
Joint Commission, CMS requirements
may be inconsistent: Here are strategies
Organizations being cited for non-compliance

Is your organization’s process for obtaining informed consent in compli-
ance with both the Centers for Medicare & Medicaid (CMS)’s
Conditions of Participation and the Joint Commission’s accreditation

standards? Would it surprise you to know that in this case, CMS’ require-
ments are stricter?

CMS now requires that your organization’s informed consent form
include not only the name of the person performing a surgical procedure
but also the names of people performing important parts of the procedure,
even if these are done under the surgeon’s supervision. If other surgeons,
residents, or non-physicians assist with surgery, their name and what they
are going to do must be included on the consent form.

Joint Commission surveyors already have cited a number of organiza-
tions for not complying with this requirement, says Michelle H. Pelling,
MBA, RN, consultant with the ProPell Group, a Newberg, OR-based con-
sulting firm specializing in regulatory compliance. Many organizations are
not aware of stricter CMS requirements, and just keeping up with ongoing
changes with Joint Commission standards and National Patient Safety
Goals is often overwhelming, she adds. 

“On top of that, the Joint Commission standards often require interpre-
tation in order to understand all the nuances to be fully compliant,” says
Pelling. “The CMS requirements tend to be more time-consuming to read
and interpret.”

Hospitals getting RFIs

Most organizations lack adequate resources to do a detailed review and
comparison of the two bodies of requirements, says Pelling. “Certainly
many of the Joint Commission standards are similar to those of CMS, but
there are some COPs that are not addressed in the Joint Commission’s
accreditation requirements,” she says.

Joint Commission surveyors evaluate organizations for compliance with
specific CMS requirements, such as informed consent or use of restraint,
although some of the COP requirements are not explicitly reflected in Joint
Commission standards, Pelling explains. If surveyors identify any degree
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of non-compliance with a CMS COP, they can
give an organization a Requirement for
Improvement (RFI), by applying standard
LD.1.30, which states, “The hospital complies
with applicable law and regulation.”

However, how often this occurs varies, since
individual surveyors may not be aware of all of
the differences between the Joint Commission
and CMS requirements or may choose not to sur-
vey for them, says Pelling. “In addition, they are
often challenged by the time constraints of the
survey and may focus first on assessing an orga-

nization’s compliance with the Joint Commission
standards,” she says. 

If Joint Commission surveyors learn, through a
patient complaint or other process, about non-
compliance with any governmental requirement,
such as those from CMS, the Food & Drug
Administration, the Occupational Safety &
Health Administration, or a state licensure law,
the hospital will be cited, says Margaret
VanAmringe, MHS, vice president for public pol-
icy and government relations at the Joint
Commission. “We always have the ability to take
action for non-compliance with a statute that is
not ours,” she says.

However, VanAmringe notes that some 17 reg-
ulatory agencies have some say in hospital opera-
tions. “There are a tremendous number putting
requirements on hospitals,” she says. “It is impor-
tant for hospitals to understand that there are
more than just Joint Commission standards.
There are so many and we don’t know them all,
which is why we can’t survey them all.”

Quality professionals tend to focus on Joint
Commission requirements and may believe them
to be the sole source of “standards” required, but
this is not the case, says Nancy McLean, RN,
BSN, consulting associate at Courtemanche &
Associates, a Charlotte, NC-based firm specializ-
ing in regulatory compliance.

The Medicare statute states that as long as a
hospital is accredited by the Joint Commission, it
is deemed to meet the COPs. “So as long as our
standards are met, it’s expected that the govern-
ment’s are met,” says VanAmringe. “But this has
caused a lot of consternation in the field, because
very often there is something very specific in a
Medicare requirement which is not as specific in
ours. We may allow for more latitude or creativ-
ity in meeting the standard.”

However, the government takes the position
that it doesn’t matter if the requirements are
exactly the same — it’s the intent that matters.
“The standards are taken as a whole. We don’t
have to have exactly word for word the same
standards, as long as the goals are the same,” says
VanAmringe. “That’s where people often are con-
fused, because they see the specificity in the CMS
standards and they don’t understand why it’s not
in ours.” For instance, the Joint Commission
doesn’t have a separate set of nursing-specific
standards as CMS does, since these are integrated
into the overall standards, but the overall intent is
the same.

When Medicare updates its COPs, they are
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usually modeled after Joint Commission stan-
dards, notes VanAmringe. “There tends to be a
closer affinity to our standards. Clearly when
something is new, it will be very similar to ours,”
she says. 

Differences are significant

Clearly, there are marked differences in the
requirements of CMS and the Joint Commission.
“We go through this problem every year when
CMS validates our hospitals to make sure they
are meeting the intent of the standards,” says
VanAmringe. “For example, at one point they
applied the requirement for organ donation dif-
ferently than we applied it. So little things like
that that we have to adjust to.” VanAmringe
points to a chapter in the Joint Commission’s
Comprehensive Accreditation Manual for
Hospitals called “Simplifying Compliance,”
which lists some of the major regulations that
hospitals must comply with in order to meet their
federal requirements. However, the list is by no
means comprehensive, and the Joint Commission
may consider supplementing it at some point, she
says. 

