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“AS LONG AS 
THERE ARE 

PEOPLE, THERE 
WILL BE INGENUITY 
AND PEOPLE WILL 

TRY TO WORK 
AROUND THINGS,” 

HE SAYS.

New Sentinel Event Alert targets 
tubing misconnections
Phase-in begins now, but don’t let your guard down

It is easy to understand why someone 
thought that all tubes used in 
a particular setting should be 

interchangeable: It would be cheaper 
to manufacture and easier for someone 
getting a necessary 
piece of equipment 
to grab what was 
needed and not have 
to worry whether 
the male part would 
fit the female. But 
it is also easy to 
understand why, in a 
medical world where 
a patient can have 
as many as a dozen 
intravenous tubes, 
getting them mixed up 
could be catastrophic.

Indeed, Bruce Hansel, PhD, 
CCE, the executive director of 
forensic services at ECRI Institute in 
Plymouth Meeting, PA, can’t forget 
one of the first cases he investigated 

about 30 years ago, when he first 
began his career at ECRI. “It was a 
project on enteral feeding pumps. 
There was this World War II vet. He 
was paralyzed. He had developed 

Guillain-Barré 
syndrome and had 
lost all movement he 
had retained except 
for the ability to 
blink. They believed 
he would recover. 
At one point, the 
nurses moved him 
into the hall to clean 
his room. He had a 
tracheostomy tube, 
which has a little 

white pilot tube on 
the end. The enteral feeding tube 
had a white pilot with the same blue 
cap. The feeding bag had run out, 
so someone came in and plugged in 
another. But they plugged it into his 
trach cuff. That man suffocated in 
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EDITORIAL QUESTIONS
For questions or  comments, 

call Russ Underwood 
at (404) 262-5521.

the hall. He could not wave or 
wiggle or say anything. He could 
just blink. I kept thinking of that 
war hero in the hall, suffocating as 
people walked by until someone 
happened to notice that he looked 
blue.”

That tragic incident made 
Hansel a passionate investigator 
of this kind of error, and also a 
proponent of changes that have 
been crafted over the last 30 years. 
All the enteral feeding pumps at 
that time had begun converting to 
what the people in the industry call 
a Christmas tree connector, rather 
than a luer connector. That year, 
Hansel says he investigated about 
a dozen enteral feeding pumps and 
none of them had luer connectors, 
so that was obviously not the issue 
in those cases.

In 1993, new standards were 
proposed that would ensure 
enteral feeding sets could not be 
connected to luers. The standards 
did not require that the tubing 
have a specifically designed 
connection for its particular use, 
he says. “They could look any 
way they wanted, they just were 
not allowed to fit into a female 
luer.” They were adopted in 1996, 
“putting into code what people 
were already doing,” he says, 
although they also eliminated 
the practice of packaging the 
Christmas tree fittings with 
adapters so that people could 
have a work-around ready at hand 
should they want one.

That standard, ID 53, made 
things safer, Hansel says, but it 
wasn’t enough. He thinks having 
an entire enteral system will 
make a great deal of difference. 
“We talked about having a 
total connector at the time, but 
it was about balance — how 
much safer would it be versus 

how much more it would cost. 
At the time, we felt that ID 53 
would eliminate the vast majority 
of IV misconnections. And 
manufacturers were worried about 
the cost. So we stopped. Think 
about the costs of development, 
manufacturing, and training in the 
hospitals. It was too far to go all at 
once.”

The standards were reaffirmed 
in 2005, but over the last several 
years, the idea to make a complete 
connector system has arisen again.

At one large hospital system, 
a misconnection by a temporary 
nurse allowed an enteral bag to be 
spiked with an IV set, Hansel says. 
He worked on the case. Enteral 
formula entered the IV line. The 
hospital system asked Hansel to 
evaluate policies and procedures 
across all its facilities with an 
eye to unifying them. They also 
unified all the technology used 
so that they were purchasing 
the same pumps and sets at each 
facility. Mistakes like that, highly 
publicized, are what led to calls for 
further change, he notes.

By the time the new ISO 80369 
standards are all in place, there 
will be different tubing systems for 
each kind of use, each requiring 
new molds, new processes, and 
probably the need for transition 
products in some cases, Hansel 
says. “It will cost hundreds of 
millions if not billions of dollars 
to make these changes, but we 
have come to the point where the 
safety is worth that expense.”

In the ideal world, having 12 
different IV lines, none of which 
can marry to something it should 
not, would be enough to prevent 
mistakes, but Hansel warns 
against that kind of complacence. 
“Mechanical lockout is ideal,” 
he says, noting that the ISO 
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80369 standards include specific 
requirements about the amount of 
force it would take to mash one 
of the male parts into a female 
receptor that it is not meant to be 
married to. “But you still have to 
make sure that nurses trace all their 
lines.”

Hansel says that all hospitals 
should take this opportunity 
to evaluate their policies and 
procedures, as well as to take a 
look at what they buy. “Make 
sure that the products you buy are 
conforming to the new standards,” 
he notes. Work with your 
procurement department to review 
and remove old inventory from 
stock and update your computer 
purchasing program to include 
only new products that comply 
with the new updated standards. 

