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AAAHC places greater
emphasis on peer review 

The Accreditation Association for Ambulatory Health 

Care (AAAHC) is working to clarify existing standards 

language regarding the peer review process. Clarification 

of existing peer review standards in the newly published 

2008 handbook may result in increased organizational 

achievements in patient safety and quality improvement. 

“We’re looking for organizations to close the loop,” says 

Marsha Wallander, RN, AAAHC’s assistant director of 

accreditation services. 

Although peer review has long been considered a 

positive process for patient safety and quality improve-

ment in ambulatory and inpatient settings, it has seldom 

been connected directly with credentialing and privileg-

ing, governance, clinical care outcomes, or overall qual-

ity improvement, says Wallander. 

“We tried to clarify our standards in 2008,” she says. 

“We’re really looking for peer review to close that loop for 

quality care purposes and overall quality management.” 

Peer review at all levels 

The AAAHC wants to see facilities exhibit a greater 

focus on peer review.

“We want to encourage organizations to engage in 

peer review at all levels—physicians, dentists, and oth-

ers,” says Wallander. “We’re trying to encourage groups 

to incorporate 

peer review into 

credentialing and 

privileging, into 

its provider reap-

pointment pro-

cess, and into the 

organization’s quality efforts.” The basic peer review 

standards are as follows: 

At initial appointment for a provider new to the 

practice, the practitioner is expected to provide 

 written references, most likely from training pro-

gram directors

Upon reapplication and reappointment, written peer 

reviews should be presented and should have been 

conducted by a provider who is similarly trained

Peer review is to be considered part of quality im-

provement and management and risk management

The solo provider 

How would a small practice with a single provider 

handle peer review?

In this situation, the AAAHC would expect the pro-

vider to reach out to an outside physician or dentist in 

the area to review a specific number of clinical records 

on a regular basis. 

Items to be reviewed might include medical record 

documentation, appropriateness of care, and timeliness 

of treatment. The reviewer would produce a written 

peer review. 

➤

➤

➤

“ We want to encourage 

organizations to engage  

in peer review at all 

levels—physicians,  

dentists, and others.”

—Marsha Wallander, RN

> continued on p. 2
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Peer review

AAAHC-accredited organizations have found local 

reviewers from: 

The same general geographical area

The medical staff of a local hospital or another local 

healthcare facility

The same or nearby medical office building 

The reviewer should have a similar background but 

does not necessarily need to be in an identical specialty to 

perform a peer review. “You might seek another similarly 

trained professional; someone who would be familiar with 

the kinds of procedures you perform,” Wallander says.

When solo practitioners contact the AAAHC, sug-

gestions are made to call the local hospital or another 

➤

➤

➤

< continued from p. 1

 ambulatory care center in the same geographical area, or 

another solo provider in the same specialty, to make an 

arrangement for exchange of peer review services. 

Guidance and guidelines 

The AAAHC has developed a comprehensive quality 

improvement checklist with a dozen direct guidelines for 

its members. 

“When we’re talking about peer review, we’re talking 

about it not only from the clinical care perspective, but 

also professionalism, ethical performance, patient satis-

faction, and, when available, treatment outcomes,” says 

Wallander. “Peer review is all-encompassing.” 

Peer evaluations are a discussion point across the 

healthcare spectrum. Although peer review is nothing 

new to physicians and dentists, the new components of 

ethical behavior and professionalism bring a new level 

of complexity to the process. 

In ambulatory practice settings, the organization’s 

governing body and its providers are responsible for de-

termining an acceptable level of patient satisfaction.
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Why peer review? 

Medical staffs have been peer reviewing their cases for 

years and, as fellow professionals, we must hold ourselves 

to the same high standards. Nurses are professionals who 

also benefit from holding each other accountable and 

evaluating patient care so system and human errors are 

minimized. 

The goals and benefits of peer review include: 

Improving the quality of care provided by individual 

providers

Monitoring the performance of providers  

Identifying opportunities for performance improvement 

Identifying quality problems and other issues

Source: Nursing Peer Review: A Practical Approach to 

 Promoting Professional Nursing Accountability, published  

by HCPro, Inc. 

