
JCAHO will want evidence that 
physicians are involved in safety
Surveyors will expect to see continuous involvement

If a Joint Commission surveyor asked a physician at your organization
about patient safety initiatives or recently performed root cause analyses,
would the surveyor get a detailed, enthusiastic response or a blank look?
To increase physician involvement with the accreditation process and

patient safety initiatives, JCAHO has established a Physician Engagement
Advisory Group and will be looking closely at this during 2006 surveys,
says William Jacott, MD, special advisor for professional relations, who acts
as an interface between physicians and JCAHO. “Physicians need continu-
ous involvement in quality activities and patient safety, not just during the
survey,” he emphasizes.

When JCAHO’s board of commissioners underwent a strategic planning
process several years ago, one of the goals that kept coming up was engag-
ing physicians in patient safety, and this became a strategic objective of the
Joint Commission, says Jacott.

“Physicians play a major role in our accredited programs, and they really
ought to be part of the team that works on the quality activities,” says Jacott.

Although the Joint Commission has had advisory groups for nursing,
business, and the public, there has never been a physician advisory group.
During a December 2005 meeting, the 20 physician committee members
gave feedback on the new accreditation process and educational programs.

“Some had no exposure to JCAHO, and others are playing the role of
chief medical officer and are very involved,” says Jacott. “We will be getting
their input about performance measurement and the use of core measures.”

One example of a way to ensure physicians are involved in safety is by
having an interdisciplinary safety and quality council with a significant
number of physician members, says Jacott.

Every organization has its patient safety “champions” in the physician
ranks, adds Jacott. “It’s important that these individuals are put in a position
to advance activities in safety and quality,” he says. “Often, this is the chief
medical officer, but not necessarily — it could also be the chair of the quality
council.”

Physicians are an untapped resource in many organizations, says Jacott.
“Many look at JCAHO accreditation and quality issues as a nursing or
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administrative task, and they think that physicians
don’t need to be involved. They hear that the
JCAHO is coming and say ‘So what?’” 

This is especially true for community hospitals
where physicians are independent practitioners
instead of employees, adds Jacott. “The fault is on
both sides. Physicians need to become more
involved, and the organization also has to recog-
nize that they need to engage the physicians.”

Jacott suggests tapping physicians in charge of
various departments, such as pediatrics, family
medicine, and internal medicine and surgery. “It’s

up to them to gather their group together and
review the performance measures,” he says. “I
have attended a lot of those meetings at various
hospitals. And when a physician starts getting
data on his or her own practice — for instance, if a
pediatrician has the lowest immunization rate of
their group — it really gets their attention.”

Few JCAHO standards specifically require
physician involvement, other than requirements
that physicians be on the hospital bylaws and cre-
dentialing committees, notes Jacott. However, sur-
veyors will be looking closely to see whether
physicians are involved in patient safety initiatives
on an ongoing basis.

“There is nothing that says a physician must be
present when you trace the patient during a sur-
vey,” says Jacott. “However, several surveyors
have told me that they never pass up a physician
when they see one during a patient tracer — they
will always stop to chat with them.”

During a recent JCAHO survey at St. Jude
Medical Center in Fullerton, CA, surveyors fre-
quently questioned physicians during tracers.
“Whichever unit the surveyor happened to go to,
they would approach physicians and query them
about the care of the patient,” says Pat Wardell,
RN, vice president for quality management and
patient safety officer. 

For example, a surveyor asked an anesthesiolo-
gist if a preoperative evaluation was done, if
patient consent was obtained, and if a reevaluation
was done.

“Basically, a lot of the questions they used to ask
during a scheduled meeting that you would pre-
pare the physicians for, are now asked out on the
floor,” says Wardell. “In the past we spent a lot of
time scripting the physicians. The beauty of this
was that the surveyors came, the questions were
asked, the physicians answered them and were
great on their own.”

At St. Jude, JCAHO surveyors were impressed
by a strong showing from medical staff members
at the medical staff leadership conference on the
first day of the survey.

The physicians were given very short notice and
were alerted at 9:00 a.m. about the 5:30 p.m. meet-
ing that same day.

“Of 38 members, about 30 members showed up.
The surveyors were floored that with less than 12
hours notice, we could get that many physicians
there,” says Wardell. “We expected a possible
problem and didn’t know how many would be
able to attend. But our physicians always step up
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to the plate when we need them, and this particu-
lar Monday evening at 5:30, they were there.”

Wardell recommends giving physicians a
“heads-up” about the importance of attending this
meeting well in advance. “We talk about JCAHO
readiness on a routine basis with our medical exec-
utive committee, and that was one of the things we
talked about,” she says.

Surveyors also want to see the organization’s
chief medical officer interact directly with them,
adds Jacott. “In some cases, the chief medical offi-
cer is now being named by the organization as the
chief contact person with JCAHO. That is direct
contact with physician leadership and sends a
strong message,” he says.

At Spectrum Health in Grand Rapids, MI, more
than 20 part-time physician medical directors have
patient safety projects as a key responsibility, with
specific clinical and quality improvement goals
connected with JCAHO accreditation standards.

