
JCAHO, public are watching: Act now 
to improve cardiac core measure data
Public reporting is strong incentive to identify and correct problem areas

Has your organization posted core measures data for cardiac patients
on your web site? If not, is this because your results aren’t some-
thing you want to highlight?

“Cardiac care is an attention grabber, and this information is important
to our patients and community,” says Marian Mosby, RN, MSN, CCM,
CPHQ, quality coordinator at Centennial Medical Center in Nashville, TN.

There is no question that the trend toward public reporting of quality
data gives you much-needed ammunition to obtain needed resources to
improve cardiac core measures, says Monica Ray, director of quality at
Carle Foundation Hospital in Urbana, IL.

“I think it adds to our cause and works to our advantage. It puts more
emphasis on the quality of care — not only because it’s the right thing to
do but also because we want to look as good as possible in the public eye,”
she says. “We put information about our data right on our own web site —
we are very up front with it. In the near future, our actual data, such as the
quality initiative measures, will be posted.”

This practice can give you lots of leverage with hospital board members,
many of whom also are members of the community, Ray adds. “We have
informed them about the public reporting process and the impact that it
has on a hospital, which can be either positive or negative,” she says. “It
perks up their ears and gets them to pay attention to it even more.”

The unique challenges of cardiac data collection include knowing which
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Don’t miss infection rate audio conference
State after state considering legislation on disclosure laws

Is your state next? Laws requiring disclosure of individual hospital infection
rates are sweeping the nation. Four states — Pennsylvania, Illinois, Florida,

and Missouri — have passed infection rate disclosure laws, and 20 others
have introduced bills. 

Driven by consumer demands for patient safety, infection rate disclosure
laws are expected to be passed eventually in most states or required federally
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databases are being used, keeping the data defini-
tions for each database straight, and identifying
and remedying duplicative data collection efforts,
Mosby explains. 

“We collect cardiac data for several different
cardiac databases,” she says. “The challenge is
identifying commonalities of the databases and
sharing the data, thereby reducing duplicative
efforts.”

The recent alignment of quality measures by
the Centers for Medicare & Medicaid Services
and the Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) made the

data collection process much easier, Ray adds. 
“When they were different, it was a nightmare

to collect the data,” she says. “We were collecting
double data on everything, and it was very diffi-
cult to keep it all organized.”

Get ideas from others

“We have always distributed the data widely
from the board level to the unit staff level, so peo-
ple can see how we are doing and how we are
comparing with other organizations,” Ray says.

At Centennial, outcomes data and best practices
are shared with the cardiac service line, which has
led to development of on-line cardiac core mea-
sures educational training, participation in the
American Heart Association (AHA)’s “Get with
the Guidelines” program, and implementation of
chest pain pathways/order sets and point-of-care
testing, Mosby explains. (For more information
on the AHA’s program, see related story, p. 48.)

Cardiac core measures data are shared at car-
diovascular medicine, nursing leadership, emer-
gency department (ED), medical executive
committee, and hospital board meetings. 

“One great idea that came about as a result of
sharing the data was the development of an auto-
generated daily troponin report,” Mosby says.

The troponin report is sent automatically to 
the cardiac case manager and cardiac rehab every
day to help them prioritize daily activities and
help with early identification of acute myocardial
infarction (AMI) patients.

Cardiac physician order sets have been revised
to address core measure indicators from admis-
sion to discharge, using a multidisciplinary pro-
cess, Mosby adds.

When sharing data with staff, always empha-
size the why behind cardiac core measures data
collection, she advises. 

“Everyone involved in the system of care for
the cardiac patient needs to be knowledgeable of
what the cardiac core measures are and why they
are important. “It’s easy to become overwhelmed
by numbers and lose sight of why we collect data
in the first place — to improve the care we pro-
vide to our patients,” Mosby says. 

“We can never forget this. This is the first mes-
sage we share, and it continues to be the founda-
tion of all our quality improvement efforts,” she
explains.

At Trinity Medical Center in Rock Island, IL,
physicians are given feedback about their individ-
ual compliance with the cardiac core measures. 
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“If you point out that they are below average in
whatever measure you are looking at, people will
self-correct,” says Mark Valliere, MD, vice presi-
dent of medical affairs. “If they know you are
looking, they will try to do better. Nobody wants
to be below average.”

Standing orders currently are being revised to
simplify them, he notes. “For some of the doctors,
it was harder to wade through these very com-
prehensive orders than to just write what they
wanted. So we had to go back to the drawing
board to simplify those — to keep in the basic
stuff that virtually every patient with that condi-
tion would get and take out a lot of the frills,”
Valliere says.

A sticker is used for patients admitted with an
AMI or congestive heart failure (CHF) diagnosis
to serve as a reminder to either perform the
standing orders or indicate contraindications. 

“We’re about to mandate that physicians com-
plete that piece of it, or otherwise, it remains an
open record,” he adds. “A certain amount of the
time the doctor is doing the right thing and is just
not documenting it, so we are trying to capture
that.”

For example, the patient may have had a previ-
ous echocardiogram that revealed a contraindica-
tion, but it may not be documented in the chart. 

“If somebody doesn’t give an angiotensin-con-
verting enzyme inhibitor because the patient’s
renal function was bad, they did the right thing,
but it wasn’t clearly reflected in the chart,” says
Valliere. 

“Or maybe the patient has been in twice in
three months with heart failure, and that is why
they didn’t get another echocardiogram, but the
auditor only looks at the current record,” he
adds.

Standing orders are not going to be mandated,
since physicians are realizing that it’s just easier
to use them. “These are all things they were
going to write down anyway, but it’s done for
them — the five things done for every heart fail-
ure patient are already listed, so now they just
have to add the six or 10 additional things,”
Valliere says.

If a physician forgets to perform one of the
core measure requirements, such as a left ventric-
ular function (LVF) assessment, a safety net of
clinical pharmacists, case managers, or nurses
will remind them, he says. 

“We ensure that AMI or CHF patients don’t 
go home until somebody looks at the records to
make sure that everything is done, so it’s not

totally dependent on the physician,” Valliere
notes.

The organization’s goal is to be in the JCAHO’s
top 10 percentile, but this is proving to be an elu-
sive goal despite continual improvements, he
points out. 

“We’ve not made it with all of our measures,
not because we haven’t improved, but because
everybody else is also improving. We’re close, 
but the problem is that everybody else is getting
good at this too, so the top 10% keep creeping
up,” Valliere says. “For some of these markers,
such as aspirin on arrival or oxygenation for
pneumonia patients, you’ve got to have 100%
compliance to be in the top 10%.”

Use data to revise processes 

“It takes time to really sit down and look at the
data, to analyze them, and see how you are doing
over time,” Ray adds. “The goal is to point out
when things are askew and when they need to be
addressed, and coordinate groups to do that. We
have worked on the whole process of caring for
the patient, taking it apart and improving each
section as needed.”

