
JCAHO’s new credentialing, privileging
standards require provider-specific data 
Surveyors will be looking for continuous evaluation

New standards for the credentialing and privileging of practition-
ers call for a more objective and evidence-based process for moni-
toring performance. The standards from the Joint Commission on

Accreditation of Healthcare Organizations, which are effective Jan. 1,
2007, also require a process for intervening when safety and quality-of-
care issues are identified.

“More detailed information will need to be collected on an ongoing
basis,” says John Herringer, associate director of JCAHO’s standards
interpretation group and lead interpreter for medical staff standards.

To comply with the standard, organizations will need to continuously
collect additional information about physician performance. “That will
definitely be a challenge,” says Christina W. Giles, CPMSM, MS, presi-
dent of Medical Staff Solutions, a Nashua, NH- based consulting firm spe-
cializing in assessment and development of medical staff organizational
structures in the hospital environment. “In my experience with clients all
over the country, currently the weakest link in the credentialing and privi-
leging program is how much information and the type of information that
gets collected at reappointment or reprivileging time.” 

In general, the Joint Commission wants organizations to start review-
ing selected data on an ongoing basis, to determine whether a practitioner
can maintain his or her privileges. “The issue was really that people were
doing this every two years, and there wasn’t a process to evaluate people
on a continuous basis,” says Herringer. “Organizations are not going to
be just looking at the person every two years. They are going to be look-
ing at them continuously.”

Provider-specific data

Organizations will define the criteria to be collected for ongoing profes-
sional practice evaluation themselves. The Joint Commission says this
may include the following: review of operative and other clinical proce-
dures performed and their outcomes, pattern of blood and pharmaceuti-
cal use, requests for tests and procedures, length-of-stay patterns,
morbidity and mortality data, and the practitioner’s use of consultants.
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“But because we use the word ‘may,’ that indi-
cates that they still have to define it.
Organizations can include things other than the
examples we give,” says Herringer.

The new requirements will require provider-
specific data to be collected, but many hospitals
have collected only aggregate physician data to
trend performance improvement, says Nancy J.
Auer, MD, FACEP, chief medical officer for
Swedish Health Services in Seattle.

“Many institutions went this route believing
— correctly — that the physicians wouldn’t par-

ticipate in performance improvement activities if
they knew they personally were being profiled,”
says Auer. “Data systems are not perfect. It is
imperative that physicians work with their insti-
tutions to help turn the data into credible infor-
mation.”

Organizations are supposed to be collecting
data on each individual, says Herringer. “You
should always be looking at the provider data.
For example, if, on average, antibiotics were pre-
scribed 300 times but Dr. Jones is prescribing
them 700 times and has high infection rates
because he is over-prescribing, it’s pointless to
just look at the aggregate,” he says.

In order to get to the aggregate physician data,
you need to have the practitioner-specific data
anyway, he notes. “You want to look to see, how
is he practicing compared to the rest of his peers
for that particular measure?” Herringer says.

What organizations were failing to do is com-
pare the provider-specific data with the aggre-
gate data, says Herringer. “They always had the
data, but they weren’t comparing the person to
the aggregate. That’s why we added that to the
standard in 2004. It does come from the perfor-
mance improvement data, but those are broad
categories.”

Depending on what you are measuring, you
may or may not have data for every practitioner
for a given measure. For example, if you decided
you wanted to look at something related to
Cesarean sections for operative and other proce-
dures, then you are omitting all the other surgi-
cal procedures, so you won’t have data for the
other types of surgeons.

“We’ve never said you have to find a measure
that relates to every different type of surgical
procedure that you could possibly do,” says
Herringer. “You may not have data for every
practitioner for that measure. For some practi-
tioners, you really could end up having no data.”

For instance, psychiatrists don’t do surgical
procedures, or if the medication used in your
measure doesn’t relate to psychiatry, you won’t
have any data there. “It’s totally possible that
your measures won’t relate to certain people.
What we’re trying to move away from is collect-
ing data about everybody, as opposed to just
linking it to the performance improvement mea-
sures,” says Herringer.

You’re required to define what data you’re
going to collect for every practitioner, and it
must be related to performance improvement
measures, and you will look at whatever data
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you have for that person. “But you wouldn’t nec-
essarily have data for everybody,” says
Herringer.

For this situation, organizations can attempt to
obtain data from other facilities where the person
practices, but data are often protected under peer
review statutes. In this case, the organization
would obtain additional peer recommendations,
and the lack of data might be defined as a trigger
for focused review, says Herringer.

“When we’re granting privileges, we don’t
necessarily have data and competencies for
every single procedure,” says Kathy Downs,
CPMSM, CPCS, CPHQ, director of medical staff
services at Paradise Valley Hospital in National
City, CA. “It may be that, for low-volume practi-
tioners in particular, we will have to end up get-
ting data from other hospitals, and that may be
difficult.”

Take action on problems

Hospitals also are required to act on what the
data are telling them, always with the goal of
improving performance. Surveyors will want to
see how individual departments have used the
information to improve patient care.

“At Swedish, we are revamping our data col-
lection tools to collect physician-specific data,”
says Auer. “This approach is really effective. You
can’t just wait to provide feedback to physicians
at re-credentialing if you want performance to
improve.”

For example, the organization had trouble
eliminating dangerous abbreviations until data
were collected that included the name of the
physician and the type of do-not-use abbrevia-
tion used. “We fed this data, in an educational
fashion, back to the physicians on a weekly
basis,” says Auer. “Our performance improved
dramatically.”

Indicators that will trigger a chart review at
Paradise Valley Hospital include unplanned
return to the operating room, readmission within
24 hours, a certain amount of blood lost, and
unplanned removal of an organ.

After physicians review the patient’s chart,
any additional questions are sent to a committee
for further discussion. “Sometimes, the physician
whose case it is will even be there as a member
of the committee and can explain what hap-
pened. Or they may send a letter to the physician
asking for a written explanation, or they will ask
him or her to come to the committee meeting to

clarify questions,” says Downs. The committee
then determines what further action, if any,
needs to be taken.

The organization has been moving toward
“core” privileges for many procedures that
physicians can do by virtue of their training,
such as appendectomies for general surgeons, as
opposed to “non-core” privileges that require
special or additional training such as laparo-
scopic hernia repair. “We will just have to be
more vigilant with the non-core procedures,
especially for those physicians who perform
most of their procedures at other facilities,” says
Downs. “It may be difficult to get the needed
information from other hospitals.”

JCAHO’s credentialing and privileging stan-
dards do not reference the concept of core privi-
leges, nor do they suggest or promote a
particular format for granting privileges, notes
Herringer. However, the following activities
would be expected to occur during the creden-
tialing and privileging process for any type of
format utilized, he says:

• The core privileges must be clearly and cor-
rectly defined to reflect the specific activities and
procedures performed at the organization that
the majority of the applicable group of practi-
tioners can do.

