
Medication errors present
benchmarking headache,
no consistent measures
Lack of standardization stalls solutions

The recent furor over medication errors and
patient mortality has highlighted a unique
problem for quality managers and others

who are trying to get a handle on how extensive
the problem is in their own facilities as well as at
similar institutions.

Judy Smetzer, RN, BSN, is the director of risk
management services at the Institute for Safe
Medication Practices (ISMP) in Huntingdon Valley,
PA, a nonprofit organization that educates the
health care community and consumers about medi-
cation errors and their prevention. 

Smeltzer says her group doesn’t have much
confidence in the validity of medication error
rates outside of scientific research, for several rea-
sons. “There is no consistent process of defining,
detecting, and reporting errors among health care
facilities,” she says. “Many errors are unreported
because they cause no harm or are corrected
before they reach the patient. Other mistakes sim-
ply may not be associated with a bad outcome in
a critically ill patient.” 

Even when errors are detected, they may not be
reported, she adds. “Error reporting by practition-
ers is notoriously unreliable. Staff may fear punish-
ment or disciplinary action, or they may want to
avoid embarrassment. Discomfort with reporting
errors is so profound that only 5% of all errors
detected through research methodologies have
been reported simultaneously by practitioners.” 

Most medical facilities require that medication
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errors be reported to hospital administrative per-
sonnel. Sue Wright, RPh, MPA, executive direc-
tor of diagnostic and therapeutic services at
Memorial Hospital and Health System, a tertiary
referral center in South Bend, IN, reviews medi-
cation error reports from a variety of sources,
such as the nursing floor. 

“At Memorial, we are changing the way that
we address medication mistakes, and we’ve seen
an improvement in our error rates. We look at
medication errors as a percentage of the total
doses that we process. We track everything from
the time that a physician places an order until the
patient has received the medication, and we’ve
seen problems all along the line — in prescribing,
in dispensing, and in administering medications,”
she says. 

Memorial uses a computerized medication
error reporting system. The information is trans-
mitted from, for example, the nursing unit to the
master hospital database administration system.
Wright, the hospital risk manager, and the phar-
macy director receive a daily report of those
errors, and the pharmacy director follows up on
noteworthy mistakes. 

“A group in our pharmacy department reviews
medication errors,” says Wright. “Certain prob-
lems merit medical staff involvement by our
pharmacy and therapeutics committee and then
might be forwarded to the medical staff quality
assurance division for review.” 

Wright says Memorial Hospital has a philoso-
phy of benchmarking that involves best practice.
“We look for the best performance in a particular
area by a comparable institution, and then we
compare our performance. We’ll confer with that
institution to see how their methods could be
adapted for our use. With respect to medication
errors, we look for a facility that has either a low
error rate or for one that has dealt with a sentinel
issue and has performed a root-cause analysis to
help prevent future incidents.”

Lewis Sanders, RPh, a staff pharmacist at St.
John’s Mercy Medical Center, an 859-bed level I
trauma center in St. Louis, says most pharmacy
errors at his facility are discovered by a licensed
pharmacist who double-checks all medications
before their release. “Many of the errors we catch
have been caused by illegible writing on a script
or by a misunderstanding from a phone order.
‘Look-alike’ and ‘sound-alike’ drugs also present
a problem. We are notified of errors that do occur
— and their outcome — to prevent future mis-
takes,” he explains.
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In a facility like St. John’s, there’s often a high
volume of orders to be filled. “During a peak
period on a busy day, we might process hundreds
in an hour,” Sanders says. “One of the best safe-
guards is having an accurate and decipherable
order from the outset.”

Organizations such as the American Society of
Health-System Pharmacists (ASHP) in Bethesda,
MD, and the ISMP are dedicated to improving
the quality of pharmaceutical care via education,
collaboration, and the communication of the most
current safe medication practices to clinicians and
consumers.

John P. Santell, MS, RPh, is the director of the
Center on Pharmacy Practice Management of the
ASHP, a 30,000-member national professional
association that represents pharmacists who prac-
tice in hospitals, HMOs, long-term care facilities,
home care, and health care organizations.

ASHP has collaborated with the American
Medical Association, the American Nurses Associ-
ation, the Institute for Healthcare Improvement,
and the ISMP to find ways of reducing adverse
drug events. 

ASHP’s guidelines for preventing medication
errors in hospitals are used nationwide, and its
Web site (http://www/ashp.org) provides stan-
dards of practice, current pharmaceutical news,
and educational opportunities designed to
improve the care that pharmacists provide to
patients in health systems.

“Benchmarking that applies to reducing medi-
cation errors should first be a self-evaluation: How
successful we are now as opposed to last month?”
says Santell. “There is no national medication error
rate average that serves as a gold standard for per-
formance comparison, and there is no standard
denominator for a medication error.” 
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Numbers behind the
headlines on drug errors
The truth behind the stories

It isn’t just the media making mountains out
of molehills in reporting about medication

errors. (See cover story.) There are a variety 
of scientific studies that back up the media
activity. 

