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Have trouble with CAUTI? Better get 
a handle on it soon
Joint Commission outlines new patient safety goal for 2012

Catheter-associated urinary tract infections (CAUTIs) are the most 
common form of hospital-acquired infections, accounting for 
as many as 80% of HAIs in acute care settings. According to 

the Wound Ostomy and Continence Nurses Society, the daily risk for 
patients in acute care settings is between 3% and 7%. It is enough of a 
problem that the Centers for Medicare & Medicaid Services (CMS) isn’t 
going to reimburse for it in the future, and other payers generally follow 
the CMS lead. Now, the Joint Commission has made reducing CAUTIs 
a new patient safety goal for 2012, and accredited acute care and critical 
access hospitals will have to prove they are attacking it by 2013.

This isn’t the first hospital-acquired infection (HAI) that the com-
mission has directed facilities to address, says Kelly Podgorny, RN, 
MS, CPHQ, DNP, a project director at the Joint Commission. In 2006, 
several organizations created an HAI task force to see what evidence-
based medicine was out there. They created a compendium to address 
five of them (See the entire compendium at http://www.shea-online.org/
GuidelinesResources/CompendiumofStrategiestoPreventHAIs.aspx). 
Three — surgical-site infections, MRSA, and central line-associated 
bloodstream infections — were announced previously by the Joint 
Commission as areas of concern. Now, the CAUTI goal is the focus. 
Ventilator-associated pneumonia is on hold until the Centers for Disease 
Control and Prevention can finalize some issues of definition.

 While the work is all of a kind, Podgorny says that you can’t say that 
implementing the new goal will be “easy” because facilities have gone 
through this before with other HAIs. “Obviously there is experience with 
the three previous goals, but I do not know if you can say that it makes 
it easier to do the work for this one. Some of the implementation steps 
are similar — educating families, etc. — but the content is different and 
the mechanisms may differ, too.”

As for what the goal is, it isn’t a number, she says. While some organi-
zations “are chasing zero, the goal is just to get better.”

The compendium’s section on CAUTI (http://www.jstor.org/stable/
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pdfplus/10.1086/591066.pdf) is a good place to 
start, but Podgorny says that isn’t an end point. 
You should keep on top of professional litera-
ture because things change. She says that while 
it isn’t required by the Joint Commission, it is a 
good idea to have multidisciplinary teams work-
ing on the issue. “Then do gap analyses and find 
out where you need work.”

It is been nearly a year since Spencer (IA) 

Hospital started to look at CAUTI, says DeeAnn 
Vaage, RN, BSN, CIC, infection control preven-
tionist at the 100-bed facility. As suggested by 
Podgorny, they put together a team to go over 
the evidence-based research. After determining 
where there were lapses, the team decided to 
update the electronic medical record to create 
prompts for every patient getting a urinary cath-
eter. Now, the possible reasons for insertion pop 
up, and the patient has to meet one of them.

Further, nursing documents now require a 
nurse to determine if the requirements for the 
catheter continue to be met at every shift. If not, 
then a nurse has to notify a physician and get an 
order to remove the catheter, or obtain physi-
cian documentation of the reason to keep it in 
place.

“It was not that we had too many people 
getting catheters who did not need them,” says 
Vaage, “but that we were keeping them in lon-
ger than necessary.” The CDC recommends 
daily monitoring; Spencer requires at least twice-
daily monitoring.

They also changed urinary catheter kits to one 
that included a device to better secure the cath-
eter. That meant that there was no searching for 
a separate item or getting by without it, Vaage 
notes.

Spencer Hospital also embarked on an edu-
cation program, using its annual skills fair to 
publicize the new records protocols, what the 
indications are for a catheter, and how to docu-
ment them. They showed off the new catheter 
kit and an updated insertion protocol, too.

The results might not seem spectacular — the 
CAUTI rate was already remarkably low, she 
says, and it has gone down just a tad since the 
project began last summer.

However, catheters are being removed sooner 
and are being used less often. Given the similar 
infection rates, that means that the number of 
infections is decreasing.

Vaage thinks it would be great to get to zero, 
but that is unlikely. There are so many patient 
variables, she says. “If you have a trauma 
patient with a hip fracture who is immobile, it 
would be hard to get the catheter out, and the 
patient would be susceptible.”

