
The Leapfrog Group: HAI prevention
efforts still have a long way to go
87% of hospitals surveyed do not yet meet its standards 

In a stark reminder of just how far some hospitals have to go in
improving patient safety, The Leapfrog Group, a Washington,
DC-based patient safety organization, reports that 87% of the

1,256 hospitals that participated in its annual Hospital Quality and
Safety Survey do not have all of the requisite policies in place to
prevent many of the most common hospital-acquired infections
(HAIs). 

A breakdown of the responses further illustrates how far short
of the Leapfrog goals the participating hospitals fall. Leapfrog
reports the following level of full compliance with its recom-
mended standards for prevention: 

Infection type or % hospitals with
preventive practice full compliance
Aspiration and ventilator-associated pneumonia 38.5%
Central venous catheter-related bloodstream infection 35.4%
Surgical site infection 32.3%
Influenza 30.7%
Hand hygiene 35.6%

According to Leapfrog, 2 million people every year contract an
infection during their care, and 90,000 of them die. HAIs, says the
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• Hand washing is the foundation for success in all hospital infec-
tion prevention.

• Without a strong culture of safety, the most carefully crafted pro-
gram will underachieve. 

• Staff must be convinced that a ‘zero’ infection rate is not only
desirable, but achievable.

Key Points
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organization, add, on average, more than $15,000
to a patient’s hospital bill, amounting to more
than $30 billion a year in avoidable costs. 

These findings take on even greater signifi-
cance in light of the Aug. 18, 2007, announcement
by the Centers for Medicare & Medicaid Services
that it will no longer reimburse the additional
costs incurred by certain hospital-acquired condi-
tions.

In addition to inquiring about the aforemen-
tioned infections, the survey also asked about
hand washing hygiene, which many experts cite
as a key to preventing all HAIs. Leapfrog specifi-
cally asked about issues such as tracking the fre-
quency and severity of the infection in question,
management accountability, its ability to reduce
the preventable infection, investment in improve-

ment, and whether it is taking further action to
detect and prevent the infection.

Safety culture is critical

A number of observers say the development of
a safety culture is essential to reducing HAIs. In a
Sept. 18 press conference reporting on the major
findings of the survey (other findings may be
found in the box following this story), Leapfrog
CEO Suzanne Delbanco, PhD, told HBQI: “I think
we are still dealing with working toward a broad
cultural shift — getting a system in place that can
institutionalize the processes we know [work].”

Kathy Schumacher, MSA, director of quality,
safety, standards, and outcomes at William
Beaumont Hospital in Royal Oak, MI, agrees. “I
would say the hospital culture can be the biggest
barrier,” she asserts. “We have a strong patient
safety culture here that lends to improvement
efforts. There is a great deal of medical leadership
support in addressing these issues.”

That broad support, she continues, is an essen-
tial foundation for success. “You could put
together and implement all the programs you
want, but if you do not have the backing from
leadership, you are almost spinning your
wheels,” she insists. 

That culture change also requires a change in
perception. “Historically, doctors have believed
that complications are just part of health care,”
says Schumacher. “But we now know they are
preventable, and can be reduced to zero.”

Patrice L. Spath, of Brown-Spath & Associates
in Forest Grove, OR, concurs. “I truly believe all
hospitals are trying to reduce their rate of HAIs,
so if we start from that premise, what are the
challenges that still lie ahead? I guess the biggest
is changing staff and physician perception that a
zero percent infection rate is not achievable.”

If people are satisfied with reducing infections
to two or three a year, Spath says, “then they
won’t dig into their processes to see how they can
eliminate those few that do occur.”

Overcoming these attitudes is difficult, Spath
concedes, but is not impossible. “You really must
set quality goals in your organization,” she
asserts, again noting that the example must be set
at the top. She cites the example of Thomas
Royer, MD, president and CEO of Christus
Health, a Texas-based not-for-profit system. 

“He recently said that we can prevent HAIs,”
Spath shares. “This made me realize that unless
leaders have the vision of ‘zero,’ then they can

Healthcare Benchmarks and Quality Improvement (ISSN# 1541-1052) is
published monthly by AHC Media LLC, 3525 Piedmont Road N.E., Building Six,
Suite 400, Atlanta, GA 30305. Telephone: (404) 262-7436. Periodical postage
paid in Atlanta, GA 30304. USPS# 0012-967. POSTMASTER: Send address
changes to Healthcare Benchmarks and Quality Improvement, P.O. Box
740059, Atlanta, GA 30374.

Opinions expressed are not necessarily those of this publication. Mention of
products or services does not constitute endorsement. Clinical, legal, tax, and
other comments are offered for general guidance only; professional counsel
should be sought for specific situations.

Editor: Steve Lewis, (770) 442-9805, (steve@wordmaninc.com).
Senior Vice President/Group Publisher: Brenda Mooney, (404) 262-5403,

(brenda.mooney@ahcmedia.com).
Associate Publisher: Coles McKagen, (404) 262-5420,

(coles.mckagen@ahcmedia.com).
Managing Editor: Jill Robbins, (404) 262-5557,

(jill.robbins@ahcmedia.com).