A recent survey of 1,500 health system regis-
tered pharmacists focused on errors that occur
in health systems.1

On average, respondents said there were
seven medication errors during the past month
in their pharmacy, and 50% said that from one
to four errors occurred. When asked about the
most frequent types, 59% of the pharmacists
indicated incorrect doses, 52% said it was omis-
sion of drugs, and 44% reported mistiming of
administration. Half of the respondents said
mistakes occurred most often during the
administration of a drug, slightly more than
25% pinpointed dispensing, and almost as
many cited the prescribing phase. 

These errors occur even though most of the
pharmacists surveyed said they use software
that alerts them to dangers such as allergies,
high doses, and drug interactions. More than
half work in hospitals that use automated

drug-dispensing machines, which the respon-
dents said help reduce errors.

Another study looked at ways to help avoid
errors. According to a report published in the
July 20, 1999, Journal of the American Medical
Association, harmful drug mistakes in intensive
care units decreased by 66% when a pharmacist
accompanied physicians on rounds and caught
errors made in prescribing. 

Researchers at Massachusetts General Hosp-
ital in Boston compared the rate of avoidable,
harmful drug reactions when a pharmacist
attended rounds with a period during which the
pharmacist was not present. The rate of harmful
medication errors fell from 10.4 per 1000 patient
days to 3.5 per 1000, and researchers estimated
that the prevention of harmful drug events saved
$270,000 per year. No additional funds were
spent; the pharmacist’s time was just allocated
differently.

The National Coalition on Health Care and
the Institute for Healthcare Improvement will
release a report this spring on how to reduce
medical errors and improve patient safety. 
For more information on the coalition and its
reports, visit the Web site at www.nchc.org, or
call the coalition at (202) 638-7151. 

Reference

1. Veccione T. Tracking med errors. Drug Topics’
Hospital Pharmacist Report 1999; 13(10):30-32.  ■



And numbers don’t tell the whole story, he
says. “An institution with a higher error rate [a
higher number of events] may simply be doing a
better job of detecting and documenting its errors
than a facility that has a lower rate. Classic com-
parison-counting approaches do not work very
well with respect to determining an accurate rate
of adverse events.”

The medication use process in most hospitals
has four domains: prescribing, dispensing, admin-
istering, and monitoring, Santell explains, with
diverse tracking in those areas. And, until recently,
medication error monitoring has not had a high
priority, so accurate data were difficult to accrue.
But, that’s changing, in part due to a sentinel event
policy implemented by the Joint Commission on
Accreditation of Healthcare Organizations in
Oakbrook Terrace, IL. 

“The reason for tracking is not to document
numbers; it is to learn something from adverse
events and to prevent such events in the future,”
he says.

The ISMP publishes a biweekly newsletter, the
ISMP Medication Safety Alert, that educates medi-
cal practitioners, hospital administrators, and
members of the pharmaceutical community
about safe medication practices. 

The ISMP Web site (http://www.ismp.org)
provides practitioners and consumers with the
most current information about drug alerts and
preventing medication errors. ISMP staff also
offer presentations on medication error preven-
tion and provide on-site evaluations of the entire
medication use process. The evaluation includes
a four-hour workshop and a comprehensive writ-
ten report that provides a system analysis of
weaknesses in the medication use process as well
as practical recommendations for reducing the
potential for errors.

“We’ve seen some really complex error reporting
processes that are impractical,” Smetzer says, “too
cumbersome for use by busy physicians, nurses,
and pharmacists. And we don’t really see many
cultures today that genuinely encourage error
reporting. If a hospital is using a medication error
rate derived from practitioner reporting systems as
a benchmark, that hospital is tacitly encouraging its
staff not to report mistakes.”

The definitions of “benchmarking” differ
widely among institutions, Smetzer notes.
“Actually, there are two components of bench-
marking: The benchmarks themselves are mea-
surements [that we know are not standardized
among institutions], and the enablers are the

specific practices that result in an outcome. The
practice must be matched with the outcome.
Benchmarking is not just a comparison of out-
comes. It must be a combination of standard-
ized measurement and a study of the processes
that cause results.”

Smetzer says she sees a role for benchmarking
if it is focused on specific areas. For example,
when the ISMP works with an organization such
as The Hospital and Health System Association
of Pennsylvania to create a benchmarking pro-
gram, the organization first collects in-depth
information about medication use practices and
processes. An area of focus is determined —
errors that involve heparin or insulin use — and
indirect measures of errors rather than incident
reports are studied. 

