
Rapid response teams can help
reduce mortality, ‘code’ rates
IHI says as many as 1,600 facilities have signed up for campaign

Rapid response teams, one of the six initiatives in the
Boston, MA-based Institute for Healthcare Management’s
(IHI) “100,000 Lives” campaign, have proven to be a valu-

able tool for quality managers looking for new strategies to get
mortality rates under control. Consider the following:

• Since implementing rapid response teams, Seton Healthcare
Network in Austin, TX, has seen its mortality rates drop 60%.
This is not entirely attributable to the teams, notes Alice Davis,
RN, BSN, senior project coordinator, medical staff services, not-
ing that other initiatives are underway, but she adds that
nonetheless the rapid response teams played a big role in the
reduction.

• At Missouri Baptist Hospital in St. Louis, MO, the total num-
ber of “codes” has dropped about 28% since the program was
implemented.

“My observation is that it usually takes a little while to see a
drop in mortality, but it seems to drop at about six months or so,”
notes Kathy Duncan, RN, the point person for the IHI’s Rapid
Response Team Intervention. “Several hospitals I know of say
they’ve seen about a 10% drop in mortality. Some who have more
mature programs and have gone through the process for years —
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• Process gets help to patients further upstream, to detect signs of
deterioration earlier.

• It takes about six months to begin to see real results from rapid
response teams.

• Web site offers resources to quality managers interested in learn-
ing more about the program.

Key Points
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and who also have other initiatives — are seeing
upwards of 22%-23%.”

“You can achieve great things when leader-
ship sets the stage and you engage the right clin-
ical people to plan and implement [the
initiative],” adds Davis. (For an in-depth look at
the implementation process at Seton, please
see the story on p. 76.)

What is a rapid response team?

The forerunners of rapid response teams were
developed in Australia, says Joe McCannon,
IHI’s campaign manager for “100,000 Lives.”
“They were called medical emergency teams
and were introduced there as a way to respond
more pre-emptively to patient distress,” he says.

In many hospitals, he continues, staff have to
wait for a catastrophic cardiac or respiratory
event to take action. “This is a way to get to peo-
ple further upstream, to detect signs of deterio-
ration earlier to help save lives,” McCannon
explains. “It’s about solving the problem of fail-
ure to rescue.”

There is no hard and fast model for how the
team is to be comprised, he says. “There are all
different shapes and sizes, as there are all differ-
ent kinds of hospitals — rural hospitals, teach-
ing hospitals, and so forth,” McCannon notes.
“We welcome that as part of the improvement
process.”

There are, however, criteria, which are pro-
vided in a “how-to’ guide on the 100,000 Lives
campaign web site (www.ihi.org/IHI/
Programs/Campaign/), he says.

“For example, you need to raise awareness
about what rapid response teams are and be
sure people know who to call and when,” he
points out.

As for who should be on the team, “It’s a
decision that has to be made as a function of the
resources available, and of what other facilities
have done,” McCannon continues. “The web site
includes names of mentor hospitals that are will-
ing to share their experiences.”

There are also web discussions for each of the
interventions, says Duncan, who helps manage
the rapid response team segments. “Right now
there are 55 ‘threads’ of questions,” she says.
“Hospitals who are part of the campaign can e-
mail random questions, ask their peers, and it is
my responsibility to guide them and help them.”
Duncan also helps with recruiting mentor hospi-
tals, or finding other colleagues to discuss
issues.

Duncan is also struck by the diversity of pro-
grams hospitals have developed. “Hospitals
range from 10 beds to 1,000,” she notes. “What’s
exciting to me is to see the different hospitals
implement rapid response teams in 100 different
ways.”

Having worked in a large hospital, Duncan
says her experience is that the key members
“seem to be a critical care nurse, a respiratory
therapist (about 50% of all calls are respiratory
in nature) and a physician, if you have that
availability.” The team size, she notes, “Can go
from one person to seven or eight.”

As to who can call the team, this varies as
well. For example, at Missouri Baptist anyone
can call the team to consult on a patient. Calls
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come primarily from floor nurses, based on spe-
cific symptoms they observe or simply on a gut
feeling that the patient may be headed for trou-
ble. As a guide for staff, the team issued the fol-
lowing “trigger” list:

• staff member is worried about the patient;
• acute change in heart rate;
• acute change in systolic BP;
• acute change in respiratory rate;
• acute change in O2 saturation;
• acute change in level of consciousness.
Duncan says there is even variety in how the

teams are called. “People use overhead pages,
and beepers are also very common,” she says.
“Some hospitals use Nextel walkie-talkie
phones, others use systems like Vocera.”
Whatever you use, says Duncan, “It must be
easy, and it should involve only one number, so
you get the team there quickly.”

She also agrees with Missouri Baptist’s
approach concerning who may call. “Anybody
who is worried about a patient should be able to
call,” she says.

