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Combating drug diversion—what 
you can do to help
Drug diversion is a problem at every hospital, experts content

Many in healthcare will tell you outright that drug diversion isn’t a 
big problem in their organization, says Commander John Burke of 

the Warren County Drug Task Force in Lebanon, OH. “That is people 
putting their heads in the sand,” he says.

It’s happening everywhere. The question is whether or not you are 
catching it and trying to stay a step ahead of the diverters.

It’s hard to determine the scope of the problem in hospitals, says 
Gina Pugliese, RN, MS, vice president of the Premier Safety Institute in 
Charlotte, NC. “There isn’t a lot of data for the acute care setting,” she 
explains. But she says there is data showing that between the mid-1990s 
and the mid-2000s, the number of opioid prescriptions has doubled, 
that Fentanyl sales have quadrupled, that opioid deaths are up 100%, 
and that there were some 2 million drug abusers over the age of 12 in 
2010. Those bits of data indicate the scope of the problem in the wider 
community, and what is a hospital but a microcosm of the community 
in which it exists?

During a webinar on the topic in September, Pugliese asked how 
many of the 2,000 attendees had investigated a potential drug diversion 
incident. Only 70% responded yes.

You might view this as a problem for security or law enforcement 
— or risk management if you have patients who have been adversely 
affected. But it’s a patient safety issue, too, says Christian Hartman, 
PharmD, MBA, FSMSO, founder and president of the American Society 
of Medication Safety Officers, director of clinical quality and patient 
safety at Wolters Kluwer Health, and a partner at Lucian Metrics in 
Boston. It impacts patients who don’t get the medication they need 
because someone is stealing it and patients who are under the care of 
someone who is an addict and is probably not functioning at his or her 
best or with the needs of the patient in mind.

Pugliese mentions a case where a drug diverter was pulling meds out 
of vials and replacing it with a single bag of saline she kept. But that 
saline was contaminated with bacteria that ended up infecting patients. 
“They spent so much time ruling out so many other things — the pump, 
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contaminated narcotic from manufacturers, 
whether the patients had bloodstream infec-
tions. Some even went to surgery to find out 
what was wrong. In retrospect, they found one 
provider that had a high frequency of access-
ing the lock box. And the person diverting was 
close with the people doing the investigation.” 
It took a long time to untangle.

Build a team, make a plan

Burke says if you have patients who are tak-
ing pain medications on an as-needed basis, you 
probably have drug diverters or people aspir-
ing to divert drugs. And even if you are a lucky 
organization where this hasn’t occurred, you still 
need to have a plan for it if it does.

That means putting together a team who will 
handle all cases of suspected drug diversion. He 
suggests the head of pharmacy, someone from 
nursing, a representative from human resources, 
and perhaps someone from security, depending 
on the role security plays in your organization. 
Any time there is a discrepancy in counts or 
charts, this is the group that will convene and try 
to figure out if there has been a theft, and if so, 
what happens next.

“That doesn’t mean that they meet as soon 
as you find a discrepancy in what you should 
have,” he says. “Give the nurse manager a time 
limit to try to resolve it. If he or she can’t do it in 
a day or two, move it up to the team.”

If you do suspect theft, how do you determine 
the culprit? Consider the people who have access 
to the medications, he says. Is anyone exhibit-
ing a change in behavior? That might not mean 
drugs; it could be a divorce or a problem child. 
But be aware of it. Look at whether someone 
is disappearing into the bathroom a lot. Or if 
a particular nurse has patients who just aren’t 
doing as well as they should be. Know what 
the typical charting behavior is of your nurses. 
“If someone’s charting or reports are suddenly 
different, or if there is a lot of wastage with 
someone where there wasn’t before, that is a red 
flag,” Burke says.

Auditing charts is necessary to keep track of 
what’s normal and what looks fishy, he contin-
ues. Consider doing charts from half the nurses 
or others who have access to the drugs each 
month. If someone is on your radar as being 
suspicious, make sure that employee’s charts are 
audited regularly until you allay your suspicions 
or find proof that there is a problem.

