
Effective error reporting: Quality 
leaders share cutting-edge strategies
It’s not enough to identify adverse events — they must be analyzed

Are dangerous errors going undetected at your organization? Or are
some types of errors being carefully tracked, but without action
taken to prevent similar mistakes? 

You may be the deciding factor in whether the problem is addressed.
“Hospital CEOs are often aware of safety problems and committed to

improve them but don’t know what to do and are often afraid to say so,”
says Peter J. Pronovost, MD, PhD, medical director at the Baltimore-based
Center for Innovations in Quality Patient Care at Johns Hopkins
University School of Medicine. The goal is to ensure that safety problems
are not only identified but effectively addressed, he stresses.

In the recently published Healthcare at the Crossroads, JCAHO recom-
mends that organizations improve error reporting systems to reduce liabil-
ity risks and increase safety. In addition, the recently passed Patient Safety
and Quality Improvement Act of 2005 will encourage organizations to
report errors to patient safety organizations.

As for internal reporting within the organization, JCAHO surveyors
want to see effective systems in place to identify, report, and analyze
adverse events. “Most of the safety-related requirements get high priority
on survey, and error reporting is certainly one of them,” says Richard J.
Croteau, MD, JCAHO’s executive director of patient safety initiatives. 

Organizations will be asked to define what events they consider
reportable and to have systems in place to ensure that reported events are
analyzed.

“One thing that comes up and is truly a red flag is when you hear ‘We
don’t have any problems. We haven’t had any sentinel events,’” says
Croteau. “That’s either flat out denial or a totally inadequate process for
recognizing when things are going wrong. Our surveyors are tuned into
that and will start looking more deeply into the culture of the organiza-
tion. Do they have a reporting system? If they do, why isn’t it being used?”

Surveyors will ask about your processes for root cause analysis and ask
for examples of how adverse events were reported and analyzed.

“If we have been aware of a sentinel event in that organization and have
worked with them on a sentinel event policy, then we may inquire as to
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how they’ve evaluated their action plan and
whether it’s working,” says Croteau.

The JCAHO has proposed revisions to its lead-
ership standards that will assess whether an orga-
nization has a “culture of safety,” with specific
requirements that will be surveyed. Error report-
ing will be a major focus, says Croteau.

Feedback from the field on the draft standards
currently is being analyzed, and the approved
standards will become effective sometime in 2007.

“This is quite a big step, actually,” says
Croteau. “A few years ago, we proposed stan-

dards that talked about culture of safety, and peo-
ple were very uncomfortable with that. I think it’s
a good indicator of the movement that we’ve seen
in the last several years, that people are now eager
to have that built into our standards.”

The new JCAHO standards would require all
organizations to do a self-assessment with an evi-
dence-based tool such as the Agency for
Healthcare Research and Quality’s Hospital
Survey on Patient Safety Culture or similar tools
such as those developed by the Stanford Hospital
& Clinics or the Veterans Administration’s
National Center for Patient Safety.

The development of survey instruments to
assess organizational culture is a turning point,
because this is now a measurable goal, Croteau
adds. “The idea of culture is hard to get your arms
around. But they have come up with a good idea
of the characteristics of a safety culture and we
can now assess them,” he says. 

Organizations increasingly are using software
to facilitate error reporting, identify patterns, and
monitor corrective actions, Pronovost notes.
Pronovost developed the Comprehensive Unit-
Based Safety Program (CUSP) in 2001 at Johns
Hopkins Hospital, to create a culture that targets
system failures and not individual fault. 

An electronic version (eCUSP) recently was
developed by the Boston-based Patient Safety
Group as a tool to identify safety concerns and
monitor, record, and share safety interventions to
prevent future errors.

“Certainly technology can help, because it
makes it easier for people to report. It also helps
the process of analyzing the reports,” says
Croteau.

Patient safety software can give you the data
and ammunition you need to direct change, adds
Jay King, executive director of the Boston-based
Patient Safety Group.

At Northern Michigan Hospital (NMH), the
medical/surgical intensive care unit (ICU) uses an
electronic system to address patient safety con-
cerns, manage patient safety issues and projects,
and report to the hospital’s patient safety team,
integrated performance improvement council,
and board of trustees. “This has dramatically
improved the culture of safety at our organiza-
tion,” says Gretchen Schrage, MBA, manager of
performance improvement and patient safety.

Here are several “fixes” for patient safety con-
cerns reported by NMH staff:

• To reduce complications with stents for
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patients receiving antiplatelet medication, a sim-
ple change in the preprinted physician order form
prevents patients from missing the loading dose
or getting duplicate loading doses.

• To avoid problems with endotracheal tube
stability and airway protection, all patients are
retaped on arrival to the ICU, regardless of
expected time to extubation.

• To address lack of access to point-of-care test-
ing, an organizationwide schedule was created for
every nursing unit to complete all required com-
petencies. This resolves communication issues
between lab and nursing and ensures regulatory
compliance. 

“The program provides complete project man-
agement capabilities for our ICU patient safety
team,” says Schrage. “We now have a data-driven
process, a mechanism to help ‘close the loop’ on
all issues and projects, and educational opportuni-
ties to learn from our defects.”

At Inova Loudoun Hospital in Leesburg, VA,
an electronic system is used to report errors, with
improved accountability since follow-up must be
completed, says Tootie Lunsford, RN, quality
outcomes coordinator. 

“Trending reports are phenomenal and are
being used at the unit level to identify specific
problem areas to focus QI activity,” she says. Falls
can be broken down by unit, shift, and category,
such as bed to floor, chair to floor, or bathroom
related. Staffing can be correlated to any increases
in falls to see if adjustments need to be made.

The reports are also used to identify uncom-
mon occurrences happening across multiple units,
such as equipment failure, system error, or physi-
cian practice variance. “We have used trending
reports to take an in-depth look at medication
variances and our falls policy and protocol,” says
Lunsford.

The reports are easy to understand and can be
customized to target audiences. For instance,
reports involving nursing are received by the
shared governance unit practice councils and the
clinical effectiveness council, whereas the safety
committee receives a report on events such as falls
and specimen labeling variances.

“We also receive reports on use of unapproved
abbreviations in medication orders, which are
relayed to medical department chairs and the
involved physician,” says Lunsford. “We can
identify a department’s interest and impact area
and design a report to support that.”

For instance, the ICU’s unit practice council has

been looking at events linked to electronic medi-
cation administration records, such as transcrip-
tions missed, errors in medication, dosage, or
scheduling information. 

“We can adapt reporting to follow short-term
interest areas such as unavailability of supplies or
IV phlebitis rates,” she says. “I feel that this type
of system is the future for us, to assure our
patients’ safety,” says Lunsford. 

To improve error reporting at your organiza-
tion, consider the following:

• Make it easy to report errors.
The problem with reporting systems is that

they are always incomplete, says Croteau. “The
easier and less threatening it is to report, the more
reports you are going to get, and the better chance
you will have of knowing what’s actually going
on,” he says. 

