
Your next survey will be customized;
get ready for JCAHO’s priority focus
Data-driven survey process can work to your advantage

If you were expecting cookie-cutter questions followed by rote responses
during your next survey from the Joint Commission on Accreditation 
of Healthcare Organizations, think again. Instead, surveyors will arrive

armed with detailed information that puts a spotlight on your biggest prob-
lem areas, according to accreditation experts interviewed by Hospital Peer
Review.

As of January 2004, the Joint Commission’s new priority focus process
has put a new tool in surveyors’ hands, enabling them to focus on the 
specific issues most relevant to patient safety and quality of care at your
organization.

“In our old process, we used to give surveyors all types of data on an
organization, including previous recommendations, any complaints that
came into our office of quality monitoring, and ORYX data. Surveyors
would take all this information and, based on their own review, determine
where they should focus,” says Carrie Gross, manager of the Joint Com-
mission’s division of accreditation systems integration. All the information
now is obtained through an automated process, which applies a specific
set of rules to determine your organization’s top four or five priority areas.
“So it increases consistency in our survey process, and it also makes the
surveys more specific to the organization,” she explains.

The priority focus process uses your core measure data, accreditation
application, previous survey results, reported events and complaints from
the Joint Commission’s monitoring system, MedPar data, Medicare/Medi-
caid survey reports, and information from other authorities having jurisdic-
tion. (See related story on how core measure data will affect your survey,
p. 32.)

Based on all these data, four or five of the following priority focus areas
will be identified: 
1. assessment and care/services; 
2. communication; 
3. credentialed and privileged practitioners; 
4. equipment use; 
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5. infection control; 
6. information management; 
7. medication management;
8. organizational structure; 
9. orientation and training; 
10. rights and ethics; 
11. physical environment;
12. quality improvement expertise and activity;
13. patient safety;
14. staffing. 

However, if an area is identified as a priority
focus for survey, it’s not always an indication that
Type 1s are forthcoming, according to Christine
McGreevey, RN, MS, manager of the Joint Com-
mission’s accreditation systems integration and
accreditation operations. 

“It doesn’t necessarily mean anything good or

bad, just that we’ll explore it a little bit more,” she
says. “Our hope is that we’ll be more focused on
areas that could use extra help for improvement in
quality care and patient safety. That is the goal.”

Here are some of the ways the priority focus
process will affect your next survey:
• There will be fewer surprises during surveys.

According to Michelle H. Pelling, MBA, RN,
president of the Newberg, OR-based health care
consulting firm The ProPell Group, what survey-
ors will be focusing on during your next survey
shouldn’t come as a surprise, since the data they
have to review are readily available to each orga-
nization. She recommends using the information
to do the following: 

— Identify high-volume and/or high-risk clini-
cal service groups.

— Analyze the systems or processes in these
clinical service groups.

— Analyze the systems and relevant processes
for any complaints or untoward events that
have been reported to the Joint Commission.

— Formulate improvements for priority issues.
Surveyors will use the available data to identify

patient populations or “clinical service groups”
served at your organization, categorized as cardi-
ology, neurology, obstetrics, pediatrics, and ortho-
pedics. Patients will be selected from high-volume
groups or groups at significant risk for process
failures, Pelling says. “They will then assess the
priority focus areas relevant for those patients
using the tracer methodology,” she explains.
• Surveys will be more customized.

Instead of surveyors trying to determine compli-
ance based solely on document review or what
they observe during an actual survey, they’ll be
able to assess potential strengths and weaknesses
of your organization beforehand, says Judy Homa-
Lowry, RN, MS, CPHQ, president of Homa-Lowry
Healthcare Consulting, based in Metamora, MI.
“Since the survey process is so short in terms of
when they are actually on site, this will be a great
help,” she says.

Hospitals that fall outside what is expected or
compare unfavorably to their peers are identified
more easily before a survey, so surveyors can
focus their efforts on addressing specific problem
areas while on site, Homa-Lowry explains.

“For hospitals that have very good outcomes, it
will give surveyors the ability to look at what they
are doing in terms of potential best practices, and
those can be shared with organizations,” she adds.
• Continuous readiness is promoted. 

As the Shared Visions — New Pathways process
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unfolds, surveyors will be able to measure and
monitor hospital performance on a continuous
basis in addition to triennial surveys, says Homa-
Lowry. “Down the road, this will give them ongo-
ing data about organizations for unannounced
surveys and will promote a constant state of readi-
ness. Organizations know that if the data aren’t
looking good, they will have to take corrective
action, and they will be held more accountable.”
• Your priority focus areas are determined by

patterns and trends. 
Gross emphasizes that surveyors get a report

only after the data are analyzed, so that trends and
patterns are emphasized as opposed to individual
pieces of information. “We don’t tell our surveyors
exactly which pieces of data led to an area being
identified as a priority focus area, because we don’t
want our surveyors to get hung up on one piece of
data,” she says. “It’s about the preponderance of
data in a certain area.”
• Problem areas will be identified more easily.

It is now much easier for surveyors to identify
areas where your organization falls short, Homa-
Lowry advises. “The new survey process makes it
easier for surveyors to validate areas of concern.
For example, if an organization’s results for a spe-
cific DRG aren’t good, surveyors can target some of
those patients to follow through the whole health
care system.” The bottom line is that surveyors
know much more about your problem areas and
how they’re being addressed. They know if you are
targeting the areas that were identified, if the area
was assessed appropriately, and if the corrective
action plan has been implemented.” 

According to Homa-Lowry, the main two ques-
tions surveyors want answered are: “Has the
organization done a good assessment of its own
practices?” and “Has the organization imple-
mented the necessary corrective actions accord-
ing to the timeline submitted? If they haven’t
done it, it will become quite obvious, and there
will be repercussions for that,” she warns.

Your periodic performance reviews amount 
to a contract with the Joint Commission, Homa-
Lowry stresses. “You have promised to do this
and will actually have to put it in place. Until
now, it’s been a little easier to show good faith 
or show activity in certain areas.”

In contrast, the new process is more objective,
with surveyors focusing on three things: “Here
are the data; here is what you said you were going
to do; and where are the results?” she adds.

“If the results don’t show improvement, they
will want to know what other corrective actions

were implemented,” Homa-Lowry adds.
Hopefully, your organization already will have

addressed potential problems by the time an actual
survey occurs, since the goal is to take corrective
action on an as-needed basis, McGreevey points
out. “Since the organization already has had access
to the data and has been working on it, it may
already have been taken care of. So things may be
OK by the time we are on site. The issue is that you
have to juggle your own performance improve-
ment priorities, and surveyors do realize that.”
• Anticipate surveyor requests.