Look for specific devices that 
deliver gas that still have luer 
fittings on them, Hansel says. “If 
you can’t use something else, that 
connector needs to be labeled as 
not for IV, very prominently at the 
user end. You should still look for 
replacement products for those, 
but it may take more time for some 
products, like insufflators, to meet 
the new standards.”

The place with the greatest 
risk is the neonatal intensive care 
unit, Hansel notes. In most cases, 
enteral syringes and sets are used, 
but some places may still be using 
luer syringes and luer sets. “To 
prevent misconnections, your best 
bet is to segregate IV and enteral 
products from each other. Put 
them in different bins, of course, 
but on different sides of the room, 
or at the very least in different 
cabinets.”

ECRI has developed an acronym 
that he thinks is useful for nurses, 
too: TRACER — Trace, Read, 
Affix a label if necessary, Connect, 

Examine the connection, then 
Retrace. The accompanying slogan 
— Be a Tracer not a Racer — 
adorns a poster that he welcomes 
people to download and use: 
https://www.ecri.org/Documents/
Miscellaneous/TRACER(Poster).
pdf.

“As long as there are people, 
there will be ingenuity and people 
will try to work around things,” 
he says. “Just because there are 
specific connectors does not mean 
mistakes can’t be made. Always 
trace the lines.”

In a busy environment, 
sometimes with low light, it can be 
easy to let that simple step slide, 
particularly when new products are 
supposed to obviate the need — at 
least in theory. Do not let it, he 
repeats. “Patients can have so many 
lines. You really have to be very 
careful.”

Colleen Elliott, PMP, the 
director of standards at the 
Association for Advancement 
of Medical Instrumentation 
(AAMI) in Arlington, VA, says 
that many nurses make as many 
as 400 connections every single 
day. Multiply that by the number 
of nurses in a hospital and the 
number of days in a year and 
the total number gets large. The 
error rate, on the other hand, 
seems pretty small: just .02%, says 
Elliott. But it is only small as long 
as it is not you, or one of your 
loved ones. “That is a very serious 
number for real people.”

AAMI worked on a toolkit 
released in the spring to help 
organizations deal with the interim 
period between the approval 
of the ISO standards and their 
implementation. (See story on luer 
connector toolkit in the March issue 
of HPR.)

She says the best way forward 

now is to start preparing for the 
change by educating staff about 
it, even if you haven’t changed 
products yet. She specifically 
mentions the Stay Connected 
project by the Global Enteral 
Device Supplier Association 
(GEDSA — www.gedsa.org) for 
its good advice and tools. And if 
you haven’t started researching 
new product lines, you should, she 
says, noting that “manufacturers 
have been preparing for this for 
a while, and they will have new 
items available within the next 
few months” if they don’t already. 
The timeline calls for enteral 
tubing supplies to be first out of 
the gate. The total list includes: 
intravascular or hypodermic, limb 
cuff inflation, enteral, neuraxial 
and breathing systems, and 
pressurized gases applications.

While misconnections will be 
much harder to make with the new 
products — “you’d have to really 
be trying,” Elliott says — they will 
probably still occur, particularly 
with the types of connectors that 
are used least frequently and may 
be last on your re-order list. For 
such products, make sure your 
training is clear: If someone is 
using a luer adapter or some sort 
of work-around, then they may 
be making a connection between 
two parts that are not meant to go 
together, she says. Training should 
include the message to stop and 
think when using adapters, and 
make sure that the connection 
being made is correct from start to 
finish.

The Joint Commission Sentinel 
Event Alert on the tubing issue 
can be found at http://www.
jointcommission.org/assets/1/6/
SEA_53_Connectors_8_19_14_
final.pdf. It contains a resource list 
as well as suggestions for moving 
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was a maximum of 2%, this year 
it is 3% after adjusting for case 
severity. And hospital-acquired 
conditions will cost hospitals, too: 
1% penalties for hospitals in the 
bottom quarter of performers.

“I do not see a lot of unexpected 
changes,” says Spath. “The penalties 
are worse, but I still question why 
it is chiefly the job of hospitals 

to drive patient care coordination 
efforts,” she says. “Physicians need 
to have some ownership — some 
type of penalties — when one of 
their patients is readmitted to the 
hospital. It is the hospital that gets 
dinged financially, not the primary 
care physician.”

“I STILL QUESTION 
WHY IT IS CHIEFLY 

THE JOB OF 
HOSPITALS 
TO DRIVE 

PATIENT CARE 
COORDINATION 
EFFORTS,” SHE 

SAYS.

forward. Further information 
on the Stay Connected project, 
including checklists, webinars, and 
brochures, is available at http://
www.stayconnected2014.org/index.
html. 

And a 2006 paper on tubing 
misconnections from ECRI is 

available at https://www.ecri.org/
Documents/Patient_Safety_Center/
Preventing_Misconnections_of_
Lines_and_Cables.pdf.

For more information on this 
topic, contact:

• Bruce Hansel, Ph.D., CCE, 
Executive Director for Forensic 

Services, ECRI Institute, Plymouth 
Meeting, PA. Telephone: (610) 825-
6000.