That said, the hospital continues to look for 
more ways to improve, including more auto-
mated prompts for nurses and physicians so that 
they can be more aware of it, and looking for 
other strategies and bundles that are working in 
other facilities.
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Giving patients a seat
at the table
Improve care by getting patients involved

If you talk about giving patients a 
voice in how a hospital works and 

care is delivered, you will see many 
providers and administrators blanch 
with fear. But putting patients at 
the table can be a great way to learn 
how what you do affects the people 
you do it for. Further, according 
to the new National Strategy for 
Quality, released to Congress at 
the end of March, getting patients 
involved in quality improvement and 
patient safety efforts is going to be a 
requirement.

The topic is one that riles Grena 
Porto, RN, MS, ARM, CPHRM, 
a principal at QRS Healthcare 
Consulting of Wilmington, DE, which special-
izes in quality, risk, and safety consulting. 
“Most organizations aren’t ready to embrace 
this,” she says. “And when they do, they opt to 
choose ‘patients’ who are not really representa-
tive, like the hospital attorney who was a patient 
several years ago. Once I heard of a hospital 
appointing their retired risk manager as a ‘con-
sumer representative.’” 

That legal eagles are acting as patients just 
illuminates one of the main fears hospitals have 
in getting patients involved in the inner work-
ings of healthcare: Patients will learn things that 
will entice them to sue. “I do not think the fear 
is rational,” Porto says. “There are people who 
put the fear of God into others about the poten-
tial legal hazard, but it is overblown and stupid 
and not a viable argument.”

To patients, it seems like a no-brainer to ask 
their opinion. “They have at least as much infor-
mation about how the system works as anyone 

who provides care,” Porto says. “Patients know 
things, and the things you are worried about 
them finding out? They already know them, 
too.”

If you want to understand how patients pro-
cess care and how to improve it, you have to 
see it through their eyes, says Michael Leonard, 
MD, a principal at Pascal Metrics, a Denver 
consulting firm that specializes in leveraging 
clinical and technical expertise to create plat-
forms to improve care and effectively measure 
the result. “There may be 120 people over five 
days involved in a heart patient’s care. The 
patient and the family experience it as a social 
process — were you nice, did they know what 

was going on, did they have a 
voice? We keep score technically 
in a hospital, and that’s where we 
disappoint them.”

Understanding the patient 
experience — their stories — is 
vital. The fear keeps them out of 
the loop, says Leonard. “When 
things go wrong, they aren’t told 
or acknowledged in most organi-
zations. The fear is that they will 
know that we make mistakes. But 
40% have experience with medi-
cal mistakes, and 66% have had 
one or know someone who had an 
error made. They already know.”

So if the fear is based on some-
thing that isn’t real, you have to 

find a way to get over your discomfort. “If you 
do, you can learn in a profound way.”

It is a fundamental shift to bring the patient 
to the table, but necessary, Leonard says.

“Remember that no one comes to the hospital 
on a good day. They walk in and are often told 
to go wait, and then they are ignored. They per-
ceive this as neglect, and you are automatically 
in service recovery from the start. Being aware 
of what it is like to be scared when you come 
into the care system, and then to redesign it 
around the experience you would want is pow-
erful,” he says.

Where to start

Most organizations start by getting patients 
involved with a patient or family advisory com-
mittee. Among the leaders in these efforts are 
children’s hospitals. At Children’s Hospitals 
and Clinics of Minnesota in Minneapolis, Tessa 

For more information on this topic, contact: 
• Kelly Podgorny, RN, MS, CPHQ, DNP, 

project director, Joint Commission, Oakbrook 
Terrace, IL. Email: kpodgorny@jointcommis-
sion.org.

• DeeAnn Vaage, RN, BSN, CIC, Infection 
Control Preventionist, Spencer Hospital, 
Spencer, IA. Telephone: (712) 264-6143.  n
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Billman started out as a family advisory mem-
ber for five years before being hired a couple of 
years ago as the family coordinator. Now, she 
coordinates all family involvement in the system.

She says participation is highly standardized, 
whether it is the family council, or the youth 
council, which is made of up current and former 
patients and their siblings. Family council mem-
bers have to have a family member of someone 
who has received care at the hospital. If they 
experienced a loss, they have to be two years 
out from that loss to participate. On the youth 
council, participants may be active patients or 
former patients. There are up to 17 members 
on the family advisory council with a range of 
outpatient and inpatient experience from the 
various clinics and two hospitals in the system. 
They work hard to have a good geographic and 
demographic range of participants, says Billman. 
Currently, there is one Spanish speaker on the 
council; the hospital provides an interpreter.

