
Impress Joint Commission and public 
with dramatic core measure results
You now have another powerful incentive to improve data collection

There’s no denying that paying close attention to performance mea-
sures can improve patient safety at your organization, but here’s
another powerful motivator: Your core measure data will have a

wider audience this summer when the Joint Commission on Accreditation
of Healthcare Organizations begins making its Quality Reports publicly
available. 

Your organization’s performance on key indicators of quality of care
will be rated as above, similar to, or below the performance of other
accredited organizations, with comparative analysis done at both state 
and national levels.

“This is a good catalyst for change in any health care organization,” says
Lisa Mead, RN, MS, director of quality and organizational effectiveness at
Scottsdale (AZ) Healthcare. “Health care providers always want to provide
the best evidence-based practices for patients, but now there is an added
dimension — that everyone else knows how you are doing. Hospitals aren’t
used to our data being out there in the public eye.”

The hospital currently is exploring how to make its performance results
available through the Internet, Mead says.

Some payers now have implemented reimbursement incentives for quality
indicators, says Patricia A. Duclos-Miller, MS, RN, CNA, former director of
quality improvement at Sisters of Providence Health System in Springfield,
MA. For example, Blue Cross and Blue Shield of Massachusetts is asking hos-
pitals to consider identifying indicators to measure clinical outcomes and
tying the results to reimbursement.

Here are effective ways to improve core measure results:
• Work with a multidisciplinary group.

When pneumonia indicators were assessed, both vaccination and docu-
mentation clearly were lacking, Mead says. “This is going to be one of our
hospital’s public reporting indicators, and we were not meeting standards
we needed to be hitting,” she explains.

Quality managers met with a group of nurses, educators, respiratory
therapists, and emergency department (ED) physicians to find solutions.
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The group created an adult patient admission
form for pneumonia, an inpatient pneumococcal
influenza assessment form, and a wallet-sized
immunization record card for patients to carry.

The forms make the documentation process
easier and are used for both ED and direct
admits, says Mead, who expects statistics to
improve significantly this coming winter when
100% of pneumonia patients will be audited. 

“Prior to these efforts, our admission record
relied on the patient or family completing this
section,” she says.

Instead of relying solely on clinical staff to

document pneumococcal screening and vaccina-
tion with a standing order and documentation
tool, quality managers at Sisters of Providence
are working with pharmacists to determine
whether this information can be added to the
medication administration records. “We are
proposing vaccinating anyone over the age of 65
years with no contraindications to the vaccine,”
Duclos-Miller adds.

At Scottsdale, each service line monitors its
core measures on a monthly basis. “If we see any
negative variance in a result, then we involve the
appropriate parties, facilitated by a quality con-
sultant,” Mead says. “Most of it is really getting
the right people together and taking the problem
apart as a workgroup.” 
• Always get input from frontline staff.

After core measure data are abstracted, the
findings are shared with nursing management
leadership who keep staff informed, she notes.
“When we do workgroups, it’s not the managers
who are sitting on the teams — it’s nurses on the
unit.”

Nurses always are involved in efforts to improve
core measures and often identify necessary tools or
redundant work processes, Mead emphasizes. 

“Maybe they are documenting something too
many times in too many places. Or maybe the
patient is telling them that they were already
vaccinated in their doctor’s office, but that isn’t
being documented,” she explains.

At the Regional Medical Center of Orangeburg
& Calhoun Counties (SC), frontline staff came up
with an effective solution to solve a problem with
discharge instructions, which often were given
but not documented, says Indun Whetsell, direc-
tor of quality management. 

“We just didn’t have one central location to do
this,” she says. To address that situation, the nurs-
ing staff created the “Green Sheet,” an educational
tool for congestive heart failure patients. “All the
components are in one place, with all i’s dotted and
t’s crossed. This has made our statistics improve
dramatically. The people at the bedside know more
than everybody else how to fix things.”

The new form follows the patient from admis-
sion to discharge, at which point weight monitor-
ing, medications, smoking cessation, and dietary
and activity restrictions are addressed. During
the organization’s recent Joint Commission sur-
vey, surveyors were very pleased with the form,
Whetsell reports.
• Eliminate nonvalue-added data collection.

In light of the continually growing list of 

62 HOSPITAL PEER REVIEW ® / May 2004

Hospital Peer Review® (ISSN# 0149-2632) is published monthly, and
Discharge Planning Advisor™ and Patient Satisfaction Planner™ are published
quarterly, by Thomson American Health Consultants, 3525 Piedmont Road,
Building Six, Suite 400, Atlanta, GA 30305. Telephone: (404) 262-7436.
Periodicals postage paid at Atlanta, GA 30304. POSTMASTER: Send address
changes to Hospital Peer Review®, P.O. Box 740059, Atlanta, GA 30374.

Thomson American Health Consultants is accredited as a provider of continuing
education in nursing by the American Nurses Credentialing Center’s Commission
on Accreditation. Provider approved by the California Board of Registered Nursing,
Provider Number CEP 10864, for approximately 18 contact hours.

Homa-Lowry (board member) discloses that she is a consultant with Joint
Commission Resources and a Malcolm Baldrige examiner. Spath (board mem-
ber) discloses that she is a stockholder with Merck & Co. Ball (board member)
discloses that she is a consultant and stockholder with the Steris Corp. and is
on the speaker’s bureau for the Association of periOperative Registered Nurses.
Brown, Carter, Higginbotham, Hoil, Mattison, Stephan, and Swain (board mem-
bers), and Kusterbeck (editor) have no relationships to disclose.