However, VanAmringe says the real problem is
that Medicare has not taken the complete pack-
age of hospital requirements and updated them
as a whole since the mid-1980s. “They have not
had a comprehensive update since then, and the
way we deliver care has changed,” says
VanAmringe. Services are now integrated and
patient care is coordinated throughout the hospi-
tal, but the Medicare COPs aren’t organized that
way, she says. 

“They are not systems focused, and they don’t
address patient safety throughout the organiza-
tion as ours do,” says VanAmringe. “We have
pleaded with Capitol Hill to spur CMS into doing
a wholesale revision. We think that would be in
everybody’s best interest.”

The requirements are organized differently —
the Joint Commission’s by function and the COPs
by department or service. For example, CMS has
requirements for medical direction and qualifica-
tions for a medical director in many chapters,
such as radiology and respiratory care, the surgi-
cal services condition has a requirement for an
operating room register with ten data elements,
and the laboratory condition includes a long sec-
tion about the requirements for a “look back”
program to track diseased blood that is found in
the blood bank system. 

“None of these requirements are explicitly
specified in the Joint Commission accreditation
manual for hospitals,” says Pelling.

In other cases, both the Joint Commission and
CMS may address a requirement, but the content
for each is different. CMS requires a postopera-
tive report with 10 content elements but doesn’t
require a time frame, whereas the Joint
Commission requires a postoperative note that is
immediate and has five content elements that
overlap — but are not all part of the CMS list.
Estimated blood loss is on the Joint Commission
list, but not on the CMS list. 

Another incongruity is the way that the Joint
Commission and CMS assess life safety code
compliance. “CMS usually gets the state fire mar-
shal in there to spend days in the hospital and go
over every little thing. If you have somebody
solely focused on one area, they will always find
something, whereas we are focused on many
areas and have to prioritize,” says VanAmringe.
“Over the last few years, we have made some
changes to approximate the survey that CMS
would do, but that is still a challenge for us in
being comparable.”

Beginning in 2008, a life safety code specialist
will be added to the survey team for one day for
all hospital surveys. In addition, the time spent
by the life safety code specialist during on-site
surveys will increase to two days in hospitals
with 750,000 or more square feet.

Now CMS has published a final rule, effective
January 26, 2007, revising requirements in the
hospital COPs for history and physical examina-
tions, verbal orders, securing medications, and
completion of post-anesthesia evaluations, and
CMS’s final rule on patient’s rights imposes
stricter standards for when a facility must report
a death associated with the use of restraints or
seclusion. (See related story on new CMS
requirements on p. 20.)

The Joint Commission has done a thorough
evaluation of the new CMS standards and found
no major differences, says VanAmringe. “We
don’t think there is a significant difference in
those standards. There are just issues around the
edges,” she says. “We have spent much time with
CMS trying to reconcile things. We work hard
with CMS to try to minimize differences in the
field.”

However, CMS’s new standards do include
several requirements that are more prescriptive
than the Joint Commission’s. For example, the
Joint Commission standard requires that verbal

February 2007 / HOSPITAL PEER REVIEW ® 19



and telephone orders are authenticated within
time frames specified by the organization,
whereas CMS now requires that verbal or tele-
phone orders are authenticated within 48 hours.
“Unless a hospital’s state requirements are more
stringent, the hospital must comply with this new
CMS rule,” says Pelling.

Also, CMS now requires that a post-anesthesia
note be documented in an inpatient’s medical
record within 48 hours of the procedure by an
individual qualified to administer anesthesia, but
the Joint Commission does not address the time
frame required for a post-anesthesia note.

“The final rule will require some scrutiny of
our current policies and procedures, so we can
determine if any changes are necessary,” says Pat
Wardell, RN, vice president of quality manage-
ment and patient safety officer at St. Jude
Medical Center in Fullerton, CA. “As usual, the
biggest issue for us will be making sure that state
and federal laws are scrutinized and applied
properly.”

Unaware of ‘CMS connection’

One of the biggest challenges for quality pro-
fessionals is the ongoing need to continuously
review all the publications, list servs, and infor-
mation from professional organizations, and
assess where there is need for revision. “It is
imperative that someone is always alert to what
is being changed,” says Wardell. “With any
change, an analysis is done to see if our processes
are consistent with the change or need revision.
Part of my job is to make sure I keep up with all
the information that I receive and determine
which items require action.” 

However, quality professionals generally are
unaware of the influence that CMS has over their
operations and over the Joint Commission itself,
says McLean. “A good example of this is the Joint
Commission’s move to tracer methodology,” she
says. “CMS and state surveyors have been using
tracer methodology as their format to survey
nursing homes for years.”

