
Hospitals choose to share survey results,
the good and the bad, with the public
Could this be the start of a new trend?

It’s not uncommon for hospitals to receive requirements for improve-
ments (RFIs) after a Joint Commission survey. What is surprising is that
in May, Boston-based Massachusetts General Hospital chose to share

this information publicly — not just its accreditation status, but its com-
plete survey results.

The hospital’s web site now lists the RFIs found by surveyors in a Q&A
format aimed at a lay audience, with the questions “What did The Joint
Commission find?” “Why is it important?” “What are we doing about it
now?” and “Where are we now?” answered for every RFI received. 

“We answer those four questions for each of their findings, and we will
be updating the ‘Where are we now?’ section on a regular basis,” says
Gregg Meyer, MD, Massachusetts General Hospital’s senior vice presi-
dent for quality and safety. “And for those who want to see the real
report, it’s right there.” (To see a summary of the hospital’s RFIs, go to
www.massgeneral.org. Click on “Massachusetts General Hospital Joint
Commission findings.” To view a PDF of the complete survey report, click
on “View the redacted version of The Joint Commission’s findings about
the MGH.”)

Why did the hospital do this? “We thought it was the right thing to do,”
says Meyer. “This took a fair amount of integrity and did incur some risk.
But luckily we are blessed with strong enough leadership here that they
said, ‘That’s all true, but this is too important and we have to do it any-
way.’”

However, local news coverage focused largely on the problems found
by the surveyors as opposed to the openness of the hospital, including
reporting on preliminary results that were later overturned. “When The
Joint Commission came here, we knew that there were some things that
they didn’t get right. They have a process that allows you to address that,
and we worked through that process,” says Meyer. “That is why they do
preliminary reports.”

However, the surveyors also found some things that did need work,
such as medication reconciliation. “The only way to do that isn’t with little
quiet committees hiding somewhere — what you need to do is get every-
body on board and be very open with folks internally,” says Meyer. A mes-
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sage was sent to the hospital’s 19,000 employees
about the surveyors’ findings.

Transparency and the media

Not surprisingly, that document got out to the
local media, which took a negative spin on the
story. “But at the end of the day, we did what was
important. I would do everything the same way
again, even though we took our lumps,” says
Meyer. “The outcome speaks for itself — we
made improvements that were needed.”

Although Meyer believes the hospital was
unfairly portrayed by the media, some amount
of misunderstanding and negative reaction
may be inevitable when a hospital is “transpar-
ent.” 

“That’s just the way it is. That is the price we
all pay for this,” Meyer says. “I think it will
take time for reporters to be able to sort this
through. There will be a painful transition
period, until such time as reporters get com-
fortable and cover this in a way that really
makes sense.”

The decision was a big reflection on the hospi-
tal’s leadership, Meyer asserts. “This was not the
quiet and easy way out of this,” he says. “For us,
it made sense that this was a way we could move
our quality and safety agenda forward.” After
Massachusetts General made its results public,
four other Boston hospitals followed suit:
Brigham & Women’s, Children’s Hospital, Dana-
Farber Cancer Center, and Boston Medical
Center. 

According to Andy Whittemore, MD, the hos-
pital’s chief medical officer, Brigham & Women’s
chose to share its survey results because of a
belief that transparency is vital in today’s health
care environment. (To see a summary of the hos-
pital’s survey findings, go to: www.brighamand-
womens.org/ofcurrentinterest/jointcommission.
aspx.)

Public demand is growing

Quality professionals interviewed by Hospital
Peer Review applauded the openness of the hospi-
tals. “Three cheers for the Boston hospitals that
released their Joint Commission survey results to
the public,” says Nancy McLean, RN, BSN,
MHSA, senior consultant at Courtemanche &
Associates, a Charlotte, NC-based firm specializ-
ing in regulatory compliance. 

“It was a gutsy thing to do. Being the first to do
it is risky but they should be rewarded for their
honesty,” says Patti Muller-Smith, RN, EdD,
CPHQ, a Shawnee, OK-based consultant specializ-
ing in regulatory compliance. “Subjecting them-
selves to scrutiny by the consumer should increase
overall trust. Those that do not inform the public
may create the opinion that they have something
to hide.”

The bottom line is that quality information ulti-
mately will become part of the public domain in
one form or another. “It is going to happen. It is
good to have leaders that are willing to go first to
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set a model for honesty with the public,” says
Muller-Smith.

Currently, The Joint Commission’s web site
lists the last survey date and accreditation status
of hospitals, and the Centers for Medicare &
Medicaid Services (CMS) Hospital Compare site
lists not only the accreditation status of hospitals,
but also how that hospital scored compared to
other hospitals in key treatment areas. 

More sophisticated consumers 

In the near future, however, patients will no
longer be satisfied with knowing only whether
a particular hospital is accredited, predicts
Muller-Smith. “We are looking at a more
sophisticated consumer population who is
going to demand more information,” she says.
“Unfortunately, the media sometime sensation-
alizes the data, rather than seeing it as a way to
provide continuous monitoring that will pro-
tect the public.”

If the public is privy to problems found by
surveyors, they can be more active participants
in the care they receive. “Consumer awareness
of specific problems in any hospital allows them
to advocate for personal attention to the key
area, should they become hospitalized,” says
McLean. 

Most health care facilities have similar prob-
lems to those found by the surveyors at the
Boston hospitals, notes Kathy Haig, director of
quality/risk management/patient safety officer
at OSF St. Joseph Medical Center in Bloomington,
IL. 

“It is courageous of those who are willing to
admit to their issues and to be honest in both
recognition of the problem and what is being
done to address it,” she says. “Anyone involved
in health care knows there is not a ‘perfect’ hos-
pital — we all share similar problems due to the
complexity of the system.”

Boston hospitals paving the way

Although the Boston hospitals apparently
tread new ground in making their entire survey
results public, other hospitals may soon follow
suit. “I do believe this will be a growing trend,
partly due to several states mandating public
reporting of events, following guidelines similar
to that of The Joint Commission, with their sen-
tinel event reporting,” says Haig, referring to
mandatory event reporting laws in Illinois and

Minnesota. 
While most hospitals stop short of sharing

their entire survey results, many are taking other
bold steps to “go public.” 

“Our facility has provided our local newspaper
with our organizational dashboard that includes
both quality and safety measures,” says Haig. “It
was never printed so I believe it may have been a
little overwhelming.” The system also is working
on a public reporting Internet tool. Topics being
considered include data reflecting quality, safety
and service indicators.

