
B   complying with regulations
C   the care of patients
D   what administration says

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

CNE INSTRUCTIONS 

Nurses participate in this continuing education program 
by reading the issue, using the provided references 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 confusion surrounding any 
questions answered incorrectly, please consult the source 
material  After completing this semester’s activity with the 
June issue, you must complete the evaluation form provided 
in that issue and return it in the reply envelope provided to 
receive a credit letter   n

“Often that would be the only phone number 
on there or we would give the patient a list of 20 
phone numbers and [tell them] pick which one to 
call. So what our patients told us is they couldn’t 
figure out who to call. That sounds so basic, but 
we were kind of missing that basic thing in this 
region, so we got a special transitions number and 
that number goes into the call center where today 
they are answering 80% of the calls in under a half 
minute,” she says. 

The hospital physicians took ownership of car-
ing for patients between the time they leave the 
hospital and go to their first follow-up visit with 
their PCP. If the nurse who handles the calls can-
not answer a question, she transfers the patient 
to the hospital physician. “The patients love it 
because they can get somebody right away, the 
nurse feels she is being very helpful, and then she 
has the ability to get either physician or pharmacist 
input right away,” Barnes says.

Now, the average number of days before a 
follow-up visit post-discharge is down, 30-day 
readmission rates are trending down, and HCAPS 
patient satisfaction rates are going up, Barnes says.

[For more information, contact:
Carol Barnes, MS, PT, GCS, Principal Program 

Consultant, Care Management Institute, Kaiser 
Permanente. E-mail: carol.ann.barnes@kp.org.]  

What does a physician 
hear when you speak?
Understanding what resonates

The perspective of Laura Avakian’s book 
“Helping physicians become great manag-

ers and leaders: Strategies that work” is from a 
human resources professional. And that is because 
Avakian worked as vice president of human 
resources in health care for about 25 years at Beth 
Israel Deaconess and MIT. But the thrust of the 
book, she says, which is evident for anyone who 
works with physicians, is that physicians have had 
very little training in management activities such 
as running meetings, supervising people — “those 
things we think of as good business and organiza-
tional process,” she says.

“In fact, almost everything in their training runs 
counter to that. They have learned that they are 
exceptionally brilliant people as solo practitio-
ners, and that’s how they’ve been rewarded and 
acknowledged,” she says. In making decisions, she 
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CNE OBJECTIVES

Upon completion of this educational activity, par-
ticipants 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, hospi-
tals, or the health care industry in general 

• Cite solutions to the problems associated with 
quality improvement and performance outcomes 
based on guidelines from relevant authorities and/
or independent recommendations from clinicians 
at individual institutions  

 Making core measure 
data abstraction more 
efficient

 More on credentialing, 
privileging

 Handling care of 
psychiatric patients

 CMS policy change on 
patient visitation rights

COMING IN FUTURE MONTHS
says, physicians see facts, analyze them, come up 
with a diagnosis, and give orders to others on how 
to deal with it, she says. That often runs counter to 
what administrators, specifically you in your role, 
are looking for. 

She compares physicians’ decision-making 
process to that of a quality improvement com-
mittee undertaking an initiative. “First of all, it’s 
collaborative. Secondly, the outcome may not be 
known but there is a lot of talk about process... 

You can just envision the physician sitting there 
chafing, looking at his watch, thinking, ‘What is 
this about? Why am I here? This is a waste of my 
time.’”

Several things have to happen, Avakian says, to 
get physicians to embrace what you need them to 
embrace:

• Acknowledge that physicians do not approach 
things the way you do.

“He or she comes from a different mindset, a 
different way of thinking about problems and their 
outcomes,” Avakian says. What makes something 
resonate or meaningful for them to embrace is 
what is going to be good for patients and what is 
going to be good for outcomes. 

She recommends framing a project with this 
question in mind: Where is the patient served 
here, rather than putting the emphasis of your 
project on goals such as the economic advantage 
or the regulation or law we need to comply with. 
Administrators, she says, think about cost, improv-

Physicians’ education 
choices changing

Author of “Helping physicians become 
great managers and leaders: Strategies 

that work,” Laura Avakian, acknowledges 
there can be differences among physicians 
from different generations. For example, those 
who have been in the field a long time may not 
have had much life experience as younger phy-
sicians using technology. Younger physician 
in general may be more gung-ho on learning 
to use a new electronic medical record system, 
for instance. 

“Part of it, too,” she says, “is that the edu-
cational models are changing somewhat.” She 
has found there are more than 50 joint MD/
MBA programs available in the United States, 
with more growing, she says. There also are 
joint programs for MDs and the master of 
public health (MPH) program, as well as MD 
and MHA (master of health administration) 
programs. 

