
Hospitals won’t be able 
to access HIPAA data bank
Lockout could hinder credentialing efforts

At a time when the federal government is
holding hospitals more accountable than
ever for the actions taken by their affiliated

physician providers, making effective physician
credentialing a crucial issue for all facilities, hospi-
tals find themselves barred from accessing a new
federal data bank that could represent the best sin-
gle source of credentialing information.

The new Healthcare Integrity and Protection Data
Bank (HIPDB), mandated by the Health Insurance
Portability and Accountability Act of 1996, is sup-
posed to complement the 10-year-old National
Practitioner Data Bank (NPDB), which contains
reports of medical malpractice payments, adverse
licensing actions, adverse clinical privileges actions,
and adverse professional society membership
actions on more than 133,000 providers. The HIPDB
goes a step further by listing other final adverse
actions, including: 

• civil judgments, with the exception of malprac-
tice judgments, in federal or state courts related to
the delivery of a health care item or service; 

• federal or state criminal convictions related to
the delivery of a health care item or service; 

• actions by federal or state agencies responsible
for the licensing and certification of health care
providers; 

• exclusion from participation in federal or state
health care programs. 

The HIPDB, which is administered by the
Department of Health and Human Services’
Office of Inspector General (OIG), will have other
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ramifications as well, says Mark Kadzielski,
the partner in charge of the West Coast health
care practice of Akin, Gump, Strauss, Hauer 
& Feld in Los Angeles. Unlike the NPDB, the
HIPDB contains federal, state, and criminal con-
victions at every level, including misdemeanors
and infractions. That means that a misdemeanor
or a no contest plea bargain that would solve a
doctor’s criminal problem will now get the doc-
tor reported to the HIPDB, where that informa-
tion is accessible to health plans.

“The notion of HIPDB was to try to bring
everything together under one roof,” says Fay
Rozovsky, JD, MPH, DFASHRM, principal of the
Rozovsky Group in Richmond, VA. That’s why
it’s ironic that most hospitals, which need the
information to effectively vet the physicians they
deal with, won’t be able to use the data bank,
thanks to an odd provision in the law that estab-
lished it.

OIG’s guidance specifically mentions HIPDB

“It’s a statutory requirement as to who can
have access,” says Sue Prophet, RRA, CCS, direc-
tor of classifications and coding at the American
Health Information Management Association in
Chicago. “So [the OIG’s] hands were tied.” Even
so, Prophet finds it interesting that the OIG’s
compliance guidance for hospitals contains a dis-
cussion of performing background checks on
employees that specifically references HIPDB. “It
says that once the database gets fully operational,
hospitals should regularly request information
from it as part of their employee screening pro-
cess. Well, that won’t be allowed. People had
assumed that when the data bank was opera-
tional, it would be another avenue to check on
any final adverse actions taken against people
that they are thinking of hiring. And basically,
this isn’t going to be open to them.”

That’s a troubling prospect to Kadzielski, who
maintains that access to the data bank is crucial at
a time when hospitals are being held to high cor-
porate integrity standards. “To have information
that is collected in the government data bank that
may show that their physicians have a bad track
record with regard to fraud and abuse and not be
able to access it makes the corporate compliance
process crazy,” he says.

Without the database, many hospitals will be
reduced to relying on physicians’ self-disclosure,
Kadzielski says. “And that is usually of very lim-
ited efficacy,” he notes. “Doctors don’t tell the
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truth about how many times they’ve had crimi-
nal convictions or debarments. But the hospitals
would have no other way of accessing the infor-
mation, other than by hiring a private investiga-
tor for every single member of their medical
staff, which is incredibly silly and of outrageous
cost.”

The problem is that if hospitals don’t get their
hands on the information somehow, they could,
ironically, face problems with the the OIG, the
very organization charged with administering
the database. “They’re going to have to hope that
somebody from the OIG doesn’t come around
and say, ‘how could you have this guy on your
hospital staff when he has this whole list of civil
judgments against him for fraud?’ Their answer
will be, ‘We didn’t know,’” says Kadzielski. And
it remains to be seen whether the OIG will con-
sider that an adequate excuse.

Hospitals could try to circumvent the access
restriction by requesting information from man-
aged care organizations, which do have access to
HIPDB. That would result, however, in a strange
reversal of the direction in which credentialing
information typically flows. “HMOs are not pre-
pared to deal with this,” Kadzielski warns, “or to
deal with the fact that they now will be the focus
of all of this information and will have to make
some tough decisions.”

Rozovsky says it’s not clear why Congress
chose to give managed care organizations and not

hospitals the right to access HIPDB. “Originally,
the feeling was that [HIPDB] was designed for
people who otherwise were not able to avail them-
selves of the NPDB,” she says. MCOs are only able
to access NPDB if they have corrective action plans
and a peer review mechanism, and of they afford
due process.

Road less taken provides information

Of course, even without access to HIPDB, hos-
pitals can pursue other avenues to get at least
some of the information they need to make
informed credentialing decisions, Prophet says.
The most obvious is the cumulative sanction
report contained on the OIG’s Web site. The
report is updated regularly and lists the providers
that have been excluded from participating in
Medicare and Medicaid. “But that is only one part
of the puzzle, and, unfortunately, there may be
other things in the HIPDB that are more relevant
and more pertinent to hospitals that they won’t be
able to get their hands on,” Kadzielski says.

Other options are available, however.
Rozovsky recommends consulting the various
disciplinary databases maintained by state disci-
plinary boards. Another resource most people
don’t consider is the set of federal data banks
regarding research trials. “Let’s suppose we’re
talking about a community hospital that has
human research trials going on,” Rozovsky says.
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Hospital access bill
stalled in Senate

At the moment, efforts to amend the congres-
sional mandate that restricts hospitals’

access to the Healthcare Integrity and Protection
Data Bank (HIPDB) appear stalled, despite the
unified support of health care trade associations
and the Health and Human Services’ Office of
Inspector General (OIG).

Senate bill 1231, the Medicare Fraud Preven-
tion and Enforcement Act of 1999, was intro-
duced by Sen. Susan Collins (R-ME) on June 17,
1999, and referred to the Senate Finance Commit-
tee, but so far no further action on the bill has
been taken.

“One would think that the government
would want hospitals to have access to this
information,” says Mark Kadzielski, the 

partner in charge of the West Coast health
care practice of Akin, Gump, Strauss, Hauer 
& Feld in Los Angeles. “That way, they could
say, ‘Aha, you still have this doctor on your
staff despite the fact that you had access to
this information and haven’t done anything
about him.’ To that extent, the OIG is very
supportive of the legislation that Sen. Collins
has introduced, but it hasn’t gone anywhere.
It’s sitting there in Congress with all kinds of
other pieces of legislation.”

Meanwhile, Rep. Tom Bliley (R-VA) is set
this month to introduce legislation that would
allow the public to access the National Practi-
tioner Data Bank (NPDB). “That’s a big kettle
of fish,” asserts Fay Rozovsky, JD, MPH,
DFASHRM, principal of the Rozovsky Group
in Richmond, VA. “Now, if the public can have
access to that, why aren’t the hospitals getting
access to HIPDB?”  ■



“Is anybody checking the data banks or the
databases that the government has readily avail-
able, where there are people who have been
debarred from receiving federal funding as prin-
cipal investigators in human research for violat-
ing federal rules? That information is in the
Federal Register and on various Web sites. So, the
fact that hospitals don’t have access to HIPDB
should not preclude them from being a little
more inventive in trying legitimately to get the
information they need to do the job right.”