➤

➤

➤

➤
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“We encourage . . . the physicians in a given practice 

setting to come to an agreement of what they think is 

professional behavior and how that can be measured at 

their practice,” says Wallander. 

Physician performance can be assessed through pa-

tient satisfaction surveys, comments from colleagues, 

or any other measurable means of gathering data about 

a given physician’s performance in these key nonclini-

cal areas.

“It’s a way for an AAAHC-accredited organization 

to continuously strive to elevate its internal quality,” 

says Wallander. “We were trying to clarify the language 

 contained in prior versions of the standards. The standard 

itself hasn’t really changed, but it has been clarified.” n

Focus on these areas

When conducting peer review, zero in on the following 

competencies:

Technical quality of care 

Patient safety and rights 

Quality of service 

Resource utilization 

Peer-to-coworker relationships 

Contributions to the hospital and the community

➤

➤

➤

➤

➤

➤
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If any of your employees are digging into their pockets 

to pay for personal protective equipment (PPE), you’re 

probably in violation of Occupational Safety and Health 

Administration (OSHA) standards. 

In a long-awaited final rule published November 15, 

2007, Employer Payment for Personal Protective Equipment, 

OSHA made it clear that employers generally must pay 

for the PPE needed to safeguard workers. 

OSHA standards, such as those for bloodborne patho-

gens and respiratory protection, require employers to 

provide, maintain, and replace PPE “at no cost to the 

employee.” Other standards contain vague language 

 calling for employers to provide PPE but with no men-

tion of cost consideration. “Under the rule, all PPE, with 

a few exceptions, will be provided at no cost to the em-

ployee,” OSHA states. Exceptions include ordinary safe-

ty-toed footwear and prescription safety eyewear. “The 

action creates a clear and consistent policy across OSHA’s 

standards, reducing confusion about the items for which 

employers are required to pay,” OSHA adds.

As the final rule explains, employers do not have to pay 

for PPE that can be worn by the worker out of the work-

place or to another employment situation. It cites nonspe-

cialty prescription eyewear as a common example. n

Employers must pay for protective equipment
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Are you taking your blood pressure? Are you testing 

your blood sugar on a daily basis?’ ”

Bridges to Excellence is a nonprofit, coalition-based 

organization that encourages improvements in health-

care quality by recognizing and rewarding providers who 

deliver safe, timely, effective, and patient-centered care. 

It works with a wide range of organizations, including 

large employers, health plans, and providers, that aim to 

boost quality and patient outcomes.

Physicians who achieve a Level 2 or 3 in BTE’s Phy-

sician Office Link Program, as well as a Level 2 in two 

of its other programs—Diabetes Care Link, Cardiac Care 

Link, or Spine Care Link—will receive BTE Medical 

Home recognition. 

Initially developed by the American Academy of Pedi-

atrics, the medical home concept has been endorsed by 

the American Academy of Family Physicians, the Ameri-

can College of Physicians, and the American Osteopathic 

Association.  

Engaging patients in their healthcare

“For patients, a medical home can potentially be the 

difference between a series of episodic office visits and 

an ongoing two-way relationship with their physician,” 

Margaret E. O’Kane, president of the National Commit-

tee for Quality Assurance, said in a press release. “Pa-

tients whose doctors practice at a medical home typically 

experience better-coordinated care and are more en-

gaged in their health. That’s what we all want from our 

healthcare system.”

A proponent of electronic medical records (EMR),  

de Brantes nonetheless cautions that EMRs alone are 

not a panacea.

“Lots of practices, both large and small, buy an EMR 

system for the purpose of automating recordkeeping,” 

de Brantes says. “There are lots of advantages of having 

an electronic medical record as opposed to a paper med-

ical record. But that’s not what we’re after.”

A new medical home program launched by Bridges 

to Excellence (BTE) will offer bonuses of up to $100,000 

per year to physicians who reengineer their practices to 

provide high-quality, patient-centered care.

“What we’re looking for is the transformation of the 

practice and the transformation of the culture of the prac-

tice from being reactive to being proactive,” says Francois 

de Brantes, CEO of BTE. “And that means being very fo-

cused on the patient and the management of that patient.”