• There should be a method for the applicant
to request only certain items in the core privi-
leges if he or she does not want the full set of
core procedures.

• If it is determined that the applicant cannot
perform certain activities, then the core privi-
leges must be modified for that applicant, who is
then appropriately notified of the modification
along with other organization staff. For example,
if the core surgical privileges include laser proce-
dures but an applicant is not competent in laser
surgery, then the laser privileges are deleted
from that applicant’s core listing and other
appropriate staff in the organization are notified
of the modification. 

• The organization must evaluate each appli-
cant’s education, training, and competence to
perform each activity listed in the core privi-
leges. “It cannot be assumed that every applicant
can do everything listed,” says Herringer.

How is competency defined?

Defining competency is up to the individual
organization, says Herringer. “They really have to
determine what qualifications they want people
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to have. It could be they want a training program,
a certain volume of activity, or board certifica-
tion,” he says. “We don’t define it. There are cer-
tain rural parts of the country where they
couldn’t get a board-certified person if they
wanted to.”

There is a lot of disagreement about what
defines competency among organizations. “If no
charts have fallen out and there have been no
complications for surgery, for example, does that
indicate competency? Or do they have to perform
a certain number of procedures competently to
validate that they are competent — or both?” asks
Downs.

Currently, the organization’s process involves
looking at whether any charts have fallen out for
review and what the doctors’ outcomes are, and
also the numbers of procedures performed.

For any organization, the first step in the pro-
cess is to determine what defines competency.
“While JCAHO has done a great job of incorpo-
rating the six core competencies that have been
established by the Accreditation Council of
Graduate Medical Education [ACGME] and the
American Board of Medical Specialties [ABMS], it
still leaves us out there not knowing exactly how
to do what we need to do,” says Giles. “I think
we will have to zero in and look at outcomes.”

Some hospitals have begun to make some of
their outcome information public, but this is
usually based more on procedures than practi-
tioners, says Giles. “So I do think that we have
the ability to track the information. It’s just a
matter of figuring out who is going to collect it,
how is it going to be maintained, and how is it
going to be presented.”

Medical staff in most hospitals are aware that
physician report cards are being developed at all
levels of the organization, but there is still some
reticence on the part of medical staff and hospi-
tals to actually use that information at reappoint-
ment or reprivileging, according to Giles.

“I think the biggest challenge is going to be
what type of privileging process are we going to
use, so that we know the practitioner is compe-
tent to perform what they are asking,” she says.
The challenge is getting the doctors to buy into
whatever system is used for measurement, says
Giles.

“But the advantage there is that the ABMS and
some of the others are going to be moving for-
ward in trying to define how they are going to
measure it,” says Giles. “Hopefully we can use
some of the same mechanisms.”

Research what all the different American
boards of specialties are using, recommends
Giles. “They all have different maintenance of
certification programs and there may be some
things that can be borrowed from that.”

For example, the ACGME has done a lot of
work on the six core competencies and what kind
of data they are going to collect and use to mea-
sure residents, so some of those ideas can be
“borrowed.”

“I think that hospitals have done a good job of
going in and stopping someone if they are totally
incompetent. But I also think that sometimes the
peer review process takes a little too long to get
going,” says Giles.

Many organizations currently lack triggers to
take action on a continuous basis. “You could
potentially have two years of problems and then
start to take action. Waiting every two years is not
necessarily appropriate,” says Herringer. “You
will have to clearly define what triggers perfor-
mance monitoring. There could be a variety of
triggers that say ‘We need to watch this guy,’ such
as a number of complaints, sentinel events, or
increased infection rates.”

Change mindset of physicians

As of Jan. 1, 2008, the Joint Commission will
require a Focused Professional Practice
Evaluation. “This will be challenging for organi-
zations to implement, and that’s why it’s been
delayed,” says Herringer. “Criteria need to be
defined for when they are going to grant a privi-
lege for a new applicant vs. criteria for an appli-
cant with a documented record of performance at
the organization.”

Any practitioner who is totally new to the
organization will get a period of focused review,
and in addition, any practitioner asking for a new
privilege also will be under focused review.

Medical staff will always have to be involved
in defining the credentialing and privileging pro-
cess, including implementation of the Focused
Professional Practice Evaluation, since the bylaws
have to be approved by both the medical staff
and the hospital’s governing body.

Depending on what type of performance moni-
toring is done as a result of triggers identified,
members of the medical staff might be involved
in that as well. 

“They might say that a standby physician is
needed for every one of these surgeries, or it
might involve certain other physicians reviewing
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the record and documentation,” says Herringer.
“We don’t specifically tell organizations how to
monitor them. They have to decide that for them-
selves.”

The goal of the process is to prove that physi-
cians are competent, not the opposite, according
to Giles. “So what we have to do is change the
mindset of the medical staff — instead of looking
for the negative, that the whole process is looking
for the positive,” she says. “We have to provide
proof that they are doing a good job. So they
should be helpful in trying to identify what
mechanisms we can use to show that.”

[For more information, contact:
Nancy J. Auer, MD, FACEP, Chief Medical Officer,

Swedish Health Services, 747 Broadway, Seattle, WA
98122. Telephone: (206) 386-6071. E-mail:
Nancy.Auer@swedish.org.

Kathy Downs, CPMSM, CPCS, CPHQ, Director
of Medical Staff Services Paradise Valley Hospital,
2400 E. 4th Street, National City, CA 91950.
Telephone: (619) 470-4156. Fax: (619) 472-4502. 
E-mail: DownsKA@ah.org.

Christina W. Giles, CPMSM, MS, President,
Medical Staff Solutions, 32 Wood Street, Nashua, NH
03064. Telephone: (603) 886-0444. Fax: (810) 277-
0578. E-mail: chriswg@medicalstaffsolutions.net.] ■

Make the most of publicly
reported quality data
Comparative data help to identify best practices

Quality professionals are making great gains
using free resources to compare their per-

formance against other hospitals, and publicly
reported data can be a powerful tool to get
“actionable” data for decision makers.

At Freeport, IL-based FHN, a balanced score-
card is used to track quality indicators that are
aligned with the organization’s strategic plan.
Progress is monitored by using state and
national data from the Hospital Compare web
site (www.hospitalcompare.hhs.gov/), which
was created jointly by the Centers for Medicare
& Medicaid Services and the Hospital Quality
Alliance.

“The identified targets are the organizations
nationwide that are doing the best in selected
indicators,” says Glenda Koeller, vice president

of performance excellence. “Those organizations
may or may not be represented on Hospital
Compare. We may have to look other places to
find the best one in the nation.”