Opinions expressed are not necessarily those of this publication. Mention of
products or services does not constitute endorsement. Clinical, legal, tax, and
other comments are offered for general guidance only; professional counsel
should be sought for specific situations.
Editor: Staci Kusterbeck, (631) 425-9760.
Vice President/Group Publisher: Brenda Mooney, (404) 262-5403,

(brenda.mooney@thomson.com).
Editorial Group Head: Coles McKagen, (404) 262-5420, 

(coles.mckagen@thomson.com).
Managing Editor: Russ Underwood, (404) 262-5521,

(russ.underwood@thomson.com).
Senior Production Editor: Ann Duncan.

Copyright © 2004 by Thomson American Health Consultants. Hospital Peer
Review®, Discharge Planning Advisor™, and Patient Satisfaction Planner™ are
trademarks of Thomson American Health Consultants and are used herein under
license. All rights reserved.

Editorial
Questions

For questions or comments,
call Staci Kusterbeck

at (631) 425-9760.

Subscriber Information
Customer Service: (800) 688-2421 or fax (800) 284-3291. Hours
of operation: 8:30-6 M-Th, 8:30-4:30 F EST. World Wide Web:
www.ahcpub.com. E-mail: customerservice@ahcpub.com. 
Subscription rates: U.S.A., one year (12 issues), $449. Outside U.S., add $30
per year, total prepaid in U.S. funds. Two to nine additional copies, $359 per
year; 10 to 20 additional copies, $269 per year. For more than 20 copies, con-
tact customer service for special handling. Missing issues will be fulfilled by
customer service free of charge when contacted within 1 month of the missing
issue date. Back issues, when available, are $75 each. (GST registration num-
ber R128870672.)

Photocopying: No part of this newsletter may be reproduced in any form or
incorporated into any information retrieval system without the written permis-
sion of the copyright owner. For reprint permission, please contact Thomson
American Health Consultants. Address: P.O. Box 740056, Atlanta, GA 30374.
Telephone: (800) 688-2421 or (404) 262-5491.



performance measures requiring heaps of data
to be collected and analyzed, you’ll need to
think strategically. “If you are looking at an
indicator that is telling you nothing is wrong,
or if you are picking indicators that you aren’t
going to fix, then you need to stop collecting
that data,” Mead advises.

For example, if you know that nothing will be
done to fix a problem with pneumonia vaccina-
tion rates, you probably shouldn’t collect the data
in the first place, she says. Instead, zero in on
indicators that do have adequate resources allo-
cated for improvement.

“We should collect data only for things we 
are going to take action on,” Mead explains. “Of
course, some things are mandatory, but typically
because they need to be. I don’t think there is much
mandatory data collection that isn’t reasonable.”

Also, don’t assume that 100% of charts need to
be audited, she suggests. “Once your results are
stable, you can decrease your sample size.”
• Assign data collection based on service lines.

“We have now assigned each indicator that
needs improvement to a specific discipline,” says
Duclos-Miller. “This is the only way to make
great strides.”

By doing this, specific individuals will be held
accountable if there is lack of progress in their
assigned indictors. For example, the congestive
heart failure discharge instructions indicator is
assigned to care managers; pharmacy is responsi-
ble for implementation of standing orders for heart
failure and community-acquired pneumonia; doc-
umentation of smoking cessation is assigned to
nursing; and ED physicians are going to modify
their disease-specific worklist to meet the acute
myocardial infarction indicators.

In doing this, turf issues are eliminated, adds
Duclos-Miller. “Nursing felt it belonged to the
physicians, and the physicians believed it belonged
to nursing. What was missing in the recent past
was strong leadership support.” 

The organization now has a new chief quality
officer who also is a physician, who was a great
help in obtaining buy-in from the medical staff,
she reports.

At Scottsdale, abstracting and consultant 
support also is assigned by service line, which
decreases the amount of time spent reviewing
charts and pulling medical records. For instance,
the same abstracter assigned to pneumonia
patients and cardiovascular indicators also does
the database for the cardiac catheterization lab.
“Otherwise, you will have somebody going in

the same chart and pulling for different rea-
sons,” Mead says.
• Use indicators that can be collected electroni-

cally when possible.
According to Mead, the first question you

should ask when collecting core measure data
should be, “Is there an easy way to pull this
through our automated system?”

“As long as you can find it in a database some-
where, we can pull it out,” she says. 

For instance, the critical care department
recently was able to choose several indicators
that could be pulled right off the database. “We
asked, ‘What are other people looking at? What are
the indicators being considered by Joint Commis-
sion and [the Centers for Medicare & Medicaid]?
What can we pull out right from our reports? And
does that give us enough to get started?’” Mead
adds. “There may be other burning issues that
need to be addressed, but this way, you can priori-
tize, because there are only so many of you.”

[For more information about improving core mea-
sure results, contact:
• Lisa Mead, RN, MS, Director, Quality and Organi-

zational Effectiveness, Scottsdale Healthcare, 3621
Wells Fargo Ave., Scottsdale, AZ 85251. Phone:
(480) 675-4217. Fax: (480) 994-1597. E-mail:
lmead@SHC.org.

• Indun Whetsell, Director, Quality Management,
The Regional Medical Center of Orangeburg 
& Calhoun Counties, 3000 St. Matthews Road,
Orangeburg, SC 29118. Phone: (803) 533-2688.
Fax (803) 539-4011. E-mail: IPWhetsell@regmed.
com.]  ■

Try these foolproof tips 
to be ready for JCAHO
Preparation efforts must change dramatically

If you still are doing last-minute ramp-up prepa-
ration for Joint Commission on Accreditation of

Healthcare Organizations surveys, you’re going to
have big problems with the Shared Visions —
New Pathways process, warns Lynne Adams,
CPHQ, director of quality at Upper Chesapeake
Medical Center in Bel Air, MD. 