Through participation in the BTE Medical Home rec-

ognition program, physicians can receive an annual bo-

nus payment of 

$125 for each pa-

tient covered by a 

participating em-

ployer, with a sug-

gested maximum 

yearly incentive of 

$100,000. 

“Our research 

shows that patients who are well taken care of cost less,” 

de Brantes says. “The average potential savings per cov-

ered life would be approximately $250 a year.”

Recognized physicians will be awarded a BTE Medi-

cal Home distinction if they are effectively using ad-

vanced systems of care to produce positive results for 

their patients.

Checking up on patients

“The difference in the experience from the patient’s 

perspective is that you’re really no longer alone,” de 

Brantes says. “That’s probably the single biggest differ-

ence. Your doctor checks up on you.”

For example, a medical home could reach out to 

 diabetic patients at home to remind them to visit their 

eye doctor. 

“Someone’s calling you,” de Brantes says. “Someone’s 

checking up on you and asking, ‘How are you doing? 

New program rewards patient-centered care
Docs who transform their practices could receive up to $100,000

“ Someone’s checking up  

on you and asking, ‘How 

are you doing? Are you 

taking your blood  

pressure? Are you testing 

your blood sugar on a 

daily basis?’ ”

—Francois de Brantes
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Instead, BTE and other supporters of medical homes 

want doctors to set up information systems, which could 

be as simple as a database or registry that would allow 

them to better understand their patient population, par-

ticularly patients with chronic conditions.

“When you do that, the entire mind-set and culture 

within the practice starts to shift,” de Brantes says.

Providing better care leads to cost savings

Transforming an office practice can be a pretty tough 

feat, says de Brantes.

“But we also know that when practices get to that lev-

el, the quality dividend in terms of better care for the pa-

tient and in terms of economic savings for the payer is 

pretty substantial,” he says.

An analysis by BTE, which will be published later 

in 2008, shows that physicians who have transformed 

their practices can see a per-patient savings of about 

$300 per year.

Physicians wanting to take part in the BTE Medi-

cal Home program should talk to their health plans, de 

Brantes says. “The first thing they need to do is find out 

what kind of incentive program the payer has to stimu-

late the reengineering of practices and the designation 

around medical homes,” he says, “then engage in a dia-

logue with those plans around the type of model they 

should be using.”

BTE is talking with health plans throughout the coun-

try about the best way to deploy the medical home des-

ignation and the compensation package that should be 

offered to physicians.

“Everyone’s going after the same goal, and our role in 

the healthcare market has really been, from the provid-

er’s and purchaser’s perspective, to determine financial 

savings and reward programs that would stimulate the 

change,” de Brantes says. “You can talk about it all you 

want, but it won’t work unless it’s stimulated by finan-

cial incentives.” n

Good retention helps ASC pass AAAHC survey
  Armed with a happy staff and resources from the 

Accreditation Association for Ambulatory Health Care 

(AAAHC), Deerpath Orthopedic Surgical Center in Mor-

ris, IL, had a smooth ride through the AAAHC’s unan-

nounced accreditation survey.

To pass the survey with ease, keep your AAAHC Self-

Assessment Manual close and your staff members closer, 

says Don Raymer, RN, Deerpath’s manager. Raymer, 

who is new to the AAAHC accreditation process, came 

from a hospital setting and joined the ambulatory sur-

gery center (ASC) in February 2007. He was fortunate 

to join an ASC with high retention rates and has man-

aged to retain staff members who are familiar with the 

AAAHC survey process. Raymer raves about his staff 

and says he doesn’t need to worry about motivating 

them to learn about standards and best practices.

“I think I keep them very happy,” says Raymer. He 

offers staff members flexible schedules, continuing 

 education opportunities, and even gift certificates for mas-

sages around the holidays. “They all work so hard,” says 

Raymer. “I usually take them to lunch once a week, be-

cause, as with any ASC, there’s a lot of times we go with-

out lunches.” In return, Raymer says the staff makes sure 

everything is in place before, during, and after a survey. 

“Most of these people have gone through two of 

these now,” says Eric Anderson, MSHA, Deerpath’s 

administrator.

