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Better policies help you prevent being 
someone’s deep pocket for OB claims

Obstetric claims continue to be among the most catastrophic and
costly of malpractice cases, so providers must protect themselves
from becoming the deep pocket by enforcing policies that promote

patient safety and are consistent with the standard of care, says an attor-
ney and insurance company leader.

The first priority should be protecting patients, but if someone eventually
is sued, you should do what you can to avoid being the most attractive tar-
get, says Susan Chmieleski, APRN, JD, CPHRM, director of health care risk
management with the Chubb Group of Insurance Companies in Simsbury,
CT. She spoke on the topic at a recent meeting of the American Society for
Healthcare Risk Management (ASHRM) in Nashville, TN.

Plaintiffs’ attorneys are getting smarter about how to get the most pay-
off from an OB liability case, Chmieleski says. 

“There is a change in allegations. We’re seeing some really good tort
reforms throughout the country, but the plaintiff’s bar is getting very
smart,” she says. “We’re seeing different allegations, not just negligent
care. They’re alleging things like intentional misconduct as a way to get 
at punitive damages.”

The median award for childbirth-related malpractice cases is more than
$2 million, four times the median award for all types of malpractice law-
suits, Chmieleski says. The median settlement is $750,000 for childbirth
cases, compared to about $400,000, overall.

Enforce your own policies

Hospitals become the deep pocket in such cases through two main
theories, she says. The first is the corporate liability doctrine, which is all
about finding ways to make the organization responsible for the action
of individual physicians. A common method is to examine credentialing
procedures and find doctors who don’t have the credentials or expertise
you thought they did.

“Another avenue is failure to have the proper policies and procedures, but
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probably a more common way is to show that the
policies and procedures you put in place weren’t
enforced,” she says. “That’s an area where we are
seeing big problems in these cases.”

The other main theory for getting in the hospi-
tal’s pocket through respondeat superior, which
means the hospital is responsible for the actions
of its employees or agents. Chmieleski says these
are the most common areas leading to OB liabil-
ity claims against hospitals:

• fetal monitoring interpretation;

• timing of cesareans;
• shoulder dystocia;
• Emergency Medical Treatment and Labor Act;
• chain of command;
• informed consent;
• telephone advice;
• infant security;
• family practitioners and midwives.
“These are all things that you need to have

policies in your institution to handle,” she says.
Failure to respond to fetal distress is a common

claim, which can include issues such as improper
monitoring, not recognizing fetal distress, the
physician not being present in labor and delivery,
lack of adequate documentation of communica-
tion between the nurse and physician, and failure
to perform a timely cesarean.

Chmieleski tells of a case in which a woman
was examined by an obstetrician, who deter-
mined her labor was progressing well and then
retired to the doctors’ lounge. The hospital was
equipped with a remote monitoring system that
allowed the doctor to view the patient’s strips in
the lounge; but on that day, the system was not
working. The nurse thought the doctor was
aware of the patient’s condition and did not
report a sudden downturn in her condition. By
the time the physician realized the change in con-
dition and delivered the baby, it was severely
injured. The hospital settled for $2 million, she
says.

“One of the take-home messages here is, ‘Don’t
depend on your technology,’” Chmieleski says.
“The nurse had an independent duty to call it to
the doctor’s attention even if she thought he was
sitting there looking at it in the lounge.”

The ability to properly read OB monitor tracings
is important, and Chmieleski says most hospitals
are good about requiring nurses to demonstrate
their proficiency through testing at least once a
year. But physicians aren’t tested nearly as much,
she says.

“When I ask about that, I often get the answer,
‘Gee, I don’t know. That’s a medical staff issue,’”
she says. “You need to know.”

The hospital also should have guidelines for
who needs fetal monitoring and who doesn’t, she
says.

Some of the most common fetal monitoring
errors involve the terminology used by different
members of the OB team, says Larry Veltman, 
MD, chairman of the department of obstetrics 
and gynecology at Providence St. Vincent Medical
Center in Portland, OR, and medical director of the
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healthcare professional liability division for the
Farmers Insurance Group of Companies. He also
spoke on the issue at the ASHRM meeting.

When nurses and physicians don’t use the
same terminology to describe readings, time can
elapse before they realize the patient is in trouble,
Veltman says. He says other common fetal moni-
toring errors are not recognizing a nonreassuring
tracing in a timely manner, or a delayed response
to such tracings. Failing to record or communi-
cate a nonreassuring tracing to a clinician also is a
common problem, along with equipment failures
and having too few nurses on the unit to provide
adequate monitoring.

“Placing inexperienced nurses in a position in
which they are expected to monitor a high-risk
situation is another common error,” he says. 

Chain of command can be problem

In the last year, 80% of the OB cases Chmieleski
has seen involved allegations that the hospital
either did not have a proper chain of command or
did not follow the prescribed chain of command.
Plaintiffs’ attorneys tend not to have a clear idea
about how the chain of command works in a med-
ical setting, she says. 

“It’s not about nurses overruling a doctor’s
orders, but they try to make it about that,” she
says. “Make sure your defense counsel has a clear
understanding when you’re defending these
cases, what nursing chain of command really is.
It’s about nurses having a duty to institute some
chain of command when they are convinced that
the medical plan of care will result in patient
injury.”

Disagreements about fetal monitoring strips
rarely meet those criteria, Chmieleski says. There
is a big difference in these two scenarios, she
says: In the first, a nurse calls the doctor at home
and says there is a nonreassuring tracing, so the
doctor should come in, but he or she refuses. In
the second, the doctor and nurse are both looking
at the tracing, and the nurse says it is cause for
concern, but the doctor says it is not.

“The first is a good case for instituting the
chain of command, but the second is not,” she
says. “We all know that a fair number of nonreas-
suring tracings end up with a good outcome. It’s
a nondiagnostic test, and sometimes it is cause
for more investigation; but the tracing alone is
not always enough and the doctor can draw on
more information.”

Chmieleski also points out that OB nurses may

need a special outlet for reporting their concerns
about patient care. The standard chain of com-
mand in which the nurse goes to the nursing
supervisor first and then up the ladder may not
work, she says.

“When you’ve got a baby in distress and you
have to go the nursing supervisor, you don’t have
the time for those steps,” she says. “And nursing
supervisors tend to be clueless about OB because
it such a specialized field of nursing. You just
can’t convince them of what you need to in the
short period of time you have. In labor and deliv-
ery, you have to have very short, very vertical
chain of command.”

Chmieleski advises empowering nurses to
directly call the chief of the department when
there is a dispute with the OB. The chief must
understand they should respond immediately
when a nurse calls with such a concern, she says,
and that authority must be delegated whenever
the chief is unavailable.