“Our preparation process is ongoing through-
out the year,” she says. “Our constant preparation
mode paid off with a very positive survey report.”

May 2004 / HOSPITAL PEER REVIEW ® 63



There is no doubt that your preparation efforts
will need to change dramatically, adds Jacquelyn
Lewis, RN, MBA, CPHQ, former director of com-
pliance and risk management at Augusta (ME)
Mental Health Institute. 

“With unannounced surveys coming, I just
can’t emphasize enough that you have to be ready
every day,” she says. “We need to get away from
the mindset that ‘This is our Joint Commission
year.’”

Preparation pays off

Continual preparation paid off with increased
staff buy-in at Harford Memorial Hospital in
Havre de Grace, MD, according to Jane Gordon,
RHIT, director of quality. “The team members
don’t feel like we’ve only worked to put on a
show for the JCAHO,” she explains. “They feel
that we truly care about meeting the standards
for the well-being of our patients.” 

Here are preparation tips from the three orga-
nizations, which were all surveyed in early 2004:
• A Joint Commission team meets continually

between surveys.
The team consists of department heads, with

each team member responsible for a specific
chapter of the standards. Any new standards or
revisions are reviewed, and reports are given on
any issues that need to be resolved. “We keep an
issues tracking list that is reviewed at each meet-
ing, and the item stays on the list until there is
resolution,” Adams explains. 
• Quarterly mock surveys are done.

Having mock surveyors make regular appear-
ances on all units allows staff to develop an ease
with being interviewed and helps them compre-
hend the intent of the standards, she says.

Each Joint Commission team member is
assigned a unit, with patients randomly selected
for tracing. Tracers were conducted on about 10
patients the month before the survey. 

“It proved to be a great tool for us,” Adams
notes. “It really helped the staff prepare and be
comfortable with the process.”

For example, the mock surveys revealed a lack
of knowledge of how to obtain an interpreter for
non-English-speaking or deaf patients, Gordon
reports. “The mock surveyors spent a lot of time
on the units and talked with any team members
they came in contact with about how to access
this service for our patients,” she says.
• E-mail and paper mail updates are sent to

staff on a weekly basis.

Each communication covers a different hot
topic, such as unapproved abbreviations, core
measures, read-back of verbal orders, and critical
values, Lewis adds.
• A Joint Commission preparation festival is

held.
Three months before Upper Chesapeake Medi-

cal Center was surveyed, a Joint Commission
Festival was held, with information booths on
specific topics, food, contests, and prizes. The
event was held for 24 hours so all staff could
attend. 

“It was a lot of work for the Joint Commission
team, but it was such a big hit with the staff that
it was well worth it,” Adams explains. “It was a
way to emphasize the new standards and make it
fun at the same time.”
• Make sure all staff are comfortable talking

with surveyors.
Be honest: There probably are certain staff

members who you would prefer not be ques-
tioned at length by surveyors. However, even
the poorest communicators can improve dra-
matically with a little practice, Lewis says.

She recommends walking around the units
and giving staff pop quizzes, such as asking a
housekeeper, “What do you do about infection
control?”

“The people you are afraid of putting out front
may not present themselves well, but most of 
the time, it’s only because they get tongue-tied,”
Lewis adds.

The goal is to reduce the intimidation factor by
getting staff used to answering on-the-spot ques-
tions. “Lots of times, staff are afraid of people
because of their title or status as a Joint Commis-
sion surveyor, and their mind just goes blank,”
she says.

If staff are confused by JCAHO-speak, rephrase
the question with an emphasis on clinical practice,
such as asking, “How do you handle a person
who is out of control?” instead of asking about the
restraint policy. 

“They often know much more than they realize.
These are the things that they deal with every
day,” Lewis points out.

Although surveyors generally are using a lot
less jargon when interviewing staff, terms such as
“core measures” or “verbal read-backs” occasion-
ally may be used. “So it’s still a good idea to get
staff used to the terminology,” she says. “It also
makes them less afraid of the Joint Commission
because we speak the same language now.”
• Accept the fact that things won’t be perfect.
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Since surveyors will be arriving unannounced
as of 2006, you must accept that everything won’t
be flawless. “You will always be in the middle of
something; you will always be implementing a
new program,” Lewis notes. 

Surveyors will understand this and will want
to hear why you chose to make certain changes
and how far you’ve gotten, she explains.
• Do chart reviews on a continual basis.

A full-time chart-review nurse checks for key
pieces of documentation on an ongoing basis,
which was a big help during the survey, Lewis
says.

At Augusta Mental Health Institute, the
required pieces of documentation include a uni-
versal assessment within 24 hours, a complete
treatment plan within three days, and an assess-
ment of the initial care plan after 10 days.

“By continually getting all of the pieces in
place during the chart reviews, all of that docu-
mentation was already there during the tracers,”
she says. “Having the patient charts polished all
the time was invaluable to us.”
• Play games.

Lewis says that by playing games such as
Family Feud and Jeopardy with Joint Commission
themes at staff, department, and administrative
council meetings, staff learned much more than
they expected. 

“We had a stuffed JCAHO bear, and whoever
won the contest that week got to have the bear on
the unit,” she says. 
• Post “JCAHO jewels.”

Lewis posts JCAHO jewels for staff to see
throughout the organization. 