“I couldn’t have done it without them,” says Raymer. 

Staff members were given pages from the AAAHC’s 

 Accreditation Handbook for Ambulatory Health Care specific 

to their departments. That way, says Raymer, staff mem-

bers could evaluate the strengths and weaknesses of 

their department, make any necessary improvements, 

and know what to expect come survey time. Raymer 

 also performs informal mock survey rounds.

> continued on p. 6
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On a busy day in December 2007, a surveyor with a 

background in general surgery entered the Deerpath lob-

by to conduct the Medicare deemed-status survey.

The surveyor began by examining documentation. He 

also performed one patient tracer during the one-and-

a-half-day survey. Raymer says the surveyor asked to 

see documents including:

Governance manuals

Quality improvement manuals

HIPAA manuals

OSHA manuals

Chart reviews

Adverse event logs

➤

➤

➤

➤

➤

➤

Staff and quality committee meeting minutes

Credentialing documentation and policies

Personnel policies

Most recent audit balance sheet

Maintenance reports

Emergency situation policies

Patient satisfaction data

Job descriptions

After looking over some of the documentation, the 

surveyor made some informal suggestions to the ASC, 

mostly regarding HR materials. “I think we spent a lot 

more time over the [past] few years paying attention to 

➤

➤

➤

➤

➤

➤

➤

➤

AAAHC survey < continued from p. 5

Sample preperioperative checklist

Surgical schedule correct and checked for proper order Initial box

 OR #1 OR #2

Surgical supplies for Dr. ___________ stocked per preference card Initial box

 OR #1 OR #2

Preop checklist completed by preop RN Initial box

 OR #1 OR #2

Linen packs and medical supplies fully stocked for caseloads Initial box

 OR #1 OR #2

Cleaning supplies and equipment stocked and ready for caseloads Initial box

 OR #1 OR #2

Source: Deerpath Orthopedic Surgical Center, Morris, IL.

Deerpath Orthopedic Surgical Center uses the following checklist at the end of each day to ensure the OR is set for 

surgery, shortening turnaround time.
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Patient dies after fall from surgical table 
A Massachusetts family is suing Boston Medical Cen-

ter after an 86-year-old woman fell from an operating 

table moments after hip surgery, causing a massive head 

injury that led to her death a week later, according to 

The Boston Globe.

Catherine O’Donnell fell through a gap in an or-

thopedic surgical table October 6, 2007, when a nurse 

removed a safety strap around her stomach as staff mem-

bers prepared to move her to a hospital bed, accord-

ing to an investigative report by the state Department of 

Public Health, the newspaper said. Still under anesthe-

sia, O’Donnell’s head slammed into the floor, fracturing 

her skull and causing internal bleeding. Despite another 

 operation to remove part of her skull and reduce pres-

sure from bleeding, she died October 13, the Globe said.

The lawsuit names four defendants, including Carlos 

Guzman, MD, an anesthesiology resident, John Pryor, 

MD, an orthopedic resident, and two nurses, Harvinder 

Miller and Ingrid Rush, according to the newspaper.

Boston Medical Center spokesperson Ellen Berlin told 

the Globe that the medical center had changed proce-

dures to prevent similar accidents from happening, but 

declined to be more specific.

“We regret that this tragic accident occurred and are 

sorry for the pain it has caused the O’Donnell family,” 

Berlin told the paper. n

our clinical care policies and not enough attention to the 

nuts and bolts of HR management,” says Anderson. 

The surveyor found that the ASC administrator had 

never had a formal job performance evaluation and that 

some job descriptions were vague and should be revised. 

He also found that physician privileges lacked anesthe-

sia requirements, an oversight Raymer made sure was 

quickly fixed.

The surveyor noted that peer reviews were only tak-

ing place after adverse events occurred. He explained 

that this made the peer review more of a risk manage-

ment assessment and recommended a separate peer re-

view. Raymer now requires that peer reviews take place 

outside of adverse events as well. 

Despite these minor recommendations from the sur-

veyor, Deerpath had little need for improvement. The 

surveyor was pleased with the facility and said he would 

have surgery at Deerpath if necessary. 

