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Changes in TJC policies aplenty  
in 2011 — are you up to speed?
From new accreditation levels to an extra survey day for life safety

From new and revised standards to new levels of accreditation, this 
year will bring some changes in Joint Commission expectations. The 
new version of MS.01.01.01 now is in effect. An extra day of survey 

has been added to the life safety/environment of care chapter, an already 
problematic area for compliance. Medication reconciliation will be scored 
once again beginning in July 2011. Here you’ll find suggestions on some of 
the biggest changes and how to be survey-ready and keep your policies up 
to date.

New accreditation categories

At the end of 2009, Hospital Peer Review reported that The Joint 
Commission had acknowledged confusion in the field between its Medicare 
condition-level follow-up survey and conditional accreditation status. (See 
HPR, December 2009, “TJC’s Medicare condition-level follow-up survey,” 
page 145.) Beginning in 2011, the provisional and conditional accreditation 
decisions have been replaced with “accredited with follow-up” and “contin-
gent” status, respectively. 

“They’re important new names, which will lead to less confusion, but 
my read on it also is that it sounds like it is more difficult to get to contin-
gent accreditation than it used to be to get conditional accreditation,” says 
Kurt Patton, MS, RPh, CEO of Patton Healthcare Consulting in Glendale, 
AZ, and former executive director of accreditation services at The Joint 
Commission.

This could mean good news for hospitals, he says. “If you look at 
the decision rules for contingent, it says the organization fails to suc-
cessfully address all requirements of the accreditation with follow-up 
survey, or does not have a required license or similar issue at the time 
of survey. So that sounds like it might be a more limited subset of 
issues leading to this contingent accreditation than conditional used to 
be,” he says.

The Joint Commission was unique among accrediting bodies with 
its conditional accreditation, Patton says, “which was similar to aca-
demic probation.” Neither CMS nor DMV has a similar category. 
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Now, if TJC finds one or more condition-level 
deficiency with a condition of participation, a 
hospital would receive “accredited with follow-
up” status. “In addition, this decision can be 
awarded much like the old conditional decision 
as a result of your onsite survey if The Joint 
Commission determines that you either tripped 
a situational decision rule, had numerous wide-
spread findings, or if you had patterns of repeat 

findings,” Patton says. He notes that The Joint 
Commission said a condition-level finding also 
could be given if deemed as such by onsite sur-
veyors or as recommended by the surveyors to 
the central office.

The category substitutions signal another 
change — what will be reported on TJC’s Quality 
Check and Quality Reports site, says Jennifer 
Cowel, RN, MHSA, vice president and principal, 
Patton Healthcare Consulting, who also previously 
worked for The Joint Commission for more than 
17 years.

When the organization changes its accredita-
tion decision categories, “which they don’t do 
very often,” she says, it also changes its public 
information policy. When it eliminated the condi-
tional and provisional categories, it also updated 
this policy. “In 2004, they started releasing just 
for adverse decisions, the summary-level find-
ings, adverse decisions. What’s new in this new 
policy is that they had said that they will release 
standard-level findings now for accredited with 
follow-up, which is one of the new accreditation 
decisions, which makes that an adverse decision,” 
she says.

“I guess what is notable about it is that, for you 
or I to receive an accreditation decision of ‘accred-
ited with follow-up,’ we need only have one con-
dition-level finding, to make my whole program 
‘accredited with follow-up.’ And, the condition-
level findings, as you know, are the CMS condi-
tion-level findings, which are slightly subjective,” 
Cowel says. Now, every facility with a condition-
level finding not only receives a follow-up survey 
but all of its RFIs are published on Quality Check 
as standard-level findings.

Because of this — more risk of public disclo-
sure — she advises hospitals to take full advantage 
of the clarification period after they receive their 
initial report of findings. She says organizations 
are sometimes able to take a condition-level find-
ing and communicate through the clarification 
process why that particular finding would be more 
appropriately scored as a standards-level finding 
or somewhere else so as not to trigger condition-
level deficiency.

Add a day for life safety

Beginning January 2011, you can add one full 
day to your survey to account for an extra day to 
Joint Commission’s life safety code survey. And 
since four of five of the top-cited standards in 
2010 were among the environment of care and 
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life safety chapters, Cowel says this is going to be 
a noticeable change for hospitals. “Now that you 
can have an extra day of observation by those 
surveyors, you would expect to see the number of 
RFIs continue to increase.” 