Education is needed

When it comes to the average patient’s com-
prehension of core measures, quality data, and
Joint Commission requirements, there is a steep
learning curve. “Explanations and education will
be necessary so that the general public can under-
stand the nature and impact of the problem,”
says Haig. For example, the vast majority of peo-
ple outside the health care field don’t realize that
medication reconciliation is a problem that most
hospitals are struggling with, and may assume
that anything less than 100% compliance means a
hospital is unsafe. 

“The public will not understand that these
things occur in most facilities across the country.
The challenge is in trying to share information
and educate the public without sounding like we
are making excuses,” says Haig.

As little as six or seven years ago, no one had
heard of medication reconciliation or unapproved
abbreviations. “As knowledge in health care-
related safety improves, we now better realize the
potential for harm,” says Haig. “I am not saying
these variances are acceptable — most definitely
not. But these are everyday struggles that we all
face to make health care safer.” 

Although making survey results public isn’t
yet the norm by any means, it certainly has the
makings of a growing trend. “I am not really sur-
prised and predict that this is what is to come,”
says Haig. “CMS and The Joint Commission have
a close relationship in many areas, so I can fore-
see that working together on this as well. It
would also seem that open reporting would be a
motivation for ongoing compliance in order to
sustain the reputation of the facility.” Haig says
she personally would feel more comfortable with
a hospital admitting to its problems than with
one that tries to hide the concerns. 

“Many more organizations are going public

July 2007 / HOSPITAL PEER REVIEW ® 91



with their quality results, good and not so
good,” says Alice Gosfield, a Philadelphia-
based attorney and consultant specializing in
quality improvement. A related trend is the full
disclosure of errors to patients who are
harmed.

While there are those who are fearful these
developments will incur more malpractice law-
suits, Gosfield counters that making information
available doesn’t exacerbate the reality of what
happened. “Some would say there is no reason to
make it easier for plaintiffs’ counsel. But operat-
ing a hospital out of fear of plaintiff’s lawyers is
no way to operate.”

Hospital attorneys and risk managers may be
cringing, but there is a bigger issue at stake, says
Gosfield. “I’m sure that the lawyers were very
anxious. So what? If the hospital gets sued, that’s
what they have insurance for. Lawyers shouldn’t
drive what hospitals do,” she says. The point is to
create a culture where there is a real desire to
always do better, says Gosfield. “[Sharing survey
results] contributes to that, and frankly con-
tributes to the public’s understanding regarding
realistic expectations about what hospitals can
actually do.” 

Being open about safety problems and what’s
going to be done about them is something hos-
pitals owe the public, Meyer stated. “And I
think it’s fair for people to go back and say, ‘Did
you actually do it?’” he says. “I think the public
is more ready for this than we give them credit.”

[For more information on transparency in health-
care, contact:

Alice G. Gosfield, Alice G. Gosfield and Associates,
2309 Delancey Place, Philadelphia, PA 19103. Phone:
(215) 735-2384. Fax: (215) 735-4778. E-mail: agos-
field@gosfield.com. Web: www.gosfield.com.

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

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

Gregg Meyer, MD, Senior Vice President, Quality
and Safety, Massachusetts General Hospital, 55 Fruit
Street, Boston, MA 02114. Phone: (617) 724-8098. 
E-mail: gmeyer@partners.org. 

Patti Muller-Smith, RN, EdD, CPHQ,

Administrative Consulting Services, Box 3368,
Shawnee, OK 74802. Phone: (405) 878-0118. 
E-mail: mullsmi@aol.com.]  ■

Hospital learns the pros
and cons of openness
Mistake makes front-page news

After a baby was nursed by the wrong mother
at Immanuel St. Joseph’s — Mayo Health

System in Mankato, MN, the family members
involved were understandably very upset — and
very vocal. They alerted the news media, which
reported on the incident, and staff were educated
about processes to ensure this would not occur
again.

Six weeks later, the same exact thing hap-
pened. Another baby was nursed by the wrong
mother. 

Since this time, the family members involved
already knew of the first mistake; they were dou-
bly outraged that the hospital had not effectively
fixed the problem. This time, the incident made
front-page news in the region.

“We had a number of choices when presented
with this situation. We could have run and hid-
den behind corporate barriers; we could have
issued a statement saying how we take this very
seriously and then drop the ball — or we could
be transparent,” says Kevin Burns, the hospital’s
chief communications officer.

The hospital’s president and CEO publicly
apologized for what happened and agreed the
incidents were inexcusable. Clearly, he told
reporters, the hospital had systems and processes
that were broken. 

A few days after the flurry of news coverage,
he received a phone call from a Canadian man
who explained that he had read about the inci-
dent and that technology was available that could
solve the hospital’s problem. The hospital fol-
lowed up and adopted technology that elimi-
nated this error from happening again. The
system uses arm bands for parents and ankle
bands for newborns to ensure the right baby is
paired with the right parent.

“Because we were so public, someone in
another country offered assistance, which helped
us solve this particular quality issue,” says Burns.
The morale of the story: By being open, you risk
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negative reactions, bad publicity, and even law-
suits; but it’s also a powerful tool that could lead
you to solutions for problems you otherwise
couldn’t fix.

Posters are hung all over the hospital citing
quality data for all to see, such as handwashing
and infection data by unit, all periodically
updated. “We post any of the quality measures
that we have on our scorecard, which is pretty
robust,” says Gregory Kutcher, MD, president
and CEO. The hospital also posts financial,
employee retention, and patient satisfaction data
by unit, including the emergency department,
diagnostic imaging, and dialysis. Patients on the
third floor medical/surgical area can compare
that unit with the rest of the organization. 

“This has engaged patients, families and visi-
tors in our quality journey,” says Burns. “Posting
data prompts their interest and gives them an
opportunity to get them involved in the pro-
cess.”

It also has spurred some healthy competition
among the hospital’s employees. “If I’m a clini-
cian on the fourth floor and folks on the third
floor are doing a bit better, it prompts some
appropriate competitiveness,” says Burns. 

When patients who have viewed posters about
a unit’s hand hygiene compliance get hospital-
acquired infections such as MRSA, they now tend
to try to remember whether staff washed their
hands every single time. “So there is heightened
awareness, and you could say it causes some
problems, but we don’t think so,” says Kutcher.
“We think it just puts pressure on us to do the
right thing.” 