Here are examples of changes the organization
made in response to its cardiac core measures
data:
• When data showed that door-to-electrocardio-

gram (EKG) times had increased, a group was
charged with finding ways to shorten time
frames. Interventions included synchronizing
all clocks on EKG machines, looking at the
point in the process the records were being
timed, and determining how quickly EKG
techs can respond to a call. “Our latest change
is placing a full-time EKG tech in the ED, to be
there at all times,” Ray notes.

• To reduce delays in door-to-procedure time 
for cardiac catheterization, the process was
changed for how the team is called in after
hours.

• Coders were inserviced to ensure cases were
appropriately coded so data are accurate.

• For a goal of improving statin use, the cardiol-
ogy group was asked to change the point at
which they were prescribing to the patient so it
was done in a more timely manner.
Although there is a lag time in getting reports

back when data collection is done retrospectively,
if the data abstractor notices a trend while collect-
ing the data, Ray is notified so a quicker response
is possible. 
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“That is how the changes with the EKG time
and calling in the cath lab team came about — we
were able to jump on it instead of waiting months
for the report to come back,” she says.

At Quincy, IL-based Blessing Hospital, the
quality management analyst retrospectively col-
lects and summarizes information, with reports
distributed to the board of trustees, the medical
staff quality advisory committee, and nursing
leadership, says Tena Jones, MT(ASCP), director
of quality management. 

“Improvements are sustained through contin-
ued monitoring and surveillance,” she says.

After the organization’s AMI data were pre-
sented to the department of family practice in
aggregate form, the department was curious as to
its performance compliance. 

“We then began to split out their departmental
discharges from the aggregate,” she says. “Their
increased awareness and interest in the measures
contributed to their improvement. Currently, five
of six rate measures are at 100% compliance.”

Here are key changes that were made:
1. An acute coronary syndrome order set was

developed to address each core measure.
2. Performance data are presented by quality

management staff to the medical staff depart-
ments of the ED, family practice, and medicine. 

3. Cardiac care managers are involved in the
surveillance of patients admitted with an ele-
vated troponin level, to ensure aspirin and
beta-blockers are given within 24 hours of
patient arrival. 
“By using the report to identify new potential

AMI patients, the cardiac care managers review
the charts for aspirin and beta-blockers, and will
follow up with the physician if indicated,” Jones
says.
4. Core measures and cases that fall out of perfor-

mance standards are included in the medical
staff peer review process for the department of
family practice.

5. A checklist is used by the organization’s clini-
cal documentation specialists during chart
review of cases with a primary AMI diagnosis,
to check for aspirin and beta-blocker on arrival
or within 24 hours or documentation of con-
traindication to medications, smoking history/
smoking cessation, and echocardiogram report/
LVF assessment. 
“We hope that it will serve to educate physi-

cians on the potential inclusion of patients into
the AMI measure and prompt them to initiate the
evidence-based order set,” Jones adds.

[For more on cardiac core measures data, contact:
• Tena Jones, MT(ASCP), Director, Quality Manage-

ment, Blessing Hospital, 1005 Broadway, Quincy, IL
62301. Phone: (217) 223-8400, ext. 6673. Fax: (217)
228-3097. E-mail: TJones@blessinghospital.com.

• Marian Mosby, RN, MSN, CCM, CPHQ, Quality
Management Department, Centennial Medical
Center, 2300 Patterson St., Nashville, TN 37203.
Phone: (615) 342-4788. Fax: (615) 342-4775. E-mail:
Marian.Mosby@HCAHealthcare.com.

• Monica Ray, Director of Quality, Carle Foundation
Hospital, 611 W. Park St. Urbana, IL 61801. Phone:
(217) 383-4877. E-mail: monica.ray@carle.com.

• Mark Valliere, MD, Vice President, Medical Affairs,
Trinity Regional Health System, Rock Island, IL,
Phone: (309) 779-3200. E-mail: vallierem@trinity
qc.com.]  ■

AHA program can have 
big impact on your data
Ongoing support allows for impressive results

Are evidence-based guidelines being followed
consistently in your organization? If not, you

need to “get with the guidelines,” says Cindy
Waller, RN, MSN, vice president of quality
improvement initiatives for the southeast affiliate
of the Dallas-based American Heart Association
(AHA).

The AHA’s “Get with the Guidelines” program
was developed to address a gap between scientific
evidence and the care being delivered to coronary
artery disease (CAD) patients at the bedside, she
says. “Evidence-based guidelines were not being
followed consistently.” The AHA recently has
added modules targeting stroke and heart failure.

Now there are powerful new incentives to fol-
low evidence-based guidelines: public reporting of
quality data, pay-for-performance programs, and
compliance with Joint Commission on Accredita-
tion of Healthcare Organizations (JCAHO) core
measures. 

“There are a lot of external pressures on hospi-
tals. All those pressures have made it much easier
for us to get the required resources and addi-
tional quality improvement personnel,” reports
Gray Ellrodt, MD, chief of medicine at Berkshire
Medical Center in Pittsfield, MA, which has par-
ticipated in Get with the Guidelines since it was
pilot tested in 2000.
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“For us, it was a powerful way to begin clini-
cal quality improvement initiatives,” Ellrodt
points out. “The support given by this program,
and the incentives for regional and national
recognition, are very important to a small insti-
tution like ourselves.”

The program interfaces with patients and fami-
lies prior to discharge and also serves as a data
collection tool. The hospital enters clinical and
demographic data and medical therapies for
heart attack or stroke and checks these compo-
nents against the secondary prevention guide-
lines, with recommendations given at the time of
the data entry for what might need to be done
differently.

For example, if the patient’s height and weight
shows the body mass index is higher than it should
be, recommendations will be given instantly. “In
addition, there’s a link to our web site which has
patient education materials for that particular
patient, so they can be printed out at the time of
discharge,” Waller adds.

If hospitals want to see how they are perform-
ing on compliance with core measures, they have
the option of using the program’s reporting func-
tion, she explains. “The tool will aggregate all 
the data they have entered and put it in a report
format without an lot of extra work involved.”
Hospitals also can benchmark their performance
against other hospitals in the region or country,
although the confidentiality of hospital-specific
data is maintained.

Collaboration is key

The program has a tiered approach and begins
with conducting physician workshops, including
cardiologists and emergency department (ED)
physicians. 

“We educate the physicians and train them, in
essence, to be Get with the Guidelines physicians.
So we have this group of physicians who under-
stand the value in secondary prevention. They
can then give workshops to other physicians in
their community,” she says.

Next, quality managers, risk managers, and car-
diac care staff participate in all-day workshops.
“We look at what we can do to help implement the
program at their facility, what tools they are cur-
rently using and how they are working, and exam-
ine barriers to implementation,” Waller explains.