• Colleen Elliott, PMP, 
Director, Standards, Association 
for Advancement of Medical 
Instrumentation, Arlington, Va. 
Telephone: (703) 525-4890.  n

IPPS puts quality at payment’s center in 2015
More to gain, more to lose

Last year, a 1.25% reduction in 
hospital costs by the Centers 

for Medicare & Medicaid Services 
(CMS) fed the quality bonuses at 
hospitals — more than 600 received 
something for their efforts, while 
more than 700 lost something for 
their perceived lack of it. This year, 
the bonus pool is being funded by a 
1.5% decrease in costs, estimated to 
be some $1.4 billion up for grabs. 
Hospitals will be judged on four 
domains and 19 measures, up from 
three domains and 17 measures last 
year. (See box on measures for fiscal 
year 2015, page 113.)

Note that starting next year, 
fiscal year 2016, all your quality 
data needs to be submitted using 
the new ICD-10 coding, says 
Patrice L. Spath, MA, RHIT, a 
quality specialist and consultant 
with Brown-Spath & Associates 
based in Forest Grove, OR, and 
HPR’s consulting editor. If you 
aren’t on board yet, you need to 
get there. While there was a delay 
implemented at the last minute on 
the new coding this year, Spath says 
it is extremely unlikely there will be 
another one.

The penalties hospitals face for 
patients bouncing back are going 
up under the payment system this 
year. While last year the penalty 

That means hospitals have to be 
the “stick” to enforce, to galvanize 
the wider healthcare community to 
come together and create the kinds 
of systems that work for patients so 
that they do not come right back to 
the hospital after discharge.

The fact that hospitals are 
buying physician practices may 
help, in that they can then 
set performance goals for the 
physicians that include factors that 
might lead to readmission post-
discharge — like seeing patients in 
a timely manner after they get out 
of the hospital.

But hospitals can also influence 
physicians who aren’t employed 
by them, says Spath, through 
the medical staff credentialing 
process. “Be sure that part of their 
reappointment involves looking at 
practice patterns and determining 
whether a particular physician has 
a higher than average readmission 
rate. This used to be denounced as 
unfair ‘economic credentialing’ but 
today it is an important component 
of your system. They need to help 
you meet CMS expectations, even 
if they are independent physicians. 
They have to have a stake in this, 
too.”

Despite the concerns, the two-
midnight rule stands, at least for 
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now. The rule calls for further 
comment and work on issues like 
short stays — those that are shorter 
than two days but which need to 
be inpatient, not outpatient. Spath 
notes that future changes to this 
rule might affect how inpatient 
readmission rates are calculated. 
For instance, if more patients 
can be classified as inpatient, will 
readmission rates go up?

Spath also has concerns about 
access and quality of care that could 
hurt certain kinds of patients — 
those with chronic and potentially 
expensive illnesses. There have 
been stories already about people 
with HIV who are dissuaded from 
joining certain health plans because 
of the high-cost, front-loaded drug 
deductibles. Obese people, those 
who smoke or have a history of 
mental health problems — “I am 
concerned that these people will 
face health care access obstacles 
or not be readmitted when they 
need to be because of the fear of 
financial penalties,” she says.

People with chronic conditions 
get sick and require hospitalization. 
As their disease worsens, 
Spath notes, they often require 
readmission. “It looks like CMS 
is continuing to emphasize a 
reduction in readmissions, and it 
looks sometimes like it is a fight 
against Mother Nature. How do 
you legislate against the progression 
of a disease?”

While the readmission 
reduction program does include 
some stratification based on case 
severity, Spath says it does not 
sufficiently account for important 
socio-economic factors. Inner-
city hospitals will probably 
find themselves facing greater 
penalties until that is taken into 
consideration, she says.

“Hospitals need to get the 

stakeholders together and sit down 
to come up with the strategies 
that will work for patients in your 
community,” Spath says. “That 
includes patients, and their families 
and other carers.” Everyone around 
that table needs to talk about how 
to reduce readmissions and what 
the obstacles are to doing that. 

“Understand that habits, 
particularly among low income and 
dual-eligible patients, are hard to 
break,” says Spath, recalling some 
work in Oregon that looked at 
how to get such patients to stop 
using emergency departments for 
primary care. “Even when they 
had Medicaid and a primary care 
physician, they were still coming 
to the ED.” Finding out from the 

patients themselves why they do 
what they do may be the difference 
between paying that 1% penalty 
and not paying it. “You will have 
to build a system around what the 
community needs and what they 
are willing to do to get it. That 
will take time and money. But the 
question is whether you want to 
spend the money now, or pay it in 
penalties later,” she says.

The complete IPPS final rule 
was published in the Federal 
Register and can be found at https://
federalregister.gov/a/2014-18545. 
Information on the quality measure 
specifications can be found at 
http://www.qualitynet.org.

