
Avoid disasters during your next JCAHO
survey: Quality managers share secrets
Make the new survey process work for you

When you think about the new Joint Commission on Accreditation
of Healthcare Organizations’ survey process, do you envision
surveyors talking to your organization’s least articulate staff

members, selecting patients to trace for whom everything possible has
gone wrong, and arriving at units when your most experienced nurses are
nowhere in sight? 

It’s true that you will have no advance notice or control over where sur-
veyors go or whom they talk to. However, the new survey process will
have a positive impact on your role as a quality manager, according to
Judy Homa-Lowry, RN, MS, CPHQ, president of Homa-Lowry Healthcare
Consulting, based in Metamora, MI. 

“What I am seeing is that more people in the organization are going to
have to take responsibility, and the quality manager’s role will become
more of a facilitator,” she says. 

For example, surveyors now are posing questions during leadership
interviews, such as, “We’ve noticed problems with equipment around the
building and talked to several staff members about this. What is your plan
to do something about this? Are you going to allocate resources for it?”

“The new survey process is putting more of the accountability back on
leadership, which is good,” Homa-Lowry says. “In the past, it’s often been
‘the quality people will have the answer.’ Now the leaders will, at times,
be specifically asked about shortcomings found by the surveyors.” 

The need for continuous preparedness also will make the quality man-
ager’s role more vital, and, as a result, you can expect to gain more leader-
ship support, Homa-Lowry says. 

“In the past, quality people were really important before the survey, and
then there was kind of a lull after the survey,” she continues. “With the
new process, you can’t just ramp up for a few months and let it fall by the
wayside.”

To avoid problems during your next Joint Commission survey, consider
the following tips from recently surveyed quality managers: 
• Alert units that the surveyors are headed their way.
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Many quality managers acknowledge attempts
to give staff even a few minutes advance notice
that the surveyors are headed in their direction. 

“I think it’s good to give the units a heads-up
rather than having surveyors just pop in,” says
Helena Feather, vice president of compliance and
health information at Trident Health System in
Charleston, SC. “After all, we are here seeing
patients.” 

When possible, Feather beeped her assistant,
who would call the unit or department and let staff
know the surveyors were on their way, she notes. 

At Augusta (ME) Mental Health Institute, a

“runner” shadowed the surveyors as they moved
through the organization. “When the surveyor
said, ‘OK. We are finished here,’ and started
walking to the next unit, the shadow called ahead
to alert them,” reports Jacquelyn Lewis, RN,
MBA, CPHQ, former director of compliance and
risk management. 

“They may have had a linen cart in the hall-
way, and little things like that make a big differ-
ence with the surveyors’ first impression,” she
points out.

In addition, you can put staff at ease if the sur-
veyors definitely won’t be paying them a visit on
that particular day, says Feather. 

“For instance, if you don’t have an orthopedic
tracer, then orthopedics is out of the loop for 
that day at least, so you can rule them out,” she
explains. 

Although there is no specific agenda for
patient tracers, you will have a much better idea
of which units will be involved during system
tracers, so you should use it to your advantage,
Feather recommends. 

“The agenda does tell you where you are going
for system tracers such as infection control or
medication management, so you can pull your
whole group together,” she says. 
• Have an experienced person review charts

with surveyors.
During a one-day extension survey that

included patient tracers, it was reassuring to
have at least one person on each unit who really
knew the charts inside and out, Lewis says. 

As a psychiatric hospital, the organization has
patient service directors who direct the care on
each unit, and they were the ones who reviewed
the charts with the surveyors. 

“That individual knew how to find everything
and was able to walk the surveyor through the
chart and explain how what was documented
actually reached the patient,” she says.
• Be ready to recommend patients for tracers.

In some cases, you may have absolutely no say
over which patients are traced, but occasionally
there may be some leeway. At Augusta Mental
Health, surveyors gave Lewis the category for
each patient tracer but allowed the organization
to select the specific patient. 

“They gave us the list of categories at the open-
ing interview, and we had an hour to produce the
medical records,” she says. “So we had control in
that respect. I was afraid they would just ask for a
patient list, but that wasn’t the case at all.” 

Therefore, you should be ready with a list of
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patients in your top DRGs, Lewis recommends.
“Find a patient you did well on for each of those
categories so you can have them in mind if
asked,” she suggests. 

It may be possible to point surveyors in the
direction of certain patients, but the survey team
ultimately will select who it wants to see by 
diagnosis, length of stay, and admission location,
says Darlene Adams, RN, MSN, patient care
safety/quality management officer at United
Regional Health Care System in Wichita Falls, TX. 

“Even when we guided them toward a patient,
if the chart was not available on the unit, another
patient was selected by the charge nurse or sur-
veyor,” she notes. 
• Identify problem areas in advance.

Use information from your own self-assess-
ment to do this, Homa-Lowry advises. “The more
that you have done on the front end, the better off
you are,” she says.

Your survey application will give you insight
as to areas where surveyors will begin to look
and prioritize, Homa-Lowry says. 

“Unfortunately, in many organizations, that
document is not widely shared. It is completed
by a group and sent in to Joint Commission,” she
notes. 

Are you compliant across the continuum?

Just because you appear to be compliant in a
few areas, that doesn’t necessarily mean you are
compliant across the whole continuum, Homa-
Lowry warns. “For instance, your pain manage-
ment may be fine on your surgical floors, but are
you doing just as well on your medical units?”

As you identify areas that aren’t in full compli-
ance, you should begin writing plans of action
immediately, as you are required to submit them
after the survey for areas identified as noncom-
pliant, Homa-Lowry advises. 

Also, while your previous performance
improvement (PI) reports may have included
general recommendations such as “provide edu-
cation” or “write a new policy and procedure,”
those will no longer pass muster. 

Plans of action are going to have a lot more
accountability, since for some standards you’ll
have to establish a measure of success that needs
to be numerical or quantifiable. 

“Many of the things written for the old PI pro-
cess didn’t really have any teeth to them,” she
adds. “You now need to really get to the root of
the problem.” 

• Be proactive in complying with new standards.
Many changes to the standards will become

effective over the coming months, and you must
address these well in advance of the “go live”
date to avoid problems during surveys. “For
example, the new infection control standards are
effective 2005. 