Younger physicians, she says, see the value 
of being business-savvy and learning about 
budgeting, strategic planning, and health care 
finance and reimbursement. “I found, though, 
that most of these programs still didn’t teach 
them a lot of what I would call the ‘people 
skills’ they need, but they are learning the 
business skills and seeing that as making a dif-
ference. And those things are growing by leaps 
and bounds,” she says. 

At Beth Israel Deaconess, where Avakian 
formerly worked, doctors are being taught 
Toyota’s Lean model as a fellows program. 
“There’s more of that going on, and I think 
we’ll continue to see that increase,” she says.  
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ing quality outcomes, metrics, and measurements. 
What the physician thinks about is “the difference 
for the patient he just saw in the emergency room 
in the morning.”

“It isn’t just that these physicians should be cod-
dled... I believed it is, for the most part, a matter of 
what the motivation is for the work.” And it’s not 
that cost cutting or efficiency aren’t important to 
physicians, she says, but “those aren’t the motiva-
tions that will inspire them.”

• Engage physicians in the early stages of the 
project at hand.

Avakian says this is important to do this rather 
than “assuming we’ll figure out all the nitty-gritty 
and the details, and then we’ll take them the results 
of our work and tell them how we need them to 
be involved.” Involving them in the early, early 
stages doesn’t mean demanding attendance at end-
less committee meetings. But involving them takes 
advantage of something she says physicians are 
good at — taking a problem and thinking about it 
in an analytical way.

As an example, she says, let’s say the initiative 
at hand has to do with delays in getting patients 
from the unit to the X-ray department. And nurs-
ing sees the delays affecting the whole sequence 

of care, and it disrupts the transporters’ jobs, and 
the system is bogged down due to these delays. If 
it’s determined that the cause is the radiologist not 
being satisfied with the film quality and asking 
for things to be redone and someone tells him or 
her, “You’re taking too long,” or asking physi-
cians to change behaviors, you’ll get no buy-in, she 
says. “Instead, they’ll come back with all kinds of 
defensiveness about the quality of their work.”

If, however, radiologists had been approached 
and talked about the delay issue and the quality 
implications, you have a much better likelihood 
of getting buy-in on the resulting changes in work 
flow, she says. “If [a project is approached] as a 
question, and with engagement, there’s a very high 
likelihood of success,” she adds.

• Recognize the importance of partnering with 
your physicians. 

But not in a parent-child dynamic, she says. 
So now administrator and physician are working 
together to make decisions. Dialogue may begin 
with, “‘OK, this is the part of the project I’ll do, 
this is the part you’ll do,’ playing to different skills 
and expertise,” she says.  
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YOUR BEST SOURCE FOR ACCREDITATION COMPLIANCE

As measures, reporting grow, so does the need for QI 
QI professionals roles differ by hospital, but across the board their workload is increasing

2010 Salary Survey reSultS

8.33% 8.33%

16.67%

8.33%8.33%

50.00%

0%

10%

20%

30%

40%

50%

60%

$60,000- $69,999 $70,000- $79,999 $80,000- $89,999 $90,000- $99,999 $100,000- $129,999 $130,000 or more

What Is Your Annual Gross Income
from Your Primary Health Care Position?

If hospitals don’t get it by now, then they’re not 
reading the writing on the wall. Quality will 
increasingly affect hospitals’ financial welfare. 

If that’s not enough to show hospitals the need 
for quality improvement professionals, additional 
emphasis on reporting data and improving out-
comes will highlight the need for QI and accredita-
tion personnel at the front line. Over the last few 
years, “health care facilities have realized the finan-
cial value of quality,” says Patrice Spath, RHIT, of 
Brown-Spath & Associates in Forest Grove, OR.

“There’s a relationship between monitoring 
the quality and appropriateness of care and your 
payment in a lot of different areas... So, having 

people to support the ongoing monitoring of qual-
ity of care is going to be increasingly important, 
whether health care reform gets turned around or 
not. Because, even right now it’s considered fraud 
if you request payment for something that wasn’t 
medically necessary,” she says. 

She also emphasizes the overlap between QI 
and accreditation and other disciplines within the 
hospital — risk management, the compliance offi-
cer, case management, patient representatives, or 
the ombudsman.

“The risk manager is basically there to protect 
the financial assets of the organization. And now, 
the financial assets can be threatened by things 
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like billing for medically unnecessary services 
or not having good quality or effective peer 
review,” she says.

“I think people are beginning to see the rela-
tionship between each of those functions a little 
bit more and that’s why they’re starting to align 
those functions under one vice president so that 
the integration is forced a little bit more and 
there’s less duplication of effort.”