Burke says you should talk to the patients who 
are on PRN medications. Find out if they are 
doing better or if they are having more pain than 
they ought. If you suspect a nurse who is dealing 
with a patient of this kind, ask the patient if he 
or she recalls asking for medication at the times 
when the nurse has indicated. Look at nurses 
who are always short in their counts. If someone 
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has documented that they witnessed wastage, 
check with that person that any initials or signa-
tures are, indeed, theirs. Taking pills that were 
supposed to be disposed of is another tried and 
true method for diverters, he adds.

Pugliese says that you can go deeper and look 
at your HCAHPS scores and see if pain manage-
ment is getting the patient satisfaction scores you 
think it should. If it isn’t, look deeper at some 
of the adverse events you have related to opioid 
use. If you are having an unexpected number of 
patients with pain continuing after medication, 
you may have a diversion problem.

Increasingly, Burke says, you have to think 
about not just controlled substances, but other 
expensive drugs. In an economic recession, when 
many are struggling, it’s possible that someone 
will steal some expensive brand-name drug for a 
family member who can’t afford it. “Know what 
the expensive drugs are that you keep on the 
floor,” he says. “Spot check them. It’s not the big 
issue, but it’s still something to consider.”

While a large, busy facility with a large num-
ber of employees might offer better cover for 
diversion, even small hospitals should be on 
guard. Rosemary Hargreaves, MHA, BSN, AS, 
RN, LSSGB, is director for performance improve-
ment and risk management at Shriner’s Hospital 
in Boston, a 30-bed facility. But she came from 
Boston City 14 years ago, where they worked 
hard to develop a comprehensive drug diversion 
prevention plan, and she took that information 
with her to her new role.

One of the big lessons she learned was to look 
at the packaging that drugs come in to see if it 
makes it harder to steal, or easier. She recalls one 
medication that came in clear vials with clear 
stickers. If you looked quickly, you’d think the 
drug information was printed directly on the 
glass. But the label was a sticker that could eas-
ily be swapped for a sticker from a less high-risk 
drug. “They could have taken a vial of Demerol 
and replaced the label with one for saline,” she 
says.

Cardboard packaging is easier to tamper with 
than plastic, says Hargreaves. If you have things 
coming in boxes, look to see if the integrity of 
that package has been violated. If it’s a signifi-
cant worry or problem, you can often work with 
the company to change packaging to make it 
more impregnable.

She also makes sure that all the employees 
know that chain of custody is continuously 

audited. “We include that in orientation,” 
Hargreaves says. If they know up front that this 
is something you look at and look at regularly, 
they may be less willing to take a chance stealing 
from your facility. 

Most important, though, is having the kind of 
environment where anyone can speak up about 
suspicions, Hargreaves says. People don’t like to 
think that a member of their team, with whom 
they work closely, would do anything to harm 
a patient. “They will second-guess themselves, 
especially if it’s a drug that sounds like some-
thing less dangerous or looks like something less 
dangerous.” Employees need to feel comfortable 
and have a willing and non-punitive person to 
confide in. If need be, follow in the footsteps of 
Mayo Clinic, which has an extensive list of best 
practices related to preventing drug diversion. 
(For links to a list of some of Mayo’s protocols, 
see box page 4.)

Spend now to save later

Some of the things you can do to prevent 
diversion take time and resources, Pugliese says, 
but they work. These include using two people to 
confirm all transitions of controlled substances 
— from pharmacist to lock box, from lock box 
to patient. Check how many times the lock 
boxes are being opened, she says. It can tell you 
if someone is taking peeks to see what’s there 
but not taking anything out. Try to make things 
dose-specific, rather than a range of doses, so 
that all of what is leaving the pharmacy is going 
into the patient. “Randomly assay waste from 
units and from pharmacy. Do more blind count-
ing. And do it all with two people.”

Add video cameras in key locations, and put 
the lock boxes in high-traffic areas, she says. 
And be sure to push your legislators and regula-
tors to institute centralized databases of diverters 
so they don’t hop from place to place. “These 
people aren’t stupid. They are clever. They will 
quit before your suspicions are too intense. They 
will create special pockets to conceal syringes to 
swap out. They will count on the trust of their 
coworkers who don’t want to believe the worst 
of them.”