“They have a quarter or half of their time set
aside for patient safety work,” says John Byrnes,
MD, the organization’s senior vice president of
system quality. “Every year I sit down with them,
and we develop a list of projects they are going to
tackle for that year. For that project list, we also
attach quality metrics and set goals for those
measures.”

The medical directors get an annual perfor-
mance evaluation, which includes evaluation of
their success in working with colleagues to get
various safety projects implemented throughout
the organization.

“We have ‘hardwired’ physician involvement
with quality and safety initiatives, just as we
would any administrative director, manager,
supervisor, or staff member in our hospital,” says
Byrnes. “During our next JCAHO survey, all of our
medical directors will make themselves readily
available. They have taken ownership of these pro-
jects and will be proud to talk about them.”

For example, compliance with JCAHO require-
ments to mark the surgical site before surgery and
holding a “time-out” before an incision is made
was assigned to the perioperative medical director,
who is paired with an administrative nursing
director counterpart. Both are accountable to make
sure the protocol is fully implemented with 100%
compliance by the end of the year.

For every project, the medical director is sup-
ported by a QI specialist, a data analyst, and addi-
tional quality staff as needed. “They are fully
backed up by staff from my department, who are

there to help the medical and nursing director
drive the project to completion,” says Byrnes.

Data collection is automated as much as possi-
ble, but some manual chart reviews are done, with
data updated on a monthly basis. In addition, the
organization also has three part-time medical
directors assigned to the quality department.

“We call them our quality medical directors.
They are also available to help the specialty medi-
cal directors if they come up against barriers or
need help negotiating with colleagues,” says
Byrnes. “So that pool of expertise is there as well.
The medical directors are backed up by multiple
levels of support.”

If capital expenditures or major policy changes
are needed, Byrnes works with the director of
quality to appropriate needed resources. A recent
example involved an investment in systems to
automate data collection from the existing admin-
istrative databases and financial and medical
records systems.

“The software allows us to report on how we
are doing on our 30 high-volume medical and sur-
gical procedures,” says Byrnes. “With that capabil-
ity in place, we are improving care for at least 80%
of our patient population. When we back that up
with chart review, there is probably not a single
patient who comes through that hasn’t been
touched by our quality or safety initiatives.”

Most organizations have medical directors but
haven’t put in an organized structure in place to
ensure their involvement in patient safety, says
Byrnes. “Formalizing the job descriptions is pretty
rare. I think of it as a small army to drive quality
and safety throughout the organization,” he says.

The key is to “hardwire” patient safety into
overall hospital operations with accountability,
says Byrnes. “Every administrative director is
accountable for the budget and how they per-
formed at the end of the year. This is essentially
the same thing put into place, except their ‘budget’
is made up of quality metrics,” he says.

[For more information, contact:
John Byrnes, MD, Senior Vice President, System

Quality, Spectrum Health System, 100 Michigan Street
NE, MC 060, Grand Rapids, MI 49503. E-mail:
john.byrnes@spectrum-health.org

Pat Wardell, RN, Vice President, Quality
Management and Patient Safety Officer, St. Jude
Medical Center. 101 E. Valencia Mesa Dr., Fullerton,
CA 92835. Telephone: (714) 992-3000, ext. 3763. E-
mail: pwardell@stjoe.org.]  ■
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Core measure compliance
gets better with CPOE
Don’t settle for ‘plain vanilla’ system

There is a big difference between implementing
computerized physician order entry (CPOE)

and doing so with clinical decision support sys-
tems in place, emphasizes Margaret Quinn, MD,
chief medical information officer at Neptune, NJ-
based Meridian Health. “You can have just plain
vanilla CPOE, but if the system is not intelligent, it
only eliminates the handwriting issue and pro-
vides no additional benefits,” she explains.

The organization implemented CPOE along
with additional clinical decision support, which
earned the organization the John M. Eisenberg
Award for Patient Safety and Quality, a national
award bestowed by the Joint Commission on
Accreditation of Healthcare Organizations
(JCAHO) and the National Quality Forum.

“Most systems come with allergy checking and
duplicate drug order checking, which can be very
valuable in providing information for clinicians at
the point of care. But we have taken it a lot farther
and embedded evidence-based protocols into our
system,” Quinn reports. “We’ve seen a marked
improvement in compliance as a result.”

Clinical decision support

Clinical decision support “absolutely” needs to
be part of any CPOE implementation, urges
Quinn. “The more you include, the more value
you will get and the better accepted it will be by
physicians,” she says.

However, the system won’t solve all your prob-
lems. “It’s not as though you put the system in
place and you’re done,” says Quinn.

A lot of discussion has to occur between clini-
cians and the information technology (IT) depart-
ment to determine what the needs are, make sure
the specifications for the system can meet those
needs, and monitor the impact of the system to see
if the alerts are well accepted and if they are really
changing care, she explains.