While 17 members is the ideal, and there are 
usually more applicants than seats, Billman says 
they would rather have fewer appropriate mem-
bers than just put bodies in the chairs. The peo-
ple who apply are all interviewed in the fall and 
start their terms of service in November. (For a 
sample initial application, see pages 78-79.)

Unlike many facilities, Children’s provide a 
$25 honoraria for members for each meeting. 
They also pay for parking and reimburse for 
childcare and mileage, and they provide a meal 
at every meeting.

Rapid response teams

The members steer the committee, but Billman 
is there to advise on political or business road-
blocks to their ideas. Other members of the 
council include a foundation member, an ED 
physician, a NICU nurse, and the director of 
child and family services.

Among the issues they have worked on was 
rapid response teams being family activated. 
Leonard mentions that when this idea was 
broached at one hospital he knows of, the staff 
were concerned that patients and families would 
call when their meals were cold or for other 
inappropriate reasons. The fears were never 
borne out.

Billman says the family advisory council 
worked on creating the brochure on family acti-
vation. She likes to note that every single rapid 
response team call in the first months resulted in 

a change of level of care.
Another project involved a physician in the 

ICU in the St. Paul hospital who wanted to 
create a document for informed consent for 
invasive procedures in the ICU under emergent 
conditions. “The physician was precise in what 
he thought, but after conversations with two 
families, he realized the document was fine, but 
the issue of when to present it was off. They 
explained that being shown forms when they 
first come in and are in shock does not work. 
They wanted the procedure explained to them 
after the first hour, and if there is time, they 
still want the procedure explained to them,” she 
says.

The youth advisory council works on issues 
that are more concerning to child patients 
but equally important — such as better food 
choices. For foreign speakers, some of the menu 
choices were downright strange: chicken fin-
gers, for instance. They worked on changing the 
menu so that it was better understood for non-
English speakers. They also got a grant last year 
to revamp the teen room and helped on room 
design.

Starting small

That the hospital CEO is supportive is help-
ful, Billman says. It has led to them adding 
patients and families to other committees, 
including quality and patient safety. “You need 
to have a door-opener first and foremost. But 
you also have to have training for the families.” 
At Children’s, families are trained on how to 
give feedback, how to frame negative experi-
ences in a productive way, and active listening. 
They are all schooled in HIPAA and sign confi-
dentiality agreements. That training helps other 
staff accept their presence and their input.

Billman also suggests starting small on non-
confrontational issues. “That will promote 
positive word of mouth.” When they first join a 
committee or partner with staff, allow time for 
family members or patients to tell their story. 
“You can’t deny the family perspective, and you 
can’t change perception,” she says.

She also recommends trying to match families 
with skills to the places where those skills can 
be used. Someone with IT experience might be 
good helping to create an EMR; someone who 
is involved in law or even a clergy member can 
be good on an ethics committee. “These are free 
resources,” Billman says.
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Virginia Mason in Seattle has had patients 
involved since 2005, when they started by get-
ting input from them for rapid process improve-
ment projects, which takes a week per project, 
says Celeste Derheimer, RN, MBA administra-
tive director of corporate quality and safety at 
the hospital.

Since then, they have expanded patient input 
to some of the standing committees. “The natu-
ral one was service leadership, a board subcom-
mittee where we wanted patient and family 
feedback on the patient experience,” Derheimer 
says. “More recently, we have included a patient 
on the quality assessment com-
mittee, which is a medical staff 
committee where there are con-
versations about care and where 
data is shared. This is confidential 
information, but I think because 
we have been doing that for a 
while, we had no pushback from 
the staff on that at all.”

Another reason why there was 
easy acceptance stems from nearly 
a decade of emphasis putting the 
patient at the top of the patient/
payer/provider triangle. “Our 
strategic plan in 2002 started 
that, and whenever someone gets 
into positioning or posturing or 
protecting the status quo, someone in the room 
always says, ‘What about the patient perspec-
tive?’ That really brings us back to why we are 
here,” Derheimer says.

Getting hard data on the impact patients have 
on quality and safety is difficult, and it has not 
been the focus. But Derheimer says they always 
have patient members of the committee report 
during weekly meetings. They also keep watch 
on patient satisfaction scores, believing that 
improvements are due to their patient focus, part 
of which stems from patient input.