Look, too, at reducing your use of opioids 
in general. They are often the first thing that is 
prescribed with certain kinds of patients, says 
Pugliese. 

Hargreaves says to shell out for new tech-
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nology when it comes out. And pay for good 
background checks on employees who will have 
access to the drugs, she adds. 

Balking at the cost? A drug diversion case 
is expensive. “When you think of all the pro-
grams you have to implement for patient safety 
and quality, you don’t balk at other things that 
reduce harm. This is just another program to 
reduce harm,” Pugliese says.

RESOu RCES
• National Association of Drug Diversion 

Investigators: http://www.naddi.org.
• Pharmaceutical Diversion Education: http://

rxdiversion.com/ A consultancy that works with 
healthcare organizations to determine their risk 
and help them address problems. 

• U.S. Department of Justice Office of 
Diversion Control: http://www.deadiversion.
usdoj.gov/Resources.html includes a great list of 
resources.

• Minnesota Controlled Substance Diversion 
Prevention Coalition: http://www.health.
state.mn.us/patientsafety/drugdiversion/divre-
port041812.pdf and http://www.health.state.
mn.us/patientsafety/drugdiversion/divroad-
map041812.pdf offer a wealth of data and tips 
for prevention. 

• Premier Safety Institute: https://www.pre-
mierinc.com/safety/topics/drug_diversion/index.
jsp includes links to drug diversion resources, 
articles, a webinar, and the vaunted Mayo Clinic 
protocol.

For more on this topic contact: 
• Commander John Burke, Warren County 

Drug Task Force, Lebanon, OH. Email: burke@
naddi.org. Telephone: (513) 623-3278.

• Christian Hartman, PharmD, MBA, FSMSO, 
President American Society of Medication Safety 
Officers, Boston, MA. Email: christian.hartman@
gmail.com.

• Gina Pugliese, RN MS, Vice President, 
Safety Institute, Premier Healthcare Alliance, 
Charlotte, NC. Email: Gina_Pugliese@
PremierInc.com

• Rosemary Hargreaves, MHA, BSN, AS, RN, 
LSSGB, Director for Performance Improvement/
Risk Management, Patient Care Assessment 
Coordinator, Meaningful Use Authorized Agent. 
Shriner’s Hospital, Boston, MA. Email: rhar-
greaves@shrinenet.org. Telephone: (617) 371-
4780.  n

Salaries on the rise
HPR survey shows raises are back on the table

 

Two years ago, when Hospital Peer Review 
did its salary survey, we were in the midst of 

the deepest recession that this country had known 
since the Great Depression. And salaries reflected 
that. Some who responded to the survey had expe-
rienced cuts in their salaries, and a third of them 
reported they hadn’t had a raise that year. This 
year, three-quarters of the respondents reported a 
raise in salary. Half of them said the increase was 
just 1-3%, but there were others who were seeing 
a raise of greater than 5%.

Salaries are mostly in the same range, with 
about half of respondents making between 
$40,000 and $80,000 per year, a bit more than 
30% taking home between $80,000 and $89,000 
annually, and an eighth earning in the $90,000-
99,000 range. Nearly a third make more than 
$100,000.

People are working more for their pay and earn-
ing those raises. While in 2010 there were some 
respondents who weren’t working full time and 
just one working more than 60 hours a week, 
everyone is pulling at least 40 hours a week this 
time. And just less than 20% are working 56 
hours a week or more. Most work between 46 and 
55 hours a week. 

There seems to be more room for less educated 
staff, which may indicate a loosening of the purse 
strings for new hires. There are some respondents 
who have two-year degrees or two years of college. 
Two years ago, everyone had at least a bachelor’s 
degree, and more than half had a graduate degree 
of some sort. Two-thirds either had an advanced 
degree or had spent some time in graduate school. 
This year’s survey shows 40% with a graduate 
degree, and 20% in each of the other categories: 
AA degree, bachelors degree, and some graduate 
work.