He also said he liked Deerpath’s quality improvement 

research, which included a study about turnaround times 

for the OR. 

The study found that the four-year-old ASC, with two 

ORs and about 1,000 orthopedic and podiatry surgeries 

scheduled per year, had above-average turnaround times. 

The study prompted a few new protocols and changes 

that Raymer says help the ORs run smoothly. Staff mem-

bers review a checklist at the end of every day, which in-

cludes routine items such as cleaning supplies, as well as 

surgery-specific items the physician has requested. (See 

the sample checklist on p. 6.)

“Everything is double-checked before everybody goes 

home. Turnaround time obviously entails making sure 

you have the right equipment for the surgery, and [the 

checklist], which came out of the study, actually helps 

shave some time as far as staff running errands,” Raymer 

says. “I hired an extra [technician], which we found out 

would actually increase our volume because we’re able 

to have more cases in a day . . . a lot of places will just 

have a couple of people turning a room over, but I actu-

ally added another person. That came out of the study as 

well and was very cost-effective in that respect.”

Although Raymer said the survey was a bit intimi-

dating, he also considers it a learning experience and a 

chance to ask questions. To prepare for the AAAHC sur-

vey, he says, ASCs should review the basic criteria for ac-

creditation. “I just really think that what’s critical is the 

self-assessment . . . and just to make sure that you literal-

ly get the information in front of you,” says Raymer. n
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by Troy Lair

Preaccreditation jitters (PAJ) occur on a regular basis 

in ambulatory surgery centers (ASC) throughout Ameri-

ca. Most administrative personnel anticipate the onset of 

PAJ months in advance of their survey. PAJ can have a 

devastating effect on workplace stress, staff morale, em-

ployee health, and productivity. 

Although the folks in IT departments have no trou-

ble understanding the classic GIGO formula—garbage in, 

garbage out—the risk management committees, admin-

istrators, and phy-

sicians doing the 

peer review seem 

to suffer from an 

occupational blind 

spot. If medical 

transcribers can 

easily identify the chronic conditions that provoke PAJ, 

why can’t those of us so close to the core do the same? 

Why can’t PAJ be avoided? Come April 15, will the news 

media have its cameras out as taxpayers rush to the post 

office to file their returns before the midnight deadline? 

Planning a story about people who wait until the last 

minute to do their taxes is a no-brainer for news editors. 

What about the millions of employers who file their 

tax returns on time because they were doing what they 

should have done all along? Whether running a surgery 

center or a restaurant, they pay their employees’ tax-

es on time. W-2 forms are delivered to employees, and 

1099 forms appear in contractors’ mailboxes on time. 

Not only do these employers understand the responsi-

bility to store and maintain data so that they are ready 

to print W-2 and 1099 forms by mid-January, they also 

know that other people are expecting these forms to ar-

rive on time in order to prepare their taxes and avoid 

any penalties for late filings.  

Suppose we compare maintaining a patient’s medical 

record to handling a company’s accounting functions. In 

the financial world, data have to be clean. How can you 

plan a budget without sufficient data to forecast income 

and expenses? How many people in your accounts pay-

able department are allowed to issue blank checks? 

There isn’t an ASC in this country that doesn’t have at 

least one doctor whose dictated reports contain enough 

blanks to look like a piece of Swiss cheese, or a hand-

ful of staff members that are notorious procrastinators. 

When people don’t know how much of a mess has been 

made—or don’t care—there’s good reason for the per-

son in the hot seat (usually the administrator and/or the 

medical director of the ASC) to get a bad case of PAJ. 

Suddenly, there is a heightened awareness of the need 

for quality control in transcription. As the pressure starts 

to build, and employees are asked to work longer hours, 

management’s expectations become more and more 

unreasonable. 

While working in the outpatient arena, my friends 

and I used to compare the long-term health of large 

dysfunctional nonprofit institutions to that of problem 

drinkers. Is there a corollary between a surgery center’s 

PAJ and an alcoholic’s delirium tremens? 

The people at the bottom of the ladder are not fools. 

Nurses know which doctors make sloppy, illegible entries 

Preaccreditation jitters: Is your ASC infected?

