
When the new millennium rolls in, 
will your facility still be standing?
Here’s how to keep from getting squashed by the Y2K juggernaut

News reports have shown people stockpiling toilet paper and
building underground shelters to protect themselves from the
chaos they fear will occur when the clock strikes midnight on

Dec. 31, 1999. Banks have already begun taking out newspaper ads to
assure their customers they’ll still have access to their cash on Jan. 1.
Some patients may be wondering if January 2000 might be a bad time to
be in a hospital. 

Will there be chaos when the year 2000 (Y2K) arrives? Will there be a
run on the bank and a shortage of essential items? And, more impor-
tantly for you, will medical devices fail and hospital operating systems
shut down?

No one knows for sure, but experts do know health care lags behind
other industries such as banks and insurance companies that already
have conquered the Y2K problem. Experts say even those health care
organizations that have begun Y2K remediation efforts will be racing to
finish. And they advise every health care organization to begin work
immediately to determine what medical devices and operating systems
might falter or fail because of the so-called millennium bug. (For tips
and resources on Y2K issues, see boxes, pp. 38, 39, and 41.)

It may sound crazy that one tick of the clock could result in chaos.
But because computer programmers decades ago routinely denoted
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• The health care industry as a whole lags far behind other industries 
in preparing for the year 2000. Experts say about half of health care
providers won’t be ready.

• Important first steps are taking an inventory of medical devices and sys-
tems that may have year 2000-related glitches and then making a priori-
tized list of what to fix first.

• Experts advise making contingency plans such as having extra staff avail-
able Dec. 31, 1999, and stocking up on battery-powered radios and lights.

Key points



years with two digits instead of four, many sys-
tems will recognize “00” as the year 1900 instead
of 2000. So anything that depends on a computer
and has some type of date or time dependency
could fail. Systems that could be affected include
medical devices such as defibrillators, X-ray
machines, and infusion pumps; administrative
systems that track patient health status; billing
systems; pharmacy systems; admission and dis-
charge systems; and building systems such as ele-
vators, automatic doors, and climate controls.

“For some industries, software glitches or even
system failures can, at best, cause inconvenience,
and at worst, can cripple the business,” says
Donald Palmisano, MD, JD, an American Medical
Association trustee who testified about the Y2K
issue before a U.S. Senate special committee last
summer. “In medicine, those same software or
systems malfunctions can, much more seriously,
cause patient injuries and deaths.”

Palmisano, like other experts on the Y2K issue,
is concerned about health care’s lack of attention
to the problem. He says hospitals, physician prac-
tices, and other health care providers need to step
up their efforts and prepare for the worst-case
scenario. 

“You’re not going to get an extension of this
deadline. This is not elective; this is mandated by
the unique circumstances of Y2K. It’s going to
happen,” he says. “But it’s not a reason to panic;
it’s a reason for us to get prepared. We [at the
AMA] believe the problem can be successfully
handled in the medical community using the
approach of communication, education, and
cooperation.”

Health care lags behind other industries

The GartnerGroup, an information technology
advisory firm based in Stamford, CT, does quar-
terly Y2K readiness surveys of more than 15,000
organizations in 50 countries. Research director
Kenneth Kleinberg says the firm’s research
shows health care has only recently — in the last
quarter of 1998 — begun making strides toward
being prepared for Y2K while other industries,
such as banking, are nearly finished. 

“Almost half of health care organizations are
not going to get it done and are going to have mis-
sion-critical failures or interruptions,” Kleinberg
says. “Half of health care is going to get bitten by
this bug in some kind of significant way that at
least one of their mission-critical systems is going
to take a hit that will damage the business or make
life unpleasant for patients.”

The GartnerGroup has developed a scale for
apples-to-apples comparison on the Y2K issue:
Level 0 is for organizations that haven’t started at
all; Level 1 is awareness; Level 2 is doing an
inventory; Level 3 is remediation; Level 4 means
the facility is operationally sustainable (mission-
critical systems only); and Level 5 means that all
systems are sustainable (including noncritical
systems). Kleinberg says Level 3 is the current
average for health care organizations, while
insurance and banking are mostly into Level 5.
Within health care, medical practices and in-
home service providers are the furthest behind. 

Cassandra Junker, one of the founders of the
Rx2000 Solutions Institute in Edina, MN, says her
organization’s research shows similar findings.
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Y2K Seminars Available
Plymouth Meeting, PA-based ECRI, a nonprofit
health services research agency and a collaborat-
ing center for the World Health Organization, is
offering monthly telephone seminars on Y2K
issues:

April 14: Y2K Remediation: What To Do 
About Noncompliant Devices

May 12: The Many Legal Issues of Y2K
Oct. 13: Y2K Staff Awareness and Media

Relations
Nov. 10: It’s Quarter to Midnight: Are You 

Ready for Y2K?