The experience level of quality professionals is 
impressive. A quarter of respondents said they had 
spent at least a quarter of a century working in 
the quality arena. Another quarter had worked as 
quality professionals for between 10 and 24 years. 
Just an eighth clocked less than a year in the set-
ting. Everyone had at least 10 years in healthcare 
in general, but more than two-thirds had more 
than 25 years.

That experience is reflected in the age of respon-
dents. Nearly three-quarters are over 50, with a 



January 2013 / HOSPITAL PEER REVIEW® 5

fifth in the 51-55 range, 40% in the 56-60 range, 
and another 13% aged 61-65. There are some 
youngsters, though: 20% are younger than 40. But 
given that age and experience level, there is prob-
ably going to be some difficulty finding the kind of 
experience that hospitals have now as their current 
quality leaders retire.

Changing job, changing need

That’s something on the mind of many people 
in healthcare. “It is hard to find the right person,” 
says Larry Mandelkehr, MBA, CPHQ, director of 
the department of performance improvement at 
the UNC Health Care System in Chapel Hill, NC. 
“We will have to create the right environment to 
retain staff — a combination of challenging work, 
a supportive environment, and flexibility.” And 
to do that, he says, it’s entirely likely they’ll have 
to pay more in salary. “Finding the right match is 
hard and more important than the budget.”

He adds that they will add staff as the things 
that have to be measured, abstracted, or acted 
upon increase. That means that more core mea-
sures — and there are two more just announced 
by The Joint Commission (see story page 10) — 
means more staff are needed.

To get one of the jobs — new or replacing 
someone who left — the right candidate will have 
to have something special, and for Mandelkehr, 
that likely means Lean or Six Sigma certification. 
“It is becoming the norm,” he says. Familiarity 
with Affordable Care Act programs is also a plus 
for candidates. 

The person who is successful on the job will 
be someone who is good at managing multiple 
projects. “They will have to be able to split their 
time into small slices, managing more projects, 
processes, and reportable measures,” Mandelkehr 
says. 

Jerod Loeb, PhD, has seen great changes in the 
quality improvement field during his tenure at The 
Joint Commission. Currently executive vice presi-
dent for the division of healthcare quality evalua-
tion, he has spent nearly 20 years there breathing 
the quality message. 

He thinks that knowing about high-reliability 
organizations will be a key for successful quality 
professionals in the future. As for how many such 
people an organization will need, that will depend 
in part on how much quality measurement has 
“been made a byproduct of healthcare delivery 
through use of electronic health records.”

Retention is important, though. There is an 
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aging workforce, and more emphasis on quality 
than ever, Loeb says. “Creating and maintaining a 
superior culture will help to retain the best and the 
brightest. But this is true within and outside of the 
sharp end of health care delivery.”

Loeb thinks that the end result of Meaningful 
Use will have a big impact on quality as a subsec-
tion of healthcare. 

In her 30 years in healthcare, Mary Ann Holt, 
RN, MSN, a partner at IMA Consulting in Chadds 
Ford, PA, has seen quality improvement roles 
change from someone managing daily operations 
to someone looking intently at the way in which 
healthcare is delivered.

She thinks one of the key changes in the role to 
come is that the traditional silos separating func-
tions, units, departments, and points on the contin-
uum are going to disappear, or at least become less 
evident. If heart failure readmission rates are bad, 
you can’t just look at a bunch of parallel events to 
figure it out. You have to look at the way things 
intersect and interact. Pharmacy needs to look at 
medication reconciliation; nursing needs to focus 
on patient education; case management needs to 
look at the continuum of care. “And all of them 

need to understand they are working on the same 
thing,” says Holt.

Knowing how to communicate with provid-
ers at every level both within your facility and 
also outside it, elsewhere on the continuum of 
care, is going to be a vital element to success in 
QI. “Communications are more important now 
with the outpatient environment,” she says. 
“Quality managers need to be more aware of 
cultivating relationships with internal and exter-
nal stakeholders.”