Why the changes? CMS surveys a certain per-
centage of hospitals to follow up after a Joint 
Commission survey. Each year the agency pub-
lishes those findings, also known as its validation 
report. It also publishes the discrepancy rates 
between its findings and TJC findings. “The area 
of the greatest discrepancy was the life safety 
code,” says Cowel. TJC’s response was adding a 
day to that part of the survey and subsequently, 
Cowel says, to offer hospitals more consultation 
and education in an area obviously ripe for more 
information. 

One thing she notes is that many areas that are 
consistently cited are things you don’t need an 
engineering degree to spot. “Certainly, when it 
comes to generator testing or testing of medical 
gas, those are things that it takes a specialist to 
find. But many of the frequent findings are things 
you or I could see if we were on the unit. 

“What hospitals really should get better at doing 
is training the clinical staff and the nursing staff 
who are on the unit to be more observant of things 
like blocked hallways, clearances in front of emer-
gency exit doors, exit lights that are burnt out, 
doors to secured rooms,” she says. 

With the latter, many hospitals use tape or other 
workarounds to prohibit the door from closing. 
“Those things get scored when the surveyor comes 
out, but those things are also things that hospitals 
could put on a punch list and start training their 
clinical staff to see them and to understand why 
it’s important not to tape open or tape a lock — it 
becomes a fire hazard.”

Medication reconciliation up for scoring

Beginning July 1, 2011, TJC will once again 
score hospitals on medication reconciliation, now 
within National Patient Safety Goal 3 on improv-
ing the safety of medications. 

Patton outlines each EP:
• EP 1, he says, requires a medication list for 

both inpatient and outpatient locations. If a patient 
cannot remember, staff must make a “good-faith 
effort” to document all medications the patient 
currently is taking.

• EP 2 “appears to open up some flexibility for 
the organization to define the type of medication 
information you will collect in different settings 

and circumstances,” Patton says. 
• EP 3 recalls the “difficult requirement” to 

compare and resolve any subsequent discrepan-
cies between what the patient was taking upon 
admission and what was ordered for the patient 
while in-house. “When last we saw this require-
ment it meant you had to explain or document if 
a chronic medication is not going to be continued 
in the hospital. Documentation of decision mak-
ing is easier if the physician uses the continue/dis-
continue columns on a medication reconciliation 
worksheet or selects or deselects each medication 
on a CPOE [computerized physician order entry]  
list,” Patton says.

• EP 4 states that upon discharge the hospital 
should provide the patient with a written list of 
medications he or she should be taking.

• EP 5 requires that hospitals discuss with 
patients the importance of managing their medica-
tions. 

• “What is absent from this new safety goal 
is the former requirement to conduct medica-
tion reconciliation upon transfer in level of 
care,” Patton says. Both he and Cowel suggest 
health care facilities not discontinue reconcili-
ation at transfer, especially if there are already 
processes in place. The Joint Commission, 
Cowel says, was “going for more consensus at 
the time, what’s really important, and ‘Let’s 
start with that.’ But, again, if a hospital is 
already doing reconciliation at transfer of level 
of care, don’t stop.”

MS.01.01.01 to be scored — again

Beginning March 31, 2011, the new 
MS.01.01.01 standard will be up for scoring. Now 
that the final version is here, Cowel says hospi-
tals should print out the entire standard and have 
someone from accreditation and someone from 
the medical staff go through each element of per-
formance (25 new ones are included) and check 
that the bylaws include each requirement. Patton 
suggests reviewing the frequently asked question 
section on The Joint Commission’s website. (See 
HPR, February 2010, “New medical staff stan-
dard still ruffling feathers,” page 17.)

[For more information, contact:
Jennifer Cowel, RN, MHSA, vice president and 

principal, Patton Healthcare Consulting. Phone: 
(630) 664-8401. E-mail: JenCowel@PattonHC.
com.]  
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 TJC looking for core 
measure ‘accountability’
Final change slated for 2012

In October 2010, The Joint Commission told 
Hospital Peer Review it was going to change 

the way core, or ORYX, measure data was used 
to accredit hospitals. While historically hospitals 
have had to merely report data, TJC began looking 
at ways to measure the “quality” and hold hos-
pitals more “accountable” to yielding improved 
outcomes. (See Hospital Peer Review, “The Joint 
Commission moving to link accountability to 
accreditation,” October 2010, page 109, and 
“Looking to the future: How Joint Commission 
may use core measure data,” page 111.)