In a subsequent rule published 
on September 4, Spath noted 

Quality Measures for 2015
Clinical Process of Care Measures for FY 2015
1 . AMI-7a Fibrinolytic Therapy Received within 30 Minutes of Hospital Arrival
2 . AMI-8a Primary PCI Received within 90 Minutes of Hospital Arrival
3 . HF-1 Discharge Instructions
4 . PN-3b Blood Cultures Performed in the Emergency Department Prior to Initial Antibiotic 
Received in Hospital
5 . PN-6 Initial Antibiotic Selection for CAP in Immunocompetent Patient
6 . SCIP-Inf-1 Prophylactic Antibiotic Received within One Hour Prior to Surgical Incision
7 . SCIP-Inf-2 Prophylactic Antibiotic Selection for Surgical Patients
8 . SCIP-Inf-3 Prophylactic Antibiotic Discontinued within 24 Hours After Surgery End Time
9 . SCIP-Inf-4 Cardiac Surgery Patients with Controlled 6 a .m . Postoperative Serum Glucose
10 . SCIP-Inf-9 Urinary Catheter Removed on Postoperative Day 1 or Postoperative Day 2
11 . SCIP-Card-2 Surgery Patients on Beta-Blocker Therapy Prior to Arrival Who Received 
Beta-Blocker During the Perioperative Period
12 . SCIP-VTE-2 Surgery Patients Who Received Appropriate Venous Thromboembolism 
Prophylaxes within 24 Hours Prior to Surgery to 24 Hours After Surgery

Outcome Measures for FY 2015:
1 . AHRQ (PSI-90) Patient Safety for Selected Indicators (composite)
2 . CLABSI Central Line-Associated Bloodstream Infection
3 . MORT-30-AMI Acute Myocardial Infarction (AMI) 30-day mortality rate
4 . MORT-30-HF Heart Failure (HF) 30-day mortality rate
5 . MORT-30-PN Pneumonia (PN) 30-day mortality rate

Efficiency Measure for FY 2015:
1 . MSPB-1 Medicare spending per beneficiary

FYI 2015 Patient Experience of Care Dimensions
1 . Communication with Nurses
2 . Communication with Doctors
3 . Responsiveness of Hospital Staff
4 . Pain Management
5 . Communication about Medicines
6 . Cleanliness and Quietness of Hospital Environment
7 . Discharge Information
8 . Overall Rating of Hospital

Source: Centers for Medicare & Medicaid Services
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that hospitals and other eligible 
providers were granted more 
flexibility to meet criteria under the 
meaningful use Electronic Record 
Incentive Program. “The final rule, 
proposed in May, allows eligible 
providers unable to implement 
2014 Edition certified electronic 
health record technology (CEHRT) 
due to availability, to use the 2011 
Edition CEHRT or a combination 

of 2011 and 2014 Edition CEHRT 
for an EHR reporting period in 
2014,” she explains. 

However, eligible professionals, 
eligible hospitals, and critical 
access hospitals will be required to 
use the 2014 Edition CEHRT in 
2015. The rule also finalizes the 
extension of stage 2 through 2016 
and sets stage 3 to begin in 2017. 
More information is available at: 

https://www.federalregister.gov/
articles/2014/09/04/2014-21021/
medicare-and-medicaid-programs-
modifications-to-the-medicare-and-
medicaid-electronic-health-record.

For more information on this 
topic, contact Patrice L. Spath, 
MA, RHIT, Health Care Quality 
Specialist, Brown-Spath & Associates, 
Forest Grove, OR. Telephone: (503) 
357-9185.  n

Breaking News

As Hospital Peer Review went to 
press, the Centers for Medicare & 

Medicaid Services (CMS) announced 
that it is “offering an administrative 
agreement to any hospital willing to 
withdraw their pending appeals in 
exchange for timely partial payment 
(68% of the net allowable amount). 
CMS encourages hospitals with 
inpatient status claims currently in 
the appeals process or within the 

timeframe to request an appeal to 
make use of this administrative 
agreement mechanism to alleviate 
the administrative burden of current 
appeals on both the hospital and 
Medicare system.”

According to CMS, the 
following organizations can apply 
for a settlement request: Acute Care 
Hospitals, including those paid via 
Prospective Payment System, Periodic 

Interim Payments, and Maryland 
waiver; and Critical Access Hospitals.

Children’s hospitals, cancer facilities, 
long-term care hospitals, psychiatric 
hospitals paid under the inpatient 
psychiatric facilities prospective payment 
system, and inpatient rehabilitation 
facilities may not participate. 

Hospital Peer Review will have 
more on this breaking news in the 
November issue.  n

Appropriate is the new byword in hospitals
AHA project aims to curb overuse of key treatments

There have been several efforts 
by various groups to curb 

overuse of healthcare treatments 
in different settings — use of 
antibiotics for uncomplicated 
ear infections in children, for 
example, and the use of surgery 
to correct back problems that 
might be resolved without it. 
Official projects include the 
Choosing Wisely campaign by 
the American Board of Internal 
Medicine Foundation (http://
www.choosingwisely.org) and the 
National Physicians Alliance’s 
Promoting Good Stewardship 
in Medicine project (http://
npalliance.org/promoting-good-

stewardship-in-medicine-project/). 
The American Hospital Association 
(AHA) stepped up, focusing on 
hospital-based issues in healthcare 
that have the potential to be 
overused. The Appropriate Use 
campaign was launched at the end 
of 2013 with the following five 
focus points, according to the AHA 
white paper Appropriate Use of 
Medical Resources: 

“• appropriate blood 
management in inpatient services;

“• appropriate antimicrobial 
stewardship;

“• reducing inpatient admissions 
for ambulatory-sensitive conditions 
(i.e., low back pain, asthma, 

uncomplicated pneumonia);
“• appropriate use of 

elective percutaneous coronary 
intervention; and

“• appropriate use of the 
intensive care unit for imminently 
terminal illness (including 
encouraging early intervention 
and discussion about priorities 
for medical care in the context of 
progressive disease).”