Copyright © 2007 by AHC Media LLC. Healthcare Benchmarks and Quality
Improvement is a trademark of AHC Media LLC. The trademark Healthcare
Benchmarks and Quality Improvement is used herein under license. All rights
reserved.

Editorial Questions
For questions or comments, call
Steve Lewis at (770) 442-9805.

Subscriber Information
Customer Service: (800) 688-2421. Fax: (800) 284-3291. E-mail:
customerservice@ahcmedia.com. Hours of operation: 8:30-6
Monday-Thursday, 8:30-4:30 Friday, EST.
Subscription rates: U.S.A., one year (12 issues), $549. Add $12.95 for
shipping & handling. Outside U.S., add $30 per year, total prepaid in
U.S. funds. Discounts are available for group subscriptions. For pricing
information, call Tria Kreutzer at (404) 262-5482. Missing issues will
be fulfilled by customer service free of charge when contacted within
one month of the missing issue date. Back issues, when available, are
$92 each. (GST registration number R128870672.)
Photocopying: No part of this newsletter may be reproduced in any
form or incorporated into any information retrieval system without
the written permission of the copyright owner. For reprint permis-
sion, please contact AHC Media LLC. Address: P.O. Box 740056,
Atlanta, GA 30374. Telephone: (800) 688-2421. World Wide Web:
http://www.ahcpub.com.



make excuses for not digging deeper. He is a
physician, and he could easily have said that
there are patients who will get infections no mat-
ter what we do. It’s an attitude that really needs
to permeate the organization.”

News not all bad

While the challenge is indeed a large one,
Maryanne McGuckin, DrScED, head of McGuckin
Methods International Inc., an Ardmore, PA-based
consulting firm that provides education, research,
and measurement services for infection control
issues, sees light at the end of the tunnel. 

“A lot has happened in the last couple of years
to change what is happening with infection con-
trol,” she insists. “The greatest driving force is
public awareness.”

Now there are more than 40 states that have
mandatory reporting of HAIs, McGuckin notes.
“Last December, we did a large telephone survey
and asked patients what they felt were the most
important things to look for in a hospital. 

“The first thing they said was the hospital had
to be physically clean. But second, with 85%, was
a low infection rate.”  

Of the areas cited in the Leapfrog survey,
McGuckin says, “we have improved by leaps and
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Highlights of Leapfrog Survey Results

In the annual Leapfrog Hospital Quality and Safety Survey, data are collected from hospitals on their progress
toward implementing practices in four categories:
1. Computerized Physician Order Entry (CPOE): Do physicians enter patient prescriptions and other orders 

into computers linked to error prevention software?
2. ICU Physician Staffing (IPS): Are intensive care units staffed by trained ICU specialists (intensivists)?
3. Evidence-Based Hospital Referral (EBHR): How well do hospitals perform seven high-risk procedures and 

care for three high-risk neonatal conditions?
4. Leapfrog Safe Practices Score (SPS): How well are hospitals progressing on the other 27 National Quality 

Forum-endorsed Safe Practices?

According to Leapfrog, 74% of participating hospitals have fully implemented the practices in at least one of these
four safety and quality categories. Here are other major findings:
• 96% of respondents participate in at least one other quality report transparency effort in addition to Leapfrog
• 29% report that their ICUs make use of intensivists — up 10% from 2002. Leapfrog estimates that over 

20,000 lives are saved by these hospitals, but 54,000 would be saved if all ICUs implemented this practice.
• Only 10% of respondents have implemented Computerized Physician Order Entry. If all urban facilities did so,

claims Leapfrog, it could prevent up to 900,000 medication errors each year. 
• 25% of respondents fully meet the standard for the Leapfrog Safe Practices Score, which means that these 

hospitals have implemented the vast majority of each of the 27 National Quality Forum Safe Practices that
comprise that score.

• 29% require pharmacist review of all medication orders.                                                                               

For evidence-based hospital referral:
• 32% have neonatal intensive care units that meet Leapfrog’s specifications for certain high-risk deliveries.
• 24% meet the standard for bariatric surgery (new to the survey this year).
• 7% meet the standard for pancreatic cancer resection.
• 5% meet the standard for esophageal cancer surgery.
• 3% meet the standard for percutaneous coronary interventions.
• 1% meet the standard for aortic valve replacement (new to the survey this year).

Top Hospitals fully meet Leapfrog’s standard for ICU Physician Staffing (IPS) and the Safe Practices Score (SPS)
and either of the following: (1) Two or more of the eight Evidence-Based Hospital Referral (EBHR) areas; or, (2)
Computerized Physician Order Entry plus one of the eight EBHR areas. Thirty-three hospitals meet these criteria.
Top Children’s Hospitals fully meet the standard for IPS, SPS and the EBHR Neonatal ICU standard for high-risk
and complicated newborns. Eight children’s hospitals meet these criteria.

Only 25% fully meet the standard for the Leapfrog Safe Practices Score.

Source: www.leapfroggroup.org.



bounds” in the prevention of central venous
catheter-related bloodstream infections. “There are
hospitals out there documenting zero incidents.” 