Accountable care organizations are a focus, as 
is service line management. So quality managers 
are going to have to step up and be the bridge 
between in- and outpatient providers. “As much 
as we depend on technology, that won’t be the 
solution, either,” Holt says. “Patient stays are 
at three or four days.” She remembers being 
a nurse at the bedside when newly admitted 
diabetes patients stayed in the hospital for five 
days, and cardiac cath-lab patients stayed three. 
Now it’s outpatient for one and six hours for 
the other. There isn’t a lot providers can do in a 
short patient stay regarding communicating with 
rehab and the outpatient physicians. “You will 
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have to be that bridge. You will have to help 
every point on the continuum control costs and 
control readmissions.”

Help them learn what they need

Other skills she thinks are vital to a successful 
quality manager include reading financial reports 
and having a basic level of business education. 
“That’s not part of most nurses’ education, but if 
they move into quality positions, they will need it.”

She gives every member of her staff and every-
one she mentors a subscription to the Harvard 
Business Review. It provides a wealth of business 
knowledge and ideas that can be poached from 
other industries for use in healthcare. It’s not a 
wild notion any more, with Lean management and 
airline reliability theories floating down the halls 
of the best facilities.

Look for formal classes — sometimes there are 
business classes that offer continuing education 
units, Holt says — or informal ways to improve 
your knowledge. Ask someone in the finance 
department to mentor you. Indeed, ramping up 
the mentoring system in your facility is one way 
you can help just about everyone do a better job at 
almost anything. “Some organizations are better 

How many hours a week do you work?

than others at finding internal mentors for people. 
Be one of the good ones.”

Holt says you will probably have to find some 
expertise from within your organization — there 
just isn’t enough talent out there to replace every-
one who will retire in the coming years. That 
makes identifying mentors even more important. 
Look at your board members, department heads, 
and directors and see what their skill set is. If you 
have people on staff who could use some of what 
they know, foster that. “We can’t just promote 
people and not support them in their new role,” 
she says. “You can’t say you’ll help educate some-
one for a new job and not follow through.”

For more information on this topic, contact:
• Larry Mandelkehr, MBA, CPHQ, Director, 

UNC Health Care System, Department of 
Performance Improvement, Chapel Hill, NC. 
Email: lmandel@unch.unc.edu. Telephone: 919-
966-0488.

• Jerod Loeb, Ph.D., Executive Vice President, 
Division of Healthcare Quality Evaluation, The 
Joint Commission, Oakbrook Terrace, IL. Email: 
Jloeb@jointcommission.org. 

• Mary Ann Holt, RN, MSN, Partner, IMA 
Consulting, Chadds Ford, PA. Telephone: (866) 
840-0151.  n
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New help to keep 
healthcare equal
NQF releases disparity-sensitivity document

No one likes to think that their care differs 
based on some external element of the patient 

— the way they look or talk, their perceived class. 
But study after study shows that we aren’t as blind 
to difference as we’d like to think. But how can 
you make sure that the work you do in quality 
takes account of potential disparities?

The National Quality Forum (NQF) published 
a paper in November that should help to “weave 
disparities assessment into our measurement 
efforts,” says Helen Burstin, MD, MPH, senior 
vice president for performance measures at the 
NQF. Until now, measuring for disparities was an 
“afterthought,” says Burstin. “The hope is that 
if there are clinical areas with known disparities, 
then we won’t be content looking at the overall 
rate without diving deeper to see the differences 
across populations.”

NQF reviewed more than 500 measures to 
determine just which were disparities-sensitive. The 
team involved looked at issues of prevalence, qual-
ity gap, and if it could be linked to an endorsed 
measure related to cultural competency or pre-
ferred practice.

Eventually, with adequate sample sizes, strati-
fied reporting of these measures might be encour-
aged or required, although the report notes that 
many people worry that reporting such results will 
lead to organizations “cherry picking” patients 
that will improve their scores and not accepting 
those that might hurt them. The goal is to improve 
any disparities of care quickly so that’s not an 
issue.

Among the measures listed as disparity sensi-
tive are those related to esophagectomy for cancer, 
fibronolytic therapy within 30 minutes of hospi-
talization for heart attack patients, children who 
receive family centered care, and relative resource 
use for people with diabetes and those with car-
diovascular conditions. There are 80 measures 
included.