By the spring of 2015, each 
of them will have a toolkit for 
hospitals to use that will help 
them assess where they are and 
where they need to improve. To 
date, kits for blood management 
and antimicrobial stewardship 
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have been released. The next, 
reducing inpatient admissions for 
ambulatory-sensitive conditions, 
comes out later this month, 
followed by one in January and 
another in March. The first two 
have been downloaded more than 
2,000 times each, and the AHA 
is eager to continue to spread the 
word about the resources available 
to hospitals that want to examine 
their practices in these areas, says 
John R. Combes, MD, senior 
vice president at the AHA and 
the president of the Center for 
Healthcare Governance. 

He says the committee who got 
together to create the white paper 
on appropriate use (available at 
http://www.ahaphysicianforum.org/
resources/appropriate-use/index.
shtml) was determined to focus on 
things that were completely in a 
hospital’s control. While there was 
no “top 10” list that was whittled 
down, nor items that were “voted 
off the island,” there were issues 
that were left off the list for now.

Combes says that in a year 
or so, the group will return to 
work to add additional items for 
consideration. For example, one 
item of concern is complex imaging 
procedures and how to reduce the 
number of images a patient has. 
“The caveat remains that these 
must be things that are under 
the hospital’s influence, not the 
physician. We will trace this first 
list, and add some later. But for 
now, this is a good place to start.”

Everything on the list piqued the 
interest of the committee members, 
Combes says, but the final item — 
appropriate use of the intensive care 
unit for patients with early terminal 
illness — is something that people 
really talked a lot about. “It costs 
a lot of money, takes a lot of 
resources, and the care is not really 

beneficial in terms of the patient’s 
quality of life.”

It is a hard thing, though, to 
talk to patients about: that there 
is nothing that the best medical 
care in the world can do for you, 
or your loved one. The toolkit 
being created for hospitals to use 
surrounding the issue should help 
provide resources for that kind of 
discussion.

The first toolkit created, for 
appropriate use of blood products 
(http://www.ahaphysicianforum.
org/resources/appropriate-use/
blood-management/index.
shtml), was released in March. It 
includes a readiness assessment for 
leadership, a webinar and iPhone 
app for clinicians that includes a 
transfusion data card summarizing 
clinical practice guidelines for adult 
and pediatric patients, a card on 
managing transfusion reactions, 
and a review of licensed and some 
unlicensed blood components, their 
use, and various precautions and 
potential side effects. There is also a 
patient handout.

Combes says that sitting down 
with physician leaders and your 
leadership team to discuss what 
your blood management system 
looks like now, and what might 
make it look better is a good place 
to start before beginning with the 
toolkit.

The antimicrobial 
management toolkit (http://www.
ahaphysicianforum.org/resources/
appropriate-use/antimicrobial/
index.shtml), released in July, 
includes a hospital assessment 
for leadership, evidence-based 
guidelines for physicians and a 
webinar, as well as supporting 
articles, and for patients, handouts 
and brochures to help them 
understand the reasoning behind 
the choices physicians are making 

on their behalf.
The suggested program looks 

almost exactly like what is in use 
at Blanchard Valley Health System 
of Findlay, OH, says its president 
and CEO, Scot Malaney. They 
started in 2005, and for the past six 
years have had every single patient 
receiving antibiotics reviewed. 
“When the toolkit came out, 
we were pleased to find we were 
already doing the same things they 
suggested,” he says.

They have a strong 
interdisciplinary team including 
infection prevention, an advanced 
degree dietitian, infectious disease 
physician, advanced degree 
pharmacist, as well as leadership 
and nursing. The motto is “the 
right drug for the right bug,” and 
every patient is cultured, with 
wide-spectrum antibiotics avoided.

“Sometimes, we have to talk 
through options, because good 
docs can disagree with each 
other,” says Malaney. But the 
approach was approved by widely 
respected people — the Purdue-
educated director of pharmacy, says 
Malaney, and infectious disease 
physicians who had “cred” with 
the staff. Added to that were data 
that showed the staff that more 
expensive drugs weren’t having 
better outcomes than cheaper ones. 
“We haven’t used a single high-
priced antibiotic this year,” he says, 
“not even for C. diff.”

If an antibiotic stops working, 
the staff take it off the formulary 
for a year. Once it has been rested, 
they try it again to see if it is 
efficacious again, he says. “We 
have learned to be careful with 
our antibiotics, and we will bench 
something if it does not work.”

