
This year, surveyors to look for patient
flow problems: Identify bottlenecks now
You’ll need to monitor improvements in any problem areas

Are patients on gurneys in hallways a typical sight in your organiza-
tion’s emergency department (ED)? The growing problem of ED
overcrowding is potentially dangerous to patients, resulting in 

the new leadership standard on managing patient flow from the Joint
Commission on Accreditation of Healthcare Organizations (JCAHO). The
standard, effective Jan. 1, 2005, appears in the leadership chapter of the
2005 Hospital Accreditation Manual.

You’ll need to develop and implement plans to identify and mitigate
obstacles to efficient patient flow throughout your organization, using 
specific indicators to measure components of the patient flow process 
and monitor capacity for areas that receive patients.

“This is a big safety issue, because many hospitals are running out 
of surge capacity,” says Carol J. Gilhooley, director of survey methods
development in the JCAHO’s division of standards and survey methods.

During 2005 surveys, surveyors will be looking for indications of prob-
lems with patient flow throughout the organization, such as overcrowding
in the ED or patients being boarded while awaiting inpatient beds. 

“If they see those kinds of things, they will want to hear how the organi-
zation plans to alleviate them,” she says.

By analyzing data to reveal bottlenecks in patient flow, you will have
powerful evidence to present to hospital leaders, Gilhooley emphasizes.
“It’s hard to run from your own data — it’s very convincing,” she says.
“This helps people brainstorm and come up with solutions.”

Not just an ED problem

“I hope that the JCAHO standard will bring these patient care barriers
to the forefront and assist organizations in identifying issues across the
organization, not just in the ED,” says Toni G. Cesta, PhD, RN, FAAN,
vice president of patient flow optimization at the North Shore-Long Island
Jewish Health System in Great Neck, NY.

The lack of available inpatient beds is the root of the problem, says
Gilhooley. “I think the word has gotten out that it’s not just an ED prob-
lem, and there is a lot of good research to show this. There must be a place
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for patients to go once the decision has been
made to admit,” she says. “Boarding issues are
what we are trying to get at with the standard. It
would be ideal if no patients were boarded, but
this isn’t always realistic.”

Work as part of a collaborative

Gwinnett Hospital System in Lawrenceville,
GA, recently began participating with the Boston-
based Institutes for Healthcare Improvement
(IHI)’s patient flow collaborative. “The goal is not
just to meet the JCAHO standards but to have a

better flow process throughout the system,” 
says Wendy Solberg, CHE, director of quality
resources.

The organization has three primary goals: 
getting an ED patient to a room within an hour
after the decision is made to admit, decreasing
the number of discharges after 3 p.m. by 50%,
and transferring every intensive care unit (ICU)
patient to an inpatient bed within four hours
from the time the patient is deemed ready to
move from ICU. 

“We’ve got a team with strong leadership sup-
port from our vice president of operations,” says
Solberg. “We’re using about nine key measures
provided by IHI, as well as using rapid cycle
improvement to change one process at a time.”

Scottsdale (AZ) Healthcare also is participating
in IHI collaboratives on patient flow, reports
Sylvia Bushell, consultant for organizational
effectiveness. “We have two projects under way:
one on inpatient flow and one on operating room
[OR] flow,” she says.

The organization is using a new hospital diag-
nostic tool developed by IHI, which looks at the
number of bed turns in a facility. The tool “diag-
noses” patient flow by calculating bed turns
based on variables such as length of stay (LOS),
case-mix index, number of functional beds, and
number of admissions.

“The tool helps us to focus our improvement
efforts and also meets the JCAHO requirement
for measurement and reporting for patient flow,”
Bushell says. “We are starting to use this tool to
compare our hospital with other hospitals in the
collaborative and share plans to improve.”

To ensure compliance with JCAHO’s patient
flow standard, consider the following:
• Choose indicators carefully.

Gilhooley recommends looking at outcome
and process indicators throughout the organiza-
tion, such as length of stay and peak volumes 
in the ED, and balancing indicators such as
patient and staff satisfaction and readmission
rates. “Those kinds of things will help leadership
to assess patient throughput.” 

Surveyors will want to see that you have done
some analysis based on your findings and acted
on this, she adds.

Another valuable indicator is transfer times
from the ED or post-anesthesia care unit (PACU)
to inpatient floors, Gilhooley notes. “The ED and
the OR are frequently competing for the same ICU
beds, so smoothing out an OR schedule can often
help the ED,” she says. “We know that hospitals
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can’t control the volume of patients in the ED, but
you can control your OR schedule.”

The new JCAHO standard requires you to
define mechanisms for identifying and dealing
with periods of overcapacity. “The ways in which
this might be defined is up to the specific organi-
zation,” Cesta says. 

The indicators being used at her organization
are percent of total occupancy, number of ED 
bed holds and type of beds, patient acuity level,
PACU holds, diversion status, and anticipated
discharges. (See the organization’s patient flow
scorecard, p. 4.)

Cesta worked with nursing and bed manage-
ment to identify these indicators. “You have to
consider where your organization’s bottlenecks
are. For most organizations, it is the ED, coupled
with potentially available beds on the nursing
units,” she says. “If you are at 100% occupancy
and are expecting less discharges than you have
patients on hold in the ED, then clearly you have
a capacity issue.”

While monitoring patient flow indicators, you
should continue looking at other quality mea-
sures, such as rate of readmission for both the ED
and inpatients and the number of ED patients
leaving without being seen, Solberg recommends.
• Make small changes and monitor the impact.

“Rather than trying to fix the entire problem 
at once, find out where the bottlenecks originate
and get at them one at a time,” Gilhooley advises.

“We are suggesting that organizations test
something for a couple weeks to see if it has an
impact,” she notes.
• Be sure to involve physicians.

The JCAHO standard specifically requires the
involvement of medical staff. Physician champi-
ons are selected for each patient flow project at
Scottsdale Healthcare, and their input and feed-
back is solicited on a regular basis, Bushell adds. 

“They are key stakeholders,” she points out.
Physician involvement was key in a project to
improve OR flow, with patients being followed
from the time they are scheduled for surgery 
in the physician’s office until a month after 
discharge. 