“I have them plastered all over the hospital, 
in hallways, on bulletin boards, in staff locker
rooms,” she adds. For example, one sign says,
“Our patients are identified with two forms of
identification: A current color photograph posted
in the medication room and their birth date.”

[For more information on preparing for Joint Com-
mission surveys, contact:
• Lynne Adams, CPHQ, Director, QHIM, Upper

Chesapeake Medical Center, 500 Upper Chesapeake
Drive, Bel Air, MD 21014. Phone: (443) 643-2510.
E-mail: KLA.02@ex.uchs.org.

• Jane Gordon, RHIT, Director of Quality, Harford
Memorial Hospital, 501 S. Union Ave., Havre de
Grace, MD 21078. Phone: (443) 843-5817. Fax:
(443) 843-7940. E-mail: JEG.01@ex.uchs.org. 

• Jacquelyn Lewis, RN, MBA, CPHQ. E-mail:
jacie@nc.rr.com.]  ■

Project aids rural hospitals
in drug error reporting
A powerful new resource improves safety

If your hospital is a large urban facility, you
may have large numbers of staff with individ-

ual departments responsible for performance
improvement, patient safety, and data collection
and abstracting. Unfortunately, many quality
managers at smaller facilities are not so lucky.

“At many facilities, the same individual is in
charge of infection control, quality assurance, and
performance improvement,” says Katherine
Jones, project director of the Omaha, NE-based
Small Rural Hospital Medication Error Reporting
Project. “Collecting and analyzing medication
error rates is one of many tasks.”

At Jefferson Community Health Center in Fair-
bury, NE, a single individual is responsible for
quality improvement, risk management, worker’s
compensation, and long-term care education. “I 
do not have a secretary or any other staff,” says
Sharon Vandegrift, RN, ONC, MNEd, the facility’s
quality improvement/risk manager/patient safety
coordinator. “At a critical access facility, it’s very
common for one person to wear five or six hats.”

Nebraska’s medication error reporting project
gives solutions for the unique patient safety
improvement challenges of small rural hospitals
with 50 or fewer beds, and is a collaboration
between the Nebraska Center for Rural Health
Research, Nebraska Medical Center, and 11 par-
ticipating hospitals. The project recently was
expanded to allow enrollment for hospitals out-
side of Nebraska, Jones says. 

For a $1,500 enrollment fee, the project provides
a system of data collection, systems analysis, feed-
back, and workshop opportunities. “The problem
is that nobody has been collecting information on
the critical access hospitals,” says Vandegrift. “We
are on the cutting edge of collecting these data to
share with other facilities.”

Here are key benefits of the program:
• Pooling data allows small facilities to identify

trends.
Small rural hospitals with fewer than 25 beds

and an average daily census between two and 15
face a daunting challenge — even those with the
best voluntary, nonpunitive error reporting sys-
tems, according to Keith J. Mueller, PhD, the
project’s principal investigator and director of the
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Rural Policy Research Institute’s Center for Rural
Health Policy Analysis in Omaha.

The project aggregates data across hospitals of
similar size and operation so that a larger pool 
of medication error data is created in less time.
Currently, the database has almost 1,000 medica-
tion error reports representing two years of report-
ing from eight different hospitals.

As a critical access hospital, Jefferson Commun-
ity has an average daily census of only 2.3 patients
per day. “It would take an awfully long time for
any of us to collect the information by ourselves,”
Vandegrift explains. “But with the hospitals all
grouped together, it helps us function like a larger
facility.”
• Problem areas are revealed.

The information has shown that the biggest
problem in the facilities overall was omissions, 
she says. “When reviewing the data with our staff
here, we realized we weren’t using some of the best
practice guidelines out there,” she says, referring to
recommendations from the Agency for Healthcare
Research and Quality and the Joint Commission on
Accreditation of Healthcare Organizations’ 2004
National Patient Safety Goals.

To decrease actual errors while increasing
near misses that are caught before they reach
the patient, the facility’s policy was changed to
include the “five rights of medication adminis-
tration.” That is probably one of the biggest
changes we have made,” Vandegrift says.
• A database is created and maintained.

The program assumes the burden for creating a
database, managing the data, performing analy-
sis, and generating reports. This is a major obsta-
cle for rural hospitals, Jones notes. “You need to
find somebody who knows how to put it together,
maintain it, and be able to extract information
from it. That’s not a skill you learn in nursing
school.”

The program also gives the facilities the ability
to submit data to MedMarx, a national medication
error reporting database. This gives the hospital
the ability to look at its own data and compare
them with a nationwide peer group, she adds.
“We plan to dump data periodically. On their
own, it isn’t something they would necessarily
think to do.”

The program is working with MedMarx to
determine the effect of staffing mix on error report-
ing, says Jones, adding that critical access hospitals
often lack even a single full-time equivalent (FTE)
pharmacist. A recent survey conducted by the
University of Washington, shows critical access

hospitals have an average FTE of 0.67 pharmacists
on staff, and 38% contract with a consultant phar-
macist to provided limited on-site services.1

“When you don’t have pharmacists participat-
ing in the medication dispensing process, you are
removing a reporter who generally catches errors
upstream before they reach patients,” says Jones,
adding that possible solutions include faxing
orders to an off-site vendor pharmacy practice
that reviews them at night. “We are exploring dif-
ferent interventions to broaden the participation
of pharmacists in the dispensing process.”
• Quality managers benefit from peer input.