“For example, if medication errors involving
heparin are studied, we’ll ask for a measurement
of the number of partial thromboplastin time test
results over 100, data on the administration of
protamine, and other indirect measures that
would indicate that something is going on with
heparin infusions,” she says. “Lab values and the
use of reversal agents are examples of ‘nonthreat-
ening’ data that can be accurately collected. If
events are closely related to practices, we can
begin to match outcomes with those practices.”

Tips for a good program

Smetzer, Santell, Wright, and Sanders have
some sound ideas for organizations that want to
look at their medication error rates and create
quality initiatives to improve them. Their sugges-
tions are:

• Set up a nonpunitive system of error reporting.
• Use a systems approach to reduce medica-

tion errors.
• Use a root-cause system analysis to identify

the source of problems; don’t blame a particular
staff member or department for making a mistake.

• Maintain a voluntary, well-publicized report-
ing system, and work hard to make staff comfort-
able with reporting errors so the system can be
made better.

• Organize a multidisciplinary team that
includes physicians, a pharmacist, organizational
development staff, nurses, and technicians as well
as a trained group facilitator to address medication
errors in high-risk departments such as neonatal
intensive care.

• Communicate medication orders in a stan-
dardized format.

28 HEALTHCARE  BENCHMARKS ™ / March 2000



• Use protocols that contain dosage calculation
formulas and dosage range checks. Put alerts in
place to flag the dangers of high-risk or toxic
drugs.

• Eliminate all transcribing of handwritten and
oral medication orders in favor of computerized
order entry. Use this also for the documentation
of medication administration records.

• Make sure that at least one pharmacist is
available 24 hours a day.

• Instruct pharmacists to work on patient care
units side-by-side with physicians and nurses.

• Put the pharmacy in charge of preparing and
calculating the doses of all intravenously admin-
istered medications.

• Standardize administration times throughout
the hospital.

• Use bar coding to ensure the “five rights”:
the right drug, the right dose, the right strength,
and the right patient at the right time.

• If possible, involve patients as active part-
ners in their care, and educate them about the
effects of medications taken.

• Ensure that nurses, physicians, and pharma-
cists can access certain key information on all
patients.

• Abandon the use of calculating an error rate
from spontaneous error reporting systems, and
do not compare numbers of mistakes as a bench-
mark for medication error rates.

• Use focused surveillance to collect data on
adverse events, and analyze the practices that
cause those events. This type of nonthreatening
data collection is more effective than relying
solely on voluntary or mandatory reporting.

• Continue to calculate an “error reporting
rate.” The goal should be to have a high reporting
rate; the more errors reported the better the detec-
tion plan and the more you know about your
medication use system.

[For more information, contact:
• Anthony Vecchione, Senior Editor, Drug Topics’

Hospital Pharmacist Report, Five Paragon Drive,
Montvale, NJ 07645-2490. Telephone: (201) 358-4488.
E-mail: tony.vecchione@medec.com.

• Sue Wright, RPh, MPA, Executive Director of
Diagnostic and Therapeutic Services, Memorial
Hospital and Health System, 615 N. Michigan St.,
South Bend, IN 46601. Telephone: (219) 284-7125. 
E-mail: swright@memorialsb.org.

• John P. Santell, MS, RPh, Director of the
American Society of Health-System Pharmacists
Center on Pharmacy Practice Management, ASHP

Headquarters, 7272 Wisconsin Ave., Bethesda, MD
20814. Telephone: (301) 657-3000. E-mail: jsantell
@ashp.org.

• Judy Smetzer, RN, BSN, Director of Risk
Management Services, Institute for Safe Medication
Practices, 1800 Byberry Road, Suite 810, Huntingdon
Valley, PA 19006. Telephone: (215) 947-7797. E-mail:
jsmetzer@ismp.org.]  ■

Home Care Under Fire

Home care experts split 
on value of OASIS data 
Home care plays catch-up in the numbers game

(This is the second in a two-part series looking at
home care agencies and their efforts to “tell their sto-
ries with data.” In the first part, we examined some
of the regulatory efforts that are forcing agencies to
start the benchmarking process for the first time and
their impact on many agencies. This month, we look
at what two agencies have done as a result of the new
regulations.)

Greg Solecki, vice president of home health 
at the Henry Ford Health System in Detroit,

refers to the Health Care Financing Administra-
tion’s (HCFA) OASIS (outcome and assessment
information set) data collection initiative as “trying
to kill a mosquito with a blowtorch.” 

The initiative has some 89 questions covering
sociodemographic, environmental support sys-
tem, and health/functional status of patients. 

According to Solecki, OASIS is a punishing
endeavor that is burying his agency in paper.
“Yes, a shortfall of our industry has been our lack
of data and our failure to tell our story in num-
bers. But I think that we are going in the wrong
direction. 

“We can add a thousand more questions and
have a bunch more data, but we don’t need it all.
Not every one of these questions has value. We
are going to end up with warehouses full of data
and nothing to do with [the information]. Do we
really need to know if the patient lives in a house
or a mobile home? Does it matter if he rents or
owns? We could live without knowing this.”