Throughout the entire process, the outcomes
nurse acted as a link between the clinical and IT
side, says Quinn. “Then once things were live,
the outcomes nurse was responsible for monitor-
ing the use of protocols and improvement in core
measures.”

Before the system was implemented, quality
professionals researched the literature and core
measure requirements and brought it to the pro-
cess improvement team, which is chaired by a
physician.

“He then reviewed it with the chair of cardiol-
ogy and agreed there was a need to address issues
of aspirin and beta blocker use on admission for
acute coronary syndrome and DVT [deep vein
thrombolysis] risk on admission to the coronary
care unit [CCU]. Together, they agreed on what the
decision point should be, and the outcomes nurse
then worked with IT to come up with what was
needed.”

Compliance improvement

Now, the system immediately alerts the physi-
cian about core measure requirements, such as
prompting them for aspirin and beta blocker ther-
apy, as well as DVT prophylaxis or full hepariniza-
tion if the patient is being admitted for unstable
angina. 

For instance, if the physician is admitting the
patient to the CCU, the system stops them, dis-
plays the patient’s cardiac test results, and asks,
“Are you admitting the patient for acute myocar-
dial infarction (AMI) or acute coronary syn-
drome?” If the doctor answers “yes,” it prompts
him or her to either order aspirin and beta block-
ers, or document the contraindications.

“It’s done right at the point of care, so we are
using a process that already was in place; the doc-
tors were going to a computer to say that a patient
was being admitted. So we put in all the necessary
alerts and prompts to give them the ability to
immediately act on those as they went forward,”
says Quinn.

Previously, there was about 86% compliance
with the AMI core measure requirements. About
two months after the system was implemented, it
was determined that certain areas didn’t show
improvement due to inconsistent use by physi-
cians.

“We went back and promoted use of the system
and have been at 100% compliance since,” says
Quinn.

[For more information, contact: 
Margaret Quinn, MD, Chief Medical Information

Officer, Meridian Health, 1350 Campus Pkwy,
Neptune, NJ 07753. Telephone: (732) 897-7846. E-mail:
mquinn@meridianhealth.com.] ■
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JCAHO looking closely at
medication reconciliation
Process is not easy but essential for patient safety

An intensive care unit nurse recorded a
patient’s daily dose of an antipsychotic agent

as 25 mg a day, but the actual dose was one-half a
25 mg tablet. As a result, the patient received a
double dosage within 12 hours and became lethar-
gic and confused, resulting in an additional day of
hospitalization for observation.

An admitting nurse wrote down a medication
list from the physician’s office but did not review it
with the patient. The list included two medications
which had been discontinued shortly beforehand,
but the patient was given these drugs anyway. As
a result, the patient’s blood pressure and heart rate
dropped sharply, necessitating an overnight stay.

These are just two of more than 2,000 medica-
tion reconciliation errors reported in 2005 to the
Rockville, MD-based United States Pharmacopeia.
In addition, the Joint Commission has issued a
sentinel event alert urging organizations to
improve efforts to reconcile medications as
patients transition from one care setting or practi-
tioner to another.

According to the alert, medication reconciliation
should occur whenever a “handoff” occurs,
whether to a new caregiver, unit, or facility. If this
doesn’t occur, patients may receive duplicative
medications, incompatible drugs, or wrong
dosages, warns the alert.

According to the Joint Commission’s sentinel
event database, 63% of the reported medication
errors resulting in death or serious injury were due
to breakdowns in communication, and approxi-
mately half of those would have been avoided
through effective medication reconciliation.

Recommendations

To reduce the risk of errors related to medica-
tion reconciliation, the alert recommends the fol-
lowing:

• Put the list of medications in a highly visible
place in the patient’s chart and include essential
information about dosages, drug schedules,
immunizations, and drug allergies.

• Reconcile medications at each interface of
care, specifically including admission, transfer,

and discharge. The patient and responsible physi-
cians, nurses, and pharmacists should be involved
in this process.

• Provide each patient with a complete list of
medications that he or she will take after being dis-
charged from the facility, as well as instructions on
how and how long to take any new medications.
The patient should be encouraged to carry this list
and share it with any caregivers who provide any
follow-up care.

In addition, as part of its current National
Patient Safety Goals, the Joint Commission requires
that each accredited health care organization:

• Implement a process for obtaining and docu-
menting a complete list of the patient’s current
medications upon admission, including prescrip-
tion medications, over-the-counter medications,
vitamins, herbs, or other supplements.

• Communicate a complete list of the patient’s
medications to the next service provider when the
patient is referred or transferred to another setting,
service, practitioner or level of care within or out-
side the organization.

At OSF St. Joseph Medical Center in
Bloomington, IL, the medication reconciliation
process was started five years ago as part of an
Institute for Healthcare Improvement collaborative
on reduction of adverse drug events.

“Medication reconciliation was a key change in
that collaborative, and one we have been doing
ever since,” says Kathy Haig, patient safety officer
and director of quality and risk management. Haig
credits the medication reconciliation process to a
tenfold reduction of adverse drug events that has
been sustained for several years.