The most common barrier identified is, “Who
is going to enter all the data, and how much time
is it going to take?” 

“The data-entry piece is about 20 clicks, and it
takes three to five minutes to do it,” she adds.
“And if the organization chooses, this could be
their vehicle for sending data to JCAHO and CMS
[Centers for Medicare & Medicaid Services].”

At first, case managers at Berkshire entered 
all the data for the program, but after significant
improvements in smoking counseling and car-
diac rehab referrals were demonstrated, quality
managers lobbied for additional staff.

“Then our organization started participating 
in public reporting and the pay-for-performance
pilot with CMS and realized there were signifi-
cant opportunities to improve our payment based
on improved quality of care,” Ellrodt says.

The AHA’s program ties in perfectly with this
goal, he adds. “The beauty is that there is near-
perfect alignment between the AHA guidelines,
JCAHO, and CMS measures, so you can cross-
populate once you have perfected the data,” he
says. “You have one program to implement, but
you are able to report how well you are doing to
three or four different databases.”

The workshops and collaborative environment
were a key factor in rapidly improving patient
care for acute myocardial infarction and CAD,
Ellrodt notes. The organization then was able to
use the same approaches to improve care of
stroke, diabetes, and heart failure. “They got us
started and very rapidly improved our perfor-
mance. Now we have sustained improvement
over four years and also in other clinical areas,”
he says.

Collaboration not only allows you to rapidly
improve your performance, but equally impor-
tant, it enables you to sustain those gains, Ellrodt
says. He points to his hospital’s increasing the
percentage of patients referred for cardiac reha-
bilitation from 14% to 99%.

“If you look at CMS and JCAHO, there are no
collaborative workshops — no one in those pro-
grams is helping you get really good,” Ellrodt
adds. “In those other programs, you don’t get
any of that. You can end up reporting lousy data,
because there is no one helping you improve
your performance.”

The organization also got an idea from a par-
ticipating hospital to improve its smoking cessa-
tion counseling, which was being done by a
single individual. Although 100% of stroke and
CAD patients were getting smoking counseling,
only 70% to 80% of heart failure and community-
acquired pneumonia patients were receiving this.

“We realized that if this individual was on
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vacation or out sick, we would miss opportuni-
ties to counsel smokers,” he says. Another Get
with the Guidelines participant suggested doing
this through the respiratory therapy department,
which is always available. “They are very often
trained in tobacco counseling and are often stand-
ing with a patient for 10 or 20 minutes helping with
a breathing treatment that they need because they
were a smoker,” adds Ellrodt. 

As a result of the change, 100% of all patients
now receive smoking-cessation counseling.

The AHA’s Get with the Guidelines second
module, for stroke patients, has partnered with
JCAHO’s Primary Stroke Center Certification
program, which recognizes organizations that
make exceptional efforts to foster better outcomes
for stroke care. “So if the organization is inter-
ested in pursuing stroke-center certification
through JCAHO, this tool will aid them in data
collection,” Waller says.

This allows organizations to be much more
efficient with utilization of resources, just as the
recent alignment of the CMS and JCAHO quality
measures have done, Ellrodt explains. 

“Hospitals were going crazy, quite frankly,
being up against multiple regulators. Not only
were the measures different, but the diseases
were different; and even within conditions such
as heart attack, the measures were different,” he
says. “It was very burdensome. Now we can
report through a single structure, which allows 
us to be much more efficient with our utilization
of resources.”

The hospital is participating in the pilot phase
of the stroke module and also participating in a
national project with four other states. 

“We are very focused on improving stroke care
and using this tool to improve our performance,”
Ellrodt adds. “For a small place like us, to get 
a national award from the AHA and have our
stroke coordinator stand up in front of hundreds
of people is pretty special.”

When hospitals have achieved 85% compliance
on the five key indicators of secondary-preven-
tion guidelines, they receive a quarterly recogni-
tion award with a plaque and ceremony at their
hospital. If the 85% compliance is maintained
over a calendar year, the hospital is recognized 
at AHA Scientific Sessions.

National recognition from AHA is a public
relations boon for any hospital, Ellrodt says. “We
can then contact our local newspaper about the
award, which is a good reflection on the hospital
and very good for our community,” he adds.

AHA has just released its third module, target-
ing patients with heart failure. Some of the key
indicators that are measures for heart failure are
different than for stroke or CAD, but otherwise,
the platform and functionality of the tool is the
same, Waller explains. 

“Interest in heart failure is growing, so this is
very timely. If your organization is submitting
heart failure indicators to JCAHO, this tool will
help with that,” she says.

Heart failure is a key focus for quality profes-
sionals at Berkshire, Ellrodt adds. “We had already
been working on heart failure before this new
module, by entering the heart failure patients who
also had CAD in the CAD module.”

Real-time reporting

Some organizations are reluctant to participate
in the AHA’s program, arguing that they already
are submitting data to other cardiac data programs,
Waller notes. “We emphasize that all the other
databases are based on AHA scientific guidelines,
so they are dependent on the AHA to guide their
clinical care. When the guidelines change, the
other databases have to be updated. Given the fact
that we are an AHA database, the patient manage-
ment tool is automatically updated at no cost to
the facilities.”

In addition, most facilities are dependent on
the AHA for their patient education materials, so
having direct links to this resource is another key
benefit, Waller notes.

Real-time reporting is another huge plus for
overworked quality managers, she says. “You do
not have to take the reports and put them into
Excel and develop your report for presentation
purposes. 

“These reports are real time, and they are pre-
sentation ready. If your hospital administrators
calls and asks, ‘How we are performing?’ it’s a
quick and easy process to run those reports,”
Waller adds.

[For more on Get with the Guidelines, contact:
• Gray Ellrodt, MD, Chief of Medicine, Berkshire

Medical Center, 725 North St., Pittsfield, MA
01201. Phone: (413) 447-2849. E-mail: gellrodt@
bhs1.org.

• Cindy Waller, RN, MSN, Vice President, Quality
Improvement Initiatives, American Heart Associ-
ation, 1818 Patterson St., Nashville, TN 37130.
Phone: (615) 340-4125. Fax: (615) 340-4101. 
E-mail: Cindy.Waller@heart.org.
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Process was developed in response to 9/11

A“patient readiness” scoring system that arose
out of the tragedy of 9/11 has served as an

effective way to address throughput, as well as
an emergency preparedness tool, says Dee Page,
RN, director of case management for Virtua
Memorial Hospital of Burlington County in
Mount Holly, NJ.

Virtua Memorial was one of the facilities that
got a call on Sept. 11, 2001, asking staff to find
room for a possible deluge of patients seriously
injured in the attack on the World Trade Center,
Page explains. “We were one of those hospitals in
the Northeast that were in close enough proxim-
ity that we thought we would have an influx of
patients.