Participation in the program gave staff a golden
opportunity to have their current system evalu-
ated and compared with other participating hos-
pitals. “All of a sudden, it wasn’t one QA nurse in
a small rural hospital saying we need to change —
we had input from a professional team and our
peers. The feedback was invaluable,” says Judy
Glynn, RN, a nurse at Pawnee County Memorial
Hospital, which has a staff of 12, including the
director, nine nurses, and three LPNs.
• Drug errors can be tracked and measured

more easily.
Previously, staff were reluctant to report drug

errors. “Reporting was not viewed as helpful, but
a requirement to cover liability,” Glynn explains.
“There was no tracking of the errors we prevented
from reaching the patient.”

Other than summarizing the findings of each
report, documenting its review, and calling staff’s
attention to ways to avoid errors in the future,
nothing much was done, she says. “In general,
people hated to make an error, hated to have to
make a report and, if minor, sometimes asked the
doctor to cover with an order to avoid having to
make out an incident report.”

When Glynn discovered that 50% to 75% of
drug errors involved a medicine card in some
way, nurses voted to change this practice by
using the medication administration record
(MAR) to set up, give, and chart medications.
Staff were impressed when she showed them a
graph with the dramatic results: Errors that
reached the patient decreased from 75% to 20%
after the new MAR system was implemented.
“Near-miss errors are presented to the staff as a
compliment on how well they prevent an error
from reaching the patient,” she says.

Another key change that was made is encour-
aging staff to double-check high-alert drugs such
as intravenous antibiotics with another nurse
before administration. “This list of high-alert
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drugs is posted in the med room with an invita-
tion to add to the list,” she says. “For example,
glucophage was added when it was involved in
three of our five errors in February.”

[For more information, contact:
• Judy Glynn, RN, Pawnee County Memorial

Hospital, P.O. Box 433, 600 I St., Pawnee City, 
NE 68420. Phone: (402) 852-2231. Fax: (402) 
852-2098. E-mail: panurse@neb.rr.com.

• Katherine Jones, Project Director, Medication Error
Reporting Project, Nebraska Center for Rural Health
Research, 984350 Nebraska Medical Center, Omaha,
NE 68198-4350. E-mail: kjonesj@unmc.edu.

• Keith J. Mueller, PhD, Director, RUPRI Center
for Rural Health Policy Analysis, 984350 Nebraska
Medical Center, Omaha, NE 68198-4350. Phone:
(402) 559-4318. Fax: (402) 559-7259. E-mail:
kmueller@unmc.edu.

• Sharon Vandegrift, RN, ONC, MNEd, Quality
Improvement/Risk Manager/Patient Safety Coor-
dinator, Jefferson Community Health Center, Critical
Access Hospital, 2200 H St., P.O. Box 277, Fairbury,
NE 68352. Phone: (402) 729-3351, ext. 307. Fax:
(402) 729-2102. E-mail: sharon.vandegrift@jchc.us.

• Nebraska Center for Rural Health Research,
984350 Nebraska Medical Center, Omaha, NE
68198-4350. Phone: (402) 559-5260. Fax: (402)
559-7259. Web: www.unmc.edu/rural/med
errors/default.htm.]
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Report, new measures link
nursing care to safety
Are your nurses giving unsafe care?

Do nurses at your facility complain they are
overworked and understaffed? If so, you

may have a bigger problem than retention on
your hands — compelling new evidence suggests
poor nursing conditions put patients in danger.

Patients may be harmed due to fatigued nurses
coping with inefficient work processes, intimidat-
ing and unsupportive leaders, and an organiza-
tional culture of blame, according to Keeping

Patients Safe: Transforming the Work Environment of
Nurses, released recently by the Washington, DC-
based Institutes of Medicine (IOM).

“Quality managers should pay close atten-
tion,” urges Lillee Gelinas, RN, MSN, vice presi-
dent and chief nursing officer for VHA Inc. and
co-chair of a National Quality Forum (NQF) com-
mittee that reported on core measures assessing
nursing care. “This is not just another report com-
ing out of Washington — it is enormously impor-
tant and is taking the industry by storm. It has
shocked a lot of people.”

In addition, the NQF has endorsed a set of 15
Nursing-Sensitive Performance Measures to pro-
vide a framework for evaluating the quality of
nursing care. (See list of measures, p. 68.) “These
are 15 measures that hospitals need to be accumu-
lating data around and reporting,” Gelinas says.
(For information, go to www.Qualityforum.org.
Click on “Nursing Care Measures Project.”)

These are the first set of voluntary consensus
standards to look at nursing care specifically, says
Kenneth W. Kizer, MD, MPH, president and CEO
of NQF. “Some health systems may have mea-
sured this internally, but this is the first attempt 
to put national measures in place,” he notes.

What’s more, the emphasis on nursing will
continue to increase in the quality world, Kizer
predicts, adding that there is no question that
nursing is closely linked to quality and patient
outcomes. “Now that we can view nursing care
though the objective lens of performance mea-
sures, this will become increasingly recognized.”

There are no current plans to report the data
publicly, but that could change, he says. “It is rea-
sonable to assume that at some point, it will be
made public, because that is the direction we’re
going in.” Kizer points to widespread coverage of
the nursing home measures endorsed by NQF in
2003. “These are reported in newspapers across
the country routinely. While the hospital mea-
sures are being made available on web sites, they
are not necessarily reported in newspapers. But
that is just a matter of time.”

When this occurs, patients will be better
informed about health care quality than ever, he
adds. “As consumers get more knowledgeable,
they will be looking for this information, just as
people now look at reports comparing automo-
biles, washers, and toasters and everything else.”