Take the next step

When you are ready to take the next step, 
consider doing a QI project on outpatient sur-
gery, suggests Porto. You can talk to every 
patient there on a particular day. “You engage 
people who are getting care. One person on a 
committee who may or may not have had a good 
experience a long time ago will not give you the 
kind of feedback that a group of patients will. 
It is silly to talk about a project designed to 

improve patient care and not talk to them about 
it.”

As an example, Porto recalls going to do a 
class at a hospital. She had to be there early 
and went to the front door, where a sign said 
that it was locked between certain hours and 
to proceed through the emergency department, 
which was on the other side of the building. “If 
I was a pregnant patient in labor, that would 
be a pain. No one asked how to improve secu-
rity without impeding patients, nor did anyone 
make it known to the obstetricians to let their 
patients know that in off hours, they’d have to 

go through the ED.”
She mentioned another example 

where a patient had arrived at 
7 a.m. for a breast biopsy and 
sat for an hour in a paper robe 
clutching her husband’s hand. The 
doctor? He was not due to arrive 
until 8 a.m. “What is convenient 
for the organization or the pro-
vider may not be what is best for 
patients.”

Leonard says to think beyond 
specific projects. “Dana Farber 
has patients on every committee 
in the hospital,” he says. “The 
voice of the patient is vital. Ask 
whether everything you do is cen-

tered around the patient or if you just give it lip 
service and it is really all about you. You can 
tell easily. If you make a suggestion and the phy-
sicians say it is inconvenient, that’s the wrong 
answer.”

Patient-centered care

And do not be afraid of including minor 
patients in your efforts, Leonard says. “Children 
do not have a filter and will tell you exactly 
what they see,” he says. “Ask them how to 
make their experience better, how to make them 
feel safe and not so scared.”

Porto says that it has taken the National 
Strategy for Quality for people to consider 
changing the way they think. “If you have to 
choose between the doctor and patient, choose 
the patient.”

What’s the point of having a mission state-
ment that talks about being patient centered 
if you are unwilling to involve patients? asks 

continued on page 80
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Today’s date: 

1.  Your Name:  
2.  Home Address:  
3.  Phone Number:  Daytime:      Evening: 
4.  Email Address:
5.  Languages spoken in the home: 

6.  Occupation:  

* New families who are recently bereaved are asked to wait two years after the death of their child before applying to the FAC *

7.  Name of child with health needs/experiences (if more than one child please add under question #)

              Child’s DOB:            Relation to you:

8.  Child’s Primary Diagnosis: 

9.  Other Children?    Yes (please enter names and dates of birth)  No

10. What campus does your family primarily use?

Has your family used other Children’s locations (check all that apply)  Mpls      St. Paul West 
Roseville  Maple Grove  Woodwinds

11. Would you be able to make a commitment to attend 2 hour monthly meetins for a term of three years? 

Yes No
12. Would you be able to make a commitment to join other committees and project work groups that are held on 

various dates and times? 

Yes No
If yes, what is your availability? Please indicate the hours you are available:

Comments on availability? 

Day: Monday Tuesday Wednesday Thursday Friday Weekends

Daytime:

Evening:

FAMILY ADVISORY COUNCIL APPLICATION
Children’s Hospitals and Clinics of Minnesota

Please contact the council if you have any questions or need this application in another form i.e. Language, Braille, or Spoken Word
Voicemail: 651-220-6402 Email: familyadvisorycouncil@childrensmn.org

SOURCE: Children’s Hopsitals and Clinics of Minnesota
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SOURCE: Children’s Hopsitals and Clinics of Minnesota
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What does national 
strategy mean for QI?
Don’t wait for the next step, experts say

The National Strategy for Quality, released 
to Congress at the end of March, is just the 

first iteration of reports required by the Patient 

Protection and Affordable Care Act to outline 
priorities and areas of focus for healthcare. Last 
month, HPR talked to health information organi-
zations about its potential impact on quality and 
safety. This month, we asked for some idea about 
how it might affect other players.

Conceptually, it is a great thing to have an 
overarching strategy, says Nancy Foster, vice 
president of quality at the American Hospital 
Association (AHA). “This is just the very begin-
ning, and I think there will be a lot of challenges 
with the detail work.”

Hospitals, by and large, are all working very 
hard to improve safety and quality. However, 
says Foster, they are all doing different things, 
and doing them differently. They are also being 
asked to provide a wide variety of data to a large 
number of organizations. As an example, Foster 
mentioned the Washington Hospital Association, 
which has a list that is some 80 pages long of 
various items that members are required to 
report. “When you have so many things and such 
an onslaught of data, it is hard to figure out the 
high-value things to focus on.”

