
New JCAHO standards are here: What
changes do you need to make now?
‘Major culture change’ needed; staff must be more involved during surveys

Now that the long-awaited revised accreditation standards from the
Joint Commission on Accreditation of Healthcare Organizations
have been unveiled, what changes should you make in the way

you prepare for surveys?
The new standards, which become effective Jan. 1, 2004, give you a

chance to review the changes before they officially are published this fall,
says Paula Swain, MSN, CPHQ, FNAHQ, director of clinical and regula-
tory review at Presbyterian Hospital in Charlotte, NC. “The era of serious
continuous survey readiness is here,” she says. “This means a daily pro-
cess of honing the organization to practice what gets preached.”

Taken as a three-pronged package, the revised standards, the national
patient safety goals, and continuous readiness and assessment will call for
a “major culture shift” at your facility, says Frederick P. Meyerhoefer, MD,
principal of the Canton, OH-based Meyerhoefer Organization, a consult-
ing firm specializing in compliance with Joint Commission standards. 

“Quality managers are definitely concerned that this will require addi-
tional personnel resources that will not be met,” he says.

If you’re like most quality managers, you’re already seeing an increased
workload for Joint Commission preparation, without senior management
supporting and acknowledging this trend, Meyerhoefer adds. 

“Hospital leadership may not yet recognize the time needed to be con-
tinuously prepared, the self-assessment process, and the hovering knowl-
edge that surveys will shortly be unannounced,” he says.

In fact, many quality managers may need an altogether different report-
ing structure to get needed access to senior management, Meyerhoefer
says. Most quality managers are concerned about the continuous pre-
paredness that is required, he reports. “I’ve heard no one dispute that the
hospital should always be ready, and this is a laudable goal. But the reality
from the past is that many hospitals did last-minute crunches to prepare
for the survey.”

So how much of your time will continuous preparedness really require?
Estimates vary widely, according to Meyerhoefer. “One concerning estimate

28
28

NOW AVAILABLE ON-LINE! Go to www.ahcpub.com/online.html.
Call (800) 688-2421 for details.

AUGUST 2003
VOL. 28, NO. 8  •  (pages 105-116)

IN THIS ISSUE

■ New JCAHO standards:
You may be surprised at the
increasing role staff will play
during future surveys. . . cover

■ Volunteers during disasters:
Hospital administrators breathe
a sign of relief when clinicians
show up at their door, but they
first need to comply with Joint
Commission credentialing
requirements . . . . . . . . . . 108

■ Sample Policy for Credential-
ing Volunteers . . . . . . . . . 109

■ Restraint standards: Use
proven tips for benchmarking
and monitoring . . . . . . . . . 110

■ Accreditation Field Report:
Tips from a recent Joint
Commission survey . . . . . 112

■ The Quality-Co$t
Connection: Don’t let
impairments jeopardize 
patient safety . . . . . . . . . . 113

■ Quality resources: Web 
site is a goldmine for your 
QI efforts . . . . . . . . . . . . . 115



that I’ve heard is that it will take thirty days to do
the self-assessment,” he says. 

The patient safety issues, the revised standards,
and increased emphasis on data-supported and
evidence-based patient care, which also includes
physician and hospital staff competencies, are all
at issue, he says. “This puts the role of the quality
manager even more in the spotlight,” Meyerhoefer
stresses. “The role can’t be performed if the hospi-
tal doesn’t accept the need for increased support of
the quality manager.”

To prepare for compliance with the new stan-
dards, consider the following: 
• More is left to individual interpretation.

It is true that the standards are simplified in their
language, but this leaves a lot to interpretation,
says Swain. “The burden is on the facility to figure

out how the elements of performance apply,” she
notes. 

Just because many standards were combined,
that is no guarantee that the amount of time 
you spend on paperwork and preparation will
decrease, Meyerhoefer says. “It remains to be
seen how the surveyors will interpret and score
the 2004 standards.” 

There is more room for surveyor inconsistency,
and some surveyors are more rigorous than oth-
ers, says Swain. “The proof will be in the diver-
gence between the facility scoring rationale and
JCAHO’s interpretation of their standards.”

You should keep a close watch on the interpre-
tations of surveyors as they return, and listen to
“survey stories” around the country, she says.
“Then tweak as you must.”

For now, Swain recommends focusing on your
own problem areas first. “Take the standards that
have been in noncompliance and start there with
your scoring,” says Swain. Use the crosswalks
provided by the Joint Commission to see where
your chronic areas of noncompliance land in the
2004 standards, she suggests.

While the standards are less fragmented, there is
concern about how facilities will show compliance. 

“I’m a little concerned regarding how an orga-
nization will demonstrate compliance with some
of the standards, especially in light of the loss of
the document review session,” says Virginia Hay,
RN, CIC, service director for quality care manage-
ment at Champlain Valley Physicians Hospital
Medical Center in Plattsburgh, NY. “I’m not con-
vinced that brief observations alone will give a
true picture.”

Champlain Valley will continue to have mate-
rial together for each standard as if there still was
a formal document review session, she reports.
“If nothing else, it will serve to help us focus
quickly during survey should the need arise.”