There is a growing trend toward openness in
error reporting, says Croteau. “I think it is hap-
pening more and more in health care. We still see
a spectrum of responses to adverse events. But
more organizations are realizing that they can get
more benefit out of a non-punitive approach —
with a systems analysis rather than a focus on
individual behavior,” he says. 

When staff at Inova Loudoun report an event,
they are given the option to do so anonymously.
“We believe this results in more events being
reported,” says Lunsford.

Web-based systems give the frontline user an
anonymous way to report a safety concern online,
says Dana Moore, RN, MS, a coach at the
Baltimore, MD-based Coach for Center for
Innovation in Quality Patient Care, and clinical
nurse specialist in the medical ICU at Johns
Hopkins Hospital. “If a staff member does not feel
comfortable voicing their concerns, they can eas-
ily go to the site and report the concern anony-
mously,” she adds.

In addition, e-mail notifications can automati-
cally be sent to staff to remind them to enter
safety concerns or to update a project. “This is a
nice feature. We are all busy and sometimes need
a reminder to push us to action,” says Moore.

• Work with valid data.
“A little knowledge is dangerous,” says

Pronovost. “Some organizations look at incident
reports of medication errors and use that data as a
valid rate of performance. But it’s likely biased
and not informative as a rate. We can learn from
the events, but we should not be monitoring rates
of self-reported events.”
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The problem is that quality leaders become
focused on submitting error reports, instead of
learning from them, he says.

At Inova Loudoun, incident reports and follow-
ups are electronically reported in one location,
which results in better data. “There is no more lost
paperwork or lost reports. Our paper report was
very confusing to fill out, sections were left blank,
and information was incomplete,” says Lunsford.

As a result, it was difficult to generate any
meaningful reports that people could understand
and use, says Lunsford. “Senior administration is
networked to be notified of major events as they
happen,” she says. “We don’t get incomplete
reports, as mandatory fields must be entered to
move on.”

• Make sure there is accountability.
When staff concerns are reported, appropriate

leaders must be identified and corrective actions
implemented as needed, says King. “Projects can
be led by anyone on staff, following the adage
‘everyone is empowered to lead,’’’ he says. 

At Inova Loudoun, reported errors are sent to
unit managers to investigate, who then electroni-
cally document causative factors and preventative
measures taken.

Events are also tracked by the nursing director,
with a seven-day time limit for follow-up. A
reminder e-mail is sent after 10 days to ask for
documentation of completion. “If another depart-
ment is also affected, it can be sent to them for fol-
low-up as well, or to the risk manager if it was a
serious event,” says Lunsford.

• Involve unit staff.
To identify safety issues effectively, caregivers

should answer the question, “How will the next
patient in your work unit be harmed?” says King.
“This is very different from asking staff to report
errors. This picks up where that leaves off and
then some,” he says.

Most quality professionals could never have
departments big enough to make care safe, says
Pronovost. “It has to be lived by the people deliv-
ering care on the front lines,” he says. “What we
need to do is provide some structure to empower
them to learn from mistakes.”

At OSF St. Joseph Medical Center in
Bloomington, IL, an electronic patient safety pro-
gram is being used on a labor and delivery unit
and a general medical unit, with 20 “quick fix”
projects and one large project involving falls
reduction. For complex safety issues, team mem-
bers are assigned with reporting requirements

and e-mailed directly so the sequence of events
can be tracked.

“So a team member can go into the system, and
do all the work related to the issue from the pro-
gram,” says Kathy Haig, director of quality
resource management. “Use of the system is
spreading to all nursing units in our efforts to
spread the safety culture to the microsystem
level.”

As a result of a safety concern entered by staff,
it was determined that incident reports didn’t
give enough information for a good analysis of
patient falls, so the staff created a report specific to
falls and a program to identify patients at risk for
falls. In addition to process changes, the project’s
data prompted the purchase of equipment such as
low beds, magnetic alarms and rubber mats,
resulting in the fall rate decreasing by 50%.

“It’s everyone’s obligation to report safety con-
cerns, and this gives them a quick, easy, user-
friendly way to report,” says Haig. “You don’t
have to fill out a piece of paper.”

The tool “spreads safety responsibility” to unit
staff, adds Haig. “The patient safety officer can’t
be in every room with every patient,” she says.
“And from a performance improvement stand-
point, I can go onto the web site and show leader-
ship, medical staff, or regulatory surveyors what
each unit has identified as a safety concern and
how it is being addressed.”

• Enable staff members to see progress.
Technology can be an effective way to provide

feedback to staff members who report concerns,
says Croteau. “That is a characteristic of an effec-
tive reporting system. It is a real incentive for peo-
ple to report, if they get information back and see
that something is being done. If they don’t get
that, they will stop reporting.”

Too often, staff members may report a safety
concern and never hear about it again, says
Moore. By using the patient safety software, indi-
viduals can log onto the system and immediately
see what progress is being made. “This alleviates
the frustration staff feel when they voice a concern
but then have no way to monitor the outcome,”
she says.

Project leaders are responsible for monitoring
the progress of a safety project. “If they feel
progress is moving too slow, they can help trou-
bleshoot problems or motivate where needed,”
says Moore.

• Share fixes.
Units sometimes fail to share their successful
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strategies with other departments with similar
problems. As problems are fixed, the patient
safety software used at OSF St. Joseph turns them
into “shared stories” that other hospitals can
access. “Process changes are not always earth
shattering. But little process breaks can make the
whole system fail,” says Haig. “This lets the staff
member know that what they are doing is shared
across the country. I think that sends a powerful
message to staff on the importance of their input
and involvement.”

[For more information, contact: 
• Kathy Haig, Director, Quality/Risk Management/

Patient Safety Officer, OSF St. Joseph Medical
Center, Bloomington, IL. Telephone: (309) 662-
3311, ext. 1347. 
E-mail: Kathy.M.Haig@osfhealthcare.org.

• Jay King, Executive Director, The Patient Safety
Group, Boston. Telephone: (617) 620-6320. E-mail:
jjk@jjking.net. Web: www.patientsafetygroup.org

• Tootie Lunsford, RN, Quality Outcomes
Coordinator, Inova Loudoun Hospital, Leesburg,
VA. Telephone: (703) 858-6629. E-mail:
tlunsford@LH.org.

• Peter J. Pronovost, MD, PhD, Medical Director,
Center for Innovations in Quality Patient Care,
The Johns Hopkins University School of Medicine,
Baltimore. Telephone: (410) 502-3231. E-mail:
ppronovo@jhmi.edu.

• Gretchen Schrage, MBA, Manager, Performance
Improvement & Patient Safety, Northern Michigan
Hospital, Petoskey, MI. Telephone: (231) 487-7812.
E-mail: gschrage@northernhealth.org.]  ■

Are staff reporting 
potential errors?
Include near-miss events in reporting

Your organization probably has a very small
number of serious adverse outcomes, but in

all likelihood, “near-misses” are very common,
says Richard J. Croteau, MD, JCAHO’s executive
director of patient safety initiatives. “We encour-
age organizations to include a broad range of
events in their reporting systems — broader than
what we require,” he says. 