“On Sept. 11, we got a call about 10 a.m. and
were told to be ready,” she adds. “At that time, it
was thought that we would have a lot of sick and
injured patients.” By 11:30 a.m., Page says, the
hospital had emptied 62 beds in preparation for
the expected patients, but as it happened, the
beds weren’t needed after all.

That experience, however, led to the develop-
ment of a “quick-and-dirty” way to determine
which patients could be moved on a daily basis,
she says, not only in the event of an emergency
but to address patient throughput.

The case management department established
a scale of 1 to 4, with 4 being the lowest acuity
rating, “the patient closest to the door,” for whom
there is a discharge plan in place, and 1 indicat-
ing an intense level of acute care, Page says. Next
are the “2s,” who require a significant level of

care — patients in a step-down unit or maybe
telemetry.

The level 3 patients require acute care but are
progressing, she adds. “These may be postopera-
tive patients, or those who are being treated
aggressively and showing improvement but who
are not primed enough to go to a skilled nursing
facility.

“There could be a fifth tier,” Page notes, “a
shaded area that would more or less indicate a
patient who is being observed. If you wanted to
push the envelope, you could add this level.”

A departmental flowchart shows each patient,
and the rating code for the person’s status. The
patient’s readiness level is determined at admis-
sion and reassessed daily, she says. 

The readiness rating also is entered into a web-
based system that includes utilization review 
and discharge planning information, Page adds.
“Pieces of that documentation are printed and
placed in the chart, and the rest lives in the sys-
tem as a lifetime record.” That system is helpful
at the time of discharge, she says, because it doc-
uments where patients are sent or referred.

Although many organizations have method-
ologies for tracking acuity, most use them for
determining nursing staffing ratios, notes Pat
Orchard, CCM, CHE, director of health services
for Horizon Blue Cross Blue Shield of New Jersey,
based in Mount Laurel.

The same concept can be extremely valuable
when used, like the process at Virtua Memorial, to
determine a patient’s readiness to be transferred
to the next level of care, adds Orchard, who has
worked as a case manager in a variety of settings.

New system streamlines patient throughput



Hospitals that categorize patients in some for-
mat indicating “readiness to transition,” she says,
can move quickly and efficiently in the event 
of disaster or even emergency department (ED)
overcrowding. “When you’re talking about
capacity, what comes in must go out,” she notes.
“The balance has to be there. If not, there’s a
tremendous amount of delay.”

Typically, organizations focus on input — get-
ting ED patients into treatment rooms and then to
the nursing floor, for example, Orchard says. “But
if you don’t address output, managing patients to
move them out efficiently and effectively, you
don’t solve the throughput problem.”

Without a system for categorizing patients, she
explains, hospital staffs faced with “high capacity
moments” may spend hours trying to free up beds.

“Say, for example, you had to move 40 people
out of the hospital because there was a disaster
in the community,” Orchard adds. “Nurses are
[examining] every patient in the hospital to
determine readiness [to move]. Everyone is run-
ning in circles trying to find beds.”

If a scoring system is in place, however, the
patients who are most ready for discharge will
already have been identified and — after physi-
cian orders are obtained — can be moved quickly
and easily, she says.

The first step in implementing such a system is
to establish criteria for acuity levels and to cate-
gorize patients based on those criteria, Orchard
advises. “You can use numbers or letters or any
kind of scoring you want, but you are scoring the
patient based on readiness.”

Whether the scoring grid is based on 1 to 4, 1
to 3, or something else, the information can be
put into the computer system and pulled out in a
report when needed, she says. “If you’re using a
score of 1 to 4, those patients who are leaving in
the morning, waiting for nursing home place-
ment, or finishing one more course of treatment
may be 4s.”

“This is a basic acuity system, but it’s based
not on clinical findings, but on the transition
capability of the patient,” Orchard explains.
“How quickly can they transition to the next
level of care?” These are patients about whom
physicians say, “Maybe they can go tomorrow, or
maybe they should stay one more day,” she adds.
“Some physicians don’t move patients as fast as
they could.”

From a managed care perspective, Orchard
says, some might question why such patients still
are in the hospital if they can safely be discharged.

But the fact is that they are there, she adds. “Maybe
the physician hasn’t been in yet, or the physician
was in that morning and test results weren’t back
then. Multiple inefficiencies are out there.”

Once a scoring system is in place, she adds, “at
least you know where to focus your attention.

“Have a set of parameters,” Orchard suggests,
“so that when you do get in a crunch, you’re able
to turn quickly to the high-level patients who can
be moved out immediately. Make sure physicians
have agreed to the process and to the scoring sys-
tem the hospital has developed.”

Whether the physician must be called when
the process is put in motion, either as the result of
a crowded ED or a natural disaster, depends on
the policies of the organization, she says. “Most
would call to get the discharge order.”

Assessing and scoring of patients should be
done daily or even twice daily, depending on the
hospital census, Orchard recommends.

“If done in conjunction with nursing or case
management rounds,” she explains, “the time
required should be minimal.”

Nursing not on board

One of the shortcomings of the system in place
at Virtua Memorial, notes Page, is that nursing
staff do not participate. At one time, she explains,
the nursing department had a readiness project of
its own — a color-coded system that was tied to
staffing ratios as well as patient acuity.

“What that meant to them was that if census
and acuity go below certain levels, the staffing is
adjusted,” Page says. “As soon as they see the
coding, they know they need extra staffing or
that there are empty beds.

“The [nursing project] never got off the ground,
but we continue to use our system,” she adds.
“We know at any time how many beds are occu-
pied by a particular type of patient.”

In addition to its value during times of over-
crowding or crisis, she points out, the patient
readiness score helps caregivers prioritize the
workload if a case manager is not there and take
a more proactive role in assisting physicians with
discharge decisions.

“In our documentation system, we have an 
RC [review case] due date,” Page explains. “For
instance, if you have a managed care patient and
have just done a review with the payer, and the
payer authorizes a three-day stay, technically, 
you wouldn’t have to look at [that case] for three
days.”
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While that system helps in managing caseload,
she points out, “the readiness rating goes beyond
the obligation to see the patient again.” There
might be six patients on the case manager’s list
who require acute care and are progressing, Page
adds, but the readiness check could reveal that
one of those patients is now a “4.”

The case manager then can suggest to the physi-
cian that the patient might be ready for an earlier
discharge, she says. “So it helps them further pri-
oritize — it’s very valuable in that respect.

“It used to be that if you knew you were being
paid for three days, you left it alone, but we
really don’t feel that way anymore,” Page points
out. “It’s better to have your beds filled with peo-
ple who are really sick. It’s better for the patient if
you can move beds sooner.”