Indeed, says Rozovsky, even if Congress acts
to give hospitals access to HIPDB (see related
story, p. 3), due diligence would require hospi-
tals to probe even more deeply. “You can’t just
rely on one database,” she says. “It comes down
to the compliance plan. What does the hospital
compliance plan say about walking the talk of
being a truly compliant organization? What is
the hospital’s role in the community with regard
to promoting patient safety and a sense of trust
and confidence in the hospital? You don’t stop
because they put up a stop sign. I think you have
to find another route.”

The final rule implementing the HIPDB was
published in the Federal Register Oct. 26 and took
effect immediately. The data bank began receiv-
ing information in December and will begin
accepting requests for reports early this year.

The final rule for the OIG’s HIPDB is available
on the HHS Web site at www.hhs.gov. Click on
“What’s New.”  ■

VA uses Web to share 
best practice lessons
Web site hot-links innovations to users

Some years ago, one of the Department of
Veterans Affairs’ (VA) 173 hospitals was cited

by a service organization for having too much
loose filing that needed to go into the medical
record. The hospital agreed to fix the problem
and made an honest effort to do so. But three
years later, a follow-up review revealed that the
amount of loose filing at the hospital had actually
increased.

Thomas L. Garthwaite, MD, acting undersecre-
tary for health for the VA, noticed the problem,

concluding that “there’s something not quite
right when you ask a group of people to solve 
a problem and it results in the problem getting
worse,” says Nancy A. Thompson, PhD, FACHE,
associate director with the Veterans Healthcare
Administration (VHA) Office of Special Projects
(OSP) in Washington, DC. “There had to be a bet-
ter way of helping people solve their problems. 
It seemed likely that, with 173 medical centers
across the country in the VA, someone had proba-
bly already dealt with it,” Thompson says.

In fact, Garthwaite himself had worked at a
medical center that had dealt with the problem
of loose filing, and that information was passed
along to the problem hospital.

The question became, “How do we get this
kind of informal knowledge — as opposed to
what you learn in courses — out of the heads of
the people in the file room of one hospital where
they knew how to solve this problem, over to the
other side of the country, where they were still
struggling?” Thompson says. “And the answer
was, you can’t; you’ve got to have some kind of a
structure in place.”

At that time, the VA had no systematic struc-
ture for sharing informal knowledge. To gather
such information, staff had to “get on e-mail, get
on the phone, contact all their buddies, or go out
to some news group and solicit ideas,” Thompson
says. That approach had two significant problems.
First, it required the staff member to spend a lot of
time soliciting input. Second, and perhaps more
importantly, it forced the staff member to admit to
colleagues that he or she didn’t know something.

“There’s fear,” Thompson says. “I don’t think
the VA’s unique in that. People are a little afraid
to admit they don’t know something. And it’s
scary to go up to all your colleagues and say, ‘I
don’t know how to fix this problem at my facility;
have any of you fixed it?’”

To resolve the problem, Garthwaite charged the
VHA’s OSP in summer 1997 with creating a sys-
tematic mechanism to share informal knowledge
throughout the system where there would be no
threat for people interested in seeking information
on how others had solved certain problems or
addressed certain issues. “The bottom-line goal is
that, when somebody has an innovative idea, it
spreads like wildfire throughout the system and
gets tweaked and adapted and adopted to meet
the individual hospital’s needs,” Thompson says. 

In October 1997, under the direction of Victor S.
Wahby, MD, director, the OSP awarded a small
contract to a Web design company, and on Dec. 8,
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1997, it launched the first intranet version of the
Virtual Learning Center. “This has evolved and
grown immensely [since then],” Thompson says.
“There have been many new features added to it,
and, in June 1999, we went live on the Internet. So
now the whole health care community through-
out the world can share their innovations and best
practices that have worked for them.”

No longer exclusive to the VA, the Virtual
Learning Center (www.va.gov/vlc) is now avail-
able free of charge to anyone who works in health
care. “That can be administrative, clinical, a sup-
port function, direct hands-on patient care — any
of the functions of a health care environment,”
Thompson says. “People can go in and upload
their innovations and ideas and share them,” she
says.

To date, more than 700 “lessons” have been
posted on the Virtual Learning Center site by
health care professionals working within as well
as outside the VA system. Each lesson contains
the following information:

• author demographics;
• title;
• core message;
• rationale/need;
• actions taken;
• results;
• lessons learned;
• contact person demographics;
• up to five key words on which the lesson can

be searched.
In addition to simply browsing through the

site’s 700 lessons, users can also take advantage 
of the Virtual Learning Center’s personal profile
option, which allows them to receive e-mail noti-
fying them that lessons in their areas of interest
have been posted. “With the personal profile fea-
ture, you do a one-time entry of your demograph-
ics with your e-mail address on it,” Thompson
says. “You submit that and select the key words
you are interested in. There are 130 or 140 key
words in there, and you can pick as many as
you’d like. From then on, any time someone sub-
mits a new innovation with one of your key
words in it, you get a one-liner in your e-mail
with a hot link.” This feature has been very popu-
lar with the many VA employees who have both
submitted and used innovations on the VLC.

Thompson notes that hospitals and integrated
delivery systems outside the VA are welcome to
use the Virtual Learning Center as a means of
sharing innovations within their organizations.
Simply instruct staff to insert the initials of your

medical center at the front of any submission.
“That will clump them all together in the alpha-
betical listing,” Thompson says. Then, by using
the browse function, staff can immediately gain
access to all the lessons posted by their own
facility. (For information on setting up your
own knowledge-sharing site, see related article,
below.)  ■

How to set up your own
knowledge-sharing site

If you’re interested in becoming involved with
a knowledge-sharing service or developing

and implementing one specific to your organiza-
tion, the first step is benchmarking, says Nancy
A. Thompson, PhD, FACHE, with the Veterans
Healthcare Administration (VHA) Office of
Special Projects in Washington, DC. 

But don’t just look at Web sites that specialize in
sharing health care innovations. Casting your net a
little wider can yield positive results, Thompson
says. For example, she notes that one of the most
helpful Web sites her office benchmarked with in
developing the Virtual Learning Center was the
U.S. Navy’s Acquisition Reform Office site. “They
had done a very good job of selecting grass-roots
innovations that people were out there doing that
saved money, got better products, and speeded up
the acquisition process,” she says. “We looked at
how they accessed that information, how they col-
lected it, how they compiled it, and how they
made it easy for people to get that information
back when they needed to get to it.”

In addition to benchmarking and consulting
with potential users, Thompson recommends set-
ting up a system with “minimal to nonexistent”
review of the innovations submitted by staff. “Do
not make them go through numerous reviews to
[have their ideas] posted,” she says. “Let people
share their ideas. Consider that what’s being
replaced is a phone call to a buddy to try to get
an answer to something. That phone call was
never reviewed by anybody anyway. All you’re
doing is systematizing the information that got
shared between two human beings and making it
available to more folks now.”

Also, whether you choose to hire a contractor
or use in-house experts to set up your site, make
sure the site is set up in such a way that someone
local can maintain it. “Do not be stuck in some
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long-range arrangement where the contractor
has to make every change on your [Web] page,”
Thompson says. “Have a broad self-maintenance
function on your Web site so you can go in and
fix and change things as the need occurs.”

Thompson’s final advice regarding a success-
ful knowledge-sharing Web site is to have an
enthusiastic team working to make the project 
a reality. She credits the OSP staff and VA hospi-
tal employees nationwide with shaping the
Virtual Learning Center into a user-friendly,
just-in-time resource that meets the needs of
health care professionals.  ■

Team Approach to Sentinel Event Response

To be effective, balance
leadership and team focus
Here’s how to educate staff on their roles

(Editor’s note: The following article is the second in
our two-part series on taking a team approach to sen-
tinel event response. The first article in the series,
included in Hospital Peer Review’s December 1999
issue, focused on how to set up an effective sentinel
event response team. Part two focuses on how the team
can best respond to the challenge of formulating a
thorough response once a sentinel event has occurred.)