How did they achieve that success? “People
went back to ‘Nursing 101’ — basic techniques,”
she says. “For example, for central venous
catheters, you have to make sure the right inser-
tion techniques are in place.”

Wash those hands

While there are specific interventions that can
be followed to prevent each of the HAIs addressed
by Leapfrog, “the foundation of all of them is hand
hygiene compliance,” asserts McGuckin. “If you
walk into any hospital in the U.S. you will see less
than 50% compliance.” 

McGuckin says that one of the keys to improv-
ing compliance in this area is to empower the
patient to remind health care workers to wash
their hands. “We tell the workers that they need
to go in to that patient and say, ‘You need to
remind me to wash,’” says McGuckin. “When we
ask the workers, they say ‘[they are concerned
about] skin irritation; I’d rather put on gloves.’”
Since the patient is there “24/7,” she says, patient
empowerment is the key to improvement. 

When a patient is admitted to one of her client
hospitals, they are given either a brochure or a
CD that says to them, “We want you to be part of
our team; ask us to wash our hands.” 

“It’s so simple, so cost-effective,” McGuckin
says. “In a 300-bed hospital it’s less than the cost
of one infection.” 

The next step “is that you have to measure what
you do,” she continues. “If you do not measure,
you do not improve.” Her company updates client
hospitals on their performance every month. “I
can tell you that when hospitals join us, their com-
pliance rate is often under 20%, but we can
increase that by over 50% in about five months.”

After performance is measured, feedback is
given to the health care worker. “We tell them, for
example, that compliance on their unit was only
20%,” McGuckin shares. “This is something con-
crete they can look at and react to.”

Launching a campaign

At Beaumont, Schumacher reports, an entire
“campaign” is under way to improve hand wash-
ing compliance. “It really focuses around staff
education, collecting observations and data, mea-
suring our compliance, and putting in place inter-

ventions to increase compliance, then measuring
again to see if we made improvements,” she
explains, adding that “standardization is the key,
wherever you can achieve it.”

The campaign also includes some “fun” things,
she says. “For example, we have an annual ‘zoo
day’ for all our employees,” she relates. “We had
a hand hygiene booth there, and gave out sample
hand sanitizers. We asked employees to wash
their hands, and we talked to them and their fam-
ilies about it.” This event, she says, “created huge
amounts of awareness; you have to take the mes-
sage to the staff.”

Speaking of the staff, in the education pro-
gram, they also are taught why good hand
hygiene is important for them and their families,
as well as for the patients. “We need to look at
how it impacts each and every one of us,” she
explains. 

Other interventions included placing hand
sanitizer stations around the hospital for visitors.
“When they walk into the hospital they will see
one,” she notes. Schumacher also put on a patient
safety “Town Hall” dedicated to hand hygiene.

The program is only six months old, so
Schumacher has no hard data yet to demonstrate
results. However, she continues to bring more peo-
ple on board — not just nurses, but ancillary staff.
“Everyone who comes in contact with that patient
needs to be part of the campaign,” she explains.

When it comes to broader improvement in
nationwide compliance rates, McGuckin recom-
mends getting the public involved. “If we have
public disclosure of infection rates, we should also
have [public disclosure] of hand hygiene,” she
insists. “After all, if a hospital has high infection
rates, you should look at their hand hygiene.”

Finally, she concludes, hand washing “is one of
the techniques that has to be 100%.”

[For more information, contact:
Suzanne Delbanco, PhD, CEO, The Leapfrog

Group, c/o Academy Health, Suite 701-L, 1801 K
Street, NW, Washington, DC 20006. Phone: (202)
292-6713. Fax: (202) 292-6813. E-mail:
info@leapfroggroup.org.

Maryanne McGuckin, McGuckin Methods
International Inc., Ardmore, PA. E-mail:
mcguckin@hhreports.com.

Kathy Schumacher, Director of Quality, Safety,
Standards, and Outcomes, William Beaumont
Hospital, 3601 W. 13 Mile Rd., Royal Oak, MI 48073.
Phone: (248) 898-1012.

Patrice L. Spath, Brown-Spath & Associates, P.O.
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Box 721, Forest Grove, OR 97116. Phone: (503) 357-
9185. E-mail: Patrice@brownspath.com.]  ■

Disaster brings new 
meaning to safety, quality
Staff members perform non-medical services

The recent flooding in America’s heartland
made lots of headlines, but in the health care

facilities of the region much was going on behind
the scenes that the public never got to see. And,
despite having run disaster drills during the year,
many quality professionals and their colleagues
found themselves in situations or performing
duties they would never have imagined. 

For example, medical staff from Olmsted
Medical Center in Rochester, MN, found them-
selves tearing out carpet and removing equip-
ment from one of their system’s clinics that had
been flooded. In Blanchard Valley Hospital’s
Findlay (OH) Campus, some staff stayed on shift
for 24 hours, while others set up a shelter in the
local recreation center.