Quality compliance professionals already find
it a daunting task to maintain staff and physician
compliance with the Joint Commission’s 262 stan-
dards and 1,304 elements of performance, says
McLean. “The CMS connection is often not
understood or given any consideration, espe-
cially in small or stand-alone facilities,” she says.
“This issue is better handled by the larger hospi-
tals or hospital systems that have their own
access to federal lawmakers. It is the smaller facil-
ities that suffer from a lack of awareness of these
issues — until a Joint Commission surveyor
enters their facility and determines that the facil-
ity does not comply with a federal regulation.”

Unfortunately, the Joint Commission is slow to
incorporate new CMS standards into its own
published standards, she says. “This results in a
delay of hospital implementation of processes or
systems to meet new CMS requirements,” says
McLean. “Joint Commission surveyors are found
to be very aware of CMS regulations that are not
printed in the Joint Commission manuals.”
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CMS requirements

Here are changes in requirements of the Centers
for Medicare & Medicaid Services (CMS) for

the hospital conditions of participation (COPs),
effective January 26, 2007:

• History and physical (H&P) examination.
This requirement expands the timeframe for com-
pletion of the H&P and expands the number of per-
missible professional categories of individuals who
may perform the H&P.

• Authentication of verbal orders. This regula-
tion requires that all orders, including verbal orders,
must be dated, timed, and authenticated by the pre-
scribing practitioner with a temporary exception. For
a five-year period beginning with the date of publi-
cation of the final rule, the regulation requires that
all orders, including verbal orders, must be dated,
timed, and authenticated promptly by the prescrib-
ing practitioner or another practitioner responsible
for the care of the patient, even if the order did not
originate with him or her. In the absence of a state
law specifying the timeframe for authentication of
verbal orders, verbal orders need to be authenti-
cated within 48 hours. For the five-year period, ver-
bal orders no longer need to be signed by the
prescribing practitioner but can be authenticated by
another practitioner responsible for the care of the
patient.

• Security of medications. This regulation
requires that all drugs and biologicals be kept in
secure areas and locked when appropriate.

• Post-anesthesia evaluation. This require-
ment permits the post-anesthesia evaluation for
inpatients to be completed and documented by any
individual qualified to administer anesthesia,
instead of only the individual who administered the
anesthesia. ■



Depending on the surveyor and on the sur-
veyor’s experience at the facility, they may pro-
vide a “consultive” comment advising the staff
about the new requirement, or they may add an
RFI, says McLean.

“Surveyor discretion in when to cite the hospi-
tal with an RFI remains contentious,” she says.
Nursing home professionals are acutely aware of
CMS regulations due to their annual state sur-
veys, which use CMS regulations as their guide,
she notes. “As a rule, nursing homes follow CMS
requirements and hospitals follow Joint
Commission standards,” says McLean.
“Maintaining staff awareness and knowledge of
both of these is a challenge for quality profession-
als in the average hospital environment.”

Since the requirements differ in many cases,
compliance with both CMS and the Joint
Commission is an ongoing challenge, says Leisa
Oglesby, assistant hospital administrator of qual-
ity at Louisiana State University Health Sciences
Center in Shreveport. “However, the Joint
Commission and CMS appear to be trying to
eliminate these differences and to merge into
standards that both organizations can accept,”
she says.

One problem is that the COPs are very difficult
to read and understand, says Oglesby. “It would
be great if CMS would publish a summary in
more readable terms, and distribute it via their
data warehouse, QNet,” she says.

“As far as being compliant in various require-
ments, the strictest requirement is what we try to
adhere to,” says Sandra L. Abnett, BS, CPHQ,
RHIT, director of quality management at York,
PA-based Wellspan Health. “I really believe it
would help if the Joint Commission would
develop crosswalks between their standards and
the CMS standards, as they are planning to do in
home care.”

Here is what organizations are doing to ensure
compliance with the new CMS requirements:

• Share comparison summaries.
Organizations should work with their vendors

and others to share comparison summaries,
advises Oglesby. “We work with our vendor that
risk adjusts and uploads our data to the Joint
Commission and CMS,” she reports. 

• Do chart audits and mock surveys.
At Louisiana State University, compliance with

the new CMS requirements will be confirmed
through ongoing chart audits and during mock
surveys. Using a crosswalk that compares both
CMS and Joint Commission requirements to

determine which has the stricter requirement is a
good way to get started, says Pelling. “However,
organizations who want to be confident that they
are in compliance with CMS requirements should
conduct a CMS-specific compliance assessment,”
she says. “We have done many onsite consulta-
tions with that primary objective.”

Another good option is to purchase a COP
compliance manual and conduct a self-assess-
ment, using one of the tools available to hospi-
tals. “I would encourage hospitals interested in
performing their own assessment to not only
review a crosswalk, but also select one of the
tools that offers comprehensive worksheets that
cover every requirement in every chapter,” says
Pelling. 