At press time, The Joint Commission had issued 
“a proposed requirement to establish performance 
targets for compliance with ORYX accountability 
measures.” Comments are due Feb. 22 at http://
www.jointcommission.org/standards_information/
field_reviews.aspx.

“Organizations have been submitting ORYX 
measures for eight years, but we’ve never really 
had any specific requirements about having to 
perform at a certain level. So, we’re figuring that 
now might not be such a bad time to introduce 
those kinds of requirements,” says The Joint 
Commission’s Maureen Carr, MBA, project direc-
tor, standards and survey methods, division of 
health care quality evaluation.

“What we’re proposing is an element of perfor-
mance that would be added — we haven’t identi-
fied specifically where — but would be added 
to the standards that actually set a performance 
target for the ORYX measures, and we would be 
using a composite number across all measures,” 
she says.

There were a number of ways the organization 
could have chosen to measure accountability, she 
says. But in the proposed requirement, it chose 
to go with only one composite measure. “At the 
beginning, we think that would probably be the 
best way to do that for now,” Carr says.

The single measure takes the sum of all the 
numerator counts across all measure sets and 
divides it by the sum of all the denominator counts 
from across all accountability measures. “Another 
way that one could have done that would be to, 
for example, look at it by measure — scores by 
measure or by measure set — and that would be a 

bit more complex. So, it was felt that this would 
be the most inclusive for all hospitals, and this 
does only apply to hospitals at the current time. 
And it was just felt that this was the simplest way 
to do it,” Carr says.

The final change is expected to be in place in 
January 2012 and would be applicable for hospi-
tal settings, not for critical access hospitals. Final 
information about the requirement will be out by 
July 1, 2011.

“There’s downsides, obviously, that some things 
that you’re performing very well on could mask 
something that you’re performing very poorly on, 
and we understand that. But, nevertheless, you still 
have your individual performance at the individual 
measure level so you can tell where you’re not per-
forming well,” she says. 

If hospitals do not meet the aggregate number, 
regardless of which measures are reported on, they 
would receive a request for improvement, or RFI. 
Carr says it won’t come as a surprise to hospitals 
because the composite number will be included 
as part of your ORYX report. “The idea would 
be that, once you’re scheduled for survey — and, 
of course, we’re always unannounced, but we 
know inside here when people are scheduled, obvi-
ously”— that TJC would pull ORYX data from 
the last available four quarters.

She says the next steps also are up in the air at 
this point. “There is one thought that we could 
ask organizations to submit a plan of correction 
indicating how they’re going to improve their 
performance on the measures. And that would 
be due, like in the normal time frame of an RFI, 
45 or 60 days. And then we would expect to see 
actual improvement in a certain time frame. And 
that’s, again, another thing that’s under discus-
sion in this field review. How much time will 
organizations need to demonstrate compliance, 
recognizing that the data submissions are old. 
So, when they’re surveyed, they’ve already sub-
mitted data,” she says.

Asked whether that plan of correction would be 
specific to a measure set, she says that also has not 
be established but it could be that a hospital would 
have to identify which areas it could improve to 
meet the composite score.

“I think what we’re really trying to do is 
establish — at least in this initial phase — some 
level of performance that we’d like people to be 
at. Recognizing that...most organizations are 
doing pretty well. So, there’s not going to be a 
whole lot that are going to have a problem here 
based on that data. So, we’re trying to be not 



February	2011	/	Hospital	peer	review ®	 17

unrealistic, we’re not trying to mess people up. 
But we do want to set some expectations,” she 
says.

She says the core measures lend themselves 
more to establishing a target and building a level 
of accountability that hospitals must meet because 
they are evidence-based, researched, and specific. 
Asked if TJC will look toward establishing a simi-
lar approach across the board, Carr says, “stan-
dards have a certain role. They’re not the same as 
measures. They more often talk about processes 
and things that need to occur within an organiza-
tion. They tend to be more general than measures, 
talking about processes of providing care [such as] 
processes for preventing infections, processes for 
safe medication management, and they don’t usu-
ally get down into the detailed, specific level that a 
measure does,” she says.