The complete list of measures and the entire 
report is available at http://www.qualityforum.
org/projects/Healthcare_Disparities_and_Cultural_
Competency.aspx#t=2&s=&p=3|.

Burstin says that quality managers should 
consider the list of disparities-sensitive measures 

and consider if they should be stratifying data. 
“It should be an interesting exercise for quality 
managers,” she says. It may also point to some 
populations at risk “who may need some tar-
geted outreach. It also may provide important 
insights on disparities and cultural competency 
that could inform staff training and community 
engagement.”

NQF will build this assessment of disparities-
sensitivity into the prospective assessment of all 
measures, she says. “We will also need to con-
sider how to best build these demographics into 
the emerging electronic data platform so that the 
information can be collected from patients once 
and use across the healthcare system to assess 
disparities.”  n

Readmissions are on 
more shoulders now
Reports looks at how all players impact data

You know that you are going to get dinged 
for any unplanned readmissions related to 

a patient’s original hospitalization. You have 
probably felt the heat about that for some time 
and have worked on how to make sure no one 
bounces back unless it’s part of the plan. Well, 
now you can feel less alone. The National 
Committee for Quality Assurance (NCQA) 
released its Insights For Improvement: Reducing 
Readmissions: Health Plan Performance report in 
November and it includes a good deal of empha-
sis on how hospitals aren’t alone in this (to see 
the entire report, go to http://www.ncqa.org/
Portals/0/Publications/2012%20BI_NCQA%20
ReAdMi%20_Pub.pdf).

The report, which includes a detailed look at 
the Plan All Cause Readmissions measure from 
development through initial data, includes com-
mentary about the multiple factors in the in- and 
outpatient settings that can impact readmission, 
and how a strategy that keeps both elements in 
mind is required. “From a system perspective, a 
safe transition from a hospital to the community 
or a nursing home requires care that centers on the 
patient and transcends organizational boundar-
ies,” the report states. 

The NCQA has the Plan All Cause 
Readmissions measure to “complement hospital-
based measures,” the report notes, and put some 
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emphasis on how well plans as a whole manage 
the care members receive in the wider community. 
Together, the authors hope that hospital readmis-
sions data and the plan all-cause readmission data 
will provide more fodder for improvement in the 
delivery of care and the outcomes for patients. 

The issue has to be addressed: NCQA says 
that up to a fifth of Medicare patients are read-
mitted within 30 days, and a lot of those could 
be prevented.

“One of the main things we wanted to do was 
call attention to the importance of readmissions 
as an issue and to highlight the fact that hospital 
readmissions are not strictly a hospital problem,” 
explains Robert Saunders, PhD, assistant vice 
president of research and analysis at NCQA and 
one of the main authors of the report. “Many fac-
tors go on in the lives of patients, particularly once 
they leave the hospital. While other measures have 
been focused on the hospital, we know that there 
are other actors and factors. We believe as a mat-
ter of philosophy that a health plan has a role in 
shaping the coordination activities.” He hopes the 
report will help hospitals develop strategies and 
the impetus to connect to those other parts of the 
continuum and work on issues of care coordina-
tion. “We wanted to highlight the fact that mea-
surement in the area of readmission has to also 
take into account the health plan focus.”

This is not necessarily something new, says 
Mary Barton, MD, vice president of performance 
measurement. “But we are putting this all in one 
place and cementing the idea of those connections. 
You should look at where your interests are lined 
up with others in the community and think about 
how if you worked more together, how much 
more effective you would be.”

Saunders says looking at the history of the plan 
measure might be interesting to some, too. “When 
we developed the measure, much of the work was 
focused on hospital-based measures on congestive 
heart failure, pneumonia, and myocardial infarc-
tion — and with good reasons,” he says. “But the 
process of the care, the issue of handoff problems, 
the issue of patients coming back, well that all 
spans diseases. We wanted to focus on the total-
ity of the problem, even if people are looking for 
actionability on specific causes of it. There are 
some issues of commonality, even if there are also 
some intervention opportunities that are related to 
specific causes.”