The hospital’s approach is to post quality
data without regard to whether it’s impressive.
“We have put up quality data that is not so
good — we were not doing well on community-
acquired pneumonia and we put that up,” says
Kutcher. On the other hand, the hospital has
some quality data it was particularly proud to
post — its mortality data, which decreased dra-
matically after participating in the Institute for
Healthcare Improvement’s 100,000 Lives
Campaign. “Over the last several years, mortal-
ity rates dropped from about 27 deaths per
patient admission to 17 deaths per patient
admission,” says Burns. 

“We have taken the tactic that transparency is
the best way to go — to be honest about where
we’re at,” says Kutcher. “We all know health care
needs to be better, and we think we will get better
faster if we include data publically.”  ■

Antibiotic timeframe now
six hours: Joint Commission
Physicians can use ‘diagnostic uncertainty’

Previously, patients diagnosed with commu-
nity-acquired pneumonia were to receive

antibiotic administration within four hours of pre-
sentation. Now, The Joint Commission standards
call for antibiotic administration within six hours. 

The measure was changed because of concerns
about unintended consequences of the perfor-
mance measure. Hospitals were inappropriately
giving antibiotics to patients who did not need
them because they were trying to meet the four-
hour measure, says Dale Bratzler, DO, MPH,
medical director at the Oklahoma Foundation for
Medical, the state’s Quality Improvement
Organization.

In addition to changes in timing, The Joint
Commission will also now allow physicians to
use a new data element, “diagnostic uncertainty,”
if the patients’ diagnosis of pneumonia was not
clear at arrival. Cases reflecting this data element
will not be included in determining adherence to
antibiotic timing standards.

Preliminary review of data from the third quar-
ter of 2006 shows that about 90% of patients with
pneumonia who are reviewed in this core topic
receive antibiotics within six hours of arrival to
the hospital, reports Bratzler. “It is at about 79%
within four hours,” he says. 

However, timing is an important measure of
quality and also serves as a catalyst for change in
the way hospitals process patients, notes Bratzler.
Many hospitals have addressed systems of care to
improve patient flow in the emergency depart-
ment, and reduce delays in diagnostic tests and
treatment. 

The decision was made by the CMS/Joint
Commission Measures Maintenance Workgroup.
“Many hospitals have been asking if CMS is
going to follow suit of Joint Commission on this,
but the changes were made jointly,” says Bratzler. 

In addition, the National Quality Forum’s mea-
sures maintenance committee agreed unani-
mously to endorse antibiotics within six hours of
hospital arrival. New guidelines for community-
acquired pneumonia from the Infectious Diseases
Society of America and the American Thoracic
Society state that antibiotics should generally be
given within six to eight hours after the patient’s
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arrival, when the diagnosis is clear.
CMS and The Joint Commission have the data

collection tools and algorithms in the April 2007
hospital manual for this newly endorsed mea-
sure, and eventually plan to drop data collection
and analysis related to the previous requirement,
adds Bratzler.

Hospitals really don’t have to change anything
about their data collection, says Bratzler. The per-
formance rate for this measure is calculated by
looking at the arrival time of the patient as com-
pared to the documented time that the first
antibiotic dose is administered.

“So we can calculate the performance on the
antibiotic timing measure for essentially any time
interval within 24 hours of arrival,” he says.
“Changing from four to six is simply a matter of
us changing the computer algorithm to use a six-
hour cut off.”

[For more information, contact;
Dale W. Bratzler, DO, MPH, QIOSC, Medical

Director, Oklahoma Foundation for Medical Quality,
14000 Quail Springs Parkway, Suite 400, Oklahoma
City, OK 73134. Phone: (405) 840-2891, ext. 209. Fax:
(405) 840-1343. E-mail: dbratzler@okqio.sdps.org.]  ■

When should case be sent
for external peer review? 
Being impartial huge challenge

Imagine being in the position of publicly cri-
tiquing a competing hospital’s compliance with

Joint Commission requirements. Would you be
able to be completely objective? Even if you were,
would your colleagues really trust your ability to
be impartial?

That is the position many physicians find
themselves in when asked to review cases of their
colleagues or competitors. Trying to do peer
review internally is a difficult thing for a number
of reasons, says Skip Freedman, MD, executive
medical director of AllMed Healthcare
Management in Portland, OR. For one thing, the
doctors on the committee are very busy with
their own practice obligations and lack the time
to do a thorough analysis of the facts of the case. 

Also, physicians are being asked to decide
whether there was a causal relationship between
something that might have been done and what-

ever the outcome was. “That’s not necessarily the
way doctors think,” says Freedman. “First of all,
they are not usually given the opportunity to retro-
spectively look at things and recreate the facts.
They are used to making real-time decisions.”

Many hospitals have a variety of specialists on
their peer review committee — a urologist, an
obstetrician, an orthopedist, and a general sur-
geon, for example. The volume of work might
force members to look at cases involving other
specialties, which is unfair to the doctor being
asked to review the case. “What does an orthope-
dist know about OB/GYN except in the most
general terms?” asks Freedman.

But a more important question is whether a
doctor in a practice group should be able to
review the work of his partners. “The answer to
that is obviously no,” says Freedman. Since there
is usually one emergency medicine group, one
radiology group, and one anesthesia group in
any hospital, this poses an obvious problem.
“They do their best to give you an honest unbi-
ased answer, but it doesn’t take much imagina-
tion to understand they might be conflicted in
doing this,” says Freedman. 

The question is where the hospital is going to
get an unbiased opinion if all the radiologists, for
example, are partners. “I don’t just mean they are
economically connected. They have to sit in the
same room today, tomorrow, and the next day,”
says Freedman. “So it is emotionally very difficult
for them to give honest criticism. It might lead to
hard feelings and difficult working conditions.”

Other specialties, such as interventional cardi-
ologists, may not be partners, but they may be
economic competitors, which poses a different
problem. “If I look at the work of a doctor in my
specialty who is in a different professional group,
he has at least the opportunity to say that I’m just
trying to make him look bad for his own eco-
nomic gain,” says Freedman. 

Even if the charge is untrue, it puts the review-
ing physician in a difficult position and casts
doubt on his or her objectivity. “The fact is that if
he goes away, I do economically benefit. So the
outcome is that I’m more likely to recuse myself,
or to just say what he does is OK and not give it a
thorough intellectual look,” says Freedman.