“A lot of times for standards, on these issues 
of processes, you don’t have that same kind of 
research that exists at all. So, you can’t just say 
that we’re going to have all the same evidence 
for standards because it doesn’t necessarily exist. 
People haven’t done double-blind studies on 
whether or not you should do a history and physi-
cal. But that’s the consensus in the field, that that 
kind of information is important. So, I think we 
have to be a little bit cautious about just saying 
that everything’s going to be based on the same 
kinds of evidence,” she says.  

Using frontline staff   
to improve hand-offs
Let nurses identify problems in processes

When Intermountain Healthcare’s LDS 
Hospital joined with the Joint Commission 

Center for Transforming Healthcare and nine 
other hospitals to work on hand-offs, the health 
system’s associate chief medical officer says the 
first step was identifying which hand-offs the hos-
pital wanted to work on. 

“There are lots of different hand-offs that take 
place in hospitals every day,” says Douglas Smith, 
MD, from the ED to the floor, floor to the ICU, 
ICU back to the floor, OR to the floor. There are 
transfers from surgery services to medicine ser-
vices, from the hospital to the community doctor 
or extended care facility, as well as from doctor to 
doctor and nurse to nurse, Smith says. 

The first step the participants in the project took 
was defining hand-offs and elements to measure 
their effectiveness, Smith says. Then each hospital 
chose which particular settings it was going to 
address. LDS chose two specific hand-off situa-
tions: from the ED to the med/surg floor and from 
the OR to the PACU floor. As the project pro-
gressed, he says, the team began focusing further 
on nurse-to-nurse hand-offs.

For these hand-offs, the team looked first at the 
processes in place and then surveyed both senders 
and receivers of hand-offs to gauge their satisfac-
tion — a component the team selected as a mea-
sure to stratify successful hand-offs — with the 
current practices. 

“On our initial surveys, both senders and receiv-
ers were pretty happy with the hand-offs,” Smith 
says. But once the team started digging deeper, 
it became apparent that each nurse had his or 
her own style for handling hand-offs; some used 
“cheat sheets,” where they would scribble a few 
notes. “But a lot of times,” Smith says, “it was an 
index card or a sheet of paper that would get stuck 
in a pocket.” Looking deeper, the team used focus 
groups and meetings with senders and receivers to 
answer these questions:

• In an ideal hand-off, what information would 
you want? What are the data elements? What are 
not required data elements? 

• What does the process look like? Think about 
timing and interruptions and the ability to ask 
questions.

“We had [nurses] define the elements, and I 
think this was the powerful aspect of the project. It 
wasn’t The Joint Commission telling this group of 
nurses what should be in a hand-off. It wasn’t the 
chief medical officers telling them what should be 
in a hand-off... We really let the voice of the cus-
tomer speak on this, and because it was their pro-
cess, not my process, not The Joint Commission’s 
process, it was really adopted very nicely by our 
nurses,” Smith says.

Once the team had identified which elements 
frontline workers thought should be in a hand-
off, it surveyed nurse satisfaction monthly. While 
the satisfaction rate initially had scored between 
an eight or nine on a 10-point scale, it dropped to 
about a six. 

Taking the information gleaned from the nurses, 
the team created a checklist for hand-offs. Basic 
information was included, Smith says, such as 
name of patient, medications, allergies, diagnosis, 
recent labs, pain scores, and pending X-rays. Use 
was voluntary at the beginning, but staff were 
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Credentialing &
             Privileging

told, “In four months time, we’d like everyone to 
be using the checklist.” 

“Toward the end of that four months, we were 
up in the 95% usage of the tool, even though ini-
tially there was some resistance... But the more 
people used it, the more people liked it,” Smith 
says. Staff began asking for more checklists. Over 
that month, satisfaction rose again to the eight to 
nine range and defective hand-offs dropped, he 
says. 

“We think that it has led to safer hand-offs. Can 
I prove that hand-offs are safer? That’s hard to 
do,” Smith says. But long-term, he says, once the 
now-hospitalwide process moves to the entire sys-
tem, looking at which communication errors led to 
sentinel events will be a goal. 

Initially the tool was tweaked, but “then we 
got to a point where we said, ‘OK, this tool has 
undergone a lot of revisions, this is what we are 
going to stick with for the remainder of our proj-
ect,’” Smith says. Suggestions for improvement 
keep coming in, and at the end of the pilot phase 
he plans to introduce some of the changes before 
rolling out to other hospitals in the system. In pre-
paring for that, Smith says he’s also working with 
information technology to see which data elements 
can be automatically populated. 