Duncan says some people exaggerate the
potential danger of someone who is not medi-
cally trained calling when they shouldn’t. “I
used to be very cynical about that, but it really
doesn’t seem to happen,” she says. “When you
expand outside nursing, I encourage people to
put the criteria in their language; for example,
when teaching radiology about the availability
of the team, tell them if they are worried about a
patient they can call.”

If you educate non-clinical staff and lower the
bar to call, calls will go up, says Duncan, “And
that’s a good thing; there is a greater opportu-
nity to rescue more people.” So for example,
someone in radiology may see that the patient
can’t lie flat on the table because of shortness of
breath. “Or, maybe they are scared because their
lips are gray,” she offers.”

Several keys to success

What makes a successful rapid response
team? “Like any change in process improve-
ment, it is critical to have senior leadership
endorsement,” says McCannon. “Spend some
time raising awareness, and some time educat-
ing people about it — but you have to make a
commitment to get started on it, instead of plan-
ning indefinitely. I do not mean to sound reck-
less, but you need to just start. As you progress,
you learn and make adjustments from there.”

Your process, for example, might start with a
pilot unit, during which you can work out who
needs be on the team, how they are to be called,
and so forth. Davis says she has seen the process
spread through nursing units and then to radiol-
ogy, physical therapy, and even the cafeteria and
gift shop. “At each step, you educate people
about warning signs and who to call if you have
a concern,” she explains.

“To me, the key is a culture of really trying to
rescue that patient beforehand,” says Duncan. “I
have been a nurse for 25 years, and everybody
who works in a hospital — whether they touch a
patient or not — most likely first came to work
to try to help people. You can help them do that
by putting this process in place and educating
them as to what warning signs might be indica-
tive of a bad event — like a drastic drop in blood
pressure or a change in their heart rate, which
may a be key signal that something may happen
later. If you give them the tools to implement the
process, they will do it about 100% of the time
— and they’ll feel valued for what they’ve done,
so they’ll do it again and again.”

For hospitals not yet involved in the cam-
paign, Duncan says enrollment is easy — and
free. “Just go to the IHI web site and fill out the
form, which is mainly demographics,” she says.
Hospitals are also asked to submit mortality
data to serve as a baseline for later comparisons.
IHI provides all teaching and learning exercises
free of charge. “Our purpose is to improve care
and keep people from dying in their hospitals,”
Duncan explains.

How many hospitals have signed up? “We
have 3,069 hospitals signed onto [the 100,000
Lives] campaign, which represents about 75% of
the acute care discharges in the country,”
Duncan says. “We ask them to sign up for at
least one of the six initiatives — and 60% of
them [approximately 1,600 hospitals] have
signed up for a commitment to start rapid
response teams before June 14 — our big mile-
stone for the campaign.”

For more information, contact:
Kathy Duncan, RN, Institute for Healthcare

Improvement, 20 University Road, 7th Floor,
Cambridge, MA 02138 USA. Phone: (870) 739-
3193.

Joe McCannon, Institute for Healthcare
Improvement, 20 University Road, 7th Floor,
Cambridge, MA 02138 USA. Phone: (617) 301-
4836.
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Alice Davis, RN, BSN, Senior Project
Coordinator, Medical Staff Services, Seton
Healthcare Network, Austin, TX. Phone: (512) 324-
1000, ext. 7323. ■

System shows diversity 
in rapid response teams
Facilities find ways to make the approach work

The implementation of rapid response teams
in seven different facilities in the Seton

Healthcare Network in Austin, TX, is a virtual
“living laboratory” of the many different ways
hospitals can create and implement rapid
response teams — and they all seem to be work-
ing, says Alice Davis, RN, BSN, senior project
coordinator, medical staff services.

“Seeing seven different facilities do this —
with all of them staffed differently, with each
facility unique — and seeing it work everywhere
— that’s the thing that amazes me,” she says.

In fact, the teams seem to touch both ends of
the spectrum. For example, Davis notes, the first
teams started in early 2004 at Brackenridge
Hospital, a 150 to 200-bed facility. “They have a
residency program and are a city/county
trauma center, and they literally flipped it out
there,” Davis recalls. “It was not a methodical
approach at all; they thought it was a great idea,
they talked to the critical care nurses, sent out
flyers, gave everyone the number to call, and
started it up.”

The team has worked well, she reports. Yet at
Seton Medical Center, which is the largest of the
facilities with about 400 beds, the approach was
very methodical. “We took it to a committee,
formed the team, had great representation,
really deliberated a lot to try to identify all the
various pitfalls that might occur, and rolled it

out one unit at a time starting in July 2004,” says
Davis. In preparation, they used flow diagrams,
created different scenarios that might warrant a
rapid response team call, and educated every
nurse on every unit. All units were rolled out by
November 2004, “and it’s become so firmly
entrenched that the people just love it,” she says.