Since the next scheduled survey is mid-2004,
the self-assessment tool will not be submitted,
Hay says. “But, we plan to complete it as soon as
it becomes available and have it on site for use
during the survey,” she says.
• There is increased focus on staff interactions

with surveyors.
Interviews with staff will be a major factor in

determining whether you are compliant, says
Swain. “It is clear that the staff need to know why
they are doing things.”

It’s not enough for staff to give rote answers
anymore, Swain says. “The staff need to be able
to describe what the aggregate organizational
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data means and how they interpret it on their
unit,” she says. “If staff shrug and state, ‘that’s
just how we do it’ without regard for the reason,
red flags start to go off.”

Different areas may have different procedures,
and staff need to understand the reasoning behind
these, Swain says. “For example, if the fall rate of a
unit is higher than any other unit in the facility,
that unit will have initiated fall precautions that
exceed what might be found in other units,” she
explains. 

To address this, Swain’s facility uses a “rate
card” which is different for every unit, posted
where staff can easily see it. 

The card shows the organizational data for that
individual unit, such as infection rate, turnover
rate, performance improvement projects under
way, and sentinel events affecting the unit, says
Swain. “As the values on the rate card change,
the staff can see the progress they are making at
reducing wound infections or falls, for example.”

Staff are the real experts

At Champlain Valley, staff are continually
reminded that they are the true experts and
should be the ones interacting with surveyors,
Hay says. “We will be reinforcing this throughout
the mock survey process. We will promote this as
a good thing — that the changing survey process
will be more interactive with staff.” The goal is 
to have staff step right up to surveyors, eager to
show what they do so well, rather than shy away
or revert to yes/no answers, she says.

Use of restraints is a good example of the need
for discussion at the unit level, she adds. “While
it is often easy to let others do the talking, a unit
nurse can best describe the alternate strategies
she would try in order to avoid using a restraint.”

The unit nurse is also the best candidate to
explain the policy for time-limited orders, moni-
toring of the patient in restraints, and documen-
tation requirements, says Hay. 

“Once the dialogue is started with the surveyor,
that provides a great opportunity to review the
hospital approach to ensure a safer environment by
reducing restraint use,” she explains.

In this case, Hay then would step in and
describe the restraint team that developed the
facility’s policy, and the restraint reduction initia-
tive that reviews the overall use of restraints and
looks for trends that can further reduce their use. 

Another prime opportunity for staff involve-
ment would be the assessment of compliance

with the Joint Commission’s patient safety goals,
says Hay. 

“This is a big topic during surveys, and a staff
member in any department might be able to
speak to one or more of the goals that directly
impacts their work,” she says.

Hay encourages staff to “seize the opportu-
nity” to talk about different initiatives related to
compliance with the goals during mock surveys.
“We remind staff that there is ongoing evalua-
tion of compliance, and the results of monitoring
get reported to medical staff leadership and the
board,” she says. 

These discussions usually draw in others, and
provide an educational opportunity that is more
compelling than an article in a newsletter or on a
bulletin board, says Hay.

During mock surveys, small prizes such as
candy, pens, and stickers are given to staff who
actively participate, says Hay. “Active partici-
pants offer us the best opportunity to coach and
teach,” she says. 

“For example, we can suggest other examples
they could use to respond to questions and
remind them of performance improvement ini-
tiatives related to the topic,” she explains.

Prizes are given not only for those answering 
a question correctly, but also to individuals who
are willing to describe a system of care being
reviewed, says Hay. “We take this opportunity 
to coach them through so they will feel comfort-
able discussing our care processes with a real 
surveyor,” she says.
• Increased emphasis on the medical staff.

This is a subtle but significant change in the
medical staff standards, Meyerhoefer says. “There
is an increased emphasis on the medical staff’s
leadership and responsibilities in the quality and
safety of patient care,” he notes.

This increases the role and responsibility of the
medical staff leaders and will call for increased
time commitments, involvement, and knowledge
of their roles, he says. “Because of the changing
nature of the medical staff and [their] relationship
with the hospital, this may be difficult to obtain,”
he says.

In most hospitals, the number of active physi-
cians is decreasing continually for several rea-
sons, Meyerhoefer explains. 

Many primary care physicians have fewer hos-
pitalized patients due to increased ability to care
for higher acuity patients in their offices, and
inpatients also have a higher acuity and now fre-
quently are admitted to subspecialists such as
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cardiologists, he says. “Thus, there are fewer
incentives to devote time to medical staff activi-
ties,” Meyerhoefer says. 

There also is tension between the hospital and
the medical staff regarding coverage of the emer-
gency department, and physicians are expecting
remuneration for performing on-call responsibili-
ties, he notes.

All this results in fewer physicians willing to
take leadership roles, says Meyerhoefer. “Even
now, many medical staffs and their leaders don’t
fully understand the safety goals and their
importance to the hospital and the physician’s
role in implementation,” he adds. 

The most successful quality managers have
found physician champions to carry the banner
for performance improvement activities, advises
Meyerhoefer. 

This calls for a lot of one-on-one attention from
the quality manager, he says. “It also means that
the quality manager must have the necessary data

gathering and analytical tools to present the infor-
mation to physicians. They can’t waste the physi-
cian’s time or give the physician the illusion that
their time is being wasted.”