The result at Henry Ford is a huge turnover in
staff. “In the past, for every home care nurse who
left, there was always one in the wings. Now,
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even non-home care nurses know about OASIS
and they don’t want to be here. I find it difficult
to convince nurses that this is a good thing, and I
don’t want to damage my credibility by saying it
is a plus,” he adds.

Solecki acknowledges there is value in data
and benchmarking but adds he is not yet realiz-
ing any benefit from his OASIS data collection
efforts — especially not any that equal the invest-
ment he and his staff have put into it. 

“We are still trying to collect and transmit this
information to the state in a timely manner. We
are still doing
this manually
and have added
over a million
pieces of paper
to our coffers
doing this. I
have taken pic-
tures around our
office to show graphically how we are drowning
in paper. If someone bestowed a gift of 200 lap-
tops to our nurses, there might be a light at the
end of the tunnel. For now, we’re still in the
dark,” he adds.

Instead of using OASIS and its potential for
external benchmarking, Henry Ford has concen-
trated on internal comparisons. The home care
group has looked at clinical outcomes such as
infections from catheters and how total joint
replacement patients fare over a long period
(nine years). Staff look at rehospitalization rates,
functional data, and educational visits. “But we
have not formally benchmarked with other
providers except for our patient satisfaction sur-
veys,” he says.

There is some informal chatting with other like
agencies around the country — much of which
lately has concentrated on how much they all
hate OASIS. “We contact our peers and compare
notes on issues like how to handle after-hours
on-call issues, field safety, and primary care nurs-
ing,” says Solecki. “And this does help us to
improve our processes.” 

Along with these informal studies, there have
been a few more formal efforts, such as a wound
care project at Wayne State University in Detroit
that involved some 30 agencies. There was a dia-
betic care benchmarking project with 25 agencies
in the Michigan peer review organization. Both 
of these efforts provided information that was
important to Henry Ford in revamping processes,
procedures, and documentation.

In addition, Henry Ford has made use of the
Freedom of Information Act to request financial
data from the Medicare Fiscal Intermediary about
local and national agencies. Solecki says that
information has been used to compare utilization,
visits per admission, the number of admissions
per full-time employee, and Medicare business as
a percentage of total. 

One external benchmarking program Solecki
undertook on his own was a mystery shopping
program in which he called other agencies, as
well as internal departments, to see how they
responded to questions, how polite they were in
answering calls, and whether staff followed exist-
ing telephone procedures. “That was fun, but the
staff got hip to it, so we stopped,” he says. “We’ll
resurrect that in the future.”

But what about OASIS? Forget it, says Solecki.
There are those, however, who disagree with

Solecki’s admittedly biased view against OASIS.
Sharon Johnson, RN, MSN, RNC, CNA, director
of Jefferson Home Care in Bryn Mawr, PA, says
she is one of OASIS’ biggest cheerleaders. Part of
the pilot-testing group of 50 agencies around the
country, Jefferson Home Care has already had
enough data feedback from the program to be
able to use it to improve care. 

“Before OASIS, we had done patient satisfac-
tion surveys and we had done research projects
on re-hospitalization rates. But really, our bench-
marking was internal,” she says.

OASIS supports improvement

Now, along with the patient satisfaction sur-
vey, there are outcome reports that the agency
can use. “This has become our way of life. It is
our process improvement program. All of our
clinical improvement goals are based on OASIS
and how we look compared to other agencies.”

In the last four years, the agency has tackled
several outcomes: acute care hospitalization rates,
stabilization in cardiac patients, improvement in
urinary incontinence, improvement in pain inter-
fering with activities for all patients, and a sub-
outcome focused on orthopedic patients. Those
five have improved to a statistically significant
degree. 

This year, two others were added: stabilization
in bathing and stabilization in oral medication
management. Those programs have just been
implemented, but Johnson sees no reason they
won’t show improvement, too.

“When you have the data, it really helps,” she
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“If someone bestowed a
gift of 200 laptops to our
nurses, there might be a

light at the end of the
tunnel. For now, we’re

still in the dark.”



explains. “It makes it easy to pull together the
right people to work on the problem. With pain,
we used a pharmacist and clinicians. In cardiac
patients, we had occupational therapists who
worked with staff on how to help patients bal-
ance exercise and rest.”

For Jefferson Home Care, there has been an
issue of getting all the information into the com-
puter system. In that area, she sympathizes with
Solecki. But her agency will be getting laptops
this year, which will ease the input burden. 

“We did work hard to make sure that our
assessment was comprehensive, yet easy for
staff,” Johnson says. “We got rid of areas of
duplication. For instance, we had nurses putting
vitals on three pieces of paper. Yes, the start of
care form is 20 pages long. But the narrative
note is shorter than it used to be, and I think it 
is manageable.”