While it’s crucial to develop a team approach
to sentinel event response, it’s equally

important to understand the need for effective
leadership, experts say. 

“We recommend that either the risk manager
or the quality director or both lead the team,”
says Nancy Lima, MBA, BSN, CPHQ, FNAHQ,
director of performance improvement at Denver-
based Catholic Health Initiatives. “They’re famil-
iar working with sentinel events, the [Oakbrook
Terrace, IL-based] Joint Commission on Accredi-
tation of Healthcare Organizations [JCAHO], and
knowing what constitutes a thorough and credi-
ble root-cause analysis,” she says.

Having the roles of the various team members
well-established before a sentinel event is reported
is crucial, Lima adds, because once a sentinel event
situation arises, things begin happening quickly.

Development of a thorough and credible root-
cause analysis should begin shortly after the

event is identified. According to the Joint Com-
mission, that means determining which human
and other factors, processes, and systems were
closest to the event; establishing that leadership
participated closely in formulating the analysis;
explaining all inapplicable findings; and drafting
an analysis that is internally consistent and that
considers relevant literature.

Once you’ve identified what the root causes
were and what factors contributed to the sen-
tinel event, it’s time to develop an action plan
and determine what needs to be fixed. That
may involve designing an entirely new process,
or it could mean simply adding some new com-
ponents to existing procedures, says Terri S.
Karsten, JD, associate counsel for provider
operations at Catholic Health Initiatives.

In some instances, the solution may be so obvi-
ous that changes can be implemented immedi-
ately without the need for lengthy discussion
among the response team members. For example,
Lima cites a situation that occurred at a hospital
several years ago in which a medication error
resulted when a staff member administered IV
Hespan instead of IV Heparin. 

“They realized that [the error] always hap-
pened when it was busy in the intensive care
unit,” Lima says. “Your mind is full if you are
busy and go to get the IV bag with the big red
label with the big black letters that say Heparin;
it’s very easy to pick up a bag that looks exactly
like it with a red label and black letters that say
Hespan. [The team] realized that the bags looked
too similar and needed to be better differenti-
ated, so they changed the color of the labels and
they never had that incident again. They didn’t
have to go through lots of brainstorming and
continuous quality improvement and analysis to
come up with that. Once the team looked at the
procedure, it was clear that a simple change
could be made right away to prevent further
occurrences.”

Unfortunately, not all problems are so easily
rectified. “If you have a more complex sentinel
event that requires more complicated policies or
procedure changes, those issues involve not only
detailed analysis but also input and support for
leadership, and they occur over a much longer
time frame,” Karsten says.

Also, some problems that appear easy to fix
may in fact be symptoms of larger systemic prob-
lems, Lima adds. “You may happen to notice the
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What is the fallout for the patient as managed
care plans play a role in directing the health

care of their members, either through their own
case managers or by outsourcing the function to
another organization?

With many health plans losing money and tar-
geting hospital length of stay more aggressively
than ever, are the patient’s rights being protected?
Can health plan delegates remain neutral and unbi-
ased in their decisions about a member’s care? 

The process varies from company to company,
but in the best of worlds, it works very well, says
Peter Moran, RN, MS, CCM, Cm, president of the
Case Management Society of New England and
staff nurse case manager for Harvard Pilgrim
Healthcare in Portland, ME. “The good thing is, it
brings in somebody who knows the patient. If I
follow my members, know them in a home situa-
tion, know their past history, this can be addressed
before they arrive at the hospital.”

With short lengths of stay, this advance knowl-
edge is invaluable, Moran points out. “In my situ-
ation, I work with the hospital discharge planner
and we collaborate. I explain to them what the
insurance benefits are — does the patient have
home care, skilled nursing benefits? — and that 
I intend to follow them across the continuum.”

Two cornerstones of his own practice, Moran
says, are on-site visits and use of a professional
case management model. “I won’t say there
aren’t sometimes disagreements, but then you
come up with a compromise that meets every-
one’s needs.”

Handling cases over the telephone, he adds,
allows health plan representatives to depersonal-
ize patients, to think of them as “the total hip in
Room 14 or the hysterectomy in Room 3.” 

Although case management is “the current
buzz term” and everyone wants to have it,
Moran says, “the question is to ask them what
they really do. Some people will call themselves
case managers and will sit on the phone, get the
information that Mary Jones is going into the
hospital and say, ‘Fine, two-day length of stay,
good-bye.’ Because there’s not a relationship
there, it’s easier to deny because you don’t have
the whole picture.”

If health plan representatives are calling them-
selves case managers but are using a strict utiliza-
tion review model, they’re looking at getting the
patient out of the hospital, not at the continuum
of care, he notes. “There are a lot of decisions
being driven by money in certain organizations.”

The best course of action when dealing with
health plan representatives is to move away from
the interpersonal and resolve conflicts at a higher
level of the organization, suggests Lois Pabst,
RN, MBA, CNAA, A-CCC, director of care man-
agement for Eastern Connecticut Health Network
in Manchester.

“When you get into a situation where the
[health plan’s] medical director is directing the
utilization review nurse to do certain things,
don’t get into a battle with her,” says Pabst.
“There is a lot of change in management within
many companies. While we interact with the

Are patients protected when health plans take role in care?
On-site visits, case management standards foster high quality, experts say



review nurse, a change in the medical director or
the advisory committee results in the changes we
see on the front line.”

The most common problem she faces, for
example, is when a health plan begins micro-
managing a patient’s hospital stay as opposed 
to evaluating the appropriateness of the stay,
Pabst adds. When that occurs, she says, “we
request a meeting of the plan’s medical director
and supervisor of review nurses, myself, and
our physician advisor to discuss the implica-
tions of the change in behavior. We are generally
able to come to some agreement.”

Her organization has been fortunate in its deal-
ings with health plan reviewers, she notes, proba-
bly because it took a proactive stance early on.
“I’ve been in this role a long time prior to man-
aged care, and as it became more pervasive, we
continued to establish relationships with insur-
ance plans,” Pabst says. “When we had [review-
ers] who did not appear to be well-qualified, we
would interact at the company level to indicate
our frustrations. This raised the awareness on the
part of [managed care] companies for qualified
people to do their reviews.” 

Providers in other areas of the country are not
as lucky in their dealings with health plans, Pabst
notes, a point that is underscored by Sandra
Lowery, RN, BSN, CRRN, CCM, president-elect
of the Little Rock, AR-based Case Management
Society of America.

“[Providers] are being asked to provide utiliza-
tion reviews on patients in unprecedented num-
bers — often on up to 100% of their patients,” says
Lowery, who is president of CCMI Associates, a
case management consulting firm in Francestown,
NH. “Some hospital case managers are being
asked for daily utilization review of their patients.
If there are 30 patients on a floor, that leaves little
time for other responsibilities.”

There is almost always someone from the
health plan overseeing utilization of benefits, but
to have someone fill the case management role is
far less common, Lowery notes. “That happens if
[the case] meets a trigger point, a severity indica-
tor, if the health plan has case managers, and if
they have qualified case managers.”

There usually are selection criteria for a case
manager rather than a utilization reviewer to
work on a case, she adds, and the decision is
clearly based on financial risks.

Patients and families — as well as the employ-
ers who select health plans — need to be edu-
cated about the benefits of having a case manager

assisting them and about how well various health
plans serve the patient’s interests, Lowery says.
(See related story, p. 9.)

Many providers have merged utilization
review and discharge planning under the
umbrella of case management, she points out, and
payers have done the same thing. “Utilization
review professionals and case managers and dis-
charge planners have different skill sets, but uti-
lization review nurses are increasingly required or
requested to perform case management.”