How it began

Davis and her colleagues heard about the
rapid response team concept from another hos-
pital within Seton’s national network and
reviewed the early literature. “Our medical
director came back from an off-site visit and
shared that this was an initiative that would def-
initely be beneficial,” Davis recalls. Later that
same year, they joined the Institute for
Healthcare Improvement’s 100,000 Lives
Campaign and subsequently “sequenced” each
of the 100,000 Lives initiatives to assure every
site had implemented each of the six strategies
for improvement. “This strong message from
our leadership, as well as the timeline for imple-
mentation, helped everyone focus,” she says.

Davis believes the diversity of the seven dif-
ferent facilities was one of the largest implemen-
tation challenges. The hospital network is
comprised of one large tertiary care facility, one
city/county trauma center with a residency pro-
gram, two smaller facilities with surgical ser-
vices but somewhat lower acuity, one children’s
hospital, and two critical access hospitals.

“We quickly identified that implementation
across such a wide range of facilities needed
localization,” she says. After identifying the
importance of the concept, it was adapted to the
unique population and resources available
locally. “In hospitals with a critical care unit and
24/7 respiratory therapy it posed primarily a
staffing challenge,” she notes. In these facilities
the staff quickly identified that an earlier
response to a challenged patient was important
and yielded an improved outcome.

At the other end of the continuum were the
critical access hospitals in small communities,
and the smaller sites without critical care. “They
needed to be especially creative and identify all
possible responders with the critical thinking
and communication skills necessary to be a
rapid response team responder,” Davis says.

There was some commonality, where possi-
ble. “Uniformly, if a site had critical care ser-
vices, they chose the critical care nurse and the
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• Some facilities get up and running quickly,
while others take months to plan the program.

• Smaller facilities must be especially creative,
identifying all possible responders with the criti-
cal thinking necessary.

• It’s important to continually evaluate the effec-
tiveness of your rapid response teams.

Key Points



respiratory therapist,” Davis shares. “We did
not have any physicians on our team, so you
don’t get hospitalists or residents.”

At one of the smaller critical care facilities,
they decided to rotate in different staff in the
beginning, based on who was on shift. “It might
be an ED nurse, a PACU nurse, or a clinical
manager, based on their particular skills,” Davis
says. “They quickly evolved to fill the position,
which was a house supervisor, and hired some-
one who had critical care experience and rotated
out the rest of the time,” she explains.

In all cases, choosing team members always
began by identifying nurses who could think
critically and had good communication skills.
“In sites with critical care and respiratory ther-
apy, it was obvious that those two specialties
were needed to staff the team,” adds Davis.

Planning also varies

The planning and implementation processes
also varied across the range of sites. At Seton
Medical Center, for example, the planning team
that was formulated had representation from
each area and included key physician champi-
ons. “We put articles in our medical staff
newsletter and nursing monthly newsletter and
informed our medical executive committee and
nursing leadership team of the concept and
plan,” says Davis. “Our work team then identi-
fied a specific unit whose acuity was high and
where, at times, we had some physician reluc-
tance to transfer to a higher level of care.”

As mentioned previously, the program was
spread a unit at a time. “As we spread to each
unit, we educated the nurses about the rapid
response team concept and the various scenarios
that would warrant calling the team,” says
Davis. “We eventually included areas such as
endoscopy and radiology.” She adds that she
met very little opposition from either staff or
physicians.

“We worried about meeting resistance from
physicians, but they have totally appreciated
having an additional skilled nurse and respira-
tory therapist assess and intervene on their
patients and communicate clearly the patient’s
need,” says Davis. “We also worried about com-
munication and turf battles between the critical
care responder and patient care nurse, but the
rapid response team has brought increased com-
munication and teamwork between critical and
acute care. Nurses actually assemble to see what

the responders think, and it’s become a teaching
opportunity for critical thinking skills and
advanced expertise.”

The nurses calling the rapid response team
quickly saw it as a much needed and valuable
service to summon extra help when required,
adds Davis. “The responders also recognized
getting to patients early would improve out-
comes and reduce codes.”

In all cases, she says, developing a back-up
plan was helpful, so if the primary responder
was not available to go, there was a back-up per-
son who could be summoned.

There is also quite a bit of variation in the way
the teams are called. “Some sites overhead-page,
others have special pagers that responders carry,
others have a dedicated phone,” says Davis. The
children’s hospital has a pager and an elaborate
system to key in the area the team is needed.
Another hospital that uses the phone finds it
helpful to hear about the patient’s problem as
they are on the way.

The average response time is between two
and five minutes — far better than the estab-
lished response goal of 10 minutes.