Johns Hopkins uses an online event reporting
system to report both actual events and near

misses, says Dana Moore, RN, MS, a coach at the
Baltimore, MD-based Coach for Center for
Innovation in Quality Patient Care.

Anyone with access to a public workstation,
which are located in every patient care area and
also the pharmacy, lab and diagnostic testing
areas, can report an event electronically. This
automatically generates a notification alert to
whoever is “mapped” to that particular event,
says Moore. 

For example, if a medication error occurs in a
medical ICU, the nurse manager, pharmacist and
educators are automatically e-mailed about the
event. “Physicians also get alerted,” says Moore.
“It is a great system to allow for real-time notifi-
cation of events, which leads to quicker follow-
up.”

The manager of the unit then electronically
completes “a mini-root cause analysis,” says
Moore. “It asks what contributing factors were
associated with the error and what follow-up was
done,” she explains. “The system also allows for
tracking and trending.”

The Hanover-based Maryland Patient Safety
Center has designed a voluntary reporting sys-
tem for health care providers to report near-
misses that do not result in permanent harm to
the patient. The system mirrors those currently in
use by commercial aviation industry, says
William F. Minogue, MD, FACP, the Center’s
director.

The web-based software is currently being
piloted in several Maryland hospitals, and serves
as a comprehensive event reporting system. “The
reason for collecting information about close calls
is that they best reflect defects in the systems and
process of care,” says Minogue. “We will use that
information to direct education and collaborative
efforts, to see which processes need to be re-
designed.”

This information will supplement the manda-
tory reporting of serious adverse events already
being collected by the state, says Minogue. “Each
hospital will determine whether they want all
reports to come to one central person or system
within the organization, or allow the employees
to report to us directly,” he adds. 

Staff must be convinced that error reporting
will be used to improve care as opposed to pun-
ishing individuals, says Minogue. 

At organizations which have done this, error
reporting has increased dramatically, says
Minogue. “It’s gone up exponentially — tenfold
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at some hospitals,” he says. “Once the trust is
built in, it starts to work. Employees must be able
to trust that it won’t be used against them.”

By reporting near-miss events, system prob-
lems can be detected before errors reach the
patient, says Tootie Lunsford, RN, quality out-
comes coordinator at Inova Loudoun Hospital in
Leesburg, VA. “Since employees can enter near-
miss events with the electronic system, our event
reporting has increased. We did not do this with
the paper system,” she says. “Our hope is with
increased reporting of near-miss events, that our
actual events will decline.”  ■

Measuring the value
of patient education
Sort out impact of education verus other factors

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

Patients are being urged to assume more
responsibility for the state and care of their

health. Preventing illness and controlling its
effects when it does occur requires optimum
patient participation. Over the last few years,
hospitals have developed and implemented a
number of programs to educate and support
patients and their families.

The goals of these programs range from pro-
viding specific information about postoperative
recovery to improving long-term compliance
with treatment regimens. A wide variety of media
(e.g., print, video, web-based training, and per-
sonal communication) are used to achieve these
goals. Because patient education programs
require expenditure of human and financial
resources, it is important to measure the effect of
these programs on patient outcomes. 

To determine the value of patient education

programs, caregivers must measure the effect of
education on patients’ knowledge, behaviors,
attitudes, and skills required to maintain or
improve their health. For patient education and
intervention programs to be successful, they must
demonstrate value. 

Theoretically, education should improve
patient compliance with their treatment regimen
and self-management of their condition.
However, these outcomes can be affected by sev-
eral factors, many of which are unrelated to the
amount and quality of education provided to
patients. Carefully designed studies are needed
to sort out the impact of education versus other
factors.

Before measuring outcomes, it is important to
determine what patients are expected to learn
from the educational experience. More impor-
tantly, what change would you like to see in the
patient as a result of training? Traditional educa-
tion-related outcomes for a surgical admission are
shown in Figure 1 (page 172). 

These are immediate outcomes which can be
measured during or promptly after the interven-
tion. The nurse or caregiver responsible for pro-
viding the patient/family with the education is
usually the one responsible for recording whether
or not the outcomes were achieved prior to the
patient’s discharge.

The need to evaluate the long-term effect of
patient education is becoming more important.
Issues to consider when designing an education-
related long-term outcome study include choos-
ing the appropriate endpoints to clearly measure
the program’s clinical outcomes, health-related
quality-of-life, patient satisfaction, and changes in
health care costs.

The impact of patient education on clinical out-
comes can be measured in a number of ways.
Many interventions can improve patients’ com-
pliance with their medication regimen and medi-
cal follow-up care.

Clinical outcomes also can be enhanced by
improving the quality of the physician-patient
interaction. When patients learn how to have a
meaningful discussion with their physician, they
are more likely to provide timely reports of their
illness symptoms or adverse reactions. This mini-
mizes the likelihood that patients will discon-
tinue therapy without first contacting their
physician. 
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Program improves care,
hospital collaborations
Surveys measured family stress level

Anationwide hospital program developed
to support families visiting loved ones in
the intensive care unit (ICU) has shown

significant benefits for families, patients, and
team members in the ICU, according to a new
study.

As reported in a supplement to the September
issue of CHEST, the peer-reviewed journal of the
American College of Chest Physicians (ACCP),
implementation of the Critical Care Family
Assistance Program (CCFAP) significantly
increased family satisfaction with communication
with ICU team members and care of their loved
one; decreased family stress; decreased patient
anxiety; and increased staff communication and
collaboration across hospital departments.

CCFAP teams at Evanston (IL) Hospital, and
the VA Medical Center, in Oklahoma City, OK,
collected satisfaction data from 537 families of
loved ones in the ICU and hospital staff prior to
and after the implementation of the CCFAP.
Surveys measured family stress level, family
need for specific services, family satisfaction with
ICU team communication and care regarding
their loved one, and family satisfaction with their
own treatment and care by the ICU team. Staff
surveys measured changes in staff perception of
ICU climate, family satisfaction with care and
communication, family stress levels, and pro-
gram impact on their work environment.

Significant increases were seen in:
• family satisfaction related to care and treat-

ment of their loved one; 
• family perception of a safe hospital

environment; 
• improved comprehension of information

provided to families; 
• decreased patient anxiety.
The most profound impact was on the degree

to which families felt they were involved in the
decision-making process. In addition, results
showed significant decreases in family members’
stress/anxiety levels when they received CCFAP
information or services. In regard to staff, results
showed that there were significant increases in
staff identification and referrals of families in
need of services; staff perception of positive
change in family satisfaction of communication,
care, and treatment; collaboration among ICU
team members and hospital departments; and the
ability of hospitals to respond to family needs.

“The Critical Care Family Assistance Program
has allowed us to increase the level of service we
provide for our ICU patients and their families.
As a result, we have had an overwhelming posi-
tive response from families, patients, and hospital
team members,” says Raymond Grady, president
and CEO of Evanston Hospital. “The success of
the CCFAP at Evanston has encouraged us to
consider expanding the family assistance pro-
gram to other areas of the hospital.”