The first data on the Plan All-Cause 
Readmissions shows that some areas are doing bet-

ter than others. Seattle region had the best perfor-
mance, for both commercial and Medicare plans. 
In the commercial sector, there was about 15% 
less readmission than expected. Kansas City region 
had the worst performance in both commercial 
and Medicare, with about half a percent more 
readmissions than expected in commercial plans.

But overall for both Medicare and commercial 
plans, there were slightly fewer readmissions than 
expected. 

To continue on this path, hospitals should be 
looking for problem areas in care transitions, 
improve transition planning with the receiving 
care setting, and letting the patient’s usual doc-
tor know of the transition. They can improve 
communications with patients about the pend-
ing transition of care, and their health status and 
plan of care. For high-risk patients, the report 
suggests hospitals work on creating systems 
that proactively coordinate services and educate 
patients and caregivers about how to prevent 
bouncing back to the hospital. 

“This is an issue of equity and disparity,” 
Barton says of the effort made on the measure and 
data collection. “When you don’t measure all-
cause readmission, you don’t have information on 
people who have COPD and CHF. You have one 
or the other. This is meant to be an instigator for 
system thinking, for a broad look that will help 
patients make successful and safe transitions.”

For more information on this topic, contact:
• Robert Saunders, PhD, Assistant Vice 

President, Research and Analysis, NCQA, 
Washington, DC. Telephone: (202) 955-1746.

• Mary Barton, MD, Vice President 
Performance Measurement, NCQA, Washington, 
DC. Telephone: (202) 955-3500.  n

underappreciated 
source of pain
Pressure ulcers program solves problem

One in five. That was the incidence and preva-
lence of pressure ulcers in 2007 at Onslow 

Memorial Hospital in Jacksonville, NC. Jo 
Malfitano, RN, MSN, performance improvement 
director at the facility, says they did not realize 
how big the problem was until they did a project 
through the Institute of Healthcare Improvement. 



10 HOSPITAL PEER REVIEW® / January 2013

That number was unacceptable, so they took it 
on as a challenge. And by challenge, they meant 
“solve the problem” but also “competition.”

After looking at the scope of the problem — 
which had not been adequately measured before 
the IHI initiative — Onslow got a certified 
wound ostomy nurse on board as a skin care 
champion. They worked on training nurses, and 
changed documentation to include an assessment 
on admission and daily as long as the patient 
remained in the hospital. That “real time” 
review of skin condition was important, says 
Malfitano. Each shift gets a documented report 
on the state each patient’s skin when they come 
on duty.

Units competed with each other to get their 
rates up — or down depending on the data point 
— with the highest compliance rate unit winning 
a pizza party six months into the project. The 
unit was recognized in the organizational news-
letter, too. 

Data were examined regularly, says 
Malfitano, which helped them determine which 
units were doing well and which needed more 
help. Eventually, each unit had stellar perform-
ers named skin care champions, who along with 
nurse managers got further recognition and 
reward from the administration and board. 

Since the project was implemented, nearly 
every patient has had a daily pressure ulcer risk 
assessment. There are new patient and family 
educational materials on pressure ulcers, includ-
ing a video-on-demand program and reader-
friendly handouts. 

As of December 2007, there was zero inci-
dence of pressure ulcers, and nursing units were 
more than 90% compliant with completion of 
the assessment on admission and daily after that. 
They were more than 95% compliant with all of 
IHI’s prevention initiatives related to pressure 
ulcers, including moisture, optimizing nutrition/
hydration, use of pressure relieving surfaces and 
repositioning.

Three years later, incidence remained zero and 
compliance neared 100%. Five years later, and 
they are still going strong with rates at zero or 
close to it, she says.

Malfitano says that not knowing the scope 
of the problem was a shock. Having the wound 
care nurse coach them on the importance of 
quarterly — not annual — investigation was key 
to keeping the rates down. 

It’s a little easier now, as last fall they started 

capturing data electronically. That will make 
knowing how they are doing at a specific point 
in time or over a span of time equally easy.