“This included going into the surgery with
them, rounding with the physicians, and going 
to follow-up appointments,” Bushell says.
• Make sure your data are valid.

Gwinnett’s physicians weren’t consistently
documenting the time for when the decision was
made to admit a patient, Solberg notes. “As a
result, we had a tough time trying to figure out

exactly when the decision was made,” she says.
“We defined the ‘decision to admit’ time as when
all the data and lab results are back and there is
an order for admission from the admitting physi-
cian, and the physician talked to the admitting
division. Clear definitions are key.”
• Find creative ways to turn beds quicker.

“There are a lot of creative things that can be
done to get beds turned around more quickly,”
Gilhooley says. She gives examples of working
with discharge planning, involving physicians,
and creating a person who is accountable for the
beds in the organization. 

A daily bed huddle takes place at Gwinnett,
with a group of clinicians from each floor giving
reports on the number of available beds to repre-
sentatives from surgery and the ED. 

“The bed huddle is our biggest patient flow
initiative right now,” says Solberg. “When an ED
patient becomes ready for admission, we want to
have a spot to put them.”

A bed coordinator is responsible for the bed
tracking system and patient flow, says Solberg.
“Her focus is making sure the beds are there
when we need them and facilitating the daily bed
huddle,” she says. 

Plans also are under way to invest in a bed
tracking board and scheduling discharge times to
tie with peak volumes in the ED, Solberg reports.
• Give boarded patients the same level of care

they would receive as inpatients.
Your organization should identify a location to

safely house and care for overflow patients and
should be prepared to staff the area appropriately
as well as provide for medications and food, Cesta
advises.

In response to questions from organizations
about what constitutes “appropriate and ade-
quate care” for boarded patients as required by
the standard, JCAHO pulled together a group 
of experts, including representatives from the
Irving, TX-based American College of Emergency
Physicians, to create a list of 12 elements to
address.

“We listed those things that organizations
should be concerned about when they are board-
ing patients in a temporary location,” Gilhooley
explains. 

“So surveyors will be talking to leaders about
that, too — what planning they have done to
make all those things that are important to their
care available,” she adds.
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The list includes life safety code issues such as
avoiding blocked corridors, ensuring patient pri-
vacy and confidentiality, providing appropriate
access to ancillary services, staffing the area with
appropriately privileged practitioners, and ensur-
ing access to other practitioners who may be nec-
essary for consultation or referral. 

“Access to medical assistance in an emergency
is also important — if a patient is on a gurney in
the hallway, does he have a call button, or a way
to access help if he needs to go to the bathroom?”
asks Gilhooley.

To alleviate pressure on Gwinnett’s ED, an
admissions unit was created so that patients
could be moved into an intermediate holding
area until a bed becomes available. 

“It is essentially equivalent to an inpatient unit.
Patients get the initial nursing assessment and
the same level of care that a patient would receive
on the floor,” Solberg says.
• Use a multidisciplinary approach.

To comply with the standard, interdivisional
teams need to work together, says Gilhooley. 

“Even lab turnaround time might have an
important impact on patient LOS in the ED,” 
she continues. “Some hospitals now have a phle-
botomist working right in the ED, so patients
don’t have to wait an extra 15 minutes for a phle-
botomist to get from the lab to the ED.”
• Have a single person responsible for patient

flow.
Consider having a single leader responsible 

for coordinating all patient flow initiatives, as 
the process is very complex and labor-intensive,
Cesta advises.

As one of the only vice presidents for patient
flow in the country, Cesta’s role is to identify and
correct any patient flow barriers across the 17-hos-
pital system, at the input access points, such as
admitting and ED; inpatient throughput including
pharmacy, laboratory, radiology, transport, house-
keeping, case management, bed management, and
physician practice issues; and output, including
access to continuing care services, discharge plan-
ning, and barriers to timely discharge.

“The benefits to having this position include
the opportunity to have systemwide processes
that are consistent and effective and to ensure
that each process represents best practice,” Cesta
notes. 

“By having one person in charge, barriers to
improvement are broken down because I do not
belong to any one department or hospital,” she
adds.

[For more information on JCAHO’s leadership
standard for managing patient flow, contact:
• Sylvia Bushell, Consultant for Organizational

Effectiveness, Scottsdale Healthcare, 3621 Wells
Fargo Ave., Scottsdale, AZ 85251. Phone: (480)
675-4590. E-mail: sbushell@shc.org. 

• Toni G. Cesta, PhD, RN, FAAN, Vice President,
Patient Flow Optimization, The North Shore-Long
Island Jewish Health System, Great Neck, NY.
Phone: (718) 470-7936. Fax: (718) 470-7671. 
E-mail: tcesta@lij.edu.

• Wendy H. Solberg, CHE, Gwinnett Hospital
System, 1000 Medical Center Blvd, Lawrenceville,
GA 30045. Phone: (678) 442-3439. Fax: (770) 682-
2247. E-mail: wsolberg@ghsnet.org.]  ■

Medications, life safety
are focus during survey

Arecent Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) survey

at Medical City Dallas Hospital was “extremely
educational,” with surveyors taking extra time to
educate staff, reports Rosemary Rouse, RN, BSN,
the organization’s survey coordinator. 

“Staff were more comfortable with this type 
of process because it focused on how their roles
impact patient care. They were able to elaborate
about the things they do every day.”

Before the survey began, surveyors announced
they wanted the process to be a partnership and
an educational experience for everybody, with
the focus being on patient care as opposed to pol-
icy review, Rouse adds.

Here are key areas of focus during the survey:
• Environment of Care and Security.

Surveyors incorporated Environment of Care
evaluations on every unit they visited, continu-
ally checking for safety hazards during patient
tracers. “That was different — in the past, that
was not as much of a focus,” she adds. For exam-
ple, during a patient tracer, a surveyor would go
into a room, check the intravenous pump, and
ask to see the maintenance history on that pump.

Surveyors also looked for compliance with
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new Environment of Care standards related to
controlling egress, Rouse explains. “They spent
time in the newborn and pediatric areas looking
at the entry and exit ports to assess how well they
were secured, the alarm sensitivity, and who had
access to certain elevators,” she says. 