Literature shows a need

The idea for the program arose after literature
was published in 2000-2001 indicating there were
gaps in the attention being paid to family needs,
recalls Robert McCaffree, MD, Master FCCP,
president of The CHEST Foundation and chief of
staff at VA Medical Center Oklahoma City, OK.
“At that time, there was some discussion with the
Eli Lilly foundation by the people of CHEST, and
Lilly agreed to support this effort,” he says. “We
started discussions, and agreed on some of the
fundamental parts of the program and on the two
pilot sites.”

The program was developed in concert by the
CHEST foundation and the individuals involved
in the pilot sites, says McCaffree. “Among those
[basic elements] were a computer kiosk with
information for families,” he notes. Each facility
had a different approach, he said. “Evanston pur-
chased a commercial system, while we developed
our own,” McCaffree explains.

Another key element was a concierge service.
“We wanted to find [family members] places to
sleep, transportation to and from the hospital,
and places to eat when the hospital café was
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closed,” says McCaffree. “Both hospitals set up
voucher systems for hotels, taxies, meals. We
were then left pretty much to our own resources
to design the other parts of the program.”

At the VA medical center, for example, a ‘sleep
room’ was developed for family members. Both
hospitals renovated their waiting rooms to make
them more comfortable, and each developed a
‘care package’ with toiletry items and so forth.
“Evanston also developed a music therapy pro-
gram and massage therapy program, while we
are developing a pet therapy program,”
McCaffree adds.

Program spreads

After the initial pilot programs were evaluated,
it was determined that different types of hospitals
should be involved in early data gathering on the
program, to see if it worked in a variety of facili-
ties. “We now have eight — including a commu-
nity/county indigent care hospital in Houston, a
university hospital in Mobile, AL, a pure commu-
nity hospital in Watertown, CT, and a pediatric
hospital in California,” McCaffree reports. “It’s a
real variety, and they each have brought on two
or three more.”

While each facility is different, there are some
common elements that are key to success, says
McCaffree. For example, they involve interdisci-
plinary teams. “Clearly, you need one person to
coordinate the program — it might be a social
worker as it at ours, or a nurse, as it is at others,”
he explains. “Then, you should include as many
areas as might be involved in patient care with
the ICU — physicians, nursing, respiratory ther-
apy, chaplains, dietitians, volunteer services.
Quality managers certainly can be involved.”

It’s critical, he adds, that the person running
the program has the time to do so. “While we
started the position as an additional duty of the
social worker, we find it’s really becoming a full-
time job,” he says.

McCaffree says the CCFAP can be imple-
mented in any hospital, although a certain base
budget has to be taken into consideration. “For
us, it is somewhere in the range of $30,000 to
$50,000,” he says. “That covers beepers, hotel
vouchers, taxi vouchers, meal vouchers, and the
care package. Then, there’s staffing.”

McCaffree says this is a valuable investment.
“It has really improved communication,” he
notes. “One hypothetical we have not yet proven
is, if a critically ill patient feels his family is being

taken care of, it takes that worry off of them and
they can put more energy into the healing pro-
cess, which will also save money for the hospital.
The people involved with the program feel this is
true.”

Hospitals interested in the program can obtain,
for a nominal feel, a “replication packet,” created
by facilities participating in CCFAP. It includes
suggestions, experiences, strengths, and weak-
nesses. “Any hospital can take this and do it in
their hospital,” says McCaffree.  ■

Community interventions
aid self-care, prevention
Program has reduced LOS, readmissions

Aprogram designed to prevent emergency
department (ED) visits and readmissions

for chronically ill older adults sends nurse case
managers from Valley Health in Winchester, VA,
into Virginia’s northern Shenandoah Valley to
assist clients with special health needs.

Over the years, data have shown that the ini-
tiative has decreased length of stay, ED visits,
critical care days, and readmission rates for the
same diagnosis, says Lisa M. Zerull, MS, RN,
program director for the Community Nurse Case
Management program.

“We can see a decrease in actual charges over
time,” she says.

The program has a 100% satisfaction rate on
patient satisfaction surveys for the past two
years.

The Community Nurse Case Management pro-
gram was developed as a way to better manage
frequent fliers in the ED and the three hospitals
served by Valley Health, Zerull says. The major-
ity of the patients receive Medicare benefits, with
an average age of 73. The patients live in the com-
munities served by Valley Health and are mobile.

“We were doing a good job of coordinating
inpatient hospital discharge plans and educating
chronically ill patients for self-care. However, we
were seeing some of the same patients coming
back to the hospital again and again due to multi-
system failure or challenges with medication
management,” she adds.

The three-hospital system hired its first case
manager in 1993 after conducting a six-month
pilot study that showed that nurse case manage-



ment interventions in the community with
mobile, chronically ill patients dramatically
reduced readmissions and ED visits.

“The administration was willing to support the
pilot program on a permanent basis after seeing
the cost avoidance of more than $300,000 when
compared to patient utilization of services six
months prior to the Community Nurse Case
Management program,” Zerull adds.

The program now has three full-time nurse
case managers carrying caseloads of 30 to 40
patients and averaging 98 home visits each
month.

Program eligibility

Patients referred to the program are not eligi-
ble for home health, hospice, or long-term care
but do have a range of chronic illnesses, and are
medically frail with unmet social or nursing
needs. To be eligible for the program, patients
must have had two or more hospital admissions
or three or more ED visits in a six-month period
and are under the care of a Valley Health-affili-
ated physician.

Many of the patients have congestive heart
failure or chronic obstructive pulmonary disease,
with underlying diabetes, some behavioral health
problems, or multisystem failures, Zerull says.

“These are not easy patients. They’re very
complex and need a lot of care from nurses with a
lot of experience,” she says.

Referrals come through a central intakes pro-
cess controlled by the Valley Health Home Health
agency, which receives calls from physicians,
social workers, RNs at one of the three Valley
Health hospitals, home health nurses, and in
some cases, caregivers.

“In 2001, when we instituted central intake,
our nurses were afraid to give up control of
receiving the referrals. The central intake process
assures that patients receive the appropriate level
of community care, either home health or nurse
case management, and prevents any competition
or duplication of services by our health system,”
Zerull says.

The nurse case managers coordinate the care of
their patients, visiting in the home to promote
wellness and self-care and encouraging patients
to function as independently as possible in the
community. The nurse case managers work inde-
pendently but coordinate closely with the multi-
ple physicians and community services that
support their patients.

They constantly monitor their patients’ indi-
vidual needs, help the clients set goals, coordi-
nate community resources when needed, and
educate the patient and family about early signs
and symptoms of complications, medications,
disease management, and wellness opportunity.

“The Community Nurse Case Management
Program doesn’t operate under a medical model
like home health. We do nothing invasive, and
our services don’t require a physician’s order.
Under the Nurse Practice Act of Virginia, nurses
can assess, plan, implement, and validate without
a doctor’s orders,” she says.