Like Solecki, Johnson is also a champion of data
and their uses. “I am an administrator but also a
clinician. When you sit down with nurses, thera-
pists, and aides, and you ask how you can help
patients get better, the clinical people can tell you
what to do. And then when you see it improve
over 12 months, you can’t not be excited,” she
explains.

But Johnson was part of the pilot project that
received outcome reports. For many others, the
data are being sent in, but nothing has come back
yet. “To them, I have to say, ‘Be patient,’” she
says. “Get hooked up with a vendor who can
give you an outcome report and work with the
clinicians to use the data. I think OASIS does help
us tell our story with data.”

Solecki admits that OASIS and benchmarking
are a reality for home care now. “This is our dark-
est hour. But benchmarking is critical from a busi-
ness perspective. And it’s fun. I’m not a data
geek, but it is fun to get the data, learn from it,
and see how we compare to others. Data in a vac-
uum are misleading.”

[For more information, contact:
• Greg Solecki, Vice President for Home Care,

Henry Ford Health System, One Ford Place, Detroit,
MI 48202. Telephone: (313) 874-6539. 

• Sharon Johnson, RN, MSN, RNC, CNA, Director
of Clinical Practices and Outcomes, Jefferson Home
Care, 130 S. Bryn Mawr Ave., Bryn Mawr, PA 19010.
Telephone: (610) 526-3837. 

To learn more about OASIS, see Healthcare
Benchmarks, August 1999, p. 89, or visit the HCFA
Web site at www.hcfa.gov.]  ■

Minnesota medical groups
share best practices 
ICSI links groups in best practice program

In the early 1990s, as managed care took off, a
group of large companies in Minnesota got

together and put out a request for proposals for
medical groups interested in providing health
care for the group. One of the key requirements
was that the winning vendor would provide care
with an energetic use of guidelines, measure-
ments, and continuous quality improvement.

In response to that, three large medical groups
— the Mayo Clinic in Rochester, and Health-
Partners and the Park Nicollet Clinic, both of
Minneapolis/St. Paul — got together to bid on
the work. They didn’t want to merge, but they
did want to share data and work together to
develop best practices.

“The goal was to jointly develop evidenced
statements of best practice and steadily work
toward making actual care match best practice
statements,” says Gordon Mosser, MD, executive
director at the Institute for Clinical Systems
Improvement (ICSI) in Bloomington, MN. The
formation of ICSI was the result of those initial
group efforts and it now includes 18 group prac-
tices in the Minneapolis/St. Paul area.

Would competition be a problem?

But how could 18 groups work together and
still compete? Mosser says because it was — and
remains — a physician-led endeavor, there was a
great deal of willingness to share information that
would improve the quality of care. 

“We are focused on science, on constructing
best practices based on nursing and medical liter-
ature. We are much more open to sharing infor-
mation than a lot of purely management people
would be,” he says.

Certainly most of the guidelines developed
are clinical, ranging from preventive services
and obstetrical care to respiratory diseases and
mental and behavioral health. But there are
some related to access to care. Mosser says that
helps administrators accept the sharing of data.
And the reports are blinded, with each medical
group being assigned a letter. Mosser admits,
however, at meetings, most of the groups know
who is assigned what letter of the alphabet.
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“I think that if we concentrated on nonclinical
aspects of our business, like providing prompt
and courteous telephone service, there might be
more resistance to sharing information,” says
Mosser. “That is seen as being closer to success in
the competitive arena, and it might raise more
questions than talking about best practices for
preventive services.”

Although the focus is clinical, there are sound
business reasons for the members to participate.
Being part of ICSI initially helped them gain mar-
ket share. Members had access to the 100,000
employees of the employer group that put out the
initial request for proposals. In 1995, that model
changed and the employer group allowed its
enrollees to choose from a wider group of prac-
tices. But because quality of care has become a
key part of competing in the Minneapolis/St.
Paul market, the members still have a leg up on
other medical groups in the area.

How ICSI operates

The institute is a freestanding corporation with
13 board members. Nine of those are physicians
from the participating medical groups. Three of
the physicians are from the founding group
members and have permanent seats, explains
Mosser. The other six are elected. HealthPartners’
HMO has a seat, as does the original employers’
coalition. Two other purchasing groups also have
seats on the board.

There are two operating committees: one to
create and maintain guidelines and one to help
groups with implementation. There are also two
sets of work groups: one to draft and maintain
the guidelines and one to work on technology
assessment reports. All the participating medical
practices are required to provide physicians for
those work groups.

A group that includes a lead physician, a facili-
tator, health care providers, and occasionally a
purchaser representative develops the guidelines.
Among the newer work groups, patient represen-
tation also has been included. The work group
drafts a guideline based on current medical litera-
ture. Member practices then review the draft, and
the work group evaluates their input before a
pilot guideline is created and implemented at
select sites. The work group then convenes about
once a year to reevaluate the guidelines, includ-
ing new scientific information and feedback from
the member practices in its discussions. The
guideline is revamped as needed.