[For more information on the new JCAHO stan-
dards, contact:
• Virginia Hay, RN, CIC, Service Director, Quality

Care Management, Champlain Valley Physicians
Hospital Medical Center, 75 Beekman St., Platts-
burgh, NY 12901. Telephone: (518) 562-7323. Fax:
(518) 562-7397. E-mail: ghay@cvph.org.

• Frederick P. Meyerhoefer, MD, The Meyerhoefer
Organization, 1261 White Stone Circle N.E., Canton,
OH 44721. Telephone: (330) 966-6717. E-mail:
Meyerorg@aol.com.

• Paula Swain, MSN, CPHQ, FNAHQ, Director 
of Clinical and Regulatory Review, Presbyterian
Hospital, 200 Hawthorne Lane, Charlotte, NC
28204. Telephone: (704) 708-6591. E-mail: Paula@
snaconsulting.com.]  ■
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Credential volunteers 
during disasters
You’ll need a policy before disaster strikes

After the terrorist attacks of 9/11, area hospi-
tals all reported a deluge of volunteer clini-

cians. This may sound like good news when your
facility is suddenly overwhelmed with patients,
but it also can be dangerous.

“We have an obligation to provide safe, quality
care,” stresses Marianne Klass, RN, MN, accredi-
tation and safety director at Swedish Medical
Center in Seattle. 

“During times of chaos, it is not unlikely that
certain people may enter a system and [imper-
sonate] someone they aren’t, such as a physician.
Systems must be in place to safeguard this from
happening.”

When developing a policy for credentialing of
volunteers, consider the following:
• Comply with new Joint Commission on

Accreditation of Healthcare Organizations
(JCAHO) standards.
In September 2002, the Joint Commission

issued a new standard which allows a hospital to
grant privileges to health care professionals who
volunteer their services during an emergency,
says Charlotte Jefferies, of the Pittsburgh-based
health care law firm Horty, Springer & Mattern.

The JCAHO standard was created after the
Joint Commission’s debriefing of health care per-
sonnel involved in the 2001 flood in Houston 
and in response to the terrorist attacks on 9/11,
Jefferies says.

“Physicians and hospital personnel involved in
those disasters identified a specific need for rapid
access to clinicians to assist the hospital in meet-
ing patient care demands in those emergency sit-
uations,” she says.

JCAHO requires an emergency management
plan to design, implement, and evaluate a total
response and recovery system, and this includes
emergency credentialing for physicians, says
Klass. “It makes sense to extend this standard to
any clinician,” she says. 

The standard encourages hospitals to develop
credentialing and privileging policies or proto-
cols that can be implemented when a hospital
determines to activate its emergency manage-
ment plan, says Jefferies. 

The standard outlines acceptable sources of
identification of volunteer licensed independent
practitioners. Those sources of identification
include:

— a current picture hospital ID card;
— a current license to practice and a valid pic-

ture ID issued by a state, federal, or regulatory
agency;

— identification indicating that the individual
is a member of a disaster medical assistance
team;



— identification indicating that the individual
has been granted authority to render patient care
in emergency circumstances, such authority hav-
ing been granted by a federal, state, or municipal
entity;

— verification of the volunteer practitioner’s
identity by a current hospital or medical staff
member.
• Understand Good Samaritan laws.

Although specific documentation may be
required in the event of a disaster, this may not be
followed to the letter in the event of a mass casu-
alty incident, in the eyes of some quality managers. 

“Our policy does require documentation, but
in a real 9/11-type emergency, our chances of get-
ting all of that documentation is slim — and who
knows when we will be able to do all of the veri-
fications,” says Kathy Downs, CMSC, CPCS,
CPHQ, director of medical staff services at
Paradise Valley Hospital in National City, CA.
(See the facility’s policy, right.)

“I also think that depending on the situation,
some hospitals will just need all of the medical
personnel available and will have to worry about
the consequences later,” says Downs.

When an individual truly acts in a voluntary
capacity to aid another whom he or she is not
required to aid, that individual is deemed to have
acted as a “Good Samaritan” and is exempt from
liability, says Jefferies.

Some form of Good Samaritan legislation has
been enacted in all 50 states and the District of
Columbia, Jefferies says. No volunteer physician
who in good faith renders aid is liable for civil
damages as a result of acts or omissions in ren-
dering such aid, she says. 

If federal law grants immunity to hospitals 
for their use of volunteers when they activate an
emergency management plan, then the hospital
would not be liable for the acts of the volunteer,
unless it failed to follow its own identification
process before granting privileges, says Jefferies. 

But if the volunteer was incompetent and the
hospital knew, or from information in its posses-
sion should have known, of the individual’s
incompetence, then the question is whether the
hospital acted in good faith, she explains.

Therefore, how you handle the credentialing 
of volunteers is important, Jefferies stresses. “In a
real disaster, time is of the essence, and we know
from experience that there is usually very little 
or no time to check the qualifications of persons
who volunteer to provide care.” 

Jefferies notes that the JCAHO standard, like
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Sample Policy for
Credentialing Volunteers

Shown here is the policy that is followed at
Paradise Valley Hospital in National City, CA,

for credentialing of volunteer clinicians during a
disaster:

INFORMATION REQUIRED FOR EMERGENCY
TEMPORARY PRIVILEGES
A. The following information must be available 

in order to be granted temporary emergency
privileges:
1. Current professional license number.
2. Photo identification issued by the state in

which the practitioner holds licensure OR a
current hospital picture identification card.

