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IN THIS ISSUE Meaningful Use: What to do if you’re 
behind in your preparations
If you thought it might be further delayed, you were wrong

There were a lot of hospitals and healthcare providers who believed 
that Meaningful Use would go the way of ICD-10 coding: It would 
be delayed and delayed and altered and delayed again. So instead of 

jumping on any bandwagon, they opted to wait. Now, however, some of 
those facilities are finding themselves very behind in their preparations, and 
now Stage 2 is bearing down on them. There is at the outside less than a 
year to get prepped for Stage 2 implementation, when organizations have to 
not just collect specific data electronically, but begin to share that data on 
exchanges and begin to use the data to help make real-time clinical decisions.

Marcy Cheadle, RN, director of advanced clinical applications at Spokane, 
WA-based Inland Northwest Health Services (INHS), says she has helped 
more than 20 hospitals achieve Stage 1, but be pretty far down the path for 
Stage 2. Another four are attesting for Stage 1. They range from critical access 
hospitals with just 25 beds to facilities with more than 700 beds.

INHS is a non-profit organization that runs a rehab hospital, a critical 
air ambulance service, a tele-health network, and a technology division. Its 
200 tech experts often run the IT systems in hospitals and health systems 
throughout the inland Northwest region, as well as in other areas of the 
country. Among the INHS facilities are more than a dozen on the Most 
Wired list by Hospitals and Health Systems magazine, and 14 received stim-
ulus funding for their electronic health record programs.

“Organizations that were forward-looking have already attested for Stage 
1,” she says. “I really think that where hospitals should be is ready for Stage 
2 now, but I think there were a lot of people who just wished this would all 
go away.” Part of the reason is the financial burden involved for those who 
were going to have to change vendors, revamp IT systems, and get everyone 
in the organization on board the Meaningful Use train. 

“The government is now aligned to reform the payment structure for 
healthcare, and that is driving this shift,” Cheadle says. “Those who chose 
to ignore this are running behind now. What I would have hoped would be 
a majority of hospitals starting this in 2011 wasn’t a majority. There have 
been increases every year, but I think there is a real sense of panic setting in 
for those who haven’t gotten ready yet.”
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INHS was “aggressive” in getting its facilities 
ready. For example, of the 14 facilities that received 
stimulus funding last year, all held Meaningful 
Use kickoff meetings that involved technical staff, 
providers, and physician champions. There were 
weekly meetings held to provide information and 
make sure everyone knew where they were on the 
journey and what was coming next. The hospitals 

all had daily dashboards to spur a sense of com-
petition. (An example can be seen here: https://
irm.inhs.info/uploadedFiles/Meaningful_Use/dash-
board%20screen%20shot.pdf.)

Cheadle says there are many people wondering 
what they should do now to get back on track and 
be sure they meet the requirements set out by the 
Centers for Medicare & Medicaid Services (CMS) 
for Meaningful Use. “Hospitals didn’t engage with 
regional extension centers and now they are los-
ing funding. They are largely on their own if they 
didn’t get on board before.”

So what can you do at this late date? There is 
no way to reach Stage 2 readiness by the June 30 
start date you’d need for a 90-day period of data 
collection. Building what you need by then would 
leave inadequate time to ensure a stable system, 
she says. But you can get ready for next year. 

Start reading

The first thing Cheadle says you should do is to 
educate yourself on Meaningful Use. (For a list of 
resources, see box page 51.) And not just on the 
basic requirements, but on the vision it represents. 
“To get the best bang for the buck, it’s not just 
about meeting the criteria today, but about how 
you can use today’s criteria to build for tomor-
row’s needs, and for what will happen next year 
and the next decade.” Anticipate that what you 
read about now will just be the beginning, and 
CMS will increase requirements over time.

You also need to understand the definitions 
and terms that the government uses. “There are 
specific definitions you need,” Cheadle says. “You 
can’t interpret their terms or use some other word. 
You need to understand their nomenclature and 
use it.” Just a couple days of reading will bring 
you the level of understanding you need, she says.

Once you understand the vision, do a current 
state analysis of where you are compared to what 
Meaningful Use requires. Note where your gaps 
are and then create a project schedule. Cheadle 
says a simple chart is all you need. The columns 
across should have the following headings:

• Date met
• Category
• Stage 1
• Measure (% or other)
• Department (check box)
• Unique Patient (check box)
• Comments
• Concerns



May 2013 / HOSPITAL PEER REVIEW® 51

Fill in the chart with the 14 core objective 
and 5 menu objective measures you choose to 
attest to Stage 1. For Stage 2, there are addi-
tional core objectives. (See the entire list at 
http://www.cms.gov/Regulations-and-Guidance/
Legislation/EHRIncentivePrograms/Downloads/
Stage2_MeaningfulUseSpecSheet_TableContents_
EligibleHospitals_CAHs.pdf.) You can add in 
spaces for those additional measures in your Stage 
1 template to be ready for the next step. 