Technology assessment reports review new
medical technology. The technology work
group chooses a topic, and one of the 19 perma-
nent staff at ICSI researches it and prepares a
draft report for the work group. That group
reviews and revises the draft until it reaches a
consensus. The final report is distributed to all
ICSI members. The work group reviews each
report every two years to determine if it should
draft an update. More than 45 of these reports
have been created to date. (For a complete list,
see box, p. 33.)

Sharing? No problem!

Mosser says there has been little resistance to
sharing information. The printed documents are
all blinded, and there is wide agreement that the
care improvement guidelines provide makes giv-
ing up some of that proprietary information
worthwhile.

“Most of what we share are process changes
that are undertaken, like new rules for nurses on
hypertension follow-up and how they relate to
blood pressure control,” says Mosser. For
instance, one group had a new procedure for
dealing with patients who had high blood pres-
sure. “It’s common for patients to have their
blood pressure measured and have it be high.
You might want to keep an eye on it, but there is
no plan. This group implemented a new proce-
dure in which a patient who has high blood pres-
sure is invited back to have his or her pressure
checked at two additional times. After those vis-
its, a decision is made on what to do about the
pressure if it remains high. To ensure that the
patient is invited back, nurses put a blank,
brightly-colored Post-it note on the chart. That
prompts the physician to extend the invitation.”

The group measured 25 patients over 18
months and showed the number of patients
whose blood pressure was controlled increased.
The group presented the information to the work
group, a guideline was created, and many of the
groups have implemented that same protocol.

Mosser says this kind of sharing may bleed into
administrative issues, but because it is based on
scientific and clinical matters, “it doesn’t raise the
prickles about competitiveness. And it plays to
the culture of physicians who are used to review-
ing evidence together on what is best practice.”

Managers are kept in the background, and
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✔ Acupuncture for chronic osteoarthritis pain,
headache, and low back pain

✔ Acupuncture for treatment of chemical 
dependency

✔ Antiviral therapy for chronic hepatitis C

✔ Assisted reproductive technologies

✔ Bilateral prophylactic mastectomy for the 
prevention of breast cancer

✔ Botulinum toxin therapy

✔ Cardiac rehabilitation

✔ Case management for chronic illness, the frail
elderly, and acute myocardial infarction

✔ Cochlear implants

✔ Computed tomography for the diagnosis of 
pulmonary embolism

✔ Densitometry as a screening tool for 
osteoporosis in women

✔ Dorsal rhizotomy for spasticity

✔ Electrical stimulation for non-union of a fracture

✔ EEG monitoring during carotid artery surgery

✔ Electron-beam computed tomography for 
coronary artery disease

✔ Excimer laser use in ophthalmology

✔ Gastric restrictive surgery for morbid obesity

✔ Genetic screening for breast cancer

✔ High-dose chemotherapy with autologous stem
cell support for the treatment of breast cancer

✔ High-dose chemotherapy with hematopoietic
stem cell transplantation for treatment of 
multiple myeloma

✔ High-frequency chest compression devices for
cystic fibrosis patients

✔ Home uterine activity monitoring for detection
of pre-term labor

✔ Image directed biopsies of breast lesions

✔ Interferon Beta-1B for treatment of multiple 
sclerosis

✔ Intrathecal baclofen infusion for controlling
spasticity and spasms

✔ Intravenous immune gamma globulin for 
treatment of neurological conditions

✔ Lung volume reduction surgery for emphysema

✔ Lung transplants

✔ Lymphatic mapping with sentinel lymph node
biopsy for breast cancer

✔ Magnetic resonance angiography for venous
sinus thrombosis, intracranial atherosclerosis,
intracranial aneurysms, carotid artery
atherosclerosis, and carotid or vertebral artery
dissection

✔ Microwave thermotherapy for benign prostatic
hypertrophy

✔ Minimally invasive direct vision coronary artery
bypass grafting

✔ Oral devices for treatment of obstructive sleep
apnea syndrome

✔ Pancreas transplants

✔ PET and SPECT scans for the evaluation for
epileptic patients

✔ Photodynamic therapy for head and neck, 
tracheobronchial, and esophageal cancer

✔ Prenatal ultrasound as a screening test

✔ PSA as a screening test for prostate cancer

✔ Pulmonary rehabilitation for chronic obstructive
pulmonary disease

✔ Screening for the factor V R506Q (Leiden)
mutation prior to oral contraceptive prescription

✔ Screening tests

✔ Small bowel transplantation

✔ Stereotactic radioneurosurgery for brain lesions

✔ Tissue-type plasminogen activator for acute
ischemic stroke

✔ Transjugular intrahepatic porto-systemic shunts

✔ Tympanic membrane thermometry

Source: ICSI, Bloomington, MN.