The seminars are held from 1 p.m. to 2:30 p.m.
EST on the second Wednesday of the month.
Registrants can call in from the office or home, and
the cost for each seminar is $129. For more infor-
mation, call (610) 825-6000, ext. 5888.



Rx2000, a nonprofit organization dedicated to
helping the health care community address the
Y2K problem, does periodic provider surveys.
“Health care’s been late on this issue,” Junker
says. “In the smaller, more rural areas, we suspect
many haven’t started. We’re nervous about
health care readiness in general. It’s the interde-
pendent nature of things that’s unpredictable.”

The problem in health care, Junker says, is that
many organizations aren’t used to long-range
planning beyond five years like other industries
are. Since their business is “real time,” health care
providers didn’t start on Y2K until recently. Also,
with all the consolidation going on in the indus-
try, Y2K efforts have taken a back seat in terms of
time and money. And since that consolidation is
fairly recent, most hospitals have traditionally

stood on their own as opposed to being part of a
system that might have alerted them to this prob-
lem years ago. Banking networks, she says, got
the alert 10 years ago. Finally, many providers see
Y2K as a systems problem and not a business
problem or a risk management problem.

But hospitals and other providers should be
concerned about Y2K glitches for two reasons,
Junker says: They need to make sure they don’t
cause harm to patients, and they need to make
sure they will still get paid. Fortunately, she says,
those are two areas providers can do something
about.

First on your list should be making an inventory
of all the possible devices and systems that could
be affected by Y2K, says Tony Montagnolo, vice
president for technology planning at Plymouth
Meeting, PA-based ECRI, a nonprofit health ser-
vices research agency and a collaborating center for
the World Health Organization. You’ll need to con-
sider such items as computer-based hardware, soft-
ware, networks, and databases; medical devices;
environmental and facilities management areas
such as elevators, sprinkler controls, and automatic
timing devices; telecommunications, including fax
machines, pagers, and cell phones; utilities; and
transactional methods such as direct deposit.

To be Y2K-compliant, you have to be sure that
whatever systems you have will function without
interruption and without ill effect through the
next millennium, Montagnolo says. And that
means not just on Jan. 1, but also through the
crossing over of the leap year. Because 2000 will
be the first century leap year since 1600, many
computer programs will not be able to recognize
Feb. 29. 

Given that it’s fairly late in the game, you need
to start thinking like an emergency department
physician. You can’t get it all done at one time, so
decide who are the sickest patients and address
them with your heaviest resources. The areas
most likely to cause some type of harm should be
first on your list, Montagnolo says. 

Most every facility should put environmental
systems such as electricity and heating high on
the priority list, since those areas affect everyone.
Imagine a scenario in which the lights go out in
the operating room and the backup generator
doesn’t work, and you’ll see why electricity
should be a higher priority than a rarely used
medical device. 

“Time is obviously running out. There’s a fair
amount of people who really need to run a little
bit faster,” he says. “The bulk of people really are
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Y2K Internet resources 
þ American Medical Association (AMA):

www.ama-assn.org/not-mo/y2k. This site
includes information on the AMA’s national Y2K
campaign as well as links to publications and
Y2K specialty sites, frequently asked questions,
and information on known solutions.

þ RX2000 Solutions Institute: www.rx2000.org.
This site bills itself as “Health Care’s Year 2000
Information Clearinghouse.” You’ll find informa-
tion from readiness surveys and links to other
sites and articles.

þ ECRI: www.ecriy2k.org. ECRI offers the Year
2000 Medical Device Knowledgebase, an
inventory collection and management system
that allows health care facilities to match their
medical device inventory to a dynamic Y2K
compliance database. 

þ Food and Drug Administration: www.fda.
gov/cdrh/yr2000/year2000.html. This is the
place to look for information on the impact on
medical equipment.

þ American Hospital Association (AHA):
www.aha.org/y2k/default.html. This site pro-
vides results of AHA member surveys on impli-
cations of the Y2K issue as well as steps you
should take to be compliant and a timeline
for completing them. The access is mostly
restricted to AHA members.

þ Health Care Financing Administration:
www.hcfa.gov/y2k/default.htm. 

þ President’s Council on Year 2000
Conversion: www.y2k.gov.

þ Year 2000 Information Center: www.year
2000.com. 



at the stage of finishing up their inventory and
assessment, but even at that stage, it’s still going
to be a race to finish on time.”

Montagnolo offers two quick tips:
1. Don’t get stuck in “analysis paralysis.” Get

the best information you can, make decisions,
and move on. 