It would be in an organization’s best interest to
be compliant prior to Jan. 1, 2005,” Homa-Lowry
says.
• Ensure staff are knowledgeable about all the

patient processes occurring on the unit.
Previously, surveyors would expect various

units to know about their specific roles, but they
now will want staff to have a more comprehen-
sive understanding of all the processes that occur
during a patient’s care in their unit or depart-
ment, she adds. 

“For example, if surveyors see an oxygen tank,
they might ask staff why the tank is there, who is
responsible for filling it, and who would know
how to put it on the patient appropriately,” says
Homa-Lowry. “By asking these questions, they
can get a pretty good idea if staff have a thorough
understanding of those processes.”

It’s no longer enough for a staff member to tell
surveyors that another department is responsible
for filling the tank and leave it at that. 

New process encourages collaboration

“The bottom line is that there should be knowl-
edge of the entire health care team as to what
these processes are. It shouldn’t be an assumption
that another department is aware of it,” she
explains. 

For example, surveyors might notice an ice
machine that isn’t clean and find out that nurses
mistakenly believe that dietary is responsible for
cleaning it. 

“Then they may go to dietary and find out they
actually are not doing it and assume that engi-
neering does it when they repair or do preventa-
tive maintenance. Then they might learn that
they aren’t doing it, so who is doing it?” says
Homa-Lowry. 

In that case, you would need to implement a
process for making sure this task is completed,
she explains. 

In addition, staff need to know the process
for reporting a problem, as with refrigerator
temperatures. 

“Sometimes dietary will be independently tak-
ing care of that, but it may not get reported back

July 2004 / HOSPITAL PEER REVIEW ® 91



to nursing if there is a problem,” notes Homa-
Lowry. 

Likewise, if surveyors see medications that 
are not secured, they will ask staff what they do
about this. 

“The new process is forcing disciplines to work
with one another. You can’t just expect a single
person or department to be responsible. There
needs to be collaboration,” she says. 
• Have a scribe and administrative person

accompany surveyors.
During tracers, surveyors may ask to see a pol-

icy or procedure or want additional information
to refer to later. 

“So it’s really important that somebody is
going along taking notes. It’s very helpful to have
somebody scribing that information, just to make
sure those items are ready for the surveyors,”
Homa-Lowry says.

During the entire survey, Adams was available
nearby to help answer questions and get any
requested policies, files, charts, or documents. 

“We also had the chief medical officer accom-
pany the physician surveyor and the chief nurs-
ing officer accompany the nurse surveyor,” she
points out. “However, they do not want a large
group.”
• Communicate with staff during the survey.

Give staff a heads-up about anything you learn
while the survey is still going on, Feather says. 

“We had daily briefings on what the surveyors
were looking for, what their demeanor was, and
the kind of questions they were asking,” she
reports. “I got this information out by sending
out e-mails and sitting down with the direct
reports.” 

Be prepared for long hours

Toward the end of the five-day survey, Feather
was able to let staff know that the patient tracers
were over. “On Thursday afternoon, the survey-
ors said they had done all the tracers they needed
to do, so we let the staff know we were done,”
she says. 
• Come early and stay late during the survey.

The goal is to make sure everything is ready
for each morning’s briefing, Adams says. 

“We have a report-building system for our cen-
sus. The first day, we just printed the clinical ser-
vice groups; but the next day, they wanted the
entire census with admission status,” she says.
“By coming in early, we made these changes
without a hitch.”

• Show monitoring of each National Patient
Safety Goal. 
Be ready to show evidence of monitoring for

each goal for at least the last 12 months, Adams
advises. “I had spot monitoring for all the goals,
but not 12 months of monitoring for any goal
except surgical sites. But they did ask to see it,”
she says.

Surveyors wanted to see the date of implemen-
tation and a 12-month track record for each goal.
“All of this information was in the performance
improvement book, but they wanted to see evi-
dence of implementation and monitoring of com-
pliance for each goal,” Adams explains.

You may need to pull archived policies to show
prior compliance, even if you updated your poli-
cies to meet the new safety goals. “For example,
we used to mark the wrong site in our surgical
site policy but changed this to the correct site as
of February 2004,” says Adams, who needed to
pull the old policy to show that the organization
had a surgical site marking process implemented
previously. 

“We also had to pull the minutes from the
pharmacy and therapeutics committee to show
the evolution of our ‘do-not-use’ abbreviations
list,” she notes.
• Use the special issue resolution session to

address issues with surveyors. 
This is a 30-minute session that is set aside for

surveyors to review results and findings. “Do not
expect a long conversation or debate in any ses-
sion other than the special issue resolution,”
Adams says. 

“If something is not resolved during that ses-
sion, then you are requested to get more informa-
tion, such as closed charts or other policies,” she
continues.

If anything is not clear on your end, this is
your chance to discuss it with the survey team.
At United Regional, a surveyor had asked about
the organization’s blanket orders policy. 

“We do not use the term ‘blanket’ so we clari-
fied this with further discussion,” says Adams.
“We also had a discussion about staff saying
‘repeat back’ instead of ‘read back’ of verbal
orders.” 

After this session, the surveyors have their
team meeting/planning session. “That’s when
they talked about what they had seen that day
and, based on what they did see, determined
what they needed to look for the next day,”
Feather says. 

“They would decide whether they needed to
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go check on something again tomorrow or
whether they had looked at a particular issue
enough,” she adds.

[For more information on the new Joint
Commission survey process, contact:
• Darlene Adams, RN, MSN, Patient Care

Safety/Quality Management Officer, United
Regional Health Care System, 1600 10th St.,
Wichita Falls, TX 76301. Phone: (940) 764-3062.
E-mail: dadams@urhcs.org.

• Helena Feather, Vice President, Compliance &
Health Information, Trident Health System, 9330
Medical Plaza Drive, Charleston, SC 29406. Phone:
(843) 797-4299. Fax: (843) 797-4648. E-mail:
Helena.Feather@HCAHealthcare.com.

• Judy Homa-Lowry, RN, MS, CPHQ, President,
Homa-Lowry Healthcare Consulting, 560 W.
Sutton Road, Metamora, MI 48455. Phone: (810)
245-1535. Fax: (810) 245-1545. E-mail: homa
lowry@earthlink.net. 

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

Resist the urge: Don’t
interfere with surveyors

During a recent survey at Trident Health
System in Charleston, SC, there were times

it was obvious that a staff member didn’t under-
stand what the surveyor was getting at, says
Helena Feather, vice president of compliance
and health information. 