There isn’t an ASC in this 

country that doesn’t have 

at least one doctor whose 

dictated reports contain 

enough blanks to look like 

a piece of Swiss cheese.

Join our free ‘Patient Safety Talk’ group!Join our free ‘Patient Safety Talk’ group!

Share ideas, policies, checklists, monitoring tools, and 

get helpful advice from your colleagues when you sub-

scribe to “Patient Safety Talk” for FREE.

Once you sign up, you’ll receive messages from your 

peers across the country as they discuss the hottest pa-

tient safety topics of the day. 

Recent topics have included:

➤ Rapid response teams

➤ Bed entrapments

➤ Pressure sores

➤ Hand hygiene

➤ Patient flow

➤ Insulin storage

➤ Surgical site marking

Visit www.hcmarketplace.com/talkgroups/ 

index.cfm to subscribe today!
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into patients’ charts or simply don’t chart a postop note 

at all. But as PAJ sets in, suddenly, at the 11th hour be-

fore accreditation, miraculously dictated and then tran-

scribed reports appear. Medical transcribers know which 

doctors are continually contradicting themselves while 

dictating. They either dictate so fast that they can’t help 

but make errors, or they are simply too exhausted to pay 

attention to what they’re saying. 

Accountants know who’s been doing a responsible job 

of tracking expenses. It is unheard of for someone to ad-

dress physician or staff members about their sloppy work 

habits and force them to sober up and learn how to doc-

ument coherent entries into the medical record. That 

might require people to risk losing their jobs by accusing 

a doctor of not doing his or her work properly and be-

ing a hazard to those around him or her. Even worse, it 

might mean that in a medical peer review, doctors might 

actually have to accuse other physicians of being incom-

petent because of poor work habits that continually jeop-

ardize the accuracy of their patients’ medical records.

 Surgery center administrators decide that, by out-

sourcing transcription to India, they can get faster turn-

around at a lower price per line. With new technological 

advances, entrepreneurs trumpet claims that they have 

solved all the problems of creating and maintaining an 

electronic medical record. 

Larry Abernathy, president of Digital Voice, Inc., 

states that:

Philips speech recognition technology is being married to our 

dictation system to give birth to DVI Speech Power. Without 

changing physicians’ dictation behavior, we can run their DVI 

Voice Power dictations through the speech engine, produce 

a draft text report, and then provide this text—along with a 

synchronized voice playback—to a ‘medical editor.’ We antici-

pate dramatic improvements in productivity, since correcting a 

small number of mistakes will be considerably faster for your 

transcriptionists than transcribing the entire document. 

Abernathy’s statement ignores the fact that fast key-

stroking is not the issue that causes tremors among med-

ical transcriptionists. The problem is the incoherent 

statements of the physicians dictating the reports. 

When was the last time the medical staff at your ASC 

was diagnosed with PAJ? Isn’t it about time we collabo-

rate to ensure that legibility, quality, and consistency are 

upheld across-the-board? 

Don’t let your ASC fall victim to PAJ. Insist that staff 

members are up on all their “vaccinations” and that any 

“antibiotics” needed are given well in advance to prevent 

a facilitywide breakout of PAJ. n

Editor’s note: Lair has more than 18 years of executive health-

care experience, from running an ICU in a Louisville, KY, hos-

pital to working as the chief nursing officer for a Pasadena, 

CA–based acute care facility. He entered the ambulatory arena 

while serving as the corporate director of clinical services for the 

world’s largest plastic and cosmetic surgery company. Visit www.

thecompliancedoctor.com for more information.

We’re seeking experts for books, 
audioconferences, and seminars

Writing books and speaking for audioconferences and 

seminars are great ways to share your industry knowledge 

with peers. With the guidance of a solid publishing com-

pany, you’ll see your thoughts and tips become beacons 

to others in your field. 

We’re always looking for new authors, speakers, and 

reviewers, and we offer competitive compensation. For 

more than 20 years, HCPro has been a leading provider 

of integrated healthcare information, education, training, 

and consulting products. Among HCPro’s need-to-know 

information products are more than 325 books, 63 videos, 

about 200 annual broadcast events, and more than 100 

annual live events. 