Like the AHA program, they have 
also worked at Blanchard to educate 
the community about antibiotics, 
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aiming at new parents in particular, 
hoping that knowing antibiotics 
might not be good for their child 
in the long run might be enough to 
keep parents from insisting on them 
at the first sign of ear infections.

The hospital’s dietary staff 
have also started giving probiotic-
enhanced yogurt to all patients on 
antibiotics. Although the science is 
not clear on whether this works, the 
experience of patients in the hospital 
seems to be positive: fewer stomach 
ailments related to antibiotics since 
the yogurt push started.

“We have a goal of no reportable 
defects. I do not think you can 
ignore antibiotic overuse in that. If 
you do not get it right, it is a strike 
against us.”

Malaney may be harder on 
himself than Combes would be. But 
he approves the effort to embrace the 
aims of the toolkit. 

The AHA will track data with 
the help of partners for each of the 
domains. The American Association 
of Blood Banks will keep track of 
transfusion rates, blood products 
used, and costs, among other data. 
For antimicrobial use, the Centers 
for Disease Control and Prevention 
will look at the number of 
antimicrobial stewardship programs 
in operation. It will also monitor 
those programs’ effectiveness, and 
rates of infections with bugs like C. 
difficile.

Combes is hopeful that people 
will change their behaviors as a 

result of these efforts, and that there 
will be less risk to patients, less 
unnecessary care and cost. He has 
good reason to be hopeful, he says. 
“Every one of these kits has scientific 
evidence behind it. When you 
show people what works and why, 
and how it is clearly shown in the 
literature, they tend to adopt those 
practices.” 

For more information on this 
topic, contact: 

• John R. Combes, MD, Senior 
Vice President, American Hospital 
Association, Chicago, IL. Telephone: 
(312) 422-3000.

• Scott Malaney, President and 
Chief Executive Officer, Blanchard 
Valley Health System, Findlay, OH. 
Telephone: (419) 423-4500.  n

Gainsharing program alters physician behavior

LOS reduced, quality improved

Would you give your physicians 
a $19 million bonus? What if 

you knew doing so would save you 
$113 million, cut your length of stay 
and improve quality? That’s what a 
group of New Jersey hospitals did 
as part of a pilot program for the 
Centers for Medicare & Medicaid 
Services. It was so successful that the 
group applied for, and was granted, 
permission to continue the project on 
a larger scale.

Take doctors at 12 disparate 
hospitals and somehow convince 
them that there will be a no-strings-
attached program where they can 
earn extra money if they improve 
their performance on key metrics 
compared to a regional norm and 
also to their previous performance. 
You’d think it would be easy, but 
actually, getting docs on board 

to participate in the gainsharing 
project was more difficult than 
one might think, says Sean 
Hopkins, senior vice president 
of health economics at the New 
Jersey Hospital Association, which 
oversaw the project.

“There were some who heard 
the construct of the program and 
signed up immediately, and an 
equal number who did not,” he 
says. “They did not believe that it 
was bonus only with no penalties.” 
In the end, there were some 1,300 
physicians involved.

Each individual Medicare case 
that a participating physician 
treated was looked at individually. 
If he or she did well on that case, 
there would be an additional 
payment. If he or she did not, there 
was no penalty and no offset. The 

first round of bonus checks, six 
months in, spurred a second round 
of sign-ups, says Hopkins. After 
that, it was mostly new physicians 
coming to the hospitals who were 
signing up, and no great effort at 
recruitment was made after the first 
year.

The amount set for bonuses was 
25% of Medicare Part B fees — 
under the new extended project, 
Medicare is allowing that to rise to 
50%, to be based on a mix of how 
the physician performed compared 
to himself and his peers in the 
region. Hopkins says the money 
was never spent out from that pool.

The physicians’ performance 
would be risk-adjusted using APR 
DRGs, rather than MS DRGs, 
says Hopkins, because it allowed 
for more nuance with the patients. 
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“If you had a physician saying he 
always saw the sickest patients, 
then you can say that’s OK, we can 
compare you to others with the 
sickest patients. It is not just DRG 
10, but DRG 10, category 4.”

To achieve the bonus, they had 
to be in the top 25% of peers.

No one had to do anything 
different, Hopkins says. “No one 
was going to try to influence the 
physicians’ decision-making or 
practice patterns. They could keep 
doing things just the way they 
were. But we told them that while 
they could keep using whatever 
expensive antibiotic they wanted to, 
they could also talk to the people 
in pharmacy, who might have 
ideas about what their peers are 
doing that is just as effective, but 
cheaper.”

Doing things as they had always 
done was an option, he continues, 
but so was reducing their drug 
costs. And the people who would 
point the way would be their peers, 
whose opinion they respect, he says. 
“They worried about non-clinicians 
trying to influence their judgment, 
and about being judged when they 
always had the sickest patients. But 
we were able to convince them that 
those were not things they had to 
worry about.”

The hospitals had to look at 42 
CMS Hospital Quality Alliance 
measures, as well as stroke and 
CHF patient monitoring post-
discharge. They were also required 
to keep track of other data specific 
to the physician, including 
mortality, readmission rates after a 
week and after 30 days, and length 
of stay.