Aim for ‘high-reliability organization’

Veltman says trying to make your OB depart-
ment a “high-reliability organization” is one way
to improve patient care and reduce liability risk.
This is a concept that risk managers have been
adopting more in recent years, in which you
employ systematic improvements to reduce the
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likelihood of errors and adverse events. For a
perinatal unit, Veltman says research has shown
that you should strive for these benchmarks:

• The unit is always oriented to confirming
fetal and maternal well-being.

• Variation is reduced by standardizing poli-
cies and procedures.

• Teamwork is the hallmark of the unit.
• Minimize hierarchy so that anyone can raise

issues of patient safety.
• There are superior intraprofessional commu-

nications among all team members.
• Shift work does not breed procrastination.
• Physicians always come when asked.
• The team practices for the unexpected such

as crash cesareans and shoulder dystocia.
• There is multidisciplinary review of adverse

outcomes and near misses.

30 minutes no longer the standard

The hospital’s policies must ensure that OBs are
available for emergency surgery, and Chmieleski
warns that the old rule of thumb about being
available within 30 minutes no longer applies.
The standard of care is that the physician must 
be “immediately available,” she says.

“Where we get into this argument all the time is
over what is ‘immediately available,” Chmieleski
says. “It’s not 30 minutes, it’s not doctors in their
offices, it’s not doctors scrubbed in on a case. I
tend to be very conservative on this, and I think
it’s entirely reasonable to interpret ‘immediately
available’ as your doctor on your labor and deliv-
ery unit, with no other primary responsibility
other than making sure this patient doesn’t get
into trouble.”

Veltman agrees saying juries typically put
much more emphasis on issues they can under-
stand easily, like whether the doctor came to the
hospital promptly, instead of the medical issues
that attorneys and experts laboriously explain.

“Who defines ‘immediately’? The jury does,”
Veltman says. “And they may presume that if the
physician had been present, he or she would have
intervened to prevent the adverse outcome.”

Patients seeking vaginal birth after C-section
(VBAC) or trial of labor after C-section (TOLAC)
pose special liability risks, say Chmieleski and
Veltman. If your hospital does VBACs, Veltman
says you should use these strategies to protect
patients and reduce your risk:

• Consider a 1:1 nursing ratio for VBAC patients.
• Consider an intrauterine monitor.

• Make sure the entire team is immediately
available, not just the physician.

• Confirm that there is an operating room
available.

• Ensure that your physicians and staff have
drilled on crash cesareans.

For smaller hospitals, Veltman says risk man-
agers must consider prohibiting VBACs altogether
if the resources are not available to use those safe-
guards. In that case, you would have to transfer
patients who want VBAC to another facility and
allow only scheduled repeat cesareans.

Another option for smaller hospitals is to bring in
the entire team, including anesthesia and surgery
staff, when a VBAC patient is admitted and have
them stay until the delivery. Twenty-four-hour
anesthesia and surgery personnel make VBAC a
safer option, but that may be cost-prohibitive for
smaller facilities.

All patients seeking VBAC or TOLAC should
sign consent forms indicating the risk of those
procedures, Chmieleski says. Though this has
long been the physician’s responsibility, courts
are indicating more and more that it is the hospi-
tal’s responsibility to make sure consent was
obtained, she says.

Veltman suggests using wording similar to this
in a VBAC or TOLAC consent: “The patient under-
stands that she has a least a 0.5% to 1% chance of
uterine rupture with a trial of labor which may
necessitate a hysterectomy and, associated with a
rupture, there is a 25% chance of permanent brain
damage or death to the baby. She understands she
may have a cesarean if she desires.”

Chmieleski says that last line is important, and
the delivery team must be ready to respect the
patient’s wishes if she changes her mind.

“Include an affirmative statement that the patient
has a right to withdraw consent at any time,” she
says. “And when the patient says stop, that she
wants a C-section, listen to her.”  ■

Tips for keeping plaintiffs 
out of your deep pockets

Susan Chmieleski, APRN, JD, CPHRM, director
of health care risk management with the Chubb

Group of Insurance Companies in Simsbury, CT,
offers these tips for keeping the plaintiff’s hands
out of the hospital’s pockets:

• Hospital liability often results from the
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failure of the nurses to document use of supra-
pubic rather than fundal pressure.

• Encourage physicians to document manage-
ment plans. “Have them write down what they’re
thinking. Most of the time they’ve got something
worked out in their heads for what they’ll do if
something happens, but it makes a huge differ-
ence if they write it down and show that they
were thinking about it,” Chmieleski says.

• The OB department should have standby
anesthesia and surgery staff.

• Adjust staffing ratios to ensure adequate
staffing.

• For family practitioners and midwives in the
labor and delivery unit, make sure you have their
credentials on file and have established what
they can and can’t do. Make sure this information
is readily available to the labor and delivery staff;
they don’t have time to get on the phone and find
out what the midwife is credentialed to do.

• Document all dystocia maneuvers in real
time. The record will be more accurate, complete,
and credible if it is created in real time, rather
than a nurse trying to remember the maneuvers
even a few minutes later. Chmieleski acknowl-
edges that documentation can be challenging
when the dystocia is a sudden, unexpected event
and everyone in the room is responding to the
emergency.

“But sometimes the shoulder dystocia is a rea-
sonably predictable outcome and you can pre-
pare,” she says. “When possible, have another
nurse step in solely to document the maneuvers. I
realize that’s not easy with staffing shortages, but
it might be something you can do when you see
this situation coming. It really can win the day
when you have to defend the case.”

• “Because the doctor said to” is not a valid
defense for the hospital.

• Enforce all policies you enact. Juries gener-
ally believe that failure to follow hospital policies
and procedures equals negligence.

• Document all communication between the
doctor and nurse. “I generally encourage nurses to
use quotations when documenting what the physi-
cian said. Doctors don’t like it when I say that, but
it is a way for hospitals to protect themselves.”

• Teach nurses to clearly state the need for a
physician. When they call physicians, Chmieleski
encourages nurses start the conversation by say-
ing something like, “Dr. Smith, the purpose of
this call is to inform you that your patient is
bleeding and you need to come to the hospital
immediately.” The point is to convey clearly and

quickly what is needed from the physician, and
then offer further information if necessary.

• Conduct emergency cesarean drills. This 
is particularly important in small hospitals that
don’t do a lot of cesareans. The OB staff and
physicians must make sure they can meet the
necessary criteria for time and patient safety.