Since these 15 measures may end up being pub-
licly reported in the future, it gives you an added
incentive to improve, Gelinas advises. “You want
to make sure they’re good data being publicly
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reported and not halfway good data. Can you
imagine if your failure to rescue data is not the
cleanest, so they show a high failure to rescue
rate, and that gets published? You don’t want that
for your organization.” If and when the new mea-
sures are publicly reported, patients may begin
asking their physicians questions such as, “What
is the nursing turnover rate for the hospital?” she
points out. “It’s not something patients would
normally ask. But we know that has an impact on
how good your nursing care will be and whether
you’ll be put at risk or not.”

It’s possible that you are already collecting the
data you’ll need for the new nursing care mea-
sures, such as smoking cessation counseling for
pneumonia patients. “Quality managers may well
be collecting this information already,” Kizer says.

Regardless, your data collection burdens are
unlikely to decrease anytime soon, so you’ll need
to develop ways to streamline the process. “There
will be more and more performance measurement
and reporting down the road,” he adds. “We are
just at the beginning of the era of making health
care much more transparent and accountable.
This is just the latest development in performance
measurement and reporting. Stay tuned: There are
others to follow.”

[For more information, contact: 
• Lillee Gelinas, RN, MSN, Vice President, Chief

Nursing Officer, VHA Inc., 220 E. Las Colinas

Blvd., Irving, TX 75039. Phone: (972) 830-0239.
E-mail: lgelinas@vha.com.

• Kenneth W. Kizer, MD, MPH, President, CEO,
National Quality Forum, 601 13th St. N.W., Suite
500 N., Washington, DC 20005. Phone: (202) 783-
1300. Fax: (202) 783-3434. E-mail: info@quality
forum.org.]  ■

Make these changes 
to improve safety
Give staff a variety of ways to report errors

Would you like to improve retention and sat-
isfaction of nursing staff and make patients

safer at the same time? The two goals are intrinsi-
cally linked, according to Diana Berkland, MS,
RN, vice president of clinical administrative ser-
vices and chief nurse executive at Sioux Valley
Hospital USD Medical Center in Sioux Falls, SD. 

Here are key factors that led to the organiza-
tion’s recent designation as a Magnet facility by
the American Nurses Credentialing Center’s
Magnet Recognition Program For Excellence in
Nursing Service:
• There is a nonpunitive culture for medication

error reporting. 
“We encourage people to report both errors

and near misses,” Berkland says. “With a puni-
tive environment, people tend to underreport.”

Absolutely no punitive action is taken anytime
a medication error report is submitted, stresses
Geni Chariker, MS, MBA, director of strategic
improvement. “We ask that the individual talk to
us about how they might have prevented the error,
but it is never part of somebody’s evaluation.”
Here are some ways staff are encouraged to
report errors:

— A “good catches” program rewards nurses
who report errors.

“We make a real big deal when staff catch an
error,” Chariker says. 

Quality managers find out the shift the nurse is
working and personally present a giant cookie
with a baseball mitt in the middle of it. Colleagues
are gathered, and the nurse is encouraged to tell
the story of the caught error, Berkland notes. “I
believe that there is a lot of power in hearing sto-
ries, as opposed to just listening to another rule or
regulation.”

— Staff are given a variety of ways to report.
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Performance Measures

Here are the 15 Nursing-Sensitive Performance
Measures endorsed by the Washington, DC-

based National Quality Forum:
✔ death among surgical inpatients with treatable

serious complications (failure to rescue);
✔ pressure ulcer prevalence;
✔ falls prevalence;
✔ falls with injury;
✔ restraint prevalence;
✔ urinary catheter-associated urinary tract infec-

tion for intensive care unit (ICU) patients;
✔ ventilator-associated pneumonia for ICU and

high-risk nursery patients;
✔ smoking cessation counseling for acute

myocardial infarction;
✔ smoking cessation counseling for heart failure;
✔ smoking cessation counseling for pneumonia;
✔ skill mix;
✔ nursing care hours per patient day;
✔ practice environment scale — Nursing Work

Index (composite + five subscales);
✔ voluntary turnover.  ■
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An anonymous hotline is provided, but many
individuals still choose to report via a paper report-
ing system. “People do what they are most com-
fortable with, and we’ve had paper for years,” she
says. “We are working on a process where staff can
report on-line.”

— Medication error reports are tracked on a
monthly basis and classified by type of error.

“Those are then tracked and trended,” adds
Berkland. “Based on what we see, we make
interventions.”

Most of the interventions involve systems as
opposed to individual staff members, Chariker
says. “For example, we just changed our insulin
to one concentration, because we feel that errors
are caused by confusion in concentrations, not
individual negligence.”
• Nursing staff are asked for input.

Here are some ways this is accomplished:
— Include frontline nursing staff on the fail-

ure mode and effect analysis team. 
“The goal is to find holes in your process and

change your process, not expect people to be
superhuman in their ability to prevent error,”
Chariker says. 

— Make rounds. 
“The visibility of nurse and quality leaders is

important,” Berkland adds. “I am there to listen
and learn, and find out from our staff what they
need to deliver safe patient care. I also make a spe-
cial attempt to go to a unit that has reason for cele-
bration. This reinforces our culture of recognition.”

— Ask staff how to fix a problem.
“I make the assumption there is a problem with

our process, we designed it wrong, and find out
how we can do the right thing,” Chariker says.
When one unit identified a problem with patients
not having an identification armband, the staff
decided to do two things: Stock armbands in the
patient room so one is immediately available when
a replacement is needed, and add an armband to
the admission paperwork package. “Because the
armband flops around on the paperwork packet
and annoys you, you promptly get it on the
patient!” she notes. “We have not had a missing
armband in that unit since the group made these
changes in their own process. They have sustained
this improvement for about six months.”
• Share data with nursing staff.