A common direction

The national strategy will help wade through 
all of that. “Right now, we are often stepping on 
each others’ toes and actually inhibiting our abil-
ity to improve quality. This is a way for stake-
holders to come together and come up with a list 
of what the priorities should be, where there is 
science that shows that we can do better, and a 
focus through which we can drive concentrated 
measurement and reporting to the public on our 
performance and focus on the strategies that are 
really effective.”

Foster believes this report — and the follow-
ups due this fall and beyond — will accelerate QI 
by getting rid of the din of activity and whittling 
down to what is important. “That is the intent of 
this: to get us all working in a common direction. 
But we do not know how to run fast doing that. 
We have to walk first. We will have to build an 
infrastructure that puts all the providers, organi-
zations, and patients — who have not been work-
ing collaboratively — on the same path, engaging 
in that collaborative work.”

She had hoped for more specificity in the initial 
report, but appreciates that a framework has to 
come first and that the Secretary of Health and 
Human Services needs to listen to what people 
have to say.

Porto. “We aren’t even on the dirt road of 
involving patients. Is that the best you can do? 
This is supposed to make sense to the end user, 
which is patients, not providers. You are sup-
posed to make the end user happy, and that’s 
patients, not providers. As long as you view 
physicians as your customers, not patients, you 
will not get anywhere near living your mission. 
That’s why patients will be arriving at 7 a.m. 
and sitting in paper gowns until the doctor gets 
there at 8.”

Billman says there is a great way to explain 
the rationale from the patient perspective to 
administrators or providers who are reluctant: 
“Nothing about me without me. Put them in the 
room.”

Back at Dana Farber, where a patient is on 
every committee, one patient mentioned how 
every time she went for chemotherapy, she 
had to drive around looking for parking, past 
numerous empty spots designated for physi-
cians. Leonard says: “She was driving in circles 
wanting to throw up and wondered why they 
couldn’t be the ones driving around looking for 
a space.” The hospital changed its parking as a 
result.

For more information on this topic, contact: 
• Michael Leonard, MD, principal, Pascal 

Metrics, Denver, CO. Email: mmleonard@vzw.
blackberry.net

• Tessa Billman, Family Coordinator, 
Children’s Hospitals and Clinics of Minnesota. 
Minneapolis, MN. Telephone: (612) 813-7407. 

• Grena Porto, RN, MS, ARM, CPHRM, 
principle, GRS Healthcare Consulting. 
Wilmington, DE. Telephone: (612) 220-8500. 

• Celeste Derheimer, RN, MBA, administra-
tive director, Corporate Quality and Safety, 
Virginia Mason. Seattle, WA. Telephone: (206) 
223-6792.  n

continued from page 77



July	2011	/	Hospital	peer	review ®	 81

Right now, Foster says the AHA is working 
to make suggestions to the Secretary of Health 
and Human Services on what should come next 
— a recent meeting of the National Priority 
Partnership was putting together questions about 
what they think the secretary should include to 
address issues like readmissions and hospital-
acquired infections. Foster encourages AHA 
members and other interested parties to be part 
of the conversation. “To the extent that you have 
ideas that can drive quality and safety forward 
and ideas about what the national strategy should 
focus on, submit them.”

Open books are a good thing

We have known for a long time that the 
health system in this country is “sub-optimal” 
in terms of safety, says Allan Korn, MD, chief 
medical officer of the Blue Cross Blue Shield 
Association in Chicago. “This did not start 
in 1999 with the Institute of Medicine report. 
Frankly, not a lot has changed, despite some 
individual achievements.”

Korn says his organization has long believed 
that focusing on quality and steering people 
toward it is a good idea. “We have a national 
commitment for being safer, more compassion-
ate, and more affordable,” he says. “That’s what 
the strategy is about.”

The solutions, though, aren’t in data collection 
and reporting, but in creating a better delivery 
system. The first report to Congress is a good 
start — Korn calls it “substantive in a light way. 
It sets a stake in the ground that says the federal 
government will pay attention to this. That mat-
ters. Everyone has to be on board.”