All three phases of medication reconciliation —
admission, transfer, and discharge — are done on
inpatient nursing units with 90-100% compliance.
“We started with a paper tool and moved to an
electronic tool about three years ago,” says Haig.

Staff can access the patient’s medication list
with the electronic medical record and compare
this with current orders to insure all medications,
doses, frequency, and routes match. Those that
don’t must be clarified with the physician.

The medication list also functions as a physi-
cian’s order, so once the physician indicates
whether the medication is to be continued,
changed, or discontinued, the tool is faxed to the
pharmacy.

“This is a win for both the nurses and patient
safety, as it eliminates recopying which can lead to
transcription errors,” says Haig. “We are currently
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updating the medication reconciliation form in our
electronic medical record to make it more user-
friendly, neater, and cleaner.” Here are the steps that
occur for each type of medication reconciliation:

• For admission reconciliation:
The patient’s home medications are entered into

the electronic medical record and printed out. The
nurse reviews this list with the orders and brings
any variances to the physician’s attention. For
high-risk drugs such as insulin or anticoagulants,
this is done within four hours. The physician then
makes any necessary changes and signs the form,
which is then faxed to pharmacy as the order.

• For transfer reconciliation:
The transferring nurse prints out a copy of the

transfer medication reconciliation form from the
electronic medical record, including the current
hospital medications. The list is attached to the
chart prior to sending the patient to another
department. The physician reviews this list and
either approves the current medications or makes
changes and signs the form.

• For discharge reconciliation:
The medication reconciliation list is printed out

and placed on the chart for the physician to review
and sign prior to the patient’s discharge. “We are
also trying to have our unit-based pharmacists
review this list to identify potential medication
interactions, so that they can be addressed with
the physician prior to discharge,” says Haig.

Twenty patient records are reviewed by random
audit each month by a staff member in the quality
resource management department who has been
trained in the process. Each phase of medication
reconciliation is checked to see that the process was
completed and that the information was accurate.

“Medication reconciliation is essential to safe
patient care, although it is no easy task,” says
Monica Ray, RN, BSN, director of quality at
Carle Foundation Hospital in Urbana, IL. “Health
care has become so fragmented with specializa-
tion and the complexity of health care delivery
systems that keeping track of patients’ medica-
tions is very difficult.”

The goal is to ensure patients are on the
intended medications across the continuum of care
and that all health care providers are aware of the
full medication lists at each point of care.

“No one can argue that this is the right thing to
do,” says Ray. “However, health care systems have
not been developed to support this in the past, and
it will take time to re-tool and make it an efficient,
reliable process,” she says.

Quality professionals at Carle Foundation
developed comprehensive processes and tools to
reconcile medications for admission, post–proce-
dure, transfers, and at discharge. The new medica-
tion reconciliation process was implemented in
January 2006.

The tools include: 
• an inpatient home medication reconciliation

sheet that serves as the medication history, admis-
sion, and discharge reconciliation and can be used
for most prescriptions if needed.

• a discharge medication education sheet that
the patient receives that lists all medications, medi-
cations that are to be stopped, and allergies.

• The newest tool in development is tailored for
the outpatient setting and combines the history,
reconciliation, orders and education onto one
form. “The same processes are being designed in
our electronic medical record, to be fully imple-
mented in the next two years,” adds Ray.

Barriers to successful implementation include
complex delivery models and incompatible infor-
mation systems, as well as resistance from some
specialists, says Ray.

“Some physicians are reluctant to be account-
able for medications they did not originally pre-
scribe and are unfamiliar with,” she explains.
“Whether we want to admit it or not, there are sig-
nificant time, trust, and liability factors that exist.”

For instance, a surgeon may not want to take
the time to review and reconcile a long home med-
ication list, or to be accountable for cardiac medi-
cations prescribed by the cardiologist. The surgeon
is therefore reluctant to be responsible for ordering
previous home medications and making any
changes.

To address this problem, the wording on the
forms has been revised to reflect that home medica-
tions are “reviewed” on admission and at dis-
charge, and each medication is indicated with a
check box to 1) resume 2) change or 3) discontinue.
Presentations to nursing and medical staff, frequent
communication, and one-on-one coaching are other
ways to promote medication reconciliation.

Fragmentation of care with use of pre-operative
centers, hospitalist services, and specialists makes
the process more complicated, adds Ray. “Primary
care physicians are most likely to pull all of the
medication information together. But we have
found this to be difficult as well for many rea-
sons,” she says.

Lastly, the flow of information among health
care providers, whether manual or electronic, is
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problematic, says Ray. “Even electronic systems
can be incompatible or with limited access. This
inhibits freely sharing available information in
order to reconcile medications efficiently and accu-
rately,” she explains.

Medication reconciliation may be difficult, but
it’s not impossible, stresses Ray. “We are facing the
challenge head-on, in order to provide the safest
care possible for our patients,” she says. “Over
time, our patients will be better educated and pre-
pared with medication lists when they arrive at a
health care facility, to help ensure safe medication
management.”