2. Assign clear responsibilities and tasks with
clear deadlines. 

Test medical devices

The GartnerGroup’s research shows that any-
where from 10% to 30% of medical devices that
depend on the date will have a Y2K problem and
5% of health care organizations will not locate all
the noncompliant devices in time. It also found
that most of these organizations do not have the
resources or the expertise to test these devices
properly and will have to rely on the device man-
ufacturers for assistance.

Kleinberg says that since most providers will
catch possible glitches ahead of time, the risk to
patients is small. Many of the problems will be
more of an annoyance — only two digits showing
on a date — but some devices won’t sort reports
accurately, will create incorrect results, may seize
up, or completely fail. Most organizations will
need to replace about 5% of their medical devices
that have any kind of clocking function. 

One of the problems, he says, is that it’s not
always easy to determine if a device depends on
a clock. You’ll need to contact the manufacturer,
many of whom have Web sites that address such
questions. You may find, however, that the manu-
facturer has gone out of business or has been
bought by another company and that they can’t
find the proper information. Then you’d be wise
to replace the device.

“If you have a device where the manufacturer
assures you it will work, and you’ve tested it at
your site and you’ve checked Web sites like the
FDA and ECRI to see if the device works, then
you can feel pretty comfortable,” Kleinberg says.
“But if you can’t find the information or it differs
depending on the source, then you probably need
to get rid of it.”

Realize upfront that you’re going to miss
something and that something is likely to go
wrong on Jan. 1, Kleinberg says. “You need to
make contingency plans, but it’s tough to decide
what to do because you don’t know how bad
things will be. But know that there will be bugs
not caught at first that will be caught later over

time. You’ll never really be done. You will have to
keep installing fixes and testing them.”

Following are some tips on contingency plans
from Kleinberg, Montagnolo, Junker, and
Palmisano:

❒ Take testing more seriously than you had
planned. Set up a completely separate computer
or network to isolate for running the tests. Don’t
rely on a vendor’s assurance or on a proxy test.
Do it yourself.

❒ Decide what’s most important to your busi-
ness. If you’re a world-class cardiac unit, focus
on those devices and systems. If you’re not sure a
rarely used device will function, shut that proce-
dure down until you are sure.

❒ Find out if your suppliers are Y2K-compli-
ant. Have backups for your most critical suppli-
ers, even if they say they are compliant.

❒ See if your backup generator works and
how long it will run. Even if you’re reasonably
sure it will handle any problems, stock up on bat-
tery-powered lights and radios. 

❒ Schedule extra staff for Dec. 31 and Jan. 1
in case you need to do more things manually.
Only schedule urgent procedures for those dates,
and leave the schedules looser than normal.

❒ Interact with your payers and decide what
you’ll do if payments are late.

❒ Talk to your insurance company and find
out what happens if Y2K-related problems
occur.

❒ Back up your computers before you do any
testing. If the test shuts down your system, you’ll
have Y2K right now.

❒ Decide what you’ll do if communication
devices such as beepers don’t work. How will
you contact physicians on call?

❒ Have a plan for transporting patients if the
elevators don’t work.

The bottom line, Kleinberg says, is to try to
minimize the risks to your business and your
patients. To protect yourself legally, you have to
recognize that the Y2K problem is foreseeable
and correctable. “You have to figure out what’s
the right thing to do, do as much of it as you pos-
sibly can, and keep an eye on how much your
neighbors are doing,” he says. “You’re going to
be compared to them in addition to being com-
pared to the job at hand.” 

[For more information, contact: 
Kenneth Kleinberg, Research Director, The

GartnerGroup, 56 Top Gallant Road, Stamford, CT
06904. Telephone: (203) 316-1111. 
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Donald Palmisano, MD, JD, 4417 Lorino St., Suite
200, Metairie, LA. Telephone: (504) 455-5895. 

Tony Montagnolo, Vice President for Technology
Planning, ECRI, 5200 Butler Pike, Plymouth
Meeting, PA 19462-1298. Telephone: (610) 825-6000,
ext. 5175. Web site: www.ecriy2k.org. 

Cassandra Junker, Rx2000 Solutions Institute,
4550 W. 77th St., Suite 240, Edina, MN 55435.
Telephone: (612) 835-4478. Web site: www.rx2000.
org.]  ■

Try some practical Y2K
tips from the AMA

The American Medical Association in Chicago
recently published a book — The Year 2000

Problem: Guidelines for Protecting Your Patients and
Practice — that is full of practical information on
preparing for the year 2000 (Y2K). Issues
addressed in the book include the standard of
care for Y2K-compliance programs, liability of
corporate officers and directors, criminal liabil-
ity, insurance coverage, medical equipment,
payment and billing, and other areas of technol-
ogy dependence. 