They also had to choose three 
of the following non-clinical 
issues to address during the three 
years: Improve elective admissions 
planning; identify and fix ED 

bottlenecks; reduce wait between 
ordering and getting diagnostic 
tests and consults; improve OR 
scheduling and use; improve 
discharge planning; develop 
tracking systems to record and 
monitor results of at least one 
initiative, and share with other 
consortium members.

“The sense was that this was an 
experiment to see if modest, but 
attention-getting incentives would 
be enough to change physician 
behavior,” says Hopkins. “Could 
they be more judicious in their 
use of hospital resources without a 
significant amount of oversight?” 
What they found was that there 
are certainly things that a doctor 
does in the clinical realm that 
impact efficiency and quality — 
think about issues like rounding 
and how the timing of that can 
impact discharges — and non-
clinical things that can improve 
efficiency, as well, such as staffing 
appropriately so that clinical tests 
are conducted in a timely manner.

Hopkins says they all noted 
that, like rounding in the morning, 
having chart requests dealt with in 
a timely manner is important to 
ensuring patient discharge as early 
as possible. Having physicians get 
their documentation correct and 
in the records ensures appropriate 
reimbursement. And making sure 
a consultant shows up within 24 
hours when called — or faces a 
penalty like being ineligible for an 
incentive payment — is key to a 
patient getting the right care at the 
right time.

None of what they focused on 
revolved around withholding or 
degrading care, says Hopkins. “It 
was just about making it more 
timely, about imbuing efficiency 
and reducing costs.” He gives the 
example of antibiotics and how 

physicians are often creatures of 
habit, having learned in medical 
school to use a particular drug for 
a particular illness or procedure. 
But they can also learn new habits, 
and when new information comes 
out, ensuring they have that data, 
as well as information on what 
their peers are doing, can be key to 
changing old, outdated behaviors.

Or think about how many 
physicians order intravenous 
antibiotics for patients on 
admission, but do not revisit the 
issue, even though many patients 
could be changed to cheaper oral 
antibiotics, or even taken off of 
the medication altogether within 
a short time. “Now, we are giving 
them an incentive — and a prompt 
— to review the chart to see if it 
can be changed or discontinued. 
That can impact the cost for the 
hospital, as well as the incentive for 
the physician, and the well-being of 
the patient.”

Every six months, participating 
physicians would get a series of 
reports, Hopkins explains. First, 
there was a breakdown of expenses 
by cost center — adults, pediatrics, 
radiology, or drugs, for example 
— for their own performance and 
for the best practice norm. They 
would get a separate report on how 
they did against their previous 
performance for those cost centers. 
There was also a pie chart that 
included a section in blue, which 
was how much the physician earned 
in bonus that period, and a section 
in tan, which showed how much 
money that doctor left on the table 
by not practicing at the top of the 
quartile.

The reports made it easy to 
identify where the doctor was 
out of line, either with his or her 
previous performance, or with the 
norm in New Jersey, Hopkins says. 
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Many of the chief medical officers 
used the bonus and report time 
to have one-on-one conversations 
with the physicians — calling 
them to the office to deliver the 
reports and checks. It was also 
an opportunity to get them to 
commit to “completing delinquent 
charts, participate in more quality 
programs, or attend some training. 
It was the only time some of the 
CMOs said they could corner their 
staff,” he says.

The physicians were also 
encouraged to work with the 
hospital program coordinator 
and drill down to the case level 
if necessary to see where they 
can focus their energy to make 
improvements for the next pay 
period. Hopkins says that position 
was another key to the program’s 
success. That person would sift 
through the reports and look for 
places where someone needed 
coaching or educating.

Hopkins says that the 
collaboration between hospitals 
— they were required by CMS 
to talk to each other about their 
successes on a regular basis as part 
of the waiver they were given for the 
incentive program — is something 
that any organization can learn from. 
“The Affordable Care Act aims to 

give people better health, better 
care and lower costs, and embedded 
in that is the need to get people 
to talk to each other. Hospitals to 
nursing homes, physicians to rehab. 
Improving provider dialogue, too, 
is important, and this program 
accentuates the collaborative 
dialogue of physicians at hospitals. It 
matters that they talk to each other 
about what works and what does not 
and why.”

As for what the hospitals learned 
as a group from this, it is pretty 
simple: Money talks, and the more 
money the better. The 50% Part B 
stake offered under the new extended 
gainsharing project has resulted in 
a much faster sign-up by physicians 
than the 25% stake did in the 
original pilot project.

Gainsharing programs like the 
one in New Jersey are not allowed 
for Medicare and Medicaid patients 
without a waiver, as they run up 
against the Stark laws against self-
referral by physicians. It prohibits 
doctors from referring patients 
for services to organizations with 
which they or an immediate family 
member have a financial relationship 
— ownership, investment, or 
compensation arrangement. The 
law equates the term “referral,” 
for Medicare Part B Services, to 

any request by a physician for a 
particular item or services. That 
can include imaging, PT or OT, 
radiology, and just about any 
inpatient services. Exceptions are 
made in some instances — and of 
course, situations in which a waiver 
is granted.