With abdominal surgeries, insurance compa-
nies often authorize lengthy stays, and patients
may be ready for rehab or discharge sooner, she
adds. “The theory of ‘fill your beds, fill your
beds’ doesn’t work anymore.”

In terms of the readiness scoring system, the
focus of the case manager’s day is with the “2s”
and “3s,” Page says. “With ‘2s,’ you want to make
sure you can move them through the system to a
more appropriate bed, or ask, ‘Have they finished
that course of treatment? Do they need to be
transferred to another facility?’”

With “3s,” she adds, the idea is to make sure
they are not the next patients to be designated as
“4s.” With “4s,” the discharge plan is complete
and just needs to be activated, Page notes. “If
someone was told yesterday that [he or she]
could move to rehab today, that patient would
have been a ‘4’ yesterday.”

When the time comes to empty some beds
quickly, case management — the only depart-
ment using the patient readiness system — gets
the first call from one of Virtua Memorial’s bed-
flow coordinators, she says.

“We often go on divert here — beds are full,
and we have to send patients elsewhere — and
[the coordinator] comes to us right away, asking,
‘What can we do to open some beds?’”

When that call comes, Page says, “We go right
to the ‘4s’ and make some calls to physicians to
let them know there is a crunch. Sometimes, they
say they’re in the hospital and will be up to dis-
charge the patient. They almost always want to
see the patient.”

With elderly patients who will be transferred
to nursing homes, she notes, the case managers
often will have gotten a “heads up” that, for

example, the patient still is receiving treatment,
but this will be the last day. In those cases, Page
adds, the discharge might be “all sealed up” for 
a particular date.

Although the readiness system is an internal
mechanism for the case management department
at present, she says, she’d like to see it fully
implemented at all the Virtua Health campuses.

“It’s not labor-intensive at all,” Page notes. “It’s
putting a sticker on the chart. On those days when
we’re short staffed, or even when we’re full and
somebody wants to organize the day, it helps to
have [the rating]. 

“Instead of relying on a whole lot of other
people for information, the case managers can
look at the scale and see what they have, and
know which patient to address first,” she adds.

[For more information, contact:
• Dee Page, RN, Director, Case Management,

Virtua Memorial Hospital of Burlington County,
Mount Holly, NJ. Phone: (609) 267-0700.

• Pat Orchard, CCM, CHE, Director, Health
Services, Horizon Blue Cross Blue Shield of New
Jersey, Mount Laurel. Web site: patpj@att.net.]  ■

Is it redundant to have
DPs in addition to CMs?
Professionals talk semantics

Are the terms “discharge planning” and “case
management” interchangeable, or are they

distinct, and is there a place for both in today’s
health care environment?

That’s the question raised by Sandra Lowery,
RN, BSN, CRRN, CCM, president of the Frances-
town, NH-based case management consulting firm
CCMI Associates, who adds, “I think it’s duplica-
tion to say there’s a discharge planner and a case
manager within the same organization.”

Working as a national consultant, Lowery says,
she has observed that “in almost every hospital, 
if they haven’t implemented a case management
department and dispensed with the discharge
planning title, they’re planning to. Increasingly,
the role of discharge planner is folded into case
management.”

Because the term “case management” or “care
management” is used far more often, and almost
always includes a discharge planning function,
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Lowery says, this leads to potential confusion on
the part of those who are practicing the positions,
as well as those who are receiving the services.

Jackie Birmingham, RN, BSN, MS, CMAC, a
longtime case manager who now is vice president
for regulatory compliance for Newton, MA-based
Curaspan Inc., agrees that it can be confusing
when people with different titles are performing
the same or similar duties — a confusion that
could be alleviated if there were more consistency
across all hospitals.

She notes, however, that the function of dis-
charge planning is not confusing. Discharge plan-
ning is a subset of case management, Birmingham
adds, but specifically is “the work being done
with the patient and family for the single purpose
of setting up a safe discharge, so that the patient
can transition to the next level of care without an
adverse outcome.”

The original definition of discharge planning,
Lowery points out, “really sounds like case man-
agement from the point of admissions and dis-
charge, with one or maybe two exceptions.”

One of those exceptions, she says, is that while
there is no requirement within the definition of dis-
charge planning to consider the use of resources,
such a directive is contained within the case man-
agement standard. 

The other possible exception, Lowery says, is
that the case management standard requires an
evaluation of the outcome of the patient’s care
plan. “I think there is some controversy over
whether that last step is included in discharge
planning. Some say yes; some say no.”

Alison White, RN, CCM, CPHQ, director 
of regional case management for Dartmouth
Hitchcock Alliance in Lebanon, NH, says that
while she would prefer to see discharge planning
become a subset of case management throughout
the health care industry, she doesn’t believe it is a
realistic goal.

“There are so many small, rural hospitals that
don’t have an integrated model of case manage-
ment,” she adds. “Regardless of what we do,
there will always be those with a distinct unit for
discharge planning.”

If people think in terms of how change is
adopted into an organization, there are types
ranging from the “early adopters” down to those
who refuse to change at all, White notes. “For
those organizations, discharge planning as a dis-
tinct unit may work.

“It depends on the patients they serve, or
whether they have leadership that doesn’t want

to change or is unaware of the benefits of case
management,” she adds. “Maybe the physicians
don’t understand the concept, or it is a threat to
them. If [the hospitals] don’t have a driver, they
lose the opportunities to change,” White explains.

In her experience working with institutions
ranging in size from 12-16 beds up to 500 beds,
White sees a number of hospitals that are not
moving to the case management model, she says.
“Or they think they’re in that model, but they’re
not measuring outcomes or covering the contin-
uum of care.”

Because the term “discharge planning” is spec-
ified in the Medicare Conditions of Participation,
which are part of the Social Security Act [Section
1861 (ee)], she notes, “we will never be able to do
away with the term.”

In fact, Birmingham points out, the federal
rules regarding discharge planning were revised
and published in the Federal Register Aug. 11,
2004, and went into effect in October 2004.

Some health care organizations are concerned
about possible repercussions if they make changes
in policies or definitions having to do with dis-
charge planning, White says. “It’s an unfounded
fear, but they’re worried that if they’re not clearly
defining roles, they’ll lose payment.”

Because some institutions, such as critical
access hospitals, are paid on a daily basis for the
care they provide, she says, “it may not be in
their best interest to move more quickly along the
continuum of care. There are a lot of drivers at
the table.

“I would love to see discharge planning become
an integrated part of case management,” White
points out, “but in reality I don’t feel it will [ever]
be 100% across the United States.”

That said, she adds, “I would challenge those
who still have utilization review and discharge
planning [functions] separately to reevaluate
your model.”

[For more information, contact: 
• Jackie Birmingham, RN, BSN, MS, CMAC, Vice

President, Regulatory Compliance, Curaspan Inc.,
Newton, MA. Web site: jbirmingham@curaspan.
com. 