• Nurses must have somewhere to go and
report that care is not being provided or is being
provided in a way that may harm the patient. “It
is crucial that it be nonpunitive, even if afterward
the investigation determines that her concerns
were unfounded,” she says. “If there’s even a slap
on the wrist for reporting that concern, it will be
all over the hospital in a flash, and you’ll never
get anyone speaking up again.”  ■

10 pitfalls that can lead to 
big OB malpractice cases

Many birth-related lawsuits can be traced back
to fundamental flaws in how your OB depart-

ment or practice is run, says Larry Veltman, MD,
chairman of the department obstetrics and gynecol-
ogy at Providence St. Vincent Medical Center in
Portland, OR, and medical director of the health-
care professional liability division for the Farmers
Insurance Group of Companies. Veltman offers this
list of the most common failures that lead to OB
malpractice lawsuits:

1. Expecting a physician or nurse to be in three
or four places at once.

2. Overbooking and high patient volume.
3. Multiple providers caring for one patient,

especially if sign-outs are poor.
4. Inadequate protocols for consultation, refer-

ral or transfer.
5. Trying to hard to please the patient, bending

the rules “just this once.”
6. Underestimating the risk of a particular situ-

ation and trying for the miracle vaginal birth.
7. Off-site monitoring of intensive care situations.
8. A hierarchy (doctor vs. nurse, or attending

vs. resident) that creates safety issues of makes
them difficult to overcome.

9. Failure to recognize the effects of human fac-
tors on the ability to impair vigilance. Vigilance
can be impaired by fatigue, illness, feeling rushed,
stress, financial worries, anger, drugs, gambling,
feelings of invulnerability, and complacency.

10. Inadequate use of backup.  ■
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Newborns’ brain injury 
caused by an infection

Risk managers facing claims of newborn brain
injury have more support for what the physi-

cians have probably been saying all along: The
tragic outcome wasn’t caused by anything that
happened in your facility.

The research could have a major impact on how
medical malpractice cases involving brain injury
are pursued, says Ernest Graham, MD, assistant
professor of gynecology/obstetrics at the Johns
Hopkins Medical Institutions in Baltimore. Medical
malpractice cases frequently try to link injuries to
the white matter of a newborn’s brain — a precur-
sor to cerebral palsy and other disorders — to the
baby’s delivery, but Graham says his research indi-
cates that such injuries are more closely associated
with neonatal infections.

White matter, the tracts of nerve fibers that com-
municate messages in the brain, is generally injured
at so-called “end zones” between the long, penetrat-
ing arteries that supply blood to the brain, Graham
explains. These zones are susceptible to the type of
fall in cerebral blood flow and oxygen that could
occur during complications in delivery, as marked
by excess acid in the umbilical cord. 

Few injuries related to birth

Healthcare Risk Management obtained a copy of
the study Graham will soon publish in a medical
journal. It shows that the Hopkins team reviewed
medical records of 150 premature babies who had
white matter injuries and were born between May
1994 and September 2001. They compared each
baby’s delivery to that of the next healthy baby
delivered at the same gestational age (23-24 weeks),
looking for causes of problems.

The researchers found that acid levels in the
umbilical cords were similar in both brain-injured
and healthy babies, as were many other factors
such as maternal infections and the percentage
born by cesarean vs. vaginal delivery. The only
difference noted was that brain-injured babies
were more likely to have evidence of infections 
of the cerebrospinal fluid, blood, and windpipe.

“Our study refutes the fact that white matter
injuries are caused by delivery,” Graham says.
“The biggest association with these injuries in 
our study was clearly neonatal infections.”

Graham says that while you can treat the

infections after birth, it is hard to know when
they originated. Also, even if the infections are
treated, the babies still could be at higher risk 
for permanent brain damage.

“There’s a general perception that obstetric
intrapartum risk factors are responsible for most
cases of brain injury in babies and there is more
and evidence out there that refutes that,” he says.
“I think it’s very conclusive when you use umbil-
ical cord gasses to try to find out if the baby’s
hypoxic during delivery.”

In the brain-injured patients Graham studied,
fewer than 6% had evidence of severe hypoxia or
metabolic acidosis in their cord gasses, and he
says that shows that “intrapartum factors are not
responsible for the majority of these cases.”

The new research reinforces the claims in a recent
report from the American College of Obstetricians
and Gynecologists in Washington, DC. That report
released in 2003, Neonatal Encephalopathy and Cere-
bral Palsy: Defining the Pathogenesis and Pathophysiol-
ogy, suggested that the vast majority of neonatal
encephalopathy and cerebral palsy originate from
developmental or metabolic abnormalities, autoim-
mune and coagulation defects, infection, trauma, or
combinations of these factors.

The ACOG report was endorsed by six organi-
zations including the National Institute of Child
Health and Human Development of the National
Institutes of Health in Washington and the Centers
for Disease Control and Prevention in Atlanta. 

The report indicated that hypoxia during labor
or delivery is not a significant cause in most of the
cases of neonatal encephalopathy or cerebral palsy,
with less than one-quarter of infants with neonatal
encephalopathy having any evidence of hypoxia
during labor. An underlying event before labor
was the primary factor for the adverse outcome in
70% of neonatal encephalopathy cases and con-
tributory in another 25%, the report said. 

Collect blood gases at birth

Graham says the arterial umbilical cord gasses
can be key to determining the true cause of brain
injuries in newborns, and therefore they can be
crucial to defending yourself against a malprac-
tice claim. If you don’t collect them at birth, it
may be too late by the time you’re facing a mal-
practice lawsuit.

Some hospitals routinely collect cord gasses on
all babies, while others have a policy of collecting
gasses whenever the baby appears depressed or
abnormal.
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The policy may call for collecting the samples
and then waiting to see if there is any concern
about the baby. You don’t necessarily have to test
every sample you collect, but routine testing is a
solid risk reduction strategy, Graham says.

“The cord gasses help rule out intrapartum
factors in a lot of cases,” he says. “The long-term
benefit of proving that a baby had normal cord
gas at delivery can outweigh the cost of doing
more cord gasses.”  ■

Nonpunitive policy helps 
find real cause of errors

Anonpunitive policy on investigating errors
yields better results, especially if you couple

it with an amnesty period that promises employ-
ees can confess their mistakes without threat of
punishment, says Elaine Shaw, director of qual-
ity resources at Good Samaritan Hospital (GSH)
in Vincennes, IN.

GSH established a nonpunitive environment
regarding clinical errors in 2000, Shaw says, but the
policy didn’t really take hold with staff until the
hospital added a promise of amnesty in 2001. The
policy helps the hospital conduct more thorough
and productive root-cause analyses, she says. 

“It makes people more willing to open up and
walk through the process,” she says. “We realized
we could talk about a nonpunitive approach but
we had to assure our employees we were practic-
ing it. The amnesty statement helped get that
message across.”

The policy states clearly that the hospital focuses
on investigating systemic failures instead of pun-
ishing individuals who make mistakes, and it gives
employees 48 hours to report their own errors or
any others they have knowledge of without any
fear of punishment. (See p. 44 for the full policy.)

Must get word out to staff

GSH risk manager Judy Johnson, PhD, RN,
CPHRM, says the nonpunitive policy has changed
the way the hospital addresses patient safety.
Educating employees about the approach is key,
she says, because it runs counter to what many
health care providers assume about how clinical
errors are investigated. 

The most experienced employees may be the
hardest to convince, she says. 