Technology Assessment Reports Created by ICSI



physicians take the lead, something that Mosser
says helps keep worries at bay. ICSI has also suc-
ceeded because it has a secure source of funding.
HealthPartners has stepped up to the plate
because it sees the institute as a means to improve
care for its members. “A lot of HMOs try to do
this themselves, but the physicians are wary of it,”
he says. 

“They see it as a control issue, or a way for the
HMO to cut their income. Our arrangement
amounts to the HMO telling us, ‘Here is $2 mil-
lion dollars. You pony up your time and work on
improvement.’ There is a common interest. If
they don’t think we are using the money well,
they’ll cut it off. They have given the authority to
the docs to hire the staff.”

HealthPartners also thinks it can gain some

goodwill and cooperation from member medical
groups, Mosser says. Certainly the 800 physicians
who are on a work group or action group, and the
total 3,500 physicians who are members of ICSI
represent a large portion of the state’s physicians.
HealthPartners may win just by playing the num-
bers. And the HMO gets prestige. “These guide-
lines have become default guidelines for the
state,” Mosser adds. “Blue Cross/Blue Shield uses
our guidelines.”

[For more information, contact:
• Gordon Mosser, MD, Executive Director,

Institute for Clinical Systems Improvement, 8009
34th Ave. S., Suite 1200, Bloomington, MN 55425.
Telephone: (612) 883-7999. E-mail: gordon.mosser@
icsi.healthpartners.org.]  ■
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Program makes assessing
competence easier

The administration of Hepburn Medical Center
in Ogdensburg, NY, knew that all was not

well with its competence assessment. What was
done was fragmented and varied from depart-
ment to department. And some of it may not
have been assessment, but was actually education
and training. “Nurses might go to a regular edu-
cation program that was designed and planned
by nurses whose goal was to improve quality of
care,” says Sharon LaDuke, RN, BS, competency
coordinator at the hospital. “But while they
improved knowledge bases among the staff, they
didn’t always assess anything, and the Joint
Commission [on Accreditation of Healthcare
Organizations] requires that.”

LaDuke was charged with the task of bringing
the various assessment programs together. The
program she created not only adds uniformity to
what was a disparate pack of programs, but has
also reduced the paperwork and made a single
document, the job description, the basis of guiding
and documenting all phases of competence assess-
ment required by the Joint Commission. Assess-
ments are also reduced to a single piece of paper.

LaDuke says she started by reading all the 
literature she could about competence assess-
ments. “After the reading, I was convinced we
needed a systemwide plan with everyone more

or less following the same system. That would
allow us to gather and aggregate data.”

LaDuke says she hoped to ensure that compe-
tencies which were important in multiple depart-
ments would follow the same assessment criteria,
and also ensure that if one competency area was 
an issue in multiple departments, managers could
identify it easily and create an action plan. One
department might call a skill “nutritional monitor-
ing” while another calls it “nutritional manage-
ment.” They might mean the same thing, but are
actually very different things. “Without having
some uniform skill definitions and performance
criteria, we might not be able to address issues that
arise from poor nutritional support.”

She created a program that hinged on compe-
tency-based job descriptions. Every single job, from
the CEO to housekeeping, would have a new
description. She then set out to sell the idea to man-
agers. “One selling point was that, after some initial
effort, there would be less paperwork at the end.”

The initial work of revamping job descriptions
wasn’t easy. In every case possible, the description
was based on standards and guidelines that came
from professional organizations and societies. For
instance, nursing descriptions were based on infor-
mation in The Nursing Interventions Classification
(NIC)1, developed by the Iowa Intervention Project
Research Team at the University of Iowa College of
Nursing in Iowa City.

“The only positions I couldn’t find anything for
were housekeeping, maintenance, and food service
workers,” LaDuke recalls. “Even health unit coor-
dinators have an association that has practice
guidelines. Referring to them informs you about

Everyday Innovations



the basic skills expected of any ward clerk in the
country.” While managers were encouraged to
rewrite the descriptions themselves, LaDuke
offered as much assistance as possible, from pro-
viding source material to reviewing the job descrip-
tions. She even volunteered to write many of them.

“I proposed a radical change. Some of the things,
like performance evaluations at 30, 60, and 90 days
with staff rated on a 4-point scale, had been done
for years,” she says. But because there would be a
reduction in work at the end, and since there was
top-down support from administration, LaDuke
ran into few barriers to her ideas.

The 4-point scale was redefined. Now the lev-
els of performance are: 

1. not competent;
2. competent;
3. strong personal performance;
4. leadership. 
“Although if I had it to do over, I’d only use

competent and not competent,” she admits. “But
the higher levels give staff something to reach for,
and the new definitions help managers see that
not everyone should get a 4 for everything, or a 2.”