Increasingly, the waivers granted 
are requiring a guaranteed savings 
to CMS. In the case of New Jersey’s 
continuing program, it will mean a 
half of a percent savings in the first 
year, 1% the second, and 2% the 
third. While more than 20 hospitals 
initially expressed interest, this 
increasing responsibility to guarantee 
savings put off seven of them, and 
has led gainsharing proposals in at 
least one other state to pause in its 
consideration.

The question is what happens 
when these demonstration projects 
go away. For hospitals in New 
Jersey, eventually, the law will have 
to change or these payments will go 
away, and then, Hopkins says, you 
can only hope that these new habits 
will stick and that doctors will not 
revert to old ways.

For more information on this topic, 
contact Sean Hopkins, Senior Vice 
President, Health Economics, New 
Jersey Hospital Association, Princeton, 
NJ. Email: shopkins@njha.com.  n

Sepsis gets its measure taken

People die in hospitals, but how many from sepsis was unknown

There are a lot of things counted 
in hospitals, a lot of data 

collected. That’s why it might seem 
surprising that until very recently, 
there was no measure of sepsis as a 
proportion of hospital mortality. Not 
until Vincent Liu, MD, MS, and 
his colleagues as Kaiser Permanente 

decided to look at it. Their findings 
were published in a research letter in 
the Journal of the American Medical 
Association in August.1

“I do not know why it hadn’t 
been previously measured,” says 
Liu, a research scientist in Kaiser’s 
Northern California region. 

“Most places focus on the absolute 
mortality rate, and haven’t focused 
on this related question: Of all 
those dying, how many died of 
this?”

They did a chart review of 21 
hospitals and their findings were 
astounding: Of the patients with 
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sepsis, most were admitted with it. 
Between a third and a half of all 
hospital deaths were as a result of 
sepsis, and those with less severe 
disease were more likely to die.

Given its prominence in 
inpatient death, Liu says it deserves 
a place among the things you 
measure. They looked for multiple 
indicators, including septic shock, 
septicemia, sepsis and severe sepsis. 
Given a known under-recognition 
of sepsis, the authors also looked 
for patients with multiple organ 
failure with infection as a stand-in 
for likely cases of sepsis.

“If you are not looking at this, 
you have no way to determine 
if you are improving, you have 
no way to gauge your care or to 
change practice,” he says. While 
understanding that all hospitals 
are “operating under constrained 
resources,” given how many 
hospital deaths are caused by this 
condition, it seems like a good 
place to put some of that limited 
time, money and manpower to 
figure out how many cases you have 
had, how they were treated and 
where you can improve.

Sepsis hasn’t captured the 
attention of the public, Liu says, 
and turning the number into a 
rate — 33%, 50% — is a way to 
gain attention for something that 
is underdiagnosed, and hasn’t been 
considered very worthy of study.

When they uncovered these 
results, Kaiser started a regional 
quality improvement project and 
has been working to implement 
some best practices that they 
hope will reduce mortality, he 
says. “They have done this in 
the intensive care units, and 
preliminary results show that 
mortality is down across all the 
hospitals.”

The project involved 

implementing early goal-directed 
therapy, and aggressive early 
identification of patients with 
sepsis from the time they come into 
the emergency department. 

“We are working on the report 
now, but so far, we know there has 
been a 25% decrease in all-cause 
mortality, and we think much of 
it is related to our sepsis practices. 
But we have other practices going 
on, too, so it will be hard to tease 
out,” he says.

Liu says it will be another 12 
months or so before they can figure 
out what is the result of the sepsis 
project and what is not.

“The bottom line is that 
everyone has many demands,” 

Liu notes. “This is a worthy 
investment, and the weight of 
evidence, that as many as one in 
two deaths is caused by this, should 
drive that point home.” 

For more information on this 
topic, contact Vincent Liu, MD, 
MS, Research Scientist, Critical 
Care, Kaiser Permanente Northern 
California. Email: Vincent.X.Liu@
kp.org
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For further analysis and discussion of topics important to hospital 
professionals, check out Hospital Report, AHC Media’s award-
winning free blog at http://hospitalreport.blogs.ahcmedia.com/. 
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CNE QUESTIONS

1. The typical nurse makes how 

many tubing connections a day 

according to the AAMI?

a . 2000

b . 400

c . 200

d . 4000

2. IPPS is leaving more money on 

the table for quality bonuses 

this year. How much is the total 

pot for hospitals worth this 

year?

a . $1 .5 billion

b . 3% of Medicare payments

c . $1 .4 billion

d .  $1 billion

3. There are five issues the AHA is 

worried about in its appropriate 

use campaign. According to 

John Combes, what might be 

number six when they consider 

further options?

a . C . diff patients

b . Pediatric ear infections

c . complex imaging cases

d . Gastric side effects from   

  antibiotic use

4. The New Jersey Hospital 

Association pilot gainsharing 

project put how much money 

up for grabs as doctor bonuses?

a . 25% of part B money

b . 50% of part B money

c . $19 million

d . 15% 