“So we asked the surveyors to restate or clarify
what they were looking for,” she says. “All they
would have needed to do is say they didn’t want
to hear from us, but that didn’t happen.”

Surveyors made it clear they didn’t want an
entourage, but there was always an administra-
tive person alongside with the surveyor, says
Feather. 

“If something was uncomfortable or got out of
hand, one of us would step in and say, ‘This per-
son may not know the details; can we get another
bedside nurse who could better answer those
questions?’” she adds. 

Still, resist the temptation to breathe down the
surveyor’s neck, advises Judy Homa-Lowry, RN,
MS, CPHQ, president of Homa-Lowry Healthcare
Consulting, based in Metamora, MI. 

“If surveyors are feeling they are being put in a

box or people are constantly asking where they
will be next, they may become annoyed,” she
says. 

“The more surveyors see that, they may be less
inclined to share information in advance of where
they will be heading next,” Homa-Lowry adds.

The nature of patient tracers makes it impossi-
ble for even the surveyors to know their destina-
tion beforehand, she underscores. 

“If surveyors are in a unit and notice a problem
with infection control practices related to equip-
ment, then they may stop what they’re doing and
go to the source of those services,” Homa-Lowry
points out. 

The bottom line is that during patient tracers,
surveyors are more interested in hearing from
staff and patients than you, she says. 

“They already know that the leaders can tell
them about the policy and procedures,” says
Homa-Lowry. “It doesn’t help to have quality
people trying to answer the questions or speak
for unit staff.”

If you do try to speak for a staff member, sur-
veyors may feel you have something to hide and
begin asking to see personnel files, she notes. 

“It can be more irritating than helpful to sur-
veyors if the quality manager is trying to step
over and explain,” Homa-Lowry says. “They may
ask for additional personnel files to see exactly
what training and competencies staff have and
begin looking for trends and patterns.”

Surveyors are looking for a different kind of
information from staff than they can get from
you, she explains. 

“You may be up on the units and know the
policies and procedures, but it’s not necessarily
the same as working with them every day,” says
Homa-Lowry.

Sometimes, actions speak louder than data

During a recent mock survey done by Homa-
Lowry, a patient was in a great deal of pain after
a Whipple procedure. The nursing notes indi-
cated that the nurse had called the physician
about getting a more effective pain medication. 

“When I spoke to the patient, he said that he
was much more comfortable,” she notes. “In that
situation, the quality person could have told me
the number of assessments done and the timeli-
ness of them, but the nurse clearly demonstrated
that they understood pain management and what
they could do for further intervention, so I had
no other questions or concerns.”  ■
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Staff preparation pays off
during a JCAHO survey

The shared vision of providing safe, quality
patient care was very evident during a recent

Joint Commission on Accreditation of Healthcare
Organizations’ survey at the 59th Medical Wing
at Lackland (TX) Air Force Base, reports Lt. Col.
Biancanieves Garza, NC, CPHQ, chief of compli-
ance and performance improvement. 

“It is clear that the surveyors want to partner
with our leaders to attain sustained performance
in providing the highest safe, quality care,” she
says.

To prepare for the survey, staff attended a one-
day leadership training program on the new 
process. They also watched the Joint Commis-
sion’s training video “Shared Visions — New
Pathways, Innovative Approach to Patient Safety
and Quality Improvement,” which features
numerous examples of actual surveyors using
the tracer methodology in different patient care
environments.

All unit staff watched a 30-minute segment of
the video, which was mandatory. 

“The questions used by the surveyors in the
video were all asked during our survey, so staff
were readily able to respond to the actual sur-
veyor questions,” Garza explains.

Focusing on the goals

The organization’s priority focus areas were
communication, orientation and training,
staffing, and information management.

Surveyors asked to see a chart of a patient
admitted or transferred from the emergency
department (ED) or intensive care unit (ICU). 

“If there were none, they asked for the chart of
the most complex patient,” she adds. 

Throughout the survey, staff were asked how
they incorporated the National Patient Safety
Goals. 

Here are some of the questions asked by the
surveyors:
• Surveyors asked to see records to show that

read backs are documented for verbal orders
and critical lab values.

• Surveyors looked for “do-not-use” abbrevia-
tions in physicians’ orders and in the progress
interdisciplinary notes.

• During tracers, surveyors asked what other
services were involved in the patient’s care,
such as nutrition, radiology, or laboratory. 

• Surveyors looked for consults ordered and
documented findings, wanting to see that
orders were reviewed by providers and that
providers acted on findings as appropriate.

• For patients who were admitted or transferred
from the ED or ICU, surveyors asked what
kind of communication would be received
prior to the patient’s arrival on the unit.

• Surveyors asked staff in the ED and ambula-
tory clinics to describe the process for admit-
ting patients.

• Nursing staff were asked to describe how
patients are assessed upon their arrival.

• During a system tracer, surveyors asked
detailed questions about how the organiza-
tion’s medication management system sup-
ports the health care team in providing
quality, safe patient care.
“They started the tracers immediately after the

initial orientation and continued until the very
moment they began to write up their findings,”
Garza reports. “It was incredible and very
exhausting!”

During tracers, surveyors asked staff on duty
to talk about what they did in their specific jobs
and then followed up with questions such as,
“You are a provider? You work in the ED? What
training or certification do you need to work
here? Do you care for pediatric patients, too? Do
you call in consultants?”

The surveyors then moved on to specific
patients by requesting a list of patients seen on
that day, and asked questions about waiting
times, who was called in to consult, how long
that individual took to arrive, and what labs, 
procedures, or radiology tests were ordered.

If the patient was transferred to the operating
room, the surveyor would go there and begin the
questioning process again, asking questions such
as, “What do you do? What do you need to work
here? Are you the anesthetist? Tell us what you
do once the patient is transferred here. How did
the patient get here?”

The surveyor then would ask for documentation
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Initiative expands as physicians learn its purpose

Physicians aligned with Sutter Health in
Sacramento, CA, are giving glowing reviews

to a care coordination program they once failed
to recognize, pleased that it is meeting myriad
patients’ needs and saving office time in the
bargain.

What began as a trial medical office case man-
agement program — featured two years ago in
Discharge Planning Advisor — has evolved and
expanded and been absorbed back into the Sutter
Care Coordination Program, explains Jan Van
der Mei, RN, care management director.

“Physicians are delighted with the program
and find that it is very valuable to them,” she
explains, noting that in addition to addressing
patients’ psychosocial needs, the program assists
patients with obtaining transportation and apply-
ing for discounted or free prescription medica-
tions through various drug company programs.

Physicians surveyed about the program report
“extreme satisfaction,” Van der Mei adds.

Program model

What is ironic about the situation, she points
out, is that earlier physician response to the care
coordination program was less than enthusiastic,
even though it offered the same benefits now
being provided. 

When that program — a centralized nurse/
social work model — expanded in 1997, “we found
our own patients,” Van der Mei says, drawing from
emergency department (ED) patients and those

who were admitted to the hospital more than two
times in six weeks and through health risk screen-
ings of new members of the Sutter managed care
organization.

“We connected with the physicians, told them
what we were doing, but got very few referrals,”
she says. “[Physicians] thought we were gate-
keepers and were suspicious of us. Now they
truly understand what case management is.”

Care centers 

In 2001, the medical director of the Sutter
Physician Alliance (SPA) approached Van der Mei
with the idea of putting nurse case managers in
the physician office setting, she notes. “He was
looking for opportunities to provide a value-
added service for SPA physicians and felt this
was one way to accomplish that goal.”

After meeting with physicians, who gave
examples of the kind of assistance and support
they were looking for, Van der Mei began to put
the program together. “I felt this was a natural
progression of Sutter Care Coordination.” 

Three registered nurse full-time equivalents
(FTEs) were added to her budget, which already
supported four RNs in the centrally located care
coordination program.

Nurse case managers were based in “care cen-
ters,” each of which house a group of between
eight and 10 physicians in the Sutter Medical
Group, Van der Mei adds, with each RN assigned
between 12 and 15 physicians. 

“Although space is always an issue, we were
able to find space,” she explains.

Care program incorporates office-based CM approach



Independent practice association (IPA) physi-
cians who were exclusively linked with Sutter
also were included in the program, she notes, but
not those who have contracts and allegiances
with other systems and payers. 

Sutter didn’t want to get involved in treating
patients who were members of other managed
care plans, Van der Mei adds.

“With the original care coordination pro-
gram,” she explains, “the impetus of it was 
us taking on full risk, so the bulk of the patients
in that program were managed care. When we
move into the physician offices, we have to 
take all their patients, not just managed care
patients.”

“If we’re working with physicians who are
exclusively with Sutter, we even work with their
MediCal and other patients,” Van der Mei says.

Now the program is about 60% managed care,
she adds, “but we still meet our return on invest-
ment.” Sutter physicians and hospitals have more
than enough patients to keep them busy, Van der
Mei notes, “and don’t really want patients who
are more appropriately treated elsewhere to be in
the hospital.” 

Saving time, meeting needs

Two RN case managers were dedicated to the
IPA, she continues. “They each have a few physi-
cians in the medical group, as well as the IPA
physicians, and work from their office at the care
center. They do go to the IPA physicians’ offices
to see patients — generally during a scheduled
appointment — and make rounds if a patient is 
in the hospital.

“We tried having staff stay at the IPA offices,
but they were in the way — these are indepen-
dent offices, and there was no [extra] space what-
soever,” Van der Mei adds. 

Nurse case managers working in the central
areas of the care centers, however, found they
could do some effective intervening when they
overheard medical office assistants telling patients
who called in with problems that they should go
to the ED, she notes.

“The case manager was able to say, ‘Do you
want me to talk to the patient?’ and could divert
a lot of them,” Van der Mei adds. “The physi-
cians didn’t want patients turned away, sent to
the ED, but the medical assistant wanted to tell
[the patient] something and didn’t have room on
the schedule.”

Having case managers handle patients — in

many cases without having them go to the ED or
come to the office — has made physicians happy,
she points out. “Patients who were calling the
physician every week are now calling the case
manager.”

Two of the original nurses with the office case
management program found it “wasn’t a good fit
for them,” Van der Mei says, in part because they
tired of having to convince physicians of the pro-
gram’s value. 

After they quit and she was hiring two new
RNs, she adds, “I realized I really needed to 
hire them into the care coordination program 
and incorporate all of the office case management
into that.”

“[The office case managers] needed the sup-
port of the social workers and the health care
coordinators who do the ongoing monitoring,”
Van der Mei says. 

“So while we started out saying that office
nurse case management was a separate program,
it really became part of care coordination,” she
explains.

Now each social worker and health care coor-
dinator is designated to work with two nurses,
she adds, and, in turn, with the physicians to
whom those nurses are assigned.

“So there are really teams,” Van der Mei says.
“The physicians not only have nurses but social
workers. When a nurse is out there and gets a
psychosocial case, it goes directly to the social
worker, and the physician is aware of that. The
social worker then discusses things with the
physician.”

Physician and patient satisfaction 

While it took physicians a little while to under-
stand that the nurses were part of a larger team
that included staff located elsewhere, the care
coordination program now gets between 175 and
190 physician referrals a month, she notes. “We
used to get maybe 10 a month.”

After the first-year physician satisfaction sur-
vey brought positive results, the decision was
made to expand the program from Sacramento 
to the Roseville, CA, area, Van der Mei says. 

It now serves about 2,000 patients, compared
to some 1,200 when the nurses first moved into
office case management, she adds, while the orig-
inal care coordination program served about 900
patients.

Patient satisfaction surveys also have been very
positive, she adds, although there was some initial
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confusion because patients didn’t connect the
nurse who was helping them with the care coordi-
nation program. 

“They really think the case manager in the
office works for the physician,” she adds. “So
we’ve started putting the nurse’s name on the
survey.”

SCCP staff now have the ability to create a
daily report identifying all patients in the pro-
gram who have been admitted to the hospital,
Van der Mei notes. 

“We also identify patients who are in one of
the Sutter managed care plans but not in our pro-
gram who might be appropriate for follow-up,”
she notes.

This capability also allows her staff to follow
up with their patients who are admitted to make
sure their discharge plan is adequate and that
they have any new medications that might have
been prescribed, she says.

While the care coordination program originally
had an independent database, in March 2003, it
was added to the electronic medical record model
used by Sutter’s medical group, Van der Mei
explains. As a result, physicians now have access
to “a summary of everything we’re doing.”

“That’s been great,” she says. “It linked us very
closely to them. The IPA is not on the electronic
medical record [EMR], though, so we always
need to have a paper process for communication
as well as the EMR.”

A current focus for the care coordination pro-
gram is end-of-life, advance care planning for
patients, Van der Mei notes, and her staff recently
went through four days of training and planning
on how to assist physicians in this area. 

Advance care planning, she points out, is one
of the outcomes measured for certification of
Sutter’s disease-specific programs by the Joint
Commission on Accreditation of Healthcare
Organizations.

“Our goal is that patients will have at least the
beginning of this discussion within 90 days of
entering the program,” Van der Mei explains. 

“[Lack of such information] is one of the prob-
lems on the care plan for each patient. It’s impor-
tant for everyone to do this so our loved ones
know what we want,” she adds.

[For more information on care programs, contact:
• Jan Van der Mei, RN, Care Management

Director, Sutter Health, Sacramento, CA.
Phone: (916) 854-6896. E-mail: vanderj@sutter
health.org.]  ■

Research to separate DP
outcome, process goals
PhD candidate fine-tuning new screen

After working 15 years as a discharge planner
and earning masters’ degrees in nursing 

and clinical research, there’s an incongruity that
Diane Holland, RN, MS, MBS, who is now pur-
suing a PhD through the doctoral program at the
University of Minnesota School of Nursing in
Minneapolis, would like to resolve.

“One of the [discharge planning issues] I’ve
always been impressed with,” says Holland, “is
the confusion that I’ve had related to outcome
goals being the same as process goals.

“Discharge planning is accepted to be a pro-
cess, but if you consider the goals of the tradi-
tional discharge planning screen, they’re all
measured against the goals of the outcome of
the entire screening process,” she points out.

With that perceived disconnect in mind, Holland
is making a distinction between process goals and
outcome goals in her doctoral research.

“Where the [position espoused in] discharge
planning literature is to have the outcome of
screening as disposition at discharge, length of
stay, readmission, etc.,” she explains, “I’m instead
looking at each step of the process.”

Holland says she is working to develop a
screen that identifies, early in their stay, adult
patients who will use specialized hospital dis-
charge planning services “based on the goal of
screening to assist in the next step of assessment.”

“It is mandated by Medicare that hospitals
identify early in their stay people who would suf-
fer adverse health effects without additional dis-
charge health evaluation,” Holland points out.
But she notes that in working on the screen, she
has been “really unable to distinguish the goal of
the screening or the outcomes associated with the
screening from the goals of the entire discharge
process.

“In terms of rethinking the discharge process,”
she goes on, “it’s very difficult in the first place to
really link discharge planning uniquely to patient
outcomes of hospitalization. It’s even tougher to
be able to tease out any of the individual steps in
the process in terms of their unique contribution
to process or outcomes.”

With her screen, Holland says, the idea is to
screen patients to determine in a timely manner
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whether they will use additional hospital
resources. Looking at readmission and length 
of stay to judge the effectiveness of the process
“really misses the mark,” she adds.

Four variables

So far, she has identified four variables —
advanced age, prior living status, disability
score, and self-reported walking limitation —
that determine with “reasonable sensitivity 
and specificity” those who will use additional
resources, Holland says. “All [the variables] 
are easy for a nurse or health care provider to
assess.”

Patients who had low scores on the screen yet
still used additional discharge planning services,
she hypothesizes, are “externally motivated in
terms of health needs.” With that in mind, she is
adding another variable — “health motivation”
— to see if it improves the screen’s effectiveness.

Those who scored low on the screen — meaning
they didn’t match the four original variables —
but still needed extra help at discharge “appeared
to be people who didn’t seem able to engage in the
discharge planning process,” Holland continues. 

“They didn’t feel it was their responsibility to
meet their continuing care needs, so they didn’t
even want to participate in their own discharge
planning,” she says.

As an example, she mentions a young woman
who flew to Rochester to receive care at the Mayo
Clinic and, instead of flying home, wanted to
drive. The young woman needed help finding a
van, Holland says. 

“It’s the day of discharge, and there is the first
note from the discharge planning service that
says ‘called to see patient with questions regard-
ing transportation home,’ she notes.

“It’s the day of discharge that finally this situa-
tion gets illuminated, when the health care team
has assumed there’s no issue with this person’s
ability [to arrange for the van],” Holland points
out.

“I would have called a car rental place,” she
notes, adding that the patient’s failure to take the
initiative well illustrates a concept known as “moti-
vation in health behavior.”

“Those who are intrinsically motivated tend
to take it on themselves, define their health by
their own standards, and look on the health care
team as helpers and facilitators,” she explains.
“Those who are extrinsically motivated look to
others.”

By adding that variable, Holland expects to pick
up those who will need extra help at discharge, 
but not for the usual reasons. “Because they’re not
functionally disabled or elderly, they’re the type of
patient that often slips through the cracks.”

Traditionally, the outcomes being considered
always are length of stay and rate of readmis-
sion, whether one is evaluating any piece of the
discharge planning process or the process as a
whole, she continues. 

“You can’t gain an understanding of the
unique contribution of any one step in the 
process by looking at outcomes that are also
assigned to every other step,” Holland adds.
“When screening, you have to stand back and
look at the first step and hope it leads to the
next step.”

It is more meaningful, Holland contends, to
look at “whether or not the actual demands of the
patient once [he or she] went home were planned
for and met by the discharge plan,” she adds. “If
a family member was requested to meet some
sort of continuing care need, did the family meet
it, or did someone else have to pick that up? If the
plan was for the son to help his father with inter-
mittent catheterization, was that what happened,
or did the plan have to be changed?”

To date, Holland notes, she has worked on her
screen in only one health system with one model
of discharge planning but hopes to continue this
line of research in other health care settings and
using other models. 

At present, she is preparing two manuscripts
— one mostly about the screen she has developed
and another that revisits the outcomes associated
with both the discharge plan and the process, she
adds.

“I’m working on the screen, refining the
screen, and will move down the line in terms of
other steps,” she says, “like, say, the assessment
process — how to assess meeting the person’s
continuing care needs. Are there tools that will
help in light of appropriate outcomes or goals as
a step in the process?”

[For more information, contact: 
• Diane Holland, Doctoral Candidate, University of

Minnesota School of Nursing, Minneapolis. Phone:
(507) 284-4354. E-mail: quackenbush.diane@mayo.
edu. Holland is interested in receiving feedback
from other case managers and discharge planners,
as well as identifying other health care delivery 
systems that might be interested in this line of
research.] ■
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such as the ED provider file or ICU nurse’s educa-
tional folder and check to see if the laboratory and
radiology information followed the patient. 

“Everything they did was education in action
— it was a ‘reality show,’” Garza continues.
“Through example, they showed our staff how
the system supports their provision of patient
care.”

(Editor’s note: The information provided in this
article is not intended to endorse any nongovernment
organization.)  ■

Is your organization 
thinking lean?
Applying lean techniques to health care

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

The manufacturing industry has been using
lean techniques for several years to improve

productivity, eliminate waste, improve the qual-
ity of their products, and lower costs. 

Now these techniques are being applied to
health care processes. Some quality specialists
view process improvement models such as plan-
do-check-act and Kaizen to be synonymous with
lean thinking since the goals are similar — reduce
costs, improve quality, and decrease cycle time. 

Basic principles

The basic principles of lean thinking are: 
• Eliminate waste (retain only value-added

activities).
• Concentrate on improving value-added 

activities.
• Respond to the voice of the customer.
• Optimize processes across the organization.

A primary concept of lean thinking is that all

actions and resources of a health care organiza-
tion should be focused on creating value for its
customers. 

Any action or resource expenditure that cannot
be associated with this goal is regarded as waste
and should be eliminated. It is helpful to visual-
ize customers pulling value from the company.
This pulling action extends throughout the orga-
nization and beyond to suppliers and other exter-
nal organizations. 

Health care organizations that have adopted
lean thinking establish strategic goals and 
performance measures expressed in terms of 
value added, thereby defining the customer’s
perception of value. 

The fundamental objective of lean thinking is
to provide perfect value to the customer through
a perfect value creation process that has zero
waste. Another view is that everything done in a
health care organization should add to the value
of the services provided to patients, their fami-
lies, and other customers. 

Some activities are of obvious value (for exam-
ple, diagnostic testing), while others seem far
removed (for example, clerical services). 

However, inefficiencies in clerical activities
may detract from the organization’s ability to
provide excellent patient care. Lean thinking
encourages viewing every activity to assure it is
supporting a customer, regardless of whether the
support is direct or indirect. 

To translate this concept to health care, man-
agement needs to shift its focus from optimizing
separate tasks or activities to optimizing the flow
of an entire process or group of linked processes. 

Value stream mapping

The goal is to eliminate waste along the entire
value stream of a process, instead of improving
just the individual steps. 

In lean thinking, the value stream is depicted as
a process map showing how tasks and information
flow from beginning to end. Value stream mapping
provides the organization with an understanding
of the current state so that a future, desired state
can be developed.

The simplest versions of lean thinking involve
little more than a quick look at a process followed
by some immediate changes based mainly on
subjective decisions. 

While this produces change very quickly, long-
lasting performance improvement is unlikely. At
the other extreme is a massive data collection
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effort that includes a comprehensive analysis of
process flow. 

This can take several months or even years to
complete before any actual changes are made.
The ideal use of lean thinking is somewhere
between these two extremes. It is critical to do
enough data collection and process analysis to
improve the process based on facts, not opinions.
The amount of data required will depend on the
nature and condition of the processes. 

Optimizing the process flow comes from hav-
ing the right data and knowing how to use them. 

Value-added activities are those steps in a pro-
cess that contribute to the organization’s overall
goals and business objectives. 

Fundamentally, going lean is a process
improvement methodology that involves two
primary steps:
1. Analyze the steps of the process to deter-

mine which steps add value and which do
not.

This involves asking questions such as:
• Does this step create value for the customer?
• Is it capable of producing a good result

every time?
• Is it able to produce the right result at the

right time?
• Is the capacity adequate so that wait time

is not excessive — or is there too much
capacity?

2. Link the value-added steps to optimize pro-
cess flow and eliminate the unnecessary
steps.

This involves asking questions such as:
• Do all the steps in the process occur in a

tight sequence with little waiting? Does the
information flow smoothly?

• Does each step occur only at the command
of the next downstream step, within the
time available? 

• Are unnecessary variations removed and
the workload levelled?

While lean thinking may at first appear to be a
process improvement model that is only applica-
ble to manufacturing, it is being applied success-
fully in health care organizations. 

Often, lean thinking is a natural complement to
Six Sigma. For example, the data gathered in the
analysis of process flow can be used to identify
high-priority/high-impact areas for Six Sigma
projects.

In a lean enterprise, lean principles and prac-
tices (e.g., pull, flow, waste minimization, etc.) are
implemented in all processes. The processes are

aligned horizontally along the customer value
stream. 

This alignment starts with defining customer
value and translating this into process require-
ment definitions. 

These definitions provide the basis for process
design, involving customers and key suppliers.

Lean thinking can be used to improve health
care quality, regardless of whether senior leaders
have committed to becoming a lean enterprise.
For example, when improving a patient care pro-
cess, the improvement team can ask: “What mat-
ters to patients? Their families?” The answers to
these questions should be sought from patients
and their families and not answered just by the
improvement team members. 

Next, the team can evaluate the current process
to determine how well it is meeting customer
needs. Employees should be made aware that
nothing is sacred. 

If a process is causing problems for customers,
it will be changed to make it work better. If a par-
ticular approach isn’t working as well as it used
to, it will be revised. If external factors (e.g., regu-
lations, payment schemes, etc.) change, the job of
individuals may be altered. 

The “because we’ve always done it that way”
excuse is not acceptable in explaining why a func-
tion or task shouldn’t be changed or eliminated.

Another lean technique for examining a process
is to walk through it as though you were the cus-
tomer, asking questions such as: How does it look
from the patient’s point of view? What is the pur-
pose of this process? How does it help us serve
patient needs? 

If you find things that are clearly broken, the
next step is to gather enough understanding of
the process to enable you to redesign or change
the process. 

The people involved in the process should be
involved in validating what is going on, testing
the redesign, agreeing to measures by which you
can check that the new process is working and, of
course, implement any changes. 

Lean techniques are a form of systems thinking
combined with the belief that any process can be
improved. 

However, prior to making any change, the
“what and why” of current performance is estab-
lished based on customer needs. 

The purpose of any health care organization
boils down to getting and keeping customers. A
systems view of an organization focuses on what
needs to be done to fulfill this purpose.  ■
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Raise the bar for stroke
care certification program
Growing number certified by JCAHO program 

How would you like to be able to tell patients,
their families and friends, payers, and news

reporters that you are among a select few organi-
zations certified by the Joint Commission on
Accreditation of Healthcare Organization’s
Primary Stroke Center Certification program?

The program, which was launched in November
2003, recognizes hospital stroke care programs that
meet national quality standards, raising the level of
care provided to stroke patients. 

Surveyors come on-site to assess compliance
with national standards, performance measure-
ment and improvement activities, qualifications
and competencies of practitioners, and processes
encouraging patient self-management. 

Currently, 16 organizations are certified as pri-
mary stroke centers, and approximately 30 addi-
tional programs have applied.

The stroke program at Sacred Heart Medical
Center in Spokane, WA, has been in existence since
1997. “We submitted our application for Primary
Stroke Center certification in mid-October 2003
and were surveyed in December 2003. We were
among the first in the nation to be surveyed and
certified,” reports Sena Blickenstaff, director of
neuroscience services, which includes quality and
operational oversight for the organization’s stroke
program. 

“In preparation for the survey, we reviewed
our systems, processes, and documentation
demonstrating outcomes and compliance with
evidence-based best practices. We also spent a
day conducting mock surveys just to get people
ready, but we really relied on the strength of our
program that had been in place for years,” she
explains.

The surveyors randomly audited 10% of charts,
looked at patient outcomes data, and evaluated
staff education specifically related to stroke,
including certifications to administer the National
Institutes of Health (NIH) stroke scale. 

“As it turned out, we had two stroke patients
come in back to back during the survey. The sur-
veyors dropped everything and observed our
stroke team in action, which included timing our
responsiveness throughout the stroke program
continuum of care,” Blickenstaff says.

The survey team talked to all the departments
involved in a stroke patient’s care, including
ancillary departments and patient transporters,
asking staff, “What is your role? What do you do
for this patient?” 

“It was actually fun to show off our program
and to have people so excited about what we are
doing,” Blickenstaff adds.

Surveyors also talked to the emergency medi-
cal services (EMS) personnel who had brought
the patient in, asking questions about their train-
ing and their role in the stroke program. 

“They were able to talk about the extensive
outreach training we have done with them and
say, ‘Here is a sheet of questions we ask, includ-
ing the question, When was the patient last seen
normal?’” Blickenstaff points out.

Throughout a one-day survey at Good Samari-
tan Hospital in San Jose, CA, various aspects of
practice were reviewed by the surveyors. 

“Heavy detail was focused on issues such as
processes, availability of services 24 hours a day,
seven days a week, and our overall conceptual
care according to evidence-based medicine,” says
Steven A. Matarelli, PhD, RN, vice president of
clinical practice administration, adding that the
survey results were released 45 days later.

A straightforward process

The certification process is very straightfor-
ward and follows the Joint Commission’s disease-
specific certification guidelines, according to
Blickenstaff. 

“They brought the certification guidelines and
walked through them. It is a pass-or-fail survey.
You either have it or you don’t,” she says. “We
didn’t feel like we were under the microscope.
The surveyors treated it more like they were con-
sultants coming in to help us. When we finished,
they told us our stroke program had set the bar
very high for everyone.”

Here are several tips from recently certified
organizations:
• Begin with the Brain Attack Coalition

Guidelines, evidence-based literature, and
Joint Commission disease-specific certifica-
tion guidelines. 
“Those items were our road map when we

decided to pursue certification,” Blickenstaff
adds. “The guidelines gave us a better picture 
of where our next steps needed to be.”

For example, the national goal is for acute
stroke patients to be evaluated by a physician 



in under 10 minutes, door-to-CT scan in 25 min-
utes, and door to drug in 60 minutes. 

“Early on, we were not meeting those bench-
marks. So we had to look at our internal systems
and processes, and by applying performance
improvement methodology, we have a clear
understanding of what we need to do to improve
our systems and processes and ultimately achieve
those benchmarks,” Blickenstaff explains.

Good Samaritan has had an organized stroke
program for more than seven years that follows
the Brain Attack Coalition Guidelines as well as
other evidence-based practices found in stroke
literature, Matarelli reports. 

“At the time of the certification process, we
had treated approximately 2,000 stroke patients
and administered over 80 t-Pa infusions for the
treatment of ischemic stroke in those patients
who qualified for t-Pa,” he says. 
• Address the entire continuum of care. 

To improve stroke care, you need to consider
how patients are moved throughout the organi-
zation, Blickenstaff says. “It isn’t just one depart-
ment. These patients touch several different
departments within a medical center,” she
explains. 

The patient typically presents to the emergency
department (ED) where he or she is quickly triaged
and evaluated. The patient then moves to the radi-
ology department for timely diagnostic evaluation. 

Depending on those findings, the patient may
return to the ED, be transferred to the neuro-
interventional suite or radiology department to
perform further diagnostic work-up, or be sent to
the OR. 

“So looking at throughput and what systems
you need in place to ensure that the patient is get-
ting from Point A to B and C in a timely matter is
very critical,” Blickenstaff continues.

Once the initial, emergent treatment has been
provided, you have to make sure that other ser-
vices and ancillary departments are on the same
page as well. Therapies such as physical therapy,
outpatient therapy, speech, food and nutrition,
and case management all must work closely
together to provide a collaborated, coordinated
program of care. 

“It all has to work in tandem for the patient to
have good outcomes,” Blickenstaff notes.
• Perform effective data analysis.

At Sacred Heart Medical Center, data are dis-
cussed at monthly stroke operations committee
meetings, which include representatives from all
involved departments. 
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CE questions

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

1. Which is recommended to prepare for the
new Joint Commission survey process?
A. Ask surveyors to allow you to pick both 

the category and individual patient to be
traced.

B. Avoid alerting units that surveyors are on
their way.

C. If you are compliant in one area, you can
assume you are compliant across the 
continuum. 

D. When you identify noncompliant areas,
immediately begin writing plans for 
correction.

2. Which is recommended when interacting with
Joint Commission surveyors during patient 
tracers?
A. Always offer to answer questions posed 

to staff.
B. Allow staff to answer surveyor questions

without interference.
C. Ask surveyors to give you one hour’s

notice of their next destination.
D. Request a list of units to be visited during

patient tracers each morning. 

3. If an issue is not clear during a patient tracer,
when is the appropriate time to address this
with surveyors?
A. During the special issue resolution session.
B. Only in writing after the survey results

have been compiled.
C. All points of contention must be fully

resolved during the tracer itself.
D. Only after the survey is completed.

4. Which did surveyors want to see as part of
the Joint Commission’s Primary Stroke
Center Certification program? 
A. patient outcomes data
B. evidence of staff education on stroke care
C. documentation showing that staff were

certified in performing the National
Institutes of Health stroke scale

D. all of the above

Answer Key: 1. D; 2. B; 3. A; 4. D. 



A data set collection of around 50 different ele-
ments gauges quality, including customer satis-
faction, timeliness indicators for both intravenous
and intra-arterial t-PA, secondary prevention,
and demographic information. 

“The goal is to get a picture of how our pro-
gram is working from a quality and customer 
service standpoint,” Blickenstaff says.

Some data analysis is done electronically by
using the electronic medical record and medica-
tion bar code scanning. 

“Data collection analysts, who are all nurses,
also review the charts to get down to the micro-
scopic level,” she says. 

If an area needs improvement, the next step is
to determine whether it is a systems problem or 
a learning opportunity for a specific individual,
Blickenstaff says. 
• Give real-time feedback to staff.

Stroke coordinators and case management give
real-time feedback to staff at Sacred Heart. For
example, the time frame to get patients from the
ED to CT scan was not meeting national standards. 

“We knew that if we improved the activation
and transport process and had patient transport
standing by to assist the ED nurse in getting the
patient to and from CT, that would ultimately
facilitate the appropriate treatment and/or inter-
vention being implemented in a timely manner,”
she says.

This process change was implemented but not
always followed consistently, Blickenstaff points
out. 

“There may be a lag in getting information dis-
seminated so that everybody is up to speed on
whatever new systems and processes are imple-
mented. The coordinator is an integral compo-
nent of the stroke program and can provide that
critical real-time feedback,” she explains. “They
are an extra level of support.”

The stroke coordinators also ensure the NIH
stroke scale is administered in a timely manner
and done consistently, Blickenstaff adds.
• Have the team meet for real-time care 

conferences. 
If a patient is not progressing as anticipated for

whatever reason, the organization’s stroke coor-
dinator sets up a “stroke round,” getting all the
key players to convene for a care conference. “If
you waited for all the data to come in for these
patients, it’s too late,” she adds. “This gives us an
opportunity to provide that patient with the right
treatment at the right time. If a particular therapy
or treatment is not working, we can regroup and
say, ‘Now what do we need to do?’”

For example, there could be a nutrition issue if
a stroke patient hasn’t had a dysphagia screening
and is unable to swallow. “Issues such as this are
something our stroke coordinator and stroke
rounds care conferences can look at in a real-time
manner,” Blickenstaff notes.
• Quality managers play a key role.

Quality is an important aspect of stroke care
monitoring, Matarelli says. 

“Staff from the quality department are vital
members of the team and aid in data capture, sub-
mission to our database, and analysis and process
improvements using either the failure mode effect
analysis process or a more traditional approach
using FOCUS-PDCA,” he adds. (FOCUS-PDCA
is a performance improvement methodology in
which FOCUS is an acronym for: F: find a process
to improve, O: organize an effort to work on
improvement, C: clarify current knowledge of 
the process, U: understand process variation and
capability, S: select and test changes aimed at
improvement. PDCA stands for plan, do, check,
act.)

Selecting outcomes data

Quality and stroke teams have collaborated in
improving medication administration safety and
streamlining processes for lab and diagnostic study
computer ordering, explains Matarelli, who serves
as both the organization’s patient safety officer and
the director of the stroke program. 

“Stroke is an authorized ‘outcomes team’
within the hospital quality team, and its data are
reported to that team, the medical staff executive
council, and the board of trustees,” he adds. 

The goal is to ensure all stroke team processes
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and changes in process conform with the
National Patient Safety Goals as well as other
housewide safety initiatives. 

“We do not have a stroke unit in our hospital,
but rather use the process for stroke care through-
out the organization,” Matarelli notes. 
• Select outcomes data to collect and analyze.

Both Sacred Heart Medical Center and Good
Samaritan have selected four outcomes measure-
ments for the initial data collection and reporting
period, which will be submitted to the Joint
Commission’s Disease Certificate Program in
accordance with the program rules. 

Good Samaritan’s data collection tool and inte-
grated data management source is “Get With The
Guidelines” for Stroke, a product of Cambridge,
MA-based Outcome Sciences, Matarelli says. 

The four outcomes measurements are door-to-
CT time; door-to-needle time for the administra-
tion of t-Pa for qualified ischemic stroke patients;
compliance with discharge medication, treat-
ment, and diet program; and measuring the NIH
stroke scale on those patients who qualify for t-Pa
prior to administration and patients with an NIH
stroke scale score on the day of discharge lower
than their initial score, indicating improvement.

“These four outcomes measurements are based
on our previous data collection sets,” Matarelli
explains.
• Implement a process for in-house strokes.

An in-house code stroke program is used at
Sacred Heart Medical Center for patients who
have strokes while in the hospital. 

“We do a lot of open-heart surgery and trans-
plants, and those patients are at very high risk 
for stroke because of the procedures,” explains
Blickenstaff. “If a patient already under our roof
has a stroke, an internal system mobilizes the
stroke team, as a separate process from patients
coming through the ED. The surveyors were very
impressed with that,” she says.

[For more information on the Joint Commission’s
Primary Stroke Center Certification program, contact:
• Sena Blickenstaff, Director, NeuroScience Services,

Sacred Heart Medical Center, Providence Neuro-
science Center, 105 W. 8th Ave., Suite 1000. Spokane,
WA 99204. Phone: (509) 474-3739. E-mail: BlickeS@
SHMC.org.

• Steven A. Matarelli, PhD, RN, Vice President,
Clinical Practice Administration, Good Samaritan
Hospital, 2425 Samaritan Drive, San Jose, CA
95121. Phone: (408) 559-2348. E-mail: steven.
matarelli@hcahealthcare.com.]  ■
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