However, because of regulations and the Joint
Commission on Accreditation of Health Care
Organization’s Home Care standards, the nurse
case managers obtain physician orders for medi-
cation management, pulse oximetry, and oxygen
administration, she adds.

When a case manager gets a referral, she
makes an appointment to visit the patient and do
an initial assessment focused on the patient’s
physical, psychosocial, environmental, and finan-
cial or health care utilization needs.

She obtains baseline vital signs, along with
weight and, in some cases, oxygen saturation lev-
els in the blood.

“We want to take care of problems before they
cause an admission. In the case of patients whose
blood saturation level is dropping, we want to
avoid full-blown respiratory distress,” Zerull
says.

Medication issues

The case managers see their patient weekly or
biweekly. Because polypharmacy issues are a big
concern with the targeted population, a primary
focus of care is medication management, includ-
ing drug assistance programs and helping
patients remember when to take their medicine.
The case managers sort the medications, filling
almost 1,500 compartmentalized pill boxes to
help patients understand which medication to
take at what time.

“Whenever I make field visits with the nurses,
I am amazed at the number of pills, primarily
prescribed medications, that our patients take
each day,” Zerull says.

The average number of medications per
patient, including over-the-counter medications
is 13. Some of the medications must be taken
three of four times a day.

“On a first visit, it’s not unusual to see a shoe-
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box full of medication or multiple bottles spread
out all over the counter. Helping the patient
understand their medications and coming up
with a workable plan is always a priority for the
nurse case managers,” Zerull reports.

The case managers refer the patients on a lim-
ited income to programs that can help them pur-
chase their medications. “There are a lot of
agencies that will help people with limited
incomes, but they don’t make it easy for the
elderly to access them. We know all those nuances
and help them navigate the system,” she says.

The program operates from a central office, but
most case managers start their day from home,
coming into the offices several times a week to
touch base with each other.

Each case manager has a laptop, which she uses
to upload information at the end of the day and
download referrals and other information each
morning.

The case managers work full-time and set their
own schedule and are assigned to patients based
on geographic location. They make frequent use
of pagers and cell phones as they drive to see 30
to 40 patients each week.

On average, the case managers spend 20 to 40
minutes per visit with established patients. A new
patient assessment usually takes one to 1½ hours.

“The program is free, and the patients love
their nurses. We have the same nurse case man-
agers seeing the same patients. Much of the suc-
cess in terms of self-management and decreased
utilization of unnecessary health care services
comes from the continuity of the person as well as
the continuity of care. This sets us apart from
many health care setting where patients do not
always have the luxury of having their ‘own
nurse,’” Zerull says.

Zerull, a master’s-prepared nurse with 20 years
experience, coordinates the program on a part-
time basis while pursuing doctoral studies at the
University of Virginia.

She also provides leadership for the regional
parish nurse network through which registered
nurses promote whole-person health within their
local faith communities. Services may include
answering questions about medical or health
issues, blood pressure screenings, health topic
presentations, and helping parishioners find nec-
essary primary care.

“The longevity of both programs supported by
Valley Health as well as the overlap between the
two programs enables me to truly make a differ-
ence in the level of wellness in our regional com-

munity. We fulfill our mission of ‘serving our
regional community by improving health’ each
and every day,” Zerull says. ■

ACEP urges increase in 
surge capacity for flu

The American College of Emergency Physicians
(ACEP) is warning that the nation’s pandemic

influenza plan does not address the lack of surge
capacity and isolation capability in the nation’s
hospital emergency departments.

Rick Blum, MD, ACEP president, urged sup-
port for the U.S. Senate’s version of H.R. 3010, the
FY 2006 Labor, Health and Human Services,
Education and Related Agencies appropriations
bill. The bill would pump millions of dollars
specifically into improving hospital preparedness,
increasing hospital bed capacity, and strengthen-
ing health information technology systems and
networks to improve detection of influenza out-
breaks.

“As the U.S. Government Accountability Office,
the investigative arm of Congress, has twice con-
firmed in reports it issued in 2003 and 2004, the
nation’s hospitals lack adequate surge capacity,
isolation facilities, and staff to treat a large
increase in the number of patients that may result
from a flu pandemic,” Blum stated.

“As a result of progressive cuts in reimburse-
ment for medical services and a shortage of
trained staff, the nation’s hospitals shed 103,000
staffed hospital beds and 7,800 intensive care unit
beds during the past decade.”

The result is longer waits for emergency
patients who need admission to an inpatient hos-
pital bed. The crowded conditions pose an
increased risk of diseases spreading, as well as the
diversion of inbound ambulances to other hospi-
tals.

“If history is our guide, it is important we learn
from the tragic consequences of the 2003 SARS
outbreak in Toronto, when the second SARS vic-
tim, who was thought to have pneumonia, was
held in one of the city’s emergency departments
for an extended period of time until an inpatient
bed became available,” Blum said. “As a result, 78
people were infected, five of whom died, all as a
result of one admitted patient spending the night
in the emergency department instead of an inpa-
tient unit.”  ■



Clinical outcomes also can improve signifi-
cantly when the quality of patient self-care
improves. Lifestyle management plays an impor-
tant role in reducing risk in conditions such as
cardiovascular disease and in improving treat-
ment of conditions such as congestive heart fail-
ure. 

Health-related quality of life measures gener-
ally address patients’ perceptions of their physi-
cal functioning, social functioning, role
functioning, mental health, vitality, pain, and cog-
nitive functioning. In many instances improve-
ments in health-related quality of life are a
natural result of improved clinical outcomes.
However, patients’ perception of their quality of
life also is improved when they are empowered
by well-designed educational programs.
Empowered patients tend to feel more personally
capable of positively impacting their outcomes.
For patients with chronic conditions, health-
related quality of life can improve significantly
when they are trained in self-management tech-
niques and empowered with education. 

Patients’ satisfaction with their health care
depends, to a great extent, on their relationship
with the health care provider. The foundation of
this relationship is communication between par-
ties. Past studies have shown that patients are
more likely to be satisfied with their health care
practitioner if the practitioner actively promotes
health education. General patient satisfaction sur-
veys used by most hospitals may not be suffi-
ciently detailed to provide feedback about
in-hospital educational interventions. A survey
designed specifically for measuring patient’s sat-
isfaction with the education provided by hospital
caregivers is shown in Figure 2 (page 172).

Cost of health care has been shown to be
reduced by patient education interventions by
decreasing their demands on the health care sys-
tem.

Two of the most frequently cited benefits of
work-site health promotion programs are
reduced absenteeism and lost work days.

According to some estimates, approximately
80% of all health problems could be treated at
home. Effective education programs can prevent
minor illness or injury from progressing to the
point of needing professional intervention.
Increased patient awareness through education
can also result in earlier detection of problems
and timelier outpatient intervention, thus
decreasing hospitalizations. Lastly, chronic-dis-

ease patients who have been empowered through
patient education programs generally have better
coping skills and generally are less reliant on
health caregivers.