The focus was on making sure pediatric pop-
ulations were secure. “For areas with camera-
monitored access, they checked to see that it was
monitored 24 hours a day, seven days a week, to
ensure the safety and security of patients.”
• Medication management.

“The medication management standards
seemed to be a big focus area, and they reviewed
this on every unit they visited,” Rouse notes. 

Surveyors reviewed the pharmacy’s overview
of medications before they were administered,
pain management, documented need for a medi-
cation in the record, and unapproved abbrevia-
tions, and asked about the read-back process for
verbal orders.

The surveyors also looked at how pain man-
agement orders were written and how nurses
selected the appropriate medication to give if
multiple orders were present. 

“For example, if a nurse had two pain medica-
tion orders, they wanted to know how the nurse
made a decision to choose one over the other,”
Rouse says.
• Communication.

Surveyors wanted to know how patient infor-
mation got communicated from one shift to
another, or one discipline to another, to ensure a
smooth continuum of care. 

“They would follow a patient down to radiol-
ogy for a CT scan and monitor to see what infor-
mation was transferred from point A to point B,”
she explains. For example, they wanted to see if
the patient record and orders went along with the
patient, and if the orders were reviewed prior to
doing the procedure.
• Physician documentation.

The physician surveyor did pull charts to
assess handwriting legibility, but there was
always a nurse who could read or interpret the
physician’s writing, Rouse says. 

“The surveyor’s definition of legibility was
that somebody who didn’t read it every day
would be able to read it quickly to promote
patient safety,” she notes. 

If the surveyors found charts missing an ele-
ment of documentation, they would ask for addi-
tional charts from medical records to make sure
they had an adequate sampling. 

“If everything looked good in those records,
then everything was fine,” Rouse adds.

[For more information, contact: 
• Rosemary Rouse, RN, BSN, Survey Coordinator,

Medical City Dallas Hospital, 7777 Forest Lane,
Dallas, TX 75230. Phone: (972) 566-5861. Fax:
(972) 566-4697. E-mail: Rosemary.Rouse@
LonestarHealth.com.]  ■

Plan now for those
high-census situations
Review and update protocols

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

Is your hospital prepared for a pandemic or any
clinical crisis circumstance that results in an

unusually high rate of admissions? 
The influenza vaccination shortage in fall 2004

served as a reminder of the need to constantly
review and update protocols for handling high
utilization situations. 

For health care institutions, a high rate of hos-
pitalizations could tax an already overburdened
system. Many hospitals already have emergency
preparedness plans that could be adapted to high
census planning. If your organization has not
already done so, now is the time to reevaluate
protocols for handling high-census situations.
Special consideration should be given to several
areas.

The greatest challenge of treating patients dur-
ing a pandemic is the real possibility of reduced
staffing levels due to employee illness. Ideally, 
all staff members, physicians, and their families
receive a flu immunization. 

However, this might not have been possible
because of the vaccine shortage. So be prepared
for higher than normal illness rates among staff,
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System promotes collaboration, not competition

Case managers with the Hawaii Medical
Service Association (HMSA), a nonprofit

medical indemnity association, follow a practice
model that differs significantly from that used at
most other insurance companies, says Melissa
Bojorquez, ACBSW, MBA, CCM, supervisor for
the HMSA case management program. 

That difference may have something to do with
why HMSA — the independent licensee for Blue
Cross Blue Shield for the state — was chosen to
receive the March of Dimes Franklin Delano
Roosevelt Award for Distinguished Community
Services. A video, Circle of Healing, which was
made in connection with the award, depicts
HMSA’s handling of four different cases in which
its members were faced with devastating illness.

“In some settings, case managers are also uti-
lization managers,” Bojorquez notes, “but it’s dif-
ficult to represent the patient if you’re playing
that role. In our model, we don’t place case man-
agers in that position. Our case managers aren’t
necessarily the decision makers, but rather the
facilitators.”

Case managers serve as patient advocates, she
explains, working toward the best possible plan
of care. Decisions on whether to cover a particu-
lar treatment are made by the HMSA medical
director, Bojorquez adds.

“Sometimes, our case managers have to deliver
not-so-good news,” she points out, “but we try 
to move beyond what’s not payable to, ‘How can
we access the care we need for the patient? Do we
need to transition to another community funding

source, another program?’ It’s important for us 
to say to the patient, ‘Here is the outcome, and 
I know it isn’t what you expected, but can we
move forward?’”

Through such efforts, she notes, “our organiza-
tion has played an important role in making health
care affordable from a member and an employer
group perspective.”

Another advantage of having health plan case
managers, Bojorquez points out, is that they can
follow members from multiple locations. “They
can follow a member from the hospital to a rehab
facility to home care to independent living or
assisted living,” she adds, “an advantage that
case managers in specific facilities or settings do
not have.”

One of the cases cited in the March of Dimes
award involved an infant who was born with a
nonfunctioning bowel and ultimately had to be
sent to a West Coast facility for a small bowel
transplant, Bojorquez says.

“That took a lot of coordination, with a mem-
ber going out of state who had to be supported in
an unfamiliar area,” she says. “The case manager
was there to support the family throughout the
process.”

The case manager worked with utilization
management to preauthorize the treatment,
which involved determining that the facility was
a “Blue Quality Center for Transplant” under the
Blue Cross Blue Shield “center of excellence’’
requirement, Bojorquez continues. “There was a
lot more coordination and research than with
organs like livers or hearts that are more com-
monly transplanted.”

HMSA case managers are patient advocates, not UMs



In addition to being a conduit of information
for issues within HMSA, she says, the case man-
ager worked with outside payer sources to seek
coverage under other programs for which the
child might be qualified. For example, it costs
between $35,000 and $50,000 to transport a criti-
cally ill patient from Hawaii to the mainland,
Bojorquez explains. In this case, that expense
was covered by another agency.

That child’s care is ongoing, with trips back and
forth between facilities in Hawaii and California,
she says. “The family is very appreciative of the
case manager. They think of her as a friend, some-
one to call for advice.”