Although such an approach may reduce frag-
mentation, “it’s not good if the person is not
qualified to do it. They may or may not have
interviewed for the new position.”

Changing plans fosters short-term approach

One of the ways health plans differ is in
whether they look at coverage over the long haul
or in the short term, notes Pabst. “Some are very
short-term, bottom-line-focused. There are others
who appear to manage over the long term, to
improve the health of the members.”

In the past, Moran points out, employers
stayed with insurance plans for a long time.
“Now a lot of companies shop around and peo-
ple are forced to change plans,” he says, which
tends to foster a short-term approach to health
care spending. “Some health plans may not see
the importance of spending up front and saving
later. If a person has multiple sclerosis and is now
mobile, for example, a lot of effort can go into
prevention.”

On the other hand, he says, “Where do you
draw the line?” It’s a given that hospital dis-
charge planners and case managers are under
pressure, Moran acknowledges, but he says they
often don’t understand the insurance perspective.
Restrictions are often driven by the employer,
Moran adds, with high copayments and deducti-
bles and limited catastrophic coverage.

“If I’m a nurse in an oncology research unit,”
he continues, “and have a patient dying and a
question about a new experimental treatment, I
might say, ‘The insurance companies just want
people to die. They’re not willing to pay for
this.’”

In reality, experimental treatments may be an
exclusion in the member’s policy, Moran points
out.

“Maybe we should cover it, but then where do
you draw the line?” Moran says. “There’s always
another one out there, so what don’t you cover?

8 HOSPITAL PEER REVIEW ® / January 2000



The underlying belief system is that health care 
is a right, but that’s not written out anywhere.
People are not willing to pay more taxes, and
employers can’t afford to pay premiums. These
are social issues. The industry is being run more
and more as a business.”

The question then becomes, “What can we do
to maximize the benefit so people get the appro-
priate care in the appropriate setting at the appro-
priate time?” Moran asks, suggesting, “If the
insurance case manager, the hospital discharge
planner, and the home care and rehab managers
meet in forums outside their jobs and get to know
each other, they understand where the other per-
son is coming from.”  ■

Consumers tuning in 
to plans’ quality ratings
Accreditation focusing more on outcomes

Among the influences driving health plans to
be more accountable and consumers to be

better informed are the health care industry’s
various rating systems.

While employers and individuals typically
choose health plans primarily on price, several
experts in the field say that is changing, partly
because of the information that is more readily
available regarding company performance. 

“Traditionally, consumers don’t look at their
policy until they get sick,” says Peter Moran, RN,
MS, CCM, Cm, president of the Case Management
Society of New England and staff nurse case man-
ager for Harvard Pilgrim Healthcare in Portland,
ME. “As consumers get more educated, we’re
going to see that they will shop for quality.”

Some of the pressure toward measuring health
plan performance is coming from more enlight-
ened purchasing groups, Moran notes. “There is 
a large group of Massachusetts employers, the
MassHealth Purchasing Consortium, that decided
because they purchase so much health care, they
would look at keeping prices down. Now they’re
also looking at outcomes.”

Industry ratings, such as those from the National
Committee for Quality Assurance (NCQA) in
Washington, DC, don’t address the specifics of dis-
charge planning but are becoming more oriented
toward care outcomes, says Sandra Lowery, RN,
BSN, CRRN, CCM, president-elect of the Little
Rock, AR-based Case Management Society of
America and president of CCMI Associates, a case
management consulting firm in Francestown, NH.
“Recently, because of consumer protests and anti-
managed care backlash, [NCQA] has been pres-
sured to change its criteria to include outcomes,”
she adds. “So it’s better than it used to be.” 

NCQA, a watchdog organization that evalu-
ates the quality of health care, issues regular
reports, updated monthly, rating health plans.
Although 75% of the weight of the NCQA survey
is on the plan’s systems and processes, including
such issues as how physicians are credentialed,
the remaining 25% is now focused on patient out-
comes, says NCQA spokesman Brian Schilling. 

The Utilization Review Accreditation Com-
mission (URAC) in Washington, DC, has been
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Discharge planning 
got boost from HMOs?

Hospitals started becoming aware of the
importance of discharge planning to

their operations with the establishment in the
early 1980s of the Medicare prospective pay-
ment system, says Donald B. White, spokes-
man for the Washington, DC-based American
Association of Health Plans. But it was only
when HMOs emerged as major deliverers of
health care, he suggests, that discharge plan-
ning received serious emphasis.

“In health care, as in most areas of life,
things happen when there’s a financial rea-
son, or motive, for them to happen,” White
says. “Before, there was a lot of talk about
discharge planning, but in whose best interest
was it to do discharge planning? Was it in the
best interest of the physicians? No. The insur-
ance companies did have a vested interest,
but — with rare exceptions — they didn’t get
involved with the delivery of health care.”

Those who criticize insurance plans for
their emphasis on short lengths of stay, he
says, overlook the attention that is given to
post-discharge care. Citing his own experi-
ence with abdominal surgeries 30 years apart,
White says follow-up care today is far supe-
rior than with the fee-for-service insurance he
had in the past.

“Thirty years ago, I could have used home
visits,” he adds. “It didn’t have to do with
money, but with having someone think about
what the course of treatment should be.”  ■



HHS grants promote 
nursing home quality

The Department of Health and Human Services
is awarding $450,000 to four national organiza-

tions on aging to improve the quality of nursing
home care. The awards, part of the Clinton admin-
istration’s nursing homes initiative, will support
the demonstration of approaches to empower
communities and families to improve nursing
home care.

The grants are a joint initiative of the Admini-
stration on Aging and the Health Care Financing
Administration (HCFA) and have been awarded
to organizations in Washington, DC, and Miami.
The initiative promotes quality care for the 1.6
million elderly and disabled Americans in nearly
17,000 nursing homes.

In 1995, HCFA issued the toughest nursing
home regulations in the history of Medicare and
Medicaid. After implementing those reforms and
monitoring the results, the administration took
additional steps in July 1998 to further ensure
that all nursing home residents receive good care.
HCFA’s Nursing Home Compare Web site (www.
medicare.gov) allows consumers to compare
inspection reports on nursing homes, and a free
new Guide to Choosing a Nursing Home is avail-
able by calling (800) 633-4227.

Grant recipients include:
• The National Association of Area Agencies on

Aging in Washington, DC, which will organize

intergenerational groups such as schools, service
clubs, religious organizations, and pet therapy pro-
grams to bring companionship and other activities
to nursing home residents. Selected quality-of-life
categories will be measured at the outset and con-
clusion of the pilot.

• The National Long Term Care Ombudsman
Resource Center in Washington, DC, under the
auspices of the National Citizens Coalition for
Nursing Home Reform, will solicit applications
and fund two local ombudsman initiatives to
address resident neglect and abuse. The State
Long Term Care Ombudsman programs provide
advocacy, information, and support to residents
of nursing homes and their families.

• The National Center on Elder Abuse in
Washington, DC, will use focus groups to develop,
demonstrate, and evaluate a “risk profile tool.”
This tool will assist professionals and nonprofes-
sionals who regularly enter or work in nursing
homes to target prevention and intervention
efforts for nursing homes and individual residents
most at risk for abuse, neglect, or exploitation.

• The National Policy and Resource Center 
on Nutrition and Aging in Miami will have regis-
tered dietitians use Nutrition Care Alerts to
increase awareness of the signs of malnutrition
and dehydration in nursing home residents and
promote an interdisciplinary team approach to
improving nutritional care. Nutrition Care Alerts
are a tool developed by the Nutrition Screening
Initiative to call attention to warning signs and
action steps to help avoid unintended weight loss
and dehydration.  ■

10 HOSPITAL PEER REVIEW ® / January 2000

accrediting organizations that do utilization
review since 1991, says Valerie Nosek, a URAC
accreditation reviewer. In June 1999, URAC, also
known as the American Accreditation Healthcare
Commission, issued its first report on case man-
agement companies, Nosek adds. 