3. Name of current hospital affiliation where
the practitioner maintains medical staff
membership (if applicable). 

4. Current malpractice insurance coverage.

VERIFICATION OF INFORMATION
A. Verification licensure, malpractice insurance,

and hospital affiliation will be done as soon as
feasible by the medical staff office/designee(s).
A record of this information will be retained in
the medical staff office on the temporary emer-
gency privileges form.

B. The National Practitioner Data Bank and the
Office of the Inspector General will be queried
as soon as possible.

C. Emergency privileges will be immediately termi-
nated in the event information received through
the verification process indicates any adverse
information or suggests the person is not capa-
ble of rendering services in an emergency.

CONDITIONS OF EMERGENCY PRIVILEGES
A. The emergency designee must practice under

the direction and supervision of an existing
member of the Paradise Valley Hospital medi-
cal staff.

B. The emergency designee will sign a statement
attesting that the information given to the hos-
pital is accurate.

C. The emergency designee agrees to be bound
by all hospital policies and rules, as well as
medical staff bylaws, rules, and regulations,
and any directives from the clinical service
chairperson, supervising physician, or any
other hospital or medical staff leader.

D. Emergency privileges will be valid only for the
duration of the disaster or emergency and will
automatically terminate at the end of needed
services.



many state disaster plans and regulations, does
not require, recommend, or suggest that the hos-
pital conduct an evaluation of the volunteer’s
education, experience, training, work history,
character, ethics, or ability. 

The key element addressed by the JCAHO
standard and other state rules, regulations, and
statutes is having a procedure to verify the iden-
tity of the volunteer, she explains. 
• You need a system to verify competencies and

licensure.
There is a risk to any organization choosing to

accept nonprivileged or unknown staff, says
Klass. “If we’re desperate for help, we certainly
don’t want to turn away volunteers, but we must
do so under the framework of caution for liability
and for patient safety,” she says. 

There should be a designated role in your inci-
dent command system for collecting documents
from volunteer physicians, nurses, respiratory
therapists, and pharmacists, to track name, licen-
sure, and other pertinent clinical information, says
Klass. If a person shows up barehanded without
any of these items, other methods of identification
and tracking should be implemented, such as tak-
ing Social Security numbers or other personal
facts, she says. 

“If the computers are functional, then there is
the ability to tap into the state licensure system for
verification, but the ‘paper-and-pencil’ method
needs to be in place as a contingency,” she adds.

The facility has procedures in place to assign a
volunteer clinician alongside a staff person, says
Klass. “This enables a buddy system to eye the
competencies and skills of the volunteering per-
son. If there are any concerns, this can be imme-
diately addressed. 

If there is any doubt as to a volunteer’s capa-
bility, he or she might not be accepted at all, says
Klass. “If we aren’t desperate for help, we won’t
accept their help, or obviously, we could place
them in nonrisky activities, such as making sand-
wiches or shoveling debris,” she says. 
• Reduce need for volunteers.

There may be less of a need for volunteers than
you expect, since during actual disasters staff typ-
ically “step up to the plate,” says Klass. “Staff will
come in when they are not scheduled or work
extra long hours to get us through the disaster,”
she says. 

As a result, the facility has rarely had to accept
the help of volunteer clinicians, she says. To
reduce the need for volunteers, Klass recom-
mends working with staff to have solid home

preparedness plans, so that if they are at work
when a disaster occurs, you can count on them to
stay and be focused. 

At Swedish Medical Center, all staff have been
asked to develop home preparedness plans for
whatever is needed to survive independently for
three days, such as shelter, food, water, medica-
tions, clothing, battery-operated radio, first-aid
kits, battery-operated flashlights with extra bat-
teries, candles, and portable generators. 

“Those who do not have sound home plans are
more likely to leave work or not come in, since
their first obligation is to secure the home front,”
Klass says. “Hence, personal disaster plans are
crucial to a successful hospital emergency man-
agement plan.”

[For more information about credentialing of volun-
teers during disasters, contact: 
• Kathy Downs, CMSC, CPCS, CPHQ, Director 

of Medical Staff Services, Paradise Valley Hospital,
2400 E. Fourth St., National City, CA 91950. Tele-
phone: (619) 470-4156. Fax: (619) 472-4502. 
E-mail: DownsKA@PVH.AH.ORG. 

• Charlotte Jefferies, Horty, Springer & Mattern,
4614 Fifth Ave., Pittsburgh, PA 15213. Telephone:
(412) 687-7677. Fax: (412) 687-7692. E-mail: 
cjefferies@hortyspringer.com. Web: www.horty
springer.com.

• Marianne Klass, RN, MN, Accreditation and
Safety Director, Swedish Medical Center, 747
Broadway, Seattle, WA 98122-4307. Telephone:
(206) 386-2549. Fax: (206) 215-3071. E-mail:
Marianne.Klaas@swedish.org.]  ■

Are you complying with
restraint standards?
How to benchmark using your own data

You already should know that Joint Commis-
sion on Accreditation of Healthcare Organiza-

tions surveyors want to see compliance with
restraint and seclusion standards. But to improve
quality in this area, you’ll need to do more. 