Important lessons learned

Davis says she has learned a number of
lessons from this experience. “We should imple-
ment new ideas more quickly, even though our
culture is to implement new programs more
slowly and methodically,” she asserts. “We
should recognize that all physicians and staff do
have improved patient outcomes at the forefront
of their priorities.”

The rapid response team and its implementa-
tion are evolutionary, she continues. “The first
step is to assemble appropriate resources and
activate them to respond to patients’ needs. The
second step is to assess the need for increased
resources; some of our hospitals have dedicated
positions to do just this and search for patients
in need. The third may be to add prescriptive
authority — a physician, resident, advanced
practice nurse.”

An important strategy, she adds, “is to evalu-
ate the effectiveness of your team and continue
to allow it to evolve to meet the need and reduce
preventable mortality and complications in our
patients.”

For example, her staff monitors and examines
all codes that occur outside of critical care. “We
review these cases very quickly after the event
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and search for preventability in these codes,”
Davis says. “Were there early warning signs that
were apparent before the code? Is there some-
thing that could have been done to prevent the
code from occurring?”

She says that now her team rarely finds codes
that it deems to be preventable. “We measure
how many CRT calls there are each month, how
many codes, were those codes preventable, what
was the rapid response team response time, and
how long did the team spend on the unit,” she
says. “We look at the reason for the call, did they
transfer to a higher level of care, what interven-
tions did the team perform while there, and
what was the outcome for the patient?”

This information is reported on a monthly
basis to leadership, site safety teams, and indi-
vidual units. “When our number of rapid
response team calls dwindle, we re-educate and
continue to promote the program,” she says.  ■

Recent study lauds 
automated surveillance 
It may be superior to voluntary reporting

In a recent study conducted by researchers at
Duke University, in Durham, NC, the use of an

automated surveillance system for identifying
adverse drug events (ADEs) proved far superior
to voluntary reporting. (The study was pub-
lished online ahead of print in the Journal of the
American Information Association.) The system
was implemented at Duke University Hospital,
an academic medical center, and at Raleigh
Community Hospital. Potential events identified
by the computer were reviewed by medication
safety pharmacists and scored for causality and
severity; findings were compared between the
two hospitals and with voluntary reports from

nurses and pharmacists.
Over the eight-month study period, 25,177

patients were admitted to the university hospital
and 8,029 to the community hospital. There were
1,116 ADEs in 900 patients at the university hos-
pital for an overall rate of 4.4 ADEs per 100
admissions.

At the community hospital, 399 patients expe-
rienced 501 ADEs for a rate of 6.2 events per 100
admissions. The computerized surveillance
detected ADEs at a rate 3.6 times that of volun-
tary reporting at the university hospital and 12.3
times that at the community hospital.

“We believe it’s important to know the inci-
dence of ADEs in order to figure out how to
reduce the number and to be able to show we’ve
made a difference,” says Peter M. Kilbridge,
MD, assistant professor of pediatrics at Duke
Medical School, associate CIO for Duke
University Health System, and lead author of
the study.

Grant funds study

The research team received a $1.4 million
grant from the Association for Healthcare
Research and Quality (AHRQ) to fund the study.
“AHRQ has spent a lot of time over the past few
years looking at different technologies for health
care and ranking effectiveness, and there are a
number they consider highly effective,”
Kilbridge notes. “This particular approach of
using computers to detect adverse drug events
in patients was actually invented about 15 years
ago and is very underutilized, yet it falls into
AHRQ’s list of ‘highly effective use of informa-
tion technology to improve safety.’”

He reiterates that “if you don’t know how
many ADEs you have, you can’t show you’ve
made a difference.” Most hospitals, says
Kilbridge, use a voluntary system to report
ADEs.

“The problem with voluntary reporting is that
it is totally anecdotal,” he says. “It depends on
the reporter recognizing that an event happened
and having both the time and the inclination to
report it. It has absolutely no bearing on the
actual number of ADEs.”

While conceding that there often is a reluc-
tance among staff to report such events,
Kilbridge says that is not the biggest issue with
voluntary reporting. “The literature shows that
most clinicians do not recognize an adverse
drug event — or an adverse event at all,” he
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• ADEs detected at a rate 3.6 times that of volun-
tary reporting at a university hospital and 12.3
times that at a community hospital.

• Goal of system is not just to detect ADEs, but to
measure whether they are being reduced.

• Automated surveillance is much less costly
than computerized physicians order entry.

Key Points



says. “Lots of times people are preoccupied by
something else, or they figure something bad
happened to the patient because of disease and
do not see a cause-and-effect relationship with
an ADE.”

System developed in-house

So, armed with the AHRQ grant, Kilbridge
and his team set out to create the surveillance
system to “try to get a handle on the actual num-
ber of events.” While there were a few pieces in
place, he says he basically developed the system
from scratch, with the help of “a large army of
programmers.”