“I talk with every group of new employees that
comes through and it’s easier to get through to
them, to create that mind set coming in, vs. trying
to convince someone who’s been here for 20
years that this is how we’re doing things now,”
she says. “It’s part of our culture now, but it’s still
important to keep getting that message out.”

Shaw and Johnson point to a recent root-cause
investigation they conducted at GSH as an exam-
ple of how the hospital’s culture has changed.
The incident involved a patient given the wrong
drug intravenously, and Shaw says that in past
years, the investigation would have been very
“blame-oriented.”

IV bags hung too high

But under the hospital’s nonpunitive policy,
the incident was studied to determine how the
employee was able to make the error. Using the
TapRooT system from System Improvements in
Knoxville, TN, the hospital conducted an investi-
gation that identified these root causes:

• The IV bag design had changed so that a
drug previously in a differently sized bag was 
the same size as other IV bags.

• The font and type used to label the bags was
small and could easily be misread.

• The nurses hurried because of unnecessary,
repetitive paperwork that could be reduced to
allow more time with patients and in administer-
ing medications.

• IV bags were being hung unnecessarily high,
which made the labels hard to read for shorter
nurses, especially if they wore bifocals.

To correct those systemic failures, the hospi-
tal increased the font size on the IV bag labels,
started putting the patient’s name in bold type
to make it easier to find on the label, and low-
ered the height of the IV bags. The bags used to
be hung high because they depended on gravity
to feed the solution through the tube, but these
days most IV bags are hooked to pumps and
don’t need any elevation to work.

“That root-cause analysis was different in
many ways from any that we had done before,”
Shaw says. “We never would have discovered
that the problem was caused by an IV pole six
feet in the air if we hadn’t had those people sit-
ting around the table. That’s a really simple thing
to fix, but no one thought to think that we don’t
need it six feet in the air any more.”

Johnson says that type of root-cause investiga-
tion is a good example of how she explains the
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process to employees. 
“It’s very important for them to know that we

are looking at the process, instead of ‘I want you
to come to my office so I can tell you what you
did wrong,” she says. “If people understand that
they are much more willing to be a part of this
effort to study our processes.”

But the nonpunitive policy does not mean that
employees are never held responsible for their
own actions, Johnson says. The policy states that
employees can be held personally responsible if
there is any evidence of criminal intent or if there
is a pattern of behavior that could threaten patient
safety.

“They can be held accountable in the sense
that we look at trends and patterns, and we look
at the seriousness of what happened. For patient
safety, we can’t just say we never look at whether
you made a mistake,” she says. “But our first
approach is to create a better environment in
which that mistake won’t happen again. It’s not
as simple as saying, ‘You made a mistake, so
you’re fired.’ In most cases, that doesn’t really
get to the root of the problem.”

Good staff may take blame fast

The nonpunitive policy is all about attitude
and how the hospital approaches error investiga-
tions, Johnson says. If a nurse with an excellent
history makes a serious mistake one day, she says
the nonpunitive approach is to find out what was
different about that day rather than assume that
the nurse just performed poorly. Johnson cau-
tions that excellent employees are sometimes the
least likely to offer systemic causes for their mis-
takes. They’re so remorseful that they just admit
it was their fault and don’t want to sound like
they’re making excuses.

If you dig deeper, you might find out that she
was on the phone with a doctor discussing a bad
case, she was upset, and at that moment, a lab
report came in. She’d never missed a lab report
before; but on that day, she was preoccupied and
overlooked the report. 

“It was a very serious error, but are we going
to terminate this woman? No, we’re going to
investigate how it happened and figure out how
we can prevent that same scenario in the future,”
she says. “Usually, these people are so devastated
that they punish themselves plenty. There’s no
benefit in us punishing them as well.”

But of course, that doesn’t mean that all employ-
ees are excellent and all mistakes are aberrations. 

“If we find that the employee is making 10 mis-
takes a week, we have to look at what we can do 
to help that person with further education, or we
might decide that we have to take that employee off
of the unit for patient safety,” she says. “A nonpuni-
tive environment doesn’t mean that we never work
with individuals to improve or that an employee
could never be let go.”  ■

Hospital: No punishment 
for reporting of errors

Good Samaritan Hospital (GSH) in Vincennes,
IN, uses this policy to establish a “nonpuni-

tive” environment that encourages employees to
report errors:

GSH has adopted a nonpunitive approach to
its management of errors and occurrences. All
personnel are required to report suspected and
identified medical/health care errors and should
do so without fear of reprisal in relationship to
their employment. GSH supports the concept that
errors occur due to a breakdown in systems and
processes and will focus on improving systems
and processes rather than disciplining those
responsible for errors and occurrences. A focus
will be placed on remedial action to assist rather
than punish staff.

The hospital recognizes that if we are to succeed
in creating a safe environment for patients, we must
create an environment in which it is safe for care-
givers to report and learn from errors. The hospital
promotes openness and requires that mistakes be
reported while ensuring that reported mistakes be
handled without threat of punitive action. 

The hospital recognizes that most clinical inci-
dents are due to a failure of systems. Our goal is
to identify and track errors in order to continu-
ously improve the system.

If an employee reports a clinical error within 48
hours, there will be no disciplinary action taken
for that error. It is hoped by the implementation
of the 48-hour amnesty provision that more com-
plete disclosure will occur.

This will not, however, negate the initiation of
additional training and education for that individ-
ual if warranted. This policy will not protect indi-
viduals who consistently fail to participate in the
detection, reporting and remedies to prevent errors,
nor will it protect any individual where there is a
reason to believe criminal intent may be involved.
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Employees who knowingly fail to report a clin-
ical error will be subject to disciplinary action
taken in accordance with hospital policy.  ■

Few hospitals are close 
to filling Leapfrog goals 

If you’re feeling bad because your organization
has not yet adopted the Leapfrog Group’s ambi-

tious campaign to improve patient safety in hospi-
tals, you’re not alone. Though the campaign has
drawn praise for its goals, few hospitals are close
to meeting the group’s standards for computer-
ized prescriptions, specially trained intensive care
unit (ICU) physicians and volume thresholds for
certain high-risk procedures.

That’s the conclusion of a study released recently
by the Center for Studying Health System Change
(HSC) in Washington, DC. Paul B. Ginsburg, PhD,
president of HSC, a nonpartisan policy research
organization funded exclusively by The Robert
Wood Johnson Foundation, says the cost of the
improvements are a major reason the campaign 
is not entirely successful.

“Leapfrog has clearly helped put patient
safety on hospital radar screens, and many hos-
pitals are trying to meet the spirit if not the let-
ter of the Leapfrog standards by substituting
less expensive alternatives,” Ginsburg says.
“Many factors, including a lack of financial
incentives, are hindering hospitals’ adoption 
of the Leapfrog patient safety practices.”