A Nursing Dashboard is shared with nursing
units on a monthly basis, with data on nosocomial
infections, medication errors, restraint use, falls,
and staff injury. The dashboard data are shared
with the nursing performance improvement 

council, which consists of bedside nursing staff,
and is posted in the units. “It’s not enough just to
post it, though,” Berkland notes. “If you notice a
positive trend, you need to celebrate, and if you
notice a negative trend, you need to see what you
can do to make a difference.”

The dashboard is color-coded so nurses will
notice problem areas at a glance, Chariker says.
“If you are in the green, you are at or above
benchmark; if you’re in the red, you better do
something quick. It is immediately diagnostic of
how serious the situation is.”

[For more information, contact:
• Diana Berkland, MS, RN, Vice President,

Clinical Administrative Services, Chief Nurse
Executive, Sioux Valley Hospital, USD Medical
Center, 1305 W. 18th St., P.O. Box 5039, Sioux
Falls, SD 57117-5039. Phone: (605) 333-3252. 
E-mail: BERKLAND@siouxvalley.org.

• Geni Chariker, MS, MBA, Director of Strategic
Improvement, Sioux Valley Hospital USD Medical
Center, 1305 W. 18th St., P.O. Box 5039, Sioux
Falls, SD 57117-5039. Phone: (605) 333-6595. 
E-mail: CHARIKEG@siouxvalley.org.]  ■

Use Baldrige criteria 
to advance excellence
Criteria can be valuable self-assessment tool

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

One of the best ways to gain hospitalwide com-
mitment to performance excellence is through

participation in a self-assessment using the criteria
of the Malcolm Baldrige Quality award. The U.S.
Congress established the award in 1987 to recog-
nize organizations for their achievements in quality
and business performance and to raise awareness
about the importance of quality and performance
excellence as a competitive edge. In 1999, an award
category for health care organizations was added

THE
QUALITY - CO$T

CONNECTION



to the Baldrige program. The most current 2004
health care criteria can be found on the web site of
the Baldrige National Quality Program at: www.
quality.nist.gov.

Increasingly, all business sectors view the
Baldrige criteria as a quality blueprint for evaluat-
ing and improving the effectiveness of their 
management practices. The Baldrige criteria do 
not represent a particular management model or
business strategy. The criteria provide a flexible
umbrella whose core principles allow individual
health care organizations the option of applying
any of the various, and highly effective, process
management philosophies and tools in the manner
that best support the needs of the organization. For
example, the Baldrige criteria ask, “How do you
select, collect, align, and integrate data and infor-
mation for tracking overall organizational perfor-
mance?” The organization may choose to use
Kaplan & Norton’s Balanced Scorecard Model for
tracking organizational performance or another
approach. Six Sigma projects can assist health care
organizations in meeting the Baldrige criteria
related to process management, but the Six Sigma
methodology is not specifically recommended over
other process improvement models. The Baldrige
criteria are grounded in three assumptions:
1. Based on your years of observation, you are an

expert on your organization.
2. A framework to structure and amplify your

knowledge of performance excellence enablers
will help you use what you know to effect
change.

3. You want to be part of the change process driv-
ing your organization toward becoming a
high-performing organization.
Baldrige criteria are a valuable self-assessment

tool for health care organizations. When people
work in an organization for any length of time, it
is easy to develop blind spots. “Business as usual”
prohibits the kind of ongoing and fresh analysis
needed to continuously improve. Using the
Baldrige criteria as a self-assessment tool forces
the organization to study its entire management
system and the assumptions used to judge perfor-
mance. The assessment provides an opportunity
for senior leaders and managers to reflect on the
systems that support quality, think about things
that need changing, and focus improvement
efforts on the areas most relevant and important
to the organization’s goals. The assessment can
help managers and staff members understand
how they contribute to the principles of continu-
ous improvement in a meaningful way.

Baldrige criteria are applicable to organizations
in all stages of excellence. Health care organiza-
tions just embarking on the performance excellence
journey can use the criteria to broaden understand-
ing of internal management systems and prioritize
improvement activities. 

Organizations further along on the journey 
can use the criteria to pinpoint trouble spots and
instill a process of continuous improvement. The
potential for positive, long-term improvement is
limitless. Positive changes in the organization,
attitudes, services, processes, measurement, plan-
ning, leadership, and patient satisfaction all can
be inspired by the Baldrige criteria.

Steps of the initial self-assessment can vary, but
the process generally involves six phases:
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CE questions
17. Which of the following is recommended to

improve core measures results?
A. Collect data for all indicators, even if no

improvement is needed.
B. Collect data only for mandatory performance

measures.
C. Always audit 100% of charts.
D. Assign data collection for specific indicators

to individual service lines.

18. Which is an effective way to prepare for the new
Joint Commission survey process?
A. Allow poor communicators to practice

answering questions from mock surveyors.
B. Arrange for only your most experienced staff

to talk with surveyors.
C. Prepare only during the weeks right before

your survey date.
D. Plan to have all quality programs fully imple-

mented when survey occurs.

19. Which is true regarding a Small Rural Hospital
Medication Error Reporting Project?
A. Hospitals are responsible for creating their

own database.
B. Hospitals pool data to identify trends. 
C. Fewer near-miss errors are reported.
D. Staff are more reluctant to report errors.

20. Which is an effective way to improve patient
safety?
A. Require medication error reports to be given

in person.
B. Do not include nurses on FMEA teams.
C. Reward staff members who report errors. 
D. Encourage nurses to report only actual

errors, not near-misses.