The same process is used with data from core
measures and a health care ratings, information,
and advisory services company. 

“What would make me choose one over
another is the time element. We want the most
recent data that is updated most often so we
have a timely snapshot, not something that hap-
pened 12 months ago,” says Koeller. “We want
the most recent data that reflects the most accu-
rate results, since we are striving to continually
improve.”

Once comparative data are obtained, areas of
opportunity for improvement are identified, and
decisions are made on what resources will be
allocated for each. “By working with organiza-
tions achieving benchmarking status, we are
able to share best practices to improve those
identified areas of opportunity,” says Koeller.

For example, results for antibiotics adminis-
tered within four hours of admission were above
state and national benchmarks but below com-
parative organizations.

“We then work with other organizations such
as VHA and our QIO to determine who has the
best practice and adapt their practices,” says
Koeller. “We are in the process of working on
changes that can be sustained.”

Another area for opportunity identified by
comparative data is pneumococcal vaccination,
with changes made pertaining to standardiza-
tion and automation. 

“Sharing of forms and processes has led to
improvement in this indicator for us,” says
Koeller. The number of patients vaccinated
increased 11% from 2005 to 2006 to date, she
reports.

Information also is shared with the medical
staff by department and individually, which is a
strong motivator for improvement. “The indica-
tors are shared via balanced scorecard with all
the medical staff departments, the executive
team, and the board,” says Koeller. “In addition,
each physician is provided his or her data to see
where they are compared with other medical
staff members.”

Quality professionals at Quincy, IL-based
Blessing Hospital use JCAHO’s Quality Reports
(www.jointcommission.org/qualitycheck) to
benchmark against, with applicable indicators
shared with hospital staff, medical staff, and
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administrators. Benchmarking with other orga-
nizations has given measure-specific informa-
tion, which is used to establish organizational
goals for performance.

“We include the average and 90th percentile
reporting at the measure level to best put our
performance into perspective,” says Tena Jones,
director of quality management. 

“We utilize a standardized format to assure
consistent reporting. We use the average as a
minimum expectation, with the 90th percentile
as the benchmark.” Reports are shared with the
board of trustees, and nursing, administration,
and physician committees.

At OSF St. Joseph Medical Center in
Bloomington, IL, JCAHO’s Quality Reports and
Hospital Compare data are used to compare core
measure indicators for congestive heart failure,
acute myocardial infarction, pneumonia, and
surgical infection prevention. “We select the site
that gives us the information we are seeking or
has data about a topic we are comparing,” says
Kathy Haig, director of quality resource man-
agement at OSF.

For example, Hospital Compare is used for
mortality data on certain product lines such as
cardiac surgeries, whereas the Leapfrog Group’s
web site (www.leapfroggroup.org) is used to see
how the organization compares on many safety
indicators.

Benefits include comparison with state and
national averages, determining the top per-
centile scores, and sometimes the names of other
facilities to contact. “We have networked with
other organizations to share ideas about process
improvement on a variety of topics, including
the core measure indicators, rapid response
teams, and surgical infection prevention,” says
Haig. However, the downside is that the data
can be very old — usually not less than nine
months, she adds.

Once comparative data are obtained, they are
presented using a table format showing the
organization’s own scores alongside the compar-
ison data. “It is helpful if we can download the
data already formatted into a table or matrix
showing our hospital’s results with that of oth-
ers, to avoid rework,” says Haig. “This data
comparison assists us in setting goals and defin-
ing best practice.”

For core measure indicators, the top 10th per-
centile is determined based on the comparative
data, and the organization sets a goal to meet or
exceed that number. “This information is shared

with medical staff and hospital staff, as all are
members of the same team trying to achieve the
same goal,” says Haig.

[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.

Tena Jones, Director, Quality Management,
Blessing Hospital, Broadway at 11th and 14th Streets,
PO Box 7005, Quincy, IL 62305. Telephone: (217)
223-1200. E-mail: TJones@blessinghospital.com.

Glenda Koeller, Assistant Vice President,
Performance Excellence, FHN, 1045 W. Stephenson
St., Freeport, IL 61032. Telephone: (815) 599-6125.
Fax: (815) 599-6125. E-mail: gkoeller@fhn.org.] ■

Hospital program links
pay to quality care
Employees are rewarded for meeting specific goals

At Blanchard Valley Regional Health Center
in Findlay, OH, every employee receives

bonuses linked to the organization’s financial
and quality performance.

In the past, associates were eligible to receive
an annual pay increase based on a schedule and
steps in a pay range, but that system did not
effectively drive organizational and individual
performance.

“We decided as an organization to really push
our patient satisfaction scores and to get our
quality indicators where they needed to be. Now
folks exceeding expectations are eligible for a
higher increase,” says Sandra Shutt, director of
quality. “We really raised the bar when we put
the pay-for-performance program in place.”

An organizationwide bonus program also is
in place, subject to payout based on specific trig-
gers, such as a financial trigger based on the
organization’s performance compared to budget.
“If the organization does not meet the minimum
budget trigger, the bonus is not paid out. If the
organization is above budget, a higher bonus
gets paid out,” says Ryan Fisher, the organiza-
tion’s human resources manager.
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More care not necessarily
better care, study says
Study focuses on care of chronically ill

Budget-conscious quality managers might
want to take a good, hard look at the find-

ings in the latest report from the Dartmouth
Atlas Project, in Hanover, NH. It indicates that
providing chronically ill Medicare beneficiaries
more care at a higher cost does not translate into
higher quality care. To the contrary, the study
shows that beneficiaries in high-utilization areas
end up with lower quality of care.

The project used a new, free database built
with Medicare data that helps provide bench-
marks for highly efficient care. (The database,
funded by the Robert Wood Johnson Foundation,
the long-time principal underwriter of the
Dartmouth Atlas Project, is available to the public
at www.dartmouthatlas.org.)

Using this database, the researchers calculated
significant savings to the Medicare program if
all U.S. hospitals provided care at the levels of
highly performing health systems.

“The database has 100% of Medicare hospital
claims,” notes Megan McAndrew, MBA, MS,
editor of the Dartmouth Atlas Project. “We also
have samples of part B claims, census data,
AMA data, and so on. The reason why we study
Medicare is it’s the only uniform national claims
database.”