“We have an accreditation program for organi-
zations that provide telephonic or on-site case
management services in conjunction with a pri-
vately or publicly funded benefits program,” she
says. That includes stand-alone case management
companies, as well as health plans with a case
management department, Nosek says.

“Discharge planning is covered globally but
not specifically under our standards,” she says.
“The standard that would most apply is for the
plan of care. [The organization being accredited]
would have to document a case management
plan for each client that talks about long-term

and short-term goals, what resources should be
utilized, time frames for follow-up and evalua-
tion, and how long services should be provided.”

Meanwhile, physicians are developing a better
understanding of the need to use resources effec-
tively. This shift in physician attitudes is making
reviews by insurance plans redundant, says Lois
Pabst, RN, MBA, CNAA, A-CCC, director of care
management for Eastern Connecticut Health
Network in Manchester. “Physicians are changing
their behavior through risk contracting and from
learning about best practice. There is a lot of
information published showing that long [hospi-
tal] stays don’t equal better care.”

Pabst applauded the November announce-
ment by UnitedHealthcare that it was freeing
physicians of the need to get approval for medi-
cal treatments and hospitalizations. “It’s a trend
that should be happening,” she says.  ■





piece that’s broken, but you may need to look at a
larger system, such as how you credential your
medical staff or how you assess the competency
of your staff in general, to see if it is flawed,” she
says. And when it comes to addressing those
larger systems, if you don’t have the support and
active involvement of leadership, fixing the prob-
lem becomes extremely difficult.

“You need to have someone with the clout to
make some of those larger system changes, such
as allocating resources to invest in new equip-
ment or new programs,” Lima says. “When we’re
talking about a sentinel event in an organization,
[leadership] needs to have an understanding of
what’s happened and what’s being done to fix
the problem and keep it from happening again.”

Staff education streamlines processes

Another important factor in responding effec-
tively to sentinel events is staff education. Every-
one in the organization should have at least a
broad-based knowledge of what a sentinel event
is and how it should be reported to appropriate
personnel. That sort of general information can
be supplied at orientation meetings for new
employees and at annual “refresher” inservices
for existing personnel.

“Clearly, the employees who may be involved
need to know how to report sentinel events as
quickly as possible, because you need to start the
investigations and analysis quickly to be able to
determine the root causes in the given time frame
and decide whether to report to the Joint Commis-
sion and protect all the information,” Karsten says.
“A lot of things need to happen almost immedi-
ately after the event occurs. So, everyone having a
baseline knowledge of sentinel events and recog-
nizing the importance of notifying the appropriate
personnel is going to be key.”

Educating staff about how the organization
responds to sentinel events is important for
another reason as well, Karsten notes. “These
are individuals who could report information
directly to the Joint Commission if they don’t
feel it was handled appropriately internally,”
Karsten says. “You want all members of the
organization to know that you take sentinel
events seriously when they are reported and 
to understand the process that you follow.”

(For a checklist of the components of a hospi-
tal sentinel event policy, see p. 11.)  ■

Part 1 of a 3-part Series

When does a complaint
become a grievance?
How to strengthen your patient grievance process

By Patrice Spath, ART
Brown-Spath Associates
Forest Grove, OR

Included in the new Conditions of Participation
(CoPs) issued by the Health Care Financing

Administration (HCFA) is the requirement that 
a hospital’s governing board ensure that there is 
a well-defined process that patients can use to 
file grievances and receive feedback.1 Notifica-
tion of the grievance process must be provided
to patients along with other statements of their
rights. Even if your hospital already has a patient
grievance process, it may need to be changed 
or strengthened. The CoPs allow hospitals a lot
of latitude in meeting the grievance process
requirements. Nonetheless, the standards do
require that certain elements be in place. This
article is the first in a three-part series about how
to comply with HCFA’s standards for patient
grievance processes. This month, we cover the
first critical question you need to ask: What is the
difference between a complaint and a grievance?

The CoPs do not offer a definition for the term
“grievance.” Thus, the regulations are unclear
and could be interpreted to include clarification
requests or voiced concerns that can be resolved
informally. Until HCFA issues Interpretive
Guidelines for this aspect of the patients’ rights
standards, it will be up to the individual facility
to sort out the difference between patient com-
plaints and grievances. Existing federal regula-
tions that govern the health care industry may
provide some insight into how hospitals can dif-
ferentiate between complaints and grievances.

HCFA requires peer review organizations
(PROs) to respond to patient complaints about qual-
ity of care at Medicare-participating providers. The
complaints must relate to a Medicare-reimbursable
service. The purpose of the PRO’s review of patient
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complaints is to judge whether or not the com-
plaint is valid. To determine the validity of a benefi-
ciary’s complaint, the PRO evaluates the service to
see if it meets professionally recognized standards
of health care, including appropriateness of care
and adequacy of access. 

The terms complaint and grievance both appeared
in HCFA’s Guidelines for Implementing and
Monitoring Compliance with Quality Improve-
ment Standards for Managed Care (September
1998). However, HCFA made it clear that the stan-
dard does not distinguish between “formal” and
“informal” grievances, or between “grievances”
and “complaints.” For the purpose of the patient
rights standards that apply to federally funded
managed care organizations, a grievance is defined
as any communication, oral or written, from an
enrollee to any employee of the organization or of
its providers, expressing dissatisfaction with any
aspect of the organization’s or provider’s opera-
tions, activities, or behavior, regardless of whether
any remedial action is requested. 

The Interpretive Guidelines for this standard
also provide some examples of possible subjects of
grievances. These include complaints about the
quality of services provided; complaints about
interpersonal aspects of care, such as rudeness by a
provider or staff member; and failure to respect any
of the enrollee’s rights. Many states have adopted
similar regulations for all health plans. In state reg-
ulations, the term “grievance” generally applies to
appeals made for service coverage denials. Other
concerns would be classified as complaints. 

The patient grievance process in the new CoPs
arose from recommendations made in 1997 by the
Presidential Advisory Commission on Consumer
Protection and Quality in the Health Care Industry.
However, the Consumer Bill of Rights and Respon-
sibilities promulgated by this Commission uses the
term “complaint” rather than “grievance.” 

A complaint, according to the President’s
Commission, is “any expression of dissatisfaction
to a health plan, provider, or facility by a consumer
made orally or in writing. This includes concerns
about the operations of providers, insurers, or
health plans, such as waiting times, the demeanor
of health care personnel, the adequacy of facilities
or the respect paid to consumers, and claims
regarding the right of the consumer to receive ser-
vices or receive payment for services previously
rendered, including the organization’s refusal to
provide services the consumer believes he or she 
is entitled to.”2 It seems evident that federal and
state regulators use the terms “complaint” and

“grievance” indiscriminately and sometimes syn-
onymously, whereas the President’s Commission
did not use the term “grievance” at all. 

Don’t rely on a statement such as, “a complaint
becomes a grievance at the point it is reduced to
writing and submitted to the appropriate authori-
ties,” or your hospital may find itself investigating
a lot of grievances that are really only questions
about the bill or service concerns that could have
been handled informally. While formal patient
grievances could be filed about the hospital’s
billing practices, the patient rights standard in the
CoPs most likely refers to complaints about qual-
ity of care, denied access to care (e.g., premature
discharge, failure to order diagnostic studies, etc.),
or violations of personal rights. Also remember
that the CoPs allow patients to make verbal
grievances, so be sure your definition is not lim-
ited to written notices.