More awareness, but cost is a problem

Formed in 2000 by the Business Roundtable, 
an association of Fortune 500 CEOs, to stimulate
breakthrough improvements — leaps — in patient
safety, Leapfrog has championed three hospital
patient-safety practices: computerized physician
order entry (CPOE), ICU physician staffing, and
evidence-based hospital referral, in which hospitals
not meeting volume thresholds for six high-risk
procedures refer patients to other hospitals that do.

The study used data from an HSC patient-safety
survey fielded during site visits to 12 nationally rep-
resentative communities in 2002-03 and Leapfrog’s
public survey data from November 2000 to April
2003. The study was co-authored by Kelly Devers,
PhD, a former HSC health researcher and now an
associate professor at Virginia Commonwealth

University in Richmond, and Gigi Liu, a former
HSC research assistant and now a medical student
at Stanford (CA) University.

They also found that the majority of hospital
executives interviewed by HSC researchers stated
that Leapfrog has raised national awareness of
patient safety generally and the three safety prac-
tices in particular. Despite the positive impact of
Leapfrog efforts at the national level, many hos-
pitals reported that employers and health plans
in their markets were not providing strong incen-
tives, especially financial incentives, to meet the
standards or participate in the Leapfrog survey. 

Physicians may resist

Hospitals’ efforts to meet the three Leapfrog
standards often are seen by physicians as restrict-
ing their autonomy and reducing their productiv-
ity and income. As a result, hospitals must work to
secure and maintain physician support. One hos-
pital respondent captured the general sentiment
well, noting that one of the “fastest ways to the
CEO graveyard is to push physicians too hard and
fast on patient safety and quality improvement.” 

Leapfrog’s focus on selected communities —
known as regional rollouts — has not yet prompted
significantly greater implementation of the three
hospital patient-safety practices in targeted commu-
nities. On average, hospitals in the five HSC site
visit markets — Boston; Lansing, MI; northern New
Jersey; Orange County, CA; and Seattle — included
in Leapfrog’s initial regional campaigns had not
made significantly more progress toward meeting
the standards than hospitals in the seven HSC site
visit markets not included in the Leapfrog target
areas.

The study concluded that efforts to improve
patient safety are likely to be more successful if
private and public purchasers collaborate to cre-
ate strong financial incentives for hospitals to
improve patient safety.  ■

FDA requires bar codes 
on some drugs, products

Health and Human Services Secretary Tommy
G. Thompson announced recently that the

Food and Drug Administration (FDA) is issuing a
final rule requiring bar codes on the labels of thou-
sands of human drugs and biological products. The
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measure will help protect patients from preventable
medication errors and reduce the cost of health care,
he says.

FDA Commissioner Mark B. McClellan, MD,
PhD, explains that the FDA rule calls for the inclu-
sion of linear bar codes — similar to those used on
consumer goods — on most prescription drugs and
on certain over-the-counter drugs that are com-
monly used in hospitals and dispensed pursuant to
an order. Each bar code for a drug will have to con-
tain, at a minimum, the drug’s National Drug Code
number. This information will be encoded within
the bar code on the label of the product. Companies
also may include information about lot number and
product expiration dates.

In addition, the rule requires the use of machine-
readable information on container labels of blood
and blood components intended for transfusion.
These labels, which already are used by most blood
establishments, contain FDA-approved, machine-
readable symbols identifying the collecting facility,
the lot number relating to the donor, the product
code and the donor’s blood group and type.

The bar code rule is designed to support and
encourage widespread adoption of advanced
information systems that, in some hospitals, have
reduced medication error rates by as much as
85%. In these institutions, patients are provided
with identification bracelets that bear a bar code,
which identifies the patient. The health care pro-
fessional then scans the patient’s bar code and
scans the drug’s bar code.

The information system then compares the
patient’s drug regimen information to the drug to
verify that the right patient is getting the right
drug, at the right time, and at the right dose and
route of administration. McClellan says that in a
study conducted at a Veterans Affairs Medical
Center employing such a bar code scanning sys-
tem, 5.7 million doses of medication were admin-
istered to patients with no medication errors.

The FDA estimates that the bar code rule, when
fully implemented, will help prevent nearly 500,000
adverse events and transfusion errors over 20 years.
The economic benefit of reducing health care costs,
reducing patient pain and suffering, and reducing
lost work time due to adverse events is estimated to
be $93 billion over the same period.

The final rule applies to most drug manufactur-
ers, repackers, re-labelers, private label distributors
and blood establishments. New medications cov-
ered by the rule will have to include bar codes
within 60 days of their approval; most previously
approved medicines and all blood and blood

products will have to comply with the new require-
ments within two years.  ■

Elder abuse case ends 
with $1 million payment

Alawsuit alleging elder abuse and neglect was
settled recently for $1 million, and the plain-

tiffs insisted that there be no confidentiality clause. 
Maywood Acres, a long-term care facility in

Oxnard, CA, was the target of the lawsuit. Kin-
dred Nursing Centers West, the owner/operator
of Maywood Acres, paid a $1 million settlement,
according to plaintiff’s attorney Jody C. Moore,
JD, of Oxnard. The family of Mary Shofner, who
Moore says died as result of the neglect, refused to
settle the case under confidential terms.

Mary Shofner, 75, suffered from dementia, but
was otherwise in good health upon admission to
Maywood in November 2002. She only was sup-
posed to be there for a short period of rehabilita-
tion following a respiratory problem.

During 79 days at the facility, Moore says the
woman’s care was inadequate, and she died as 
a result. Moore specializes in elder abuse and
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neglect litigation and has sued Maywood Acres
five times since 2001.

“This was, by far, the most egregious case of
abuse,” Moore says. “Mary was young and rela-
tively healthy. It was obvious to me that Maywood
failed on every possible level to give her even the
most basic care.” 

Shofner developed five bedsores at Maywood,
two of which were so deep her bones were exposed.
The bedsores became infected, which ultimately
contributed to her death, Moore says. She lost 26
pounds in 12 weeks and had severe bruising on her
chest and neck area from an unknown source. 

Moore says there was no legitimate medical rea-
son for Mary Shofner’s deterioration and death.

“All of the medical problems that Mary suffered
at Maywood were easily avoidable had Maywood
provided routine nursing assessments and assis-
tance with her daily needs, such as feeding her
and maintaining her personal hygiene,” he says.

The lawsuit pointed to chronic understaffing as
the main cause of the neglect. According to public
records, Maywood was not in compliance with
state laws that require minimum staffing hours
per resident per day in 2002.  ■

EMTALA: False labor 
requires docs to certify

Question: What does Emergency Medical
Treatment and Labor Act (EMTALA) say about
false labor? If the patient is in false labor, it seems
that EMTALA does not apply. But what is required
to determine that it is indeed false labor and not
true labor?

And since the final EMTALA rule says it does
not apply once the patient is admitted, does that
include admission to the obstetrics unit? 