Although your organization will receive a
summary report identifying priority focus areas
two weeks before your survey, the idea is not to
use that information to learn which areas to drill
staff on, Gross adds. “The new process is meant
to cut down on survey preparation,” she says.
“The whole goal is that you don’t have to ramp
up right before the survey.”

However, you can use the information to facili-
tate complying with surveyor’s expected requests,
she notes. For instance, if you anticipate that a sur-
veyor will come in and request to do a tracer on
cardiac surgery patient, be sure to have informa-
tion on those patients organized by their diagnoses. 

Although surveyors will have the type of patient
in mind beforehand, they may not select the tracer
patient at random from your list, Gross adds. They
may look to you for help in selecting that patient,
so it couldn’t hurt to have individual patients in
mind to suggest if asked. “The surveyor will want
to pick the best tracer patient they can and may
ask, “Do you have a patient who entered the ED
[emergency department], stayed in the hospital,
and is now in a home care facility?”
• Anything is fair game.

It’s true that priority focus areas are determined
before surveyors even walk in the door, but noth-
ing is written in stone. “Based on what they find
on site, they may need to change their focus,”
Gross says. For example, it may be that staffing
was identified as a priority focus area, but instead,
the surveyor discovers problems with medication
management during a patient tracer. “They can
choose to go off in that direction. Anything is
open, and everything is fair game,” she adds.

[For more information, contact:
• Carrie Gross, Manager, Accreditation Systems

Integration, Joint Commission on Accreditation of
Healthcare Organizations, One Renaissance Blvd.,
Oakbrook Terrace, IL 60181. Phone: (630) 792-5000.
E-mail: cgross@jcaho.org.
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• Judy Homa-Lowry, RN, MS, CPHQ, President,
Homa-Lowry Healthcare Consulting, 560 W.
Sutton Road, Metamora, MI 48455. Phone: (810)
245-1535. Fax: (810) 245-1545. E-mail: 105255.
42@compuserve.com or homalowry@earthlink.net. 

• Christine McGreevey, RN, MS, Manager,
Accreditation Systems Integration/Accreditation
Operations, Joint Commission on Accreditation of
Healthcare Organizations, One Renaissance Blvd.,
Oakbrook Terrace, IL 60181. Phone: (630) 792-
5000. E-mail: cmcgreevey@jcaho.org.

• Michelle H. Pelling, MBA, RN, President, The
ProPell Group, P.O. Box 910, Newberg, OR 97132.
Phone: (503) 538-5030. E-mail: michelle@propell
group.com. Web: www.propellgroup.com.]  ■

Measures help surveyors
compare hospitals
Data collection guidelines use specific criteria

It’s just gotten much easier for Joint Commission
on Accreditation of Healthcare Organizations

surveyors to size up how your organization com-
pares to others. “The ORYX and core measure data
are part of the Joint Commission’s initiative to look
at hospitals in a more uniform manner, so they can
compare one hospital to another,” explains Judy
Homa-Lowry, RN, MS, CPHQ, president of Homa-
Lowry Healthcare Consulting, based in Metamora,
MI.

With ORYX, organizations were able to select
their own indicators, so there may have been a ten-
dency to choose things that were easy to measure
but didn’t adequately address critical elements of
the health care being provided, she says.

According to Homa-Lowry, another problem
with ORYX is that a number of vendors were
allowed to participate in the program, which made
using the data for comparative purposes difficult
because the various vendors used different sever-
ity or risk-adjustment methodologies. “If you’re
not comparing apples to apples, it makes the com-
parison difficult.” 

In contrast, the data collection guidelines for
core measures use very specific criteria, says
Homa-Lowry, adding that core measures also
address patient teaching initiatives such as smok-
ing cessation in addition to the disease process.

Each of the core measures is linked with a clin-
ical service group, notes Christine McGreevey,

RN, MS, manager of the Joint Commission’s
accreditation systems integration and accredita-
tion operations, giving the example of heart fail-
ure and acute myocardial infarction being linked
to the cardiology group.

“If there are undesirable outlier performances
on any of those measures, then cardiology might
be flagged as an area that we will direct the patient
tracer,” she says, noting that patient tracers are
determined by an aggregation of many types of
data.

Smaller hospitals typically have a harder time
benchmarking with comparative data because 
their numbers are so small, Homa-Lowry explains.
“Unless you apply statistical methods to try to pro-
ject some of the outcomes, it is hard to compare.”

You may wonder, “How significant is one out
of five patients?” if you see very few patients
with that diagnosis, she says. “Now, with the
adjustments Joint Commission makes, it will be
easier for smaller hospitals to take a look at how
they compare to other organizations,” she says.
“It will also be helpful to have a document to
assist with data analysis, as opposed to a larger
hospital that may have an operations analysis
department doing a lot of that for them.”

However, a key concern with the mandated
core measures is, “Who is going to do all the data
collection?” says Homa-Lowry, adding that some
insurance companies now are mandating quality
measures. “Some of the organizations have bud-
geted for additional staff, and others have not. It
will really be a challenge.”

To streamline your organization’s data collec-
tion, do the following:
• Eliminate redundant or fruitless collection. 

Take a close look at all the mandated data your
organization is collecting, and cut whatever is not
necessary, Homa-Lowry recommends.

“Instead of continually adding on, you need to
eliminate data collection that is not helpful,” she
says. “Take a hard look to determine whether your
data collection activities are worthwhile and pro-
vide good outcomes, and try to eliminate unneces-
sary or repetitive data collection.” 
• Assign a case manager to individual physi-

cians instead of by floor.
This results in an ongoing relationship and bet-

ter results with core measures. It also allows the
quality department to share data analysis with
individual physicians and work directly with the
chairman of the department, Homa-Lowry says.
• Cross-train staff.

Does your organization have case managers,
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utilization reviewers, risk managers, and quality
professionals all collecting similar data? Look for
ways to cross-train staff to increase efficiency and
avoid duplicating efforts, Homa-Lowry advises.
“You may have people getting into the charts
numerous times for something that is only a little
bit different.”

For example, if a case manager is looking into
the records of a pneumonia patient, it would make
sense for him or her to do a concurrent audit on
that patient to meet the core measure requirements,
or at least a portion of them, she suggests. “If they
are not in compliance, they can try to get in compli-
ance while the patient is still an inpatient. They
have a better opportunity to bring that patient into
compliance before they report that data externally.”