Contact me at lbuckley@hcpro.com and let me know 

your areas of expertise and interests in publishing or train-

ing. Please do not send unpublished manuscripts or spe-

cific proposals for future works. 

Lisa Buckley

Senior Managing Editor

Briefings on Ambulatory Accreditation
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Managing significant event data to make improvements 
These event data are among the most useful info you receive

Editor’s note: What is a realistic goal for the collection and 

best use of data at your organization? In the following book ex-

cerpt, Ken Rohde explains how to better manage your exception 

data (also known as problem data) and, in particular, your 

significant event data. Such data can cover many areas, such 

as patient falls, treatment problems, and security issues. This ex-

cerpt is adapted from Rohde’s new book, Making Your Data 

Work: Tools and Templates for Effective Analysis, pub-

lished by HCPro. Rohde is a senior consultant for The Greeley 

Company, a division of HCPro, in Marblehead, MA.

Whenever an event results in consequences that we 

want to prevent from happening again, we conduct a 

causal analysis, sometimes called a root cause analysis 

(RCA), to determine why the specific event happened. 

These analyses have now generated “why” data that we 

need to manage.

These “why” data are some of the most refined and 

valuable data that we will receive. But often they are un-

managed, and as a result, we are not able to rely on our 

data in a critical area.

Think about your organization. Can you explain the 

underlying differences, commonalities, and similari-

ties among the past 20 cause analyses that the organiza-

tion has performed? If you can, you are providing real, 

meaningful information that will help change the way 

you do business. 

If we focus only on individual events, we are just 

picking dandelion tops: Wait a few days, and there will  

be more! But if we can dig down and find the bigger 

 issues that are generating our problems, and if we can 

fix those issues, we will be making real progress.

Get the data in one place

The first step in getting your significant event data 

under control is to get them all in one place. This means 

that the quality, risk, and data analysis functions need  

to work together to collect the results of all the cause 

analyses in one 

place in a stan-

dard format. 

Sounds easy. 

And technically, it 

is easy. But many 

organizations 

haven’t been able to get over this first hurdle. Internal 

turf battles and concerns about discovery and pro-

tection sometimes result in significant event data not 

 being shared or analyzed collectively. This often results 

in slowing progress in preventing the recurrence of 

the events we most want to keep from ever happening 

again. 

Set up a formal process to collect key information from 

each significant event and store it in a significant event 

database (SEDB).

The SEDB can be as simple as an Excel spreadsheet 

or as complicated as your resources allow, but a simple 

spreadsheet is really all you need. (See the chart on p. 12 

for 15 typical fields in a sample SEDB.) The goal is to col-

lect, code, and analyze the causal factors that are uncov-

ered in your cause analysis. 

After you have developed and coded your SEDB, 

use a pivot table and pivot chart tools in Excel to slice 

and dice the data in different dimensions, looking for 

commonalities. 

Then use those common causes to help the organiza-

tion identify additional analyses that may be needed to 

develop effective improvement activities. 

Relocating? Taking a new job?

If you’re relocating or taking a new 

job and would like to continue receiving 

BOAA, you are eligible for a free trial 

subscription. Contact customer service 

with your moving information at 800/650-6787. 

 Internal turf battles and 

concerns about discovery 

and protection sometimes 

result in significant event 

data not being shared or 

analyzed collectively.



April 2008 Briefings on Ambulatory Accreditation Page 11

© 2008 HCPro, Inc.

For permission to reproduce part or all of this newsletter for external distribution or use in educational packets, contact the Copyright Clearance Center at www.copyright.com or 978/750-8400.

Do a multidimensional analysis 

A multidimensional analysis involves simply doing a 

slice-and-dice using multiple pieces of information. For 

example, if we made three slices through our data—one 

for the event type, one for the location, and one for bed-

side rails—we might get an output chart that shows that 

the largest number of events is “falls” on “Floor 4 North” 

with “bedside rails up.” 

The more dimensions we can cut our data into, the 

more useful they are to us. n

Editor’s note: To find more information about Rohde’s 

Making Your Data Work: Tools and Templates for 

 Effective Analysis, simply go to www.hcmarketplace. 

com and click on the Patient Safety/Quality link near the  

top of the page.