“I think it goes beyond just compliance,” says
Shari Hughes Scott, MS, LMFT, LPC, RN, psychi-
atric consult nurse at Children’s Medical Center of
Dallas. “Surveyors want to see evidence that we
are using appropriate clinical judgment to provide
respectful and safe care to patients and families.”
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That means continually looking at the risk 
vs. the benefit of interventions on an individual
basis, Scott says. “I also think that they want to
see concrete evidence that we are actively involv-
ing patients and families in the process of reduc-
ing aggression and successful coping from the
very beginning of treatment.” 

In addition, it is important for clinicians to part-
ner with the patient to meet therapeutic goals, she
adds. “This is opposed to planning care in a way
that requires exerting control and power over
patients in order for them to make progress with
the goals we set for them.” 

To dramatically improve the way restraint and
seclusion is addressed at your facility, consider
the following:
• Benchmark using your own data.

It’s very difficult to obtain benchmarking infor-
mation from other facilities, says Darcy Jaffe,
ARNP, director of inpatient psychiatry, psychoso-
cial consultation, and involuntary treatment ser-
vices at Seattle-based Harborview Medical Center. 

“Building a database from which to benchmark
with your own facility over time seems to provide
the most useful information to gauge how the facil-
ity is doing,” she says.

Start with these basics, Jaffe advises: Compli-
ance with obtaining orders, number of patients in
restraints, why the patient is being restrained, and
for how long. “Once the database is established,
the best performance indicators to use seem to
become apparent naturally.”

Your monitoring system must be broad, since
the use of restraints encompasses the entire clinical
staff, she notes. At Harborview Medical Center,
these steps are taken: 

— Weekly audits of documentation are done 
to ensure it meets standards and that the restraint
use is necessary.

— Daily charge nurse rounds are conducted 
in which all patients who are in restraints are
reported.

— Closed-record reviews are done on a quar-
terly basis.

— The psychiatric clinical nurse specialist keeps
track of all patients who are in behavioral restraints
on the medical/surgical floors. On the psychiatric
units, the manager reviews all restraint orders and
plans for patients in any kind of restraint.

At Children’s Medical Center, an overall base-
line assessment was done to assess both behavioral
restraints and the use of medical restraint and med-
ical immobilization throughout the facility, Scott
says. “Having those baseline numbers, we formed

a multidisciplinary task force that continues to
meet monthly,” she says. “The initial goal was to
achieve 100% compliance with regulatory man-
dates for restraint and seclusion in our institution.”

Since that time, the restraint initiative has
broadened to include improving the facility’s
approach to care through education, policy, and
practice, Scott says.
• Make sure your policy addresses Joint Com-

mission standards. 
To comply with Joint Commission standards

for restraint and seclusion, you’ll need clear, com-
prehensive policies that clinicians are accountable
to follow, says Jaffe. 

Surveyors want to see documentation that eas-
ily shows that the patient was properly assessed
regarding the reason for restraints, that all other
options were tried first, and that the restraints
were discontinued as soon as possible, she says.
“They also want to see that the patient/family
was included and has a voice in the plan.”

Here are ways to comply:
— Develop documentation and order tem-

plates that force staff to enter correct information
and to view restraints as a priority problem, says
Jaffe.

— Consider creating a position that is solely
responsible for restraint practices if there are a 
significant number of patients who need restraints
at your facility, she recommends. 

— Invest the appropriate resources into staff
education. “Don’t stop with a one-time education
process,” Jaffe says. “There must be thought to
include a long-term plan.”

— Standardize your documentation and policy
and procedure across the institution, advises Scott.
“In addition, we have housewide competencies for
all direct-care staff regarding the use of restraint
and seclusion.”

To ensure that each standard or condition of par-
ticipation was met with each incident of restraint or
seclusion, a detailed documentation flowsheet was
developed that follows requirements of both the
Centers for Medicare & Medicaid Services and the
Joint Commission, says Scott. If the clinician fol-
lows the written prompts and documents accord-
ingly, it will ensure compliance, she says.

The facility’s policy requires that a performance
improvement checklist be completed for each
restraint or seclusion that occurs, says Scott. 

“Each incident of restraint or seclusion is
reviewed by the corresponding manager,” she
explains. “Trends are noted, which may result in
specific improvement plans being put into action.” 
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Have a clinical nurse specialist talk with
nurses and physicians when they have a patient
in restraints, to help formulate a plan to get the
patient out of restraints, recommends Jaffe. 

“The more often this happens, the faster the
staff get at figuring it out on their own,” she
says.
• Monitor restraint use. 

At Children’s Medical Center, a restraint and
seclusion hotline was set up, Scott says. 

“All occurrences of restraint or seclusion occur-
ring anywhere in our institution are called in to
this data bank with information provided corre-
sponding to regulatory mandates,” she explains.

These demographics and variables are placed
into a database, which allows trends and pat-
terns to be identified, she says. “This break-
down can provide clues for making important
changes, which might reduce the incidence of
these procedures.”

[For more information on restraint use, contact:
• Darcy Jaffe, ARNP, Director, Inpatient Psychiatry,

Psychosocial Consultation, Involuntary Treatment
Services, Harborview Medical Center. Telephone:
(206) 731-6630. E-mail: dmjaffe@u.washington.edu. 