Cheadle says you can probably do your gap 
analysis within a week. (A sample is available at 
https://irm.inhs.info/uploadedFiles/Meaningful_
Use/final%20gap%20analysis_ABC.pdf.) 

“There aren’t a lot of easy checklists to do this,” 
she notes. “I think the easiest thing to do is to sit 
down and just write down how you are planning 
on meeting each objective, what is in place today, 
what do you need to do to meet it, and whether 
this is an opportunity or a weakness.” Strike off 
the list any element you are already doing that 
needs no further work. You want a final to-do list 
that includes only what you must get done, and 
likewise have a nice list of things that you have 
already completed, whether they are on a certified 
vendor platform or not. If you are already col-
lecting some of the data, you need to know it. “It 
can be overwhelming to focus just on where you 
have to get. It can be hard to take the first step. 
Seeing what you are already good on can ease your 
mind.”

Then create a schedule. Start at your required 
end date. If you are trying to meet the require-
ments for Stage 2, you have to be done by May 
31 at the latest so you can have a good month to 
stabilize your program before your 90 days of data 
collection begin, no later than July 1. Work back-
ward from that end date to determine what you 
have to do by when. Keep your resources in mind. 
If you have limited pharmacy resources, don’t do 
all your pharmacy-related projects at the same 
time.

But you don’t have to do the projects one at a 
time — they can overlap as long as you have the 
proper resources, she notes. However, if it isn’t 
realistic to be ready for this year, then take a step 
back and work toward being ready in 2014. This 
doesn’t mean you can relax — if you aren’t ready, 
Cheadle says you obviously have work to do. And 
remember in 2014, if you are just starting Stage 
1, you have to use a federally recognized quarter 
for your data collection — not whatever three-
month period you choose. The very last quarter 

to collect data will be the April-June quarter of 
2014, so there is still less than a year to be ready 
for that data collection. If you are not ready by 
then and wait for the following quarter, you will 
pay a penalty.

Also note that some of the Stage 1 rules have 
changed since the first group of hospitals attested 
in 2011. If you did some work back then and put 
it on hold, go read the new requirements, she says. 

In the coming year, make sure that you are 
communicating with your vendors and determine 
if you will need any hardware, software, or sys-
tem upgrades to achieve Stage 2 status. Also be 
thinking about Stage 3, Cheadle warns. “That was 
a mistake people made. For rapid attestation of 
Stage 1, they did just the minimum amount they 
needed to check the box off. That doesn’t align a 
program to leverage what you did to help achieve 
the next stage. A lot of those organizations are 
having to go back and start all over. That’s time 
and money wasted. And who has extra time and 
money?”

Think about what the government is requiring 
and how it will impact workflow — the nurse at 
the bedside, the physician on rounds, the house-
keeping and food service staff. “Step back and 
take a look at everything,” she says. “Don’t just 
implement something without determining how 
what you are doing can have a positive effect on 
outcomes.”  n

Further Resources for 
Meaningful Use Stage 2

• CMS has a toolkit for Stage 2 readiness available 
online at http://www�cms�gov/Regulations-and-
Guidance/Legislation/EHRIncentivePrograms/
Downloads/Stage2_Toolkit_EHR_0313�
pdf#page=24� 
• The National eHealth Collaborative has 
resources, including a webinar, available at 
http://www�nationalehealth�org/event/getting-
meaningful-use�
• INHS has a list of helpful links at https://irm.inhs.
info/Sub�aspx?id=1886�
• President’s Council of Advisors on Science and 
Technology report from December 2010 provides 
a sense of vision on HIT: http://www�whitehouse�
gov/sites/default/files/microsites/ostp/pcast-
health-it-report�pdf�
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Bringing docs on board 
for Meaningful Use
Explain how data can help improve care

One of the earliest adopters of health technol-
ogy was the small 55-bed Parkview Adventist 

Medical Center in Brunswick, ME. They went live 
with an electronic health record way back in 2005. 
“The chief financial officer never met a module 
he didn’t like,” says Larry Losey, MD, the chief 
medical information officer at the facility. “He 
wanted everything in our Meditech system, and so 
Meaningful Use was a validation for us of every-
thing we had already done.” While the systems 
were ready, the hospital still had to do work to get 
the numbers to what CMS wanted, but that was 
more about shifting physician’s clinical behavior, 
not about tweaking systems. 

The hospital is already getting ready for Stage 3, 
and he has some good advice for getting physicians 
on board with the earlier stages. Losey says physi-
cians at his facility mostly worried about the value 
of discrete data. How can what a computer cap-
tures really be of more use and import than what 
doctors know and see, and then write longhand 
into a paper chart? He says you have to push hard, 
and explain how data will be a tool that will help 
them to provide better and more consistent patient 
care. A computer won’t take over medicine, but 
the data from large numbers of people will cer-
tainly tell physicians more about what works with 
specific kinds of patients. 