The study is based on records of more than 4.7
million beneficiaries who died from 2000 to 2003
and had at least one of 12 chronic illnesses,
including: solid tumor cancers, lymphomas and
leukemia, chronic pulmonary disease, coronary
artery disease, congestive heart failure, periph-
eral vascular disease, severe chronic liver dis-
ease, diabetes with end organ damage, chronic
renal failure, nutritional deficiencies, dementia,

and functional impairment.
Using three health care regions identified as

“highly efficient” as benchmarks (Salt Lake City,
UT, served primarily by Intermountain
Healthcare; Rochester, MN, served largely by the
Mayo Clinic; and Portland, OR, the largest and
most metropolitan region in a state that has
made improvement in end-of-life care a public
policy goal), researchers used the database to
compare care provided in all other regions of the
country. Highly efficient health care was defined
as high-quality/low-cost.

An ongoing effort

Researchers determined that Medicare could
save an estimated $40 billion — or nearly one-
third of what is already spent on chronically ill
Medicare beneficiaries — if all U.S. hospitals
practiced at the high-quality/low-cost standard
set by the Salt Lake City region. By the Mayo
Clinic benchmark, savings would have been $19
billion; by the Portland benchmark, $38 billion.

Founded in 1993, the Dartmouth Atlas Project
“is an ongoing project, started as a way to deter-
mine where people go for health care,” explains
McAndrew. “The original concept was to be the
managed competition model of health care pur-
chasing; if you put people into markets and coop-
eratively buy insurance, then you’d have to
follow patterns of wherever people seek care.”

The project pointed out that the model did not
work, but in the process, found itself headed in a
new direction. “Once we figured out by matching
zip codes of residents in hospitals we had defined
all these markets, we saw we could compare
them,” McAndrew relates. “So, we started to
compare what happens with different popula-
tions — classic epidemiology.”

While epidemiologists usually study the inci-
dence of disease, however, the project studied
surgery and hospitalizations. “What you find is
there are these really remarkable variations in
what happens to people, and it depends on
where they live, rather than on their medical
needs or desires for care,” McAndrew shares.
“For most conditions, medicine is practiced very
idiosyncratically in different parts of the country
— and even in contiguous markets. In some areas
of Florida, for example, heart surgery practices
vary radically within a few miles.”

This particular study was driven by the fact
that “over time, in a broad sense, people couldn’t
see any benefit for individuals who lived in
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regions where they got a lot more services, and
where Medicare spent a lot more money per
capita — for example, twice as much in Miami as
in Minneapolis,” says McAndrew.

It also was argued that other studies hadn’t
significantly accounted for differences in popula-
tion health status.

“This report looked at people with at least one
of 12 medical conditions who had died. We
worked backwards and examined what had hap-
pened to them in the last two years of their lives
— the differences in the health care resources
they consumed,” says McAndrew. “We found
enormous differences in the likelihood of how
many days in their last years of life they would
spend hospitalized, in the ICU, and in how many
specialists they saw.”

Besides the disconnect between dollars spent
and health care quality, the report also noted that
individuals in high-spending areas had lower
patient satisfaction levels.

“This data, from the state of California, came
from the California Health Care Foundation
[CHCF],” says McAndrew. She asserts that
California is a valid model for the rest of the
country. “You can find markets at both ends of
the spectrum; for example, L.A. is like Miami,
and San Francisco is like Minneapolis,” she
explains.

When the CHCF did its survey, she continues,
“they found an inverse correlation between how
happy patients were with care in high-intensity
places. In additional studies, researchers here
asked providers in high-intensity regions what
their level of satisfaction was, and those in the
highest-intensity areas said they had the tough-
est times; they used many more referrals, saw
more hospital days [per patient], and so on.”

Seek the best model

It’s very difficult, McAndrew concedes, for
someone right in the middle of things to recog-
nize system flaws unless they compare their
system with others. “Otherwise, you do not
have a frame of reference for what other people
are doing and what works,” she says. “But you
need to care about what the best model is for
the best management of people with severe
chronic illness.”

Quality improvement professionals, she notes,
“say every system is designed to get the results
it gets; but the way Medicare is designed is in
reverse. It encourages you to do more stuff; they

won’t pay for diabetic counseling, but they pay
really well for amputations.”

One step toward a better model, she notes, is
for government to think hard about how it incen-
tivizes different types of care. “On a moral and
medical basis, academic medical centers should
also take some responsibility for trying to figure
out what the optimal model of care is,” she adds.

Meanwhile, she says, hospital quality man-
agers should study the models used in places
such as Oregon, “which has very consciously
tried to manage end-of-life care.”

But it doesn’t have to be a statewide effort,
she continues. Quality managers might consider
models such as Salt Lake City’s Intermountain
Health Care, the Mayo Clinic in Rochester, MN,
or the Danville, PA-based Geisinger Health
System. “They’ve really thought about where to
put their resources and what the best model is,”
McAndrew observes. “They’ve thought about
how to do it better — which is also less expen-
sive and closer to what people say they want.”

The three aforementioned organizations are
group practice models, McAndrew notes. “They
are pretty well run by doctors,” she says.
“Historically, they were started by people who
went out and trained with the Mayo brothers
and then started rural multispecialty practices.
What they have are salaried physicians, so they
are not in head-to-head competition with other
tertiary care hospitals.”

If you are not locked in “mortal combat” with
other facilities, she adds, “It becomes easier to
share patient records.”

Tools for benchmarking

The Dartmouth Atlas Project web site has a
number of tools available for quality managers
interested in benchmarking. “These tools enable
you to ‘slice and dice’ the data in all different
ways,” says McAndrew. “Just yesterday someone
called from New Jersey and wanted to know how
many fewer hospital days they would have in
their state if they looked more like Intermountain
Health.”

Using the tools, for example, you can com-
pare things like Medicare spending and excess
hospital days between your area and others,
says McAndrew. “What you can also find,
importantly, is population-based rates. What
we’re talking about is trying to use the method-
ology to define which patients go to which hos-
pital. We can track patients who are loyal to



your hospital — where they might get 90%-95%
of their care.”

Such data, she continues, can give you insight
into your hospital’s management style and qual-
ity factors associated with the physician staff. “It
gives you a very legitimate look at how patients
who are loyal to your hospital are being man-
aged,” McAndrew asserts.

Finally, she says, the report shows that some
of the well-publicized “crises” in health care
don’t have to be as serious as they seem to be.
“Everyone says Medicare is going broke, and we
have a shortage of doctors,” she notes. “We say,
if everybody looked like Intermountain Health,
they wouldn’t need more doctors. And if
Medicare were saving 30% of the money we esti-
mate it has wasted, it would be a lot longer
before it was financially in trouble.”  ■

Diabetes care program
addresses specific needs
Program addresses cultural differences

Project Dulce, a diabetes care management
program housed at Whittier Institute for

Diabetes in La Jolla, CA, has successfully
addressed not only the difficult challenge of
helping patients manage their diabetes, but also
another issue of growing concern to quality
managers: improving outcomes among minority
populations.