Resistance to sending out cases

It may be easiest on the hospital and the doc-
tors if these cases are sent for external review, but
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Hospitals often face ‘lose-lose situation’

In the wake of a first-of-its-kind settlement
regarding the discharge of a homeless woman
by a Kaiser Permanente hospital in Southern

California, indications are that the disturbing
issues it aims to address are far from unique. 

Under the settlement agreement, the HMO is
required to establish new discharge rules, pro-
vide more training for employees, and allow a
former U.S. attorney to monitor its progress.
Kaiser also will contribute $500,000 to a charita-
ble foundation that supports the expansion of
recuperative beds in Los Angeles County and a
project to develop an electronic database linking
county shelters and hospitals.

The case involved a 63-year-old patient who
was discharged from Kaiser’s Bellflower Medical
Center in March 2006. A video at a downtown mis-
sion shows the woman apparently being dropped
off by a taxi and then wandering aimlessly, clothed
in only a hospital gown and slippers. After several
minutes, officials from the Union Rescue Mission
escorted her into a nearby building.

As horrifying as it is to view that incident —
and similar ones recorded since the action against
Kaiser was filed in late 2006 — the “dumping” of
homeless patients often is the ultimate result of a
“lose-lose situation” for hospitals that have
exhausted their options, suggests Kate Tenney,
RN, manager of case management at Sutter
General Hospital in Sacramento, CA.

“That could easily have been us,” adds Tenney.
She says Sutter Health started its interim care
program, aimed at meeting the challenges pre-

sented by the homeless population, after commu-
nity service organizations expressed concern that
homeless patients were being discharged back to
the streets before it was medically appropriate. 

What frequently happens in such cases, Tenney
explains, is that discharge plans collide with patient
choice. Referring to a similar case — which also
drew media attention — in which a man with a
colostomy, wearing a soiled hospital gown, was
dropped off at a city park, she says, “I bet the dis-
charge planners tried to get him to go to a skilled
nursing facility, and he probably refused because he
didn’t want to spend his general assistance money.”

Her experience, she adds, is that homeless indi-
viduals often balk at signing over the funds they
receive from the state so they can gain admission to
a skilled nursing facility or other post-acute care.

Giving up that money “eliminates the ability to
go out and buy a fifth of whiskey every other
day,” Tenney notes. “So then you have the patient
saying, ‘I don’t want to do anything you’re sug-
gesting and I want to stay here.’ That’s why hos-
pitals get in this situation.”

It’s also likely, she says, that the homeless per-
son in such a case would tell shelter officials that
he was “thrown out” by the hospital.

After meeting with advocacy groups, case man-
agers from Sutter Health and two other major hos-
pital systems created the interim care program,
which resulted in the establishment of a homeless
shelter specifically designed for people who need
care after discharge. (See article in the October
2005 issue of Discharge Planning Advisor.)

The latest phase of the Sutter program is called
the “T3 Continuum Project,” which focuses on

Homeless pose unique discharge challenge 



designing ongoing primary care and housing
solutions. 

Is it the government’s responsibility?

Dealing with the problems associated with the
homeless is actually the government’s responsi-
bility, says Tenney. That view is shared by several
leading advocates for the homeless, who cau-
tioned that the Kaiser decision is not a panacea
for deeper structural issues of how local, state,
and federal governments deal with Los Angeles’
large homeless population, according to an article
in the Los Angeles Times.

In addition to the provisions already mentioned,
Kaiser agreed, in its settlement, to pay $5,000 in
civil penalties and $50,000 in investigative costs to
the city attorney’s office. The foundation to which
it made the $500,000 contribution also will fund a
free legal clinic in Skid Row to assist eligible home-
less people in getting health benefits.

Under the terms of the protocol, Kaiser must
do the following:

• Take precautions with homeless patients,
logging them into a special record and document-
ing all of their belongings, which must be
returned to them on discharge.

• Require physicians, nurses, and social workers
to assess and document homeless patients’ mental
status and refer them for cognitive and neurological
exams when needed. If a member of the medical
staff questions the person’s ability to understand a
discharge, the discharge will be delayed.

If the hospital fails to comply with the agreement,
the court can levy fines or jail time. The injunctive
provisions of the agreement will last three years, but
Kaiser will be allowed after a year to request that
they be dropped if it can show compliance with the
conditions and protocol of the order.

Sutter General has had numerous patients show
up at its emergency department (ED) who “come
to find out were in somebody else’s hospital two
days ago,” Tenney says. “Two were from the state
of Washington. They arrived at the bus station and

were so debilitated that the people there brought
them to our ED. The hospital in Washington had
bought them a one-way ticket to Sacramento.”

Staff at the original facility “probably said,
‘They have lots of homeless places down there,’”
she adds.

In both cases, Sutter took action through the
Washington State Ombudsman Program, “which
was very helpful in getting the two patients back
to facilities in that state,” Tenney says. “It turned
out there were skilled nursing facilities that were
sending patients down here.”

Facilities get a reputation as places where the
homeless may be sent, she notes, suggesting that
the Kaiser hospital may have “believed that send-
ing them to Skid Row was a good solution.” That
won’t change, Tenney adds, if the receiving facil-
ity doesn’t do anything about it.

“Having every small community in the nation
have shelter beds is expensive,” she notes, “so
suddenly you have a homeless person show up
in the hospital” and the question of what to do
with him or her. That’s especially true, Tenney
says, “if they need ongoing care — and they
always need ongoing care.”

(Editor’s note: Kate Tenney can be reached at
TenneyK@sutterhealth.org.) ■

Sutter program addresses
homeless housing, care
Reducing ED use is goal 

Atwo-pronged initiative under way at Sutter
Medical Center in Sacramento, CA, aims to

provide interim housing for homeless patients
who need home support services or assistance
with medications as well as reduce the use of the
hospital emergency departments (EDs) for pri-
mary care among homeless patients.

The T3 Continuum Project is the latest phase of an
ongoing interim care program (ICP) designed to
address the medical challenges presented by the
homeless population, says Kate Tenney, RN, man-
ager of case management at Sutter General Hospital.