Answer: The Centers for Medicare & Medicaid
Services (CMS) has different expectations for
determining false labor and true labor, says

Daniel J. Sullivan, MD, JD, FACEP, president of
the Sullivan Group, a consulting company in Oak
Brook, IL, that specializes in EMTALA interpreta-
tion. He answered the question at the recent
meeting of the American Society for Healthcare
Risk Management (ASHRM) in Nashville, TN.

“Any qualified medical provider [QMP], like a
labor and delivery nurse, can determine that the
patient is in labor,” he says. “But a physician
must certify that the patient is in false labor.”

The distinction was made in a Jan. 16, 2002,
memorandum from Steven A. Pelovitz, director of
the Survey and Certification Group for CMS, refer-
ence number S&C-02-14. (The memorandum was
cited again in a Nov. 7, 2003, letter to State Survey
Agency Directors as guidance for interpreting the
final EMTALA rule.) Pelovitz explains that “medi-
cal personnel who are qualified by a hospital to
conduct ‘appropriate medical screening examina-
tions’ including QMPs can examine a woman and
make a diagnosis that a woman is in true labor
since true labor is considered an emergency medical
condition. The regulation at § 489.24 (b) specifies,
however, that ‘a woman experiencing contractions
is in true labor unless a physician certifies that . . .
the woman is in false labor.’ Therefore, when a
QMP diagnoses a woman to be in false labor, a
physician is required to certify that diagnosis 
before the patient can be discharged.”

So CMS sets the bar higher when you’re deem-
ing the patient to be in false labor and therefore
EMTALA wouldn’t apply. But CMS will allow the
physician to certify the false labor later, after some-
one else presumably has made that call in the heat
of the moment. Sullivan acknowledges that this is
a “strange” instruction from CMS, but he says it
implies that EMTALA requires a high level of cer-
tainty before turning a patient away with false
labor.

As for the question about whether EMTALA
no longer applies once a patient is admitted 
to the obstetrics unit, Sullivan says the answer
is much simpler. The final rule clarified that
EMTALA no longer applies once a patient is
admitted, but it included a major exception for
obstetrics.

“The regs specifically say that obstetrics is cov-
ered by EMTALA even after admission,” he says.  ■
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13. According to Susan Chmieleski, APRN, JD, CPHRM,
director of health care risk management with the Chubb
Group of Insurance Companies, what is the median
award for childbirth-related malpractice cases?

A. More than $2 million
B. More than $5 million
C. More than $500,000
D. More than $1 million

14. What does Chmieleski say about physicians’ ability to
properly read OB monitor tracings?

A. Risk managers need not concern themselves with this
issue because it is the responsibility of the department
chair or peer review system.

B. Risk managers should ensure that physicians are ade-
quately skilled in this area.

C. Most peer review laws prohibit requiring physicians to
prove proficiency in reading OB monitor tracings.

D. The nurse’s ability to read tracings is more important
than the doctor’s.

15. In the brain-injured patients studied by Ernest Graham,
MD, assistant professor of gynecology/obstetrics at the
Johns Hopkins Medical Institutions, fewer than 6% had
evidence of severe hypoxia or metabolic acidosis in
their cord gasses. What does Graham conclude from
this data?

A. Intrapartum factors are not responsible for the majority
of these cases.

B. Intrapartum factors are responsible for the majority of
these cases.

C. Infections can be conclusively ruled out as the cause of
most brain injuries.

D. Cord gasses have little or no value in determining the
cause of newborn brain injuries.

16. Which of the following is true of the nonpunitive policy in
use at Good Samaritan Hospital?

A. Employees can report errors without fear of punishment,
but only for 12 hours after the incident occurs.

B. Employees can report errors without fear of punishment
for up to 48 hours after the incident occurs.

C. Employees are never punished for mistakes they com-
mit on the job.

D. The policy has no effect on whether employees are pun-
ished for mistakes.

Answers: 13-A; 14-B; 15-A; 16-B.

CE objectives

After reading this issue of Healthcare Risk
Management, the CE participant should be

able to:
1. Describe legal, clinical, financial, and managerial
issues pertinent to risk managers in health care.
2. Explain how these issues affect nurses, doc-
tors, legal counsel, management, and patients.
3. Identify solutions for hospital personnel to use
in overcoming challenges they encounter in daily
practice. Challenges include HIPAA and EMTALA
compliance, medical errors, malpractice suits,
sentinel events, and bioterrorism.
4. Employ programs used by government agencies
and other hospitals (such as EMTALA, HIPAA, and
medical errors reporting systems) for use in solving
day-to-day problems.  ■



News: Although a nursing home was aware of
a male patient’s general disorientation and his-
tory of self-destructive behavior, the man opened
a fifth-floor window and fell to the pavement. He
sustained multiple injuries and fractured most of
his lower extremities. His recovery time, includ-
ing hip replacement, required extended hospital-
izations. The case against the nursing home was
settled for $1.39 million.

Background: The 52-year-old man with a
history of mental confusion, disorientation, and
self-destructive tendencies was admitted to the
nursing home for convalescent care and treatment.
He transferred to the nursing home following an
inpatient hospitalization. His hospital records
clearly outlined that he required restraints to pre-
vent self-injury. His brothers visited the nursing
home before admission and explained his condi-
tion in depth to nursing home representatives. 
The siblings later claimed they specifically said the
patient was extremely disoriented, had a propen-
sity for attempting to harm himself, and required
restraints and close surveillance. 

Nursing home officials repeatedly assured the
family that the facility was a safe and appropriate
place. Nursing home employees also indicated to
the family members that the windows were locked
and secured.

The siblings signed the necessary documents
and authorized their brother’s transfer from the

hospital to the nursing facility. On the day of
admission, the patient was found wandering
about the institution. He was also observed 
to be agitated and he refused his medications. 
The patient was neither restrained nor carefully
observed or confined. For the next three days,
he continued to be disoriented, remained inco-
herent, refused care, and acted abnormally. 

Around 10 p.m. on the third day, the patient
was agitated and pulling the linens off of his
roommate’s bed. No restraints were used, no
physician was contacted regarding the change
and deterioration in his condition, and no inter-
vention was made. One hour later, the patient’s
family members were contacted by the nursing
home and told that their brother had been found
on the pavement in the alleyway behind the
facility. 

The patient survived the fall but sustained
multiple injuries. He was transported to a hos-
pital and underwent 12 hours of surgery. His
injuries included, but were not limited to, frac-
tures of the ankle, kneecap, and hip (which
required a hip replacement), a fractured pelvis,
fractures of the left leg and left arm, and multi-
ple internal injuries. He required extended hos-
pitalization at a rehabilitation center for two
months. After being discharged from that facil-
ity, he was transferred to a long-term care facil-
ity, where he remains in custodial care.

The plaintiffs brought suit against the nursing
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facility, claiming it failed to properly care for 
the patient and allowed him to cause significant
injuries to himself. Prior to trial, the nursing
home settled for $1.39 million. 