Letting them know the financial hit they and the 
hospital will take without the discrete data gen-
erated by Meaningful Use may also get them on 
board, he says. “We need this for our quality met-
rics. CMS can’t tell if a CHF patient had an echo 
without that checked box. That’s today’s world.” 

Losey recommends that physicians be included 
in and engaged with all meetings related to tech-
nology and Meaningful Use issues. Even if they 
don’t come, the meetings related to it should be 
open to all physicians — actually to everyone, he 
says. 

“If they want to learn more about how to use 
our systems, they should come to the meetings and 
spend time with the IT people,” says Losey. And 
the IT people should never be viewed or referred 
to as something apart from the rest of the hospital. 
“They are part of the team.” A vital part who can 
be great at giving physicians help that will make 

them more efficient — think about the guru who 
can do what you do in half the keystrokes because 
she knows shortcuts, or the IT guy who can show 
your hunt-and-peck-typing doctor how to use 
speech recognition software — and even turn some 
of the biggest naysayers into champions.

Meaningful Use can’t be seen as an IT project 
that a specific department runs. It’s a new way of 
life that IT will help physicians and others learn 
to manage. “Computers are more than a place to 
keep records. They are there to store data and help 
us make sense of it,” Losey says. “They are a tool 
to remind us that if you change this person’s medi-
cation, her heart might stop, or that person needs 
a flu vaccine, and he needs a colonoscopy.” 

Physicians are often hard to bring on board, but 
Losey says that when you talk about IT as a tool 
to help them practice medicine, they come around. 
“I can click override if I disagree with something 
the computer says, but in general, the systems we 
have created remember much more than I can and 
do a better job at pulling information and data 
from various sources than I ever could.”

Lastly, Losey says you should get involved with 
your vendor user groups. He says the group he 
uses has been a great resource for him, linking to 
other like hospitals that may have the same issues 
his experiences. “Identify peers and have a colle-
gial relationship.” 

For more information on this topic, contact:
• Mary Cheadle, RN, Director of Advanced 

Clinical Applications, INHS, Spokane, WA. 
Telephone: (509) 232-8100.

• Larry Losey, MD, Chief Medical Information 
Officer, Parkview Adventist Medical Center, 
Brunswick, ME. Telephone: (207) 373-2000.  n

For success, Lean requires 
facilitywide commitment
Otherwise, it may not increase care time

A lot of hospitals and other healthcare organiza-
tions have been talking about Lean manage-

ment and the Toyota process. Indeed, there have 
been dozens of academic studies related to its 
techniques in the last couple of years alone. But 
just because people are using the management 
model pioneered in manufacturing, and although 
many report robust financial savings from projects 
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implementing it, does that mean that patients are 
getting better care?

Maybe not. A study in the April issue of the 
Journal for Healthcare Quality looked at 34 
articles related to Lean management and the 
Transforming Care at the Bedside initiative to 
see if such projects lead to more time for direct 
patient care.1 After all, Lean is all about removing 
waste and improving efficiency. It would follow 
that projects designed with Lean techniques would 
probably result in more time for nurses to take 
care of patients. But that’s precisely what author 
Tiffany Brackett, RN, and her colleagues didn’t 
find. Indeed, all but one article found that even if 
there were positive effects from the Lean projects, 
they didn’t show any increase in time spent by 
nurses caring for patients. There may be increased 
safety or some other beneficial outcome, but given 
the strong, proven relationship between direct 
nursing care and patient outcomes, what does it 
mean that Lean doesn’t lead to more of that?

“I know that everyone in healthcare agrees that 
if you want to improve outcomes, then we need 
to spend more time with patients,” says Brackett, 
performance improvement and patient safety 
coordinator at MedWest Health System in Clyde, 
NC. “Caring, communicating, and helping prevent 
complications — that’s what we do.” Many orga-
nizations have spent a lot of time and money hiring 
consultants to figure out how to achieve that. “For 
the last several years, I’ve heard all about Lean and 
Lean projects. We have invested a lot of money to 
train a few people in Lean practices. We have done 
time study and step studies and moved supplies. 
But it hasn’t really changed anything. The reason 
I wanted to look at this is because everyone was 
talking about Lean, but I wanted to see the proof 
that it worked for nursing.”

She suspected that what might work in radi-
ology or a lab where there was little variability 
probably didn’t translate well to nursing, where 
every patient and every case is different. “Reducing 
variation is certainly a good thing, but you don’t 
have a standard patient. Every case is individual, 
and if you have a patient who is awake and alert, 
well, you can’t ‘Lean’ that patient.”