Sometimes, the relationship between case man-
agement and nursing isn’t delineated clearly, adds
Homa-Lowry. “Those two departments could sit
down and talk about the responsibilities for data
collection. The analysis could go to the quality
department so when the data come in, they could
look for trends and send the information to the

appropriate department for correction.”
That way, there is an opportunity to deal with

the issue both concurrently and retrospectively,
she points out.

In many organizations, core measures have
been tacked onto someone’s existing responsibili-
ties, Homa-Lowry notes. “Depending on what
the volumes are, it can be a huge responsibility
for one person to do all the abstracting, reporting
the data, analyzing it, attending the meetings,
and giving feedback to key people about what
outcomes were.” For that reason, core measures
now are being designated as a separate position
in some organizations. “It’s almost sprouted up
as another specialized area, as opposed to trying
to integrate it into existing processes,” she says.

You are better off integrating the core measures
into existing data collection processes, adds Homa-
Lowry. “When you cross-train staff, you are not as
dependent if an individual goes on vacation — or
you may have a special quality investigation and
that staff are pulled off to do a root-cause analysis
or some other quality responsibility.”  ■
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Help pharmacists meet
new medication standards
Motivate staff and managers with safety data

Two things are certain: The Joint Commission 
on Accreditation of Healthcare Organizations’

newly revised medication management standards
will be a key area of focus during surveys, and
complying with the new requirements will call for
sweeping changes throughout your organization. 

“The new standards are a lot more prescriptive
than they have been in the past,” explains Tom
Vogt, RPh, MS, manager of pharmacy services at
Overlook Hospital in Summit, NJ. “Many require
documentation at least 12 months prior to the sur-
vey. There is a lot of work that has to be done if you
are going to track all these different elements.”

In contrast to previous requirements, the new
standards are much more specific, notes Jeffrey
A. Patchett, RPh, MBA, director of pharmacy ser-
vices at NorthEast Medical Center in Concord,
NC. “The focus on safety is admirable, and it is
satisfying to finally see the Joint Commission rec-
ognize the value that the pharmacist adds to the
process,” he says. “But we were not ready for the
all-encompassing nature of the new standards.” 

From the pharmacy director’s perspective, you

are invaluable to meeting this challenge by provid-
ing insight for process changes and data manage-
ment, Patchett stresses. “Quality managers can
help us convince administrators that many of the
changes really are for safety, not just some overre-
action to a regulatory agency. At our facility, it has
been very helpful to have someone other than the
pharmacy director convincing staff that the change
is for safety.”

As a quality manager, the most effective thing
you can do to help pharmacy directors comply
with the standards is to continually educate staff,
Patchett advises. He says presenting safety data to
both unit staff and managers is the best motivator. 

“When our staff saw the data from our bedside
bar-coding system, all of our eyes were opened to
the types and number of medication errors that
could be happening. I think all of us adopted a
completely different view of safety when we saw
the facts,” Patchett notes.

The data collection process first looked at pre-
vented errors, which are collected and tabulated
by the type of error, the unit, and the drug. 

A prevented error occurs when a transaction is
attempted, and the bar-coding system (Bridge
MedPoint, manufactured by Solana Beach, CA-
based Bridge Medical) gives the user a warning
that he or she is about to do something wrong, and
the user stops before the wrong drug or dose is
given. The number of prevented errors exceeded



500 per month even after the data were scrubbed,
Patchett reports. Further analysis revealed which
drugs and which processes were causing the most
prevented errors.

Next, potential errors were tracked. These are
recorded transactions in which the system gives
the user a warning that he or she is about to do
something wrong and the user does it anyway.
However, many of these potential errors actually
are harmless, such as giving a drug in 59 minutes
which is outside a one-hour limit. “They are con-
sidered potential errors, because we really don’t
know that they’re errors until we go back and
analyze them,” he explains. 

Error prevention

Staff were disturbed to discover many examples
of drugs that weren’t similar in name, form, or
therapeutic indication being scanned for another
dose due. “We were astonished at how frequently
a nurse would bar-code scan a drug that was in no
way similar to the drug prescribed,” Patchett says.
“Fortunately, the bar-code system stops the vast
majority of those actions. We can only imagine
how many times drugs were given in error.”

The data were gathered by a nursing analyst,
presented in tabular and graphical form to the
facility’s medication event subcommittee, and
shared with unit managers. High-volume, high-
risk prevented errors were identified, and the
committee — consisting of representatives from
pharmacy, nursing, risk management, and quality
improvement — made recommendations for
change. “When the change was presented to the
staff, the reason for the change was also pre-
sented,” he adds.

Ideally, potential errors should get more atten-
tion early on and should be presented to unit staff,
Patchett argues. “The prevented errors deserve
attention but not necessarily immediate action. As
the analysts learned to scrub the data, we were able
to pull out errors and use them for education.”

The data from the bar-coding system currently
are being integrated with the manually reported
medication errors to develop a more aggregated
approach to error evaluation, Patchett reports.

Here are some of the new requirements of the
medication management standards, with strate-
gies for each:
• The definition of “medication” is expanded.

“It used to be that a ‘medication’ was merely
that. Now, that definition has expanded enor-
mously,” Vogt says. 

The new standards include prescription and
over-the-counter drugs, herbal supplements,
vitamins, “nutraceuticals,” vaccines, diagnostic
agents, contrast agents, radiopharmaceuticals,
blood derivatives, and intravenous (IV) solu-
tions. “It doesn’t specify ‘with additives’ —
therefore d5W is included,” he adds.

This brings many new areas under the umbrella
of compliance, including radiology, laboratory,
food services, nuclear medicine, and even the hos-
pital’s blood bank. “It’s not just a pharmacy stan-
dard anymore,” Vogt says.

At Overlook Hospital, a medication process
resource manual was created to address the new
agents now falling under the standards, includ-
ing ordering privileges, initiating, transcribing,
reordering, and bedside medications.

The original manual was broken down into cat-
egories of “decide,” “order,” “distribute,” “admin-
ister,” “monitor” and “evaluate,” but it is being
rearranged to follow the new Joint Commission
standards. “There are eight different sections of
medication management,” Vogt explains. “We will
separate out the policies and procedures for those
eight sections to make a true crosswalk.”

At Northeast Medical Center, a committee of
managers and physicians was formed so that all
affected areas could give input. “We feel that most
of these new standards have a broad, sweeping
impact and require many different disciplines
coming together to successfully achieve compli-
ance,” Patchett notes.

The theme that needs to be conveyed to every-
one is that these changes are for patient safety, he
says. “They may seem inconvenient at first, but if
we prevent errors, all will be worth it.”
• When unapproved abbreviations are used,

actions must be documented.
The standards don’t specify what kind of docu-

mentation is needed to address the use of unap-
proved abbreviations, Vogt notes. “But you have
to prove that for the previous 12 months, you did
do something about it.” The hospital’s informa-
tion system flags all orders with unacceptable
abbreviations, the physician is contacted to clar-
ify the order, and it is documented that the call
was made, he adds.