• Sandra Lowery, RN, BSN, CRRN, CCM,
President, CCMI Associates, Francestown, NH.
Web site: ccmi@lowery.mv.com. 

• Alison White, RN, CCM, CPHQ, Director,
Regional Case Management, Dartmouth Hitchcock
Alliance, Lebanon, NH. Web site: Alison.B.White
@Hitchcock.org.]  ■
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• American Heart Association. Web: www.american
heart.org. Click on “Science & Professional,” “Get
with the Guidelines.” A measurement system is 
available to meet data collection requirements for
JCAHO’s Primary Stroke Center Certification. For
more information, register at www.outcomesciences.
com/gwtg, or contact Outcome Sciences, 201 Broad-
way, Cambridge, MA 02139. Phone: (617) 621-1600
or (888) 526-6700. Fax: (617) 621-1620. E-mail:
info@outcome.com.]  ■

ICU reduces mortality of
critically ill ICU patients
After initial resistance, benefits are great

When reading a New England Journal of Medi-
cine article1 describing intensive monitoring

of blood glucose levels for surgical intensive care
unit (ICU) patients on ventilators, which resulted
in decreased mortality rates, James Krinsley, MD,
director of critical care at Stamford (CT) Hospital,
had a revelation. 

“When I read the article, the light bulb went
on,” he says. However, the study’s patient popu-
lation differed from Krinsley’s ICU, as it included
63% of patients post-cardiac surgery. 

“I have a 14-bed medical/surgical/cardiac
ICU, and we don’t do cardiac surgery. So it’s a
different population. But I wondered what the
relationship was between mortality and glucose
levels during admission to my ICU,” he says.

This was the first question Krinsley asked of the
ICU’s database, which he created in 1998 and now
contains detailed information for more than 6,000
consecutive admissions. It turned out that there
was a very strong correlation between mortality
and glucose levels, with hospital mortality increas-
ing progressively as glucose values increased,
reaching 42.5% for patients with mean glucose 
values greater than 300 mg/dL. 

“My nursing director heard me screaming
through the wall that separates our offices; it
was so exciting,” he says. 

Krinsley published his own findings detailing
the strong relationship between increasing glu-
cose levels during ICU admission and mortality
in December 2003.2

Next, he set out to duplicate the study’s results

in his own ICU. He began by talking with nurses
about implementing a protocol of intensive moni-
toring and treatment to maintain normal blood
glucose levels in all ICU patients. “I started a 
process of negotiation to find out what level the
nurses were comfortable treating,” Krinsley adds.

Initially, he proposed doing a randomized con-
trolled study targeting glucose levels higher than
110. “Frankly, that crashed and burned because
we don’t have sufficient resources for that type of
study,” Krinsley adds. “We don’t have research
nurses or fellows; it’s basically me and the nurses,
and there was also tremendous resistance to the
low treatment goal.”

After a great deal of discussion, the staff
decided to target all glucose levels greater than
140. The new protocol was initiated in February
2003. “After two years of success with the origi-
nal protocol, I am proud to say that in January
2005, we lowered our threshold from 140 to 125
— a change suggested by the nurses themselves,”
he reports. “Our mean glucose level, which was
152 in the baseline period and 129 during the
original treatment period, is now down to 117,
which is a phenomenal result.” 

In ICUs, the standard of care has been to ignore
glucose levels as high as 175 to 225, and turning
this around requires a whole new mindset — and
additional work by nurses, Krinsley says. “No one
treated elevated glucose because it was so com-
mon, and it was considered to be a normal and
perhaps even beneficial stress response to acute,
severe illness. It’s hard work — with extra moni-
toring, more decision making by the nurses, a
degree of patient discomfort with all the finger
sticks, and also the fear of hypoglycemia.”

Krinsley continually produces charts and
graphs to track his unit’s progress. “When we
succeeded in meeting the new treatment thresh-
old, colorful graphs were posted immediately in
every nursing station in the ICU,” he says.

The work paid off with dramatic results — mor-
tality rates reduced by 29% and length of stay in
the ICU reduced by nearly 11%, and also national
recognition when the organization received the
JCAHO’s 2004 Ernest A. Codman award. 

“I’m incredibly proud of our nursing staff,” adds
Krinsley. “Fear of hypoglycemia has not material-
ized — there was no increase in glucose levels
greater than 40 during the treatment period. In fact,
during the first month of using the new protocol
with 125 as our target, our glucose levels below 40
have actually gone down.”3

The newest version of the protocol is simpler
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and gives nurses more leeway for clinical decision
making. “We have created a cadre of excellent
bedside glucose managers,” he says. “They have
flexibility within the parameters of the protocol to
make individual treatment decisions, so we have
empowered them medically.”

Tight glucose control is a standard of care 
that many ICUs are struggling with, Krinsley
acknowledges. 

“It’s not easy to do. You need a protocol-driven
culture, a data management system of some sort,
and nursing and medicine on the same page,” he
explains. “We had resistance in the beginning,
but we evolved to the point where we could con-
quer that and move forward.”

Despite the difficulties, ICUs ultimately will
adopt this practice universally, Krinsley predicts.
“It’s safe and clinically effective. I am working 
on an analysis, which will prove that there are
dramatic reductions in the cost of care because

patients do better,” he adds. “It isn’t one of the
JCAHO core measures now, but could it become
one? I can envision that.”

References
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[For more information, contact: 
• James Krinsley, MD, Director, Critical Care,

Stamford Hospital, 30 Shelburne Road, Stamford,
CT 06904-9317. Phone: (203) 348-2437. Fax: (203)
276-7243. E-mail: JKrinsley@stamhealth.org.] ■
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Surveyors impressed with
medical staff involvement
Continuous preparedness pays off

When the Joint Commission’s new survey pro-
cess was announced in 2003, quality man-

agers at Hilton Head (SC) Regional Medical Center
were challenged by hospital leadership to take a
proactive role and volunteer as a test site for the
unannounced survey process to take place in 2004. 

“It was a very new process, and there wasn’t a
lot of literature out there at that point,” says Lori
Ross, RN, BS, MBA, vice president of clinical
quality improvement. 

“We had to be prepared for them to come any-
time as of Jan. 1, 2004,” she adds.

Quality managers worked hard to get all clini-
cal staff and physicians informed about the new
patient tracer methodology and how it would
affect their role during the survey, using daily 
e-mails, newsletter articles, crossword puzzles,
bulletin boards, staff meetings, mock surveys,
role playing, and “pocket pals” listing the
National Patient Safety Goals. 

“We really worked on educating them about
the standards and made it real for them,” says
Sharon Morris, RN, BSN, MSHA, director of edu-
cation and JCAHO coordinator.

If any problems were identified during mock
survey sessions, quality managers would follow
up immediately with an action list. 