Hospital Peer Review’s 2010 salary survey 
was mailed with the September issue. Fifty per-
cent of respondents were quality improvement 
managers/directors. The largest percent (50%) 

reported an annual gross income of $100,000 to 
$129,000, with 8% earning more than $130,000 
and 42% earning between $60,000 and $89,999. 
In 2009, 61% were bringing in more than 
$80,000 compared to 75% in 2010. 

Also in 2010, 50% received a 1% to 3% raise 
in salary, 25% received a 4% or higher increase, 
and the same either reported no change or a 
decrease in salary. In line with results from the 
2009 survey, the majority (58%) of participants 
have worked in quality for 19 years or longer, 
and 67% have worked in health care for more 
than 25 years.
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Whether your title is director of quality or direc-
tor of accreditation, and whether you’re at a large 
academic institution, a multi-hospital system, or 
a rural critical access hospital, you’ve got a lot 
of responsibilities under your belt. Even those at 
larger facilities might have myriad responsibilities 
like those in smaller, rural organizations.

For Paula Swain, RN, MSN, CPHQ, FNAHQ, 
director, accreditation and regulatory at 
Presbyterian Healthcare, part of Novant Health, 
the job bucket is pretty big. She handles accredi-
tation, Joint Commission complaint response, 
requests for improvement, action planning, mock 

surveys, survey preparation and continuous sur-
vey readiness, and all disease-specific certifica-
tions. Swain reports both to her hospital’s COO 
and the senior director at the corporate level for 
systemwide regulatory efforts. She oversees those 
efforts for four hospitals and for Presbyterian.

Joann Paul, RN, MSN, director of quality and 
infection control at Wesley Medical Center, a 
760-bed, university-affiliated hospital, reports 
to the chief medical officer. She’s responsible 
systemwide for “all things quality,” including 
accreditation, all regulatory compliance, pub-
licly reported data, disease-specific certifications, 
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internal metrics including patient satisfaction and 
HCAPS, performance and process improvement, 
as well as infection control and surveillance. Data 
abstractors report to her on all core measure data.

Doris Vigen, RN, BSN, director of nursing at 
Sanford Hospital in rural Mayville, ND, is respon-
sible for all accreditation activity. “ The majority 
of critical access hospitals aren’t Joint Commission-
accredited. But we are surveyed, then, by the state 
health department. So, I would be responsible for 
managing the quality improvement activities as it 
relates to CMS. I also do the core measure abstrac-
tion for our facility,” she says. 

Each department has to participate in compli-
ance. “One of the things that makes [meeting regu-
latory requirements] more manageable in a hospital 
our size is just the volumes that we have. Because, 
even when we’re talking about abstracting the core 
measures, on a quarterly basis, that might be 12 to 
15 charts. So, the volume makes it more manage-
able. On the other hand, having such small volume, 
you can have one measure that was missing on one 
chart and it really makes your total picture look 
bad. So, it’s both a good and a bad thing, I would 
think, the low volume,” she says.

All the experts HPR spoke with have a clinical 
background. Is that necessary for the QI role? 

Paul says: “I tend to be pretty analytic, and I 
really am clinically focused in that I am passion-
ate about — first of all, I’m a nurse at heart — 
excellence in nursing care. And then, I am just as 
engaged in the overall care delivery of a health care 
system. So, in the way that you make changes, and 
because of my analysis background — my analytic 

personality tendency — is, you make change by 
being able to look at data, gather data, measure it, 
and to look at it critically.”

Understanding data is a skill all the experts 
agree is integral, and will continue to be integral, 
to the QI role. “Quality professionals need to 
be up to speed in health information technology 
because in the old days you would sit down with 
a paper patient record and scour through it to get 
the information you needed. Now, you press a 
button and do a report writer and query a data-
base. Quality professionals need to understand 
how that data got in the database to be able to 
appreciate whether or not what they’re getting 
back out is valid information and information 
that can be used to monitor the quality of patient 
care,” Spath says.

Quality professionals also will be integral to 
creating IT infrastructures, with their knowledge 
of data definitions. “Which means that the quality 
people, instead of just being on the back end of the 
whole IT revolution need to be on the front end 
also,” she says.

Paul sees some shared components among suc-
cessful professionals in the QI field:

1. “being able to communicate effectively and 
articulately with passion” and to effect a change in 
behaviors;

2. instead of carrying a “big stick,” leading 
from the bottom up;

3. a clinical and statistical background. “You 
have to be able to have that credibility regarding 
those processes that you are trying to impact,” she 
says.  n
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