• Network with departments within your
organization.

As a large health care system, many different
departments at Wellspan Health receive infor-
mation on new regulations, including legal,
compliance, quality, patient safety, and risk
management. “These departments are informed
on new regulations via e-mail, conference calls,
and association meetings,” says Abnett. “We
network within our facility to share information
on the regulations and ways to structure for
compliance.” 

For instance, the organization’s legal depart-
ment first received the information on the patient
grievances standard addressed by CMS recently,
then spread the news to other departments. “We
all listened to the conference call and then devel-
oped our strategies to be compliant,” says Abnett.

[For more information, contact:
Sandra L. Abnett, BS, CPHQ, RHIT, Director of

Quality Management, Wellspan Health, Corporate
Office Center, 45 Monument Road, York, PA l7403.
Telephone: (717) 851-5869. E-mail:
sabnett@wellspan.org.

Nancy McLean, RN, BSN, Courtemanche &
Associates, PO Box 17127, Charlotte, NC 28227.
Telephone: (704) 573-4535. Fax: (704) 573-4538. E-
mail: nancy@courtemanche-assocs.com.

Leisa Oglesby, Assistant Hospital Administrator of
Quality, Louisiana State University Health Sciences
Center, 1541 Kings Highway, Shreveport, LA 71130.
Telephone: (318) 675-5030. Fax: (318) 675-4646. E-
mail: logles@lsuhsc.edu.

Michelle H. Pelling MBA, RN, President, The
ProPell Group, PO Box 910, Newberg, OR 97132.
Telephone: (503) 538-5030. Fax: (503) 538-0115. E-
mail: michelle@propellgroup.com. 
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Pat Wardell, Vice President, Quality Management

and Patient Safety Officer, St. Jude Medical Center,
101 E. Valencia Mesa Dr., Fullerton, CA 92835.
Telephone: (714) 992-3000, ext. 3763. E-mail:
pat.wardell@stjoe.org.]  ■

Hospitals becoming more
open about near-misses
Hospitals share more despite potential problems 

Most quality professionals are well-versed on
the importance of learning from “near

misses” and medical mistakes made at their orga-
nizations. But a growing number are now learn-
ing from errors made at other hospitals as well.
“There is more openness than there used to be,
although it’s certainly not universal,” says Eric J.
Thomas, MD, MPH, principal investigator of the
University of Texas Center of Excellence for
Patient Safety Research and Practice in Houston.

The University of Texas Close Call Reporting
System (UTCCRS) is a voluntary, anonymous tool
currently being implemented at 10 participating
hospitals. The program gathers information
about close calls — situations that could have
resulted in an accident, injury, or illness, but did
not due to chance or a timely intervention.
Information from the close call reports will be
used to develop targeted interventions for the
participating hospitals and identify best practices
in quality improvement. 

“We aggregate the data and work with our
hospitals to make sense of the information we are
getting,” says Debora Simmons, RN, MSN,
CCRN, CCNS, associate director for the Institute
for Healthcare Excellence at the University of
Texas M. D. Anderson Cancer Center in Houston.
Most hospitals do root cause analyses, but they
lack an understanding of the cognitive and
human factors that go into these errors, says
Simmons. “So it is very difficult for them to make
meaning out of some of these reports, because
they are looking at it from a less in-depth type of
understanding. Humans are not going to perform
perfectly all the time — it’s not going to happen.
We need to start designing the workplace to pre-
vent errors with design changes.”

One hospital reported a close call that involved
a health care provider finding a concentrated

electrolyte in a heparin bin. “The vial looked
exactly like the heparin that should have been in
the bin. The practitioner opened the drawer and
got the medication, but it was misfiled in the
machine,” says Simmons.

The hospital was alerted immediately and dis-
covered that the same medication was misfiled in
several other areas. “Eventually someone would
have picked up the wrong drug and made that
error,” says Simmons. Close call reporting allows
the hospitals to anticipate and mitigate these
errors, she says.

After the hospital reported that concentrated
electrolytes were misfiled in more than one medi-
cation dispenser, an e-mail alert was sent to all
participating hospitals. Two other facilities found
the identical error in their machines. This data
was forwarded to the FDA, which released an
alert on a national level, warning health care
facilities of the potential mix up and misfiling.

When it comes to automated medication dis-
pensers, the group’s data show that the human
response is to either implicitly trust the computer
and think it’s infallible, or distrust it completely,
says Simmons. “In health care, that information
will be very important as we go toward comput-
erized order entry as well as dispensing,” she
says. “We tend to think of computers as a remedy
for safety. In reality, they are adding more com-
plexity to tasks, and we do not understand how
this will affect safety.”