The book includes an extensive compliance
self-assessment checklist as well as sample for-
mats for vendor inquiry letters and compliance
warranties. Here are some practical tips from the
book:

• At your next staff meeting, use the opportu-
nity to discuss the impact of Y2K and how you
plan to approach the problem. Distribute ques-
tionnaires to employees that request their input
regarding the devices or equipment used in
their particular areas. Encourage input from
your staff.

• Due to the limited amount of time remain-
ing, one key to a successful Y2K-compliance
effort will be your practice’s ability to perform
the various recommendations concurrently. Even
while your inventory process is continuing, you
should begin efforts to determine compliance
and, if necessary, initiate remediation steps for
those items designated as high priority.

• Prepare a letter to send to all of your technol-
ogy equipment vendors. Outline your concern as
to Y2K and ask them to respond with a descrip-
tion of how they are approaching the problem.
The results will help you gauge which of these

vendors is likely to let you down. Beware of those
who don’t respond to the letter, or who ask you
to define the problem.

• Meet with your office staff to discuss how
you will communicate if you are unable to enter
the building on the first day of the new century.
Consider that you may need access to critical files
for patients needing care and perhaps other doc-
uments as well. Discuss how you can set up a
communications tree.

• The person or persons leading your prac-
tice’s Y2K-compliance efforts will have much to
do in the upcoming months. As a result, and
because they may not be the best individuals to
create a contingency plan (the people who use the
equipment or device will usually be the best),
consider delegating this aspect of your practice’s
compliance efforts. 

[To order the American Medical Association’s book,
The Year 2000 Problem: Guidelines for Protecting
Your Patients and Practice, call customer service at
(800) 622-8335. The price is $25 for members and
$100 for nonmembers.]  ■
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The AMA’s Y2K Checklist
The American Medical Association suggests you
determine whether these items are Y2K-compliant:

✔ Bank debit/credit card expiration dates
✔ Banking interface
✔ Building access cards
✔ Claim forms and other forms
✔ Clocks
✔ Computer hardware 
✔ Computer software 
✔ Custom applications
✔ Diagnostic equipment
✔ Elevators
✔ Fire alarms
✔ Insurance/pharmacy coverage dates
✔ Membership cards
✔ Medical devices 
✔ Monitoring equipment 
✔ Smoke alarms
✔ Telephone system
✔ Spreadsheets
✔ Treatment equipment
✔ Safety vaults





That’s because the vendor’s experience with
other hospitals brings a built-in benchmarking
program. “If you partner with a vendor, they
bring outside expertise and value-added services
to the hospital,” he says. “They can work with
you on inventory control, assist you in starting
up new systems, and work with you on improv-
ing linen utilization. They bring other ideas from
other hospitals — almost a consulting type ser-
vice into your hospital.”

A vendor can help train nursing staff on the
proper linen utilization and bed preparation and
can offer data reporting capabilities, such as
monthly reports on usage by patient unit, that
help you manage costs, Wanta says. Penn Health
Care has helped the hospital improve inventory
control, dramatically reducing complaints about
running out of linens. The hospital has also been
able to standardize bed practices on different
units and eliminate items such as underpads that
aren’t needed on every floor. 

The decision to outsource didn’t come lightly,
Wanta says. “The problem with closing an in-
house operation is there are a lot of people
involved. If you outsource, you lay off all those
people. But you have to look at whether you can
get to be as efficient as an outside laundry by
replacing your old equipment.” 

The hospital accepted bids from two rental com-
panies and another hospital for outsourcing laun-
dry. Wanta’s staff did site visits to hospitals served
by the vendors and to the vendors themselves. 

“We wanted to see how they keep their linens
separated, to walk through each process from
sorting to mending, to look at their emergency
capability and their capacity,” he explains. “We
looked at the quality of the operation by observ-
ing how well the employees were treated, includ-
ing their benefit packages. We wanted to make
sure we weren’t getting a low-priced vendor with
a lot of labor problems. We also wanted to see if

we could trust their weighing system.”
The Textile Rental Services Association recom-

mends that hospitals make sure they’re taking
into account the hidden costs of an in-house laun-
dry, Corr says. Besides your obvious costs such as
staff wages, supplies, and replacement linens,
have you considered overhead costs such as utili-
ties and personnel benefits, or depreciation and
insurance on machinery, or in-house repairs and
maintenance? (See sample worksheet, p. 42.)

“You also have to look at the opportunity cost
of using that laundry space to set up a new
department that might bring in money,” he adds.
“Could that space be better utilized for some-
thing else? Hospitals are becoming more bottom-
line focused, so that issue has to be analyzed.” 