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

Management/Patient Safety Officer, OSF St. Joseph
Medical Center, 2200 E. Washington Street,
Bloomington, IL 61701. Telephone: (309) 662-3311, ext.
1347. E-mail: Kathy.M.Haig@osfhealthcare.org.

Monica Ray, RN, BSN, Director, Foundation
Quality, Carle Foundation Hospital, 611 West Park
Street, Urbana IL 61801. Telephone: (217) 383-4877. E-
mail: Monica.Ray@carle.com.] ■

JCAHO award for stroke
measures compliance
Measures are ‘kept in front of leadership’

At Seattle-based Swedish Medical Center,
stroke outcomes improved dramatically as a

result of a comprehensive program that deploys a
coordinated team to assure comprehensive, timely,
and efficient acute stroke care. 

This data-driven focus on rapid evaluation of
stroke patients has led to a significant increase in
patients with an emergency department evalua-
tion completed within 45 minutes — from just 40%
at baseline to consistently better than 80%. Over
the same time period, average time from door to
thrombolytics has improved from 84 minutes
down to 79 minutes.

The organization was awarded the JCAHO’s
Ernest Amory Codman Award, which recognizes
excellence in the use of outcomes measurement by
health care organizations to improve patient safety
and quality.

“At the start of this initiative, we were like
other hospitals nationally in that we struggled to
actually implement the stroke guidelines that

were available,” says Tammy Cress, RN, MSN,
stroke program manager.

For example, compliance with standard order
set utilization was only 55% and is now 98%, and
the number of patients processed very rapidly for
rescue therapies was only 42%, and is now more
than 80%, reports Cress.

During site visits by the JCAHO for Primary
Stroke Center Certification, surveyors were
impressed that data was collected concurrently, as
opposed to retrospectively.

“We have implemented a model wherein the
staff providing the care collect and manage the
data,” says Cress. “This allows us to use data col-
lection as a checks and balance to guarantee that
each patient gets every opportunity for optimal
care management.”

Data checklists

Staff use data checklists to remind them of qual-
ity goals for each patient, so there is an opportu-
nity to correct or modify care as necessary. “We
also have real-time data to share with the leaders
and grass roots providers daily,” says Cress. “We
then celebrate a job well done but also learn from
this data in various forums where we select and
focus on quality improvement efforts.”

Stroke nurses who assist in the coordination of
stroke care are responsible for the data collection.
“When we began the program in 2001, there
weren’t any standardized instruments available
for data collection, so we developed our own
homegrown database,” says Jennifer Harville, the
organization’s director of clinical effectiveness. The
stroke nurse collected data on a scannable form
and scanned the data into a database.

When the American Heart Association’s “Get
With the Guidelines — Stroke” database was
released in 2004, the stroke nurses were able to col-
lect the data electronically using the online tool.

To allow for analysis of the data, data were
downloaded into an Access database for more
flexibility in querying and reporting. Each month,
cases are downloaded and compared with a list
run from the administrative ICD-9 coded data to
ensure full case capture.

“We would provide feedback to the stroke team
on cases not captured in real time, and they would
review these charts retrospectively,” says Harville.

To analyze and report data, quality leaders
worked with the stroke leadership team early to
identify the outcome measures they felt were indi-
cators of performance in delivering stroke care.
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A balanced set of about 15 measures was
selected based on the Dartmouth Clinical
Compass, which measures clinical quality,
cost/utilization, functional quality, and satisfac-
tion/professional enablement. A “dashboard”
with all of the selected measures is produced for
the monthly leadership team meeting, with data
from the previous month.

“This rapid turnaround of the data into the
dashboard has been a critical factor in the success
of a data-driven program,” says Harville.

A list of “variances” — stroke cases that didn’t
meet the requirement — also is reported, with
comments on any circumstances or mitigating fac-
tors to help the team better understand why the
variances were occurring and how the next PDSA
(Plan, Do, Study, Act) cycle of improvement
should be approached.

“We also analyze the data in a variety of ways,
based on the needs of the team, areas of focus, and
data available,” says Harville.

However, at times certain areas require
improvement that aren’t included in the dash-
board, such as rapid evaluation of stroke patients
in the emergency department.

“When we began to focus performance
improvement activities in this area, we reported
the data to the leadership team every two weeks,
along with root cause analysis findings from fail-
ures to complete the evaluation within the desired
time frame,” says Harville.

Initially, data analysis for this area was done
separately from the dashboard, but it has since
been incorporated into the dashboard. It no longer
requires the same intensive focus but still needs to
be “on the radar screen,” says Harville.

“This is how we sustain the gains — we keep it
in front of the leadership team,” says Harville. “If
any of the measures begin to travel in the wrong
direction, the team asks that we bring back a more
detailed analysis, and we move into more active
PDSA cycles of improvement.”

For example, on one occasion when length of
stay, a cost/utilization measure that had been
steadily improving over time, appeared to be
trending upward, the leadership team requested
more analysis into the issue. “This analysis identi-
fied discharge coordination as the issue of focus
for the next PDSA cycle for this particular mea-
sure,” says Harville.