What makes Hawaii unique

One of the factors that makes Hawaii’s health
care environment unique, Bojorquez explains, is
that the state’s Prepaid Health Care Act requires
employers to provide insurance to any person
working 20 hours or more per week, she adds.

Because of that requirement, it is not uncom-
mon for case managers to have to coordinate care
and services that have coverage by several insur-
ers, Bojorquez says. When a case involves cover-
age by more than one health plan, she adds, the
coordination of benefits can be complicated. 

The unique nature of the HMSA model allows
case managers to take a cooperative approach
when it is necessary to navigate between two
plans, she points out. 

“It might be two competitors — HMSA and
Kaiser, for example — working together, but the
issue is how best to coordinate the patient’s care,
not to try to avoid being the one to pay for the
care.”

In many cases, Bojorquez notes, “[the other
insurer] covers part of the care, and we cover part
of it.” Because of the universal nature of coverage
in Hawaii, she adds, “there is no need to be adver-
sarial. We can work collaboratively.” 

With about 60% of the market and 670,000
members out of a population of nearly 1.3 mil-
lion, HMSA is the largest insurer in the state, she
says. “Kaiser is next, and union plans or third-
party administrators have the rest.”

HMSA has been part of the Blue Shield Associa-
tion since 1946, and since 1990, has been the inde-
pendent Blue Cross Blue Shield plan for the state
of Hawaii, Bojorquez explains. The case manage-
ment program has been in place since 1988, she
notes, sparked in part by needs associated with 
the AIDS epidemic. 

With advances in medical technology that sup-
port home care of the complex medical patient,
she says, “there needed to be a unit that assisted
members with these types of catastrophic treat-
ments. We needed a program to review the
appropriateness of home services that were in
lieu of being in the hospital.”

In seeking to fill those needs, the HMSA pro-
gram evolved from individual benefit management
to a more focused care management model, adds
Bojorquez, “always with the intent of helping
members with complex care needs.”

HMSA was founded in 1938 as what is known
as a mutual benefit society, she explains. “It was
started by social workers, teachers, and nurses
because of the need for affordable health care in
the community. We now have different types of
benefits, but a lot of our role is navigating mem-
bers on how best to use their benefits.”

Members pay dues to the nonprofit organiza-
tion, Bojorquez explains, and it is managed by a
27-member community board that serves without
compensation. “Insurance is the primary product,
but there is a range of other programs for which
HMSA has been the catalyst. We still have the
mission of bringing quality, affordable health care
into Hawaii.” 

Among other services, HMSA provides disease
management, preventive health, health educa-
tion, and screening programs, she notes. In some
instances, Bojorquez says, the organization’s role
is bringing in or helping providers to develop
services that aren’t in the community, and estab-
lishing a reimbursement model.

Nurses were the basis of the case management
program when it started, she points out, but the
agency progressed to a nurse/social service or
care coordination model. “That was because a lot
of the need was not always for treatment of the
disease but for the coordination of resources and
services.”

What happens today

Now the case management program refers to
and coordinates with HMSA’s disease manage-
ment program for the education and manage-
ment of chronic health conditions, she says, as the
HMSA case management staff focuses on mem-
bers with serious and/or chronic long-term ill-
ness, those with complex placement/social
needs, and children or elderly patients who are
medically fragile, among others. 

“We are addressing the needs of the patients,
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but we are also putting a lot of effort into assist-
ing the families, because they are the caregivers,”
Bojorquez adds. “We look at what is needed to
help maintain the patient at home. Another pro-
gram might be more concerned with clinical
aspects, compliance with protocols. We look
beyond that.”

Palliative care, education of advance direc-
tives, and transition to hospice care are among
the program services, she notes. “Our highest
volume is oncology, and we have a lot of patients
who are at the end stages of disease or who are
suffering from life-limiting disease. 

Once the patient is taken care of by the appro-
priate providers, the issue is, ‘How do you sup-
port the family? Are they at risk of breakdown?
Do they need respite care?’”

In addition to Bojorquez, the case management
staff includes Linda Dullin, RN, senior case man-
ager, and four social work case managers, she
says, as well as the medical director.

Dullin performs the first level of clinical review
for all referrals. The referrals, which come by tele-
phone, fax, or e-mail, are fielded by an HMSA
intake specialist, who takes the information on the
referral, checks eligibility, puts the appropriate
medical and plan/benefit documents together,
and sends them to Dullin.

Most referrals come from within the organiza-
tion, Dullin says, whether from a member, a mem-
ber’s family, or another facet of HMSA, such as the
disease management program. Physicians account
for the smallest volume of referrals, she adds, but
HMSA hopes those numbers will increase.

“Usually, our members have far more contact
with a physician than with HMSA, and the physi-
cian is aware when someone has a particular
need,” she notes. “Who better to get that informa-
tion from than somebody who’s right in the thick
of it?”

Physicians sometimes think of case manage-
ment as being utilization management, Bojorquez
says, and because they fear case managers will
take an adversarial approach, they are reluctant
to seek their help. “They shouldn’t be,” she adds.
“We want to be an adjunct to their care of the
patient.” 

The program would welcome more referrals
from hospitals that are providing care to HMSA
members, Dullin notes.

“Case management technically is a benefit, but
most members don’t realize that,” she points out.
“We might be able to say, ‘This person has skilled
nursing benefits. Rather than discharging the

patient to a home that may be unsafe, why don’t
we send him to short-term rehabilitation facility
so he can get stronger and have physical ther-
apy?’ A lot of times that was never thought of.”

Once a referral comes in, Dullin explains, she
reviews the material available, and if she can’t
make a determination, requests additional infor-
mation. “If it’s, say, a premature infant, with
potential special-needs coordination, I will ask
the hospital to send admission history and physi-
cal and consultation notes.”

If a physician is making the referral, and Dullin
has the information on the recent hospital stay 
but knows there were pertinent care events before
that, she will contact previous providers. 

“Because we’re part of an insurance company,
we don’t run into as much difficulty with HIPAA
[the Health Insurance Portability and Accounta-
bility Act] privacy requirements as some might
think. When a person is admitted, part of the [pri-
vacy notice that is signed] allows release of their
information.”