“It’s not really time-efficient for one nurse to be 
reading off the electrolytes, hematocrit, and blood 
gas values and another nurse to be writing it down 
when it’s all there in the computer,” Smith says. 
If those values are populated automatically, “then 
that lets the sender and receiver focus on the hand-
off elements that really need verbal communica-
tion. What’s the plan for this patient? What are 
you worried about? What sorts of things do you 
need to look out for in the next couple of hours to 
keep this patient safe?”

What causes defective hand-offs?

Smith says one of the biggest reasons for defec-
tive hand-offs is the sender not being able to con-
nect with the receiver. Another barrier, one he 
thinks all sites deal with, is interruptions. He sug-
gests practitioners go to a special place away from 
the nursing station to do a hand-off. 

“Instead of being at the nurses station, we want 
them to be back in the work room or some place 
where they are not going to be interrupted,” he 
says, pointing to a “really simple solution” used 
at Stanford. Little bicycle lamps that flash were 
placed on medication charts. “The understand-
ing was that if the light was flashing, don’t talk 

to the person or the nurse who is there passing 
medicines.” He says hospitals are looking at “low-
tech, simple, creative solutions to getting the word 
across that this person’s involvement is something 
important. Don’t interrupt them.”  

Creating applications 
for privileging

[In the first two articles of this series, Vicki 
Searcy, president, consulting services at Morrisey 
Associates Inc. in Chicago, introduced the four 
basic components of clinical privileging as well as 
creating criteria for privileges:

1. Determine the scope of services that your 
organization will provide.  

2. Determine the criteria (i.e, training, expe-
rience, behavior, skills) necessary to provide a 
specific service (or grouping of services) or proce-
dures. Determine how to handle exceptions.

3. Allow applicants to apply for privileges and 
determine if they meet criteria. Make a decision 
and communicate it.

4. Monitor the individuals who are granted 
privileges to ensure their competence and practice 
within the scope of privileges granted.]

Here are some key components in making an 
application for privileges and determining if 

applicants meet the established criteria, according 
to Vicki Searcy, president, consulting services at 
Morrisey Associates Inc. in Chicago:

• to think about how to provide applicants with 
privilege delineations (via paper or electronically);

• to make sure that criteria for privileges are 
clearly communicated to those applicants.  

Searcy says the best way to do this is to put 
the criteria for privileges on the privilege delin-
eation itself “rather than separating the criteria 
into separate policies, rules and regulations, 
etc. (which often are not reviewed by applicants 
because they are in multiple documents). The 
principle here is to clearly make the criteria 
available so that applicants are aware of criteria 
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Figure 1 - Privilege Cluster: Transplant Hematology Privileges

Description: Participate as part of a team in evaluation of patients with liver disease for potential 
hepatic transplant and evaluation of potential liver donors. Care and treatment of patients prior to and 
following hepatic transplantation that spans all phases of liver transplantation.

Request
 

Request all privileges below.
Uncheck any privileges that you do not want to repeat.

Chief 
Approval
  

Dept. Chair 
Approval
  

  Management of patient throughout hospitalization.      

 
Procedures (This listing includes procedures typically performed by 
physicians in this specialty. Other procedures that are extensions of  
the same techniques and skills also may be performed.)

     

  Performance and interpretation of percutaneous liver biopsies, 
including allograft and native

     

Qualifications:
Education/training:  Completion of an ACGME accredited Fellowship training program in Transplant  
 Hematology. 

Certification:  Current certification in Transplant Hematology by the American Board of Internal  
 Medicine.

Clinical Experience  (#) patients treated during the previous 12 months AND (#) percutaneous liver
(Initial):  biopsies performed
 OR
 Completion of Fellowship training in transplant hematology during the previous 
 12 months

Clinical Experience (#) patients treated during the previous 24 months AND (#) percutaneous liver
(Reappointment):  biopsies performed

Additional  Must qualify for and be granted primary privileges in gastroenterology. 
Qualifications:

FPPE 
 Three retrospective chart reviews chosen to represent a diversity of management challenges.

Source: Morrisey Consulting Services 

and do not apply for privileges for which they do 
not meet qualifications.”

She points to two different methods of display-
ing privileging criteria with the privileges (see fig-
ures 1 and 2, pages 19 and 20).