Some things might save dollars, but “if they 
are using Lean to say that they are going to save 
us time so we can do more patient care, well, it 
doesn’t work.” She found one study that reduced 
the time nurses spent on documentation, but the 
little time saved didn’t translate to more patient 
care. And even when efficiency was obviously 

increased — think of projects that move sup-
plies closer to the patient — it doesn’t provide 
the nurses with enough extra time to spend with 
patients. Brackett wonders if the savings accrued 
to some of these organizations even begins to 
pay for the time and financial investment in Lean 
training.

What does work is more support staff. As hos-
pitals dealt with fiscal crises and the economic 
downturn, many let go ancillary staff that handled 
many tasks that now fall to nurses. Rehiring them, 
says Brackett, would allow nurses to go back to 
caring for patients. “It’s the ultimate conundrum: 
how to give more time at the bedside without 
more resources.”

There is one exception to what Brackett and her 
colleagues found in their literature review: Virginia 
Mason Hospital in Seattle. For the last 10 years, 
the hospital has been on a journey to remake itself 
as a Lean organization, from top to bottom. And 
that has paid off. For nurses at the hospital, the 
Lean method has led to more time spent in direct 
patient care. 

What is different there, says Brackett, is the 
level of investment the organization made in Lean. 
It wasn’t just a few people, or just a project here 
and there. It is a top-down remake of the hospital, 
from C-suite to housekeeping. Everyone at every 
level of the organization is invested.

Leader of the pack

For nearly 30 years, Dana Nelson-Peterson, 
DNP, MN, RN, the administrative director for 
ambulatory nursing services at Virginia Mason, 
has seen the practice of nursing change. But one 
of the biggest changes she has seen has been in the 
last eight years. The decision to adopt the Toyota 
production model and make it their own has led to 
“a considerable turn-around in the amount of time 
we spend at the bedside.” While not a randomized 
controlled study, the Virginia Mason case study 
that Brackett looked at related the transformation 
of a nursing unit that more than doubled the time 
nurses spent on direct patient care by cutting out 
waste and inefficiency.2

Janine Wentworth, RN, the administrative 
director for patient care, came to the hospital just 
before the management transformation started. 
“All the units had different standards in how 
patient care was delivered. The Virginia Mason 
Production System helped us standardize the work 
so that it more consistent. There is less searching 
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and no more trying to figure out what the sequence 
of work we do on this unit is because it’s different 
than that unit over there.”

From 35% of time spent at the bedside to 
78%, from more than 5,800 steps per shift to 
just under 900 — they are significant accomplish-
ments. And they continue to measure the impact of 
their changes. “We measure at set intervals,” says 
Nelson-Peterson.

The cultural shift over the last decade is a 
complete turnaround, Nelson-Peterson says. “It 
has permeated every level and every process, 
from interviewing and onboarding of new staff 
to orientation. If you are in a leadership position, 
you got through Lean certification. Leadership 
then does presentations on our model through 
the Virginia Mason Institute. They tell the orga-
nizations who come here looking for a silver bul-
let that there isn’t one. This has to be an overall 
change in how you do business, and a complete 
commitment to it.”

Executive leadership doesn’t sit on their laurels 
after certification. The CEO, the COO — they 
run workshops for others, says Wentworth. All 
physician section heads go through a course 
on the Virginia Mason Production System so 
they can learn to lead “kaizen” or continuous 
improvement meetings. All section chiefs and 
physician executives go through Lean training, 
and residents have an elective option to partici-
pate in kaizen events. “They are eager to do so, 
and many choose this residency just for that,” 
Wentworth notes.

The hospital has become a magnet, not just for 
employees, but for other organizations that use 
Virginia Mason as a template for how to make 
Lean work. And it will take a significant invest-
ment to do so. While there isn’t any lump sum 
figure that either Nelson-Peterson or Wentworth 
can provide for the cost of transforming Virginia 
Mason, they do give an idea of the time commit-
ment leaders have to make. 

Nelson-Peterson spent a year going through 
certification, which was like an additional quar-
ter-time job along with her regular work. She is a 
kaizen fellow, which required another 18 months 
of in-depth learning. And she spent more than 
three years in the kaizen promotion office.

Wentworth says that a typical rapid process 
improvement project will involve 10 people, all 
of whom are paid, and will take a week of their 
time. “Maybe that’s more than when it was a 
bunch of people in a bunch of committee meet-

ings for quality improvement. They were all 
getting paid, too, but the outcomes weren’t as 
good.” Time spent in such activities is part of 
the non-productive time budget, and she says 
that she hasn’t seen an increase in that. Indeed, 
if anything, she is seeing better productivity 
with the hours everyone has. Nurses spend more 
time with patients without having an increase in 
nursing hours because they are more efficient. 
“More people are doing the right work for their 
position.”

Nelson-Peterson says that the organization 
didn’t jump from nothing to a complete Lean 
organization overnight. It was a journey. “We 
started with a couple people in the kaizen pro-
motion office. Now there are 35 who are the 
leaders, working beside frontline staff. That is 
necessary to make this a whole organization 
process. You can have one unit, or one executive 
excited about this. But you can’t turn a ship that 
way. You have to have a shared vision and an 
organizational commitment to where you want 
to go.”