The disasters also shone light on unique patient
safety strategies that will be spread to other facili-
ties in the future. For example, when patients
from a flooded Wisconsin nursing home arrived
at Prairie du Chien Memorial Hospital, they were
not only accompanied by their medical charts, but
by photographs, to ensure proper identification.
“It was part of their records,” notes Prairie du
Chien COO Connie Achenbach, MBA, who says
that in the future her facility will do the same.

“This is good for any hospital that needs to
transfer patients,” she says, “And it’s something
that’s easy to do in this day and age. When we
bed patients, we should have a system in place to
take their pictures.”

After the flood

When floods hit the area around Olmsted on
Sunday, Aug. 19, its St. Charles clinic, flooded
with two feet of water, was forced to close (it
remains closed today). “We routed the patients to
other locations and physicians to our other clin-
ics,” notes Lois Till-Tarara, MA, assistant admin-
istrator for Olmsted. A temporary clinic was set
up outside the hospital in the parking lot, in trail-
ers provided by Satellite Shelter of Minneapolis.

Some staff could not get in to work, as they
had their own flooding problems and personal
crises, but staffing was not a problem “because
we shuffled physicians across [to other facili-
ties],” says Tarara.

However, in the flooded St. Charles clinic, “we
had to tear out carpet, vinyl tile, get the medical
records, the equipment, which was all electronic,
and pharmaceuticals out,” she continues. “As soon
as things got wet, we really had to move out fast.”

In light of this “need for speed,” she says, her
medical staff worked alongside a construction
company to remove records and equipment. “The
best thing we did was to get the area cleaned
out,” says Tarara. 

In order to preserve the paper records, the staff
bagged them and turned them over to Thunder
Restoration of Golden Valley, MN, which freeze-
dried them and treated the bags with a preserva-
tive chemical. 

Helping the community

The floods hit Blanchard Valley on the morning
of Aug. 21. “At about 6:30 a.m. they called a code
yellow — a disaster,” recalls Nancy Proctor, MeD,
director of service excellence, whose role includes
“measuring patient satisfaction and improving
processes to create a better experience for patients.”

But her role, and that of her colleagues, ex-
panded that day to encompass the surrounding
community. For example, a nursing home in
nearby Cary had been flooded and about 16 resi-
dents were transported to Blanchard Valley. “We
needed to make space for them, while at the same
time we had associates calling in who couldn’t
get there,” says Proctor. “So, with increased cen-
sus and decreased staffing, we switched into dis-
aster mode.”

Some staff agreed to stay on for 12 and even 24
hours, she recalls. “We set up an incident com-
mend center in our administration area, started
communicating with the Red Cross, sent associ-
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• Conduct ‘satisfaction rounds’ with anxious
patients; help answer their questions about
well-being of family members.

• Use local law enforcement, other agencies to
get stranded staff members to work.

• Disaster drills pay off when ‘the real thing’ hits
your community.

Key Points



ates to EMA, and also sent a lot staff out to the
‘Cube,’ our local recreation center, where we set
up a shelter.”

Blanchard Valley pharmacists, nurses, and
physicians stayed there around the clock until the
following Monday. “The majority of those people
were leadership staff,” Proctor explains. “The
docs took turns doing shifts.” 

The staff supplied residents with tetanus shots,
medicine, and anything else they needed —
including information about what was happen-
ing in the community, provided by the Red Cross.
“It was a real community effort,” says Proctor. 

To help serve the patients and optimize satis-
faction during the disaster, “we tried to round on
the floors and talk with families who were anx-
ious about what was going on at their homes or
happening here — we tried to keep them com-
pletely informed and in the loop,” says Proctor.

Transportation an issue

“A lot of our requests dealt with transporta-
tion,” adds Kelly Shroll, Blanchard Valley’s sup-
port services and safety director, who actually
called the “code yellow.”

“I had received a call at 4 a.m. that the nursing
home would be transferring 16 patients,” she
says. “I arrived at the hospital around 5.”

Shroll worked in the incident command center,
from where she coordinated the transfer. “The
nursing home residents were admitted to our
facility for food and shelter, and were there about
eight hours. We used empty beds, and had
enough to accommodate them.”

Shroll had asked the nursing home to bring
staff with them, as well as medicine carts and
records. “They brought one LPN and two nurse’s
aides,” she says. 

In terms of making up for staffing shortages,
says Shroll, buses were sent out to bring in
stranded providers. “We also worked with law
enforcement to get critical staff members to the
hospital,” she says. 

At one point it appeared that the local water
treatment center’s water would not be safe, and
Shroll was prepared. “We had bought supplies
for a boil alert for potable water, but it actually
did not become necessary,” she says.

Plan worked well

Shroll says the disaster preparations her hospi-
tal made during the year paid off when disaster

struck. “The incident command center worked
very well,” she says. “Our strength was having the
right people in the right spot — people who were
well trained in the roles they needed to fulfill.
There was not any hesitation or confusion about
what to do; we made a request and they did it.”

The team had purposely established a single
phone number for external requests and that
worked very well, too, she says. “We also had a
pharmacist go out to the shelter and managed the
meds; they contacted local pharmacies who pro-
vided seven-day supplies.”