Using a combination of trained diabetes edu-
cators, endocrinologists, and peer educators
(minority individuals who have successfully
managed their own diabetes), the program has
achieved impressive results.

Project Dulce, partially underwritten by
Scripps Health (which owns the Whittier
Institute), has cared for more than 4,000 individ-
uals at 17 sites since its inception in 1997. In its
initial 18-month pilot program alone, Project
Dulce was able to reduce the average
hemoglobin A1c in 300 patients from nearly 12
to 8.

“We developed an approach we thought
would work,” recalls Chris Walker, MPH, direc-
tor of strategic planning and development at the
Whittier Institute. “We brought together endocri-
nologists, plus people who had worked in the
community setting and knew how to approach

diabetes patients. The program combines clinical
expertise and community-based knowledge
about how to reach [minority] populations.”

Originally designed to serve Spanish-speak-
ing patients, Project Dulce has expanded to
include Vietnamese and Filipino patients. As a
hospital-sponsored program, officials of the
American Hospital Association and others
believe it may offer a valuable model for other
hospitals to emulate.

Pilot sets model

“The New Jersey Hospital Association has
called and asked us to present to their groups;
they’re thinking of doing something similar
there,” shares Athena Philis-Tsimikas, MD,
executive director and chief medical officer of
the Whittier Institute.

The staffing in the original pilot program cre-
ated the model for the full-blown program, says
Walker. “We had one team – a diabetes nurse
educator, a dietician, and a peer health educa-
tor,” she explains.

“They provided clinical management, and the
nurse educator and dietitian developed the
whole curriculum to train people with diabetes
to deliver diabetes education,” she says.

The peer educator curriculum involves a 10-
week course. The peer educators also are com-
plemented in-hospital by the nurse educators,
who use hand-outs from the course in Spanish,
English, Vietnamese, and Filipino, adds Walker.

“The nurses and dietitians we work with are
all certified diabetes educators; each has had
about 10 years’ experience in managing dia-
betes,” Philis-Tsimikas adds.

When a patient is identified as having dia-
betes by a physician in one of the participating
health centers (the community clinic system and
primary care physicians are part of the pro-
gram), they are referred to the project. “We
explain the program to them in their native lan-
guage, set them up for an appointment with the
nurse, and enroll them in group education
classes,” says Walker.

The nurse conducts a comprehensive assess-
ment, which takes about an hour. “The nurse
works with the patient to develop a care plan
and does the clinical management in collabora-
tion with the physician; she takes charge of labs
and medication judgment, under the physician’s
guidance,” says Walker.

Some of the nurses are not bilingual, but each
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has an assistant who is, she continues. “After all
clinical exams are done, the patients come in as
needed,” she shares. “We collect all the data and
put it in an electronic registry, which allows us
to track clinical outcomes and also to track
patient activities — which of them, for example,
has not had a recent retinal exam.”

The specialized knowledge of the educators
and dietitians, as well as the special experiences
of the peer educators, are keys to the success of
the program, she says.

“Look at the ease with which [the nurse edu-
cators] use insulin,” offers Philis-Tsimikas. “You
have a lot of patients with Type II diabetes, of
lower income, ethnically diverse, and they have
let their disease go for quite a while; many have
had the disease for 10 years and have had mini-
mal care. You have primary care physicians who
are very motivated but who deal with a lot of
different diseases and conditions, and their
level of expertise in insulin is not that great. So
when you put in a person who can teach some-
one to start insulin ‘in their sleep,’ — or any of
the meds required, for that matter — the patient
looks at that person as an expert in diabetes.”

Their experience also enables them to recom-
mend the best possible combination of medica-
tions, she adds.

“And they are able to educate the patient
about why it is important to take your meds, test
your blood sugar, alter your diet, and so forth,”
she notes. “They work with them; that’s impor-
tant to the patients.”

Peer educators

The peer educators complete the “package” of
care. “They connect with them culturally,” says
Philis-Tsimikas.

Walker agrees. “They are from all different cul-
tures; different belief systems impact their ability
and willingness to manage their diabetes,” she
says.

“There might be the whole concept that the
disease is their fate — which they might have
done something wrong and there is nothing they
can do about it. Yet studies show the key to
improved self-efficacy is feeling your can control
the disease. We address these issues in a cultur-
ally sensitive way and complete their education
so they have more accurate information,” she
says.

It is that complete package that is so key, adds
Philis-Tsimikas. “It is very hard to treat Type II dia-

betes and get people where they need to be with
their goals just with the peer educator,” she says.
“You really need the combination, because they
each attack things from a different perspective.”

Hospital-based programs

Just as the Scripps health organization is
underwriting Project Dulce, says Philis-
Tsimikas, other hospitals and health systems can
pursue a similar model.

“Hospitals need to know there’s a program
they can send their hospitalized patients out to,”
she explains. “They might be admitted with
something else, but if their blood sugars are run-
ning around 200 to 300 you might have to keep
them in the hospital an extra two to three days
— unless you know you have someone you can
send them out to with whom you feel comfort-
able. In our communities, we are the program.
Other hospitals can have the same sort of pro-
gram set up in their own location.”

That’s just what Scripps Health has done, she
continues. “Yes, we are subsidized, but we are
able to bill for services, and we have made a
really good effort to try and get as much reim-
bursement as possible so as to be self-sufficient;
and we are pretty darn close. Scripps does help
us with a little bit of the rent.”

It’s important to remember, says Philis-
Tsimikas, that setting up such programs not only
helps the community, but it also helps the hospi-
tal in the long run.

“For one thing, we conduct monthly profes-
sional education programs; we teach in-hospital
nurses how to better care for diabetes patients,”
she says.

The ability to reduce LOS for patients with
diabetes becomes even more significant, she
says, when you realize just how many patients
who are hospitalized also have diabetes.

“Our hospitals here have recently gained the
ability to look at the percentage of patients who
have diabetes,” she shares. “It ranges from 12%
of all admissions in one hospital all the way up
to 35%.” One cath lab, she continues, reported
40% to 45% of its patients had diabetes.

“So we’re not talking about a small number of
people, but a large percentage of those patients
in a hospital who are affected,” she emphasizes.
“They have longer hospital stays — by a day
and one-half on the average. If you have outpa-
tient education plus better inpatient care, you
will get better outcomes.”  ■



Every individual has both a group and indi-
vidual goal for his or her position. The group
goal may be a quality-related goal specific to a
department, such as improving patient satisfac-
tion, while the individual goal is related to a
specific position, such as answering the phone
within three rings. “In order to be eligible for the
bonus, not only must the organizational finan-
cial trigger be met, but you must also meet your
group and individual goals,” says Fisher.