• Shari Hughes Scott, MS, LMFT, LPC, RN,
Psychiatric Consult Nurse, Children’s Medical
Center of Dallas. Telephone: (214) 456-6477. 
E-mail: shari.scott@childrens.com.]  ■

Tips from a recent survey
[Editor’s note: This column will be a regular feature

in Hospital Peer Review profiling a facility that
recently has been surveyed by the Joint Commission
on Accreditation of Healthcare Organizations. If your
facility was recently surveyed, please contact Staci
Kusterbeck, Editor, Hospital Peer Review, 280
Nassau Road, Huntington, NY 11743. Telephone:
(631) 425-9760. Fax: (631) 271-1603. E-mail:
stacikusterbeck@aol.com.]

When surveyors from the Joint Commission
come knocking at your door, they will want

to see proof of compliance with each one of the six

patient safety goals, says Kathy Brandeis, RN,
BSN, performance improvement/JCAHO coordi-
nator for Saint Joseph’s Hospital of Atlanta, whose
facility recently was surveyed. 

“Be prepared to demonstrate how you’re com-
plying with every single one of these,” she warns.
“They are looking for 100% compliance.”

Surveyors quizzed various staff members
about each safety goal, including hospital board
members and surgeons, she reports. For example,
surveyors asked, “What do you do before you
give a medication or before you draw blood?” In
this case, they wanted to see that staff knew to
check for two patient identifiers, and asked what
they were, then looked to see if other staff were
really doing this, says Brandeis. 

Surveyors wanted to see that a time-out is
done to verify correct patient, procedure, and
site, and that this is documented in the chart —
not just for surgery, but for any invasive proce-
dure, such as putting in chest tubes, she says.

Here are other areas of focus during the survey:
• Health status of physicians.

The physician surveyor asked about the facility’s
policy for assessing the health status of physicians,
says Brandeis. “There have been new standards
related to that in the past couple years, and they are
looking to see how they have been incorporated.”
For example, the surveyor asked about the process
that occurs if an impaired physician is identified. 

“They really want to know how the process is
done and that it encompasses all that is required,”
she says. 
• Infusion pumps.

Surveyors asked about the process to ensure
that all PCA and infusion pumps are free-flow
protected, says Brandeis. “Make sure you have
your biomedical person in that interview. At our
facility, he spoke to the surveyors about how he
had written the company and ensured that these
pumps are free-flow protected, and also explained
our process for this.” 

It was explained that for the facility’s hyper-
baric unit, free-flow protected pumps cannot be
used, says Brandeis. The surveyor was informed
of the following triple-check mechanism to
ensure that the infusion pumps do not leave the
hyperbaric unit:

— A red plate on each pump says, “This
machine is not free-flow protected and may not
leave hyperbaric unit.” 

— Each pump has a serial number and has to
be accounted for every single morning. 

— If a pump is needed in another unit, the
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facility’s policy states that another pump should
be obtained from central supply, instead of bor-
rowing one from the hyperbaric unit.
• Infection control.

Surveyors wanted to know the process for keep-
ing track of which scopes were used for which
patients, says Brandeis. Each scope is numbered,
and this is tracked electronically in the OR, and
manually documented in other areas. 

“On your documentation sheet, you already
have the patient’s name, medical record number
and findings, and you can just add, ‘Bronchoscope
#1,’” she advises. “Writing down serial numbers is
too long, and you can make mistakes.”
• Medications.

In the OR, surveyors wanted to see the system
used to account for all narcotic and medication
use, says Brandeis. “That is a biggie, because
there have been cases of anesthesiologists misus-
ing narcotics.” 

The surveyor observed anesthesiologists
returning narcotics to pharmacy and were look-
ing for a double-check mechanism to see that
whatever was not used actually was brought
back, she says. 
• Failure mode and effect analysis (FMEA).

“You better have a hospital board member pre-
sent when you are developing this, and they need
to be involved in the grunt work — the actual
process of writing it,” says Brandeis. “Many peo-
ple really hadn’t done that.” Fortunately, the facil-
ity’s pharmacy and therapeutics director was a
member of the hospital board at the time of the
survey, she says, and for the current year, a sur-
geon who is a board member will participate with
the FMEA development.
• Documentation.

Surveyors checked that physicians documented
that they have informed the patient of the alterna-
tives, risks and benefits and that the patient has
agreed to the procedure, says Brandeis. 

“The patient can sign the consent form, or the
physician can document this in the history and
physical or in their progress notes,” she says.
“They cannot document it in the operative report
because that is after the fact.” 

[For more information about the facility’s recent
Joint Commission survey, contact: 
• Kathy Brandeis, RN, BSN, Performance Improve-

ment/JCAHO Coordinator, Saint Joseph’s Hospital of
Atlanta, 5665 Peachtree Dunwoody N.E., Atlanta,
GA 30342-1764. Telephone: (404) 851-7506. Fax:
(404) 851-5604. E-mail: kbrandeis @sjha.org.]  ■

Don’t let impairments
jeopardize patient safety
Separate health matters from discipline

By Patrice Spath, RHIT
Brown-Spath & Associates
Forest Grove, OR

Recognizing and effectively responding to
impaired physicians is a critical component 

of a hospital’s patient safety initiative. The Joint
Commission on Accreditation of Healthcare
Organizations has an explicit requirement that
the hospital medical staff have a process to iden-
tify and manage matters related to individual
physician health (MS.2.6). 