The hospital had conducted one disaster drill
in 2007, and always does two per year, says
Shroll. “This absolutely helped in terms of prepa-
ration,” she asserts. 

Still, she plans to tweak her disaster response
plan. “We’re still working on activation and de-
activation; we still need to work on communica-
tion,” she says. “Currently, we can notify via
pager, but not by multiple ways. We will pur-
chase a system, because we need to be able to get
the message out in a ‘mass’ method.” 

[For more information, contact:
Connie Achenbach, MBA, Chief Operating

Officer, Prairie du Chien Memorial Hospital, Prairie
du Chien, WI. Phone: (608) 357-2238.

Nancy Proctor, MeD, Director of Service
Excellence, Blanchard Valley Hospital, Findlay
Campus, 1900 South Main Street, Findlay, OH
45840. Phone: (419) 423-5163.

Kelly Shroll, Support Services and Safety
Director, Blanchard Valley Hospital, Findlay Campus,
1900 South Main Street, Findlay, OH 45840. Phone:
(419) 423-5245.

Lois Till-Tarara, MA, Assistant Administrator,
Olmsted Medical Center, Rochester, MN. Phone:
(507) 529-6614.]  ■

Abbreviations formally
linked to medication errors
If anything, numbers probably understate the problem  

In one of the first formal studies linking the use
of abbreviations to medication errors,

researchers reporting their findings in the Joint
Commission Journal on Quality and Patient Safety
state that 4.7% of the 643,151 errors reported to
the Medmarx program from 2004 through 2006
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were attributable to abbreviation use.1

What’s more, says lead author Luigi Brunetti,
PharmD, clinical assistant professor, Ernest Mario
School of Pharmacy Rutgers, The State University
of New Jersey, and clinical specialist in internal
medicine at Somerset Medical Center, those num-
bers may only scratch the surface in illustrating
the extent of the problem. 

“Even though only 0.3% of the errors ended up
in patient harm, that’s a huge underestimate,” he
asserts. “We looked specifically at what was
reported as patient harm. We did not look at
length of stay, or whether, for example, inappro-
priate doses had an effect on that. Then, there are
antibiotics; did we actually help in the emergence
of resistant organisms by [over]-dosing?”

Making the issue real

Brunetti says that putting numbers to the issue
is, in and of itself, significant. “No. 1, abbreviation
errors do happen, and this is one of the first studies
that puts numbers behind them; having 5% of
errors associated with abbreviations — that’s sig-
nificant.” In addition, he says, “when people see
real numbers that means more than when someone
simply says, ‘Abbreviations may cause errors.’”

Also of interest were the abbreviations that
most commonly resulted in error. They included:

• The use of “QD” in place of once “daily,”
which accounted for 43.1% of all errors;

• The use of “U” for units (13.1%);
• The use of “cc” for “ml” (12.6%);
• The use of “MS04” or “MS” for “morphine

sulfate” (9.7%); and
• Decimal errors (3.7%).
“Many of the abbreviations we found prob-

lems with were on [The Joint Commission’s] ‘do
not use’ list,” Brunetti observes, noting that this
“definitely reaffirms” the importance of observ-
ing the list. In fact, only the use of “cc” instead of
“ml” is not part of that list.

“Even though it has been out since 2004, we are
still having problems with compliance,” he notes.
In fact, according to The Joint Commission, com-
pliance dropped from 75.2% to 64.2% between
2004 and 2006. However, notes Brunetti, “compli-
ance numbers may be down due to a reduction in
reporting.” 

Improving reporting

Reporting, he continues, is one of the major
areas that must be addressed to more effectively

reduce medication errors. “In looking at the
Medmarx data, we learned that about 40% of
errors that were reported have to do with abbre-
viations, but we do not have enough information
to know which abbreviation,” he explains.
Improvement in reporting, he says, “starts with
encouraging staff not only to report medication
errors but to include as much information as they
can.” In order for a QI project in this area to have
an impact, and to be significant, he explains, “you
have to have a baseline to start at.”

Engagement of leadership within each of the
various health care professions is also critical,
says Brunetti. “If the message comes, for exam-
ple, from the medical director, it would carry
more weight for physicians. If it comes from the
director of pharmacy, it will carry more weight
for pharmacists. Engaging leadership within each
department is an excellent outlet for communicat-
ing what should and should not be done.” 

Accountability, says Brunetti, is another essen-
tial element in this overall strategy. “If you are a
habitual offender, you should be held account-
able for those actions,” he asserts. “If you are a
physician who keeps using the same abbrevia-
tions, the medical director should speak with
you, and your privileges may be taken away or
changed in some manner.”

This does not mean, Brunetti emphasizes, aban-
doning a systems approach to errors. “In fact, ulti-
mately it still is a system error,” he says. “If you
look at examples we highlighted in the paper,
they started with an abbreviation error, but with
each step it slipped farther through the cracks; all
the ‘holes in the swiss cheese’ lined up.”

If the error did not result in harm, he contin-
ues, that means it was caught somewhere in the
process. “However, you still need to address the
individual responsible,” he insists. 