In 2005, 10 quality indicators were identified,
with directors assigned to each indicator. Some of
the indicators were tied to core measures estab-
lished by the Joint Commission and the Centers
for Medicare & Medicaid Services, with the goal
of getting into the upper 75th percentile for all the
indicators. For the directors to receive their bonus,
they needed to achieve the goal identified for their
indicator. “For me to receive my bonus, all 10
quality indicators had to be met,” says Shutt.

The organization has continued with some of
the same indicators for 2006, including acute
myocardial infarction, congestive heart failure,
and pneumonia.

“For this year, it has been determined that
AMI will be at 100%, CHF at 93%, and pneumo-
nia at 95%. For the utilization nurses to receive
their bonus, all three of those indicators must be
met,” says Shutt.

The pay-for-performance program was imple-
mented last year, with an evaluation for each
employee based on responsibilities and behav-
ior, and the final score determining the percent-
age of the employee’s pay increase.

“This has the same or similar goals to the
bonus program. So if you don’t do well on pay-
for-performance, there is a good chance you
might not qualify for the bonus either,” says
Shutt. The program includes a midyear review in
addition to the end-of-the-year review, which
improves communication between manager and
employee.

The goal is to retain employees who are
exceeding expectations and have individuals see
the impact they have on quality, say Stacey
Chapman, director of human resources. For
example, when it comes to making sure a patient
gets aspirin on arrival for AMI, any number of
people can make sure that happens, she says.

“What it really comes down to is, you are
rewarding your top performers because those
are the people we want to retain,” Chapman
says. “We want to hold people accountable, and
for the associates to understand how their per-

formance impacts patient satisfaction and core
measures.”

[For more information, contact:
Sandra Shutt, Director of Quality, Blanchard

Valley Regional Health Center, 145 W. Wallace St.,
Findlay, OH 45840. Telephone: (419) 425-5743. Fax:
(419) 423-5463. E-mail: sshutt@bvha.org.] ■

Achieve near-100% hand
hygiene compliance 
Demonstrate how easily germs are spread

At Baltimore-based Harbor Hospital, quality
professionals were challenged to get staff to

wash their hands 100% of the time. “Hand
hygiene is the one action that protects everyone
we provide care to, and also protects our own
safety,” says Patricia Moorhouse-Getz, RN,
MSN, the organization’s clinical analyst.

The organization used the Institute for
Healthcare Improvement (IHI)’s How-to Guide:
Improving Hand Hygiene to identify strategies to
improve compliance. “IHI encourages facilities to
establish a target, measure, communicate, and
expect compliance from all levels,” says
Moorhouse-Getz. (To obtain the IHI guide, go to
www.ihi.org. Click on “Topics,” “Critical Care,”
“Intensive care,” Tools,” “How-To Guide:
Improving Hand Hygiene.”)

Frequent and thorough hand hygiene allows
nurses and other health care workers to reduce
the transmission of invasive candida infections to
patients who are susceptible to hospital-acquired
diseases while being treated for other conditions.1

Despite a growing body of evidence showing
the benefits of hand hygiene, compliance remains
poor at many organizations. One study showed
that even with hospitalwide programs in place,
compliance only improved from 48% to 66% at
one organization.2

“Our statistics are in the 80% compliance,” says
Moorhouse-Getz. “It is hard to move toward
100% compliance.” In 2005, several initiatives
were implemented to improve compliance.

Signs in patient rooms stating, “It’s OK to
Ask,” encourage patients to ask everyone to
foam their hands using dispensers mounted
inside and outside of every patient room. “Gels
on the counters and regular washing stations
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complete our offerings to staff and visitors,”
says Mary Biggs, RN, infection control coordi-
nator.

These interventions track compliance with
hand hygiene:

• A spot monitoring is done on units, with
three to five observations a day to check that
staff wash their hands before and after caring for
a patient. “The staff participates, with one mem-
ber of each unit being a ‘secret shopper’ and
monitoring for compliance,” says Biggs.

• The amount of soap used is monitored and
reported quarterly. “We have had a significant
jump in our foam usage,” reports Biggs. Foam
usage from September 2004 through August 2005
was 115 cases, and from September 2005 through
February 2006 this increased to 171 cases.

During the organization’s recent Joint
Commission survey, hand hygiene compliance
was a key area of focus. 

One surveyor recommended that the “It’s OK
to Ask” signs also be posted near the alcohol gel
offered to visitors at the entrance and also sug-
gested that a quarterly report be done for each
unit to give managers a better idea of compli-
ance.

As a result, Biggs now distributes graphs to
each unit on hand hygiene compliance on a
quarterly basis.

Surveyors were impressed with the monitor-
ing of soap usage. “The surveyor shared that
one hospital she surveyed even monitored paper
towel usage,” says Biggs. “She commented that
it was great to see the staff using the foam so
consistently and the signage in every patient’s
room.”

References

1. Chettle CC. Life-threatening fungal infections on the
rise. Nursing Spectrum, April 10, 2006.

2. Pittet D, Hugonnet S, Harbarth S, et al. Effectiveness
of a hospital-wide programme to improve compliance with
hand hygiene. Lancet 2000; 356(9238):1307-12.  

[For more information, contact:
Mary Biggs, RN, Infection Control Department,

Harbor Hospital, 3001 S. Hanover Street, Baltimore,
MD 21225. Telephone: (410) 350-3591. E-mail:
Mary.E.Biggs@medstar.net.

Patricia Moorhouse-Getz, RN, MSN, Clinical
Analyst, Harbor Hospital, 3001 S. Hanover Street,
Baltimore, MD 21225. Telephone: (410) 350-2264. 
E-mail: patricia.moorhouse-getz@medstar.net.] ■

Ways to avert potential
patient care disasters
Recognize when patients have unmet needs

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

An infant is born with severe neurological
defects following the mother’s prolonged

labor. Although the mother’s labor is not pro-
gressing as would be expected, no one on the
health care team seems concerned about the lack
of progression until the unborn baby shows signs
of fetal distress. 

An elderly man in ICU is noted to have a dis-
tended, non-tender abdomen for several days.
Over the same period of time, his blood pressure
slowly drops and his heart rate steadily pro-
gresses upward from the 90s to the 120s. No one
on the health care team appears to recognize
these “weak signals” of an impending abdominal
crisis until the patient’s condition rapidly deteri-
orates. He dies following an emergency surgery
for toxic megacolon.

Failing to recognize the significance of clinical
warning signs, such as a prolonged labor or an
increased heart rate, is a well-documented cause
of unchecked patient deterioration that can lead
to unexpected patient harm or death.

The investigation following these events usu-
ally doesn’t uncover one particular individual at
fault or pinpoint a blatant mistake made by the
health care team.