The ICP was started in 2005 as a way to avoid
situations such as the one in which a homeless
patient discharged from a Kaiser Permanente
hospital was dropped off by a taxi in the Skid
Row area of Los Angeles dressed in a hospital
gown and slippers, Tenney notes.
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Correction

Karen Zander was quoted in the April 2007
issue of Discharge Planning Advisor as saying

long-term acute care hospitals don’t usually take
Medicare. The statement should have read that
such hospitals don’t usually accept patients
whose payer is Medicaid. ■



As part of the T3 Continuum Project, Sutter
Medical Center is contracting with an existing
primary care clinic and then adding housing, she
adds. The pilot is being conducted at Sutter
General, one of two hospitals that comprise the
medical center and, in 2008, the program will be
rolled out to the ICP collaborative, Tenney says. 

T3 Continuum will be “a significant invest-
ment,” she says, with an estimated cost of
$250,000 a year. Sutter will provide 100% of the
funding for the pilot, and will negotiate future
costs with the collaborative.

Meanwhile, the respite shelter that is the cen-
terpiece of the existing ICP “is working well for
homeless patients in Sacramento,” Tenney notes,
with the 18 beds frequently filled.

The Salvation Army provides the space, infras-
tructure, and management for the 24-hour unit, she
says. The three participating hospitals provide in-
kind donations of beds and other equipment and
also commits annual funding of $50,000 per hospital
to coordinate discharge services, participate in clini-
cal review committees, and find durable medical
equipment and prescriptions as needed, she says.

The county of Sacramento provides oversight
for the shelter, as it does for all community shel-
ters, and other funding to support the program,
Tenney says. 

Participating patients must meet all standard
hospital screening criteria, and have a short-term
need for respite housing of no more than six
weeks, Tenney notes. “The six-week period is
based on a typical course of intravenous antibi-
otic treatment, which was the most common need
for the respite housing.”

Since the ICP began, 54 patients from Sutter
have been served, resulting in approximately
1,300 saved hospital bed days, Tenney says. There
are other measurements of the program’s success,
she adds, for the first quarter of 2007:

• Twenty-two percent of patients had no insur-
ance initially, but by the time they exited the pro-
gram, none were without any coverage.

• All participants are offered mental health or
other substance abuse services while in the program.

• Eighty-one percent of participants move
from the ICP into some type of housing.

• Just 18% of clients require a visit to the ED
during their stay.

• Seventy-five percent of clients use a primary
care clinic for treatment during their stay.

• Only 8% of patients were readmitted to the
hospital.

• The average length of stay is 24 days.  ■

Collaboration key in new
discharge notice rule
Expands patients’ rights to appeal discharge

Beginning July 2, hospitals must begin a new
process of notifying Medicare beneficiaries of

their discharge appeal rights.
The final rule, Notification of Hospital

Discharge Appeal Rights issued by the Centers
for Medicare & Medicaid Services (CMS),
requires hospitals to give patients a revised
“Important Message from Medicare” (IM) stating
their right to appeal their discharge and to issue
a “Detailed Notice of Discharge” as necessary. 

The final rule requires patients receive an ini-
tial “Important Message” within two calendar
days of admission and a signed copy of the notice
within 48 hours of their discharge, if their length
of stay is longer than two days.

Medicare beneficiaries’ right to appeal

The rule, which applies to both original
Medicare beneficiaries and those who are
enrolled in Medicare health plans, establishes
how hospitals must notify Medicare beneficiaries
of their right to appeal, their financial responsibil-
ity, and how to appeal a hospital discharge.

If patients request a review by the quality
improvement organization (QIO) following the
hospital’s determination that inpatient care is 
no longer necessary, the hospital must give the
patient a “Detailed Notice of Discharge” no
later than noon on the day the QIO notifies the
hospital of the beneficiary’s request for a QIO
review.

“This process is an expansion of previous dic-
tates regarding a Medicare patient’s right to appeal
his or her discharge. For some time, CMS has
required hospitals provide Medicare beneficiaries
with the Important Message from Medicare” at the
time of admission. Now CMS is requiring that
patients who have an inpatient length of stay of
longer than two days also receive a copy of the IM
within two days of discharge as a reminder 
of their rights to appeal the discharge decision,”
says Lorraine Larrance, BSN, MHSA, CPHQ,
CCM, manager with Pershing Yoakley &
Associates, a health care consulting firm with
offices in Knoxville, TN; Atlanta; Tampa, FL; and
Charlotte, NC.
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Interdisciplinary collaboration is going to be
key in assuring compliance with the new rule,
points out Cassandra Barnes, RN, MS, CCM,
senior consultant for case management at
Pershing Yoakley & Associates’ Atlanta office. 

How to comply

“Hospitals must formalize how they identify
potential discharges in order to be compliant
with the rule. Case managers are good at antici-
pating the discharge date. What hospitals need to
do is to determine who will deliver a copy of the
discharge appeal notice within the 48-hour win-
dow,” she says. 

Barnes suggests developing a tickler system to
remind staff that patients must receive another
copy of the IM form two days before discharge
and a way of documenting in the medical record
that the patients received the additional notice.

“This form is like any other hospital form that
stays part of the medical records. If Medicare
comes in and audits the charts, the documenta-
tion should be there,” Barnes says.

Hospitals should already have procedures in
place for giving Medicare beneficiaries a copy of
their right to appeal notice on admission, Larrance
adds.

Look at which disciplines could be involved in
making sure that the patient receives a copy of
the notice before discharge, she suggests. “This is
likely to be an interdisciplinary effort that may
involve the patient access staff, nursing, and
physicians as well as case managers,” Larrance
says.

For some time, hospitals have had to give
patients the notification that they can appeal their
discharge and that notice will be sufficient for
patients whose length of stay is two days or less,
Barnes points out.

On the other hand, in cases when the delivery
of the initial “Important Message” occurs more
than two days before discharge, hospitals will
need to deliver a follow-up copy of the signed
notice to the beneficiary as soon as possible prior
to discharge but no more than two days before,
she adds. 

Notifying observation patients

One challenge will be to ensure that patients
who are initially placed in observation status
receive the form when they are admitted as an
inpatient.

“One way of meeting the criteria for observa-
tion patients who are later converted to inpatient
status might be to give the IM notice to all
Medicare patients whether they are in observa-
tion or inpatient status. This assures that they will
receive the IM within two calendar days of the
actual admission to the inpatient level of care,”
Larrance says.

An interdisciplinary approach to the process
will be necessary in order for a hospital to com-
ply with the rule, she adds.

“Since the entry point for most hospital
patients, such as the emergency department or
patient registration area, is staffed by clerks who
are not medically trained professionals, system-
wide education should be provided to everyone
involved in the process. All staff should be
trained to educate patients on the intent of the
IM notification document,” Larrance says. 