And what of those staff members who elimi-
nate errors? “Let people know they are doing a
great job,” Brunetti advises. “The term ‘reward’
does not necessarily mean monetary reward. Tell
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• Study shows nearly 5% of the 643,151 errors
reported to Medmarx were attributable to
abbreviation use. 

• Many of the ‘problem’ abbreviations were on
The Joint Commission’s ‘do not use’ list. 

• Reporting often found to be inaccurate and/or
incomplete.

Key Points



them errors have gone down; people like to hear
they have made a difference in patient care. If
you are able to show your staff that by complying
[with the do not use list] they have reduced
errors, that is very valuable.” 

Educate your staff 

Finally, Brunetti says, you must educate your
staff. “Education definitely isn’t enough in and
of itself,” he says. “We can educate all we want,
but we need accountability — we need to enforce
that education. But education is important as
well.”

It’s not enough, Brunetti points out, to simply
tell your staff that abbreviations cause harm, or
even to share the numbers behind studies like
his. “That’s fine and dandy, but it’s really impor-
tant to show case examples,” he insists. “If you
show specific instances where abbreviations
caused errors that carries lot of weight — particu-
larly if the example is institution-specific. If you
have a doctor who’s been used to doing some-
thing one way for 30 years and now you say he
can’t use that abbreviation, it will be hard to get
buy-in, but if can you use a specific case example,
they may think twice.” 

Besides collecting accurate data, the quality
manager can play a major role in encouraging
reporting, Brunetti suggests. “That’s huge,
because if things are not reported we won’t know
there’s a problem,” he says.

In addition, notes Brunetti, quality managers
can encourage education programs that are spe-
cific to abbreviations and medication errors. “I
don’t see too much of this type of education
going on,” he laments. “When I go to a hospital, I
see lot of [education about] treatment of MI, aci-
dosis, and so forth. It would be nice to hold a
meeting on patient safety and how variables
affect medication errors into the mix.” 

[For more information, contact: 
Luigi Brunetti, PharmD, Clinical Assistant

Professor, Ernest Mario School of Pharmacy, Rutgers,
The State University of New Jersey, New Brunswick.
NJ. Phone: (908) 595-2645. E-mail: brunetti@rci.rut-
gers.edu.] 
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Study: Temporary nurses
not a threat to quality
Negative perceptions unfounded

Contrary to popular belief, negative percep-
tions of temporary nurses may be unfounded,

say the authors of a new study in the Journal of
Nursing Administration.1 In fact, they argue, tem-
porary nurses have qualifications similar to those
of permanent staff nurses, and while hospitals
employing more temporary nurses do have
poorer quality, other factors such as work envi-
ronment are more likely to be the main cause. 

“Our research center [The Center for Health
Outcomes and Policy Research] prides itself on tak-
ing a hard look at widely held assumptions in health
care that have not been sufficiently tested,” explains
Linda Aiken, PhD, FAAN, FRCN, RN, director of
the center at the University of Pennsylvania School
of Nursing in Philadelphia and lead author of the
paper. “And when we look at them more seriously,
they turn out not to be right.” 

This, apparently, pertains to commonly held
perceptions about supplemental nurses. “We had
done some of the defining work showing that hos-
pitals with more nurses have better outcomes,”
she continues. “We thought about that, and about
the general assumption often found that the use of
supplemental nurse staffing adversely affects qual-
ity — that the use of supplemental nurses becomes
a proxy for poor quality. That did not really line up
behind the empirical information that having
more nurses is better for quality.”

For supplemental nurses to be associated with
an adverse affect on outcomes “would require
some terrible mismanagement in deployment of
these nurses, or the fact that they had so little ori-
entation that they were dangerous,” Aiken
asserts. 

An objective look

In order to get a truly objective look at these
hypotheses, Aiken and her team reviewed data
from the 2000 National Sample Survey of
Registered Nurses to determine whether the
qualifications of supplemental nurses working in
hospitals differed from those of permanent staff
nurses. “This is the most comprehensive study of
the national nursing labor force, conducted every
four years by the federal government,” Aiken
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explains. “In looking at education, we found that
supplemental nurses were more likely than
nurses, in general, to have a baccalaureate degree,
and were more likely to be within 10 years of
graduation — a positive factor given the rapidly
changing science of nursing.” In addition, she
says, supplemental nurses are more likely to
work in ICU settings — which implies they have
sophisticated clinical skills.

“After confirming they were just as qualified,
we looked more closely at [outcomes at] hospitals
that employ supplemental nurses,” she contin-
ues, adding that most hospitals in the United
States do hire temporary nursing help — “even
the best hospitals in America, and even the so-
called ‘magnet’ hospitals.”

Hospitals were categorized by the percentage
of all supplemental staff — travelers, floaters, and
so forth. “We found that those hospitals that
employed the largest number of supplemental
nurses as a proportion of their staff did have some
poor outcomes based on the overall assessment
by permanent nurses, as well as adverse events
like falls with injury, infections, frequent medical
errors, and family complaints,” Aiken notes. “The
outcomes tended to look worse in hospitals that
used a lot of supplemental nurses, and that’s why
I think the association has developed.”