“For instance, we had a situation with medical
staff using unapproved abbreviations, so we made
sure we highlighted that at general medical staff
meetings and used our medical leadership to get
that message through,” Ross notes.

But after months of continuous preparation,
staff motivation was waning. A sign in the lobby
read, “We welcome JCAHO to our culture of
excellence.” 

“That sign stayed in our lobby for more than a
year,” Morris says. “We noticed that the interest
level with staff was getting a little tired — after
all, we had gone through a whole year of this.
They needed re-energizing.”

So quality, education, and human resources
(HR) got together to address morale issues by
putting together reward packets for staff, with
gift certificates, lunches, and candies. “Staff were
rewarded for simply participating in the mock
survey process,” she explains. 

“So if we asked them a question, regardless 
of whether the answer was correct or not, we 
still rewarded them. The point was to get them
involved so they would feel prepared for the real
survey and to encourage participation,” Morris
says.

ACCREDITATION
Field Report
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When JCAHO surveyors finally arrived in
December 2004, the continuous preparedness
paid off. “JCAHO said the things that the educa-
tion department put together were fantastic,” she
notes. Surveyors went to great lengths to make
sure staff were not intimidated and were comfort-
able, Morris adds. “But anything you talked
about in your scheduled sessions, they would
look for during tracers. It was incredibly thor-
ough — if you said you were doing something,
you better have been doing it.”

Here are key points of the survey:
• Surveyors wanted to see an interdisciplinary

approach to planning patient care.
“The surveyor actually participated in one of

our interdisciplinary team meetings,” Morris says.
All members of the team were represented and
addressed pertinent questions regarding the deliv-
ery of care, including pain management, referrals
to the dietitian, medication management, patient
safety, and clinical practice guidelines. 

“The JCAHO surveyor really liked that we had
our physician advisor co-chair in this meeting
along with our care management director,” she
adds. 

The surveyors also were impressed with a
“communication sticker” that is placed in the
medical record for each patient discussed, which
includes a space for the appropriate discipline to
check when referrals are generated through the
meeting process.
• Surveyors wanted to see evidence of compli-

ance with educational requirements.
The HR director had audits in place to ensure

competencies and document compliance for all
employees. This was done by requiring a docu-
ments audit for new employees at 90 days —
including department orientation checklist and
competencies, ongoing department notification of
required training, ongoing audits of HR files for
document compliance, and one-on-one meetings
with department directors to review compliance
with the organization’s education and competency
program.
• Involvement of medical staff impressed 

surveyors.
The medical staff, including the chief of staff,

medical director, physician chairman of the board,
and other physicians participated in both individ-
ual tracers and scheduled sessions. “They asked
questions and were prepared to address issues
with the surveyors. This showed that they were
actively involved, interested, and engaged in our
performance improvement efforts. This got the

survey off on the right foot and suggested to sur-
veyors that there is a culture of quality,” Ross says. 

Strong medical staff leadership was key during
survey preparation, with education provided to the
medical staff on all JCAHO requirements and spe-
cial emphasis on the patient safety and leadership
standards. “We worked hard to keep the medical
staff involved in the entire process,” she explains.
“We educated the physicians via newsletter arti-
cles, memoranda, and face to face during commit-
tee meetings.”

The organization’s main challenge now is to
keep the momentum going. “We are going to con-
tinue with mock surveys for the 2005 standards,”
Morris adds. “Sometimes, it’s more difficult to sus-
tain improvement than to get to a certain point,
and we just want to keep the process going.”

[For more information, contact: 
• Sharon Morris, RN, BSN, MSHA, Director of

Education, Hilton Head Regional Medical Center, 
25 Hospital Center Blvd., Hilton Head, SC 29926.
Phone: (843) 689-8448. E-mail: Sharon.morris@tenet
health.com.

• Lori Ross, RN, BS, MBA, Vice President, Clinical
Quality Improvement, Hilton Head Regional
Medical Center, 25 Hospital Center Blvd., Hilton
Head, SC 29926. Phone: (843) 689-8286. E-mail:
Lori.ross@tenethealth.com.]  ■

Improve patient flow by
reducing bottlenecks
Techniques for tackling patient waits and delays

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

Abottleneck is the part of the patient care jour-
ney that cannot meet the demand for services

efficiently. At this point, services are delayed and
patient care must wait. 

Bottlenecks often occur where the demand from
many sources converges into a single process, e.g.,
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convergence of demand from throughout 
the hospital into the radiology department.
Bottlenecks affect the whole pace of patient care
activities. Improvements aimed at improving
patient flow in the hospital are unlikely to be suc-
cessful without addressing the waits and delays. 

The only way to reduce these bottlenecks is to
alter the design of the patient care system. Here
are some common techniques for tackling unnec-
essary patient waits and delays:
• Reduce hand-offs.

When the responsibility for patient care is trans-
ferred from one person or department to another,
things can go wrong. Delays and duplications
often occur at the point of hand-off. Reducing the
number of hand-offs can reduce patient waits and
delays significantly. Review patient flow to deter-
mine if there are process steps that can be com-
bined into one single step rather than the present
situation of separate discrete steps.
• Do things in parallel.

Many health care processes are designed so that
tasks are carried out in a step-by-step sequence.
The second task in the process is not begun until
the first task is completed. This particularly occurs
where a number of disciplines or departments are
involved in the different tasks that make up the
patient care process. Improvements may be possi-
ble if the process can be redesigned to do all or
some of the task simultaneously. For instance, the
work in process Step 5 can commence as soon as
Step 1 is complete, rather than waiting until Steps
2, 3, and 4 are finished.
• Pull patients along the path.

In many health care processes, the patient is
pushed along. This means that when transferring
work from one step in the process to the next, 
the people in the earlier step are expected to man-
age the patient’s transition to the next step. For
example, emergency department physicians push
patients to the inpatient setting, where other care-
givers push the patient to diagnostic tests, treat-
ments, etc. Push systems, by their very nature,
create waits and delays. Pulling patients through
the system of care is a much more efficient use of
resources. One example of this is a hospital-based
rehabilitation unit that regularly pulls patients
out of acute care beds into its unit, allowing the
acute units to pull other patients along their jour-
ney and into the hospital beds. 
• Design customized processes.

Often, emergency patients clog the systems of
diagnostic departments, causing lower priority
inpatients and outpatients to wait for services.
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CE questions
13. What was done at Trinity Medical Center to

improve physician compliance with cardiac core
measure requirements?
A. Standing orders were made more

comprehensive.
B. Standing orders were simplified. 
C. Contraindications are no longer documented

on patient charts to save time.
D. Compliance with standing orders is strictly

mandated.

14. Which is done at Carle Foundation Hospital to
respond to cardiac core measures data?
A. Data are collected in real time only for imme-

diate intervention. 
B. Data only are analyzed months after they are

collected.
C. Data are collected retrospectively, but early

intervention is possible if data abstractors
notice a trend.