What this means to you: When seeking custo-
dial care, family members want their loved ones
to be in a clean, safe environment. Family mem-
bers may be able to readily assess a facility in that
regard, but other items may be beyond their abil-
ity or consideration. 

“My first impression upon reading this case
study was, ‘Why were the windows able to be
opened in the first place?’” queries Patricia
Specian, MSN, JD, risk manager at Columbia
Hospital in West Palm Beach, FL. “Most nursing
homes have their share of confused, demented,
and disoriented residents, and it should be a basic
security measure to make sure that all exits, includ-
ing windows, were hazard-free. The likelihood of a
confused patient opening a window obviously
exists, as demonstrated in this scenario.”

A patient’s medical history as well as medical,
physical, and mental assessment should be per-
formed upon admission to a new facility and an
appropriate plan of treatment and care devised. 

“It is difficult to presume that the nursing
home staff was not put on notice by the family
when they were made aware of the resident’s
condition, the prior use of restraints, his history
of self-destructive behavior, and the actual identi-
fication of windows and balconies as a potential
danger to this person,” says Specian.

Even if the family assessment was not noted in
the medical records or never occurred, the patient’s
behavior, once admitted, was corroborated in his
progress notes. 

“One could argue that restraints are not indi-
cated or appropriate since this would not be the
least restrictive means available; however, there 
is no indication that other less restrictive means
were implemented. The patient was observed to
be a wanderer, agitated, and refusing medica-
tions. Again, an argument could be made against
the need for restraints even at this point, how-
ever, no other interventions are cited, such as an
increase in safety checks, moving the patient’s
room nearer [to] the nurses station, use of a Geri-
Walker or use of a sitter,” adds Specian.

The nursing home has a duty to provide a safe
environment for its patients as well as to adapt
the environment to the special needs of patients,
especially when put on notice, as it so clearly was
in this situation. 

“Additionally, the escalating behavior of this
patient indicates that the potential for self-harm
and destructive behavior, as identified by the
medical history and the family, was evident and
observed. Again, despite being put on notice, no
interventions were instituted to ensure the
patient’s protection or at a minimum, decrease
the potential for self-harm,” notes Specian. 

“I would advise the nursing home to review the
restraint policy in place, to review its preventative
maintenance program (i.e., when was the last time
the window locks were checked for security and
proper functioning), provide education for fall
precautions to its staff, and instruct its nurses on
key interventions to utilized prior to resorting to
restraints. I would also encourage more communi-
cation with the family. It is quite possible the family
would have considered spending more time with
the patient, which may have caused some stabiliza-
tion of his orientation status.”  ■

A fall on an escalator 
leads to a judgment

News: An 83-year-old man went to a hospital to
visit his wife. He slipped and fell on an escalator,
injuring his head. He was taken to the emergency
department (ED) and classified as “nonemergent.”
Five and a half hours later, the patient underwent
brain surgery for an intracranial bleed. He never
regained consciousness and died 13 days later.

Background: The husband visited his wife at
the hospital the evening she admitted. He lost his
balance in an ascending escalator and fell back-
wards, hitting his head. The dazed man was
quickly transported by wheelchair to the hospital’s
ED at approximately 10:30 p.m. He remained in
the triage area, visually observed for nearly four
hours. It appeared to the triage nurse that he had
only sustained minor cuts and bruises. At slightly
after 2 a.m., he vomited, a sign of a possible cranial
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problem. An MRI was promptly ordered. Tests
revealed a serious and expanding intracranial
bleed. It was now 4 a.m., and the patient was in
critical condition. Brain surgery was begun to
relieve the bleed. Despite this direct intervention,
the patient remained comatose and died 13 days
later.

The deceased man’s estate brought suit against
the hospital, claiming negligence in the treatment
of the head injury he had sustained there. The
estate maintained that upon presentation to the
ED, an obvious head injury should have been
promptly noted. The plaintiff averred that with
immediately intervention the cranial bleed could
have been successfully treated and contained.
Instead, for some four hours, his critical condition
went undiagnosed and unappreciated. He lacked
even a precursory direct medical and physician
examination. The triage nurse failed to complete
a basic nursing assessment during this period,
the plaintiff said.

The hospital defended on liability and causa-
tion. Its expert said the patient was immediately
treated at the first demonstrable sign of a more
severe injury. The defense expert neurosurgeon
believed that the patient’s treatment was appro-
priate, and that his symptoms were treated well
within the standard of care guideline of the eight-
hour window of care. This expert also said earlier
diagnosis and treatment would not have saved
the patient’s life because the injury would have
been fatal no matter what level or speed of inter-
vention could have been provided to stabilize
and rectify his condition. 

A jury awarded the decedent’s estate $350,000.

What this means to you: Health facilities are
often 24/7 businesses. Any time hospitals, nursing
homes, and other health care facilities are open for
business, they are generally open to all comers,

including patients, employees, and visitors. 
“We usually think of risk management activi-

ties being restricted to patient care, treatment,
and safety as well as perhaps to employee safety,
such as needlestick prevention. However, duties
may also extend to visitor safety. Visitor slips and
falls usually end up on the risk manager’s desk,”
states Cheryl Whiteman, clinical risk manager at
BayCare Health System in Clearwater, FL.

Each facility presents its own environmental
challenges based on design features and layout. 
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“Escalators present added risks to patients and
visitors in comparison to elevators. Escalators do
not have landings, as most elevators and even
stairwells do. Anyone can misstep during a
moment of inattention. Children are easily dis-
tracted and unaware of the danger a fall down a
long length of moving escalator steps poses. As
seen in this scenario, the elderly may experience
balance problems, especially upon entering and
exiting escalators. This conveyance placed the
hospital at a higher risk for falls with injuries,”
observes Whiteman. 

Given the inherent dangers, health facilities
with escalators may be well advised to post addi-
tional signage relative to escalator safety. Patients
and visitors may be distracted by pressing health
care needs and decisions, which can lead to their
failure to perform simple preventive measures,
such as holding on to the hand rail. Appropriate
sign may promote better, safer use of the escalator.

Once on-site injuries occur, risk managers may
find visitors becoming patients — and then the risk
management principles for patients should apply. 

“In addition to the fall on the escalator, the
elderly gentleman in this case also suffered from
the inattention of the triage nurse. It appears that
he was taken to the emergency department in
quick response to his fall. Perhaps the triage
nurse did perform a nursing assessment, how-
ever without substantiating documentation, this
assessment never occurred,” notes Whiteman. 

Once this visitor became a patient, he fell vic-
tim to the common risk management error — the
lack of adequate documentation. When a visitor
becomes a patient, the risk manager’s assessment
of the incident must change. This patient’s age
and the fact that he was injured on site are factors
the risk manager should have considered when
determining how to proceed. 