Digging deeper

However, Aiken and her team moved on to the
next step: “disentangling” the data. 

“We were able to show in our paper that the
outcomes in these hospitals were poor because
they have a very deficient nurse worker environ-
ment, so they can’t keep and attract enough of
their own nurses,” she explains. For example, she
says, there is a maximum number of patients that
a nurse feels comfortable taking care of, and once
you go over that ratio you can’t retain your staff.
Other factors include poor relationships with top
management, non-responsive management, the
failure to invest in the education of the nursing

workforce, and so on. 
“In fact,” says Aiken, “we concluded that by

the very fact that they had temporary nurses, the
outcomes at these hospitals were not as bad as
they would have been.”

Ensuring safety

Since the use of temporary nurses in and of
itself does not seem to affect patient safety, what
can be done to optimize patient safety when tem-
porary nurses are used?

“Obviously, orientation is very important,” says
Aiken. “We interviewed the leadership in a num-
ber of staffing companies, and they all invest
tremendously themselves in orientating their
nurses at the hospitals where they work. They also
try to send the same nurses to the same hospitals.”

Orientation, however, is a joint process between
the staffing firm and the hospital, Aiken continues.
“New supplemental nurses should be working
jointly in some mentored relationship with a cur-
rent permanent nurse,” she says. The time period
for this preparation varies “dramatically” from hos-
pital to hospital, she continues, “but you probably
need to have a minimum of a week where there is
some mentored relationship with a staff member.” 

It’s also critical, Aiken says, for staff to be open
to the idea of supplemental nurses — “to know
these are qualified individuals, and be more open
on how to deploy them as colleagues.” Staff
nurses, she notes, can often be hostile about hav-
ing supplemental nurses come into the facility.
They perceive that they make more money, which
may or may not be true once benefits are factored
in. “Try to debunk these myths within the organi-
zation,” she advises quality managers. 

Finally, she says, “one of my major recommen-
dations to hospitals on the quality side is to really
think about how to use supplemental nurses
more strategically, rather than as substitutes for
missing permanent staff.”

For example, she says, at her own facility it
was determined that patient/nurse ratios needed
to improve. “We made a commitment to that staff
that in order to retain these ratios, we would
bring on enough nurses to effectively reduce the
ratio in ‘med/surg,’ and there was no way we
could do that immediately unless we used sup-
plemental nurses,” she explains. “We used a
strategic plan that included beginning to recruit
our own permanent nurses at the same time, and
as we got more permanent nurses, we used the
supplemental nurses on a declining basis.”
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• Work environment is much more likely to be a
cause of poor hospital quality.

• Poor deployment of supplemental nurses, inad-
equate orientation can also threaten quality.

• Get staff on your side by using supplemental
nurses to reach a goal all staff value. 

Key Points



In other words, she says, “explain to your staff
that you are gaining something that they all value —
in this case, overall long-term improvement in
ratios. Everyone understood this would lead to the
achievement of a strategic goal that they all valued.”

Another strategy, she suggests, might be involv-
ing supplemental nurses while in pursuit of magnet
status. “Many hospitals are working on magnet sta-
tus, and that involves a lot of additional work for
the nurses,” she notes. “So, you could bring on
additional supplemental nurses and be explicit with
your own nurses that this is a resources investment
in the successful achievement of magnet status.”

Finally, she says, if you find you have to con-
stantly use supplemental nurses, “something
within your HR policies and clinical care setting
needs to be fixed.” For your permanent staff’s
sake, other than for seasonal swings or short-term
shortages, these nurses should be only used for a
justifiable strategic reason. “If you have to use
them in a non-strategic manner, I suggest there
should be a focus on improving the work envi-
ronment for your nurses,” she concludes.

[For more information, contact:
Linda Aiken, PhD, FAAN, FRCN, RN, Director,

The Center for Health Outcomes and Policy Research,
University of Pennsylvania School of Nursing, Room
332 Fagin Hall, 418 Curie Blvd., Philadelphia, PA
19104-6096. Phone: (215) 898-9759. E-mail:
laiken@nursing.upenn.edu.]
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Hospitals still lag in
developing safe practices
Proactive processes are needed

While hospitals are doing will in complying
with a number of the National Quality

Forum’s (NQF) guidelines of 30 safe practices,
there are some areas in which significant improve-
ment is still needed, according to new research
from the Emory Center on Health Outcomes, and
Quality, Rollins School of Public Health.1

While most hospitals had adopted seven of the

nine medication-related practices, lower adoption
rates were seen for resource-intensive safe prac-
tices such as consultant pharmacists (52.0%) or
computerized physician order entry or CPOE
(2.7%). The “culture of safety” questions revealed
wide adoption of non-punitive error reporting
(83.7%), but more limited adoption of proactive
processes to detect and prevent errors (44.9%).

The results were based on a retrospective
review of annual self-assessment surveys from
2003 to 2004. 