Interestingly, she often has to “remind the
provider that we are the insurance company,”
Dullin says. “I don’t hesitate to put the request 
in writing, just to reassure the provider. We also
send a copy to the member, because one of the
things you’re supposed to be able to do under
HIPAA is go to the insurance company and find
out to whom your medical information is being
released.” 

Empowering patients to reach their goals

After looking at the clinical implications of the
additional information she has requested, Dullin
says, she sometimes still needs to talk with the
member or his or her family to determine, for
example, if there is home care of any kind or a
private caregiver.

“If we’re talking about getting community
resources, I want to find out what they already
have in place,” she says. “We want to empower
them as much as possible. 

“Our case management is to help them navi-
gate and coordinate and maximize benefits, but
we also work with them on what they want to
accomplish,” Dullin points out. “Unless we ask
what they want and they tell us, the goals become
our goals and not those of the members.”

When she completes her evaluation of the case
and determines that the person is appropriate for
case management, Dullin gives the assignment to
one of the social work case managers, she says.

January 2005/ HOSPITAL PEER REVIEW ® 9



Rather than just handing over a file, Dullin
adds, “I try to give the case manager an overview
of the case. All the information is in the hard
copy, but I give them a highlight, something to
put a face on it.”

It’s a team effort

A team approach extends throughout the
HMSA organization, Bojorquez notes. 

At the intake level, Dullin looks closely at
cases to determine if they should be diverted 
to the disease management or behavioral health
programs. “Our whole intent is not to duplicate
something that is already in place,” she says.

“It’s not unlikely that we might have a member
who is diabetic, has congestive heart failure, and
is at risk for end-stage renal disease and depres-
sion,” Bojorquez says. “Is that person going to
have four case managers?” 

Representatives from the different programs
meet monthly to discuss complex cases, decide
who has the best relationship with the member,
and make that person the lead for the case, she
says.

“The others take a back seat, and she becomes
the primary contact,” Bojorquez explains. “The
patient might remain on other caseloads, but to
avoid duplication of services, those case man-
agers don’t touch the case without coordinating
with the lead case manager.”

Meanwhile, the entire case management staff
meet weekly for “case management rounds,” she
continues. “We present cases and give each other
feedback. It’s a vital piece of the program.” 

If a case is complex, or there may need to be 
a referral outside the network, Bojorquez adds,
someone from HMSA’s clinical review area may
join the discussion.

The smallness of the unit engenders a strong
camaraderie, Dullin says, with staff members often
asking each other, “Have you ever had to deal with
this?” or “What’s your recommendation?”

“Our work in case management is hard at
times, but in the majority of cases, the results are
favorable for both patients and family. The job
provides a real sense of satisfaction,” she points
out.

[For more information contact: 
• Melissa Bojorquez, ACBSW, MBA, CCM,

Supervisor, Case Management Program, Hawaii
Medical Service Association. Phone: (808) 948-
5703. E-mail: Melissa_Bojorquez@hmsa.com. 

• Linda Dullin, RN, Senior Case Manager, Hawaii
Medical Service Association. Phone: (808) 948-
5722. E-mail: Linda_Dullin@hmsa.com.]  ■
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CE questions

1. Which is true regarding a new leadership stan-
dard on managing patient flow from the Joint
Commission?
A. All organizations should use the same indi-

cators to assess patient flow.
B. Only organizations with severe ED crowding

must monitor patient flow.
C. Surveyors will be looking at patient flow

within the ED only.
D. Organizations are required to identify and

mitigate impediments to efficient patient flow
throughout the hospital.

2. Which is recommended to improve patient flow?
A. Involve only ED staff in the process.
B. After bottlenecks are identified, make small

changes and monitor their impact. 
C. Avoid including physicians when initiatives

are implemented.
D. Have a single department address through-

put organizationwide.

3. During a Joint Commission survey at Medical
City Dallas Hospital, what was the physician
surveyor’s definition of legibility?
A. Any staff member must be able to read a

physician’s order without difficulty.
B. The physician must be able to read his own

order.
C. At least one nurse must be able to read the

order.
D. As long as nurses can read the order, it’s

considered legible, even if pharmacists can’t
decipher the handwriting. 

4. Which is true regarding a new accreditation 
process for chest pain centers?
A. The criteria conflict with Joint Commission

requirements.
B. Organizations must meet or exceed a set of

criteria and complete on-site evaluations.
C. Only larger facilities may obtain accreditation.
D. Accreditation only is given to facilities which

offer percutaneous coronary interventions.

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



physicians, or their family members. To ensure
adequate staffing during high utilization, your
facility’s time-off policies and procedures should
address staffing needs adequately. 

Unplanned absences or previously scheduled
vacations may need to be denied or cancelled to
achieve adequate staffing during times of clinical
crisis. 

Facility policies and employee union contracts
should be flexible to ensure sufficient staff cover-
age so that safe care can be given to the larger
than usual emergency department (ED) or inpa-
tient populations. It may be necessary to use RNs
or other health care professionals in administra-
tive roles for patient care activities; however, the
current clinical competence of these people must
be considered.

Make sure your ED is prepared to handle high
patient volume. Urgent care or fast-track areas in
or adjacent to the ED may need to be converted
to patient treatment areas. 

Appoint a triage officer

If you don’t already have a triage officer to
manage patient flow, consider appointing one
during times of high utilization. This person can
make appropriate patient referrals to local physi-
cians’ offices or community health centers when
ED treatment is not required. 

Recheck your transfer procedures. It may be
necessary to send patients to other hospitals
when your ED is experiencing unusually heavy
patient volumes or when your facility is in dan-
ger of exceeding inpatient bed capacity.

Review your policies for admitting and schedul-
ing elective procedures. How and when will your
facility implement contingency plans such as limit-
ing elective admissions or canceling scheduled
surgeries? 

If a high number of flu-related admissions
occur, it may be necessary to control elective uti-
lization of your facility. Such limitations not only
allow for redistribution of staff and equipment,
but also reduce the risk of elective patients con-
tracting influenza from already hospitalized
patients. 