“You’ll note that on both privilege delinea-
tions, applicants are informed of FPPE/proctoring 

requirements, as well as education/training and 
outcomes criteria,” Searcy says.

She says once someone applies for privileges, 
the medical staff office/credentialing department 
reviews the request and verifies the submitted 
information to ascertain whether the applicant 
meets criteria. “In the transplant hepatology 
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Figure 2 - Nurse Practitioner (partial delineation of privileges)

Privilege Description Special Criteria for Privileges
Requested Approved

Additional 
Education/
Training 
Requirements

Clinical Activity 
Outcomes

Other 
Requirements 
and FPPE

Application of appliances 
and any other action del-
egated and directly super-
vised by the physician.

the American 
Association of 
Operating Room 
Nurses 
OR
Certification as 
an RNFA by the 
American Association 
of Operating Room 
Nurses
OR
National Board of 
Surgical Technology 
and Surgical Assisting 
(NBSTSA) Certified 
First Assistant (CFA-
ERC.)

2C - Line Insertion and/or 
Maintenance 

Applicants for ini-
tial privileging and 
renewal of privileges 
must submit evidence 
of having performed 
each privilege 
requested in the past 
24 months.

1 FPPE report is 
required for each 
privilege requested 
within 12 months 
of initial granting 
of privileges.

1. Arterial line insertion 
and maintenance.

2. PICC line insertion with 
image guidance and main-
tenance

All initial applications 
must provide docu-
mentation of comple-
tion of a program in 
ultrasound as applied 
to image guided pro-
cedures.

Source:  Wendy R  Crimp, RN, MBA, CPHQ
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example, the information to be verified would be 
completion of an ACGME fellowship in transplant 
hepatology, current certification in transplant 
hepatology by the ABIM [American Board of 
Internal Medicine], clinical activity requirements 
and whether or not the applicant has been granted 
privileges in gastroenterology.”

She says this information should be gathered and 
confirmed before the application enters the evalu-
ation and decision-making stage, which generally 
“consists of review by the applicable department 
chair, credentials committee, recommendation by 
the medical executive committee and board decision. 
When a department chair (and subsequent review-
ers) receives a paper or electronic credentials file 
for review, all information should be complete and 
all required verifications should be available (i.e., 
verification of licensure, current professional liabil-
ity insurance, etc.) for review. It should be clear to 
reviewers whether or not an applicant meets all crite-
ria for the privileges requested.”

Once a decision is made about the privilege, 
the applicant should be notified, along with 
any conditions, says Searcy, such as proctoring, 
supervision, consultation, etc. He or she should 
also be educated about organizational compo-
nents that monitor “the exercise of privileges. 
For example, the surgery department should 
be able to look up the privileges granted to 
surgeons so that they know whether or not to 
schedule a specific case for a surgeon. If an allied 
health professional is granted privileges with 
supervision, patient care areas will need to know 
what supervision is required,” Searcy says.

(Editor’s note: In the next issue, we will exam-
ine monitoring competency.)  

Surveyors look at  
IC ‘everywhere’
Documentation, medications also key

It was the first Joint Commission survey for 
Elizabeth Donnenwirth, RN, accreditation/

sharps safety specialist at Winchester Hospital in 

ACCREDITATION
Field Report

Winchester, MA. But she says there weren’t many 
surprises. 

The week-long survey for the hospital, which 
has 189 licensed beds, was performed by two 
nurses, a physician, and a life safety specialist. 
Surveyors looked at the usual suspects: infection 
control, documentation, medication, and compe-
tencies, she says. Coming in December 2010, right 
under the wire for the changes coming in the life 
safety/environment of care surveys, she says, sur-
veyors also focused on EOC issues such as clutter. 

Unlike the Centers for Medicare & Medicaid 
Services’ surveyors, who “start from the patient 
and work up,” she says, The Joint Commission 
surveyors asked some patients questions, “but 
they didn’t really focus on patient communica-
tion, not from the perspective of speaking to 
patients. They were very focused on communica-
tion in general.”

She reports no real surprises, noting that 
the surveyors touched on every standard in the 
manual. She says she was surprised, however, 
at “the extent that they focused on infection 
control because we have extremely low infec-
tion rates.” 