When patients are admitted, the original copy
of the notice should go into the medical record.
When the decision is made to discharge a patient,
a nurse or case manager should deliver a copy of
the notice within two days of the discharge date,
to the patient to remind them of their right to
appeal their discharge, Larrance says.

“Case managers are in the best position to
anticipate the discharge date, based on the
patient’s diagnosis and other factors and are cru-
cial in assuring that the requirements of the final
rule are met. Open communication between the
case manager, the nursing staff, and the physician
will be required to make this a seamless process,”
Larrance says.

Medicare has stated that the intent of the
“Important Message” is to make sure that
patients understand they have a right to appeal
their discharge and to understand the appeals
process. 

“Patients often are very sick when they come
in or they may not understand everything they
sign. Because of these and other circumstances,
CMS wants to make sure that the patients under-
stand that they can appeal their discharge and the
second notice should serve as a reminder of this.
Just having them sign the paper doesn’t meet the
intent of the Important Message notification,”
Larrance adds.

(For more information, contact Lorraine Larrance,
BSN, MHSA, CPHQ, CCM, manager with Pershing
Yoakley & Associates, e-mail Llarrance@pyapc.com.
Cassandra Barnes, RN, MS, CCM, senior consul-
tant for case management with Pershing Yoakley &
Associates, e-mail: cbarnes@pyapc.com.) ■
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there is resistance to doing this for several rea-
sons. One is financial. 

“Doctors on the hospital staff do it for free —
everybody takes a turn and it’s sort of a rotating
onus of obligation,” says Freedman. “If the hos-
pital sends the case out, it costs them some-
thing.”

The hospital also loses the ability to have any
influence over the outcome of the review. “If
they’re going to ask somebody for an honest
opinion, that’s what they’re going to get,” says
Freedman. “The external review agent is not
going to care if the doctor is the chief of staff of
the hospital, or the guy’s wife is the publisher of
the local newspaper. They’re going to call it as
they see it.”

Many quality professionals are unaware that
the option for external review exists, notes
Freedman. “They have a difficult job because
they may run into resistance for getting outside
help from people more politically powerful than
they are,” he says. “They may be directed to give
the external cases to people either who are not
very good at it, or who themselves are con-
flicted.”

For example, a quality manager may be told to
“find somebody at the tertiary hospital to look at
this case.” If one of the physicians there is getting
referrals from the hospital and is given cases to
critique, it’s hard for that individual to tell the
physicians there that they could be doing better
work.  

The quality professional would be better
served by having a relationship with an external
reviewer with all the specialties covered and brief
turnaround times, instead of being told to “go
find a cancer doctor to look at these cases.” 

“That’s a difficult task for a quality profes-
sional,” says Freedman. 

Which cases should be sent out?

At Sunrise Hospital in Las Vegas, the policy is to
offer an internal review first, and then forward the
case for external review if needed, says Lila Allen,
BSN, quality manager at the hospital. Typically,
cases are forwarded for external review when
internal peer review cannot reach a conclusion,
when there is the determination of a trend with an
individual physician, when a limited number of
like specialists are on staff to serve as a peer, or
when there is no qualified reviewer on staff. 

“This occurs mainly in subspecialty areas,

including transplant or pediatrics,” says Allen.
“Finally, external peer review may be requested
by the medical executive committee, the chief of
staff of a department, or administration.”

Recently, a pediatric patient developed car-
diac arrest after the administration of a cardiac
medication prescribed by a pediatric cardiovas-
cular intensivist. “Our challenge in reviewing
the case for appropriate care was two-fold,” says
Allen. “Our in-house pediatric intensivists did
not have training in a cardiac fellowship.” Also,
other physicians had a close working relation-
ship with the doctor who had prescribed the
medication. 

Normally, all cases are reviewed internally, so
that physicians are given due course via the hos-
pital’s established peer review algorithm.
“However, in this instance, our in-house pediatric
intensivists refused to review the case because
they were too close to the practitioner,” she says.
External peer review was able to not only provide
an objective review, but also the expertise of an
external pediatric intensivist with similar cardio-
vascular experience. 

The 2007 medical staff standards from The
Joint Commission call for both focused and ongo-
ing practice reviews. Since it would be pro-
hibitively expensive to send every case out for
external review, Freedman recommends a combi-
nation of internal and external review. Different
hospitals will have different mixes, based on their
own internal ability, how many and what kind of
doctors they have. 

For example, a focused review for a new doc-
tor joining the medical staff could be handled
internally or externally. “Do they have somebody
available to proctor the guy while he takes care of
the first five or 10 cases? If they do, good, but
then again they may not have enough doctors
willing to do it,” says Freedman.

In that case, outside chart review would be a
better solution. Likewise, a hospital may be able
to do radiology case reviews with sufficient num-
bers and good reporting, or they may not. “Do
they have 15 radiologists or do they have three?
Do they have somebody to look at the quality of
CTs or special studies, or do they not? Every hos-
pital will have its own watermark of how much
internal and external review combined make the
peer review process,” says Freedman. 

Since internal peer review inevitably involves
local interpersonal and professional relationships,
objectivity can get lost in the process. 

Peer review is supposed to study the quality of
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care with no consideration to the specific individ-
uals who happen to be involved, says Freed-
man.“It’s not supposed to persecute me because
I’m a lone wolf and have an ugly personality and
everybody hates me. That’s irrelevant,” he says.
“It’s also not supposed to excuse me because I’m
the most beloved doctor in town and therefore I
get a free pass, and I get judged to a different
standard than if I were somebody else in that sit-
uation.”

[For more information on external peer review, con-
tact:

Lila Allen, BSN, Quality Manager, Sunrise
Hospital & Medical Center, 3186 South Maryland
Parkway, Las Vegas, NV 89109. Phone (702) 892-
3697. E-mail: lila.allen@hcahealthcare.com

Skip Freedman, MD, Executive Medical Director,
AllMed Healthcare Management, 621 SW Alder
Street, Suite 740, Portland, OR 97205. Phone: (503)
274-9916. Fax: (503) 223-6244. E-mail:
skipfree@allmedmd.com.]  ■

Use objective criteria 
for external review
Ensuring objective reviews

At Memorial Hermann Texas Medical Center
in Houston, quality professionals are well

aware of the importance of getting an outside
perspective. “When you are in the midst of the
forest, you can’t see some of the processes that
have become a habit to you,” says Angela Lenox,
the hospital’s peer review manager.