Some hospitals are implementing medical
emergency or rapid response teams to provide
quicker responses when a patient exhibits the
early warning signs of a potential medical
emergency. 

Yet, activating these teams requires that some-
one on the health care team recognize that a
patient has unmet needs.

This may be easier said than done. Busy care-
givers, who are already struggling to complete
their daily list of tasks, may find it difficult to see
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the big picture in every patient. Potential clinical
disasters cannot be averted by rapid response
teams if caregivers fail to notice the warning
signs.

There are several factors that influence
whether caregivers recognize and respond to
patient deterioration situations.

When conducting an investigation after an
adverse event or proactively redesigning high-
risk processes, it is important to recognize the
underlying factors. Only then can targeted
actions be designed to address these factors.
Below are the common causes of failure to rec-
ognize/respond incidents.

• Knowledge and Skill. Knowledge refers to
an individual’s understanding and ability to use
information. Skill refers to the ability to perform
tasks and task sequences at the right time and in
the right order required for specific situations.

Errors due to lack of knowledge or skills
include misinterpretation of information, mis-
conceptions, forgetting or misapplying rules or
instructions, use of wrong procedure for a given
task or situation, missing a step or steps in a
specific sequence, and loss of control due to lack
of proficiency, or failure to follow prescribed
procedures.

• Attitudes. Attitudes refer to the combined
belief, feeling, and intended behavior toward a
particular person, idea, or situation. 

Attitude errors are mainly unsafe acts or
behaviors that are exemplified by such things as,
habitual excess risk taking, over-estimation of
ones abilities, anti-authority, and disregard for
regulations.

• Decision/Judgment. A failure to respond to
a patient’s changing clinical conditions can be
due to limitations in an individual’s ability to
assess hazards and/or associated risks related to
a particular situation.

Errors in this category can be subdivided into
mistakes in judgment or violations.

• Team Communication/Coordination. The
health care team’s ability to transmit (talk) and
receive (listen) information using non-ambigu-
ous language can affect patient care. 

The team must be able to coordinate activities,
divide tasks, and correctly interpret and act on
information essential for safe patient care.
Communication skills are known to be influ-
enced by social, psychological, and group factors
that sometimes create “social” communication
barriers.

Team communication/coordination errors

include: use of non-standard language, reluc-
tance to talk or listen, failure to acknowledge a
message (confirm by read back), failure to use
all resources available, and (the most serious)
failure to respond or act on a warning message
from another team member.

• Equipment/Systems. The ability for the
health care team to see the big picture for all
patients can be adversely affected by system and
equipment design deficiencies, including poor
control or display placement, inadequately dis-
played data, and poor documentation of system
operation or maintenance procedures. These
kinds of design problems contribute to different
types of errors as well as increasing staff work-
load.

• Supervisory. Leadership, culture, and orga-
nizational factors — the attitudes, policies, and
practices established by those in command —
can affect patient safety at the front lines. Other
factors that fall into this category include the
level of supervisory control and accountability
for enforcing specific regulations, training, pro-
cedures, and quality control.

Supervisory-related errors include such things
as non-supportive climate, failure to establish
adequate standards, failure to monitor compli-
ance to standards, and failure to discipline/
remove a known high-risk individual.

Reducing failure to respond to incidents

When caregivers do not recognize the signs of
patient decompensation, the clinical response is
inadequate or delayed. Determining why this
occurs is the first step toward creating a safe
patient care environment.

Rapid response teams are a proven interven-
tion that hospitals can implement to help reduce
unanticipated patient emergencies. However,
this strategy should be supplemented with other
actions. Listed below are some additional rec-
ommendations.

• Increase proportions of nurses educated at
the baccalaureate level or higher and nurses
with specialist certifications.

• Reinforce the concept of primary and sec-
ondary patient assessments. A primary assess-
ment evaluates the patient’s airway, breathing,
and circulation.

A secondary assessment is a second look at
the patient from head to toe after the ABCs have
been addressed. Mentoring and simulation exer-
cises are a good way to reinforce secondary



assessment skills.
• At staff meetings, discuss failure to respond

to incidents. This should increase the ability of
nurses and other caregivers to recognize the
“weak signals,” allowing for intervention before
a manageable complication progresses to failure
to rescue.

• Encourage caregivers to step back and
rethink initial assumptions if a patient’s case
takes an unexpected turn.

• Get basic patient data, such as vitals signs
and fluids, in electronic form and readily avail-
able to hospital staff.

• Implement proactive clinical surveillance
tools to identify patients who are failing to
progress or decompensating. The ideal tools use
electronic patient data.

• Provide information tools that supervisors,
charge nurses, hospitalists, and intensivists can
use to see the big picture and aid patients in
need at the earliest possible moment to avert
potential clinical disasters.

• Create communication protocols around
handoffs — e.g., a standardized checklist.

• Explore and address any environmental or
cultural barriers to asking for help.

• Clarify the lines of communication and
responsibility between treating physicians,
nurses, and other caregivers.

• Train caregivers in use of assertive commu-
nication skills, e.g. S-BAR communication.

• Encourage (and support) staff to go up the
chain of command if questions or concerns are
not answered.

• Examine the medical staff peer review
and/or the employee performance review pro-
cess to determine if previous complaints about
problematic practitioners or staff were dealt
with in an adequate manner.

Whether caregivers recognize the significance
of a patient’s worrisome clinical signs is influ-
enced by past experience. To improve recogni-
tion of early warning signs of patient
decompensation, hospital staff educators should
create experiential learning situations.

Some of the ways to accomplish this is by
developing hands-on learning environments
such as case studies, role plays, and story shar-
ing. Individuals also should be encouraged to
participate in team-based behavioral simula-
tions in which they are confronted with the neg-
ative consequences of their usual ways of
responding so they can see why these responses
fall short.  ■
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CE questions
9. Which of the following is required by JCAHO’s

new credentialing and privileging standards?
A. A certain number of procedures must be per-

formed to indicate competency.
B. No additional data will need to be collected

about physician performance.
C. Only aggregate physician data should be

collected.
D. Provider-specific data must be collected.

10. Which is true regarding a pay-for-performance
program implemented at Blanchard Valley
Regional Health Center in Findlay, OH?
A. Nurse vacancy rates significantly increased.
B. Bonuses were paid if specific quality indica-

tors are met.
C. There was significant resistance from

employees.
D. Compliance with documentation failed to

improve.

11. Which was done regarding hand hygiene com-
pliance at Harbor Hospital in Baltimore?
A. Only inpatient floors were monitored.
B. Soap usage was tracked.
C. Observation by unit staff members was

avoided.
D. Only hand washing occurring before caring

for a patient was tracked.