[For more information, contact: 
Jennifer Harville, Director, Clinical Effectiveness,

Swedish Medical Center, 747 Broadway, Seattle, WA
98122-4307. Telephone: (206) 386-3762. Fax: (206)
386-3546. E-mail: Jennifer.Harville@swedish.org.]  ■

New NPSGs for 2007
will be big challenge

The JCAHO’s proposed National Patient Safety
Goals (NPSGs) for 2007 aren’t a big surprise

but will pose additional challenges for quality pro-
fessionals. “The 2007 proposed goals are not too
much of a surprise when you add them in with the
NPSGs already in effect,” says Kathleen A.
Catalano, RN, JD, director of regulatory compli-
ance services for Dallas, TX-based PHNS Inc.
“Quality leaders will be able to build upon what is
already in place and broaden the scope of review.”

However, the proposed goals will pose a signifi-
cant challenge to hospitals, especially with person-
nel charged with developing policies, procedures,
and protocols, and measuring compliance, says
Frederick P. Meyerhoefer, MD, a Canton, OH-
based consultant specializing in JCAHO and regu-
latory compliance.

Quality professionals commonly express frus-
tration with trying to continually meet the require-
ments of the NPSGs, says Meyerhoefer.

“This frustration comes from the frequently
changing interpretation of the NPSG require-
ments,” he says. “I’ve commonly heard quality
managers complain that just when they roll out a
program to meet the goal requirements, there is a
new twist found in the posted FAQs.”

In addition, staff often have difficulty seeing
the benefit of compliance with the goals, adds
Meyerhoefer.

“They are upset when just as they are coping
with the first policy, they have to add to or
change what they are doing,” he says. “Quality
managers will have difficulty dealing with this
attitude.”

Quality managers also will have to develop
measures and perform audits to assure the
required compliance on an ongoing basis, adds
Meyerhoefer.

Here are some of the proposed goals and impli-
cations for quality professionals:

• Proposed Goal 3E requires reducing harm
associated with the use of anticoagulation
therapy.
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This includes the elimination of heparin flushes
for peripheral intravenous lines and ensuring that
coagulation test results are received and reviewed
before subsequent doses are adjusted or adminis-
tered, says Catalano. “I believe most institutions
are already in the process of reviewing anticoagu-
lants and the use of strategies to reduce dosing
and monitoring errors,” says Catalano. “The ques-
tion to ask is, “Are all of these strategies being
monitored and data recorded?”

Pharmacist involvement is required for inpa-
tient anticoagulation services for both heparin and
warfarin.

“Also included is education for the patient,”
says Catalano. “At the point of discharge, an inpa-
tient is to practice administering their own medi-
cation under the supervision of medical staff. The
quality leaders will need to be certain that this
NPSG is carried out to the letter.”

• NPSG Goal 15 requires the organization to
identify safety risks inherent in the patient pop-
ulation, including reducing the risk of patient
harm resulting from falls.

“Quality leaders have already been involved in
this goal, and so there should be no added moni-
toring responsibilities, except that now the fall
reduction program is to include inservices involv-
ing patients and their families, and the develop-
ment and implementation of transfer protocols as
applicable,” says Catalano.

• NPSG Goal 15 B involves the prevention of
health care-associated pressure ulcers.

“This is an age-old problem and this goal will
require assessing and periodically reassessing each
patient’s risk for developing a pressure ulcer,” says
Catalano. “That may be difficult to measure.”

High-risk patients have always been assessed
for pressure ulcers, but now JCAHO is broadening
this to include all patients, adds Catalano. The goal
requires an effective plan for the prediction, pre-
vention, and early treatment of pressure ulcers in
addition to assessment and prevention plans and
educational programs, she says.

• NPSG Goal 15E requires identifying
patients at risk for suicide.

Since January 1, 1995, 464 patient suicides have
been reported to the JCAHO as sentinel events.
“Part of the reason for this is the patient suicide is
often picked up by the media and reported,” says
Catalano. “JCAHO notes that suicide is the 11th

most frequent cause of death in the United States.
It seems a natural progression for the NPSGs to
encompass patient suicide.”

• NPSG Goal 16A requires the organization to
take steps to discourage disruptive behavior.

“This may be a bit difficult for quality leaders.
The disruptive behavior is not just that of physi-
cians — it refers to unacceptable behaviors any-
where in the organization,” says Catalano. “The
goal will require development of a code of behav-
ior that encourages reporting of disruptive behav-
ior without fear of retaliation by the institution.”

• NPSG Goal 17A requires that orientation be
provided to temporary and agency workers.

This goal will require a full orientation pro-
gram that includes environment of care, clinical
and departmental policies, procedures and prac-
tices, and a written test to assess the level of com-
prehension.

“This will not be too difficult but will need to be
applied uniformly across the organization,” says
Catalano. “It goes without saying that many of the
issues that arise in an institution are because of
lack of education and communication. I believe
this goal is trying to stem the tide when it comes to
temporary and agency staff.”