“We are tackling the abbreviation patient safety
requirement by collecting copies of any correspon-
dence with unapproved abbreviations and routing
those back through the offender’s department for
data collection and to be reviewed,” Patchett
explains.
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Centralized schedulers 
are boon to efficiency
Lost-call rates down by half; service levels up 40% 

When it came to streamlining the way patients,
referring physicians, and other interested

parties contact Geisinger Health System in Dan-
ville, PA, for various access-related services, it
seems that one good idea led to another. 

Key among a number of initiatives, explains
Carol Swank, director of the access center, was
improving the way customers accessed specialty
services — which traditionally had controlled their
own scheduling — by centralizing scheduling and
moving the specialty schedulers into the system’s
access center. 

“Service levels were not being measured, so
they had no idea if they were losing calls,” she
notes. “The access center [staff] were getting
overflow calls [from the specialty practices], but
were not able to schedule.”

Another issue, Swank adds, was that schedul-
ing for the practices had taken place only between
8 a.m. and 5 p.m., while the access center is in
operation 7 a.m. to 9 p.m.

Furthermore, she says, physicians weren’t
referring patients to Geisinger as often as they
should have been, a problem that the system’s
new chief of operations targeted by forming a
team to strengthen physician relations.

With the oversight of Karen McKinley, RN,
CHAM, vice president, access and care manage-
ment, the centralization effort got under way,
with groups of schedulers brought over in phases
to the access center, Swank says. 

As the process continued, she notes, problems
in how the individual clinics did their scheduling
began to surface. “As we brought over the [clinic
personnel], we found there was work that was
never done, referrals — some that went back 

several months — that weren’t scheduled.” With
only one person [in each of the specialty services]
to manage access as well as perform other duties,
Swank notes, open slots in the schedule often
were not filled.

“With the telephones they were using in the
clinics, there was no way to look at how many
calls they were losing or at their service levels,”
she adds. “The only way to find out was if people
complained.”

During visits to the referring physicians, she
says, Geisinger’s chief administrative officer found
“the offices had 20 or 30 telephone numbers, 20 or
30 different fax numbers” that were being used to
speak with or make referrals to staff or physicians
in Geisinger’s specialty practices. 

Appointments were not made on the initial call,
Swank notes. The response, she adds, was always,
“‘Fax the referral, and we’ll make the appoint-
ment and get back to you.’ Often, that never hap-
pened; and the [referring offices] would have to
make a second call or fax to one of the 20 or 30
different numbers.”

With the tendency of fax numbers to change
frequently, Swank adds, the sheets containing
those contact numbers often were outdated. A
process called Medlink, whereby referring physi-
cians use one toll-free number to call Geisinger,
now is in place in the access center, she says, and
“has made a huge difference in pleasing our
referring physicians.”

During the Medlink pilot, Swank notes, the
chief administrative officer visited the referring
physicians and promised them that they would
be able to make an appointment on the first call,
and Medlink was advertised and promoted as
part of the access center services. 

When the schedulers for the specialty services
were brought into the access center, she explains,
they were arranged in pods, with two pods for the
medicine services, such as dermatology, gastroen-
terology and cardiology; two pods for surgery ser-
vices, such as ophthalmology, general surgery, and
oral surgery; and one pod for pediatrics.

CareLink employees answering calls from the
toll-free patient number — who already were
working in the call center — were dispersed
throughout the pods, so they could back up the
specialty schedulers as needed, she adds. 

“A lot of patients we serve are out of area and
like to use the toll-free number, so before the
[specialty schedulers] came here, [toll-free staff]
ended up taking the scheduling calls and had to
transfer them to the clinics,” Swank explains.
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“We never knew what was happening to the
calls.”

Now, she says, the two groups of employees
can work together, providing service to a patient
in one call and making sure appointments are
coordinated if, for example, a husband and wife
would like to come in at the same time and see
different specialists. 

The first group of specialty schedulers moved
to the access center in March 2002, Swank says,
and the process was fully implemented by August
2002. While the schedulers’ service levels and lost
call rates still are not fantastic, they improved dra-
matically after the groups began working in the
access center, she says. Within a couple of months
of arrival, Swank adds, each group’s lost call rates
had decreased by half, and service levels had
increased by 40%. 

“Combined with efforts to improve patient
access in the clinic sites,” McKinley says, “the
movement to specialty scheduling pods enhanced
our ability to meet the needs of our patients.”

IVR on the way

A person using the 800 number may reach the
surgery pod, for example, when the need is for
the medicine group, Swank notes. “That requires
[the employee receiving that call] to get up and
go over and talk to the medicine pod.” The toll-
free number gets a lot of different calls, she points
out, ranging from people trying to reach inpatient
rooms to those who want to speak to their physi-
cians about a prescription. Of some 38,000 calls
per month that come in through that number, she
adds, about half have had to be transferred, caus-
ing unacceptable service levels and lost calls. 

That situation was expected to improve dramat-
ically, Swank says, with the advent of a sophisti-
cated interactive voice response system (IVR)
implemented in late January 2004. 

A large pharmacy chain that uses the same sys-
tem for patients to get their prescriptions refilled
reports a 99.5% accuracy rate, she continues. With
the IVR, patients will be greeted by a recorded
voice, told that the new system allows them to
speak their request, and asked to say the name 
of the physician or department with which they
wish to speak.

If the person says “orthopedics,” Swank adds,
the system will respond, “I believe you said ortho-
pedics.” After making that selection, Swank con-
tinues, the patient will be asked, “Is this about an
appointment?” If the answer is yes, that call will

be transferred to the pod that is scheduling for
that department. If not, the call will be sent to the
specialty clinic, where the person can speak with
a physician. If the caller speaks a physician’s
name — Dr. Newman, for example — the system
will say, “I believe you said, . . .” and will give its
interpretation of what was said. If the caller’s
response is negative, she adds, the system will
offer the option of spelling the name.

A pilot of the IVR, involving some 25 internal
medicine patients, indicated that about 75% found
it easy to use, she points out, even though they
weren’t reaching the right destination because the
system’s vocabulary was not fully built. “What we
had to do to build the system,” Swank explains,
“is to look at what patients actually call these
physicians, many of whom have names that are
complicated or difficult to pronounce. There were
synonyms we had to build in that could identify a
mispronunciation.”