While the specific document may not be all he 
hoped, Korn is delighted at the added oomph this 
push will provide. But he is surprised at the mea-
sures included in the initial report. (See HPR June 
2011, pages 64-65 for a list of those measures.) 
All are things that BCBSA has advocated doing. 
And what alarmed him was the amount of push-
back coming from organizations about the strat-
egy. “I like to remind people that hiring more 
MBAs will not make accountable care organiza-
tions. We have to rethink the model of how we 
deliver care, how we exchange information, and 
how we manage the care of complex patients. 
One thing that really appalled me is that people 
are talking about how the money isn’t right. So if 
you have a goal to reduce harm by 25% but the 
money isn’t right, should you just let those people 

Healthcare providers 
collaborate for safety
SPS in Ohio wins kudos

A patient safety initiative in Ohio has led to 
health care savings of nearly $13 million, 

reduced patient days spent in the hospital by 900, 
and resulted in nearly 3,600 fewer adverse drug 
events and infections in children. It’s also garnered 
praise from US Secretary of Health and Human 
Services Kathleen Sebelius, who recently went to 
Ohio to recognize the work of the Solutions for 

die? Or should you start the work and get to the 
table to figure out the money while you are work-
ing to save those lives? Make incremental changes 
and figure out the money while you do it.”

For now, he thinks providers should continue 
working on improving healthcare — BCBSA 
is working on a patient safety training course 
and will continue to roll out its Blue Distinction 
Centers for organizations that do well on vari-
ous quality metrics. They are partnering with 
safety guru Peter Pronovost and hope to replicate 
Michigan’s Keystone project. The organization is 
also encouraging its CEOs to interact more with 
hospital trustees to get them interested in issues 
beyond finances. “Some of them know about 
other issues, but some do not. Raising awareness 
is good, and this provides another opportunity 
for that.”

Mimic the great organizations, Korn advises. 
“Cleveland Clinic, Mayo — they are already 
re-engineering the way they provide care. It is 
already safer, and their efforts are multi-disciplin-
ary down to the housekeepers. They may not call 
themselves accountable care organizations yet, 
but they are not standing still. None of us should 
be.”

For more information on this topic, contact:
• Nancy Foster, Vice President of Quality at 

the American Hospital Association, Washington, 
DC. Telephone: (202)626-2337. Email: nfoster@
aha.org.

• Allan Korn, MD, chief medical officer, 
Senior Vice President, Blue Cross Blue Shield 
Association, Chicago, IL. Email: allan.korn@
bcbsa.com.  n
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Patient Safety (SPS) project.
Launched in January 2009, SPS is a partnership 

involving 25 participating hospitals from Central 
Ohio, who came together at the behest of the 
Ohio Business Roundtable, which had been work-
ing for years to find ways to help its members 
control healthcare costs.

One of the roundtable members, Cardinal 
Health, a group purchasing organization, decided 
to put some money behind the idea, and two 
years ago, with $1.5 million, they took on four 
projects at 17 hospitals and the Ohio Children’s 
Hospital Association. The latter was already 
working collaboratively with stand-alone facilities 
as well as pediatric facilities housed within other 
hospitals.

The four projects were to reduce surgical-site 
infections and medication errors in children’s 
facilities, and to attack MRSA and other hospital-
acquired infections in the other hospitals.

According to Jessie Cannon, project director 
for SPS at the roundtable, getting the hospitals 
together was easy compared to some of the other 
hurdles. For instance, they talked to hospital 
leadership, and they talked to clinical providers. 
Getting the messages to flow between the two 
groups was an issue.

Another hurdle they overcame was dealing 
with how various facilities with different amounts 
of resources would contribute to the efforts. Some 
were large hospitals or systems that had cash and 
time to spare. Others were small community hos-
pitals that did not. “We had to be sensitive to the 
fact that they were in different places financially. 
We had to frame it carefully from the start.”

Dianne Radigan, the community relations 
director at Cardinal Health, says they wanted 
to see what they could accomplish in under two 
years. “We asked them what they needed in terms 
of professional development, tracking, whatever. 
They built the infrastructure to share information 
and started on the path. Our only caveat was that 
leadership had to be involved. If they were, we 
felt that whatever changes ended up being made 
would stick. We wanted it to become embedded.”

She says the work was “very thoughtful” and 
that the members worked as a team to “move the 
needle forward.”

“That was really interesting for me, to see how 
they encouraged each other. These are hospitals 
in a competing area with overlapping territories, 
but they did not compete. They shared everything 
and kept the perspective focused on the patients,” 
she says.