“If you’ve been at an institution for years,
everyone you encounter in that facility is either
your partner, competitor or referral source. So
you can’t really get an objective review,” says
Lenox. 

She points to Vermont’s state peer review pro-
cess, which hospitals in that state can refer cases
to. The cases go out for a blind review with no
name attached and only the facts of the case. The
external source then can offer the hospital guid-
ance for sources with continuing education units
that could improve the educational process for
standards of care, which may not be known to
that physician.

This process has been very positive, especially
for an organization that has small numbers of

specialists. “They can’t get peers to review the
cases because there are not a lot of them,” says
Lenox. “To get someone who can be really objec-
tive in evaluating the standard of care, you may
have to look outside what has ‘always’ been done
at your facility,” she says.

Developing criteria for external review

Currently, the organization is developing its
own criteria for external peer review. “Criteria
are important, because one of the pitfalls in the
peer review process is it may give a cause and
means to people who might be competitors to
give an adverse opinion for personal gain, or col-
leagues to not provide an adverse opinion.”

If all incidents are treated equally with the use
of objective criteria, the hospital can’t be accused
of unfairly targeting an individual, says Lenox. 

The key is to develop a set of guidelines to use
universally, and refer any case that meets those
criteria no matter which doctor is involved. “That
way, it doesn’t come back to you as discrimina-
tion litigation. Any other way you select cases
might be seen as prejudicial,” says Lenox. She
points to a Dallas lawsuit that involved a
provider claiming that his competitors had tar-
geted him because of his ethnic background.
“You may say, ‘No way could that ever happen
here,’ but it can happen,” says Lenox. 

With clear criteria, a physician’s practice is the
determining factor that a case be reviewed. “So it
empowers the organization to feel less threatened
by implementing their peer review process,” says
Lenox. 

The whole point of peer review is to improve
the quality of care, says Lenox. “If it doesn’t lead
to improving the quality of care, don’t even
bother doing it,” she says. “Because what you are
doing is pointing out to a physician who may be
unaware that he is weak in this area. Then you
can point to education to help with that. Nobody
wants to have a knowledge deficit.”

One criteria for external review are cases that
have not been reviewed in a timely manner. “For
cases that I’ve had on the table for 30 days, we go
to outside review to get a speedy decision,” says
Lenox. Another criteria is when the hospital has
only a few providers in a given specialty. “If there
is a major patient injury or death, that should be
externally reviewed,” says Lenox. “I think it’s too
sensitive for the docs in-house to judge that.”

Each hospital needs to devise its own thresh-
old for when it needs help, but the time to
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develop criteria is before a controversial case
crops up. “You need to decide this in advance of
when things starts to heat up, because at that
point there are already those for and those
against, and you lose that objectivity,” says Skip
Freedman, MD, executive medical director of
AllMed Healthcare Management in Portland, OR.

[For more information on developing criteria for
external peer review, contact:

Angela Lenox, Peer Review Manager, Memorial
Hermann Texas Medical Center, Houston, TX. Phone:
(713) 704-5076. E-mail: angela.lenox@memorialher-
mann.] ■

Turn peer reviews into 
learning occasions
Share what you learn with entire staff

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

Joint Commission standards require the orga-
nized medical staff oversee the quality of care,

treatment, and services rendered by physicians

and other licensed independent practitioners.
This includes monitoring the quality of services
provided by hospital-based practitioners such as
radiologists and pathologists. 

In addition to ensuring that these practitioners
comply with service expectations, such as report
timeliness, their clinical judgments must be eval-
uated. This evaluation may take the form of some
type of peer review; for instance, one radiologist
reviews a sample of images and interpretations
made by another radiologist. Discrepancies that
may be found are shared with the practitioner
under review. Unfortunately, the learning that
can occur during this peer review process is often
limited to the reviewer and the person being
reviewed. 

For reappointment purposes, it is important to
know if a practitioner has inadequate skills; how-
ever, inaccurate or misleading radiology or
pathology findings are often a consequence of the
process or the environment. It is important to
share what is learned during peer review of mis-
takes and untoward events so all practitioners
can avoid similar situations.

To share lessons learned, practitioners in the
department should hold regular round table dis-
cussions to explore the issues that lead to misdi-
agnoses, report discrepancies, and untoward
events. A variety of situations can be discussed at
these meetings:

• unnecessary or inappropriate investigations;
• over-reporting of presumed pathology,

which leads to further procedures;
• provision of incorrect, inadequate, or incom-

plete clinical findings;
• complications during interventional proce-
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Figure 1
Reportable Clinical Incidents in Radiology

Diagnostic
A radiological error that significantly contributed to a patient’s death or loss of a limb or organ.
Missed diagnosis of cancer not identified until cancer is judged to be at a higher stage than at the time of the miss.
Missed extradural or subdural hemorrhage implicated in neurological disability.
Missed spinal lesion implicated as the cause of neurological deficit.
Missed fracture implicated in subsequent long-term or permanent disability.
Missed perforated abdominal viscus, which delayed surgical intervention.

Interventional
Death attributable to an interventional radiological procedure.
Loss of limb or organ attributable to an interventional radiological procedure.
Hemorrhage requiring transfusion attributable to an interventional radiological procedure.



dures.
One way to identify cases for discussion is to

maintain a departmental log in which practi-
tioners can record details about a reporting dis-
crepancy or other situation that would benefit
from group examination. In addition to this
informal case gathering method, unwanted
occurrences identified through the incident
reporting system can be brought to the meeting
for discussion. 

For incident reports to be used as a reliable
case finding source, the department must have a
clear definition of reportable events. In Figure 1
(see below) is a list of the types of diagnostic
and interventional events in radiology that
should be documented in an incident report.
Similar types of events involving anatomic and
clinical pathology should be documented in
incident reports.

Do not rely solely on incident reports to iden-
tify cases for round table discussion. Often situa-
tions are not readily apparent during a patient’s
hospitalization. For example, a false-negative
diagnosis may result in complications that are
known only after several weeks or months.
These types of cases, once recognized, should be
evaluated at the practitioners’ round table dis-
cussions. 