This process should be separate from the medi-
cal staff disciplinary function. Traditional medical
staff bylaws have contained no provision for
modifying behavior, only for punishing behavior.
Generally, the only actions provided for in the
medical staff bylaws are: corrective action, sum-
mary suspension, automatic suspension, auto-
matic termination, and due process. 

The purpose for separating health matters from
disciplinary matters is to encourage the imple-
mentation of a process that will not damage the
physician’s reputation as a result of impairment.
The goal is to identify health-related problems at
an early stage, put supportive services in place,
and implement necessary safeguards to protect
the safety of patients while (if possible) allowing
the physician to remain in practice. 

The Joint Commission standards do not define
what is meant by “health-related problems.”
However, many facilities use the Chicago-based
American Medical Association (AMA) definition
of impairment: The inability to practice medicine
with reasonable skill and safety to the patient by rea-
son of physical or mental illness or alcoholism or drug
dependency.

Staff member education about the warning
signs of physician impairment and how to report
suspected problems is an important step toward
minimizing patient safety problems. 

Physicians and staff members should be 
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educated about the signs/symptoms of a health-
impaired physician. The AMA statement about
impaired physicians can be used as a basis for
this education. 

According to the AMA, evidence of impair-
ment includes observation of slurred speech, con-
fusion, unsteady gait, tremulousness, failure to
answer pages, and the perception of an odor of
alcohol or alcohol on the breath. 

Objective evidence of consumption is the pres-
ence of any alcohol in the blood and/or a positive
qualitative urine drug screen. There are other,
more subtle signs to watch for: outbursts of
anger, a disorganized schedule, patient or staff
complaints, unexplained absences or inaccessibil-
ity, and other inappropriate or unpredictable
behavior. 

A question that often comes up during discus-
sions of physician impairment is, “What about
the disruptive physician?” Repeated loud yelling
or other verbal abuse directed toward patients,
visitors, hospital staff members, or other physi-
cians should not be tolerated. The recent Institute
of Medicine report, To Err is Human, described the
importance of teamwork and free exchange of
ideas among members of the health care team. 

Any member of the team who is disruptive
will have a damaging effect on collaboration. If
everyone is afraid to talk to the physician for fear
of being verbally abused, there is a significant
potential for patient harm.

The medical staff should have a definition of
what is meant by “disruptive.” The AMA defini-
tion might serve as a starting point: A style of
interaction with physicians, hospital personnel,
patients, family members, or others that interferes
with patient care. 

The key phrase is “style of interaction” — a
physician who has a one-time outburst of anger,
but who is generally easy to work with, would
not be labeled disruptive. To be considered dis-
ruptive, a physician would exhibit a pattern of
repeated inappropriate verbal acts that have the
potential for decreasing the quality of patient
care. 

Of course, if a physician commits one act of
physical abuse toward any person, the medical
staff should take immediate action. 

A pattern of disruptive behavior or a sudden
change in a physician’s ability to work well with
other team members is a sign of possible impair-
ment. For this reason, staff members should be
encouraged to report such behaviors. There 
may be physical as well as mental causes for the

behaviors or substance abuse concerns. In these
circumstances, the medical staff impaired physi-
cian policy would apply. 

Notification and action

The organization should have a formal notifi-
cation process that physicians and other staff
members are encouraged to use for reporting sus-
picious behavior problems. Everyone should be
made aware of this process. Many hospitals allow
for an oral report of concerns if the problem
requires immediate attention. 

This report can be directed to the chief execu-
tive officer, the chief of staff, or their designee.
Don’t require that the person making the report
have absolute proof of the physician’s impair-
ment; however, he or she should be encouraged
to state the facts that caused suspicions and any
collaborating opinions from other people who
observed the incident.

There should be a mechanism by which physi-
cians suspected of health-related problems are
referred to a medical staff committee or other
group for further investigation. This process
should include an objective evaluation of the
credibility of the allegation. The impaired physi-
cian policy should include a procedure for imme-
diate action when hospital team members, a
patient, or a patient’s family expresses concern
that a physician appears acutely impaired. The
ranking nurse manager on duty or hospital
administrator should be involved in these situa-
tions, ideally in consultation with a member of
the medical staff executive committee. If war-
ranted, immediate coverage should be arranged
for the physician’s patient(s) and appropriate
testing done (e.g., urine drug screen and blood
alcohol). Label laboratory specimens as “John
Doe” or another alias to protect the confidential-
ity of the affected individual.

Disruptive behavior may fall under the profes-
sional conduct policy of the medical staff. There
should be a provision allowing the physician’s
medical staff membership and/or privileges to be
reduced or revoked if the disruptive behavior
adversely impacts the ability of the health care
team to provide quality patient care. By linking
the unacceptable behavior to quality of care,
courts generally will uphold the medical staff’s
decision if the physician in question chooses to
sue the medical staff. Because disruptive behavior
is a complex problem, the traditional peer review
process investigation may not be appropriate;
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however, if changes in the physician’s privileges
or medical staff membership are contemplated, all
aspects of due process should be followed. 

If the physician is suspected of having health-
related problems, it is important that supportive
actions are undertaken by the medical staff. This
includes referral to outside organizations that can
provide diagnosis, treatment, and rehabilitation
services. Most state medical associations offer
“Impaired Physician” assistance. 