D. Data only are collected for measures if spe-
cific delays are reported.

15. What is the most common barrier to participa-
tion with the American Heart Association’s Get
with the Guidelines program?
A. time and resources for data entry
B. staff buy-in due to problems with requirements
C. conflicts with guidelines used for other

databases
D. resistance from patients

16. What was a result of a protocol for glucose mon-
itoring of ICU patients at Stamford Hospital?
A. There was an unacceptable increase in inci-

dents of hypoglycemia.
B. Nurses refused to take on additional work-

load of monitoring.
C. Patients complained about multiple finger-

sticks.
D. Mortality rates and length of stay decreased

significantly.

CE instructions 

Nurses participate in this continuing education pro-
gram by reading the issue, using the provided refer-

ences for further research, and studying the questions at
the end of the issue. Participants should select what they
believe to be the correct answers, then refer to the list of
correct answers to test their knowledge. To clarify confu-
sion surrounding any questions answered incorrectly,
please consult the source material. After completing this
semester's activity with the June issue, you must com-
plete the evaluation form provided in that issue and
return it in the reply envelope provided to receive a cer-
tificate of completion. ■

Answer Key: 13. B; 14. C; 15. A; 16. D



Some departments, such as radiology, may be
able to redesign their services into three separate
processes for each group of patients. These pro-
cesses can be designed according to patient need,
rather than immediate priority. 
• Do things simultaneously.

Patients often are scheduled for several diagnos-
tic tests on the same day. The length of a patient’s
stay can be reduced by scheduling the test that has
the longest waiting time for results first so that
subsequent tests can be undertaken at the same
time as the first test is being reported. This enables
the patient’s physician to receive the results of all
the tests at approximately the same time.
• Eliminate things that are not used.

Process steps or hard-to-break habits that do
not add value to the process should be designed
out of the process. For example, are patients rou-
tinely admitted to a hospital bed three to four
hours prior to their elective surgery? In many
instances, the preoperative preparation takes only
90 minutes or less. The remainder of the time, the
patient is occupying a bed for no particular rea-
son. Consider adding a lounge for early arriving
patients and their families. 
• Relocate the demand.

As a result of process redesign, many hospital
departments have developed the role of support
technician. They are skilled in tasks that reflect
the requirements of the patient process(es) that
they are part of. This may include phlebotomy,
blood pressure monitoring, clerical, and patient
transport duties. If experts are the bottleneck,
they should only be doing work for which an
expert is needed. 
• Plan capacity to meet predictions.

A hospital emergency department analyzed
historical patterns of patient demand over a 24-
month period. This showed that the volume of
patients on a given day, at a given time, could be
predicted with 80% to 90% accuracy. However,
when the staffing patterns were correlated with
the pattern of patient demand, there often was 
little correlation. As a result, the system for
scheduling staff was changed so that working
hours reflected predicted levels of demand.

• Eliminate backlogs.
The goal should be to do today’s work today.

When a service is overburdened with patient
demand, it not only cannot respond to today’s
work but actually is doing work from yesterday.
Large backlogs of demand accumulate and 
consume all of the department’s attention. Just
managing the backlog can be time-consuming
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COMING IN FUTURE MONTHS

under standardized requirements. Thomson
American Health Consultants’ audio conference,
Law of the Land: Meeting the Challenge of
Mandatory Infection Rate Reporting will help you
prepare for these looming regulations. Join us April
7, 2005, from 2:30 to 3:30 p.m. EST to find out
more about the Centers for Disease Control and
Prevention’s (CDC) recently released template for
new state laws or a national reporting system. 

Crafted by the CDC’s Healthcare Infection
Control Practices Advisory Committee (HICPAC),
the document recommends three process mea-
sures and two outcome measures that could be
reported under infection rate disclosure laws.

Our distinguished faculty includes one of the
principals behind the new CDC guidance, Patrick
Brennan, MD. A hospital epidemiologist at the
University of Pennsylvania in Philadelphia and HIC-
PAC chairman, Brennan also worked with state offi-
cials when the law there was under discussion. 

Likewise, our other speaker was heavily
involved in the shaping of the infection rate dis-
closure law in Missouri. Eddie Hedrick, BS, MT
(ASCP), CIC, has been an infection control pro-
fessional for 34 years. A veteran of hospital epi-
demiology, he now is the emerging infections
coordinator at the Missouri Department of Health
and Senior Services in Jefferson City. 

Don’t miss this important and timely audio con-
ference, which will serve as an invaluable resource
for your entire staff. Your fee of $199 includes pre-
sentation materials, additional reading, and free
continuing education. For more information, go to
www.ahcpub.com, or contact customer service 
at (800) 688-2421 or by e-mail at ahc.customer
service@thomson.com. When registering, please
reference code T05126-79113.  ■
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and actually creates more work. Elimination of
backlogs should be one of the first steps in an
improvement initiative. This may require addi-
tional resources in the short term.
• Match capacity and demand on a daily basis. 

Matching service capacity to patient demand 
is critical to ensuring a smooth journey for the
patient. The capacity of the system needs to be
flexible enough to cope with small changes in
daily demand. 

Although patient demand can be predicted and
care needs anticipated, unexpected situations will
occur. Clinical teams should develop contingency
plans to meet overflow demand. This might
include adding more staff or beds as needed or
making temporary changes in patient flow and
staff responsibilities.

To identify bottlenecks in patient flow, start
with a process activity map. This map is best con-
structed by “walking” the patient’s journey to
create a snapshot of that journey. The map of the
patient’s journey is used by caregivers to identify
unnecessary waits and delays and consider how
the process can be managed more efficiently. 

Steps in developing a process map includes:
• Identify each step in the process, and number

them in sequence. 
• Next to the step number enter a brief written

description of that step. 
• Record the time taken for each step.
• Record the time in each step that adds value to

the patient.
• Record the number of patients waiting between

each step.
• Record the number of people involved in each

step.
• Determine if a particular type of equipment is

needed at each step.
Once the map is developed, the team charged

with improving patient flow can begin to ask
some questions:
• What is the proportion of value-adding time

vs. total time? 
• How much time is spent between various

activities? 
• Are there any immediate problems or surprises

that need to be handled first? 
• What are the areas of greatest opportunity for

improvement?
• Can the system be amended so more of the

work is carried out upstream ahead of the
bottleneck? 

• Can some stages or steps in the process be
removed? 

• Can stages or steps be consolidated? 
• Can some work be transferred to nonbottle-

neck areas?
Once the team has improved the situation at

one bottleneck, it is likely that others will emerge
as flow-limiting steps in the patient journey.
Patient flow management is a process of contin-
ual improvement.  ■
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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.  ■
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