Similarly, the system had to be tweaked so that
it could take callers to the correct department
whether they spoke the word “otolaryngology”
or said “ENT” or even “ears, nose, and throat,”
she adds. Another consideration, Swank says, is
that the system is extremely sensitive and will not
work correctly if the caller is carrying on a con-
versation, or if the television is playing at loud
volume in the background, while waiting for a
response. 

The IVR is expected to enhance the success
experienced with the Medlink process, notes
Lynn Schankweiler, CHAM, Geisinger’s man-
ager for system access education, by reassuring
referring physicians that they are being con-
nected. In the near future, she says, these physi-
cians will be able to just say, “transfer center,” to
reach personnel who will arrange for an admis-
sion. Also down the road, Schankweiler says, the
IVR will interface with Geisinger’s Epic schedul-
ing system to make the process even more seam-
less. If the call is about an appointment, she adds,
the caller will be asked to state a medical record
number or a Social Security number, and the per-
son’s account information will pop up on the
scheduler’s screen.

It is anticipated that the new system will
increase service levels, allowing for more effec-
tive staffing, she notes. 

With 40 or 50 calls coming in within 15 minutes,
half of which are nonscheduling-related calls that
need to be transferred to other areas, it’s been
impossible to staff for peak hours. While those calls
now have to be transferred manually — by staff



trained to do a “warm” transfer, making sure the
patient is connected properly — with IVR they
seamlessly will be routed, Schankweiler points out.

“Overall, it’s going to not only increase patient
satisfaction, but make staff more efficient and
increase productivity by getting patients where
they need to be the first time around. I believe it
will increase staff satisfaction as well, because,
from their perspective, it’s frustrating when you
answer 50 calls and, with 25 of them, you can’t
help the patient and have to do a transfer,” she
adds.“  ■

Nurses play strong role 
in patient satisfaction

In outpatient surgery, a patient’s pain is treated
immediately after surgery, and patients are sent

home. However, the pain control after discharge
may be more important than the initial treatment
at the bedside, says Elaine A. Yellen, RN, PhD,
assistant professor at Texas A&M University —
Corpus Christi. 

“We need to do a lot of discharge education for
them about how to control pain at home,” she
says. “They may have a lot more trouble once
they are at home by themselves.” 

Yellen recently published research from an
ambulatory surgical unit that indicated commu-
nication is one of several nurse-sensitive vari-
ables that influence pain satisfaction.1

“We often get in such a rush to go out the door,
but they have to be encouraged to ask questions,”
she says. “We need to be making sure they don’t
have any more concerns or questions. Try to ask
if there is anything else we can get for them.” 

Waiting time also is an issue for outpatient
surgery patients, Yellen says. “Sometimes it’s dif-
ficult to decrease the waiting time, but at least
tell them why they’re waiting and how long they
might expect to wait,” she advises. 

Yellen’s study was conducted at a 300-bed urban
hospital in south Texas. A sample of 132 partici-
pants was drawn during a six-week period. After
surgery, one group completed a patient satisfaction
instrument,2 while others completed an ambula-
tory surgery survey from Press Ganey Associates
in South Bend, IN. 

Yellen’s research indicated that pain control is a
key nurse-sensitive variable affecting patient satis-
faction. She also determined these variables apply: 

• Age. 
Nurses need to have a heightened sensitivity to

pain, Yellen suggests. Older people may not com-
plain as much about pain as younger persons, she
explains. “Sometimes, we have to make sugges-
tions for them, to assist them in how they should
be treating their pain,” Yellen says. “They might
not know.” Additionally, clinicians don’t know
how pain medications will affect older patients,
she says. “Sometimes, they are more sensitive; and
sometimes, they are less sensitive,” Yellen says.
Most drug research has been performed on young
or middle-age people, she points out. 
• Gender.

Yellen’s research indicates that men weren’t as
satisfied with their pain control as women. “I don’t
want to generalize, but often nurses are women,
and we’re asking men about pain,” she points out.
“We have to be sensitive that there’s a gender
issue.” For example, accept men’s expressions of
pain, and be aware of any biases you might have,
adds Yellen. “We have to make sure we’re not
stereotyping and possibly projecting our own
impressions of how they should act.”
• Culture.

The Corpus Christi area has a 50% Hispanic
population, Yellen says. Her research indicated
that the Hispanic patients were not as satisfied
with their care as Caucasian patients, she says.
“Even our hospitals systems are not culturally
sensitive,” Yellen maintains. 

The language barrier may be one factor, she
says. “We need to invite them to express their
pain to us, whether we need an interpreter or
sometimes a family member to help us.” 

Even with an interpreter, however, it can be
difficult for that person to interpret pain as well
as the language, she points out. “We need to
remain open to expressions of pain, and try to be
sensitive to how other cultures express them-
selves, too,” Yellen adds. 

For example, some members of the Hispanic
culture are deeply religious and, as part of their
belief system, may think they should be stoic
about suffering, she says. “While suffering might
be part of their religious thinking, I think they
should also be relieved of their pain.” 

References 
1. Yellen E. The influence of nurse-sensitive variables.

AORN J 2003; 78:783-793. 
2. Risser NL. Development of an instrument to measure

patient satisfaction with nurses and nursing care in primary
care settings. Nurs Res 1975; 24:45-52.  ■

March 2004/ HOSPITAL PEER REVIEW ® 37



38 HOSPITAL PEER REVIEW ® / March 2004

CMS publishes 
quality survey tool

The Centers for Medicare & Medicaid Services
has published a revised survey instrument

and proposed administration instructions for the
patient perceptions of care survey known as
HCAHPS (Hospital Consumer Assessment of
Health Plans). 

The survey, which will become part of the hos-
pital-led Quality Initiative, is intended to allow
for an accurate comparison of patient satisfaction
across hospitals. 

As recommended by the Chicago-based
American Hospital Association and others, the
survey was shortened considerably — from 66
questions to 32, 24 of which will gauge patients’
perceptions of the hospital environment and care
they received and eight will be used to determine
demographics and patient mix. 

Hospitals will be permitted to incorporate the
survey into their current patient satisfaction sur-
vey by adding up to 30 questions following the
24 core HCAHPS questions and to use their cur-
rent survey vendor to administer the survey.  ▼

AHA survey shows 
hospital use rising

More Americans turned to hospitals for care
in 2002, according to findings from the

Chicago-based American Hospital Association’s
(AHA) latest Annual Survey of Hospitals. 

The survey of more than 5,700 hospitals shows
admissions at community hospitals rose by 664,691
in 2002. Inpatient days climbed by roughly 2.5 mil-
lion, while the average length of stay held steady at
5.7 days. Emergency visits jumped by 3.9 million,
and total outpatient visits rose by more than 17
million. 