1. CAUTI is a common infection, responsible 
for as much as
a. 90% of all hospitalizations
b. 3% to 7% of infections
c. 80% of all hospital acquired infections
d. 20% of all hospital acquired infections

2. Patient involvement in rapid response 
teams 
a. leads to more complaints about parking 
and meals
b. leads to increased numbers of lawsuits
c. is ill-advised by risk managers
d. can catch problems that lead to chang-
es in levels of care

3. The National Strategy for Quality was re-
leased:
a. In March
b. Last fall
c. In December
d. In May

4. Ohio hospitals reduced MRSA bloodstream 
infections by
a. 42%
b. 15%
c. a third
d. 11%

The results have been impressive. In 18 
months, the hospitals saved $12.8 million and 
more than 900 hospital days. They figure they 
saved 14 lives. The latest report from the group, 
released in January, reports an 11% reduction 
in MRSA isolates, a 42% reduction in MRSA 
bloodstream infections, and a 37% reduction in 
central line-associated blood stream infections 
(CLABSI). Their work together led them to hire 
student nurses to do observational work at all 
the participating hospitals. They determined that 
hand hygiene was the most important factor in 
MRSA infection, and in a three-month period, 
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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. 

n Making the most 
of IT in QI

n Improving 
patient care in 
obstetrics

nHospice on the 
hot seat

n CLABSI reduction

COMING IN FUTURE MONTHS

they witnessed a 20% increase 
in hand-hygiene compliance. To 
reduce CLABSI, they found that 
the length of time the hub was 
scrubbed was instrumental, with 
the 15-second ideal met only 
20% of the time. Provider educa-
tion was implemented to improve 
that.

The group was energized 
enough that the children’s groups 
are going to attempt to “end 
all harm and eliminate adverse 
events within five years,” says 
Radigan. Cardinal Health is 
impressed enough with the ini-
tial work that it is kicking in an 
addition million dollars for that 
effort. “They have the baseline information and 
are looking in various areas to see where they 
are and where they want to go,” she says. “What 
they hope to change in quantifiable terms is harm. 
But what they are really working on is culture 
change.”

That they all sat down, shared information, 
and “no one died from it,” is something that does 
not really shock Mina Ubbing, MBA, FACHE, 
CEO of Fairfield Medical Center in Lancaster and 
board chair of the Ohio Hospital Association. But 
there are some for whom the fact that it went off 
without a hitch is amazing. “We put the patient 
and his or her well-being in the best place: at the 
forefront,” she says.

It was the larger systems that took more con-
vincing. Smaller hospitals like hers are “thrilled 
to get to participate” in big projects like this 
one. Usually, a community hospital in a smaller 
town does not have that kind of opportunity, 
and they are happy to sit together and work 
toward a common goal, Ubbing says. “No one 
brings us to the table, because what do we know. 
So we were happy. But for others, it was a new 
way of working. It is funny, because when there 
is a disaster, people come together, and this isn’t 
that different.”

Prospects for the future

One reason she thinks it worked was that they 
sent the clinicians in to talk to each other, not 
the guys in suits who carry calculators and sit at 
desks covered with law books. “When it is a level 
away from the business people, it works.”

The results were probably less 
surprising than the success of the col-
laborative effort. Ubbing says that 
she had an idea of the baseline and 
no real sense of what was possible. 
But she knew that with the emphasis 
on patient safety, there would be suc-
cess. “The clinicians did most of the 
heavy lifting.”

By 2020, the group hopes for a 
20% reduction in all harm and will 
continue to work together to achieve 
that and other goals.

Putting on her hospital association 
hat, Ubbing says she thinks that as 
the industry moves to a “blame free” 
culture, there will be more sharing. 
Reform is driving organizations to 

seek out best practices. Sometimes, learning from 
what others have done and succeeded at — or 
more pointedly, what they have tried that hasn’t 
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Nurses participate in this CNE/ CME program 
and earn credit for this activity by following 

these instructions.
1. Read and study the activity, using the provided 
references for further research.
2. Log on to www.cmecity.com to take a post-
test; tests can be taken after each issue or collec-
tively at the end of the semester. First-time users 
will have to register on the site using the 8-digit 
subscriber number printed on their mailing label, 
invoice or renewal notice. 
3. Pass the online tests with a score of 100%; you 
will be allowed to answer the questions as many 
times as needed to achieve a score of 100%. 
4. After successfully completing the last test of 
the semester, your browser will be automatically 
directed to the activity evaluation form, which 
you will submit online. 
5. Once the completed evaluation is received, a 
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worked — can bring the most impressive results. 
“You do not celebrate the mistakes, but you can 
learn vital lessons from them. The heart needs to 
be around the patients, not your market share. 
You have to collaborate.”