The data also have picked up basic process
problems, such as frequently missing medication
doses, which is a hazard to patient care. “Soon,
we can start aggregating the analysis of these
events, put them in clusters, and perform a more
in-depth analysis,” says Simmons. The idea
behind the analysis is to determine what, if any,
commonalities exist in timing, location, or type of
drug. When common issues are found, this usu-
ally points to something within the current sys-
tem that might be responsive to a systemic
preventive intervention, says Simmons. “We also
use a simple classification system and severity
scale to rate issues,” she says. “In the future,
when we can share data, we will be able to com-
pare nationally with other groups. This provides
early chances to intervene.” 

The goal is to give hospitals an “early warn-
ing” and sometimes identify a potential fix to
stop future errors from occurring, and share these
alerts with other participating hospitals. “We do a
lot of informal sharing and conference calling,”
says Simmons. “We are in constant contact with
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our liaisons at each hospital regarding their close
calls, along with the many issues that can arise at
different hospitals.”

However, not all the participating hospitals
have been successful in getting staff to report
close calls. Of the ones that do, successful strate-
gies include having a champion for the program,
having executives remind staff to report close
calls during rounds, and holding a competition to
see which unit reports the most close calls. “That
has been wildly successful,” says Simmons.
“People have really enjoyed competing with each
other in reporting safety events.”

Indiana group teams up

“We are beginning to learn and appreciate that
patient safety is a system-related issue. It’s some-
what of a struggle, but we are making good
progress from the past, when you would point a
finger at an individual, to acknowledging that we
created the environment that allowed that situa-
tion to occur,” says Jon Rahman, MD, chief medi-
cal officer at St. Vincent Health, part of the
Ascension Health System, which has 16 facilities
throughout central Indiana.

As a result, organizations are being more open
about their adverse outcomes in an effort to iden-
tify safer practices. “We are much more willing to
share our unplanned outcomes so that others can
learn from them,” Rahman says.

The city of Indianapolis has a patient safety
coalition that meets regularly, and participating
hospitals share information about adverse events.
“This is a highly competitive market, but we have
all agreed that this is a community expectation,”
says Rahman. “Everybody in the city is involved
in this, and we all take it very seriously.”

The city’s hospitals also developed a uniform
agreement for what abbreviations will not be
used, and survey results on patient safety are
shared. Currently, the hospitals are working to
standardize how surgical marking is done for
right side surgery, since personnel may work in
more than one facility. “Those are the kinds of
things that we’ve been able to come together on,”
says Rahman. “We all have the patient’s best
interest at heart.”

[For more information, contact:
Jon Rahman, MD, System VP & Chief Medical

Officer, St. Vincent Health, 8425 Harcourt Rd.,
Indianapolis, IN 46260. Telephone: (317) 338-7057.
Fax: (317) 338-4715. E-mail:

jdrahman@stvincent.org.
Debora Simmons, RN, MSN, CCRN, CCNS,

Associate Director, Institute for Healthcare Excellence,
The University of Texas M D Anderson Cancer
Center, 1515 Holcombe Blvd, Houston, TX 77030.
Telephone: (713) 792-9524. E-mail: dsimmon@mdan-
derson.org.] ■

Joint Commission’s new
NPSGs for 2008 proposed
Worker fatigue, patient ID among issues addressed

The Joint Commission has announced its pro-
posed 2008 National Patient Safety Goals.

Here are the proposed goals with items to con-
sider for each:

• Improve recognition and response to
changes in a patient’s condition, and enable
health care staff to directly request additional
assistance from specially trained individuals
when the patient’s condition appears to be
worsening.

“Here, you’re really looking at in-house rapid
response teams. This practice has taken hold in
many hospitals in the U.S., as a result of the
Institute for Healthcare Improvement’s call to
action,” says Kathleen Catalano, RN, JD, director
of health care transformation support for Plano,
TX-based Perotsystems. “This would be an excel-
lent goal and one that most quality managers
would embrace. The data would probably not be
too hard to collect, and the practice has been
proven to save lives.”

• Reduce the risk of post-operative complica-
tions for patients with obstructive sleep apnea
(OSA).

The organization would be required to screen
for OSA prior to surgical procedures involving
the use of centrally-acting anesthetic and/or
analgesic agents. Patients would be screened for
risk of OSA, identified risk factors included in the
anesthesia plan of care, and a protocol developed
for both known OSA patients and those at risk.

“This would be good practice, and there is
backing from the American Society of
Anesthesiologists task force. This is trackable.
Setting up the criteria would be the hardest part,”
says Catalano. 

• Prevent patient harm associated with health
care worker fatigue.
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The organization would be required to identify
conditions and practices that may contribute to
health care worker fatigue, acknowledge that
fatigue poses a risk to patient safety, and take
action to minimize risk. Suggested strategies
include scheduling work hours and on-call
period to minimize fatigue, limiting working
hours, identifying tasks that may no longer be
performed by individuals after extended duty
hours, or that are assessed to be at a perfor-
mance-degrading level of fatigue, and implemen-
tation of an annual “Fatigue Training.”