These statistics can be found in AHA’s Hospital
Statistics 2004 Edition. Go to: www.ahastatistics.
org, or call (800) 242-2626.  ■

CE questions

If you have any question about the CE program,
contact customer service at (800) 688-2421.

9. Which is true regarding the priority focus pro-
cess and Joint Commission surveys? 
A. Priority focus areas are left up to the sur-

veyor’s discretion.
B. Surveyors only will look at issues identified

as priority focus areas.
C. Priority focus areas may be determined by a

single piece of data. 
D. Priority focus areas will make the survey pro-

cess more customized. 

10. Which is recommended for collection of core
measure data reported to Joint Commission?
A. Do not eliminate any data collection at your

organization, even if it is repetitive.
B. Avoid assigning case managers to individual

physicians.
C. Cross-train staff to avoid duplicating efforts.
D. Designate core measures as a separate

position instead of integrating into existing
data collection processes.

11. Which is accurate regarding the Joint Commis-
sion’s newly revised medication management
standards? 
A. Only prescription or over-the-counter phar-

maceuticals fall under the standards.
B. Vaccines and diagnostic agents are not con-

sidered medications.
C. Any area of the hospital may compound an

intravenous medication if staff are properly
trained.

D. All intravenous medications must be made
by the pharmacy unless additional time
required could impact the patient’s outcome.

12. Which is an effective strategy to prevent incom-
petent or malevolent practitioners from harming
patients?
A. Openly share concerns about employees

with human resources.
B. Track only unexpected deaths. 
C. Conduct psychological screening process

during the hiring process only for employees
with inadequate references.

D. Mandate that safety concerns reported by
staff cannot be anonymous.

Answer Key: 9. D; 10. C; 11. D; 12. A



• The pharmacy must compound all IV medica-
tions in the organization.
“The new standard made us look around to see

what we took for granted. We found many areas
making IVs that we didn’t even think about,” he
says. “We knew they were there, but the nurse
was trained to make IVs in those areas, and we
allowed the medications to come from floor stock
or Pyxis [dispensing system].”

These areas included labor and delivery, the
same-day treatment center, emergency care cen-
ter, and the preoperative, postoperative, and
intraoperative areas. All now fall under the new
standards requiring that all IVs be made by the
pharmacy unless the additional time required
could adversely affect the patient’s outcome,
Patchett adds.

“The Joint Commission is taking the viewpoint
that the double-check process — of a technician
making the product and a pharmacist checking the
product — is worth the effort,” he notes. “They are
apparently concerned about the environment in
which a nurse may make the IV on the unit.”
• All medication orders must be reviewed by a

pharmacist.
“The intent is rooted in patient safety, but 

the application is very difficult,” Patchett says,
explaining that either additional manpower will
be needed or a burdensome workload will be
placed on pharmacy staff. “Right or wrong, there
are many medication orders written and given
that currently don’t receive pharmacist review 
in most hospitals.” The new requirements may
wreak havoc with turnaround times and, in turn,
negatively affect customer satisfaction, he adds.

Many areas are not used to working with the
pharmacy to process their medication orders,
such as the typical labor and delivery department
using a limited number of different medications.
“Historically, the pre-term patient’s medication
needs have been managed by the nursing staff
and physicians present on the unit,” he notes.
“Now, we are challenged with looking at each
case and deciding if the time it takes to review,
order, and have the pharmacy make the IV will
adversely impact the patient.”

Another example of a potential problem area 
is the facility’s outpatient treatment area, where
patients regularly come for an IV or injectable
medication. Often, a blood level or a physiological
monitor must occur before the medication may be
given. Therefore, until that monitoring step occurs,
the medication order cannot be written, reviewed

by the pharmacists, prepared, and sent to the unit.
“Everyone is patient when the product is an IV

product that requires compounding,” Patchett
adds “However, if it is an anticoagulant subcuta-
neous dose, waiting 30-45 minutes for this process
to occur seems wrong. It feels like poor customer
service to make someone wait for an injection that
takes minutes to give.”

Previously, this area was considered as having
physician oversight since the monitoring occurs
before the order is written, he notes. “In many situ-
ations, the drug would then come from an auto-
mated dispensing cabinet. With the new standards,
the pharmacist must review the order before it can
be administered.”

[For more on the new standards, contact:
• Jeffrey A. Patchett, RPH, MBA, Director of

Pharmacy Services, NorthEast Medical Center, 920
Church St. N., Concord, NC 28025. Phone: (704)
783-1566. Fax: (704) 783-3157. E-mail: jpatchett@
northeastmedical.org.

• Tom Vogt, RPh, MS, Manager, Pharmacy Services,
Overlook Hospital, 99 Beauvoir Ave., Summit, NJ
07901. Phone: (908) 522-2223. Fax: (908) 522-
0660. E-mail: tom.vogt@AHSYS.org.]  ■

Killer practitioners: What
can you do to stop them?
Implement strategies to identify harmful scenarios

(Editor’s note: This is the first in a two-part series on
preventing employees from harming patients intention-
ally. This month, we cover how to track deaths and
improve communication with human resources. Next
month, we’ll give step-by-step instructions to prevent
problem employees from being hired and tips for encour-
aging staff to share their concerns.)

When a Pennsylvania nurse reported seeing
potentially fatal drugs stuffed inside a dis-

posal container for used needles, suspicion cen-
tered on one nurse in the cardiac care unit. When
confronted with questions about dozens of patient
deaths, the nurse refused to answer and instead,
quit his job. Over the next few months, he worked
at two other hospitals, with no system in place to
alert employers about his past. He later admitted
killing 30 to 40 patients during his 16-year nursing
career.
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This recent “killer nurse” story has sent chills
up the spines of quality managers everywhere.
The question is: What can you do to stop this
nightmare from occurring at your organization?

“Quality managers, especially those of us who
were nurses, are horrified,” says Angie King,
BSN, CPHQ, quality management director at Tift
Regional Medical Center in Tifton, GA. “You can
see how somebody very clever could do this.”

Your focus must shift from a reactive patient
safety approach to a proactive stance, by imple-
menting effective strategies to identify potentially
harmful scenarios in your midst, she emphasizes.

Hospital administrators, risk managers, and
lawyers have scrambled to lay blame, with some
pointing at the current nursing shortage for allow-
ing incompetent or malevolent practitioners to slip
through the cracks. “The need to protect patients
from caregivers who might be killers is certainly
real, but I do not believe the nursing shortage is rel-
evant, nor is any particular environmental factor,”
contends Janet A. Brown, RN, BSN, BA, CPHQ,
FNAHQ, president of JB Quality Solutions Inc., a
Pasadena, CA-based consulting firm. “We are deal-
ing with persons who are aberrant to the norm.”