In day-to-day, real-world terms, the system
looks at patient data in the hospital systems –
lab data, medications that the patients are on –
and then looks for indications in that data that
the patient may have had harm from a drug.
“For example, they may have been given an
antidote to a drug, or had a very high level of a
toxic drug, or a lab value changed that sug-
gested a drug they were on was the cause,”
Kilbridge explains. 

The system’s computer is linked to the hospi-
tals’ computer systems and flags these potential
indicators. Then, the pharmacist goes and inves-
tigates each one to see if the “flag” represents a
true adverse event.

As it determines the total number of ADEs,
the system also provides baseline data, so that in
the future researchers can see if progress has
been made in reducing the number of events.
“In one particular area [he was not free to iden-
tify] we have already been able to show such a
difference,” says Kilbridge.

Is it practical for many hospitals to have such
a system, or would it be too costly without a
grant such as the one Duke received from
AHRQ? 

“My best answer is, compared with other
kinds of technology systems people are imple-
menting, this is very inexpensive,” Kilbridge
asserts. “If you do CPOE [computerized physi-
cian order entry], for a 400-bed hospital it could
cost you at least $7 million or $8 million. A sys-
tem like this, if you do it from scratch, is in the
order of maybe $100,000 to $200,000, depending
on how good your IT department is.”

In fact, says Kilbridge, “AHRQ gives ADE
surveillance systems a higher effectiveness rat-
ing than it gives CPOE — and it is clearly a
much smaller dollar investment.”

For more information, contact: 
Peter M. Kilbridge, MD, Assistant Professor of

Pediatrics, Duke Medical School, Associate CIO,
Duke University Health System, Durham, NC.
Phone: (919) 668-2166.
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Wrong-site surgeries 
seen as rare, preventable
Degree of harm was generally low

Wrong-site surgery is extremely rare and
major injury from it even rarer, according to

a study supported by the Agency for Healthcare
Research and Quality and published in the April
2006 issue of Archives of Surgery.1

Researchers led by Mary R. Kwaan, MD,
MPH, of Brigham and Women’s Hospital and
Harvard School of Public Health in Boston, esti-
mate that a wrong-site surgery serious enough
to result in a report to insurance risk managers
or in a lawsuit would occur approximately once
every five to 10 years at a single large hospital.

The study assessed all wrong-site surgeries
reported to a large medical malpractice insurer
between 1985 and 2004 and found that the num-
ber of wrong-site surgeries conducted on limbs
or organs other than the spine occurred once in
every 112,994 operations. In addition, 40 cases of
wrong-site surgery were identified among 1,153
malpractice claims and 259 instances of insur-
ance loss related to surgical care. Of that total, 25
of the cases were non-spine wrong-site surgeries,
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• Number of wrong-site surgeries conducted on
limbs or organs other than the spine occurred
once in every 112,994 operations.

• Degree of harm was low in the instances
found in the study.

• Hospitals seem to be confused about pro-
cesses JCAHO is recommending.

Key Points



with the remainder involving surgery of the
spine.

Another interesting finding involved the uni-
versal protocols from the Joint Commission on
the Accreditation of Healthcare Organizations
(JCAHO), which went into effect in July 2004.
According to the researchers, available medical
records for 13 of the 25 non-spine wrong-site
surgery cases show that injury was temporary
and minor in 10 of the cases, but that JCAHO’s
“Universal Protocol for Preventing Wrong Site,
Wrong Procedure, Wrong Person Surgery”
might have prevented eight of the cases.

An ‘uncommon’ event

“Our interest was in wrong-site surgery, how it
happens, and what kinds of cases are at risk for
wrong-site surgery events,” says Kwaan, a surgi-
cal research fellow at the Brigham & Women’s
Center for Surgery & Public Health. “We also had
some interest in finding out how hospitals
reacted to the site verification protocol.”

The main point Kwaan would like to empha-
size is that based on her findings, wrong-site
surgery “is not a common adverse event.”
Previously, she says, there had not been much
data on the problem. “A lot of the discussion on
this problem is based on case reports, so we do
not have denominators,” she explains. “Also, we
wanted to compare [the rate of wrong-site surg-
eries] with lots of other well-known errors, like a
retained foreign body. We now have a number:
one in 10,000. That is far more uncommon than
leaving a sponge in the abdomen.”

The other key issue, says Kwaan, is degree of
harm, which was low in the instances found in
her study. “Retained foreign bodies mostly
result in pretty serious harm,” she observes. “In
our cases, most involved a scar requiring a sec-
ond operation, but not a major disability — and
none of the cases resulted in death,” she adds.