Of course, your facility should have isolation
plans for patients admitted with complications of
influenza or any other contagious disease. Under
ideal circumstances, patients with suspected or
diagnosed influenza should be in a private room. 

During a time of high census, private rooms
are unlikely to be available, and containment 
of infection may be difficult. Some patients are
dependent on certain health care procedures or
treatments (e.g., dialysis) that must continue dur-
ing high-census situations. For these patients, it is
especially important that they receive an annual
influenza vaccine and are cared for by health care
workers who have been immunized. 

Consider performing elective or necessary pro-
cedures or treatments in an outpatient area or
ambulatory care unit to reduce the chance that
these patients are exposed to inpatients infected
with the influenza virus.

Effective utilization management activities 
are critical during periods of high census. If your
facility has ineffectual physician advisor support
for utilization problems, consider appointing
temporary medical triage officers to manage
patient flow. 

The medical director or service chiefs could
function in this role. Be sure a sufficient number
of triage officers and case managers are allocated
to the appropriate units to facilitate timely dis-
charge or transfer of patients to home, a skilled
nursing facility, or other facilities. 

Careful monitoring of critical care bed utilization
is especially important to ensure patients are expe-
ditiously transferred out of these units. When inpa-
tient utilization is high, consider creating a patient
discharge holding area or discharge lounge to free
up bed space.

The committee responsible for utilization man-
agement must be actively involved in recom-
mending and enforcing procedures for dealing
with high-census situations. Start by confirming
there are adequate protocols for bed management
across the organization. 

These protocols should address how and when
the decision will be made to admit, transfer, and
discharge patients. During the period of high cen-
sus, the director of case management should mon-
itor utilization and bed availability carefully. 

The following types of data should be gathered
at least daily and reported to triage officers, the
medical director, utilization committee chairman,
and senior leaders: 
• average number of available intensive care

unit beds (adult and pediatric);
• average number of available medical ward

beds (adult and pediatric);
• average number of available ED beds;
• average waiting time for nonambulatory

patients to be seen in the ED;
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• average waiting time for ambulatory patients
to be seen in the ED;

• average number of patients in the ED waiting
to be seen;

• average number of patients waiting for inpa-
tient beds (in ED, clinics, post-anesthesia
recovery, etc);

• average number of area hospitals on ED
diversion.
After the bed utilization crisis is over, the natu-

ral response is to breathe a sigh of relief and ease
back into the business-as-usual mode. However,
don’t relax quite yet! As soon as possible follow-
ing the end of the crisis is a perfect time to evalu-
ate how your facility did at managing the large
volume of patients. Some systems or protocols
may not have worked well and need redesigning.
Don’t overlook the opportunity for this hindsight
analysis. Evaluation of lessons learned from the
high-census situation will assist in responding to
future crises. 

The utilization committee should coordinate
this evaluation, asking questions such as: 
• Was the high-census procedure activated appro-

priately to free up or add patient beds to accom-
modate multiple admissions? Was it activated
too soon or too late?

• Did all departments effectively assess and
triage patients to the appropriate level of care?

• What could the medical staff have done to facil-
itate transfer of patients to the most appropriate
level of care?

• Was the hospital able to efficiently procure nec-
essary resources (e.g., supplies, equipment,
staffing, holding beds)?

• Were scarce resources adequately and appro-
priately rationed? 

• What additional resources and mechanisms are
needed to procure the needed supplies, equip-
ment, and staff during the next utilization crisis? 

• Were nonmedical resources (i.e., security, sani-
tation, water, and transportation) sufficient dur-
ing times of unusually heavy patient volume?

• Were infection control practices adequate to
maintain patient safety?

• Did the physician clinics have an efficient com-
munication mechanism to alert the hospital of
incoming patients?

• What other resources does the hospital require
to ensure patients are adequately cared for
during times of high census?

• What recovery and mitigation efforts can be
taken now to reduce problems during the next
surge of patients?

• What community resources would help 
to reduce the burden of unusually high
admissions?

• What nonmedical resources may be needed in
the event (e.g., security, law enforcement, sani-
tation, water, transportation)?
Insights without implementation produce no

results. Where opportunities for improvement are
identified, the committee should spell out action
plans to harness the ideas that result from the
lessons learned discussions. 

The impact of the high-census debriefing
depends on making clear decisions on how to use
the insights gained. That includes spelling out who
is responsible for seeing that each insight is dissem-
inated quickly and put into practice. The utilization
committee should receive regular feedback on the
progress of protocol or procedure revisions. Don’t
wait until the next bed utilization crisis to find out
that nothing has changed.  ■

Does your chest pain care
deserve accreditation? 
Number of accredited centers is growing fast

Would you like your organization’s care of
patients with chest pain to be something 

to brag about? Consider obtaining accreditation
from the Columbus, OH-based Society of Chest
Pain Centers (SCPC). 

Accreditation will demonstrate to physicians,
patients, and the community that you follow the
highest standards in caring for chest pain patients,
according to Mary Sharp, chief nursing officer at
Southern Hills Medical Center in Nashville, TN. 

“Following evidence-based protocols helps us
achieve the best patient care outcomes and con-
sistent practice,” she adds. 

The accreditation process is a powerful perfor-
mance improvement tool, enabling you to mea-
sure the quality of the care you are giving to
patients with acute coronary syndrome (ACS),
says Lynnette Boyer, ARNP, administrative offi-
cer for ambulatory care and coordinator of the
chest pain center at North Florida/South Georgia
Veterans Health Care System in Gainesville, FL. 

Heart attacks are the leading cause of death in
the United States for both men and women, with
more than 5 million Americans visiting hospitals
each year with chest pain. 
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The SCPC uses a protocol-driven approach to
reduce time to treatment during the critical early
stages of a heart attack, when treatments are most
effective, and better monitor patients when it is not
clear whether they are having a coronary event. 

Surveyors don’t play ‘gotcha’

To receive accredited status, your organization
must meet or exceed a set of stringent criteria and
complete on-site evaluations by a review team,
but the process is more educational than punitive,
Boyer says. 