Structuring round table dialogue

The structure of the meetings must ensure that
they engender an environment of learning rather
than blame. It should be stressed that the discus-
sions are not a witch-hunt for poor performers
but rather an opportunity to raise standards for
everyone by increasing awareness of the causes
of mistakes and untoward events. To reinforce
the nonpunitive nature of the meetings, it can be
helpful to rotate the leader responsibilities. For
each meeting, a different practitioner in the
department is assigned responsibility for collect-
ing and collating cases for presentation and for
leading the discussions.  

Prior to the meeting, the assigned leader
selects and prepares cases for presentation. To
minimize hindsight bias, only the information
available to the practitioner at the time of the ini-
tial report should be presented during the initial
discussions. For example, during presentation of
a case involving X-ray findings, only the films
and clinical information that was available to the
reporting radiologist at the time should be con-
sidered. 
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CE questions

1. Which is true regarding a hospital’s publicly sharing
survey results, according to quality experts?

A. Publicly reported survey results have directly resulted
in malpractice lawsuits.

B. News coverage has been universally favorable.
C. The trend will grow due to increasing public demand. 
D.  Only preliminatry results should be shared.

2. What is a result of the increased timeframe for antibi-
otic administration from four to six hours?

A. There is less concern about inappropriate antibiotic
use in order to meet the four hour measure.

B. Fewer hospitals are in compliance. 
C. More patients are being given inappropriate antibiotics.
D. There are significant changes in the way data are col-

lected and analyzed.

3. Which is a valid reason to send out cases for external
peer review?

A. When a physician in a practice group is asked to
review the work of his partners.

B. When it’s not possible to find an unbiased physician
in the same specialty.

C. When the reviewing physician is an economic com-
petitor.

D. All of the above.

4. Which is recommended regarding use of criteria for
external peer review?

A. Using criteria can increase the risk of discrimination
lawsuits.

B. Physicians can more easily allege they were unfairly
targeted.

C. The number of cases sent out will significantly increase.
D. The hospital is less likely to be accused of unfairly

targeting an individual.

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: 1. C; 2. A; 3. D; 4. D.



The purpose of the presentation at the meeting
is to talk about whether other radiologists would
have reached the same conclusion as the report-
ing radiologist. Subsequently, follow-up informa-
tion can be made available and relevant teaching
points raised by the meeting leader or sub-spe-
cialists. A similar process can be instituted for
case discussions involving interpretation of
pathology findings.  

Round table discussions allow hospital-based
practitioners to review systems contributing to
difficult diagnoses and untoward events. The
meetings provide opportunities for continuing
medical education and also contribute to a cul-
ture in which potential problems can be identi-
fied and rectified. A brief summary of the
lessons learned during the meeting should be
maintained; however, be careful about integrat-
ing conclusions with the peer review process as
this may inhibit open, candid discussions. The
round table meetings should be seen as educa-
tional for all attendees and not an opportunity
to disparage another practitioner’s perfor-
mance. 

Errors that may be identified often represent
only a small fraction of each practitioner’s work-
load. It is difficult to assess statistical significance
due to the subjective process used to select cases
for discussion. Yet if concerns are raised about
repeated lapses in an individual’s performance, a
focused evaluation of the work of the individual
may be indicated.

In the unlikely event that a significant error is
newly discovered during the case discussions, it
must be communicated to the patient’s physician
to ensure that harm to the patient is avoided
where possible. If the error adversely affected the
patient’s management or treatment outcomes it
may be necessary to contact the patient directly.
The organization’s disclosure policy should be
followed in these instances.

Identification of process or system problems
should be encouraged during the case discus-

sions. For instance, if requests for X-ray exams
are not accompanied by adequate information,
the radiologist can make an inaccurate interrup-
tion or fail to address the patient’s specific prob-
lem. Mislabeled or improperly stored pathology
specimens create similar problems for patholo-
gists. Don’t limit the case discussions to cri-
tiques of individual performance — use the
forum as an opportunity to identify process or
system problems that need to be rectified
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■ How new medical staff
standards will impact peer
review

■ Prepare for a possible
influenza pandemic

■ Novel approaches for
emergency credentialing 

■ Make your quality report
cards more effective

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 ahc.binders@thomson.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 those 
at www.ahcpub.com/online.html.

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

CNE objectives

To earn continuing education (CNE) credit for 
subscribing to Hospital Peer Review, CNE 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 or other authorities and/or
based on independent recommendations from
clinicians at individual institutions. ■



through the organization’s performance
improvement program.  ■

Change in requirement 
for ED pharmacy review
Surveyors to accept a broader view of MM 4.10

Just 14 weeks after The Joint Commission
approved an interim action that allowed phar-

macists to retrospectively review ED medication
orders to comply with element of performance
(EP) 1 for standard 4.10 of medication manage-
ment, the action was suspended.  

According to Robert A. Wise, MD, vice presi-
dent of The Joint Commission’s Division of
Standards and Survey Methods, the interim stan-
dard was put into effect because allowing retro-
spective review appeared to be a good solution.
But the Joint Commission got a mixed reaction
from the field — some thought it was helpful and
others said it made things worse.

Emergency departments reported that they
didn’t have enough pharmacists to perform ret-
rospective reviews of all medication orders
written in the ED. Instead of looking for a
“quick fix” to solve the problem, The Joint
Commission instead is developing revisions to
the standard, and will conduct a field review
before finalizing those changes, says Wise. The
revision process is expected to continue
throughout 2007.  

Since the interim action was suspended, the

current standard is now reinstated as written in
the 2007 accreditation manual. However, that
standard has two exceptions for EP 1, and survey-
ors will be interpreting them more liberally, says
Kelly Podgorny, RN, MS, CPHQ, The Joint
Commission’s project director for the Division of
Standards and Survey Methods. 

The first exception allows for a prospective
review to be bypassed if a licensed independent
practitioner (LIP) controls the ordering, prepara-
tion, and administration of the medication. Now,
the medication can be processed by a nurse, and
the LIP will not be required to remain at the bed-
side while the medication is administered, which
is different from The Joint Commission’s previous
position. However, the LIP must remain available
to provide immediate intervention in the event
that the patient experiences an adverse medica-
tion event.

The second exception is for urgent situations
when the resulting delay could harm the patient,
including situations in which the patient experi-
ences a change in clinical status. The Joint
Commission will now allow the LIP to define
when a clinical situation is urgent. 

[Editor’s note: To access The Joint Commission’s
Urgent Bulletin — Update on Standard MM 4.10,
go to: www.jointcommission.org/Accreditation
Programs/Hospitals/urgent.htm.]  ■
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