“If this becomes a NPSG, rest assured that
many companies will be helping organizations
with the annual Fatigue Training and will tell
hospitals how to restructure their staff hours,”
says Catalano. “Quality managers will need to be
involved from the beginning when the facility
has its designated task force meet to decide how
to attack the different elements of this goal.
Tracking will be difficult, and almost all hospital
departments will be involved to some degree.”

• Take steps to prevent catheter and tubing
misconnections through risk assessment, line
reconciliation procedures, and education.

“I believe every institution is already working
on how to prevent errors that result from catheter
and tubing misconnections,” says Catalano. “The
quality manager already receives word of these
incidents. Education of staff should be fairly easy
to track as well.”

The Joint Commission’s implementation expec-
tations are well stated and lay out exactly what
must be done to prevent errors of this type, adds
Catalano. “Now the tracking of these incidents
can include certain questions regarding recheck-
ing tubing and catheter connections, the tracing
of all patient tubes and catheters to their sources
for correct route, and the labeling of all tubes and
catheters at the point of connection,” she says.

• Improving the accuracy of patient identifi-
cation by planning for the use of technology to
assist with patient identification.

“This requirement would be helpful for organi-
zations that have not yet employed technology to
assist in patient identification,” says Catalano.
“For those organizations that have already
invested in this technology, it will be easy to doc-
ument what they have done to achieve success.”

To reduce the likelihood of patient harm asso-
ciated with the use of anticoagulation therapy
involving heparin, low molecular weight hep-
arin, warfarin, fondaparinux and direct thrombin
inhibitors, the organization develops and imple-

ments safety practices to minimize risk in the
medication selection and procurement process.

“The organization is to look at safety practices
while involved in the selection and procurement
process — not later, after the drug has been
selected and procured,” says Catalano. “The onus
here would fall on the pharmacy — and quality
managers would need to be sure the steps needed
were taken.” [Editor’s Note: The deadline for public
comment on these goals was Jan. 26, 2007. The final
goals will be released later this year.]

[For more information, contact Kathleen Catalano,
RN, JD, Perotsystems, Director Healthcare
Transformation Support, 2300 W. Plano Parkway,
Plano, TX 75075. E-mail: kathleen.catalano@ps.net.] ■

Expect more changes for
medical staff standards 
Significant revisions made after pilot review

After a February 2006 field review identified
major concerns, the Joint Commission has

revised its medical staff standards, with signifi-
cant changes made from the previous proposed
standards. Hospitals argued that the proposed
standards would disrupt their operations by
requiring them to open and review their medical
staff bylaws and undertake other resource-con-
suming activities in order to comply, and would
interfere with an organization’s right to design
the structure of its medical staff executive com-
mittee (MEC).

Significant changes were made based on these
responses from the field, with the new standards
expected to go to the board for approval in spring
2007.

“To me, the changes reemphasize the value the
Joint Commission places on the role of the medi-
cal staff,” says Alice Gosfield, a Philadelphia,
PA-based health care attorney who works with
organizations on issues including medical staff
credentialing. “The bylaws are reaffirmed as the
constitution of the medical staff in fulfilling its
delegated authority from the hospital board.”

Under the revised standards, the MEC has
the ability to adopt rules and regulations for the
medical staff. “To assure that the MEC does not
act as a roadblock to what the medical staff as a
whole may want, the medical staff itself can
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propose bylaws to the governing body without
going through the MEC, which otherwise
speaks to the governing body for the medical
staff,” says Gosfield.

There is a general emphasis on greater clarity
regarding important issues such as who votes on
bylaws changes, the composition of the MEC as
the primary intersection between the medical
staff and the board, and the selection and termi-
nation of medical staff officers.

“All of these issues have been contentious
between the medical staff and the board, and occa-
sionally between the MEC and the medical staff as
a whole, throughout the country,” notes Gosfield. 

The revised standards also address the differ-
ences in determining competence of physicians
currently on staff and those who are not yet on
staff, as well as terminating and suspending
them. The standards permit the medical staff to
treat those on staff differently from those apply-
ing to become members, says Gosfield. 

“Overall, I think the changes speak to the
ongoing importance of the medical staff to the
hospital’s quality mission,” says Gosfield. “The
issues addressed reemphasize the need for the
medical staff and the hospital to be jointly
engaged and passionate about the quality mis-
sion. But to do that, they need to have clear vehi-
cles and processes to work together.”

[For more information, contact: Alice G Gosfield,
2309 Delancey Place, Philadelphia PA 19103.
Telephone: (215) 735-2384. Fax: (215) 735-4778. E-
mail: AGGosfield www.gosfield.com.] ■

Core measures for psych
inpatients being tested

New core performance measures have been
identified for pilot testing by the Joint

Commission, for care of inpatient hospital-based
psychiatric patients. The five measures being
tested address assessment of potential risks, pre-
vious trauma, co-existence of substance abuse,
restraint use, seclusion use, patients discharge on
multiple antipsychotic medications, and provi-
sion of discharge assessment and aftercare recom-
mendations to responsible community health
providers upon discharge. The final measure set
will be submitted to the National Quality Forum
for consideration and endorsement. It is expected

that the finalized set of measures will become
available in the fall of 2008. 