“The goal is to see that every single piece of the
puzzle is being done correctly, and as efficiently
and time-sensitively as possible,” she explains.
“This is not like JCAHO [the Joint Commission on
the Accreditation of Healthcare Organizations];
this is not ‘gotcha.’ They are going to come in 
and advise you how to facilitate improvement.
They want to see that you are sincerely trying to
improve the care you give.”

You must document key elements and metrics
that indicate your chest pain center has processes
in place to consistently evaluate and treat patients
presenting with chest pain, and that hospitals
routinely follow their treatment results via ongo-
ing quality improvement initiatives, explains
Matthew T. Roe, MD, MHS, principal investiga-
tor for Crusade, a national quality improvement
initiative to increase the practice of evidence-
based medicine for patients with diagnosed non-
ST-segment elevation acute coronary syndromes,
coordinated by Duke Clinical Research Institute
in Durham, NC.

“This recognizes hospitals that have a commit-
ment to uniform, high-level care of chest pain
patients,” he says. 

The steering committee of Crusade has agreed
to work with the SCPC in the accreditation pro-
cess and will recommend that all 400 Crusade
hospitals accredit their chest pain centers. 

To receive accreditation, your chest pain center
must demonstrate expertise in the following
areas:
• integrating the emergency department with the

local emergency medical system;
• assessing, diagnosing, and treating patients

quickly;
• effectively treating patients with low risk 

for ACS and no assignable cause for their
symptoms;

• having a functional design that promotes opti-
mal patient care; 

• ensuring chest pain center personnel compe-
tency and training; 

• maintaining organizational structure and 
commitment;

• continually seeking to improve processes and
procedures; 

• supporting community outreach programs that
educate the public to promptly seek medical
care if they display symptoms of a possible
heart attack. 
Once an organization is accredited, the team

returns for a site visit every three years to ensure
you have achieved their recommendations for
improvement. A $15,000 fee covers the site visit
and consultation. 

You can use your organization’s accredited sta-
tus as a marketing tool, and it is a bonus during
JCAHO surveys, Boyer explains. 

“JCAHO loves this — when they come out to
do a survey and you’ve already got accreditation
from the SCPC, it’s obvious you care about qual-
ity.” There may soon be another powerful incen-
tive, she adds. 

“When 26 states use an accreditation, it becomes
a standard, and 23 states currently have SCPC-
accredited hospitals,” Boyer says. “Medicare will
probably start to require it. Just like with trauma
center accreditation, you will have chest pain cen-
ter accreditation.”

At Community Health Partners Regional Medi-
cal Center in Lorain, OH, the SCPC’s criteria were
used as a framework to assess processes and sys-
tems, says Jane M. Jones, CPHQ, director of qual-
ity systems. Current practices were compared
with the criteria in the accreditation manual, and
changes were made to improve care. 

After an application was submitted along with
supporting documentation such as order sets,
policies, and guidelines, a four-hour site visit was
scheduled. 

This consisted of a visit to the chest pain unit
followed by a review of the accreditation tool
with team members including cardiologists, the
chest pain medical director, chest pain coordina-
tor, emergency department director and educator,
quality personnel, and administrators. 

“This approach was well-received by all mem-
bers of the team and especially by the physicians,”
Jones says.

The tool reviews the entire continuum of care
for ACS patients and, therefore, requires the orga-
nization to take a systems look at its patient care
processes, she continues. 

“When this occurs, gaps in the delivery of care



can be identified and action plans developed to
improve the quality and safety of patient care,”
Jones says.

Quality role is key

The quality manager is key in achieving accred-
itation and should be the one to complete the
application for accreditation, Boyer stresses. 

“This is a data-driven accreditation program —
without the data you’ll never get accredited,” she
says. “You’ll need buy-in from upper administra-
tion, the emergency department, and cardiology,
but data are everything.”

The quality manager should be responsible for
the following, according to Jones: 
• Establish the process and outcome measures to

identify how well systems and processes are
functioning. 
“This includes nationally known ACS quality

measures such as EKG within 10 minutes of
arrival or thrombolytics within 30 minutes, but
may include unique process measures specific to
an individual organization,” she adds. 
• Identify methods for data collection, preferably

concurrent instead of retroactive chart review.
• Identify measurement goals for the organiza-

tion, as well as best practice benchmarks.
• Aggregate data and analyze them for patterns

and trends. “This may require some segmenta-
tion of the data into various shifts, days of
week, and providers,” says Jones.

• Develop a quality scorecard to report the mea-
surement results and compare these against
the organization’s goals and benchmarks. 
“Ensure the results are communicated to

appropriate individuals within the organization,
reviewed for improvement opportunities and
actions taken as necessary to either improve or
sustain high-quality outcomes,” Jones explains. 

• Cycle this process on a regular basis.
“Do you get that EKG within 10 minutes of

arrival, do you get those troponins drawn within
60 minutes, and do you get those thrombolytics
on board in less than 30 minutes?” Boyer asks.
“The quality manager measures to make sure all
of that is happening.”

This can be done in a variety of ways, such as
monitoring a percentage of patient charts, but
without these data, there will be no accreditation,
she notes. 

“If you can’t monitor your improvement pro-
cess, how do you know you improved?” Boyer
asks. 

“The data points are not difficult — anyone
with an Access database could design a template
for this,” she continues.

At Boyer’s system, 100% of ACS charts are
audited to check that all performance measures 
are met. “And if they don’t find it in there, it didn’t
happen,” she explains. 

At Southern Hills, quality managers aggregate,
oversee, analyze, and set in place methods to
improve clinical outcomes and satisfaction with
care. 

Here are steps that occur: 
• Data are collected and entered into several

databases, on both a concurrent and retrospec-
tive basis. 

• A registered nurse and the cath lab director
abstract the data, and they are reviewed in
appropriate committees for opportunities to
improve performance.

• The core measures nurse provides education as
needed on a concurrent basis to ensure practice
guidelines are followed consistently.

Process is saving lives

Chest pain is the leading cause of malpractice
lawsuits alleging misdiagnosis, says Boyer. “So
the quality manager’s job is twofold: One, that
the patient gets the care they need in a timely
fashion, and secondly, to reduce litigation,” she
adds. 