• NPSG Goal 18A requires that the organiza-
tion improve recognitions and response to
changes in patient condition, such as implement-
ing a “rapid response team.”

The development and implementation of such a
team will require a task force to review current lit-
erature and develop criteria, education, and moni-
toring of the team’s intervention and rescue rates,
says Catalano. “Codes are already monitored.
Now mortality rates before and after implementa-
tion of early recognition and response team
involvement will be added,” she says.

• NPSG Goal 19A will help prevent patient
harm associated with health care worker fatigue.

The organization will need to manage work
hours and periods of on-call in order to minimize
fatigue, says Catalano. “This will not be easy. This
may already be under review by human resources
but will probably need to be more in-depth to
accommodate the requirements of this goal.”

[For more information, contact:
Kathleen A. Catalano, RN, JD, Director of

Regulatory Compliance Services, PHNS Inc., One
Lincoln Centre, 5400 LBJ Freeway, Suite 200, Dallas,
TX 75240. Telephone: (214) 257-7112. Fax: (214) 707-
7403. E-mail: Kathleen.Catalano@phns.com.

Frederick P. Meyerhoefer, MD, 1261 White Stone
Circle NE, Canton, OH 44721. Telephone: (330) 966-
6717. E-mail: meyerorgconsult@aol.com.]  ■



Manage staff fatigue to
improve patient safety
Part 2 of 2

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

Worker fatigue can adversely impact every
aspect of health care performance. High lev-

els of fatigue cause reduced productivity and an
increased risk of adverse events. Fatigued care-
givers may not think clearly, which is vital to mak-
ing patient care decisions. Tired people often are
unaware that they are not functioning as safely as
they would be if they were not fatigued. Shift
work and extended hours are common work prac-
tices in health care facilities, and yet these practices
are known to contribute to higher levels of staff
fatigue. Reducing the patient safety risks caused
by staff fatigue requires action on the part of man-
agement and workers. It is the responsibility of
managers to protect staff from the adverse effects
of fatigue. It is the responsibility of staff members
to ensure that they are fit for duty during their
work time.

A 2007 National Patient Safety Goal (NPSG)
proposed by the Joint Commission relates to pre-
venting patient harm associated with health care
worker fatigue. If it is selected as one of the 2007
NPSGs, health care organizations will be expected
to identify conditions and practices that may con-
tribute to worker fatigue, implement processes to
identify fatigue that poses a threat to patient
safety, and take action to minimize that risk.
Implementing this goal will involve three steps:

1. Identify hazards and associated risks.
2. Implement control measures to prevent or

minimize the risks.
3. Measure the effectiveness of control measures.
The first step when managing staff fatigue is to

identify factors within the workplace that may
contribute to fatigue. One particular factor that
should be considered carefully is staffing. It is
important to determine if staffing decisions are
providing people with sufficient opportunity for
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CE questions
17. Which is true regarding JCAHO and physician

involvement in safety initiatives?
A. Medical staff members should not be given

advance notice about attending the leadership
meeting during surveys.

B. Physicians won't be interviewed during
patient tracers.

C. Physicians are required to be present during
all patient tracers.

D. Physicians must be involved in safety initia-
tives on an ongoing basis.

18. Which is recommended to increase the benefits
of computerized physician order entry?
A. Allowing physicians to opt out of the system

and document manually.
B. Avoid adding clinical decision support, other

than checking for allergies and duplicate
drug orders.

C. Incorporate evidence-based protocols into
the system.

D. Track core measure compliance with retro-
spective chart reviews instead of real-time
interventions.

19. Which is accurate regarding requirements by
JCAHO for medication reconciliation?
A. A complete list of the patient's current medica-

tions must be documented upon admission.
B. Medications should be reconciled only for

inpatients.
C. Reconciliation is not required for transferred

patients.
D. Only prescription medications are included in

the requirement.

20. Which is required by a proposed National
Patient Safety Goal to reduce harm associated
with the use of anticoagulation therapy?
A. Eliminating heparin flushes for peripheral

intravenous lines.
B. Having patients practice administering their

own medication before discharge.
C. Ensuring coagulation test results are reviewed

before subsequent doses are given.
D. All of the above.

CE instructions 

Nurses participate in this continuing education program
by reading the issue, using the provided references 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 confusion sur-
rounding questions answered incorrectly, please consult
the source material. After completing this semester's activ-
ity with the June issue, you must complete the evaluation
form provided in that issue and return it in the reply enve-
lope provided to receive a certificate of completion. ■
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rest and recovery between shifts. Consider the fol-
lowing:

• Length of time worked. The length of shifts
worked can contribute to fatigue.

• Previous hours and days worked. The effects
of fatigue are cumulative; therefore, people may be
sleep deprived due to the previous hours and days
worked.

• Type of duties. Pay particular attention to the
level of physical and/or mental effort that is
required

• Time of the day when the work is being per-
formed. Disrupting the body’s circadian rhythms
can cause fatigue and also affect performance.