Wentworth says you have to build the struc-
ture for learning, and you should start with the 
top and work down. “That’s the right way,” 
she says. “Senior leaders stayed solid through 
the bumps on the road. Starting at the grass 
roots and working up, it’s harder to weather the 
storms that come with any big change.”

The journey isn’t over, either. When the teach-
ers — senseis — come to Virginia Mason to 
check in, the learning continues, says Nelson-
Peterson. “Just last week we had one here and 
we were pushed to consider new perspectives. 
Ten years into it, we are still babies compared to 
Toyota.”

One unit and growing

When people in healthcare talk about Virginia 
Mason and Lean, they talk in near reverential 
tones. They all know that the Seattle hospital is 
among those that do it best. But most organiza-
tions don’t have the means or the will to reinvent 
themselves completely. And while research may 
show that it takes a big commitment for Lean to 
be successful at the bedside, there are organiza-
tions that feel doing something on a smaller scale 
can still have a big impact.

At Barnes Jewish Hospital in St. Louis, the 
techniques have been used in a variety of projects 
across many disease states in the department of 
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neurology. The most recent was a study related 
to door-to-needle time for stroke patients to get 
tPA.3 Jin-Moo Lee, MD, PhD, the director of 
cerebral vascular disease section, department of 
neurology at Washington University and Barnes-
Jewish Hospital did a value stream analysis look-
ing for inefficiencies in the process. 

National guidelines say that tPA must be 
administered within four and a half hours of 
the onset of stroke, and earlier is better. Studies 
looking at door-to-needle time show a lot of vari-
ability in how fast this happens. The national 
average in 2011 was 80 minutes, but the experts 
say the average should really be 60 minutes, and 
only a quarter of the stroke patients in the U.S. 
were getting it that fast. 

At Barnes Jewish, they were right around 60 
minutes. After examining processes, including 
everything from routing of patients to how long 
lab results took, they were able to cut that down 
to 38 minutes. It’s been 18 months and the time 
has held steady. Even better, Lee says that the 
distribution of patients and when they get treated 
has changed. The people at the far end of the 
spectrum are getting help much faster than they 
used to. And while whether this translates to 
good outcomes is hard to tell given the relatively 
small number of cases, Lee says he has “no ques-
tion that this is working.”

Brian Hoff, MS, the lead performance engi-
neer at Barnes Jewish, is a Six Sigma Blackbelt 
who has helped multiple departments explore 
how Lean can improve what they do — radiol-
ogy, the emergency department, and even the 
HR department have all created Lean projects. 
For nursing, they have looked at issues related 
to nursing stations, rooms, hallway clutter, and 
other environmental issues that waste provider’s 
time. For instance, a visual management sup-
ply replenishment system has made it easier for 
nurses to see at a glance what is in stock and 
what is running low. A discharge project that 
looked at the entire continuum of care, from 
inpatient to rehab led to changes in the way 
handoffs were made and streamlined the process 
so that patients had shorter length of stay. In 
addition, Hoff says that more patients were dis-
charged directly to home, rather than to a rehab 
hospital. 

It’s hard to correlate some of the benefits 
directly to the Lean elements of a project, but 
Hoff says he thinks in some cases, saving time 
and space here and there makes a big difference. 

In other cases, it might be a matter of seconds. 
Will that translate to more direct patient care? 
It’s hard to say. But he thinks that patients are 
benefiting from Lean regardless. 

“I am a 100% believer,” Hoff says. “If you 
look at individual projects and actions, and 
you expect dramatic results, that’s not what it’s 
about. It’s about looking for waste — every per-
son, in every job. Then you get everyone to keep 
an eye on the process and find a way to fix it. 
Over time, it adds up to big, big change.”

Virginia Mason has certainly taken it to the 
next level, but in the end, they aren’t as big an 
organization as Barnes-Jewish, says Hoff. With 
so much complexity — multiple sites and orga-
nizations, including a university, a hospital and 
BJC Healthcare — it’s too big. So they settle for 
bringing Lean into specific parts, like neurosci-
ences and administration. 

Success breeds interest, says Lee. “Some of 
our other departments are watching what we 
do. Pioneering success will pull other groups in 
eventually.” 
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Neurology, Washington University, St. Louis, 
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OPPE standards catch 
some facilities out
What TJC says you should watch for

It seems like one of the more straightforward 
standards: to make sure that you regularly col-

lect and review quality data from providers. And 
yet, surveyors do find issues with organizations. 
So what makes for a good “Ongoing Professional 
Practice Evaluation” policy? And what are the 
common problems that Joint Commission survey-
ors are finding? 