As the time rolls on post-survey, she’s hear-
ing more and more from staff in particular areas. 
“Being the accreditation specialist, I was neither 
escort nor scribe. I was involved in one area with 
a question-and-answer session with the physician 
surveyors when they were already in the ED talk-
ing about something else, and I came to answer a 
question.”

She says the hospital has an ambulatory care 
unit on site, but it’s very small; the hospital itself is 
100 years old. So there are a lot of offices off-site. 
Many of the endoscopy nurses visit the off-site 
clinic, going back and forth from the on-site to the 
off-site office. The surveyors watched the processes 
there, specifically surrounding cleaning the scopes 
for colonoscopies. Donnenwirth wasn’t surprised 
that they went to the off-site clinic, as surveyors 
usually go to at least 50% of your off-site clinics, 
she says. The surveyor looked at the drying racks 
for the scopes and looked at the floor and said, 
“Oh good, no brown spots.” 

Staff “looked at him, and they were appalled 
that he would even think he would see that, and 
he said, ‘Oh, you’d be surprised.’” Surveyors do 
seem to compare hospitals and have their own 
pet peeves, she says. “One of my personal things 
is hand hygiene and cleaning scopes and things 
like that. I also do sharps safety, so I’m really 
fussy about that kind of stuff. And these survey-
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CNE QUESTIONS

5   Beginning March 1, 2011, both MS 01 01 01 and 
medication reconciliation will be scored as part of 
Joint Commission surveys 

A  True
B  False

6   The proposed target for core measure data is an 
aggregate score across all measure sets 

A  True
B  False

7   Intermountain LDS Hospital chose which specific 
hand-offs to focus on during its work with the Joint 
Commission Center for Transforming Healthcare?

A  from the ED to the med/surg floor
B  from the OR to PACU
C  from rehab to post-discharge SNF facility
D   only A & B

8  Vicki Searcy says it’s important to make all appli-
cants for privileges be aware of all criteria for each 
privilege 

A  True
B  False

Answer Key: 5  B; 6  A; 7  D; 8  A 

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

ors have their own. One of the surveyors, the 
home care surveyor, was also a home care nurse 
so she did the home care survey... That’s where 
she felt comfortable, and they had a good review 
even though she was tough with the questions. 
But she also came into the hospital and did a lot 
of infection control stuff and spoke to patients 
in isolation.”

Overall, she says, surveyors were surprised by 
the size of the hospital and how well they were 
doing “because apparently a lot of smaller hos-
pitals have more difficulty because you have one 
person wearing a lot of hats.”

They emphasized documentation and policies, 
she says, and asked to see many files. They asked 
for an OR block time for a particular surgeon 
and spoke with her about how she schedules. 
Surveyors looked at physical and occupational 
therapy for the rehab perspective. “They asked, of 
course, in all the sessions, to see a lot of informa-
tion straight out of the data,” she says.

As for infection control, she says, “everywhere 
they went, they looked at the infection control 
aspect of it.” The surveyors asked about the solu-
tion that’s put into the whirlpool bath to keep it 
free of bacteria and the processes involved. They 
asked a housekeeper how she prepares that solu-
tion and how she could ensure that it’s the same 
every time. Donnewirth says that process has 
been standardized so that all that is needed is for 
a staff member to push a button and the solu-
tion is mixed perfectly. “[I]t’s pre-measured in 
this machine. And the company that supplies us 
with this comes every month to make sure that 
it’s measuring exactly the right amount... In some 
hospitals, they have to measure it. So how do you 
know it’s perfect?”

Surveyors, she says, looked at all the containers 
for labeling. Even the solution used to clean the 
tray and table area after scopes are cleaned has 
to be labeled, she says, because it’s a “secondary 
container.” 

Overall, the hospital received kudos for staff 
working well together. Surveyors “could tell 
it wasn’t put on for survey week. That [staff] 
truly did work well together. The communica-
tion, hand-offs, things like that, they were very 
impressed with.” Surveyors also complimented 
nursing documentation and nursing patient care 
plans. “One of the things we were told they would 
focus on, and they did, was care plans. You look 
at the patient assessment and then [ask], ‘Were 
those things that were identified put into the care 
plan?’” For example, if a patient is identified for 
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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

 Monitoring 
competencies

 Handing suicide 
risks among psychiatric 
patients

 CMS policy change on 
patient visitation rights

COMING IN FUTURE MONTHS

falls risk, how is that implemented and checked 
on?