One way to identify workplace factors that con-
tribute to fatigue is to consult with staff members.
Ask them if they regularly feel fatigued. Also ask
about any near misses they have encountered.
Review patient incident reports, paying particular
attention to incidents that occur during periods of
high staff fatigue (e.g. during the latter half of
shifts or during the night – particularly 2 am to 6
am).

Once potential hazards are identified, the asso-
ciated risks should be analyzed. It is impossible to
eliminate all factors that contribute to staff mem-
ber fatigue. Therefore it is important to prioritize
the risks associated with the hazards. Risk is the
likelihood that patient safety will be compromised
because of the factors that contribute to fatigue. To
assess risk, consider both likelihood and conse-
quences. For instance, what is the likelihood that
an incident will occur when people are asked to
work an extra four hours beyond an eight-hour
shift? And if an incident does occur, what would
be the consequence (e.g. catastrophic, major, mod-
erate, and minor)? Because health care profession-
als work in diverse environments job-specific
factors must be taken into consideration when pri-
oritizing risks, such as:

• How often do error-prone situations occur?
Generally the more often a fatigued worker must
do a high-risk task, the more likely a mistake will
be made.

• How many fatigued staff members are work-
ing at the same time? The greater number of staff
members who may be fatigued, due to long hours
or shift work, the more likely an incident is to

occur.
• What are the skills and experience of the

fatigues individuals? Well-trained, competent
staff may be better able to adequately perform
work-related tasks and self-manage their fatigue.

• How long are individuals exposed to
fatigue? The longer people are fatigued, the more
likely an error will occur.

• What is the level of risk inherent in the job?
Fatigue-related incidents are more likely to occur
in high-stress, fast-paced environments.

Implement control measures

The third step when managing worker fatigue
involves selecting and implementing control mea-
sures to reduce risks. The ideal solution when
managing fatigue is to completely eliminate con-
tributing factors. However, often this is not possi-
ble. The second-best option is to reduce the effect
of contributing factors, such as:

• Redesign patient care practices so that night
shift workers have more time to focus on complet-
ing core duties.

• Schedule later shift start times for those peo-
ple who need maximum sleep time before starting
work.

• Consider night shifts that are shorter than day
or evening shifts.

• Rotate jobs for people doing repetitive or
monotonous tasks.

• Provide sufficient supervision during periods

■ Quality leaders share
strategies for JCAHO’s 2007
NPSGs 

■ How to measure a rapid
response team’s impact on
care

■ Proven strategies to
increase the accuracy of
quality data

■ Effective ways to monitor
risks of anticoagulation
therapy
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of high worker fatigue (such as night time or in the
latter half of shifts).

• Develop contingency plans for relieving a
fatigued staff member from work activities when
there is considerable risk to patient safety.

• Implement strict safeguards (e.g. double
checks) for high-risk tasks performed during those
times when people are most likely to be fatigued.

• Require that staff take regular 10-15 minute
breaks away from their work station and monitor
compliance with this requirement.

• Provide exercise equipment to allow staff to
release tensions and build stamina during their
break periods.

• Educate staff about the effects of fatigue on
their personal health and how overly-tired work-
ers also threaten the safety of patients.

• Implement and communicate to employees an
organizational policy that clearly states staff are
personally responsible for making appropriate use
of their rest days and are expected to arrive at
work fit for duty.

• Make it clear that staff members are expected
to notify their supervisor if they have any potential
impairment (including fatigue) that may increase
their chance of making mistakes.

• At department or unit meetings, discuss actual
patient incidents that may have been caused by
staff fatigue. Research shows that many health care
professionals report feeling fatigued but that it
does not affect their work. Storytelling among staff
can help overcome this complacency.

• Establish a “fatigue hotline” where employees
can seek counseling and advice about strategies for
managing fatigue. An individual with knowledge
of sleep and fatigue principles should staff the hot-
line.

• Provide a napping or quiet room to allow staff
to take a rest break before beginning the second
half of their shift.

The final step in managing worker fatigue is to
monitor and review the effectiveness of control
measures. Have the chosen control measures been
implemented as planned? Are the measures work-
ing? Are there any new problems? This evaluation
can be undertaken by consulting with staff mem-
bers, supervisors, the risk manager or patient
safety officer, and other individuals or groups
involved in patient safety improvement. Also,
monitor patient incident reports to assess the inci-
dence of fatigue-related events. There should be a
process for ongoing monitoring and evaluation of
workplace fatigue and its impact on patient safety.

Health care organizations are just beginning to
understand fatigue-related patient safety risks and
implement strategies for reducing these risks. The
obvious answer might be to reduce work hours for
staff. However, limits on work hours may not be
possible. Plus, work hours are not the only factor
affecting staff performance. Tools and strategies
also must be aimed at reducing workplace factors
that increase the risk of fatigue-related errors. This
can include specific staff training programs,
redesign of job responsibilities to “fatigue-proof”
risky tasks, and managing workload differently.  ■
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