[For more information, contact: 
Textile Rental Services Association, 1130 E. Beach

Blvd., Suite B, Hallandale, FL 33009-4432. Telephone:
(800) 868-8772. Web site: www.trsa.org. TRSA can
give you information on vendors in your area as well
as tips on choosing one. 

Or contact: Steve Wanta, Director of Engineering
Services and Materials Management, Pennsylvania
Hospital, 800 Spruce St., Philadelphia, PA 19107-
6192. Telephone: (215) 829-3335.]  ■

JCAHO recognizes quality
improvement leaders
Winners use outcomes measurement 

Atascadero (CA) State Hospital, which 
treats dangerous mentally ill men, and

Susquehanna Lutheran Village in Millersburg,
PA, which provides long-term nursing care, on
the surface may not seem to have much in com-
mon with one another or with your facility. But
when you find out that both facilities recently
won the Ernest A. Codman Award for excellence
in the use of outcomes measurement to achieve
health care quality improvement, you’ll see two
stories worth looking at with lessons to learn for
any benchmarking effort.

The Codman Award, given by the Joint
Commission on the Accreditation of Healthcare
Organizations in Oakbrook Terrace, IL, was created
to showcase the effective use of performance mea-
surement. Atascadero State Hospital was recog-
nized for the work of its multidisciplinary
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• Thirty-five percent of hospitals nationwide are
outsourcing laundry services, according to the
Textile Rental Services Association.

• Pennsylvania Hospital cut its cost per pound 
of laundry from 81.5 cents to 46 cents, saving
$1 million in its first year of outsourcing.

• Outsourcing also brought the hospital better
inventory control, more efficient delivery, and
fewer complaints about missing items.

Key points



mealtime violence quality action team that resulted
in a significant reduction in patient violence during
meals at the maximum security forensic facility.
Susquehanna Lutheran Village was recognized for
its efforts to reduce the use of physical restraints
that led to becoming a restraint-free facility and
training site for restraint-free care for Pennsylvania.

At Atascadero, the quality council knew that
violent incidents involving patients were an occu-
pational safety hazard for hospital staff, says
Colleen Carney Love, DNSC, RN, director of the
hospital’s clinical safety project. A 1996 bench-
marking project with five other public sector psy-
chiatric hospitals revealed injury rates were
alarmingly high; almost one-fourth of the nursing
staff in a one-year period were getting an OSHA-
reportable injury.

What the council members didn’t know was
when, where, and why the incidents were occur-
ring. So they began to monitor patterns of high-
risk situations over the previous five years and
found that such incidents peaked during meal-
times. More than half of the incidents occurred
while patients were walking or standing in line;
one-third happened while they were sitting in the
dining room. An average of seven violent attacks
per year involved the use of silverware as a
weapon.

The quality council identified the stakeholders
on this issue, including patients, nutritionists,
nurses, and food service workers and supervi-
sors, and put together a committee to recommend
solutions. The committee surveyed patients to
find out what the mealtime problems were and
found that one of the main complaints was that
the food service workers were impolite. They also
found that patients didn’t like the long wait times

in the dining room and that many were anxious
about the possibility of silverware being used as a
weapon. 

The committee made five recommendations:
1. Substitute plastic utensils for silverware.
2. Play music selected by the hospital’s music

therapists.
3. Permit patients at the highest privilege 

levels to leave the dining room after eating.
4. Open the main courtyard and gym during

meals.
5. Train food service workers in therapeutic

communication.
The results: One year after implementation,

aggressive incidents in the dining room were
reduced by 40%, assaults using silverware were
eliminated, and a total of 70 nursing staff hours a
day were saved by eliminating silverware control
procedures in the dining rooms.

“Before, we had to count the silverware before
the patients left, and if any pieces were missing,
we had to do this elaborate shakedown,” Love
says. “This was a tedious, time-consuming pro-
cess, and for mentally ill patients that have a low
frustration tolerance anyway, it was an institu-
tional provocation.”

Other approaches to reducing violence have
been to eliminate the top three items used as
weapons, work with the patient government,
and develop an easy-access card system that
allows a staff member to see patterns of violence
of a particular patient at a glance. Special incident
reports are down 63%, injuries are down 67%,
and weapon attacks are down 83%, Love says.

“Our administrators have been visionary in
that even though they weren’t required to by
external reviewers, they have been very aggres-
sive in looking at trends and patterns of violence
in our hospital,” Love says. “Violence hasn’t tra-
ditionally been looked at as an occupational
health hazard in psychiatric settings and in hos-
pitals in general. But in the last five to seven
years, external reviewers like OSHA have been
paying more attention to violence.”