Hospital caregivers have long been involved in
educating patients and their families. With
increased emphasis on managing the continuum
of care, it’s time to measure the long-term effects of
patient education programs. Properly designed
and conducted patient education programs can
demonstrate their value by improving patient
compliance and comprehension. Appropriate mea-
surement of the value of these programs is critical
to their development and overall success.  ■

Maryland ICUs collaborate
to revamp care processes 
Center is recognized for patient safety strategies

How would you like to reduce ventilator-asso-
ciated pneumonia at your organization’s

intensive care unit (ICU) by 19%, and decrease
bloodstream infections by 36%, in only eight
months? Those are the impressive results
achieved by hospitals participating in the
Maryland Patient Safety Center’s ICU Safety
Culture Collaborative.

The group received the National Quality
Forum and Joint Commission on Accreditation of
Healthcare Organizations’ 2005 John M.
Eisenberg Patient Safety and Quality Award for
national/regional innovation in patient safety, for
strategies that have dramatically improved care
in the ICUs of Maryland hospitals.

Thirty-eight Maryland ICU teams committed
to a goal of reducing ventilator-acquired pneu-
monia, improving care processes for medication
administration, and reducing central line-associ-
ated bloodstream infections.

“There is a lot of motivation and energy
around improving ICU care processes and out-
comes. The center has leveraged that energy and
pulled together 30 hospitals to work on specific
safety objectives,” says Debbie Christian, MSc,
BSN, the center’s director of patient safety inter-
ventions. In early 2006, the center will launch an
Emergency Care Safety Culture Collaborative.

The hospitals came together at three points
during the year, with multidisciplinary teams
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Educational Focus
Pre-Procedure Preparation

Post-Procedure Care

Discharge Care

Follow-Up Care

Figure 1

Patient Education and Expected Short-Terms 
Outcomes for a Surgery-Related Hospitalization

Expected Patient Outcomes
• States rational for interventional procedure and expected outcomes
• States understanding of pre-procedure activities

• States expected length of stay
• Verbalizes understanding of post-procedure care re: incision, activity, diet, pain management

& monitoring of status

• States when to notify physician or case manager
• Identifies activity restrictions
• Verbalizes incision care
• Verbalizes understanding of pain management at home

• Identifies phone number for follow-up questions and appointment
• States when to call for follow-up appointment

Source for both charts: Brown-Spath & Associates, Forest Grove, OR

Figure 2

Hospital Survey of Patients’ Satisfaction with their Education
Please circle the response that best describes what you were told by the hospital caregivers prior to being discharged:

Were you told... Told Not Does Not 
told not apply sure

1. How and when to take your medication? 1 2 3 4

2. The potential side effects of your medications? 1 2 3 4

3. The diet you should follow after you leave the hospital? 1 2 3 4

4. The amount and type of activity you could resume 1 2 3 4
after you leave the hospital?

5. When to resume normal activities? 1 2 3 4

6. When to return to work? 1 2 3 4

7. Danger signals of illness that should cause 1 2 3 4
you to call your doctor?

8. What you can do to help in your recovery? 1 2 3 4

How much time did your caregivers spend teaching you what you needed to know after you left the hospital? (circle number
that corresponds to your answer)

No 5 minutes 5-15 15+ Not
time or less minutes minutes sure

Physician 1 2 3 4 5

Nurse 1 2 3 4 5

Patient Educator 1 2 3 4 5

Pharmacist 1 2 3 4 5

Dietician 1 2 3 4 5
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including quality managers, risk managers,
nurses, respiratory therapists, pharmacists, and
physicians, each with a physician leader and an
executive sponsor.

During these workshops, the teams exchanged
ideas and reported on tangible improvements
achieved at their own organizations. In addition,
teams participated in conference calls, performed
weekly rounds to identify safety issues, and gave
skills training to staff.

“Organizations are reporting to us that the
resources needed to address many safety issues
identified by teams during safety rounds are
often inexpensive, usually costing only a couple
hundred dollars. But the impact is great, with vis-
ible changes,” says Christian.

“Multidisciplinary rounding has improved the
quality of work life. Now nurses aren’t afraid to
ask doctors questions, and pharmacists are part
of the team.”

Here are some unique aspects of the center’s
Safety Culture Initiative:

• Real-time data are used.
Most of the data used by the Center are col-

lected “live” in real time, rather than retrospec-
tively, which typically is what hospitals use to
identify problem areas, says William F. Minogue,
MD, FACP, director of the Maryland Patient
Safety Center. 

“By looking at the data real-time, you can
determine whether the small-scale improvements
are actually doing what you expect,” he says.
“The take-home message is that the data are col-
lected to determine how to improve care.”

In addition, data collection is incorporated into
the care process so that data are collected and
used in the course of daily work, Minogue adds.

“The benefit of the real-time data is that you
can intervene for the patient that is there right
now,” says Margaret Toth, MD, chief quality offi-
cer of the Delmarva Foundation and leadership
council member at the center. “With retrospective
data, there is nothing we can do once the patient
has left without the care that they need.”

For example, specific practices can make venti-
lator-associated pneumonia less likely, such as
raising the head of the patient’s bed and giving
medications to prevent blood clots.

“By rounding on all patients, we can see in real
time how we are doing. Did 100% of our patients
get 100% of what they needed today?” asks Toth.
“And if not, what can we do right now today, to
make sure that tomorrow we do better?”

• The teams work collaboratively.
When it comes to patient safety, competition

shouldn’t exist, says Toth. “Our hospitals, which
are competitors, have demonstrated that they are
working cooperatively and sharing safety infor-
mation, which is pretty extraordinary,” she says.

The teams found that they were coping with
similar challenges, such as getting patients
weaned off ventilators in a timely and appropri-
ate manner. “Our hospitals were really struggling
with this,” says Christian. “When we started talk-
ing with the clinicians about it, a number of them
did not have a protocol in place to address it.”

The center asked several of the ICU teams to
form a work group to review existing protocols
and find one that worked for them. “We ended
up with a few hospitals testing the protocol the
work group liked best. That caught on, and now
20 ICU teams are using this protocol,” says
Christian. “By working on the same issue, each
contributed their unique skills.”

• A daily goal is set for each day, with input
from caregivers.

In the past, clear-cut goals for each patient fell
through the cracks in the busy ICU setting, says
Toth. To address this, the teams began doing mul-
tidisciplinary rounding with daily goals for each
patient, such as for a heart failure patient to lose
an additional three pounds of water weight.

“If towards the end of the day, they see that the
patient gained a pound of water instead, the care
team has a clear marker for immediately looking
into what is preventing the patient from progress-
ing and making changes that are needed as
quickly as possible,” says Toth.

At Carroll Hospital Center in Westminster,
MD, caregivers ask the question “What do we
need to do to move this patient closer to leaving
the critical care unit?” during daily rounds. 