Answer Key: 17. D; 18. A; 19. B; 20. C



1. Engage the Leaders
A.Identify a performance excellence cham-

pion, usually the CEO.
B. Garner support from senior team; they

must be accountable for actions designed 
to achieve performance excellence.

C. Help everyone in leadership positions
understand and appreciate how their roles
and responsibilities contribute to perfor-
mance excellence.

2. Prepare an Assessment Team
A.Select a broad range of individuals, a cross

section of the organization.
B. Select individuals who demonstrate fairness

and openness.
C. Support education and development of the

team to achieve optimal results.
3. Gather the Data

A.Collect information that can be used to
understand the current reality about how
the organization operates.

B. The assessment team interviews a cross-
section of individuals in the organization.

C. The assessment team reviews key docu-
ments — plans, policies, and reports.

4. Analyze Data and Prepare Report
A.Conduct a structured evaluation process

with specific consideration to the following
three dimensions:

• Soundness and appropriateness of approach.
• Completeness of deployment.
• Results obtained.

5. Develop Improvement Plans
A.Identify highest-leverage opportunities for

improving performance in the organization.
B. Develop a project plan for each of the identi-

fied areas.
C. Agree on the next steps:
• Specific tasks with time lines.
• Roles and responsibilities of team members.
• Communication.
• Monitoring and follow-through.

6. Implementation and Follow-Through
A.Make the process sustainable.
• Build improvement goals into performance

systems for those accountable.
• Integrate plan into business plan.

• Establish measurements of success.
• Conduct reviews of progress.
• Communicate key findings and learned

lessons to other staff.
• Celebrate success.
• Publicly acknowledge the contributions of

individuals and work teams.
Once completed, the self-assessment results

provide a basis for developing consensus on
what needs to be done so activities can be
focused in a consistent direction. By using the
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■ How to prevent
infant abductions 
at your facility

■ Effective ways to
eliminate redundant
data collection

■ Avoid disasters
during Joint
Commission surveys

■ Know how to
comply with JCAHO’s
ED overcrowding
standard

■ Dramatically reduce
surgical-site infections

COMING IN FUTURE MONTHS

Your 30-day preview copy of
The Practical Guide to Discharge Planning

has been reserved for just $99!
Call (800) 688-2421 and order your copy today.

The Practical Guide to Discharge Planning provides case studies
along with practical and expert advice to nurse case managers and
social workers engaged in the practice of discharge planning in the
acute care setting. This invaluable resource provides you with:

■ techniques for overcoming
discharge delays;

■ data on using electronic systems to
improve discharge planning;

■ strategies for improving patient edu-
cation at discharge;

■ methods for maintaining adequate
follow-up after discharge;

■ and much more.

Call (800) 688-2421 and order your
copy today. PLUS — get free CE!

Take advantage of this opportunity to
receive comprehensive and practical information at the incredibly 
low price of $99, plus gain the opportunity to receive approximately
10 nursing contact hours FREE!

AND — there's no risk!

When you receive your copy of The Practical Guide to Discharge
Planning, review it. If you are not satisfied for any reason, simply
return the product within 30 days in resalable condition for a full refund.
You never risk a penny!

Call (800) 688-2421 and order your copy today.
Refer to promotion code 51202.

ACCREDITATION STATEMENT

Thomson American Health Consultants is accredited as a provider of contin-
uing education in nursing by the American Nurses Credentialing Center's
Commission on Accreditation. Provider approved by the California Board of
Registered Nursing, Provider Number CEP 10864, for approximately 10
contact hours. 



Baldrige criteria for periodic reassessments, ide-
ally done as part of the annual planning cycle, a
health care organization can measure progress in
its performance excellence journey.

The assessment process needs to be as inclu-
sive as possible if it is to have a significant
impact. It is important to have the full commit-
ment of the CEO and senior executive team. A
project team of leaders should coordinate and
oversee the evidence-gathering part of the assess-
ment and subgroups formed to gather informa-
tion for each section of the criteria. One person
should not be answering the Baldrige questions;
otherwise, individual perceptions may sway the
results. For most organizations, valid results are
possible only if a team approach is used. If the
goal is to actually improve the organization
rather than merely obtain a high score, many peo-
ple should participate in the assessment process.
Moreover, those who participate gain a better
understanding of what needs to be done to
advance performance excellence and are more
willing to support the improvement recommen-
dations that come out of the assessment process.

Regular meetings (at least biweekly) should be
held by the leadership team to ensure informa-
tion gathering is going smoothly and the assess-
ment teams remain on target. Don’t hurry the
process. The Baldrige criteria present penetrating
questions that take time to think about and
answer. Often teams must research the organiza-
tion’s practices to formulate intelligent answers.
Much of the benefit of a Baldrige self-assessment
lies in discovering gaps that were not evident
until people tried to respond to a particular item.
Time spent thinking deeply about the Baldrige
criteria and how they apply to your organization
is time well spent.

When all the questions have been answered,
the leadership team evaluates the results. A thor-
ough Baldrige assessment typically highlights
dozens of areas for improvement as well as orga-
nizational strengths. To advance performance
excellence, the organization must concentrate on
its weakest areas. Often, it is useful to research
how other organizations have solved similar
problems. It also may be important to poll
experts within the organization to collect their
thoughts on how best to solve specific problems.

The Baldrige assessment provides a repro-
ducible yardstick for tracking the performance
excellence journey in a health care organization.
Often, improvements in periodic Baldrige assess-
ment scores will show up before performance

measures indicate substantial improvement. 
Periodic reassessments provide an opportunity

to celebrate successes as well as discover contin-
ued areas of weakness.  ■
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CE objectives

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

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

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

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

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

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