Nursing home eliminates restraints

At Susquehanna Lutheran Village, the award-
winning quality improvement project got
started in a similar way to Atascadero’s. The
nursing home received a letter in 1995 from the
Pennsylvania Department of Health alerting
them that Pennsylvania had the second highest
restraint usage percentage in the country. Data
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• The Joint Commission’s Codman Award recog-
nizes health care organizations that use out-
comes measurement to improve their quality of
care.

• Atascadero (CA) State Hospital’s analysis of
violent incidents led to a 40% drop in mealtime
aggressive incidents and a savings of 70 nurs-
ing staff hours a day.

• Susquehanna Lutheran Village of Millersburg,
PA, did an outcomes study that led to the elimi-
nation of restraint usage on residents. More
residents are discharged to home, and staff
turnover has decreased.

Key points



from the state showed that the national average
for restraint usage was slightly higher than 20%.
Further study showed that at Susquehanna, 65%
of the patients were being restrained on a daily
basis through such methods as bedside rails 
and waist and chest restraints, says Linda
Lesher, LPN, continuous quality improvement
coordinator. 

Now, the facility is entirely restraint-free and
has a staff turnover rate of 19%, compared to the
national average of 40%. Complaints regarding
care issues have dropped, more patients are being
discharged to home, and the use of psychoactive
medications has dropped from 36% to 15%.

Federal government guidelines written in the
1987 Omnibus Budget Reconciliation Act urge
long-term care facilities to shelve the use of
restraints, but no one pushed the issue, Lesher
says. She explains that Susquehanna staff consid-
ered their restraint usage to be appropriate and
necessary. “If someone fell, we were using
restraints to keep them from falling again, and we
thought that was appropriate usage. As we studied
it, we found out that’s really not true. Residents are
weakened through restraints, which keep them
from getting stronger muscles and moving about.
A restraint overall debilitates the resident.”

The nursing home formed an alternative
restraint team to meet weekly to review residents’
needs and suggest ways to stop using restraints
on them. The team reviews falls to determine the
reasons, eliminate contributing factors, and sug-
gest preventive measures. The facility also began
an initiative called the Eden Alternative, which
incorporates plants, animals, and children into the
daily lives of residents. “If you take the restraints
away, the residents need something to do,” Lesher
says. “Many residents suffer from [feelings of]
helplessness, loneliness, and boredom, and those
things need treating just like medical conditions.
We provide them something to take care of. Most
of them have been taking care of something or
somebody their whole lives.”

Another change was the introduction of a pri-
mary care concept in which nurses, housekeep-
ers, laundry workers, and social services staff all
have primary residents for whom they care. That
means they get to know the resident well and
can catch situations that lead to falls. One resi-
dent, for example, would try to stand up from
her chair frequently and would fall. The nursing
assistant ascertained the woman was modest and
was trying to arrange her dress over her knees.
The family was asked to bring pants for the

woman to wear, and she hasn’t fallen since,
Lesher says. “That’s a resident who would have
gotten a restraint before.”

Residents are encouraged to exercise by lifting
weights, walking, or doing sit-ups in bed to build
up the muscles weakened by the lack of activity
caused by the use of restraints. The fracture rate
at the nursing home has dropped from 3.25% per
fall before the program to .85% now, she adds.

[For more information, contact: 
The Joint Commission on Accreditation of

Healthcare Organizations, One Renaissance Blvd.,
Oakbrook Terrace, IL 60181. Telephone: (630) 792-
5000. Web site: www.jcaho.org. 

Colleen Carney Love, DNSC, RN, Director of the
Clinical Safety Project, Atascadero State Hospital,
P.O. Box 7001, Atascadero, CA 93423-7001.
Telephone: (805) 468-2690. 

Linda Lesher, LPN, Continuous Quality
Improvement Coordinator, Susquehanna Lutheran
Village, 990 Medical Rd, Millersburg, PA 170061.
Telephone: (717) 692-4751, ext. 59.] ■

Nurses, patients benefit
from evaluation process
New system makes nurses accountable

When the quality improvement council at 
St. Marys Hospital Medical Center in

Madison, WI, decided to improve the registered
nurse evaluation process, it looked for some good
benchmarks in the literature and at other hospi-
tals. What it found was that nobody had what the
council was looking for, so it created its own
benchmark in the form of a new process called
privileging.

The hospital had already put in place a shared
governance system that spreads accountability
among staff members for institutional goals such
as quality improvement, education, research, and
management, says Karen Brennan, RN, BSN,
chairwoman of the quality improvement council.
But something was missing: nurses’ personal
accountability for their individual jobs and their
professional development.

“We’re moving away from being management-
driven to being professional nurse-driven,” she
says. “Management’s primary responsibility is
overseeing the resources whereas the staff has the
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accountability for the quality of the practice and
the practitioners.” 