Sample definitions for a complaint and a
grievance are shown in the box on p. 14. These
definitions focus on quality of care issues, rather
than billing or other administrative issues. These
definitions can serve as a starting point for hospi-
tals seeking to develop their own definitions.
Remember to watch for HCFA’s release of Inter-
pretive Guidelines, as they may provide more
guidance about the exact nature of grievances. 
As of now, hospitals will best be served if they
develop a definition for grievances that meets the
original intent of the Consumer Bill of Rights and
Responsibilities.

How formal is the process?

The factor that distinguishes a complaint from
a grievance is the formality of the process. In a
grievance situation, the patient (or the patient’s
representative) is specifically requesting that his
or her complaint undergo a formal (and therefore
well-defined) review process. This request may
follow a complaint that was not resolved to the
patient’s satisfaction, or the request for a formal
review may be the first step a patient takes when
he is dissatisfied. 

It will be important to inform patients that they
have several avenues for voicing concerns, and fil-
ing grievances is not the only mechanism to ensure
they receive satisfactory responses. Many hospitals
already have a statement in the listing of patients’
rights that lets people know a formal grievance
process is available. However, patients also should
be notified that voicing their concerns directly to
caregivers or other hospital staff can, in most



instances, resolve the problem quickly and effec-
tively without the need for a more formal review. 

Next month’s “Quality/Cost Connection” col-
umn will describe the patient grievance process
and offer hospitals practical recommendations for
meeting the intent of the CoPs. 

[Editor’s note: A copy of the “Consumer Bill of Rights
and Responsibilities” is available on the Web site of the
Presidential Advisory Commission on Consumer Protec-
tion and Quality in the Health Care Industry. Address:
www.hcqualitycommission.gov. To obtain a printed copy
of the report, call (800) 732-8200, or write to Consumer
Bill of Rights, Box 2429, Columbia, MD 21045-1429.]

References

1. Medicare and Medicaid Programs. Hospital Conditions
of Participation: Sec. 482.13, patients’ rights (issued July 2,
1999). 

2. President’s Advisory Commission on Consumer
Protection and Quality. “Consumer Bill of Rights and
Responsibilities.” Washington, DC: July 1998, chapter 7.  ■

Make quality a key part 
of hospital compliance
Too many are not taking this integrated approach

If you think corporate compliance is somebody
else’s responsibility, think again. Although

most quality departments haven’t had to shoul-
der much of the compliance burden, that could —
and should — be changing, some experts say.

Judy Homa-Lowry, MS, RN, CPHQ, president
of Homa-Lowry Healthcare Consulting in Canton,
MI, says that when it comes to corporate compli-
ance, many organizations aren’t taking full advan-
tage of the resources they’ve had in place for years,
including quality management. 

Using the model compliance guidance for hos-
pitals developed by the Department of Health and
Human Services Office of Inspector General as a
blueprint, most organizations have consolidated
responsibility for compliance under a compliance
officer, who in turn reports to the chief financial
officer or another high-ranking member of the 
hospital’s administration. An unfortunate and per-
haps unintended consequence of this sort of struc-
ture is that the compliance officer controlling the
process may not be aware of how other depart-
ments could help complement or refine the com-
pliance program. “The thinking tends to be, ‘Well,
now we have to do compliance,’ so they start
doing things without really tapping into the other
systems already in place,” Homa-Lowry says.

Homa-Lowry says she became aware of the
possible benefits of involving quality manage-
ment in the compliance effort in her talks with
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Sample Definitions
Complaint: A written or verbal concern or objec-
tion from a patient or the patient’s designated
representative regarding the quality or appropri-
ateness of patient care that can be effectively
addressed and resolved by informal means.

Grievance: A written or verbal request by a
patient or designated representative to have the
facility formally review the patient’s concern or
objection about the quality or appropriateness of
patient care.



health care attorneys and prosecutors, all of
whom stressed the need to monitor and improve
compliance processes. “Since [process improve-
ment] is such a routine part of what quality pro-
fessionals have done for years, it seems like a
missed opportunity when they’re not more
involved in it.”

Significantly, almost all of the risk areas identi-
fied by the OIG in its guidance are relevant to qual-
ity departments. Examples include the following:

• Medical necessity of services. This includes
seeking reimbursement for a service that isn’t
warranted by the patient’s current and docu-
mented medical condition, billing for inadequate
or substandard care, and failing to provide cov-
ered services or necessary care to members of a
health maintenance organization.

• Patient freedom of choice. “This area is of
particular importance for hospital discharge
planners referring patients to home health agen-
cies, durable medical equipment suppliers, or
long-term care rehabilitation providers,” Homa-
Lowry says. Besides resulting in federal penalties,
failing to inform patients of their right to choose
to be referred to facilities other than those owned
by the hospital system might lead to malpractice
claims.

• Eligibility determinations. This category
would include arranging home health services
for patients who are not homebound.

• Documentation. In a legal sense, if some-
thing isn’t documented, it didn’t happen. That’s
why it’s crucial to clearly document communica-
tions with payers, including preauthorizations,
coverage issues, and discharge issues, and to
insist that caregivers fully document the services
they provide.

Homa-Lowry notes that while accreditation
and compliance are different issues, there are par-
allels, and experience in dealing with standards
set by the Oakbrook Terrace, IL-based Joint Com-
mission on Accreditation of Healthcare Organiza-
tions is likely to give quality managers a leg up
when it comes to understanding and dealing
with compliance issues. 

She adds that, in 2000, the Joint Commission 
is likely to set new utilization standards. “And
they’re saying that people are going to need to
prioritize and take a look at where resources are
being utilized and spent. In order to monitor that,
you would use the quality process to look at uti-
lization issues,” she says. “If you’re having prob-
lems with utilization issues, that could potentially
reflect issues in compliance as well.”  ■

JCAHO hikes survey fees,
scraps decision category

The Board of Commissions of the Oakbrook
Terrace, IL-based Joint Commission on

Accreditation of Healthcare Organizations
(JCAHO) voted in early November to hike by
3.25% the fees it charges for periodic full surveys
in all areas except ambulatory care and home
care. The fee increase, scheduled to take effect
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Jan. 1, was the Joint Commission’s first across-
the-board hike since 1994.

In a statement regarding the increases, JCAHO
President Dennis S. O’Leary, MD, said the rate
hikes reflect the Joint Commission’s difficulties
with “continued inflation in the labor market and
in travel and other vendor costs.” (See “JCAHO
shake-up: Symptom of serious financial woes?”
in Hospital Peer Review, December 1999, p. 180.)

At the same board meeting, JCAHO’s commis-
sioners voted, as expected, to scrap Accreditation
with Commendation as an official decision cate-
gory. Last July, in its critical report on the Joint
Commission’s activities, the Health and Human
Services Office of Inspector General said the cate-
gory had become meaningless and should be
either revitalized or done away with. In a state-
ment justifying the decision, the Joint Commission
claimed that “recent experience had suggested
that the Accreditation with Commendation deci-
sion category was leading organizations to place
undue pressure on their senior management staff
to achieve Commendation and to seek to influence
surveyors not to cite them for insufficient compli-
ance with Joint Commission standards.”  ■

Judy Homa-Lowry, RN, MS, CPHQ, president,
Homa-Lowry Healthcare Consulting, Canton, MI.
Telephone: (734) 459-9333.

Mark Kadzielski, partner in charge of West
Coast health care practice at Akin, Gump, Strauss,
Hauer & Feld in Los Angeles. Telephone: (310)
229-1000.