Here are effective strategies recommended by
quality management experts: 
• Improve communication with human

resources (HR).
Harmful or malevolent employees are able to

elude detection in large part because of failure to
share concerns, King explains. “Too often, hospi-
tal departments are like silos. Human resources
and quality management should have a greater
interaction.” As a quality manager, if you notice
any type of pattern in patient deaths, especially
patterns involving personnel, it’s your duty to
share this information with HR leaders, she adds.
“Likewise, HR should be informing quality man-
agers, ‘This is a troublesome employee, so be
alert for any trends.’”

Don’t be reluctant to freely exchange this kind
of information, adds King, who also is a risk man-
ager. “The quality setting is primarily peer-review
protected, and it should not be an issue. If I see an
issue that concerns me about narcotics, I will talk
to pharmacy and also HR and share my concerns.”

States do have different labor laws and levels of
peer-review protection, so be familiar with yours.
“In some cases, if somebody is being looked at,
they may have to be notified,” she says.
• Put reasonable barriers in place during the

hiring process.
Those with patient safety responsibilities need to

evaluate what barriers can be put in place to pre-
vent the hiring of individuals with detectable psy-
chological disturbances, Brown advises. 

“These folks may be very competent and deliver
care that is seen by their peers as genuine TLC but
still euthanize patients, because of their aberrant
mental processing. Others truly may be malevolent
in intent.” She recommends a basic uniform psy-
chological screening process at point of hire, at
least for all employees with direct patient contact.
“Of course, there also must be the criminal back-
ground checks.”

Honest responses to reference checks needed

In addition, there should be a system that
allows former employers to respond honestly to
reference checks, if well-documented negative
information is relevant to patient safety, Brown
says. “Former employers tend not to relate nega-
tive information, even though it is relevant and
significant, due to fears of legal repercussions,
such as slander, libel, or breach of confidentiality.”

Each organization should solicit its own attor-
ney’s interpretation of state statutes, she recom-
mends. “Perhaps more in-depth reference checks,
using very specific questions with ‘yes/no’ op-
tions, might elicit enough information to provide
the red flag.”
• Implement a viable reporting system for sus-

picious behavior. 
Brown points to her experience working with

event reporting, beginning with California’s
Notification System in the 1980s, which allowed
reporting to be anonymous if necessary, with con-
venient locked drop boxes. This clearly is the
most effective way to get the necessary informa-
tion to begin an investigation, she says. “If qual-
ity leaders encourage staff to express any patient
safety concern, including suspicious behavior,
and all concerns are investigated confidentially,
then the system works.” 
• Find better ways to track and analyze all

deaths over time.
The recent horror stories reveal the importance

of reviewing all deaths, King advises. “Even a ter-
minal patient can have an unexpected death, and
patterns of mortality should be observed. Terminal
patients may be actively dying or not. It depends
on the individual patient, but they all have to be
reviewed.” A terminal patient’s death is not unex-
pected at first glance, but the goal is to detect any
patterns, she says. 

King recommends tracking the time of death,
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type of patient, medications, systems involved,
notification, comorbidities, and whether the
death was unexpected. 

Even expected deaths should be categorized
and tracked in a database over time as part of
mortality review, Brown advises. To find a pat-
tern linking deaths with caregivers, individuals
providing direct care during a specified time
period preceding all deaths must be included in
the database, she says. 

“This might be considered a return to the old
quality assurance days of looking at the ‘who’ —
the practitioner — rather than the ‘how’ — the
process — but it is not,” says Brown. “Now we
have the computer capability to screen both
together as necessary, given the need.”

[For more information, contact:
• Janet A. Brown, RN, BSN, BA, CPHQ, FNAHQ,

JB Quality Solutions Inc., 2309 Paloma St., Pasa-
dena, CA 91104-4926. Phone: (626) 797-3074. 
Fax: (626) 797-3864. E-mail: jbrown@jbquality
solutions.com.

• Angie King, BSN, CPHQ, Quality Management
Director, Tift Regional Medical Center, 901 E. 18th
St., Tifton, GA 31794. Phone: (229) 386-6119. Fax:
(229) 556-6390. E-mail: angie.king@tiftregional.
com.]  ■

Are your care continuum
linkages strong or weak?
Tool designed to assess and improve linkages 

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

Health care delivery has grown more sophisti-
cated and complex in response to changing

patient needs and emerging technologies. 
Regardless of length and breadth of the patient

care continuum, the goal should be to deliver
seamless, patient-centered care. However, with
few exceptions, that goal has not been realized. 

That concern was substantiated in the 2001
report Crossing the Quality Chasm: A New Health
System for the 21st Century, published by the
Institute of Medicine. According to the report’s
authors, the health care delivery system is highly
fragmented and, for the most part, lacks even
rudimentary information-sharing capabilities.

Case managers, nurses, and other health care
support staff serve as links between physician
groups, hospitals, and other health care organiza-
tions that often operate as silos. The report’s
authors maintain that safer, higher quality care
will occur only through redesigned systems of
care. The ideal health care system is, unfortu-
nately, many years away. That is why it is so
important today for health care professionals to
be vigilant in assisting patients during the transi-
tion from one caregiver to another or from one
level of care to another.

To effectively manage the patient care contin-
uum, caregivers must control the transitions or
handoffs in the process of care. These transitions
may be between caregivers within the same setting,
between services or departments within the same
setting, or between caregivers in different settings. 

Continuity of patient care is affected when:
• Two or more components of the heath care

delivery system interact during the provision
of care for a patient.

• There’s a change in the patient’s condition.
• A patient moves from service to service.
• A patient moves from setting to setting.

Nurses, case management services, and other
caregivers must facilitate the effectiveness of these
transitions. High-quality patient care involves more
than the excellent provision of discrete health ser-
vices over a defined time period. Everyone must
help to ensure coordination between primary and
specialty medical care, support services, and reha-
bilitation services, or follow-up care. Effective care
coordination also should promote optimal personal
autonomy, human dignity, and quality of life for
patients.

Continuity of patient care is multidimensional.
Interventions are needed to coordinate a great
variety of relationships between patients, fami-
lies, and health care services. Continuity of care
has many facets, such as availability of informa-
tion, availability or constancy of a caregiver, and
follow-up services. The goal of effective manage-
ment of continuity of care is to provide seamless
patient transitions from one setting to another.