Employee surveys revealed that the nurses
wanted to be treated as professionals and recog-
nized for the work they did above and beyond
completing an eight-hour shift, Brennan says. To
respond to that concern and to provide a mecha-
nism for better evaluations, the council came up
with a professional development model that
defines clear expectations for achieving desired
outcomes in four categories: intellectual, techni-
cal, interpersonal, and ethical. 

Charts delineate the general functions nurses
are expected to perform, followed by specific
job responsibilities in those areas. (See sample
charts, “Evaluation Process” and “Housewide
Credentials,” inserted in this issue.) For exam-
ple, one of the functions calls for nurses to
assume responsibility and accountability for their
own professional practice, continuous education,
and competency, and to share their knowledge
with their peers. 

The nurses are required to demonstrate these
skills:

❒ In the intellectual dimension, show the
ability to reason using scientific principles, expe-
rience, and nursing intuitions. Responsibilities
include reading journals and current practice lit-
erature, and participating in orientation of new
personnel.

❒ In the technical dimension, demonstrate the
ability to accomplish tasks and utilize equipment.
Responsibilities include being accountable for the
routine care and maintenance of equipment and
using equipment safely.

❒ In the interpersonal dimension, show the
ability to establish and sustain essential rela-
tionships. Responsibilities include maintaining
professionalism in interactions with peers 
and patients and actively promoting a team
atmosphere.

❒ In the ethical dimension, demonstrate a
commitment to personal and professional
integrity. Responsibilities include demonstrating
a commitment to self-improvement and growth
and being aware of the nursing code of ethics.

The evaluation process was built on the frame-
work of the professional development model,
Brennan says, giving nurses a chance to docu-
ment what they’re already doing and see areas in
which they need improvement. The privileging
process encompasses three arenas: credentialing
(meeting required standards such as CPR certifi-
cation and TB skin testing), competency (demon-
strating the ability to operate equipment and
other skills), and evaluation.

In the credentialing arena, managers used to
remind nurses when it was time to update test-
ing, Brennan says. Now, the nurses are responsi-
ble for keeping track of when they need to get
recertification and must provide documentation
when they’ve completed it. Competencies were
expected before, but they weren’t always
checked, she says. Now, the requirements are
spelled out, and the nurses must demonstrate
their knowledge during a meeting with their
peers. If they aren’t able to use a piece of equip-
ment properly, the other nurses will teach them
how to do it right then. 

Perhaps the key to the success of the whole
process: Evaluations are no longer the sole
domain of the managers. Nurses now do a self-
evaluation that explains how they’ve grown in
each of the categories, reviews progress toward
goals, and sets new goals for the coming year.
“We were encouraged to set goals before, but it
was more of an afterthought,” Brennan says.
“They were arbitrary goals and no one ever
checked on whether you met them.” 

The self-evaluation and those written by three
peers are part of the evaluation with the unit
director. “Nurses collect their own evaluations
and set up their own appointments to review
their performance with their managers,” she says.
“It’s a much more valuable evaluation because
you get the chance to reflect on your own prac-
tice, you get feedback from your peers, and
you’re more accountable.” 

Peggy Weber, RN, BSN, who has worked as a
nurse at St. Marys for 30 years, says evaluations
of the past didn’t come close to the effectiveness
of the current system. “Because we nurses devel-
oped it, it’s thorough and it’s real. We own it, and
we can change it if we don’t like it,” she says.
“Having the peer evaluations is very real because
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• The privileging process at St. Marys Hospital
Medical Center in Madison, WI, provides a
framework for professional growth of nurses.

• Key areas for professional development out-
lined in the process include intellectual, techni-
cal, interpersonal, and ethical. 

• Specific functions and responsibilities are delin-
eated in charts the nurses use to track their
progress.

Key points



those are the people working with you right at
the hip. My head nurse doesn’t see me in action
as much as my peers do. Before, people were
evaluating you who don’t know what you do.
The head nurses aren’t there when you pass your
meds and get your people up and interact with
the family and when you call the social worker
and at your team meetings. I become a better
nurse because I work on my weak points and
then I can give better patient care.” 

The hospital has plans to take the privileging
process housewide based on the first year’s suc-
cess with RNs. LPNs started the process last fall.
By the end of the year, certified nursing assis-
tants; unit assistants; unit secretaries; clinical
nurse specialists; and technicians in the operating
room, obstetrics unit, and emergency services
will also participate. 

Giving nurses a framework in which to
improve their professional skills has a direct ben-
efit on the quality of care, Brennan says. “The
nursing accountability and the improved evalua-
tion definitely benefit patient care,” she says.
“The nurses are more professional; they own
their own practice. They aren’t just saying, ‘This
is the way I was taught.’ They have much more
buy-in to the way things are done. They’re much
more vocal.”