Perhaps Ubbing is most gratified at one other 
benefit of their work and the good press it has 
engendered: Several other hospitals have called 
from other regions asking how to go about setting 
up their own cooperatives.

For more information on this story, contact: 
• Jessie Cannon, Project Director, Ohio 

Business Roundtable, Columbus, OH. Telephone: 
(614) 378-2289.

• Mina Ubbing, FACHE, MBA CEO, Fairfield 
Medical Center, Lancaster, OH, and Board 
Chair, Ohio Hospital Association. Telephone: 
(740) 687-8009.

• Dianne Radigan, Cardinal Health, Director 
of community relations. Columbus, OH. 
Telephone: (614) 203-7946.  n



Today’s date: 
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2.  Home Address:  
3.  Phone Number:  Daytime:      Evening: 
4.  Email Address:
5.  Languages spoken in the home: 

6.  Occupation:  

* New families who are recently bereaved are asked to wait two years after the death of their child before applying to the FAC *

7.  Name of child with health needs/experiences (if more than one child please add under question #)

              Child’s DOB:            Relation to you:

8.  Child’s Primary Diagnosis: 

9.  Other Children?   o Yes (please enter names and dates of birth) o No

10. What campus does your family primarily use?

Has your family used other Children’s locations (check all that apply)  oMpls      oSt. Paul oWest 
oRoseville  oMaple Grove  oWoodwinds

11. Would you be able to make a commitment to attend 2 hour monthly meetins for a term of three years? 

oYes oNo
12. Would you be able to make a commitment to join other committees and project work groups that are held on 

various dates and times? 

oYes oNo
If yes, what is your availability? Please indicate the hours you are available:

Comments on availability? 

Day: Monday Tuesday Wednesday Thursday Friday Weekends

Daytime:

Evening:

FAMILY ADVISORY COUNCIL APPLICATION
Children’s Hospitals and Clinics of Minnesota

Please contact the council if you have any questions or need this application in another form i.e. Language, Braille, or Spoken Word
Voicemail: 651-220-6402 Email: familyadvisorycouncil@childrensmn.org



13. What services has your family used? (check all that apply) Check Past Year if you have used this service within 
the past year or Ever if you have ever used this service. 

Past Year Ever Past Year Ever
o o Emergency Room o o Hematology/Oncology

o o Inpatient Unit o o Home Care or Hospice

o o Neonatal ICU o o Immunology

o o Pediatric ICU o o Integrative Medicine

o o Day/Outpatient Surgery o o Lab

o o Short Stay o o Nephrology

o o Infant Care Center (ICC) o o Neurology

o o Special Care Nursery o o NICU follow up Clinic

Specialty Services o o Orthopedics

o o Asthma/Allergy o o Pain Team/Palliative Care

o o Audiology o o Pharmacy

o o Autism o o Psychiatry

o o Birth Center o o Psychology

o o Cardiology o o Respiratory/Pulminology

o o Cath Lab o o Radiology

o o Cleft/Craniofacial Clinic o o Sleep Lab/Clinic

o o Cystic Fibrosis Clinic o o Special Diagnostics

o o Developmental Clinic o o Surgery

o o Down Syndrome Clinic o o TAMS/Adolescent Medicine

o o Ear, Nose, and Throat o o Urology

o o Endocrine/Diabetes o o Other:

o o Epilepsy Clinic o o

o o Feeding Clinic Rehabilitation

o o Gastroenterology/GI o o Physical Therapy

o o General Pediatric Clinic o o Occupational Therapy

o o Genetics o o Speech/Language Therapy

Have you ever used the following Non-Medical Services? (check all that apply)
o Family Resource Center o Interpretive Services o Children’s Medical Organizer

o Financial Resources o Ethics Consult o Healing Quilt

o Sibling Play o Social Work o Caring Bridge Website

o Child Life o Children’s Webpage o Chaplaincy

o Other

13. What do you feel you could bring to the Family Advisory Council?

I acknowledge that I have provided accurate information to the best of my ability.

Applicant Signature        Date

Please send the completed application to:
Family Advisory Council – Mail Stop 70-403
Children’s Hospitals and Clinics of Minnesota
345 North Smith Avenue 
St. Paul, MN 55102