“The impetus behind the initiative was demand
from the field,” says Celeste Milton, the Joint
Commission's associate project director of hospi-
tal-based inpatient psychiatric services. 

Organizations were asking for a system to com-
pare their performance data on a national level
with others in the field, she explains. “The feed-
back we receive from the field will help us to final-
ize the performance measure set,” says Milton.  ■

How to evaluate transfer
of training to workplace
Observe what’s actually happening

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

Quality and patient safety improvements often
require changes in staff behavior on the job.

A new procedure is put in place or an existing
procedure is revised. It is relatively simple to
evaluate whether staff have received training on
the new way of doing things by measuring atten-
dance at staff inservices. It is much harder to
determine whether the training actually resulted
in desired changes in practice. Evaluating transfer
of training to the workplace is much harder to
measure and often requires direct observation of
what’s actually going on.

The main advantage of direct observation is
that work behavior can be studied in its natural
setting, thereby providing a richer understanding
of actual practices. Staff observations also can
reveal conditions or problems that inhibit compli-
ance with expected performance. On the negative
side, direct observation is susceptible to observer
bias. The very act of observation also can affect
the behavior being studied. Even though observa-
tion has its drawbacks, it can be useful when:

• Performance monitoring data indicate results
are not being accomplished as planned, and
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when implementation problems are suspected,
but not understood. 

• It is unclear why the process is poorly imple-
mented or required documentation is absent.

• Details of an activity need to be assessed,
such as whether tasks are being implementing
according to expectations.

Tasks that are candidates for an observation
review must be visible and of limited duration. In
addition, the task must be predictable to allow for
assessment of satisfactory completion. For
instance, an observation study of caregiver
response to clinical alarms could only be con-
ducted if the responses are easily recognizable
and the correct response for each type of alarm
has been clearly defined. If these conditions are
met, the observer can then view alarm responses
and judge how often staff respond appropriately.

To ensure that data gathered during direct
observations are valid, a systematic, structured
process should be used. The quality of informa-
tion derived from observational studies can be
improved by following these steps.

Step 1. Determine the focus. Because direct
observation reviews can be resource intensive, it
is important to be selective. Look for only a few
activities, events, or phenomena that are central
to the evaluation. For example, suppose you
want to study whether nurses are following
proper procedures when infusing IV medications.
Obviously you can assess a variety of activities —
patient assessment, preparation of medication for
infusion, pump programming, and monitoring.
Narrow the focus of the study to one or two
activities likely to generate the most useful infor-
mation and insights. 

Next, break down each activity, event, or phe-
nomena into subcomponents. For example, if you
decide to look at pump programming, prepare a
list of tasks to observe such as entering drug dose
and rate, manually calculating or selecting appro-
priate dose/rate from automated drug library,
and verifying dose/rate data prior to pushing
“run.” You may also want observers to gather
information that may be impacting staff adher-
ence to best practices, such as interruptions, dis-
tractions, and environment factors (e.g., light,
sound, room layout). 

Step 2. Develop direct observation forms. The
data collection form should list the items to be
observed and provide spaces to record observa-
tions. These forms are similar to survey question-
naires, but observers record their own findings,
not respondents’ answers. Observation record
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CE questions
5. Which of the following is required by CMS for authenti-

cation of verbal and telephone orders?
A. Authentication of telephone orders is no longer

required.
B. There are no time frames specified.
C. Authentication must occur within an hour after the

order is given.
D. Orders must be authenticated within 48 hours.

6. Which of the following is a requirement of the Centers
for Medicare & Medicaid Services’ hospital conditions
of participation (COPs)?
A. The post anesthesia evaluation for inpatients can

be completed and documented by any individual
qualified to administer anesthesia.

B. There are now fewer permissible professional cate-
gories of individuals who may perform the history &
physical. 

C. Verbal orders no longer need to be dated, timed,
and authenticated.

D. There is no time frame requirement for authentica-
tion of verbal orders.

7. Which of the below strategies has improved participa-
tion for staff reporting close call errors?
A. Having a champion for the program.
B. Having executives remind staff to report close calls

during rounds.
C. Holding a competition to see which unit can report

the most close calls.
D. All of the above.

8. Which is a requirement of the Joint Commission's
revised medical staff standards?
A.  Organizations no longer have the right to design
the structure of the medical staff executive committee
(MEC).
B. The MEC has the ability to adopt rules and regula-

tions for the medical staff.
C. The medical staff cannot propose bylaws to the

governing body without going through the MEC.
D. There is no distinction made between determining

competence of those on staff and those who are
not yet on staff. 