Terri S. Karsten, JD, associate counsel, provi-
der operations; Nancy Lima, MBA, BSN, CPHQ,
FNAHQ, director, performance improvement,
Catholic Health Initiatives, Cincinnati. Telephone:
(513) 347-1000.

Sue Prophet, RRA, CCS, director of classifica-
tions and coding, American Health Information
Management Association, Chicago. Telephone:
(312) 787-2672.

Fay Rozovsky, JD, MPH, DFASHRM, princi-
pal, The Rozovsky Group Inc., Richmond, VA.
Telephone: (804) 364-2956.  ■
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To earn continuing education (CE) credit for sub-
scribing to Hospital Peer Review, CE participants

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

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

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

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

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



January 2000 / Supplement to HOSPITAL PEER REVIEW ®

Patient satisfaction soars
with happier employees
Mayo Clinic focuses on staff to improve service

Is it possible to have happy patients and unhappy
employees? Administrators at the Mayo Clinic 

in Rochester, MN, don’t think so. And that’s why
employee satisfaction became the focus of a special
project to improve service at the Mayo Clinic’s
division of general thoracic surgery. 

By addressing everything from workload con-
cerns to the physician-nurse relationship, the gen-
eral thoracic surgery unit at St. Mary’s Hospital
improved morale as employee satisfaction soared.
Patient satisfaction rose with it to an astounding
100% excellent rating. 

“Service, from the patient’s and family’s eyes,
is all the things that happen when someone talks
to them, someone helps them. It’s a thousand
things a day,” says Victor Trastek, MD, former
chairman of the division of general thoracic
surgery in Rochester, who is now chairman of
the department of surgery at Mayo Clinic in
Scottsdale, MN. “[We felt that] if the staff were
well-supported and worked together well, they
would have a better chance of providing good
service.” 

The project began in 1997 when the general tho-
racic surgery unit at St. Mary’s Hospital set up a
quality improvement team, then joined a collabo-
rative with the Institute for Healthcare Improve-
ment in Boston to improve service. Their aim: “To
significantly improve the ‘delight’ of both employ-
ees and patients on Francis 5C.” 

“If you don’t have employees who feel they’re
valued, that their work is worthwhile, it doesn’t
matter how many processes you refine and per-
fect, it’s still not going to be the best service to
your patients,” explains Stephanie Sveen, RN, 
a staff nurse who is on the QI team. 

The effort required a substantial commitment.
More than a year after the project began, the team
still meets two days a week for at least an hour.
“We felt very strongly that this is a part of run-
ning our business,” says Trastek. “Now it’s just
part of my daily work. It’s just like going to the
operating room.” 

First, the General Thoracic Surgery Team
(dubbed Francis 5C for the wing of the hospital)
needed to know how employees felt about their
jobs. Everyone who had patient contact received
a survey — physicians, nurses, patient care assis-
tants, housekeepers, and respiratory therapists. 

The surveys asked employees to list both what
they enjoy about their work and their frustra-
tions, and to answer other questions such as how
much independence they felt they had to make
decisions for the patient’s well-being. They also
rated their overall satisfaction with their jobs. 

The survey had a response rate of about 50% to
60%, and overall, employees gave the unit a score
of 68 out of 100. “When this initiative started, the
staff saw this as a flavor-of-the-month type of
thing,” says Sveen. “They didn’t trust that we
were going to make any huge changes. There was
a reluctance to participate.” 

Still, the response allowed the team to identify
five major areas: workload, relationship build-
ing, communication and information, recogni-
tion, and physical comfort/environment. The
team began to brainstorm about those areas, and
showed that they were willing to attack even
hard problems by conducting rapid quality
improvement cycles. 

After about two months, a group of nurses came
into one of the team meetings with a concern. The
floor had been renovated, and new monitoring
equipment allowed the integration of both general
care and intermediate care (sicker) patients. The
unit cares for lung and esophageal patients, includ-
ing a large percentage of lung cancer patients. 

The nurses complained that staffing was inade-
quate to deal with the greater needs of some
patients while still providing the emotional care-
giving they felt was a vital part of their jobs. 

While workload is a tough issue, “it was clear
that the group had to deal with it, because that’s
what we said we will do,” says Trastek. The QI
team, which included the nursing manager,
increased the nurse-per-patient ratio, even though
it meant the unit would be over budget. After the
staff became more accustomed to the new patient
mix, the unit was able to return to a staffing level
that was within budget. 
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That swift response brought the QI team a new
sense of respect. “It solved the staffing problem
immediately, and they got a tremendous buy-in
from the nursing group,” says Trastek. 

The Francis 5C team also addressed the diffi-
cult issue of relationships with a “gap analysis.”
Nurses complained that they didn’t feel valued
by the surgeons, and the team wanted to know
where the communication breakdowns occurred. 

They surveyed a sample of 20 nurses with a
questionnaire that asked four simple questions. It
asked nurses to circle the names of the five sur-
geons who: “listen to your concerns about patient
care,” “value your contributions to patient care,”
“expressed their appreciation of what you do for
their patients,” and “have made progress in
developing good rapport with FR5C nursing
staff.” 

The surgeons received a similar questionnaire,
with a yes-no version of the questions: “Do you
listen to the nurse who expresses concerns about
your patient?” 

Surgeons were taken aback when they received
their results. “The surgeons thought they were
doing wonderfully when, in fact, there were sig-
nificant gaps,” says Sveen. 

The issue was a touchy one, but the effort
paid off. Within a week of the “gap” surveys,
the nurses said they could tell a difference in
how surgeons responded to them. Surgeons
were more likely to express appreciation for a
job well done, and nurses felt like a valued part
of the team, Sveen says. 

“We’re the eyes and the ears for those doctors.
We’re the ones who spend so many hours with
the patients,” she says. “They trust what we’re
telling them, and they’re listening more. It gets to
the point where they actually ask for our input.
In the past, we were basically not acknowledged
at all.” 

The team repeated the gap analysis between
nurses and nursing assistants, the nurse manager
and nurses, and nurses and physician assistants. 

The team took other steps to improve commu-
nication. It placed a white board in each patient
room with a dry erase marker. That became a tool
for sharing information among the patient, fam-
ily, doctors, and nurses. Physicians and nurses
would write critical lab values and reminders,
and patients could write questions. The staff and
physicians also now have special forms to jot a
note or comment to each other. And the team
began a Francis 5C newsletter with employee
information. 

After the team’s actions, the employee satisfac-
tion rating rose as high as 84 out of 100, and 100%
of patients gave Francis 5C a rating of excellent.
Other units at Mayo are now looking at the Francis
5C model.

The team continues to meet and address both
staff and service issues. “Instead of wondering
what they can do about it, [employees] have a
place they can go with concerns and issues,”
says Sveen. “We can’t promise to solve every-
body’s problem, but we’re working in the right
direction.”  ■

Clinicians offer better way
to deliver bad news
Method builds trust, reduces unneeded treatment

Perhaps there is no more difficult moment in
medicine than when a caregiver tells a

patient about a cancer diagnosis, a failed treat-
ment, or other bad news. While nothing can take
away the pain and high emotion of that event,
two physicians are determined to help health
care providers handle that task compassionately
and appropriately. 

How clinicians deliver bad news can affect
patient trust and satisfaction as well as quality of
care, says Walter F. Baile, MD, chief of psychiatry
at the University of Texas M.D. Anderson Cancer
Center in Houston. “It’s extremely stressful to
give bad news, especially when the outcome is
very guarded. There may be a tendency to sugar-
coat the bad news or give incomplete information
or be vague so the impact of being the messenger
is lessened. 

“While that may work in the short run, in the
long run the patient may come to feel that the
physician wasn’t being truthful,” he says. “We
need to teach doctors skills to support the patient
at the same time they break bad news, so the
physician doesn’t have to feel he’s just the bearer
of bad news but that he can do something psy-
chologically therapeutic.” 