HPR asked Ron Wyatt, MD, MHA, the medical 
director of the division of healthcare improvement 
and Carol Mooney, RN, MSN, the senior associate 
director of the department of standards interpreta-
tion, to weigh in on the topic. 

Wyatt says the first thing to remember is that 
the standard is directly related to the Centers for 
Medicare & Medicaid Services (CMS) Conditions 
of Participation. “What the Conditions of 
Participation say about the expectations for medi-
cal staff and their credentialing are what we based 
the standard on. This isn’t just some edict from 
us.” He says he has had to repeat that fact more 
than once during presentations. 

He also emphasizes that this standard is directly 
related to providing high-quality safe care for 
patients. “Performance reviews have to be data 
driven, and that data should be used on an ongo-
ing basis to evaluate the quality of care. You can 
use this standard to directly impact quality and 
patient safety. This is a roadmap for users to do 
that.”

Mooney says the biggest issue organizations 
have is creating a clearly defined process — who 
reviews, how often, what the parameters are for 
deciding to revoke privileges, and how data will 
be incorporated into the provider’s file. The specif-
ics are up to the organization, she says. The Joint 
Commission doesn’t mandate something specific. 

However, she does note that how often should 
be something more than once a year. “That’s peri-
odic, not ongoing,” Mooney says. 

Be sure to define the method of monitoring — 
direct observation, chart review, or a combination? 
Are you getting feedback from staff on profes-
sional behavior? If so, how is that gathered?

Wyatt says that organizations often feel as if 
The Joint Commission is just handing down these 
mandates and that it will tell them how to set 

something up. But that’s a mistake. “You have to 
set up your own process and then follow through 
with it,” he says. “It doesn’t have to be some com-
plicated process. We just want to know that you 
are doing this, and that you are working to ensure 
high-quality safe patient care.” 

Both the OPPE and the Focused Professional 
Practice Evaluation (FPPE) standards for those 
seeking new privileges offer opportunity for hos-
pitals that use them to their fullest, Wyatt says. 
“Both of these standards will be important as 
quality impacts finances and reimbursement,” he 
notes. “Both will impact how you measure value, 
and done correctly, both OPPE and FPPE will 
allow you to collect measures that show value in 
decreasing waste. There will be fewer readmis-
sions, fewer returns to surgery, and fewer hospital-
acquired infections. You will be able to look at the 
data and see outliers. You will be able to coach 
them towards improvement.”

Readers can find out more information about 
the standards by looking for the BoosterPak 
called “Focused Professional Practice Evaluation/
Ongoing Professional Practice Evaluation (FPPE/
OPPE),” available at jointcommission.org.

For more information, contact:
• Carol Mooney, RN, MSN, Senior Associate 

Director, Department of Standards Interpretation, 
The Joint Commission, Oakbrook Terrace, IL. 
Email: cmooney@jointcommission.org.

• Ron Wyatt, MD, MHA, Medical Director, 
Division of Healthcare Improvement, The Joint 
Commission, Oakbrook Terrace, IL. Email: rwy-
att@jointcommission.org.  n

Health system grades 
patient educators
300 observers and coaches are involved

The people at Iowa Health System in Des 
Moines knew they had good patient education 

methods. They’d been using teach-back for years, 
through which patients are never asked yes or no 
questions like “Do you understand the instruc-
tions?” but are instead asked to repeat back their 
understanding of what was said by a provider. 

But how do you know how well providers are 
doing it? “How do you make sure you have edu-
cated your staff to use it all the time?” asks Deb 
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Shriver, RN, MSN, chief nurse executive at Trinity 
Regional Medical Center in Fort Dodge. “You 
can talk about it, but you really have to keep talk-
ing about it all the time.” They have instituted 
an observational protocol where caregivers are 
observed doing patient education, and then evalu-
ated and coached if necessary. They are all asked 
about any barriers they have to using the method. 
“Time is one thing. It takes longer,” Shriver says.

The concept has been around for a while, says 
Denise Cundy, MS, RN, a nurse manager on the 
North 6 unit at Iowa Methodist Medical Center. 
“We’ve been practicing and getting annual educa-
tion with teach-back for several years.” But when 
Iowa Health received a Picker grant, the organiza-
tion decided to study just how much and how well 
they were using teach-back. They were unpleas-
antly surprised. “We thought we were using it, but 
we weren’t,” Cundy says. 

As part of the grant, they developed a tool kit 
and began studying whether coaching could help 
beef up the method’s use. “We wanted to hardwire 
this into our heads,” Cundy says. “We thought 
that if we could have someone there who could 
point out exactly when you weren’t doing it, they 
would have a light bulb go off and learn from the 
experience. We would help people make this an 
always event.”

So Iowa Health started using observers to evalu-
ate what providers were telling patients, grade 
them on a competency scale related to the use of 
teach-back, and then coach those who needed it on 
improvement strategies.