Aetna delays change in moderate sedation policy
Aetna, the country’s third largest insurer, has post-

poned the implementation of a new policy that would 

have stopped reimbursement for anesthesiology services 

used during routine endoscopies and colonoscopies.

The policy, previously set to go into effect April 1, will 

be delayed until patient-friendly alternatives—which 

will not require the added expense of an anesthesiolo-

gist—are approved by the U.S. Food and Drug Admin-

istration (FDA) and are available in the marketplace, 

Aetna announced in a press release.

“We have determined that in those few markets where 

monitored anesthesia care has become the routine ap-

proach to sedation, implementation of our policy on April 

1 would inconvenience our members in those markets 

and potentially depress cancer screening rates in the short 

term,”  Troyen A. Brennan, MD, Aetna’s chief medical 

officer, said in a press release.

Healthcare professionals applauded the decision.

“I am very pleased that Aetna has taken this step, 

since I believed that the former decision had infringed 

on the clinical decision of physicians caring for patients,” 

says Nancy Burden, RN, MS, CPAN, CAPA, direc-

tor of outpatient surgery at BayCare Health System in 

Tampa Bay, FL. “I realize there are significant geograph-

ic differences in the use of monitored care vs. sedation 

analgesia, but for those areas in which it is a standard of 

care, the physicians and patient now retain the ability to 

provide the level of anesthesia care and sedation/com-

fort that is expected.”

The American Gastroenterological Association (AGA) 

also commended the insurer’s decision.

 “Aetna has engaged in an exchange of information 

and viewpoints with our society regarding the possible 

public health impact of this policy,” Joel V. Brill, MD, 

AGAF, chair of the AGA Institute’s practice management 

and economic committee, said in a statement. 

“The AGA Institute commends Aetna for listening 

to our concerns. We are dedicated to working with all 

stakeholders involved to provide clear recommendations 

to physicians, patients, purchasers, and payers regard-

ing the appropriate use of sedation for endoscopic proce-

dures,” he said.

Aetna did not name what patient-friendly procedures 

may be in the offing. But a February 27 blog in The Wall 

Street Journal mentioned two products under consider-

ation by the FDA. They include the sedative Aquavan 

and a system known as computer-assisted patient seda-

tion that would enable gastroenterologists to give pro-

pofol without an anesthesiologist present, the Journal 

reported. n

Contact Senior Managing Editor 
Lisa Buckley

Telephone �81/���-18�2, Ext. ��1�

E-mail lbuckley@hcpro.com

  Questions? Comments? Ideas?
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Typical fields in the significant event database 

Editor’s note: Follow this guide to set up a useful significant event database in a spreadsheet.

Typical field Contents

Cause analysis number A code that connects the data back to your RCA, ACA, or occurrence report. 

Causal factor number A sequence number (1, 2, 3, etc.); there may be eight to 10 causal factors that 

were uncovered in the cause analysis.

Title of event So that you can remember what the event was.

Brief description of event Fifty to 100 words describing the event. If you are looking at the data two years 

after the event occurred, this will help you to understand the causal factors.

Causal factor A brief description of the “why” that contributed to or caused the event. There 

may be eight to 10 of these factors.

Department/location The department or location where the action that resulted in the causal factor 

occurred.

Process The process being used that was connected with the causal factor.

Activity The activity being performed that was connected with the causal factor.

Error type A human, process, or equipment error.

Error code(s) Multiple fields that code and roll up the error description.

Expectation not met A listing of safety expectations that were not met for safe behaviors, good 

equipment, and process management.

Corrective action description A description of what was to be done about the causal factor

Corrective action type Information to sort your corrective actions (procedure change, training, peer 

 review, improved equipment, etc.).

Corrective action strength An assessment of whether the proposed corrective actions are transitory or 

permanent.

Process being corrected A description of all the improvements by process. Also, this connects the signifi-

cant event database to the process management process.

Source: Making Your Data Work: Tools and Templates for Effective Analysis, by Ken Rohde. Reprinted with permission.