Structured protocols

“The final point it’s important to cite is that
when we reviewed the medical records, the
events appeared not to have been preventable
by the [JCAHO] site preparation protocol,” adds
Kwaan. “This is a very important finding:
Despite this protocol being fairly extensive,
unfortunately it is not expected to prevent every
single case of wrong-site surgery. We found it
prevented 62% with diligent enforcement.”

Kwaan describes the protocols as “fairly
structured,” with three main components. “One
is pre-op verification, with recommendations to
check things like the consent document or hav-
ing the histories and physical documents in the
medical record,” she explains. “The second is
marking the site, which has gotten a lot of atten-
tion, and the third is a time-out.”

While these are “fairly specific” components
of what JCAHO would like a hospital to do, she
says they don’t specify exactly how you actually
bring these about.

“It seems [from discussions with hospitals]
like there was some confusion about what proce-
dures should be done,” Kwaan notes. “Even
though the requirements are not rocket science,
they could be quite cumbersome if not planned
correctly.”

Given the fact that the protocols are not fool-
proof, what does Kwaan recommend? “For now,
one of the things we think is important is to have
a site verification protocol in your hospital that is
simple; this will promote compliance,” she says.
“Avoid cumbersome protocols and redundant
checks, where everybody knows they are check-
ing the same thing three other people checked.
Although there is no data on this, we don’t feel it
will increase compliance — in fact, we feel it will
make it easier to violate the protocols.”

The pre-op verification process, she continues,
should involve two health care professionals —
and one should be the surgeon. The other
should be the nurse or anesthesiologist, who
will verify the documents. “The most relevant is
the informed consent,” says Kwaan. “We also
advocate that hospital policy have a very clear
protocol for inconsistencies, so if something
comes along that is not matching the OR sched-
ule, a lot of emphasis should be placed on how
that will be resolved.”

Finally, says Kwaan, in the cases that were
studied, “A lot of initial errors occurred in the
clinic weeks before surgery – the patient wasn’t
scheduled correctly, radiology did not label
something correctly, or the documentation was
not correct. We want to alert the surgeon that
this is their responsibility,” she says. “One way
[to avoid such errors] is to have steps taken in
the clinics to ensure the correct site is identified
and agreed upon with the patient — to make
sure they have specified the correct side and site.
Then, it’s important to verify that in the consent
document.”

Quality managers should be aware, says
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Kwaan, that patient safety protocols are an up-
and-coming topic. “You will hear more and
more about them for other types of procedures;
you will read about it in the literature as we
learn more and think of ways to prevent errors,”
she says. “You will see a lot of protocol-driven
prevention measures — these will hopefully be
based on evidence. If you read the JCAHO pro-
tocol and you haven’t thought that much about
it about, it doesn’t sound like a difficult thing to
do, but we found so much variety in the ways
hospitals interpreted them. Even how you mark
the site can be a very complicated administrative
decision. It requires a lot of thought and
research.”

For more information, contact: 
Mary R. Kwaan, MD, MPH, Brigham and

Women’s Hospital and Harvard School of Public
Health, Boston, MA. E-mail: mkwaan@partners.org.
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Louisiana hospitals post
price, quality data online
CMS, JCAHO measures used for initial postings

The general public in Louisiana now can
access price and quality information for all

the hospitals in the state at Louisiana Hospital
Inform (www.lahealthinform.org), a web site
launched by the Louisiana Hospital Association
(LHA). Data for each hospital include the aver-
age Medicare charge range for common inpa-
tient and outpatient services; quality scores for

heart attack, pneumonia, and surgical infection
prevention from the Hospital Quality Alliance;
and clinical services offered.

“On the home page, there is a search function,
which allows you either to search by parish, or
conduct an advanced search,” explains Chris
Vidrine, the LHA’s director of policy and rural
affairs. “Individual hospitals come up [on the
page]. After that, you can click ‘view reports’
and get a hospital profile. Then, you can choose
from inpatient services, outpatient services, or
quality measures.”

The quality measures sections list the mea-
sure, condition, indicators, number of patients
the hospital had, its score, the national average,
the national 90th percentile, and state average.

Legislature exerts pressure

The impetus for the site actually came from
the state legislature, says Vidrine. “We were
given lots of pressure at the legislature to be
more transparent — and this is becoming a
national issue,” he recalls. “We also wanted to
create a web site where the consumer had access
to quality and pricing information.”

Doing one or the other — but not both — is
not sufficient, he argues. “Having both of them
together in one place would give consumers
more relevant information that they can then use
in making a decision on a hospital,” he explains.
“While we started out with measures from the
Centers for Medicare & Medicaid Services and
the Joint Commission on the Accreditation of
Healthcare Organizations, we plan on expand-
ing that.”

The LHA put together a quality expert panel,
comprised of hospital quality managers, and a
CFO expert panel to guide the development of
the two main areas of the site. “We then con-
tracted with American Hospital Directory
(www.ahd.com, based Louisville, KY) to actu-
ally create the site,” says Vidrine.