“So they drilled down to, ‘OK, you identified 
these four things when the patient was admitted in 
the first 24-hour admission assessment. And now, 
how do you know that you’re addressing them? 
And how do you know that it’s resolved? And 
what happens when, OK that goal is done and 
you have a new goal? How do you identify a new 
goal?’... They were very impressed with that,” she 
says. 

She says, of course, surveyors looked at leg-
ibility involving histories and physicals. “We did 
find some entries where timing was missing, so 
we did get hit on that,” she says. Staff are “pretty 
good” with dating, she adds, but have not been 
so consistent with timing, specifically in certain 
areas. The hospital is only half-electronic. So tim-
ing may not be as good in some of the off-site 
clinics not yet on an electronic system but better 
in the hospital because of CPOE. The hospital 
also got cited for hospital clutter, certainly no 
uncommon finding.

“Some of the nursing units are larger than oth-
ers in terms of room size,” she says. Surveyors 
found in some hallways a couple of IV poles, a 
computer on wheels chart, and linen carts. Moving 
forward, she says, linen carts are going to be put 
inside patient rooms. Nursing and housekeeping, 
she says, are actually happy about the change, 
which will make their jobs easier. 

She suggests asking any and all questions you 
may have for the surveyors while they’re there. 
The more clarification you can get, the better, 
she says.  

Reinertsen honored  
with Eisenberg award
Show board human side of safety work

Despite his modesty about his work and life, 
James L. Reinertsen, MD, received a 2010 

John M. Eisenberg Patient Safety and Quality 
award for individual achievement from The 
Joint Commission and the National Quality 
Forum. 

A senior fellow with the Institute for Healthcare 
Improvement, Reinertsen now heads a consult-

ing group, the Reinertsen Group in Alta, WY. He 
practiced rheumatology for more than 20 years 
and served as CEO of CareGroup, Beth Israel 
Deaconess Medical Center, and Park Nicollet 
Health Services. 

In his own words, “probably most of my profes-
sional life has been spent, instead of working in a 
system, working on a system... And, during those 
15 years as a CEO, my primary interest — in fact, 
my primary interest since I started seeing how the 
system works — has been to improve the safety 
and quality of care.” 

He says he has focused specifically on working 
within the quality realm with the board, senior 
leaders, and physicians. “The award probably 
reflects the results that they have achieved rather 
than anything that I have done. I’ve just prodded 
them into making the necessary changes in pro-
cesses and in culture,” he says.

Health care organizations must support the 
quality leaders and personnel, Reinertsen says. 
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When those leaders “see a change that’s evidence-
based and works and they now want to extend it 
to the whole organization” but they encounter any 
kind of resistance — whether it’s resistant doctors 
or nurses or other providers or whether it’s finan-
cial resistance to support the change, they need the 
“backbone” or “will” of senior leadership, he says. 
“You need a board and a senior executive team 
that has backbone and is committed to this and 
has the will to make it happen. And that’s really 
the primary leverage point that I have been able to 
work with over the years.”

He acknowledges that quality leaders deal with 
complex and myriad initiatives across a hospital or 
system. In “order to activate boards, for them to 
really generate the backbone and the will to make 
these changes happen and give support,” he says, 
first boards must “see” the problems. Board mem-
bers should see the safety issues. You don’t do that 
by sending them data that are difficult to under-
stand or too technical, he says. “You send them 
and tell them stories about harm that’s happening 
in your hospital this month,” and then you can 
give them the data, which he phrases as “removing 
the denominator.”

“If there are 4.2% of your people getting 
some particular problem, how many actual peo-
ple is that? Count them. That’s what you report 
to the board. You don’t report the rate; you 
report the number of people affected.” Going 
further, he says, many quality professionals 
he works with now show their boards the first 
name and last initial of the patient, and the date 
and name of the event. “That’s what they report 
to the board. Not technical data in complicated 
charts, but people. In essence, what I’m saying is 
that you make the board see the human side of 
this problem.”

Then the board must own the problem, he says. 
Unfortunately, he says, historically boards and 
senior executives see problems and think that’s the 
physicians’ problems. Today, they must see, own, 
and solve problems. 

Smith says, “As my friend Paul O’Neill [for-
mer secretary of the treasury] is fond of saying: 
‘Leaders are responsible for everything that hap-
pens in an organization, especially what goes 
wrong.’”  