“Patients’ critical care presentation and illness
can be so complex that a simple intervention may
slip through,” says Kimberly Lau, RN, perfor-
mance improvement coordinator. “Someone may
have overlooked the need to order prophylaxis
for peptic ulcer, or anticoagulation for DVT pro-
phylaxis, which prevent complications.”

Since daily rounds have been implemented,
the percentage of patients with the head of the
bed raised at a 30 degree angle, which prevents
ventilator-associated pneumonia, has increased,
says Lau. “The overall length of stay and the
length of time patients spend on ventilators have
both gone down,” she adds.



[For more information, contact: 
• Kimberly Lau, RN, Performance Improvement,

Carroll Hospital Center, 200 Memorial Ave,
Westminster, MD 21157. Telephone: (410) 871-
6903. E-mail: KimB@carrollhospitalcenter.org.

• Debbie Christian. MSc, BSN, Director, Patient
Safety Interventions, Maryland Patient Safety
Center, 7240 Parkway Drive, Suite 400, Hanover,
MD 21076. Telephone: (410) 712-7448. Fax: (410)
712-7401. E-mail: christiand@dfmc.org.

• William F. Minogue, MD, FACP, Director, 6820
Deerpath Road, Elkridge, Maryland 21075-6234.
Telephone: (410) 540-9210. Fax: 410-540-9139. E-
mail: wminogue@marylandpatientsafety.org.

• Margaret Toth, MD, Chief Quality Officer,
Delmarva Foundation, 7240 Parkway Drive, Suite
400, Hanover, MD 21076. Telephone: (410) 712-
7456. E-mail: tothm@dfmc.org.]  ■

SIP measures now posted
on Hospital Compare site
Hospitals reporting SI data will grow rapidly

Are you collecting data on surgical infection
prevention (SIP)? If so, there is a new

resource to find out how your organization com-
pares with others. The Centers for Medicare &
Medicaid Services and the Hospital Quality
Alliance have added SIP measures to their
Hospital Compare web site (www.hospitalcom-
pare.hhs.gov).

In addition to the original 17 measures
reported since April 2005, the site now offers data
on two new SIP infection prevention measures —
prophylactic antibiotic received within one hour
prior to surgical incision and prophylactic antibi-
otics discontinued within 24 hours after surgery
end time — and a new pneumonia measure for
appropriate initial antibiotic selection.

“Just under 700 hospitals are reporting on the
SIP measures right now,” reports Nancy Foster,
vice president of quality and patient safety policy
for the Washington, DC-based American Hospital
Association. “We are expecting that number to
grow rapidly.”

The two new SIP measures are identical to the
measures being collected as part of the Surgical
Care Improvement Project (SCIP), a project
designed to reduce the incidence of postoperative
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CE questions
21. Which is true regarding the JCAHO’s proposed revi-

sions to its leadership standards regarding an organi-
zation’s “culture of safety”?
A. An annual self-assessment will be optional.
B. Organizations will be required to use evidence-

based survey instrument for assessment.
C. Only organizations with a large number of sentinel

events will be required to perform an assessment.
D. The self-assessment can be done as a substitute

for root-cause analysis.

22. Which was a result reported by organizations partici-
pating in the Maryland Patient Safety Center's safety
initiative for ICU care?
A. Extensive resources were required to make

changes.
B. Retrospective data was found to be more effec-

tive than real-time data.
C. Competition was an obstacle to a collaborative

effort to improve safety.
D. Real-time data had more direct impact on patient

care.

23. Which is true regarding the Surgical Infection
Prevention measures posted on the Hospital
Compare web site?
A. The measures require separate data collection

from CMS and JCAHO measures.
B. Organizations have been very resistant to sharing

information.
C. Information can only be accessed by organiza-

tions in the same geographical region.
D. The measures are identical to those required by

CMS and JCAHO.

24. Which is a finding of a recent study on publicly
reported quality data?
A. Patients are beginning to utilize comparative data

to make health care decisions.
B. Quality managers are not able to compare their

organizations with competitors.
C. Only large medical centers are using core mea-

sure data to make quality improvement decisions.
D. Most sites offer little or no information for health

care consumers.

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 December issue, you must
complete the evaluation form provided in that issue and
return it in the reply envelope provided to receive a cer-
tificate of completion. ■

Answer Key: 21. B; 22. D; 23. D; 24. A



complications by 25% by 2010. The measures are
also identical to those required by CMS and
JCAHO. “There is a common focus on important
issues of quality,” says Foster. “We believe that
these measures will offer great insight into how
hospitals ensure that patients get the right pre-
ventive steps.”

For instance, getting an antibiotic an hour
before incision is one of the most effective ways
to reduce infections for all patients undergoing
even minor surgery, she says. “That is very criti-
cally important, and I am sure there is room for
improvement. Another tricky part is making sure
the antibiotic gets stopped at the appropriate time
frame so we don’t create more super bugs.”

Comparative benchmark data

Organizations are already sharing information
with each other about successful changes they
have made to improve care of heart attack and
pneumonia patients. The same can now be done
with SIP, says Foster.

“You can see how your hospital compares and
look for opportunities to improve. You will know
the names of the hospitals that have better scores,
and can call up the infection control professional
and ask for strategies,” she suggests.

Now, quality professionals can provide admin-
istrators with comparative benchmark data that
they didn’t have before. “The leadership team
should be receiving this data, along with quality
improvement and infection control,” she says.
“Hospitalists, surgeons and anesthesiologists will
be vitally interested in this information as well.”

[For more information, contact:
• Nancy Foster, Vice President, Quality and Patient

Safety Policy, American Hospital Association, 325
7th Street, NW, Suite 700, Washington, DC 20004.
Telephone: (202) 638-1100. E-mail:
nfoster@aha.org.]  ■

Study: Public’s interest in
quality data is growing
Both patients and quality professionals using data 

According to a new study, a growing number
of consumers are using online hospital per-

formance web sites to make health care decisions.
In addition, providers are using publicly reported
measures to make quality improvement deci-
sions.

The study analyzed more than 50 publicly
available and subscription-based online hospital
performance web sites and was a joint effort
between Delmarva Foundation (the QIO for
Maryland and the District of Columbia) and the
Joint Commission on Accreditation of Healthcare
Organizations (JCAHO).

Done as part of the Centers for Medicare &
Medicaid Services (CMS) Hospital Three State
Pilot project, the study found that 20 states have
at least one hospital performance web site spon-
sored by non-profit organizations or government
agencies containing tables or bar graphs to
demonstrate comparisons of providers by geo-
graphic region.

Comparative data

Quality managers are comparing their organi-
zations both regionally and nationally, says
Roxanne Rodgers, public reporting and special
projects leader for the Delmarva Foundation.

“They can look at the comparative data in their
own state and identify areas for quality improve-
ment,” she says. “This gives them the impetus to
work smarter and more efficiently, providing bet-
ter care. Hospital reporting measures are here to
stay. They’re not something that’s going to go
away.”