Of all facets of continuity, efficient flow of

(Continued on page 43)
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Linkage Assessment Assigned to
Linkage within the Continuum Strong Weak No Step(s) Needed to Improve Due Date

Link Link Link

Our organization’s plan for the provision of patient care
is consistent with our mission.

Staffing, facilities, and services are adequate to provide
patient care according to our organization’s plan for the
provision of patient care.

All patients have reasonable access to care.

Up-to-date screening procedures are in place to match
individual needs with services.

Appropriate transfer agreements and procedures are in
place for services not offered by our organization.

Up-to-date criteria are used to determine the appropriate-
ness of admission.

Each patient care setting in our organization uses up-to-
date admission and discharge criteria.

An effective process is in place to obtain all relevant
patient information about previous care and services
before or during the patient’s entry to the setting or 
service.

Patients and their families are informed about proposed
care and associated risks and costs.

Care planning is collaborative and involves all responsi-
ble caregivers, patients, and patients’ families.

A well-defined mechanism is used for a collaborative
review of patient assessment information and the plan 
of care.

An up-to-date process is in place for ensuring that each
patient’s care is coordinated and integrated.

If needed, patient records from all care settings within
the organization can be assembled quickly.

Procedures are in place for effectively communicating
information among care providers during different
phases of care and across different settings.

Patients and their families are involved in the care
process.

Patients and their families are educated about the
patient’s condition and issues affecting self-care.

A collaborative, interdisciplinary discharge planning
process is followed.

Patients and their families are involved in discharge 
planning.

Decisions about continuing care are based on patient
care needs rather than reimbursement issues.

An up-to-date transfer policy and procedure is followed
that defines all aspects of the transfer process.

Data about the appropriateness of admissions and
continued stays are collected and used for performance
improvement.

Tool for Assessing the Links in the Continuum of Care



patient information is essential. Practitioners in
every setting where the patient may receive care
must have knowledge of or ready access to rele-
vant facts about the patient. Health care organiza-
tions must help to make sure that complete and
relevant information is available to all caregivers. 

Effective information sharing must occur among
the practitioners caring for a patient, whether in the
same institution, between institutions, or between
care settings. Information continuity depends on
data being up-to-date, accurate, retrievable, under-
stood, and used. 

In transitions between settings of care, informa-
tion is at risk of not being transferred, of being
transferred but not read, of being read but misun-
derstood, or of being understood but discounted.

The tool for assessing the links in the continuum
of care (see box, p. 42) is designed to help you
assess and improve the linkages within the care
continuum in your organization. The elements
included in this self-assessment tool are based in
part on the Joint Commission on Accreditation of
Healthcare Organizations standards. 

An element or linkage is scored as “strong” if
the element is in place and works consistently
well. A linkage is scored “weak” if the element is
in place but doesn’t work well or is not consis-
tent. A linkage is scored “no link” if the element
is not in place. Improvements are needed where
you find weak or nonexistent linkages. The tool
prompts you to document the improvement steps
and then assign the improvement effort to an
individual or group, along with a due date. 

Ideally, this assessment is a collaborative effort
among all the members of the health care team or
may be assigned to a group such the hospital’s
utilization management or care coordination
committee. By examining patient transitions in
the care continuum in your organization, every-
one will have a better understanding of the capa-
bility of your systems to support consistently
safe, high-quality patient care. The completed
assessment will give you a snapshot of the
strengths and weakness of your continuum of
care linkages and provide the information you
need to develop an improvement plan.  ■

New survey lets you focus
on safety, not standards
Tracer methodology well received by caregivers

After experiencing a recent pilot survey for 
the new Shared Visions — New Pathways

Accreditation Process, staff at Wallingford, CT-
based Masonic Healthcare Center gave glowing
reports. “There really were no surprises encoun-
tered during this survey,” says Arthur E. Santilli,
MS, MPH, CHE, president. 

“The team was very fair in its approach and
worked hard to create an atmosphere that was
collaborative rather than punitive,” he adds.

Evaluating quality of care and services

The new tracer methodology effectively evalu-
ates the quality of care and services of the organi-
zation, he says. 

“The process is a very interactive method of
bringing the survey team directly to the patient
care areas and into the patient’s medical records,
support materials and records and the clinical
work of the providers,” Santilli explains. “This
method was well received by all of the caregivers
involved.”

Patient tracers involved individuals who had
moved through the continuum including acute
care, rehabilitation, and skilled care, and there
was considerably more interaction with staff, he
reports. 

“This was appreciated, since it created a learning
and information exchange process that was not 
evident in past surveys,” Santilli continues. “Each
encounter provided new learning opportunities for
improvement in safety and quality of care.”
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■ What to expect from
system tracers during
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■ Tips from an
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reporting program
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■ Effective ways to
stop communication
errors and delays

COMING IN FUTURE MONTHS

ACCREDITATION
Field Report



Expect the time you spend preparing for sur-
vey to decrease significantly, he adds. “Quality
managers really should not need to spend a great
deal of time preparing for this survey process.
The Joint Commission has shifted its paradigm
from preparation to systems improvement.”

Therefore, you can invest your time and energy
in achieving excellence in your operating systems
and patient care programs, Santilli notes. 

“The survey team did a superb job of maximiz-
ing every opportunity to educate and reorient
staff while they were with us,” he says.  ■
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CE objectives

To earn continuing education (CE) credit for
subscribing to Hospital Peer Review, CE partici-

pants should be able to meet the following objec-
tives 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 indus-
try in general.

• Cite solutions to the problems associated
with those issues based on guidelines from the
Joint Commission on Accreditation of Healthcare
Organizations or other authorities and/or based
on independent 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.  ■

Mark your Calendar!

9th 
AnnualHospital Case Management Conference

The Changing Face 
of Case Management

Looking Forward, Looking Back
Program Chair Toni G. Cesta, PhD, RN, and her committee
have put together an agenda for the 2004 Hospital Case
Management Conference that promises to deliver the high
level of in-depth and insightful case management informa-
tion you have come to expect from us.

Join us in Atlanta, March 14 - 16, 2004, at the Swissotel
Atlanta to explore the case management issues that affect
you and your colleagues every day. Some of the topics that
will be discussed are:

•  A practical legal update for case managers
•  Role functions and departmental design
•  Best practices from the field
•  Case management for the uninsured
•  From discharge planning to transitional planning

Look for more information on program topics including valu-
able pre- and post-conferences that you will not want to miss!

Call 1-800-688-2421 to have a complete brochure mailed
to you today! Be sure to refer to promotion code 50002 to 
qualify for the $100 early bird special!*

*Paid registrations must be received by February 14
to take advantage of the $100 savings.

From the publisher of Hospital Case Management and Case Management Advisor