Pressure ulcers are the least glamorous of 
healthcare-acquired conditions. But they are 
one, just as CLABSI or CAUTI. And you can 
lose reimbursement for patients who suffer from 
them. That makes solving the problem more 
important now than ever, she says. “Infection is 
important, and it gets higher levels of scrutiny. 
Pressure ulcers just don’t get the press.”

Still, skin integrity counts, and Malfitano is 
proud of what her facility accomplished in a 
relatively short time by increasing awareness 
and putting an element of competition in her 
project. 

“It all goes back to culture,” she says. “Keep 
patients at the center of your energy and the 
focus and the why behind what you do. Do all 
you can, every day, to provide the highest qual-
ity care and safety for every patient every time. 
It wasn’t a difficult project. It was just a collab-
orative team of nursing, rehab, physical therapy, 
and wound care. The front-line team made this 
happen. They were a team that said we can do 
this to make it better, using IHI proven prac-
tices. We did not have to reinvent anything. We 
just applied it locally.”

For more information on this topic con-
tact Jo Malfitano, RN, MSN, Performance 
Improvement Director, Onslow Memorial 
Hospital, Jacksonville, NC . Telephone: (910) 
577-2549.  n

TJC expands core 
measure sets
One mandated, one choice

On Jan. 1, 2014, The Joint Commission will 
start holding accredited hospitals respon-

sible for two more core measure sets. Four of 
the six will be mandatory for all hospitals that 
serve populations addressed by them and their 
related measures — those for acute myocardial 
infarction, heart failure, pneumonia, and the 
Surgical Care Improvement Project. The two 
new ones are for hospitals that meet specific 
criteria. 
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CNE QUESTIONS

1� Fentanyl sales increased by how much between the 
1990s and 2000s?

 a� 40%
 b� 4000%
 c� 4 times
 d� 25%

2� The NQF released how many disparity sensitive 
measures?

 a� 80
 b� 50
 c� 60
 d� 90

3� According to NCQA, how many Medicare patients are 
readmitted within 30 days?

 a� up to a tenth
 b� up to a fifth
 c� up to a third
 d� up to half

4� The Joint Commission’s expanded performance 
measurement requirements for accredited general 
medical/surgical hospitals will take effect when?

 a� June 1, 2013
 b� Oct� 1, 2013
 c� Jan� 1, 2014
 d� June 1, 2014

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� 

n Improving transfusions 
to save lives

n Accreditation field 
report

n Imaging and patient 
safety

n Improving safety by 
improving integration

n Top safety worries of 
2013

COMING IN FUTURE MONTHS

Hospital Report blog
For further analysis and discussion of topics important 
to hospital professionals, check out Hospital Report, 
AHC Media’s new free blog at http://hospitalreport�
blogs�ahcmedia�com/� Hospital Peer Review’s executive 
editor Russ Underwood and associate managing editor 
Jill Drachenberg both contribute�  n

Hospitals that have at least 1,100 births per year 
will have a fifth mandatory set. That threshold may 
change after a year or two of evaluation. If any-
thing, it is likely to be lowered so that more hos-
pitals will be included. Even if it’s not required for 
your hospital, TJC suggests adopting the measure. 

The last measure requires all hospitals to choose 
something from an approved list of potential mea-
sures. They are: asthma care for children, emer-
gency department care, hospital-based inpatient 
psychiatric services, hospital outpatients, immuni-
zation, tobacco treatment, stroke, substance use, 
and venous thromboembolism. 

Hospitals are required to modify and update 
measure set selections two months before the 
start of data collection on Jan. 1, 2014, but “data 
received for the newly added measure sets and 
measures will not be incorporated into calculations 
for either Performance Improvement (PI) Standard 
PI.02.01.03 ... or the Top Performers on Key 
Quality Measures program until sufficient data are 
received. This will provide hospitals a minimum 
of 12 months and up to 23 months of experience 
with the new measure sets before the data are 
included in performance calculations,” according 
to a Joint Commission news release.

The new measures don’t apply to critical access 
or specialty hospitals.  n
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CNE INSTRUCTIONS 

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 
credit letter will be e-mailed to you instantly�  n

BINDERS AVAILABLE

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

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

If you have questions or a problem, please call a customer 
service representative at (800) 688-2421�


