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Prevention of falls and fires may make 
their way to the top of new safety goals
Start now to assess your risk, improve prevention efforts

Several perennial worries of risk managers are under consideration by
the Joint Commission on Accreditation of Healthcare Organizations
(JCAHO) as new National Patient Safety Goals for 2005, and experts

in two of the hottest topics say you should assess your efforts in these
areas now. 

Both topics — harm from patient falls and the risk of surgical fires —
need your attention even if they don’t become National Patient Safety
Goals, experts say.

The fact that JCAHO is considering them as new National Patient
Safety Goals is evidence of the threat they pose, says Mark E. Bruley, vice
president for accident and forensic investigation with ECRI, a nonprofit
health and safety research organization in Plymouth Meeting, PA. He
worked with JCAHO to compose advice regarding surgical fires in 2003
and has worked extensively with state agencies on the topic.

If JCAHO adopts them as National Patient Safety Goals, the bar is raised
considerably higher because failure to address them could result in sanc-
tions from the accrediting body. Start now, and you’ll be in better shape if
JCAHO says you must address these hazards, Bruley says.

JCAHO spokesman Mark Forsteneger confirms that risk from patient
falls and surgical fires are both being considered as National Patient
Safety Goals for 2005, and JCAHO is considering comments from health
care providers. (See p. 78 for the 2005 proposed safety goals.)

Bruley says surgical fires were considered last year as a National
Patient Safety Goal, but other topics took precedence. He tells Healthcare
Risk Management that he hopes surgical fires will become a National
Patient Safety Goal for 2005.

“At ECRI, we get at least one report and sometimes four every week,”
he says. “We estimate that there are at least 100 surgical fires a year, and 
of those, about 20% are serious and one or two are fatal. This is a true risk,
not something theoretical.”
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Bruley suspects the risk of surgical fires actu-
ally is greater than that of wrong-site surgery,
which has received so much attention lately. The
number of reported fires appears to be on the
increase now that JCAHO and others are address-
ing the risk more prominently, he notes.

However, Bruley warns that a key recommen-
dation for preventing surgical fires is not receiv-
ing enough attention. The recommendation is

that clinicians question the need for 100% oxygen
delivered to the patient’s face through a nasal
cannula or mask.

“That is something that a risk manager could
encourage,” he says. “Urge the anesthesiology
department and other clinicians to seriously con-
sider some practices they might take for granted.” 

Many fire prevention efforts in hospitals over-
look the problems posed by interdepartmental
friction, Bruley says. This is where risk managers
can play a key role, he suggests. In developing
processes to reduce the risk of fire, and especially
after a fire has occurred, there can be tremendous
conflicts between surgery, anesthesiology, and
nursing.

“Surgical fires are very much a cross-cultural
hazard. The best analogy is with wrong-site
surgery, with the way everyone now recognizes
that every single person on the team is responsible
for preventing wrong-site surgery,” he says. “The
risk manager can act as a coordinator between
those departments so that they see their roles and
how they can work together, and not try to say
someone else is responsible.”

Like wrong-site surgery, Bruley says virtually
all surgical fires are preventable.

Fires already a major focus

JCAHO already has made surgical fires a focus
point with its Sentinel Event Alert on June 24,
2003. (To access the Alert, go to www.jcaho.org
and search for Sentinel Event Alert issue No. 29.)
In that Alert, JCAHO reiterated advice that ECRI
also has offered for more than 20 years, Bruley
says. First, administration and risk managers
should be proactive in preventing surgical fires.
Second, the surgical team needs to understand
heat sources and manage fuels, especially alco-
hol-based prepping agents. And third, the team
should minimize oxygen buildup under drapes.

“If it becomes a Patient Safety Goal, the hospi-
tal as a whole is going to be assessed for how
well it is addressing this hazard, so the risk man-
ager can make a good case for having policies
and procedures, along with a good education
program,” he says. “Risk managers have a vital
role to play in all of this.”

Aside from protecting patients, the risk man-
ager should be concerned with the potential lia-
bility of not preventing a surgical fire, Bruley
says. His experience with surgical fires suggests
that they lead to costly lawsuits.

“They can certainly go into the millions of
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dollars. I’ve seen that,” he says. “If it’s a teaching
facility where all the physicians, anesthesiolo-
gists, and nurses are insured by that facility, then
the entire liability may fall on the institution. If
there is segregated insurance between surgery,
anesthesia, and OR [operating room] nurses, then
that’s where the interdepartmental difficulties
can come in with lots of finger pointing and
blame.”

Bruley notes that risk managers will have to
address both clinical issues, such as whether
100% oxygen is really necessary for a patient, and
also procedure issues such as what team member
is responsible for placing electrosurgery tools on
standby when not in use so they cannot be acci-
dentally fired.

“Risk managers must encourage discussion of
the clinical decisions, even if the decision still has
to be made by physicians,” he says. “Develop a
culture that encourages discussion and makes it
OK to talk about it. The proposed goals will make
it necessary to talk about it, so you’re better off if
you start now with creating that culture.”

(For more on surgical fires, see box, right. For
a surgical fire safety poster you may reproduce,
see p. 76.)

Focus on reducing harm from falls

Concerning patient falls, JCAHO is focusing
specifically on reducing harm from falls rather 
than simply reducing falls, says Marianna Grachek,
CNHA, MSN, RN, JCAHO’s executive director for
long-term care and assisted-living accreditation.
She also is executive director of health care staffing
certification.

“We know that falls are going to happen in the
care setting, but we need to look at how we can
reduce the harm from those falls,” Grachek says.
“This National Patient Safety Goal involves early
detection, a risk assessment, and identifying the
appropriate strategies to reduce falls and injuries
from falls.”

Grachek’s background is in gerontological
nursing, so she is familiar with reducing falls and
patient harm in long term care settings but notes
that the National Patient Safety Goal, if accepted 
by JCAHO, would apply across all health care set-
tings. The distinction between reducing falls and
reducing harm from falls may be familiar to those
in a long-term care setting but might seem like a
new perspective to others, she says.

“The population you’re working with will
determine how you apply this goal in your

organization,” Grachek says. “If you have many
elderly residents, the things you do to reduce harm
from falls will be different from what you do if you
have mostly children. There will be nuances in how
you pursue this goal.”

Reassess previous strategies

Reducing the risk of harm from falls starts with
assessing the patient, Grachek says. Assessing
their physical functioning, cognitive abilities,
gait, and endurance, for instance, will help you
identify those patients most at risk and guide
your prevention efforts. Of course, risk managers
have worked to reduce falls for many years, so
the basic idea is nothing new. But Grachek says
changes in health care necessitate looking at the
problem with a fresh perspective.

The dramatic reduction in the use of restraints
over the past few years, for instance, has changed
the way providers must address the risk of falls.

“Even side rails are not being used as much
anymore. When I first started out in nursing, if
you were a patient over 65, the side rails just
automatically went up because we didn’t want
you to fall,” Grachek recalls. “The whole goal
was to prevent falls by imposing barriers. But
now I’m getting close to 65, and I don’t want you
to put my side rails up, either.”

The health care community has moved away
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(Continued on page 77)

Most surgical fires involve 
electrosurgical gear, oxygen 

These facts about surgical fires are provided by
ECRI, a nonprofit health and safety research

organization in Plymouth Meeting, PA:
• About 68% of surgical fires involve electro-

surgical equipment as the ignition source,
and another 13% involved lasers. Other
potential sources of ignition include electro-
cautery tools, fiberoptic light sources, defibrilla-
tors, and high-speed burs.

• About 34% of reported fires occur in the air-
way. Twenty-eight percent occur on the face
and another 24% elsewhere on the patient. The
remaining 14% occur elsewhere in the patient.

• Oxygen-enriched atmospheres are present
in 74% of surgical fires. ■■
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from restraint so much that risk managers must
reassess some of the fall reduction strategies that
were sufficient in past years, she says. When
patients are left to be more mobile, more creative
fall-and-harm reduction strategies may be neces-
sary, she says. 

“A fall-reduction strategy might be, for instance,
to have very low beds for residents at risk so that if
they fall, they don’t have far to go,” Grachek says.
“But you need to tailor these strategies to your
own setting. Those very low beds might be appro-
priate in a long-term setting, but in an acute care
facility, it might not be feasible to provide care to
someone so low to the floor.”

Start now to reduce harm from falls

As with surgical fires, Grachek notes that 
risk managers should address the risk of harm
from patient falls whether JCAHO adopts the
National Patient Safety Goals or not. And if they
are adopted, she says risk managers will be glad
they started reducing risk as early as possible.
The first step, she says, is to gather data about
your current situation.

“It’s all about continuous improvement. The
first thing to do is identify your falls rate and
then set realistic goals for reducing the fall rate,”
Grachek says. “You will need to collect data that
helps guide your efforts in reducing the severity
of falls and multiple falls. When I was in a nurs-
ing home setting, we would have weeks with a
high number of falls, but that may not have been
a high number of individuals falling.”

Identifying those high-risk individuals can
dramatically reduce the overall number of falls
and injuries from falls, she says. Once those
patients are identified, an interdisciplinary team
should seek solutions appropriate for that partic-
ular patient.

“Remember that this is not an issue that is just
the responsibility of nursing,” Grachek says. “You
must involve the physician, pharmacy, therapists,
anyone involved in the care of the patient.”

It also is important to educate patients and
their families about the risk of falls, both in the
clinical setting and once they go home. Similarly,
it is important for providers to communicate
about the risk of falls when transferring patients
from one facility to another, or from one level of
care to another.

“Communicate the risk factors, the care plan
interventions, the effectiveness of things they
have tried, so the receiving organization can

follow through on that,” she says. “If you are
receiving the patient and that information is not
offered, ask for it.”

Analyze staffing and falls

Grachek also recommends analyzing falls 
data according to staffing levels. Are there more
falls when you use more agency staff? Do falls
increase at a certain time of day when staffing
levels are low? Are there more falls when unli-
censed personnel work with patients?

But also, Grachek recommends caution when
assessing whether more falls occur with certain
types of personnel, like unlicensed personnel. Even
if it turns out that they are involved in more falls,
the real responsibility may lie with the licensed per-
sonnel who should educate them in avoiding falls
and injuries from falls.

“I would be very careful because, in a nursing
home situation for instance, 80% of the care is pro-
vided by nursing assistants, so it’s not realistic to
think that you’re going to have a [registered nurse]
or [licensed practical nurse] assisting with the
basic activities of daily living,” she says. “Those
are the people who care for patients all day, and 
if there are more falls you can’t just conclude that
they are careless. You have to look at the training
and education you provide those staff and ask if it
is adequate.”  ■
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Looking to avoid trouble?
Take a look at these goals

Here are the proposed 2005 National Patient
Safety Goals for hospitals. The goals differ

somewhat from one health care setting to another.
For more on the proposed 2005 National

Patient Safety Goals, go to www.jcaho.org and
select “accredited organizations,” then “patient
safety.”

• Improve the accuracy of patient
identification.

The steps include using at least two patient
identifiers (not the room number) when adminis-
tering medications or blood products, and when
taking blood samples or other specimens for test-
ing. The goal also would require implementing
bar code technology for patient identification no
later than Jan. 1, 2007.

• Improve the effectiveness of communica-
tion among caregivers.

This goal would require the person receiving
critical test results verbally or by phone to “read
back” the results to verify accuracy. Providers
also would need to standardize abbreviations,
acronyms, and symbols. The goal also requires a
process for improving the timeliness of reporting
test results.

• Improve the safety of using medications.
Steps include removing concentrated elec-

trolytes from patient care units, as well as stan-
dardizing and limiting the number of drug
concentrations available. JCAHO also would
call for restricting intravenous drug preparation
to the pharmacy and identifying a list of looka-
like/soundalike drugs.

Infusion and infection

• Improve the safety of using infusion pumps.
Infusion pumps can be made safer by ensuring

there is free-flow protection on all general use
and patient-controlled devices. An independent
double-check also is necessary whenever pro-
gramming the devices.

• Reduce the risk of health care-acquired
infections.

JCAHO would require providers to comply
with current guidelines on infection control and to
treat as sentinel events any health care-acquired
infection that resulted in permanent loss of func-
tion or death.

• Accurately and completely reconcile medi-
cations and other treatments across the contin-
uum of care.

This goal is intended to ensure that providers
document the patient’s medications and treat-
ments and reconcile them with any currently pro-
vided medications and treatment. One licensed
independent practitioner should be designated to
coordinate the patient’s care and field questions
from other clinicians.

• Reduce the risk of patient harm resulting
from falls.

Strategies include assessing and periodically
reassessing each patient’s risk of falling (and
including the risk associated with medications),
implementing and evaluating a fall-reduction
program, modifying the environment to mini-
mize harm from falls, using bed alarms for high-
risk patients, using low beds, and avoiding
full-length bedrails.

• Reduce the risk of surgical fires.
JCAHO urges providers to educate staff,

develop and test procedures for the response 
of all surgical team members to a fire in the
operating room, and to report surgical fires 
to the appropriate organizations.  ■

Typical surgical fire
involves oxidizers, fuel 

Consider this true example, taken from the
December 2003 issue of ECRI’s Health

Devices, of how a fire can occur during surgery:
During a tonsillectomy, the surgeon had packed

the space around the uncuffed tracheal tube with
dampened gauze pledgets. The patient was receiv-
ing a mixture of O2 and N2O. Some time into the
surgery, electrosurgery was used to cauterize the
tonsil bed.

The pledgets either had been insufficiently wet-
ted or had been allowed to dry somewhat from
the gases leaking through them from the patient’s
lungs. One of the tissue embers landed on a dry
pledget and ignited it in the oxidizer-enriched
atmosphere in the airway. The burning pledgets
ignited the outside of the tracheal tube and the
red rubber catheter used for retraction of the soft
palate.

The fire was extinguished with saline solution,
but not before the patient sustained burns in the
upper oropharynx.  ■
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Living wills called useless; 
power of attorney is better 

Living wills don’t work and waste your time
when you promote them to patients, accord-

ing to researchers at the University of Michigan
(UM) in Ann Arbor. Even aside from what’s best
for patients, living wills may lull risk managers
into a false sense they have avoided potential dif-
ficulties by encouraging patients to address them
up front, they say.

They base their conclusions on a comprehen-
sive review of hundreds of studies of living wills,
end-of-life decisions, and the psychology of mak-
ing choices. The authors are taking on a document
that has become ingrained in American medical
culture that the law of almost every state specifi-
cally recognizes, and that hospitals are required
by federal law to tell their patients about. 

Carl E. Schneider, JD, the Chauncey Stillman
Professor of Law at the UM Law School and pro-
fessor of internal medicine at UM, says living
wills don’t fail for lack of effort, education, intelli-
gence, or goodwill. They fail because of basic
traits of human psychology, he says. 

For instance, studies show that people have great
trouble predicting their own preferences about even
simple, everyday things like what snacks they will
want or what groceries they will buy next week.

“If they have trouble predicting what is famil-
iar,” Schneider asks, “why should we expect
them to succeed when they are predicting what
they will want in circumstances they have never
experienced and can’t foretell?”

Conventional wisdom is wrong?

The need for living wills has become conven-
tional wisdom among many health care providers
without any proof that they work, Schneider says.
The news that living wills don’t work may hit
hardest at the institutions where risk managers
have encouraged more than a perfunctory men-
tion of their availability, the minimum required by
the federal Patient Self-Determination Act. Many
health care professionals may be surprised to learn
that the latest research indicates that trying to get
patients to sign living wills is “at the very least, a
waste of your time and energy and money.”

Schneider and fellow researcher Angela
Fagerlin, PhD, a research scientist with the UM
Medical School and Veterans’ Administration Ann

Arbor Healthcare System, recently released a study
in which they analyzed how living wills actually
were used and how much they reduced the end-of-
life debates they were intended to address.1 Their
basic conclusion was that a living will is “a nice
idea, but it doesn’t work,” Schneider says.

The living will, Fagerlin notes, was designed by
bioethicists who wanted to give patients a chance
to spell out what treatment they would want and
what treatment they would reject if they became
unconscious or unable to make their own decisions
for some other reason. The idea of the living will is
to allow people to maintain control even at the end
of life but they have proven to be impractical. 

Fagerlin says she thinks most risk managers
would be surprised by just how useless living
wills tend to be.

“It might not be the best use of a health care
provider’s limited time to discuss living wills,”
she says. “People want living wills to work, and
it seems like they should in an ideal world. So
there’s some disappointment that they don’t.”

Fagerlin says there is no evidence that living
wills work, yet health care providers spend thou-
sands of dollars every year promoting them to
patients, partly because the law requires them to
and partly because there is a strong belief that liv-
ing wills are “the right thing to do.”

“Our research might be welcomed by those
who already suspected that there were limits to
living wills and might be relieved that they don’t
have to engage in this futile exercise,” she says.
“It’s important to note that this isn’t just our opin-
ion, but that it’s based on solid research with how
living wills are actually used.”

‘A kind of malpractice’

Schneider urges risk managers to reconsider
how living wills are promoted in their institutions
because he says they are, at best, a waste of time.
But he goes a step further and suggests that you
are doing your patients a disservice by encourag-
ing them to sign something that ultimately will
not be useful.

“I do think it is a kind of malpractice to be pre-
tending to patients that these documents are
really going to have an effect,” he says. “People
are making these really serious decisions based
on little information, seeing it as just one more
form to fill out. And you’re telling them that they
have addressed a very serious matter when in
fact they have not.”

It is unlikely that patients could find a successful
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way to sue the provider when a living will does not
fulfill its promise, but Schneider says risk managers
are fooling themselves if they think that living wills
will help them avoid thorny situations like the Terri
Schiavo case in Florida, in which a patient’s hus-
band and parents have fought a long legal battle
over whether she should be kept alive.

Courts are reluctant to uphold living wills
when push to comes to shove, and largely for
good reason, Schneider says. 

“The courts recognize that the document was
signed before the patient was in the current state
and before they could even understand what spe-
cific issues are being contested,” he says. “Courts
are likely to say that the living will is not legally
binding.”

Fagerlin notes that a living will would not
have made any difference at all in the Schiavo
case, yet the media were suggesting that it was a
good example of why everyone should have a
living will. In the Schiavo case, the dispute cen-
ters on exactly what the patient’s condition is, a
question that is not answered in a living will.

“But if she had had a durable power of attor-
ney saying she wanted a particular person to
make that decision for her, then there would be
no conflict,” she says. “That is a good example of
the usefulness of a durable power of attorney vs.
a living will.”

Challenging common practice

Schneider says he can imagine circumstances
where the living wills may be useful for patients
who facing imminent death, who know their
medical circumstances and who have strong and
specific beliefs about them. But far more often, he
says, living wills offer a false promise of control
over end-of-life treatment.

The best patients can do, the researchers argue,
is to use a durable power of attorney to appoint
someone to make decisions for them when they
can no longer make their own decisions. 

Schneider says the way many health care
providers encourage patients to complete living
wills is part of the problem. Often, the living will
starts as a blank form for patients to fill out in
writing, stating their individual preferences. The
instructions might suggest that patients write
down whether they’d want to be kept on life sup-
port machines if they had a catastrophic accident
or were terminally ill.

For instance, according to the instructions for
the form on the UM Health System web site, a

patient could write, “Do whatever is necessary
for my comfort, but nothing further,” or, “I autho-
rize all measures be taken to prolong my life.”
Patients also can write about their wishes regard-
ing specific medical interventions, such as respi-
rators, cardiopulmonary resuscitation, surgery,
and blood transfusions. And they could say how
they feel about receiving food and water adminis-
tered through feeding tubes.

But what do those options really mean? When
a living will is called into play, it is very common
for family members and others to find room for
argument, Schneider says. Is the patient “termi-
nally ill” as required to use the living will? If the
doctor says the patient has a 50% chance of living
six months, a case can be made on both sides that
the patient is and is not terminally ill.

What about pain relief? Does that include insert-
ing a Foley catheter to relieve a full bladder? 

“People sign these documents thinking they
have made some important decisions, but in real-
ity, they have no way to anticipate the specific cir-
cumstances,” Schneider says. “You end up with
someone saying, ‘But he has a living will,’ and
someone else saying, ‘Yeah, but it doesn’t apply
to this situation here.’”

What to do? 

But risk managers cannot just have their staff
stop promoting living wills altogether because the
federal Patient Self-Determination Act requires hos-
pitals to tell patients about living wills and other
advance directives. Fagerlin and Schneider recom-
mend focusing much more on the alternatives to
living wills.

“Durable powers of attorney only require a
few simple choices, and they don’t differ signifi-
cantly from the existing system of allowing fam-
ily members to make medical decisions about
incompetent patients,” Schneider says. “They
also allow the decision maker to use the informa-
tion about the patient’s condition that’s available
at the time a decision is needed, rather than ask-
ing the patient to guess about something far in
the future. And they’re inexpensive.”

Legally the hospital is relieved of the burden to
make decisions for the patient when a durable
power of attorney is in play, he notes. The durable
power of attorney is legally clear and enforceable
— everything a living will is not.

“They’re documents that the court understands,
and the court can just say yes,” Schneider explains.
“But when you present them with a living will
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that has all these vague terms and health care situ-
ations the court is unfamiliar with, they often start
looking for someone else to make the decision for
them, like the bioethics committee. The ball comes
right back to you.”

The Schiavo case, and many others in which
parties fought over end-of-life decisions, could
have benefited form a durable power of attorney,
Schneider says. That is what elevates a living will
from merely useless to potentially dangerous.
They are dangerous when they lead patients to
stop there and not create the more effective legal
document, he says.

“That can lead to sticky legal problems that
hospitals surely want to avoid,” he says. “If I
were a hospital risk manager thinking about
reducing friction between me and my patients, I
don’t think living wills will do that; whereas, a
durable power of attorney can.”

Fagerlin advises risk managers to review their
policies and procedures to ensure that patients
are encouraged to complete both a living will and
a durable power of attorney. The living will, even
if it is not entirely enforceable as a legal docu-
ment, can help guide the person assigned the
durable power of attorney, she says.

Schneider says that if he were a risk manager, he
would want the patient to assign decision-making
capabilities to one person who can then address
those difficult issues with guidance from the health
care providers. That way, a patient’s end-of-life con-
cerns don’t become fodder for academic questions
and legal maneuvering.

“I wouldn’t want my care and end-of-life deci-
sions to be settled in a meeting of the bioethics
committee,” he says.

Reference

1. Fagerlin A, Schneider CE. Enough: The failure of the
living will. Hastings Center Report 2004; 34:30-42. ■

Establish ground rules 
with your legal counsel

Expectations are key to having a good working
relationship with legal counsel, says Pamela

L. Popp, MA, JD, FASHRM, CPHRM, vice presi-
dent for health care practice with McQueary
Henry in Dallas, which provides insurance prod-
ucts and risk management services. Popp also is
the president-elect of the American Society for

Healthcare Risk Management.
“Risk managers spend a lot of time teaching

providers how to set realistic patient expecta-
tions,” she notes. “The same thing applies to
working with counsel. Even it’s been a 10-year
relationship, you should sit down and discuss
what you need to do for each other.”

Better communication will help you get the most
out of your relationship with counsel, Popp says.
With a good rapport, counsel will be able to help
you in many situations other than when you have
to call with notification that a lawsuit has been
filed. The good relationship also will make it more
likely that the attorney will be willing to speak to
you informally — and at no charge — when you
have a quick question or just want to keep him or
her apprised of some development, Popp says.

Remember who’s paying for service

A friendly relationship also will make the risk
manager more likely to call.

“A lot of risk managers are not comfortable
making those phone calls to just ask for advice or
to let counsel know that you’ve decided to address
a problem in a particular way,” she says. “Being
very cost-oriented, the risk manager might expect
to be charged for that even though you haven’t
discussed it. And there can be a lot of intimidation,
particularly if your outside counsel plays golf with
the hospital CEO. They don’t feel like they are on
equal footing.”

Don’t be intimidated by the fact that the per-
son on the other end of the phone is a lawyer, if
you’re not. Remember that you are the consumer
and can demand quality service, she says.

“Apply the same standards that you would to
buying any other service,” Popp advises. “If
you’re not satisfied with the work that’s being
done, the communication that’s coming your
way, you should speak up even if your hospital
has worked with this counsel for years.”

Establishing ground rules and expectations up
front is key to avoiding conflicts, but better commu-
nication also can help you get more for your dollar.

Popp notes that malpractice defense attorneys
have been hit hard by recent economic downturns
and are looking for ways to be more value-added to
their clients. So the risk manager is in a position to
ask for additional services without being charged
for every minute of the lawyer’s time. 

“Don’t by shy about asking,” she says. “Particu-
larly if it’s a law firm with a lot of associates, they
may appreciate the opportunity to introduce their
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associates into the mix.”
Of course, you probably don’t want an associ-

ate handling your complex malpractice case. But
by the same token, you shouldn’t have a partner
handling routine matters that are well within an
associate’s abilities.

“You’re better off setting down with them up
front and set these expectations. You’re going to
pay top money for a lead lawyer sometimes, but
you should make clear that associates and parale-
gals are involved in appropriate ways for the
daily work,” she says.

Inservices often offered free

Popp notes that outside counsel often will pro-
vide in-house education for clinicians and staff on
topics such as depositions and what it is like to be
sued — but you usually have to ask. In a previous
position with Tenet Healthcare, Popp says the com-
pany lawyers were required twice a year to pro-
vide inservices to the hospitals they worked with.

“We found that it tremendously strengthened
the relationship between the risk manager and
the defense counsel because they were there on a
proactive basis,” she says. “It also made defend-
ing cases easier because the providers and staff
knew these people already and they weren’t
strangers when the time came for a deposition.”

When dealing with more than one law firm for
outside counsel, Popp urges risk managers to
know them well enough to distinguish between
their strengths and weaknesses, as well as their
particular interests. Some firms, and individual
attorneys, will be better negotiators and others will
be better at trial. It also is common for some to be
more interested in particular fields, such as cases
involving the emergency department, than others.

A good relationship also should help clarify
when the attorney is needed, and when the risk
manager can handle the issue alone.

“Particularly when you’re talking about trying
to develop a nonpunitive environment and hav-
ing proactive conversations with patients, the risk
manager should be comfortable with knowing
when to involve outside counsel,” she says.
“Think about utilizing counsel in a way that is
much more expansive than just the person you
send your malpractice cases to.”

A good way to outline such expectations by
preparing a document called “Defense Counsel
Guidelines.” The law firm may offer such a docu-
ment that you can alter as necessary, but Popp
says the best guidelines are not overly specific.

The goal should be to specify general expecta-
tions without trying to define every possible situ-
ation. That only drives the attorneys crazy as they
try to comply, she says. 

“If you do that up front, you can avoid a lot of
animosity that occurs when you get the bills,” she
says.

The alternative is to just wait and see what the
law firm bills for and then hire someone else to
perform a bill audit to determine what is reason-
able and customary. Such audits are becoming
more common, Popp says, but they can wreak
havoc on your relationship with counsel.

Risk managers also should ask for an estimate
of total charges when first discussing the case or
problem with counsel, Popp says. While you can-
not expect an exact accounting up front, the law
firm should be able to give a ballpark figure for
what your total charges will be. “Five years ago,
you could not find defense counsel willing to
give you a number. But a lot of carriers and self-
insurance programs have started demanding it,
and individual risk managers can, too.”

Be careful not to expect too much from the esti-
mate. Popp says it is reasonable to expect that
counsel can tell you a case is not overly compli-
cated, is likely to settle before trial, and similar
cases have incurred charges of $25,000. Then as
work progresses, counsel can keep you abreast of
whether the case is still on track for that expected
charge or not.

At Tenet, counsel was held to a 10% variance.
That limit wasn’t really enforced in any way, but it
served as a prompt for communication between
counsel and risk manager. When the budget started
going more than 10% over what was projected,
counsel was expected to pick up the phone and
update the risk manager.

“The number they give you up front is more of a
talking point than anything else,” she says. “They
can estimate up front, and then six months later
they know for sure whether they have to go to
Europe for a deposition. You want a relationship
that makes it automatic for them to call you and
update you when they know.”

Aside from talking about the cost of legal
counsel, the relationship should ensure that both
parties receive all the information necessary to
work efficiently and produce the best outcome.
Popp has one immediate word of warning: Be
careful when using e-mail. 

E-mail has become so common that risk man-
agers may be tempted to use it for communicating
with counsel about legal matters, but Popp says the
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confidentiality risk is too great. Restrict e-mail use
to mundane matters such as scheduling a meeting
or passing on the name of an expert, she says.
Don’t use it to provide confidential information
like answers to interrogatories or a doctor’s licen-
sure history.

Popp also reminds risk managers that they have
to be available to counsel when necessary. When
establishing a relationship with counsel, or meeting
with long-term counsel to improve communica-
tion, she suggests going over some of the practical
aspects of how to reach each other and exchange
information. 

Does the attorney want to come in and look over
the records before you copy them, just to speed
things up? Do you want records sent by courier or
is it easier to have someone from the law firm stop
by? What about the best times to reach the risk
manager by phone? Should the attorney leave a
message or have the risk manager paged?

Standardizing information also is a good way
to improve communications. For instance, you
can provide updates each year or twice a year 
so that counsel does not have to ask for routine
information for each case, Popp says. One exam-
ple would the new insurance policy number. 

“Send it to counsel as soon as you have the
number at renewal,” she says. “Be proactive a lit-
tle bit and you can avoid a lot of the same ques-
tions over and over.”  ■

JCAHO updates advice on 
avoiding wrong-site errors

Continuing the effort to eliminate what it calls
an entirely preventable class of error, the

Joint Commission on Accreditation of Healthcare
Organizations has updated its frequently asked
questions on how to avoid performing a proce-
dure on the wrong body part, wrong person, or
the wrong procedure on the right patient.

JCAHO has urged a zero-tolerance policy
toward this type of error and offered a new
Universal Protocol to standardize pre-surgery

procedures for verifying the correct patient, the
correct procedure, and the correct surgical site.

The protocol focuses attention on marking the
surgical site, involving the patient in the marking
process, and taking a final “time out” in the oper-
ating room to double check information among
all members of the surgical team. (For more
details on what the Universal Protocol requires,
see www.jcaho.org. Also, see HRM, September
2003, pp. 97-100; and February 2004, pp. 13-17.)

This question was updated recently: For
“right/left” cases, is it acceptable to mark the
opposite site with a “NO” rather than marking
the intended operative site? JCAHO responds
with, “No, that is not acceptable. The protocol
specifies marking the intended site of the proce-
dure. Marking the nonoperative site instead of or
in addition to the operative site is explicitly pro-
hibited by the protocol unless necessary for some
other aspect of care (such as to warn against
using a particular extremity for venous access
because of a prior surgical procedure).”

A new question also was added, asking whether
it is necessary to mark the site for laparoscopic
procedures. JCAHO says, “If the target site is for
organs that are paired, site marking is required to
indicate the intended side, even though the site of
insertion of the instrument is in the midline.”

In response to a question about what type of
marker is appropriate, JCAHO advises using a
marker that is “sufficiently permanent to remain
visible and will not wash off when the site is
prepped” and cites commonly available surgical
markers or pens as an example.

JCAHO also addresses whether a separate
form is needed to document that the site was
marked, saying the protocol does not specify the
type of documentation. However, JCAHO points
out that the Universal Protocol does require you
to document, in some way, these elements:

• Correct patient identity 
• Correct side and site 
• Agreement on the procedure to be done 
• Correct patient position 
• Availability of implants 
• Availability of special equipment or special

requirements.  ■
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CCEE  QQuueessttiioonnss

Nurses participate in this continuing education program by
reading the issue, using the provided references for fur-

ther research, and studying the questions at the end of the
issue. Participants should select what they believe to be the
correct answers, then refer to the list of correct answers to
test their knowledge. To clarify confusion surrounding any
questions answered incorrectly, please consult the source
material. After completing this activity each semester, you
must complete the evaluation form provided and return it in
the reply envelope provided in order to receive a certificate
of completion. When your evaluation is received, a certificate
will be mailed to you.

1. Which of the following is true, according to ECRI’s
Mark E. Bruley?

A. Surgical fires are extremely rare and mostly a theoret-
ical risk.

B. Surgical fires are a true risk, not something
theoretical.

C. Surgical fires almost never result in injury.
D. Surgical fires pose a risk to clinicians but not to

patients.

2. According to Marianna Grachek, CNHA, MSN, RN,
what is the primary focus of the proposed 2005
National Patient Safety Goal regarding falls?

A. Eliminating all falls in health care settings.
B. Reducing patient harm from falls.
C. Increasing the use of restraints to reduce patient falls.
D. Making patients more responsible for fall prevention.

3. According to Carl E. Schneider, JD, what is the pri-
mary reason that living wills do not work?

A. Patients must predict what they will want in circum-
stances they have never experienced and can’t
foretell.

B. The language in living wills is overly complex.
C. Patients do not take the living will seriously when they

sign it.
D. Living wills often are not provided to clinicians when

the patient is terminally ill.

4. What does Pamela L. Popp, MA, JD, FASHRM,
CPHRM, recommend for getting more service out of
your legal counsel?

A. Don’t be afraid to ask because defense counsel is
eager to provide value-added service.

B. Don’t ask because the request could ruin your
relationship.

C. Feel free to ask but the attorney will be reluctant to
provide any service at all without billing.

D. Don’t ask because attorneys are prohibited from pro-
viding any service without billing.

Answers: 1-B; 2-B; 3-A; 4-A.

CE objectives

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

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



News: The parents of a newborn baby retained
a home health agency to provide in-home child
care. The agency failed to follow its screening pro-
cedures when selecting the nurse’s aide and over-
looked her history of drug abuse and theft. After
12 nights of adequate baby-sitting, the parents
hired the aide directly, outside of her contract
with the agency. One night, while in the aide’s
care, the 5-month-old died as a result of shaken
baby syndrome. After a trial in which the nurse’s
aide and the agency were co-defendants, the jury
thought it possible that the mother or father had
shaken the baby and was not convinced that the
aide was responsible. Consequently, the jury
returned a defense verdict for the nurse’s aide.
Nonetheless, the jury awarded $75,000 against the
home health agency because it exposed the family
to danger through its negligent screening process.

Background: In July 1995, a baby boy was born
with esophageal reflex, causing him to vomit day
and night. The child’s condition prevented the
mother and father from sleeping through the
night. In addition, the mother suffered from post-
partum depression. Seeking relief four months
later, the couple’s insurance company retained 
a home health agency to provide overnight in-
home child care for 12 nights.

When selecting the particular nurse’s aide for
the job, the agency failed to comply with its pre-
hiring screening policies — neither the agency

nor the parents knew that the nurse’s aide was
addicted to Vicodin (hydrocodone), a narcotic
pain reliever. As with all narcotics, Vicodin has
been known to impair a person’s mental and/or
physical abilities by causing hallucinations, men-
tal clouding, and severe confusion. The couple
also did not know that the nurse’s aide allegedly
had stolen a credit card from a previous client of
the home health agency. Nevertheless, the aide
was given the 12-night assignment in November
and she provided adequate care for the baby dur-
ing that time.

When the couple’s insurance benefits ran out
in December 1995, the agency discontinued its
overnight child care in the parents’ home. Later
that same month, the mother began treatment for
severe depression and panic disorder at an outpa-
tient psychiatric clinic. Consequently, the couple
offered to hire the nurse’s aide to moonlight at
their home. Despite a clause in the aide’s contract
with the home health agency prohibiting such
unofficial services, the aide agreed to the couple’s
offer in late December.

On Dec. 29, the nurse’s aide baby-sat overnight
without incident. The aide next baby-sat during
the early hours of Jan. 3, when the parents asked
her to watch the boy for the last six hours of the
night. The following morning, the aide saw the
baby was unresponsive and called the father,
who attempted to resuscitate the child while
waiting for the paramedics to arrive. The baby
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was pronounced dead as a result of blunt trauma
and shaken baby syndrome. The most noticeable
injuries were brain and eye hemorrhages.

An Illinois state court convicted the nurse’s
aide of murder. In her appeal, the aide argued 
that because so many people had access to the
baby that night, including the mother and father,
it was improper for a jury to have found her
guilty beyond a reasonable doubt. After spending
several years in prison, the Illinois Second District
Appellate Court reversed the aide’s conviction 
in May 2000. At that time, she pleaded guilty to
attempting to obtain prescription drugs without 
a prescription and to theft of a credit card.

Following the reversal of the aide’s criminal
conviction, the parents sued the nurse’s aide for
willful and wanton conduct. The couple also
sued the home health agency for negligence,
claiming the agency’s failure to comply with its
screening policies caused the baby’s death. The
parents alleged that the agency’s screening poli-
cies would have led to discovery of the Vicodin
addiction, and the plaintiff’s expert argued that
the Vicodin addiction led directly to the killing 
of the baby.

The defendants first argued that the injuries
happened before the nurse’s aide arrived at the
couple’s home on the morning of Jan. 3. Defense
experts testified that the injuries could have
occurred any time during the 24 hours before the
baby boy’s death and the fact that the aide was
only present during the last six hours of the night
created enough doubt about whether the aide
was responsible. Furthermore, the defense
argued that either the father or the paramedics
were responsible for the eye and brain hemor-
rhages, given that the father observed none of
those injuries when he was first called by the aide
to attend to the unresponsive baby.

The second defense offered by the home health
agency was that the aide’s private contract with
the parents released the agency from any liability.
In response to this, the parents contended they
relied on the agency’s background check in mak-
ing their decision to hire the nurse’s aide.

At the conclusion of the trial, the jury was not
convinced that the nurse’s aide was responsible
for shaking the baby and returned a defense ver-
dict in her favor. The jury then found that the
home health agency was negligent in conducting
its screening process. It found that the agency’s
negligence exposed the family to danger, even
though the danger never materialized into any
real damages. As a result, even though arguably

inconsistent, the jury’s verdicts released the aide
from all liability, yet awarded the parents $75,000
in damages from the agency.

What this means to you: Because a home
health care provider, by its very nature, has 
no control over the environment in which its
employees will deliver the health care services,
such providers universally establish procedures
for screening prospective employees during the
hiring process. 

“This case presents a classic illustration of why
it is absolutely imperative that an organization
follow the rules, especially when it was the orga-
nization itself that wrote the rules,” states Ellen
Barton, JD, CPCU, a risk management consultant
in Phoenix, MD.

All screening procedures undoubtedly ensure
an applicant’s satisfaction of licensing and other
technical qualifications required for providing
medical care. However, part of the rules should
also include reviewing a prospective employee’s
suitability for the unsupervised nature of home
health care service. 

“The very core of a home health agency’s oper-
ations is the delivery of care in a client’s home.
Thus, the agency not only needs to assure itself
that the prospective staff are clinically competent,
but also that the prospective staff can be trusted
to deliver care in a safe and effective manner,”
Barton says.

During the screening process, a home health
care provider should evaluate several aspects of
an employee’s background relevant to providing
medical care while in a patient’s home. 

“First, no one would disagree that it is prudent
for an organization in the home health business
to conduct screening procedures that include
criminal background checks on all applicants,”
states Barton. 

A criminal history can signify an employee’s
general disregard for following rules and, depend-
ing on the specific nature of the criminal record,
may indicate particular problems that are likely to
arise in a home health care situation.

A second relevant aspect of a prospective
applicant’s background is the employee’s
lifestyle, including any illegal or destructive
habits, such as alcoholism and other drug addic-
tions. In this case, although the aide’s Vicodin
addiction would not have surfaced during a rou-
tine criminal background check, such information
is nevertheless relevant to the quality of care that
the home health care agency should expect from
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her. As the plaintiff’s expert opined in this case,
the narcotics habit may have impaired the mental
and physical abilities of the nurse’s aide to the
point of causing the killing of the baby.

Thus, while a home health care agency has no
control over the environment in which the care
will be delivered, it does have some control over
the staff that it hires to provide services. Such
control will not only lead to a higher level of
patient satisfaction, but it also will reduce liability
in a field that depends upon unsupervised indi-
viduals providing care in the most intimate of
settings: the patient’s home. 

“If the agency had followed its own screening
procedures and conducted an appropriate back-
ground check, it is unlikely that the nurse’s aide
would have been hired. Even if the agency had
not discovered the aide’s drug addiction and
criminal background, but had followed its own
screening procedures, it is unlikely that the
agency would have been held responsible for
exposing the family to danger,” states Barton. 

This is because it would be difficult for a jury
to find that a home health care agency acted neg-
ligently if the agency could show that it acted rea-
sonably according to the relevant standard of
care. 

“On the other hand,” Barton says, “What if the
home health agency had conducted a background
check, discovered the red flags in the prospective
employee’s background, and chosen to ignore
them because of what it perceived as a business
need to hire staff? It’s likely that under those cir-
cumstances, the agency could have exposed itself
to both civil and criminal liability.

“The lesson from this case is simple: Follow the
rules!” concludes Barton.

Reference

• DuPage County (IL) Circuit Court, Case No. 97L-1403. ■

Neck injury leads to an 
$18 million verdict in LA

News: A young woman injured her head and
neck in a severe car accident. Before transporting
her to the hospital, emergency medical techni-
cians (EMTs) secured her neck with a cervical
safety collar. Upon arrival at an emergency
department (ED), doctors took only an X-ray of
the woman’s neck but did not perform a CT scan

or MRI. As a result, the doctors neglected to find
that the woman had three fractured vertebrae in
her neck. After doctors removed the cervical col-
lar, the woman moved her neck around, leading
to the development of quadriplegia two days
later. She filed suit against her doctors alleging
negligence, and a jury awarded the woman more
than $18 million in damages.

Background: In 1995, an 18-year-old nursing
student was a passenger in a pickup truck. Another
vehicle forced the truck off the road, causing it to
roll over. The young woman suffered head and
neck injuries. 

EMTs arriving on the scene immediately began
treating the woman for blunt trauma. Although
unaware that the young woman had three fractured
vertebrae in her neck, the EMTs followed suggested
protocol by stabilizing the woman’s head and spine
and applying a c-collar to immobilize her neck. The
EMTs transported her to an ED, where doctors per-
formed a CT scan of her abdomen and head. As 
for the woman’s neck, however, the doctors took
only an X-ray. They failed to properly assess the
patient’s bone and soft-tissue components, which
some experts suggest can be achieved only by a
performing an MRI. As a result, the doctors incor-
rectly determined that the woman’s neck was not
severely injured and they removed the cervical
safety collar.

Two days later, the young woman developed
quadriplegia. She conceded that the fractures
occurred in the truck accident but she argued that
the paralysis occurred when she was flipping her
head back and forth in the ED with no cervical
spine protection. 

The woman filed suit against the ED physi-
cian and the attending neurosurgeon. In her com-
plaint, she alleged that the physicians violated
the standard of care by not ordering an MRI or
CT scan of her neck before removing the collar. If
they had done so, they would have detected the
three fractured vertebrae in her neck. By leaving
her condition untreated, the fragments of the bro-
ken vertebrae eventually pierced her spinal cord,
causing complete paralysis from the shoulders
down. The plaintiff’s attorney noted that the
woman was able to move her extremities on the
way to the hospital, demonstrating that she was
not paralyzed in the accident.

The jury returned a verdict of $18.2 million for
the plaintiffs. In Louisiana, however, medical mal-
practice caps limit awards for noneconomic dam-
ages to $500,000 per patient per incident. The
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liability of each qualified health care provider is
limited to $100,000 plus interest per patient per
incident. Awards in excess of $100,000 per provider
are paid out of the Patient’s Compensation Fund,
which is subsidized by the state of Louisiana and
surcharges paid by private practitioners to the
Louisiana Insurance Rating Commission. These
caps on damages reduced the plaintiff’s award to
$10.5 million.

What this means to you: This case highlights a
breakdown in procedure in caring for a woman
injured in an automobile accident. 

“At the outset, emergency personnel at the
scene carried out the proper emergency trauma
care and procedures,” says Leilani Kicklighter,
RN, ARM, MBA, CPHRM, director of risk man-
agement services at Miami Jewish Home and
Hospital for the Aged and past president of
American Society for Healthcare Risk
Management. 

Emergency care protocol calls for the careful
handling of victims of motor vehicle accidents
because of the potential risk of spine injury. An
EMT should assume that unconscious victims
have spine injuries and should carefully assess
conscious victims for evidence of neck or spine
injuries before attempting to move them. 

Accident victims with numbness in their
arms or legs are usually assumed to have spinal
injuries. First, an EMT should place the victim’s
head in a neutral in-line position, unless it were
difficult to do so or the patient were to com-
plain. Next, the EMT should place the victim’s
head in alignment with the spine and maintain
constant, manual in-line immobilization until
the patient is properly secured to a backboard
with the head immobilized. Then, the EMT
should perform an initial assessment of the
victim’s extremities and vital signs and apply 
a properly fitting cervical safety collar.

Despite the proper procedure implemented by
the EMTs, the process broke down in the emer-
gency department. However, the exact source 
of medical error is unclear. Kicklighter suggests
conducting a series of inquiries to get to the heart
of what should have been done to prevent this
injury and to prevent recurrence. A root-cause
analysis might be appropriate for this situation. It
may be that the error resulted from not having an
official reading of the X-ray by a radiologist. If a
radiologist were available on site, it should be
questioned why the film wasn’t read immediately.
It is also important to examine the hospital’s

process for comparing wet readings to the official
readings, and to question whether there is a sys-
tem in place to track and analyze discrepancies
between the two readings. Furthermore, a risk
manager should question to what specialty the
patient was admitted. If she were admitted, the
specialist should have known the standard of care
and, in reviewing the record, he should have rec-
ognized it was not met and taken appropriate
remedial steps. Similarly, it is important to know if
a neurologist was called in to examine the patient
and to discover who removed the c-collar.

Kicklighter also recommends evaluating
whether there was a standing protocol for caring
for a patient with potential neck or head trauma.
If such a protocol were in place, then a risk man-
ager should ascertain whether it was followed
and whether it has been updated so as to meet 
all the standards of care in a situation such as
this. Indeed, the basic question is, Kicklighter
says, “If an MRI is the standard to identify signif-
icant swelling, a subluxation or a fracture is the
standard for performing a MRI to verify a lack of
subluxation, then why wasn’t it followed?

“All of the above questions should be
addressed in your own institution, and steps
should be taken to remedy any deviations from
the standard process,” Kicklighter recommends. 

Specifically, all staff, nursing, and physicians
should be educated so that the nurses can remind
the physician when certain steps in the process
are not met. In any event, this event should be
referred to both the ED department chair and to
the medical staff QA peer review committee to
evaluate the care given.

When addressing this particular type of
potential injury, the task force should include
nurses and physicians from the emergency
department, radiology, orthopedics, neuro-
surgery, and trauma. 

“After all,” says Kicklighter, “it appears as though
this woman’s ultimate injury was preventable.”

Reference

• Jefferson Parish (LA) District Court, Case No. N 557-
708. ■
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Searching for the root causes of adverse patient
safety events under its new “nonpunitive

environment policy” has helped Good Samaritan
Hospital in Vincennes, IN, not only eliminate
errors but also boost staff morale and engender
staff support for improving performance.

The new policy has been in effect for approxi-
mately one year, notes Elaine Shaw, director of
quality resources at the full-service facility. 

“We started talking about it back in 2002.
There was a lot of information out there about
creating a safer environment for patients, and
one of the possible strategies was to have a
nonpunitive environment where employees 
did not feel threatened about addressing errors,”
she recalls.

Removing the blame factor

One significant obstacle to improved root-
cause analysis, she observes, is a long history of
blame-oriented investigations and tort actions
that can cause individuals to be reluctant to share
information about mistakes. 

“We wanted to perform an investigation of an
incident that would focus on real, fixable root
causes rather than focusing on blame,” Shaw
explains.

The Good Samaritan Quality Council, which
includes administration, medical staff, and Shaw
(as facilitator), recommended the new policy to
the board, which formally adopted it. 

“When we updated our patient safety manage-
ment plan for 2003, we put the wording in and
officially implemented the policy,” she says. 

This was followed up by amnesty reporting,
which stated, among other things, that if a staff

member reported an error within 48 hours, no
disciplinary action would be taken.

Investigating an incident

“The first incident we chose to investigate was
one that, in the past, would probably have been
very blame-oriented; a wrong patient was given
the wrong drug intravenously,” recalls Shaw.
“This is a violation of our ‘5 Rights’ policy (right
patient, right medication, right dose, right time,
right route) that is standard practice throughout
the medical industry.”

The investigation was conducted using the
TapRooT System®, created by Systems Improve-
ment in Knoxville, TN. “TapRooT helped people
focus on what happened and what could be done
to improve performance, rather than focusing on
who to blame,” Shaw notes.

Actually, Good Samaritan had been using
TapRooT since 1998 to conduct root-cause
analyses for systems improvement. 

“We liked the scientific approach,” Shaw
notes. “We were able to pick out causal effects,
go through the process, and drill all the way
down to the generic or root cause. It made the
process clearer and allowed us to focus on what
was important.”

The system can be used either as software or
manually. “When we train our people, we give
them the manual paper pack, because if an incident
has to be investigated [in another location] they can
take it with them, and they have all the forms they
need,” Shaw explains. 

“But they are also trained on how to use the
software, which can only be accessed on their
computer.” TapRooT can be used not only for
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very serious events, but also to analyze processes
staff want to improve, she adds. 

“By using TapRooT, we found causes beyond
the normal ‘policy was violated’ causes that we
had expected [in this first incident],” notes Shaw.
The analysis found the following:
• The IV bag design had changed, and now it

was the same size as other bags.
• The font and type used to label the bags was

small and could easily be misread.
• The nurses hurried because of unnecessary,

repetitive paperwork that could be reduced to
allow more time with patients and in adminis-
tering medications.

• The IV bags were being hung unnecessarily
high, which made them hard to read for short
nurses (especially if the nurse wore bifocals). 
The increased information obtained led to a

better understanding of the contributors to the
errors and helped the investigation team develop
corrective actions that previously would not have
been considered. These included:
• Increasing the type size that is printed on the

label of the IV bags.
• Putting the patient’s name in bold type to

make it easier to find on the label.
• Lowering the height of the bags for IVs being

delivered by IV or PCA pumps.
“Implementing these corrective actions did not

reduce the importance of the 5 Rights policy,”
Shaw explains. “The corrective actions actually
highlighted the fact that hospital management
was taking action to ensure that the 5 Rights
policy could be implemented more effectively.
This reinforces to our staff the importance of the
policy and their compliance with it.”

Impact on staff

The initiative had a positive effect on staff, says
Shaw. “The people involved understood we were
looking at processes and systems — not individual
performance,” she says. 

“They felt freer, and they became as eager to
solve this problem and find out why it occurred
as management was. You had to be sitting in that
room and see the light bulbs go on when we
realized we had IV poles sitting where they did
not need to be,” Shaw points out.

Years ago, hospitals did not have IV pumps,
and so they relied on gravity to produce the
desired flow. “Today, however, if you have a
nurse who is 5 feet tall, is in her 50s, and wears
bifocals, they’d have a hard time reading the

print on a bag that’s up in the air,” she observes.
“So there was a break in the system.”

Staff attentiveness to the new policy did not
occur by chance; the new message was driven
home through targeted strategies. “It was accom-
plished mainly through continuing education. 
We made some poster boards, put story boards
on the 5 Rights in areas where the staff would see
them, and talked about it in staff meetings. We
also made sure that in orientations sessions we
placed enough emphasis on medication adminis-
tration; we made a conscious effort to use that
opportunity to drill home the importance of the 
5 Rights,” Shaw says. 

As a result of the new policy, the following was
accomplished:
• Staff were more willing to openly share

mistakes that they had made.
• The investigation team identified causes they

previously would have missed.
• The hospital implemented corrective actions

that will improve performance and improve
compliance with a policy without blame or
disciplinary action.
Another key to success, says Shaw, was that

the nurses came to these decisions by themselves
— that, for example, regardless of how busy they
were, they should always follow the policy. 

“They came up with that during an actual root-
cause analysis,” Shaw notes. “It made you feel
good that it came from staff. We realized that we
were dealing with human beings, and that errors
do occur, but that it is the process that breaks
down, not the employee.”

She says the new policy has been successful.
“There’s always been a little doubt, because for so
many years in health care people have been used to
blame being placed on an individual,” Shaw notes.
“In some ways, it’s easier for the new employees
who hear about it during orientation; they do not
have as hard a time with it as the older employees
do. Still, behavior has started to become more
accepting.”

Her team recently conducted a survey, asking
employees if they felt they could report error
without fear of reprisal. “We got better scores
than we anticipated,” she reports.

The type of error studied in the first root-cause
analysis has not occurred again.

[For more information, contact: 
• Elaine Shaw, Director of Quality Resources, Good

Samaritan Hospital, Vincennes, IN. Phone: (812)
885-3331. E-mail: eshaw@gshvin.org.]  ■
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