Baile and Toronto oncologist Robert Buckman,
MD, PhD, FRCPC, developed workshops and
CD-ROM and video presentations that take a
step-by-step approach to teaching an empathetic
approach to delivering bad news. Buckman is
also a professor at the University of Toronto. 



Patients want direct information so they can
make choices, say Baile and Buckman. But they
also need their feelings acknowledged in a caring
way. 

Surprisingly, most oncologists don’t receive
any special training in how to break bad news,
although their work obviously requires such dif-
ficult conversations often. “It’s like not training
fire fighters in handling heat,” says Buckman,
who has been studying the issue since 1984. 

When providers feel uncomfortable about
such conversations, they may act in ways that
lessen their own anxiety but that are not neces-
sarily best for patients, says Baile. “Those [provi-
ders] who aren’t able to say, ‘It’s really not going
to be in your best interest to have chemotherapy
because it’s not going to prolong your life,’ end
up giving chemotherapy at the end of life and
actually depriving patients of the quality of life
they could have,” he says. 

Patients also need information that enables
them to give informed consent and participate
in decision making. But they need to hear com-
forting words that reassure them that their
physician understands their feelings, says
Buckman. Openly acknowledging a patient’s
emotional reaction “actually does make coping
and resolving better.” 

Buckman and Baile developed a protocol they
call SPIKES to help providers remember the steps
involved in delivering bad news sensitively. (See
box, at right.) Following the protocol, providers
first ask patients to give their perception of their
medical situation and how much detailed infor-
mation they would like to hear. If a patient breaks
down or expresses anger or other emotions after
hearing the news, the provider verbally acknowl-
edges that empathetically. 

“It’s not a wishy-washy, touchy-feely thing,”
says Buckman. “It’s a straight interview tech-
nique in which you acknowledge the patient’s
emotion, you identify the cause or the source 
of the emotion, and you respond in a way that
shows you made the connection between one
and two.” 

Patients want their emotions to be addressed,
says Baile. “They’re grateful for your having let
them know that you acknowledge their distress.
It’s validating.” 

Now Buckman and Baile are trying to deter-
mine how best to deliver their message to
physicians. 

A study of intensive physician workshops
using role-playing showed good physician

acceptance of the technique.1 Participants
reported feeling more confident with 18 of 21
items related to breaking bad news, such as han-
dling patients’ emotional reactions and respond-
ing empathetically to patients’ feelings. 

Other studies also show a link between com-
munication skills and patients’ responses. For
example, researchers at Johns Hopkins Univers-
ity School of Hygiene and Public Health in
Baltimore found that breast cancer patients feel
less anxiety when a doctor acknowledges their
emotional state. A statement of compassion that
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Follow the 5 SPIKES steps 
for breaking bad news

Health care providers can deliver upsetting medi-
cal news in a way that is both informative and

understanding if they follow five simple steps.
Walter F. Baile, MD, chief of psychiatry at the
University of Texas, M.D. Anderson Cancer Center
in Houston and Robert Buckman, MD, PhD, a med-
ical oncologist and professor at the University of
Toronto, developed a protocol with the acronym
SPIKES to help physicians remember the steps: 

• Setting.
Create an appropriate setting that provides

for: privacy, patient comfort, uninterrupted time,
and sitting at eye level; invite a significant other
if desired. (All those factors assist in establishing
patient rapport.) 

• Perception.
Elicit the patient’s perception of his or her prob-

lem. “Tell me what you understand about the rea-
son we did the tests.” 

• Invitation.
Obtain the patient’s invitation to disclose the

details of the medical condition. “When the test
results are completed, are you the type of person
who likes to know everything . . .” 

• Knowledge.
Provide knowledge and information to the

patient. Give information in small chunks, check
for understanding frequently, and avoid medical
jargon. 

• Empathize.
Empathize and explore emotions expressed by

the patient. For example, say to the crying patient,
“I can see that you weren’t expecting this kind of
news.” 

• Summary and Strategy.
Provide a summary of what you said and nego-

tiate a strategy for treatment or follow-up. 
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takes as little as 40 seconds also makes the
patients feel the doctor is more caring and sensi-
tive, the researchers found.2

Providers can learn to veer from the purely
biomedical discussion to connect on a personal
level, say Baile and Buckman. One key compo-
nent of their workshops involves role-playing, in
which physicians act out actual situations that
they had identified from their own practice. 

“[All providers have] a troublesome case that
bothers them,” says Baile, “[such as] people they
got attached to that they had to tell there was 
no more effective treatment, breaking bad news
to kids. [The role-playing] is really centered on
the experiences that the physicians bring to the
workshops.” 

Role-playing gives providers a chance to better
understand their patients’ perceptions. “Since the
physicians play their own patients, they get into
their shoes,” says Baile. “You can’t help but, in a
way, experience some of the patient’s reaction,
emotions, and feelings.” 

The physicians have held workshops and lec-
tures at annual conferences of the American Soci-
ety for Clinical Oncology, based in Alexandria, VA.
They also filmed 45 scenarios that are presented on
the CD-ROM and video. 

Meanwhile, studies have begun on how the
SPIKES protocol affects physician behavior and
patient satisfaction, says Buckman. The Toronto
oncologist says he can see the difference these
techniques make to patients. “In two or three
years’ time, we’ll have evidence that using the
SPIKES protocol improves patient satisfaction,”
he predicts. 

[Editor’s note: For a copy of the four CD-ROM set
($175) and five-video set ($59 each or $239 for the
set) of A Practical Guide to Communication
Skills in Clinical Practice, contact Medical Audio
Visual Communications, 2315 Whirlpool St., Suite
240, Niagara Falls, NY 14305. Telephone: (800) 757-
4868. Fax: (905) 602-8720. E-mail: Dwc@mavc.com.
A Pocket Guide to Communication Skills that
summarizes the major points is also available for
$2.50 each, with a minimum order of 10. There are
discounts for volume purchases.]
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What’s the best way 
to promote guidelines?
Full-fledged adoption remains elusive

Arecent study confirms what you probably
already know: The publication of practice

guidelines fails to get voluntary compliance from
practitioners. What’s more interesting is that aca-
demic detailing (AD) is more effective than con-
tinuous quality improvement (CQI) teams in
changing clinical procedures. But neither method
produces the full-fledged adoption of guidelines
you may seek. 

To study the matter, a randomized controlled
trial compared the two methods of increasing
guidelines’ compliance in ambulatory settings.
The guidelines tested were national guidelines
for primary care treatment of hypertension and
depression. The AD intervention is modeled on
the methods of pharmaceutical sales representa-
tives. Physicians or pharmacists offer providers
brief, one-on-one educational sessions. The CQI
intervention involves multidisciplinary teams
empowered to target improvement opportunities,
set goals, and map and collect data on process
changes. 

Techniques warrant further study

Of their rather gloomy conclusions, the investi-
gators write, “The AD techniques and the CQI
teams evaluated were generally ineffective in
improving guideline compliance and clinical out-
comes regarding the primary care of hyperten-
sion and depression.” Both techniques, they add,
are socially complex interventions sensitive to
organizational culture and the personalities
involved. The strengths and shortcomings of the
techniques warrant further study. 

Meanwhile, however, they note that CQI
teams might be better suited to implementing
process changes already proven effective. AD
programs seem most effective when applied to
conditions that are obviously ripe for better
treatment regimens. 

[For more information, see: Goldberg HI, Wagner
EH, Fihn SD, et al. A randomized controlled trial of
CQI teams and academic detailing: Can they alter com-
pliance with guidelines? Jt Comm J Qual Improv
1998; 24:130-142.]  ■