Future expansion possible

The state’s hospitals were supportive of the
idea, but they were emphatic about not wanting
to be inundated with more required reports, he
continues. “They said, ‘If you can find the infor-
mation you need from data we are already
reporting, we’re happy to do this,’” says
Vidrine. “This company had lots of good infor-
mation; they get the CMS quality data, and they
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handled the pricing as well through MedPar.”
The pricing, he explains, is for the 25 most

common procedures by DRG. “We list the high,
low, and average charges,” he shares.

Vidrine says it is possible the site will be
adding more categories in the future. “We don’t
know for sure yet,” he concedes. “When we ini-
tially planned the site, we wanted to go through
focus groups and so forth. Then, the hurricane
[Katrina] hit. We had promised the legislature
we would publish a site with price and quality
data, and in order to stay true to that promise,
we did it as fast as we could; we had about three
and one-half months.”

From this point on, the LHA will appoint a
more formal advisory group composed of one or
two legislators, business and insurance execu-
tives, and hospital administrators. “We will
count on them to work with the quality expert
panel and the CFO group to guide the future
composition of the site,” he says.

Vidrine reports that the web site is averaging
200 hits a day. “The questions we’ve gotten
from consumers have been mostly about quality
– wanting to know about different infection
rates, survival rates, and so forth,” he observes.
“It shows you the public is really interested in
quality.”

Vidrine is convinced the site ultimately will
lead to improved quality of care. “When people
start posting their measures on quality, they
start competing with each other [for better
scores],” he explains. “And when they start com-
peting, quality goes up.”

For more information, contact:
Chris Vidrine, Director of Policy and Rural

Affairs, Louisiana Hospital Association, 9521
Brookline Avenue, Baton Rouge, LA 70809. Phone:
(225) 928-0026.  ■

Hospitals falling short on
NQF’s 30 ‘safe practices’ 
Resources sometimes make progress difficult

Afirst-of-its-kind study of a state’s hospitals
and their progress in implementing the

National Quality Forum’s “30 Safe Practices”
has yielded some interesting results and,
according to the authors, opened up some new

benchmarking opportunities.
The study, published in the American Journal of

Medical Quality1, was completed by 100 facilities
in Iowa – or 86% of the state’s hospitals. The sur-
vey included a list of all 30 practices and asked
respondents to rate both the priority and the
progress for each practice. Here are some of the
key findings:

• Overall, the hospitals gave higher ratings
for priority than for progress.

• Respondents gave a higher rating for prior-
ity than progress in all but two of the practices
— adhering to effective methods of preventing
central venous catheter-associated blood stream
infections, and evaluating each patient upon
admission, and regularly thereafter, for risk of
malnutrition.

• The highest progress ratings were for items
involving hand washing, unit-dose medication
dispensing, influenza vaccinations, implement-
ing protocols to prevent wrong-site procedures,
and standardized methods for labeling and stor-
ing medications.

• The lowest progress ratings were for inten-
sive care units staffed by intensivists and imple-
menting a computerized order entry system
(CPOE).

The authors say these findings can provide a
benchmark for hospitals to see how their peers
rate priorities and progress in each of these
areas. “Hospitals should make their own ratings
and see how they compare,”1 they recommend.

They also say the findings can help hospitals
choose which of the practices are most suitable
for targeted QI efforts. “For example,” they
write, “The current findings suggest that
progress on intensivist staffing of ICUs will be
hampered if the supply of appropriately trained
physicians is low in an area, as is the case in
most rural areas in the United States.”1

No lack of will

That’s exactly the case in Iowa, notes Thomas
C. Evans, MD, president and CEO of the Iowa
Healthcare Collaborative in Des Moines, and
one of the authors of the article. “Our ICUs are
not staffed 24/7 [by intensivists],” he shares.
“The respondents are not saying that this [safe
practice] isn’t important, or that they don’t want
to be farther along with CPOE; we all want to do
this, but there’s no way we can go there. We are
50th in the country, for example, in Medicare
reimbursement.”
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Interestingly, he continues, the study’s find-
ings mirror those of a private study conducted
by the University of Iowa’s College of Public
Health. “We looked at the application of the
three key Leapfrog Group initiatives [computer
physician order entry, intensive care unit physi-
cian staffing and evidence-based hospital refer-
ral],” he recalls. “In terms of CPOE, people
thought we all needed to go there, but it’s such a
big leap they can’t even conceive of it. Also, it
won’t be successful before you have cleaned up
your processes, so we need to walk a little
slower on that.”

Realism is important

As for designated referrals, Iowa is one of the
lowest-ranking states in terms of physicians per
capita, “So we do not have the luxury of creating
a competitive environment,” Evans asserts.