12. What did JCAHO surveyors want to see during
a recent survey at West Allis Memorial Hospital,
for medication orders?
A. That an indication or symptom was docu-

mented for medications ordered “as needed.”
B. No indication is needed if medications are

ordered “as needed.”
C. Only nurses should be documenting the indi-

cations.
D. The indication should not be in the medica-

tion order itself.

CE instructions 

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

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

Answer Key: 9. D; 10. B; 11. B; 12. A



Medication safety gets a
close look during survey
Processes for storage, error reporting examined

At recent JCAHO surveys at two hospitals in
the Wisconsin-based Aurora Healthcare

System, all components of medication manage-
ment were a major focus.

During the April and May 2006 surveys at West
Allis Memorial Hospital and Aurora Medical
Center, surveyors looked closely at the storage
and security of medications, specifically whether
the hospitals were complying with the CMS
Conditions of Participation (COP) requirements
regarding who has legal access to medications. 

At West Allis Memorial, surveyors noticed that
an unlocked anesthesia cart was in a Cesarean
section room while housekeepers were cleaning
the room for the next patient, without direct
supervision of licensed personnel.

“If medications are in an unlocked area where
unlicensed personnel can access them, compli-
ance with the COP is compromised,” says Mary
Kannenberg, director of quality management for
both hospitals. “JCAHO is surveying us against
both what our hospital policy requires, and what
laws or regulations stipulate.”

Surveyors were comfortable with the organiza-
tion’s medication reconciliation process and use
of a “Home Medication Profile,” which is com-
pleted for all patients. “They wanted to see that
all the elements of a medication order were docu-
mented, such as route, dose, and frequency. They
were really focused on that,” says Kannenberg.

Surveyors looked to see an indication or
symptom was documented for medications
ordered “as needed” or “PRN.”

The surveyors will assess compliance with this
based on hospital policy, says Kannenberg. “At
the time of the survey, our policy stated that indi-
cations need to be in the order. However, the
physicians were documenting the indications for
PRN anywhere, which theoretically is fine, but
our policy didn’t say that,” she says. “The policy
was changed immediately to reflect our current
practice.”

Surveyors asked about how medication errors
are tracked and what is done with the informa-
tion. “There are a number of facets to the process
for medication error reporting, depending on the
severity of the error and the cause, such as pre-
scription, transcription, dispensing, administra-
tion, or monitoring,” says Kannenberg. 

The data are reported to the pharmacy and
therapeutics committee and the performance
improvement committee, an analysis is con-
ducted, and appropriate actions are taken to
reduce the risk for reoccurrence, she says.

Surveyors also looked at the following:
• Handoff communication. The surveyor

asked staff what information they were provided
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about the patient, and whether they got it in writ-
ing or verbally. “They were interested in the hand-
off communications between the OR staff and the
staff on the receiving inpatient unit,” says
Kannenberg. “In all of the cases, the staff were
able to articulate what they do, and met the
intent.”

• Patient flow. “They were interested in our
patient flow initiatives from a leadership stand-
point,” says Kannenberg. At West Allis Memorial,
a data dashboard is used to display key indicators
related to patient flow and is reported to hospital
leadership.

Surveyors were impressed with a process
implemented a year ago called “Access Alert,”
used when the ED has reached capacity and is get-
ting close to diversion. “The Access Alert page
results in staff from the lab, radiology, nursing,
and other department representatives reporting to
the ED to help fast track anything that needs to
get done,” says Kannenberg. “Sometimes it’s just
a matter of getting the patient transported to the
floor. It’s been very successful in facilitating
patient flow and reducing our rate of diversions.”

The diversion rate previously was 5.31%, but
since the Access Alert process was implemented,
that has decreased to 3.56%. “We are able to safely
and efficiently move patients through the ED with
the assistance of extra hands from other disci-
plines,” says Kannenberg. “We had a number of
Access Alerts while the surveyors were here. They
were impressed with the level of work we had
done to address patient flow activities, and that
our scope of assessment and actions were hospi-
talwide as opposed to just the ED.”

• Patient safety. Surveyors asked unit staff
what projects the hospitals were engaged in and
how a culture of safety was assessed. “We were
able to articulate about how we participate in the
Leapfrog Group survey, the Institute for
Healthcare Improvement’s 100,000 Lives cam-
paign, and a number of other projects,” says
Kannenberg. “Surveyors were impressed when
front-line staff brought them into their lounge to
show the data posted on their performance
improvement activities, and how they were apply-
ing the PDSA model to their PI activities.”

• Anesthesia safety. The physician surveyor
asked staff in the OR about the process for
patients who have a reaction to anesthesia. “What
they were looking for is that we had a malignant
hyperthermia kit to administer to the patient
should they have signs and symptoms of malig-
nant hyperthermia, and that education has been

provided to the staff,” says Kannenberg.
• Physician involvement. When surveyors

asked how physicians and leadership collaborate,
staff reported that a physician chairs the hospital’s
multidisciplinary quality council and clinical
safety committees.

“We also have good participation from the
additional physician members on those commit-
tees. We utilize physician champions to help
spread the word and provide a better understand-
ing of why things are important for patients,”
says Kannenberg. ■

132 HOSPITAL PEER REVIEW ® / September 2006

Kay Ball
RN, MSA, CNOR, FAAN

Perioperative Consultant/
Educator, K&D Medical

Lewis Center, OH

Janet A. Brown, RN, CPHQ
JB Quality Solutions Inc.

Pasadena, CA

Catherine M. Fay, RN
Director

Performance Improvement
Paradise Valley Hospital

National City, CA

Judy Homa-Lowry
RN, MS, CPHQ

President
Homa-Lowry Healthcare

Consulting
Metamora, MI

Martin D. Merry, MD
Health Care Quality 

Consultant
Associate Professor 
Health Management 

and Policy
University of New Hampshire

Exeter

Kim Shields, RN, CPHQ
Clinical System Safety 

Specialist
Abington (PA) Memorial

Hospital

Paula Swain
RN, MSN, CPHQ, FNAHQ

President
Swain & Associates

Charlotte, NC

EDITORIAL ADVISORY BOARD

Consulting Editor
Patrice Spath, RHIT

Consultant in Health Care Quality 
and Resource Management
Brown-Spath & Associates

Forest Grove, OR

CE objectives

To earn continuing education (CE) credit for 
subscribing to Hospital Peer Review, CE par-

ticipants should be able to:
• Identify a particular clinical, legal, or educational

issue related to quality improvement and perfor-
mance outcomes.

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

• Cite solutions to the problems associated with
those issues based on guidelines from the Joint
Commission on Accreditation of Healthcare
Organizations or other authorities and/or based
on independent recommendations from clini-
cians at individual institutions. ■