“We certainly know that all hospitals face the
challenge of meeting an ever-growing number of
standard national guidelines,” notes lead author
Kimberly Rask, MD, PhD, who is director of the
Emory Center on Health Outcomes and Quality;
associate professor of health policy and manage-
ment in the Rollins School of Public Health at
Emory University; and associate professor of
medicine in the Emory School of Medicine,
explaining the rationale for the study. “In
Georgia, we have a unique opportunity with the
Georgia Hospital Association [107 hospitals
around the state] trying to proactively report
regionally and nationally.”

In addition to major hospitals in large urban
areas such as Atlanta, the state has a large num-
ber of rural facilities; more than half the state’s
hospitals have fewer than 100 beds. This,
thought Rask, provided a unique opportunity.

“What interested me was the opportunity to
look at the whole range of facilities,” she explains.
“We know about early adopter hospitals, and how
they have the experience and the resources to jump
on [new initiatives], but what about those facilities
that do not have large quality departments and still
face the same requirements — where are they?” 

Surprising findings

Surprisingly, says Rask, the research showed
that size did not matter nearly as much as one
might suspect. “We expected that perhaps there
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• Size of hospital not that significant in terms of
successful compliance with NQF standards. 

• Pilot-testing practices and important strategic
approach in proactive safety improvement
stance.

• Physician participation is essential if you want
to get those compliance rates up.  

Key Points



might be a very big difference between what
large urban hospitals and small rural hospitals
did [in terms of compliance], but we found very
little difference,” she says. “What kind of hospital
you were had very little impact on whether you
hit the [compliance] target.”

The most common barrier faced by all hospitals,
she continues, is resources — which might, again,
seem to put rural hospitals at a disadvantage.  

Not so, Rask insists.
“What’s interesting is that having senior admin-

istrators do floor rounds, for example, is easier and
more feasible in more smaller hospitals so they
might be more likely to perform more of the
hands-on, proactive activities,” she explains. 

Being proactive

Rask and her colleagues noted a distinct differ-
ence between how successful hospitals were in
responding to quality issues, as opposed to antic-
ipating them — thus, the emphasis on proactive
processes. “Across the board, although we feel
very good about [how hospitals are] setting pro-
cesses in place, when you look at the difference
between that and proactively identifying and pre-
venting errors before they occur, that’s where
most hospitals struggle,” she notes. 

What are some of the proactive strategies Rask
recommends to improve safety? “Pilot testing
practices are important,” she says, “and perform-
ing an FMEA [failure modes and effects analysis]
proactively with that pilot program.” 

In other words, she says, look at what some of
the key problems might be. “Ask questions such as,
‘If we change this, what might happen?’’’ Rask sug-
gests. Such a prospective FMEA, she notes, adds the
opportunity to prevent errors, rather than just react-
ing to poor processes after something happens. 

“It takes a different mindset, and it’s tough to
do in an environment where resources are
already strained; you feel you’ve enough to do
chasing after what has already happened,” she
concedes, “but you could see some benefits.” 

Such a proactive approach, says Rask, can also

help you obtain valuable information without
investing a fortune. “For example, we’ve talked
about piloting processes before you put in new
pieces of equipment,” she suggests. “It could be
done on a small scale, rolling out new technol-
ogy or processes in one unit at time before going
live on a wider scale. You can perfect it up front
and do it right, avoiding those messy ‘re-dos.’” 

Don’t forget the docs

The study also noted that hospitals were hav-
ing difficulty with safe practices that involve hos-
pital-based physicians, such as ensuring that new
prescribers had access to all currently prescribed
medications and minimizing distractions during
order writing. In addition, they found lower
adoption rates in areas that required direct physi-
cian participation, such as eliminating verbal
orders and using standardized abbreviations. 

“Some practices require a lot of physician
input, such as using abbreviations and verbal
orders, and we wanted to put out a call to hospi-
tal-based physicians that this is where you can
make a difference,” says Rask. This, the authors
suggested, should entail physician involvement
as clinical leaders and team builders. 

“That can certainly be a challenge,” Rask con-
cedes. “But many hospitals have found that if
they have hospitalist physicians, they are really
interested in getting involved in QI. They spend a
lot of time inside the hospital and can, therefore,
spend some of it on QI interventions.”  

Finally, the researchers recommended, it is
important to develop more robust error monitor-
ing systems. “Many hospitals are limited to vol-
untary reporting of errors and adverse events,”
Rask notes, “and a lot of data out there tell us that
a very small percentage of events are reported.”

If you really want to know if your policies are
making a difference, she continues, “you need to
know what happens before, during, and after a
program is put in place. Increasing automation in
data flows in hospitals gives us an excellent
opportunity to collect these data routinely.” 
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■ ‘Predictive’ medicine: How
much promise does it hold?

■ Wristband toolkit: A new
‘weapon’ for the quality
director’s arsenal

■ Resident work hour limits
fail to improve mortality rates 

■ Just how common are
misdiagnoses and what can
we do about it?

COMING IN FUTURE MONTHS



[For more information, contact: 
Kimberly Rask, MD, PhD, Department of Health

Policy and Management, Rollins School of Public
Health, 1518 Clifton Road NE, Atlanta, GA 30322.
Phone: (404) 727-1483.]
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