If treatment is recommended by the outside
organization, the hospital medical staff may ask
for periodic reports of the individual’s progress,
including compliance with the treatment and
rehabilitation plan. 

If the physician continues to care for patients at
the hospital while undergoing treatment for the
health problem, the medical staff must have strin-
gent ongoing monitoring of the individual’s per-
formance to protect the safety of patients. If it is
determined that the physician is unable to prac-
tice safely, the peer review mechanism detailed in
the medical staff bylaws would be triggered. 

Many hospitals ask impaired physicians to
voluntarily request a medical leave of absence
and stop seeing hospital patients while under
active treatment. If the physician refuses to dis-
continue practice voluntarily, the physician’s
privileges are immediately suspended until
treatment has concluded.  ■

Web site is a boon 
to quality managers

If you’re looking for resources to help with quality
improvement programs in your facility, access

the new National Quality Measures Clearinghouse
web site (www.qualitymeasures.ahrq.gov). 

The site is the first collection of summaries of
evidence-based quality measures and measure sets
publicly available on the web for use in evaluating
and improving the quality of health care, says Jean
Slutsky, acting director of the Center for Practice
and Technology Assessment at the Agency for
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■ How to motivate
staff for continuous
quality improvement

■ Focus on positive 
to improve quality

■ How to comply with
staffing effectiveness
standards

■ New JCAHO
standards for ED
overcrowding

■ Novel ways 
to prepare for
unannounced surveys

COMING IN FUTURE MONTHS

CE questions

5. Which of the following is true regarding new
standards from the Joint Commission?
A. Surveyors will spend less time with staff.
B. Staff will need to interact with surveyors.
C. Medical staff leadership will be less involved

with the survey process.
D. There is less emphasis on the patient safety

goals.

6. Which is recommended regarding credentialing
of volunteers during disasters?
A. Volunteers should not be accepted under

any circumstances.
B. Any volunteer can be accepted without risk

during a mass-casualty disaster.
C. You should have a system to address cre-

dentialing for physicians only.
D. You should have a procedure to verify the

identity of volunteers including physicians,
nurses, and pharmacists.

7. Which is an effective way to comply with JCAHO
standards for restraint and seclusion?
A. Use benchmarking data from other facilities

instead of your own data.
B. Build your own database to assess restraint

use.
C. Monitor restraint use only if adverse out-

comes occur.
D. Have different policies for individual units.

8. What did Joint Commission surveyors want to
see at Saint Joseph’s Hospital of Atlanta?
A. that a system was in place to ensure that

unused narcotics are returned to the pharmacy
B. that only free-flow protected infusion pumps

are used throughout the entire facility
C. that serial numbers of all scopes are

recorded on patient charts
D. that physicians document informing patients

of risks and benefits of procedures in the
operative report

Answer Key: 5. B; 6. D; 7. B; 8. A



Healthcare Research and Quality (AHRQ), which
launched the site in February 2003.

“Quality managers are able to go to one place
to look for quality measures,” she says. “The site
is updated weekly and allows comparisons
across measures.”

The site allows you to “compare yourself
against yourself,” says Slutsky. “If you have iden-
tified a quality problem, this can show you how
care has improved over a period of time.”

Quality managers can use the site to make sure
their data definitions are consistent with industry
standards, use the same denominators that are
recommended for the measure, or as a source of
potential measures when a committee or group
asks, “What should we be measuring?” says
Slutsky. 

For example, you may be looking for measures
to implement that are used by accrediting organi-
zations to evaluate quality of care given to heart
failure patients. All measures related to heart fail-
ure and those used by accrediting organizations
are accessible through the “Detailed Search”
page. 

After entering the condition, you can choose
the option that allows you to retrieve those partic-
ular measures used by accrediting organizations.

The site is linked to the The National Guideline
Clearinghouse database, which has more than
1,000 evidence-based clinical practice guidelines
from 165 organizations, she adds. 

“Because these sites are linked, if a measure
has a guideline that it was developed from, you
can go back and forth between them,” explains
Slutsky.

Developing guidelines is difficult and expen-
sive, says Slutsky. “So if a guideline already
exists, it’s easier to see if it fits the needs of your
facility, rather than start from scratch,” she says. 

[For more information about the site, contact: 
• Jean Slutsky, Acting Director, Agency for

Healthcare Research and Quality, Center for
Practice and Technology Assessment, 6010
Executive Blvd., Suite 300, Rockville, MD 
20852. E-mail: info@qualitymeasures.ahrq.gov.]  ■
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CE objectives

To earn continuing education (CE) credit for sub-
scribing to Hospital Peer Review, CE participants

should be able to meet the following objectives
after reading each issue:

• Identify a particular clinical, legal, or educa-
tional issue related to quality improvement and
performance outcomes.

• Describe how the issue affects nurses, health
care workers, hospitals, or the health care industry
in general.

• Cite solutions to the problems associated with
those issues based on guidelines from the Joint
Commission on Accreditation of Healthcare Organ-
izations or other authorities and/or based on inde-
pendent recommendations from clinicians at
individual institutions.

If you’re not an HPR CE subscriber and would like
to sign up, call customer service at (800) 688-2421.  ■