Not everyone is being graded on the compe-
tency scale — Cundy’s unit isn’t using it — but 
the observations, which began on a single unit, are 
expanding throughout the organization’s four hos-
pitals and other facilities. 

There are some 300 observers and coaches. 
Cundy says that managers nominate coaches — 
usually those who have a passion for patient edu-
cation and who have used the teach-back method 
naturally, as a matter of course even before the 
program was introduced at Iowa Health. “It’s the 
way they teach by nature,” Cundy says. 

How often people will be observed isn’t set-
tled, she says. “It will be more than once a year, 
though.”

Most providers know it’s the right thing to 
do, and many are sure they are doing it — until 
an observer points out that in that last patient 
encounter, they asked yes and no questions, or 
forgot to have the patient repeat back what their 

medication regimen would be on discharge, 
Shriver says.

Patients still get booklets, pamphlets, reading 
material, but Shriver explains that the education 
they get directly from providers is probably more 
important, and asking them to repeat back their 
understanding of what you just told them is a 
great way to get what they need to know to stick 
in their mind.

The coaching and grading are new, so Shriver 
says she isn’t sure how well they will work at 
improving both the quantity and quality of teach-
back to patients, but she’s pretty sure they will 
have a positive impact. And teasing out whether 
that might help reduce readmissions or other 
less than optimal outcomes may be impossible. 
“Everyone is working on a lot of things related to 
reducing readmissions. I think in home care we 
can see what patients are calling about, but in the 
inpatient setting, it might be harder.”

Shriver says providing your staff with the teach-
back tools and training (available online at http://
teachback.slashwebstudios.com/) isn’t enough. 
“Everyone knows it makes sense, but you have to 
go out and practice. You have to role play. And 
people don’t like doing that even if it does help 
develop their skills.” 

Having the observations — something that Iowa 
Health has been doing for other projects and thus 
isn’t a scary or threatening occurrence for staff — 
is a way to emphasize that everyone can use some 
practice. 

Shriver says what helped get people to agree 
to role play is giving them the power over what 
scenario they use. “We ask them to choose an 
example from their own experience,” Shriver says. 
“If they can’t come up with one, we have some 
already created, but it helps if they can directly 
relate to the examples.” They are asked to take 
turns being the provider and patient. 

Another element to getting teach-back to work 
at its best is to get people to understand that 
patient education isn’t something that only hap-
pens at discharge, but can happen at any time 
in any setting. And possibly with any hospital 
employee.

Right now, it’s something that only those who 
have direct patient education as part of their regu-
lar practice are trained in, says Rita Corbin, BSN, 
MS, RN-BC, clinical education specialist at Iowa 
Health. But in the future, she could see housekeep-
ing and others being trained, too. “Imagine some-
one saying, ‘Can you show me how you would use 
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the call button?’” That’s teach-back. 
Competency evaluations will continue for the 

next six months. Corbin hopes that improving 
how providers give patient education will translate 
into better scores in patient satisfaction and com-
munication with medical staff categories of the 
HCAHPS surveys.

Cundy thinks it might help with the communica-
tion about medication scores, too. “They are good 
now, but we can always do better,” says Cundy. 
“To me, it’s all about the patient. I want to know 
when I send the patient home they will take their 
meds correctly and safely, they will follow the diet 
that will keep them healthy and safe and out of 
the hospital. It is about doing the right thing for 
the patient. You see it every day — a patient goes 
home thinking she understands, but they forget, or 
they lose that piece of paper, or they don’t under-
stand the lingo. When they repeat it back to you, it 
sticks with them.” 

For more information on this topic, contact:
• Deb Shriver RN, MSN, CENP, Chief Nurse 

Executive, Trinity Regional Medical Center
Fort Dodge, IA. Telephone: (515) 574-6609.
• Rita Corbin, BSN, MS, RN-BC, Clinical 

Education Specialist, Iowa Health, Des Moines, 
IA. Telephone: (515) 241-5288.

• Denise Cundy, MS, RN, NE-BC, Nurse 
Manager, Iowa Methodist Medical Center, Des 
Moines, IA. Telephone: (515) 241-6050.  n

Can nurses reduce 
readmissions?
If their work environment is good

How can you make sure that your nurses make 
a difference to the outcomes of your patients? 

According to a study in the January issue of 
Medical Care1, all it takes is a good patient/nurse 
ratio and good leadership. 

Matthew McHugh, PhD, JD, MPH, RN, and his 
colleagues looked at the outcomes of heart failure 
patients in three states and the staffing ratios, edu-
cational level of the nurses, and the work environ-
ment, and found that improving staffing levels and 
the work environment make the most difference 
in preventing 30-day readmissions among that 
patient base.

Work environment was evaluated based on 
a National Quality Forum-endorsed Practice 

Environment Scale of the Revised Nursing Work 
Index, which includes elements such as physician-
nurse relations, nursing leadership support, and 
participation in hospital affairs. 