“Despite the expert testimony that the patient
was cared for within the guideline of an eight-
hour window and that the extent of the patient’s
intracranial bleed made recovery unlikely, a jury
would undoubtedly determine that the nurse fell
below the standard of care and prevented any
possibility of recovery for this unfortunate gentle-
man. As always, timely assessment with appro-
priate documentation is critical to patient care and
to defense in litigation,” concludes Whiteman.

Reference

• Tuscaloosa County (AL) Circuit Court, Case No. 00-
0477. ■
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HRM’s 2003 salary survey also is available in
its entirety.
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references for risk managers. There also is a guide
to upcoming conferences and events of interest to
risk managers. Click on the User Login icon for
instructions on accessing this site. ■
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In its recent initiative to minimize medical
errors, William Beaumont Hospital in Royal

Oak, MI, has made its patients “Partners in
Safety.” That’s the name of the new program,
which was launched in 2002. 

“We knew it was the right thing to do,” says
Kay Beauregard, RN, MSA, director of hospital
accreditation and nursing quality. 

“It’s not unusual to open a paper or a journal
that tells patients what they should do to prevent
medical errors. The community was seeing it in
the lay press — ‘Protect yourself from infection
when you go to the hospital!’ ‘Save yourself from
medical error!’ We wanted our patients to know
that we firmly supported their active role, that we
appreciated their questions, and that we felt it was
of value in preventing errors,” she says.

Before Beaumont could ‘put the patient in patient
safety,’ it first needed to change the overall culture
of the organization. That effort began in 2000. “This
involved the creation of a learning environment, so
we could learn from our medical errors, and the
creation of a nonpunitive environment, so people
would, in fact, report errors or potential errors,”
Beauregard notes.

It was in 2002 that the Beaumont staff seriously
addressed the question, “How can our patients be
partners with us? First, we had to define what we
felt the patient’s role was in safety,” she says. The
facility put together a brochure for patients, You and
Your Caregivers: Partners in Safety. “It tells the
patient that safety is a top priority and that they
play an important role in safety efforts. Basically, it
says, ‘Please help your caregivers give you the care
you expect.’”

The brochure provides an itemized list of things
patients can do to enable the staff to provide safe

care. The list was developed from a number of
sources, including the Joint Commission on
Accreditation of Healthcare Organizations and 
the National Patient Safety Foundation, as well as
a review of the literature. “We took what was out
there and put it in a format that was comfortable
to our culture,” Beauregard says.

The brochure is divided into several key areas:
• Patients are encouraged to ask questions and

share their concerns. 
To facilitate this process, patients are told to

bring a family member or friend with them
whenever possible. Patients should feel free to
ask questions about what a medication is for,
what test is going to be performed, or why
something is being done. Customer hotlines
also are provided.
• Patients are told to pay attention to the care

they are receiving. 
Patients are informed about the wristband ID

they received and told to make sure their nurse 
or physician checks the band before administering
any medication or treatment. Surgical patients
should be sure the physician marks the area to be
operated on and to ask questions about it. 

Health care workers should introduce them-
selves when they enter the room; patients should
look for their name badges. It’s OK to ask anyone
who touches you whether they have washed their
hands. Patients should tell the nurse or physician if
something doesn’t seem quite right.
• Patients should know what meds they are

taking and why. 
Patients are told to carry a list of all meds they

are taking, including herbals and over-the-counter
drugs. They should tell physicians and nurses
about any allergies or side effects. They are told
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staff expect them to ask questions about meds.
• Patients should educate themselves about their

diagnosis, treatment plan, and medical tests. 
Patients are encouraged to ask their physician

or nurse for information about their condition;
they should make sure all the information they
need is written down. Patients should be sure
they know how to use any equipment needed 
for home care.
• Patients should be part of all decisions about

their treatment. 
Patients should share all information about

their condition, including special needs, with
their caregivers. They should provide details
about their medical history, as well as the
symptoms they are having. Patients should be
sure to understand the information they receive
and ask questions as often as needed.

Implementation involved distribution of the
brochure through several different venues. “We
put it into all patients’ information packets they
received when admitted,” Beauregard adds.
“Also, our chief of medical staff sent it out to all
our physicians with the message, ‘This is our
approach; we support it; we encourage our
patients to ask questions.’”

The brochures also were distributed via
community education programs, which reach
15,000 to 25,000 community members a year. “We
felt this was a good opportunity to give them a
brochure, so when they do have to interact with
our facility or another facility, they can be safer,”
she explains. The brochures also were stocked in
the waiting rooms.

Of course, seeing that the nursing staff were on
board was critical. “We left it to the nursing depart-
mental leaders to deliver the message — to make
sure every employee received the brochure and
discussed it at their various meetings,” Beauregard
says. During these meetings, nurses were asked
questions such as, “How will you react if a patient
questions the meds you are giving them, or if you
are asked if you washed your hands?”

“What we want them to do is say thank you,
and then answer the question,” she notes. “They
need to understand why patients are our partners.”

Another vehicle for disseminating the key
messages at Beaumont is the executive patient
safety rounds, which include a hospital adminis-
trator, a medical administrator, and department
directors, who talk to staff about patient safety
issues. “During those rounds, they also talk to
patients, so here we again demonstrate how to
involve patients in safety,” Beauregard observes.

Surveys conducted by Beaumont indicate that
progress has been made, but she asserts, “We still
have a way to go with it.”

The number of patients and family members
who say they received the written materials has
gone up from 50% to 70% during the past two
years. “Even though we provide a packet for all
patients, the managers feel some of those brochures
are not being actively read, so we are continually
looking for new strategies,” Beauregard observes.

What might those strategies be? “We’re looking
at more and better ways to provide information to
patients, considering options such as putting it on
a closed-circuit TV system,” she says. 

“We’re also looking at translating the brochure
into different languages. This is very important;
one of the biggest obstacles to patient questions
and learning properly about their diagnoses 
are cultural barriers.” Currently, Beauregard is
considering translating the brochure into Arabic,
Spanish, Russian, and Ukrainian.

[For more information, contact: 
• Kay Beauregard, RN, MSA, Director of Hosp-

ital Accreditation and Nursing Quality, William
Beaumont Hospital, 3601 W. 13 Mile Road, Royal
Oak, MI 48073. Telephone: (248) 551-094. E-mail:
kbeauregard@beaumont.edu.]  ■

OSHA delays enforcement
of TB standard to July

The Occupational Safety and Health Admini-
stration (OSHA) will delay until July 1, 2004,

enforcement of the general industry respiratory
standard for health care providers and other
employers required to protect workers from
potential exposure to tuberculosis. 

Employers required to protect against TB 
were subject to a separate standard while a 
1997 proposed rule for TB protection was being
considered; however, OSHA recently decided to
withdraw its proposed rule and begin applying
the general industry standard.

The delay will allow affected employers 
six months to make the changes necessary to
comply with the general industry standard,
which includes more stringent requirements,
including mandatory annual fit-testing. 

The OSHA announcement can be found at
www.osha.gov/ under “OSHA News.”  ■
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