CE instructions 

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

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

Answer Key: 5. D; 6. A; 7. D; 8. B



forms help standardize the review process and
ensure that all important items are covered. They
also facilitate better aggregation of data gathered
from various sites or by various observers. 

Identify in advance the possible response cate-
gories for each study item, so that the observer
can answer with a simple yes or no, or by check-
ing the appropriate answer. To improve the qual-
ity of data, create closed response categories
whenever possible to help minimize observer
variation. It is also important to provide adequate
space for recording additional observations.

Step 3. Select the study sites. Once the forms
are ready, the next step is to decide where the
observations will be carried out. A single site
observation may be satisfactory if it is unique; for
example, if only one unit or department is known
to have deficiencies and the purpose of the evalu-
ation is to discover why. However, study data
obtained through single-site observations should
not be extrapolated to other areas if the site is not
representative of those other areas. As a rule, sev-
eral sites are necessary to obtain a reasonable
understanding of performance levels for tasks
performed in more than one location.

Step 4. Choose the timing. Timing is impor-
tant, especially when tasks or situations are to be
observed as they occur. Wrong timing can distort
the study findings. For example, during shift
change or at times of lower staffing levels, care-
givers may feel rushed and inadvertently skip a
critical process step. If staff are observed primar-
ily during these times, an inaccurate picture of
performance may result. Conversely, don’t avoid
these periods for data collection purposes or the
study findings may not provide an accurate
determination of average performance. Try to
strive for a representative observational sample
from all times of the day and days of the week
during which the task is performed.

Step 5. Pick observers. The best choice for
observers are people who normally would be
seen working in or near the study sites. Some

hospitals have appointed quality or patient safety
champions in every unit/department. These
frontline staff occasionally are asked to periodi-
cally conduct observation reviews in their area.
Supervisors or managers may be charged with
gathering observational performance data.
Support staff that are commonly seen in various
units or departments also are potential observers.
These staff include case managers, infection con-
trol practitioners, coding specialists, and patient
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■ What to do after
you’ve identified
opportunities for
improvement

■ How organizations
are giving feedback to
staff who report safety
concerns

■ Strategies to avoid
pitfalls with pay for
performance

■ What to do with
your “safety culture”
assessment results

■ Using checklists as
a performance
improvement tool

COMING IN FUTURE MONTHS

BINDERS AVAILABLE

HOSPITAL PEER REVIEW has sturdy plastic binders
available if you would like to store back issues of the
newsletters. To request a binder, please 
e-mail binders@ahcmedia.com.
Please be sure to include the name of the
newsletter, the subscriber number and
your full address. 

If you need copies of past issues or prefer on-line,
searchable access to past issues, you may get that
at www.ahcmedia.com/online.html.

If you have questions or a problem, please call a cus-
tomer service representative at (800) 688-2421.

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. ■



educators. Although these support staff may not
have expertise in the tasks they are being asked to
evaluate, they can function as observers if the
data-gathering form is straight-forward with
mostly closed-ended questions. Specially trained
observers from the quality department may be
used; however, the presence of “outside”
observers can generate some anxiety among staff
being observed and also affect performance.

Regardless of who gathers the data for obser-
vation studies, it is important that those people
being observed understand that the primary pur-
pose of the study is to find out what kinds of
problems may be preventing staff from adhering
to best practices. The data should not be used to
report on individual performance.

One of the advantages of direct observation is
that staff can be evaluated in the environment
where the tasks are actually done. People are just
doing what they normally do and once in a while
someone is observing their performance.
However, you must always be aware of the possi-
bility of the so-called “Hawthorne Effect”; the fact
that people usually perform better under obser-
vation because of the attention paid to them.  ■

A FREE white paper for you

AHC Media appreciates the faith you have
placed in us to provide you with practical,

authoritative information.
As a token of our gratitude for your support,

we would like to provide you with the free white
paper, “The Joint Commission: What Hospitals

Can Expect in 2007.”
From new National Patient Safety Goals to new

standards to a new data management tool
designed to help hospitals identify areas for
improvement, 2007 is shaping up as a year of
innovation and change for The Joint Commission
on Accreditation of Healthcare Organizations and
the facilities it accredits. This special paper is
written specifically to explain the new standards
so that you can plan appropriately.

To get your free copy of The Joint Commission:
What Hospitals Can Expect in 2007, type in
http://www.ahcmediawhitepaper.com into
your browser, and follow the instructions. ■

On-line bonus book for
HPR subscribers

Readers of Hospital Peer Review who recently
have subscribed or renewed their previous

subscriptions have a free gift waiting — The
2007 Healthcare Salary Survey & Career Guide.

The report examines salary trends and other
compensation in the hospital, outpatient, and
home health industries.

For access to your free 2007 on-line bonus
report, visit www.ahcmedia.com.  ■
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