LaDuke says she is working on a way to ascer-
tain with data what is working and what isn’t.
“I’m not really sure how to measure that. I’d love
ideas on that.” She will do some user satisfaction
surveys to see if people like it, although all the
evidence she has so far indicates people do.

Meanwhile, after only nine months of opera-
tion, LaDuke has noted plenty of benefits:

• Competence assessments and performance
evaluations are reduced to one process and one
piece of paper.

• Managers and human resources staff don’t
have dozens of checklists for hundreds of employ-
ees, which all have to be completed, sorted, tal-
lied, tracked, analyzed, and stored.

• Some staff report they now receive the most
objective evaluations/assessments they have ever
had.

• Managers report that the increased objectiv-
ity that comes from having defined skills and
performance criteria makes it easier to write and
present evaluations.

• Nurses applying for jobs in specialty areas,
after reading job descriptions, have recognized
that they may not be ready for such complex
practice and have withdrawn applications, pre-
venting self-defeating experiences and waste of
hospital resources in an unsuccessful orientation.

• Managers are better able to identify the candi-
date who is best prepared to assume a position,

and who will require the least intensive orientation.
• Nursing preceptors are guided, not by an

outdated laundry list of tasks, but by a set of
complex patient management skills that have
been defined by nursing research. Managers 
may also gain a more realistic view of the new
employee’s readiness to practice independently
as orientation draws to a close.

• The competence assessment framework for
nursing has been aligned with the documentation
framework through the use of the NIC in both
processes.

• Competence assessment involves the same
set of skills across all phases of assessment, pro-
viding consistency and reinforcement.

• Using NIC to define competencies has
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assisted RNs, managers, and administrators to
make the transition from thinking of nursing
skills in terms of discrete, psychomotor tasks, to
thinking of them in terms of ongoing, complex
patient management skills that may very well be
invisible to the observer. It has helped validate
what nurses actually do, with a heavy emphasis
on critical thinking.

Her advice to others is to use an organization-
wide assessment model, make sure there is sup-
port from above, and don’t forget to sell it from
the ground up. She also says that throwing
money at seminars on competence assessment
doesn’t work very well. “Spend that money to
have someone internal dedicated to the task,” she
says. “And putting it solely on the staff develop-
ment person’s plate may not work, and probably
won’t meet Joint Commission requirements. They
clearly state that leadership has to be involved in
competence assessment.”

[For more information, contact:
• Sharon LaDuke, RN, Competence Coordinator,

Hepburn Medical Center, 214 King St., Ogdensburg,
NY, 13669. Telephone: (315) 393-3600, ext. 5239. 
E-mail: sladuke@hepburnmedical.com.

To get more information about this and other inno-
vations in health care, go to www.best4health.org, the
site of The Best Practice Network, an organization
devoted to promoting information sharing and experi-
ence exchange among nurses, physicians, and other
health care professionals. For more information on The
Best Practice Network, e-mail join-us@best4health.org,
or call (800) 899-2226.] 
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New hospital manual 
available from JCAHO

The Joint Commission on Accreditation of
Healthcare Organizations is publishing sev-

eral new books and manuals for hospitals. 
• Environment of Care Essentials for Hospitals

provides facility managers with an easy-to-use
edition of the Joint Commission’s environment of
care standards, including intent statements and
scoring and aggregation rules. It also explains the
role the management of the environment of care
has in the survey process and tips for preparing
for the building tour and the review of docu-
ments during a survey. Sample survey agendas
and lists of documents surveyors will want to see
are also part of the book. The cost is $50. 

• 2000 Hospital Accreditation Standards, avail-
able for $95, includes new standards, as well as a
reference tool for meetings, an educational tool
for board members, information to help orient
and train new staff, and an overview of accredita-
tion standards for all staff. 

• What Every Hospital Should Know About
Sentinel Events provides statistics on the most
prevalent adverse events in health care, including

where these events tend to occur and who is usu-
ally affected. The book, which costs $50, also
includes comparisons between Joint Commission
data on sentinel events and other sources of data
regarding adverse medical events. 

To order any of these publications, contact the
Joint Commission at (630) 792-5800.  ▼

JCAHO, PIAA sponsor 
medication error conference

With all the news about medication errors
lately, you might want some information

on how to address the problem in your organiza-
tion. One place to find it is a conference spon-
sored by the Joint Commission on Accreditation
of Healthcare Organizations and the Physician
Insurers Association of America (PIAA). 

The conference will be held in Baltimore April
7-8 and will feature experts from health care, gov-
ernment agencies, and business. Topics will
include the impact of technology, government ini-
tiatives to reduce errors, and patient compliance.
Other sessions will look at how to document and
report adverse drug events and clinical strategies
to reduce errors. 

Cost of the conference is $375 for members of
the PIAA if they register by March 9. Cost for
nonmembers who register early is $475. For more
information, visit the PIAA Web site at www.
thepiaa.org or call (301) 947-9000.  ■