“There is a lot of focus on readmissions 
now, since hospitals are on the hook for them,” 
McHugh says. “And more than the financial 
impact, they aren’t a good outcome, particularly 
not for older adults. Finding ways to keep them 
out of the hospital is an important goal.” Since 
patients are in the hospital for 24-hour access to 
nursing care, it figures that nurses matter to out-
comes. But beyond throwing more nurses at the 
problem, what can they do?

It turns out there is more than staffing to the 
solution — although nurse-to-patient ratios are 
also important, he says. There are several elements 
that make for a good work environment: resource 
adequacy — or having enough stuff to do your 
job; nursing participation in hospital affairs — 
meaning a flatter, less hierarchical structure; sup-
port from nurse leadership and the ability of nurse 
managers; having policies and practices in place 
that support decision-making at the bedside; and 
the educational level of the nurses, with more BSN 
nurses being better. 

McHugh says if you put hospitals into three 
buckets — those that do poorly, those that are 
average, and those that do well on those elements 
of a good work environment — you can control 
for a variety of other factors such as severity of 
illness, size of hospital, and still be able to predict 
which hospitals will have the worse readmission 
rates. 

He suggests that hospitals take great care to 
look at the quarterly practice environment scale 
survey results on a unit-by-unit level. There are 31 
items on the survey, and if you aren’t doing well 
on some of them, it’s a good place to start — not 
just because it will make your hospital a bet-
ter place to work, but because patient outcomes 
improve along with morale.

It’s good to add more nurses, too, he says, not-
ing that it is “hard to find an example of really 
good staffing and really bad outcomes. But staff-
ing levels are conditional on work environment. At 
lower levels, if you add people, but don’t improve 
work environment issues, you won’t overcome 
that work environment’s downward pull.”

REFERENCE
1. McHugh MD. Hospital nursing and 30-day readmissions 
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CNE QUESTIONS

1� The last possible quarter for starting Meaningful Use 
Stage 1 data reporting is:

 A� July 1-September 30, 2013
 B� Any three months including May 31, 2013
 C� April-June, 2014
 D� October-December, 2014

2� Virginia Mason nurses saved how many steps after a 
Lean project:

 A� Nearly 5,000
 B� Just under 5,800
 C� 6,647
 D� Nearly 900

3� Which would be the most appropriate interval for 
looking at provider data to comply with the OPPE 
standards?

 A� Every 12 months
 B� Every 18 months
 C� Every six months
 D� Periodically

4� Which of the following is an example of the teach-
back method?

 A� Did you read the pamphlet I gave you?
 B� Did the pharmacist tell you about your medica-

tions?
 C� When will you take the blue pills?
 D� Have you made a doctor’s appointment for after 

discharge?

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 10 patient safety issues 
to address now

n Accreditation field 
report

n How can your board 
help you?

n The standards that trip 
hospitals up most

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

infarction, and pneumonia. MedCare. 2013 Jan;51(1):52-9. 
doi: 10.1097/MLR.0b013e3182763284.

For more information on this topic, contact 
Matthew D. McHugh PhD, JD, MPH, RN, 
FAAN, Assistant Professor of Nursing, Robert 
Wood Johnson Foundation Nurse Faculty Scholar, 
Center for Health Outcomes & Policy Research, 
University of Pennsylvania School of Nursing, 
Philadelphia, PA. Telephone: (215) 746-0205.  n

New hospital inspections 
database launched
Includes federal inspection reports

The Association of Health Care Journalists 
(AHCJ) has launched a free, searchable new 

application that compiles thousands of federal 
inspection reports for hospitals around the 
nation since January 2011.

The new site, hospitalinspections.org, comes 
after the association spent years lobbying for 
easier access to the reports. Until now, jour-
nalists and others had to file a Freedom of 
Information Act request with the Centers for 
Medicare & Medicaid Services (CMS) to obtain 
the documents.
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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

The AHCJ also sent a letter to The Joint 
Commission asking it to make its information on 
hospital surveys public. As a private organiza-
tion, it is not subject to FOIA requests. TJC has 
rejected previous requests from AHCJ related to 
this, saying that disclosure would compromise 
efforts to improve hospital quality. 

The new hospitalinspections.org website 
includes the results of government inspections 
of acute-care hospitals and critical-access hos-
pitals resulting from complaints. It does not 
include reports of deficiencies found at psychi-
atric hospitals or long-term care hospitals, nor 
does it include the results of routine hospital 
inspections.

The database is searchable by keyword, city, 
state, and hospital name. While anyone can use 
the site, only members of the journalists’ group 
get additional information on the context of 
the data and what isn’t being reported. Those 
hospitals with missing reports — delayed by 
state health departments or CMS regional 
offices — are labeled on the site. CMS told the 
AHCJ they would work to upload the missing 
information.  n