The accreditation process has improved out-
comes dramatically at her facility, according to
Boyer. “It’s a wonderful way to improve your
process of care. I would encourage even the
smallest hospital to take a look at it — in fact,
especially the smallest hospitals. This says they’re
giving the same level of care as all the other hos-
pitals — that little old VA is doing a standard of
care similar to Cornell,” she adds. “It’s a great
way to keep the institution cutting edge.”

Here are examples of improvements made at the
North Florida/South Georgia Veterans Health as a
result of the SCPC accreditation process:
• Cases are reviewed collaboratively with

emergency medical services (EMS).
“Previously, we did not have as close a rela-

tionship with EMS as we have now,” says Boyer.
“Thanks to the process, we now help them with
their quality reviews, by doing ACS case reviews
to see where we can improve.” 

The organization also is planning drills coordi-
nated with emergency medical services (EMS) to
find improvement opportunities. 
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As a result, EMS now is giving better documen-
tation about when aspirin was given, routinely
provides 12-lead EKGs, and in turn, receives feed-
back about care provided in the field and follow-
up information on patient outcomes. 
• Faster troponin results are obtained.

“We never got the troponins done in a timely
fashion,” says Boyer. “Now we have point-of-care
troponin so we know within five minutes if the
result is positive or negative,” she says.
• Two dedicated observation beds in the ED

were added for ACS. 
• New algorithms were developed. 

“Ours were way out of date,” Boyer notes. “We
are also looking at new competencies for nurses.”
• A technician was added at triage.

“The triage process didn’t work very well
before, so we put a tech there who is instantly
ready to do the EKG,” says Boyer. The VA also is
considering purchasing a new EKG machine that
can be transmitted down to cardiology instantly.
• Signage was improved.

All signage inside and outside is being
changed to better direct patients to the point of
care. “Our signage was terrible outside, and we
didn’t realize it — it was embarrassing,” she says.
“We didn’t think about it from the patient’s point
of view, and a delay in care can cost a life.” 

[For more information, contact:
• Lynnette Boyer, ARNP, Coordinator, Chest Pain

Center, North Florida/South Georgia Veterans Health
Care System, 1601 S.W. Archer Road, Gainesville,
FL 32607. Phone: (352) 376-1611. Fax: (352) 379-
4174. E-Mail: Lynnette.Boyer@Med.va.gov.

• Jane M. Jones, CPHQ, Director of Quality
Systems, Community Health Partners Regional
Medical Center, 3700 Kolbe Road, Lorain, OH
44053. Phone: (440) 960-4000. Fax: (440) 960-
4416. E-mail: JaneM_Jones@hmis.org.

• Matthew T. Roe, MD, MHS, Division of Cardi-
ology, Duke Clinical Research Institute, Room 0311
Terrace Level, 2400 Pratt Street, Durham, NC
27705. Phone: (919) 668-8700. Fax: (919) 668-
7000. E-mail: Roe00001@mc.duke.edu.

• Mary Sharp, CNO, Southern Hills Medical
Center, 391 Wallace Road, Nashville, TN 37211.

Phone: (615) 781-4199. E-mail: mary.sharp@HCA
Healthcare.com 
To obtain a manual including an application for

accreditation, which costs $150, go to the SCPC web
site at www.scpcp.org. Click on “Accreditation of
Chest Pain Centers,” “Accreditation Manual Request
Form.” Or contact the SCPC, 3000 W. Broad St., Box
9, Columbus, OH 43204. Phone: (614) 274-9710. Fax:
(614) 274-9716. E-mail: info@scpcp.org.] ■

New CMS data key tool 
to identify shortcomings

Newly updated data now are available at the
Centers for Medicare & Medicaid Services’

Hospital Quality Initiative web site (www.cms.
hhs.gov/quality/hospital), from hospitals partici-
pating in the Hospital Quality Alliance, the initia-
tive led by the American Hospital Association
and other organizations with the goal of sharing
hospital quality information.
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More than 4,000 hospitals currently share data
through the initiative, which assesses how often
caregivers follow 10 clinical care steps proven to
improve outcomes in heart attack, heart failure,
and pneumonia patients.

Nearly 3,900 hospitals were eligible to receive a
full Medicare inpatient payment update for report-
ing their performance on these measures.

In addition, approximately 200 small rural
facilities also volunteered to share their data,
though they were not eligible for the incentive. 

“Quality managers should review how their
facility’s performance looks in relation to facilities
nationwide,” says Patrice L. Spath, a health care
quality specialist with Forest Grove, OR-based
Brown-Spath & Associates. “Now, even small
critical access hospitals have data they can use to
evaluate performance.”

Use the information as a springboard for
improvements, Spath recommends. “Even if the
data show your facility’s performance is as good
or even better than other facilities, remember the
old adage, ‘Everything can be improved,’” she
says. “Achieving 100% compliance with recog-
nized standards of care should be everyone’s ulti-
mate goal.”  ▼

JCAHO issues guidelines
for pay for performance 

The Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) has issued

a set of principles to guide the development of
health care pay-for-performance programs. 

According to JCAHO’s board of commission-
ers, pay-for-performance programs should place
the highest priority on patient-centered efforts to
improve health care quality and patient safety.
Currently, more than 100 pay-for-performance
programs exist nationwide. 

JCAHO’s guidelines are designed for use by
policy-makers, third-party payers, health plans,
purchasers, and others who are involved in pro-
grams that provide incentives for achieving per-
formance benchmarks. 

JCAHO is urging that new models for payment
give specific attention to aligning incentives among
patients, practitioners, provider organizations, pur-
chasers, and payers. 

The guidelines emphasize the need for collabo-
ration among stakeholders, evidenced-based

measures, transparency and openness, and
investment in subthreshold performers. 

To view the Principles for the Construct of Pay-
For-Performance Programs, go to the JCAHO web
site at www.jcaho.org. Click on “News Room,”
“Joint Commission News Releases,” “Joint Com-
mission Establishes National Principles to Guide
Pay-For-Performance Programs,” “View the full
set of principles.” ■
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CE objectives

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

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

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

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

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

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