The increased focus on comparative quality
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■ Report on how pay-
for-performance is
affecting safety

■ How to assess your
organization’s “culture
of safety”

■ New core measure
sets coming from
JCAHO 

■ Use software to
monitor progress of QI
projects

■ Proven strategies
for post-discharge
infection surveillance

COMING IN FUTURE MONTHS



data is a “great opportunity” for quality profes-
sionals, says Maulik Joshi, DrPH, president and
CEO of the Delmarva Foundation. “I view this as
a great leverage opportunity,” he says. “Quality
improvement projects require not just resources
but attention. Now that the board is asking about
core measures — and their relatives are asking
about it — it is getting that attention.”

Consumers catching on

This reflects a growing trend toward openness
in quality, says Joshi. “For years we’ve been talk-
ing about where we are in quality — but only
internally. Providers are now finding out where
they stand in the market, which is a motivating
factor,” says Joshi. “Nobody wants to look bad
compared to their peers.”

Though publicly reported data was slow to
catch on with health care consumers, patients are
now beginning to seek out this information.
According to the study’s findings, consumers are
most interested in patient satisfaction and clinical
performance. 

“More are starting to at least ask questions,
whereas before they didn’t even know what to
ask,” says Joshi. “We are getting to a point where
consumers are asking hard questions, and doctors
are working with them to give answers.” 

He points to the California HealthCare
Foundation’s web site “What Patients Think of
California Hospitals” (www.calhospitals.org),
which posts patient satisfaction data from the
“California Hospital Experience Survey,” asking
36,000 patients to rate their recent experience in
200 California hospitals.

Informed decisions

Although patients in emergent situations won’t
be able to pick and choose which hospital they go
to, many others are making informed decisions
about elective procedures or long-term care for
chronic medical conditions, and will be able to
hand-pick the hospital of their choice, says
Rodgers. 

“As consumers become better informed, their
expectations regarding hospital quality and deliv-
ery of care will increase,” she predicts. “It’s no
longer okay just to do the minimum; society
expects more. When consumers buy a car, they
check it out with Consumer Reports. Now, utilizing
individual hospital web sites and CMS’s Hospital

Compare web site, they will do the same with
health care.”

[For more information, contact:
• Maulik Joshi, Dr.P.H., President and CEO,

Delmarva Foundation, 9240 Centreville Road,
Easton, MD 21601. Telephone: (410) 763-6214. E-
mail: joshim@dfmc.org 

• Roxanne Rodgers, Public Reporting & Special
Projects Leader, Delmarva Foundation, 9240
Centreville Road, Easton, MD 21601. Telephone:
(410) 763-6239. E-mail: rrodgers@dfmc.org.]  ■
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Are staff reporting near-misses
and potential errors? DEC:165
FMEA prevents chemo dispens-
ing process errors, SEP:129
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Does your chest pain care
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FMEA prevents chemo dispens-
ing process errors, SEP:129
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Protocol reduces mortality rates
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AHA program can have big
impact on your data, APR:48
Compare quality measures with
4200 other hospitals, JUL:103
JCAHO, public are watching:
Act now to improve cardiac core
measure data, APR:45
Pay-for-performance incentives:
Are you missing out on rev-
enue? OCT:133
SIP measures now posted on
Hospital Compare site, DEC:174
Study: Public’s interest in qual-
ity data is growing, DEC:175
Use this checklist to boost reim-
bursement under P4P, OCT:135

Data collection
Are your data collection efforts
getting results? AUG:108
Will staffing effectiveness stan-
dard make data collection more

fruitful? MAR:29
The Quality-Co$t Connection:
Move from information transfer
to exchange, NOV:157

Disaster preparedness
Disaster preparedness: Lessons
learned from the response to
Hurricane Katrina, NOV:149
JCAHO guide helps small facili-
ties with planning, NOV:153
New standards coming for dis-
aster volunteers, NOV:152

Electronic medical records
The Quality-Co$t Connection: A
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Accreditation Field Report:
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during survey, JAN:5
Accreditation Field Report:
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Accreditation Field Report:
Surveyors impressed with medi-
cal staff involvement, APR:56
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medication standards? FEB:22
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JCAHO announces its proposed
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measure data, APR:45
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aster volunteers, NOV:152
Surveyors zero in on life safety
code compliance, SEP:121
Terrorists posing as JCAHO sur-
veyors? Act now to make your
security airtight, JUN:73
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you’ll need to do within minutes
of JCAHO’s arrival: MAY:61
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Medications, life safety are focus
during survey, JAN:5
Accreditation Field Report:
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Patient flow, life safety code key
topics for survey, JUL:99
Surveyors zero in on life safety
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Medical staff
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medication goal, MAR:32

Patient flow
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The Quality-Co$t Connection:
Improve patient flow by reduc-
ing bottlenecks, APR:57
The Quality-Co$t Connection:
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situations, JAN:6
This year, surveyors too look for
patient flow problems: Identify
bottlenecks now, JAN:1

Patient safety
Accreditation Field Report:
Surveyors want to see patient
safety culture, AUG:111

Example of completed What-If
analysis form, JUN:85
Medical liability policy focuses
on patient safety, JUL:100
Patient safety legislation
removes reporting barriers,
OCT:136
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patient safety, MAY:69
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safety analysis, JUN:84
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patient safety efforts, SEP:129

Pay-for-performance
JCAHO issues guidelines for pay
for performance, JAN:16
Pay-for-performance incentives:
Are you missing out on rev-
enue? OCT:133
Use this checklist to boost reim-
bursement under P4P, OCT:135

Periodic performance review
A problem with JCR software
sets off alarm bells at organiza-
tions, AUG:105
Avoid pitfalls with corrective
action plans: Quality experts
share strategies, FEB:17
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AHA program can have big
impact on your data, APR:48
Compare quality measures with
4200 other hospitals, JUL:103
Increase accuracy in your orga-
nization before sharing surgical
infection data, SEP:117
JCAHO, public are watching:
Act now to improve cardiac core
measure data, APR:45
Study: Public’s interest in qual-
ity data is growing, DEC:175
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Don’t ignore the costs for quality
resources, MAY:65
Executive summary of measure-
ment results (excerpt), MAR:43
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work, AUG:116
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OCT:146
The Quality-Co$t Connection:
Reporting performance results to
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groups, FEB:25

Risk management
Are you breaking patient pri-
vacy regs with e-mails? MAY:71
Medical liability policy focuses
on patient safety, JUL:100

Shared Visions — New
Pathways
Make your next mock tracer
more effective, JUL:93
Unannounced surveys: What
you’ll need to do within minutes
of JCAHO’s arrival: MAY:61

Surgical infections
SIP measures now posted on
Hospital Compare site, DEC:174
Increase accuracy in your orga-
nization before sharing surgical
infection data, SEP:117
Quality leaders work to reduce
surgical infections, OCT:143

Terrorism
Terrorists posing as JCAHO sur-
veyors? Act now to make your
security airtight, JUN:73
Feds warn of suspicious activity
at hospitals, JUN:75
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