[For more information on the privileging process,
contact:

Karen Brennan, St. Marys Hospital Medical
Center, 707 South Mills St., Madison, WI 53715.
Telephone: (608) 258-6151.]  ■

Health care data file is 
available on Web site 

The Agency for Health Care Policy and
Research (AHCPR) in Rockville, MD, has

updated its Medical Expenditure Panel Survey
(MEPS) Web site at www.meps.ahcpr.gov with a
new public use MEPS data file. 

Now available for downloading is the supple-
ment to MEPS HC-003 (the full-year, person-level

population characteristics and utilization data for
1996). Variables in this release include person-
level record identifiers, family weight, and
employment variables for calendar year 1996.

Another new resource from AHCPR provides
minority health data. The agency’s new chart-
book, Racial and Ethnic Differences in Health, 1996,
contains estimates of health insurance coverage,
access to health care, and health status for blacks,
Hispanics, and whites in the United States. One
finding is that Hispanics are the least likely group
to have health insurance.

Also, you can now subscribe to the MEPS list
serv by sending a message to listserv@list.ahcpr.
gov and typing SUBSCRIBE MEPS-L YOUR
FULL NAME in the body of the message. The
subject line of the message should be left blank.
Within 24 hours, you will receive a confirmation
from the list moderator. The purpose of the MEPS
listserv is to promote a free exchange of ideas,
questions, and answers regarding the use of
MEPS data between public data users and the
MEPS staff.  ▼
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Geriatric management 
improves care satisfaction

Geriatric evaluation and management (GEM)
improves satisfaction with care among

elderly patients and their primary care doctors,
according to a study by University of Minnesota
researchers.1

GEM includes a comprehensive geriatric assess-
ment, followed by an average of seven primary
care office visits, and continuous case management
by a team consisting of a geriatrician, a nurse, a
social worker, and a gerontological nurse practi-
tioner. The researchers randomized Medicare bene-
ficiaries in one Minnesota county who were at high
risk of repeated hospitalizations to a usual care
group and a GEM group. 

Twice as many GEM patients expressed a high
degree of satisfaction with their care compared
with usual care patients (41% vs. 20%). Patients
said they believed the GEM program helped
them feel better and improved their understand-
ing of their health, decreased their worries,
helped them exercise more, and made taking
medications easier. 

Physicians also reported that the program had
provided appropriate care and was helpful to
them in the care of their patients. 

Reference

1. Morishita L, Boult L. Satisfaction with outpatient geri-
atric evaluation and management (GEM). Gerontologist 1998;
38:303-308.  ■
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Cardiac database allows tracking

Do you ever wonder if you’re going to get buried
under an avalanche of data requirements from

third-party payers and regulatory agencies? Regina
Miele , RN, CCRN, clinical coordinator of the adult
cardiac catheterization lab at New England Medical
Center in Medfield, MA, says she knows that feeling.

To deal with these increasing requirements,
Miele developed an extensive cardiac cath lab
database system specifically to follow up with
patients who have had coronary angiograms or
interventional revascularization procedures such
as stents. The database tracks the number of pro-
cedures performed and identifies various patient
and procedure outcomes at 24 hours, 30 days, and
six months after the procedure. Revascularization
procedures get an additional outcome follow-up
after one year to help predict the long-term course
of coronary artery disease.

Miele says the database performs the following
tasks:

❤ Identifies the most effective plan of care for
patients with certain disease characteristics and
indications. The database tracks outcome indica-
tions to identify why a patient is having a catheteri-
zation and/or a revascularization as opposed to
another procedure. 

❤ Enables physicians to track outcomes for
each of their patients to meet credentialing require-
ments and state regulations.

❤ Allows evaluation of cost effectiveness of
clinical pathways for each patient category using
30-day outcomes.

❤ Provides data for developing quality report
cards to meet institutional and regulatory quality
goals and requirements.

❤ Provides a mechanism for communicating
with patients immediately post-procedure to 30
days later to ensure that the quality of care meets
patient and hospital standards.

To read more about this database and other
everyday innovations, visit the Best Practice
Network’s Web site at www.best4health.org. The
Best Practice Network, a new organization devoted
to promoting information sharing in health care by
nurses, physicians, and other health care profes-
sionals, offers creative solutions to problems large
and small. 

For more information, send an e-mail message
to join-us@best4health.org or call (800) 899-2226.
Contact Regina Miele at Adult Cardiac Cath Lab/
Proger 6, New England Medical Center, 750
Washington St., Boston, MA 02111.  ■

Everyday Innovations