“24/7” coverage of ICUs “sounds wonder-
ful,” he admits, “But when you take all the
intensivists in Iowa, you might be able to staff
two of our hospital ICUs 24/7.”

In other words, says Evans, safety goals like
those established by the Leapfrog Group are
laudable, but it’s important to know what your
limitations are before judging your facility too
harshly. “Each of those ‘leaps’ they chose is sup-
posed to be some great bound forward,” Evans
explains.

“They are challenging us not to be about evo-
lution, but revolution. They are a big climb for
almost everyone, but if you take a rural state
with a geographically dispersed population and
a resource challenge, those three leaps have lim-
ited applications to that environment.”

Remember the basics

In terms of CPOE, for example, all Iowa facili-
ties are working toward that goal, but “You have
to deploy ‘gazillions’ of dollars of software, and
that’s something these hospitals don’t have,”
says Evans. In fact, he adds, “I don’t know of

one place that has completely implemented
CPOE.”

One thing all hospitals can do, he continues, is
to pursue the basics of a safe culture. “First, you
must break down the walls between physicians,
nurses, and the pharmacy,” he advises.
“Communicate your common goals, and then
engage them all in the process.”

To create a culture of safety, says Evans,
means defining your culture, and creating a safe
environment where people actually talk to each
other. “And when something goes wrong,
instead of assigning blame, they talk about how
to keep it from happening again,” he says. 

“Once you have been able to define a safe cul-
ture, have communicated it to your staff and
have everyone beginning to understand what it
means to be part of such a culture, you have to
find ways of measuring it — which reinforces
the culture going forward,” Evans observes.

For more information, contact:
Thomas C. Evans, MD, Pres/CEO Iowa

Healthcare Collaborative, Des Moines. Phone:
(515)283-9347.
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AHA survey highlights 
ED overcrowding issues
Shortage of critical care beds cited

Half of the nation’s emergency departments
(EDs) are at or over capacity, and a majority

of hospitals have reported time on ambulance
diversion, according to the American Hospital
Association’s 2006 Survey of Hospital Leaders.
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The most common reason given for diversion
was not ED overcrowding, per se, although that
was the second-most frequently cited issue, says
Caroline Steinberg, vice president for trends
analysis in AHA’s Washington, DC, office, but
rather the lack of staffed critical care beds, which
leads to patients having to “board” in the ED
until a bed is available. 

Urban (68%) and teaching hospitals (75%)
reported the greatest amount of time either at or
over capacity in their EDs.

The survey was sent to about 4,900 hospital
CEOs in late February via fax and e-mail, and
data was collected through March.

Even when the demand for inpatient care was
declining due to the pressures of managed care
and the effects of hospital mergers, ED demand
has never stopped growing, Steinberg notes,
even as many hospitals and EDs have closed. 

Those hospital closings have contributed to
capacity constraints that are also increasing
inpatient demand, a trend that has been some-
what unexpected, she adds. 

“There was a lot of downsizing and consoli-
dation in the early ‘90s, and the thought was
that we would continue to see declines in
patient admissions.”

Also contributing to the ED shortage is a new
trend toward limited-service hospitals, Steinberg
notes. “These are physician investor-owned
facilities without EDs.”

Outpatient visits, meanwhile, have been on an
almost uninterrupted upward trajectory since
1990. 

One of the most notable trends in outpatient
care, Steinberg says, is the “massive migration of
care outside the hospital, as increasing numbers
of complex surgeries are moving to freestanding
ambulatory centers and to physician offices.

“One of the concerns there is that those facili-
ties tend to be less regulated than hospital out-
patient departments,” she notes.

The rate of increase in hospitals becoming
part of health systems has gone up in the last
few years, Steinberg says, but is less than in the
mid-‘90s. 

“Managed care pushed a lot of integration
and a reduction in capacity,” she adds, “and
there was the capital crunch with the Balanced
Budget Act. Hospitals were suffering financially
and one way to access capital is to merge.”

However, she adds, “the pressure from man-
aged care is less now and there is a limit to how
many mergers you can have.”  ■

AHRQ study looks at
admissions from ED

Fifty-five percent of admissions to the nation’s
community hospitals for conditions other than

pregnancy, childbirth, and neonatal care begin in
the hospital emergency department, the Agency
for Healthcare Research and Quality reports.

More than one-quarter (26%) of the 29.3 million
patients admitted through the ED in 2003 had
heart or blood vessel diseases; 15% had respira-
tory diseases; 14% had digestive disorders; and
11% had injuries, according to the agency’s
Nationwide Inpatient Sample database.

Pneumonia led the top 20 specific conditions
warranting hospitalization through the ED, with
935,000 admissions. 

Other leading conditions included congestive
heart failure, chest pain, hardening of the arteries,
and heart attack.

More information is available at
www.ahrq.gov.  ■
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