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1.1 Introduction 

Parkland Health and Hospital System (Parkland, Hospital or PHHS) entered into a Systems 

Improvement Agreement (SIA) with the Centers for Medicare and Medicaid Services on 

September 28, 2011. 

As part of the SIA, Parkland agreed to engage an ―Independent Consultative Expert‖ (ICE) who 

would serve several functions.  First, the ICE would survey all Hospital operations against the 

Medicare Conditions of Participation (CoP) regulations and issue a report (the ―Gap Analysis 

report‖ or ―Gap Analysis survey‖) documenting where the Hospital had ―gaps‖ or failed to 

comply with a CoP.  

Second, the ICE would examine Parkland‘s Quality Assessment and Performance Improvement 

(QAPI) function and similarly determine whether Parkland‘s QAPI functions met Medicare 

standards. 

Third, the ICE would submit an ―Action Plan‖ (Action Plan or Corrective Action Plan) outlining 

the steps that Parkland would have to take in order to come into compliance with all Medicare 

CoP.  The SIA requires that the Action Plan 1) identify actions to correct deficiencies in each 

service/functional line, and 2) identify detailed milestones, including completion dates, related to 

each deficiency. 

Fourth, the SIA requires that the ICE function as a ―compliance officer‖ to notify Parkland‘s 

Board of Managers (BOM) and CMS when Parkland failed to meet the requirements of the 

Action Plan or failed to meet any Medicare CoP. 

On October 25, 2011 the Parkland Board of Managers voted to engage Alvarez & Marsal 

Healthcare Industry Group (A&M, ICE Team, we or our) to serve as the ICE and ―compliance 

officer‖ under the SIA.  Our selection was approved by CMS on November 1, 2011.  A&M 

commenced its engagement and on-site work at Parkland on November 8, 2011. 

During the months of November, December and into early January, A&M conducted the Gap 

Analysis survey.  A&M has had up to 17 professionals including hospital/healthcare operators, 

clinical personnel including nurses, a physician and a former Joint Commission surveyor on-site 

at Parkland surveying all areas of Hospital operations against the Medicare CoP.  Our 

professionals had access to Hospital employees, physicians, and patients. We participated in 

dozens of Hospital committee meetings including meetings of the Board of Managers, senior 

leadership, medical staff, medical staff committees, infection control and quality committees, 

and the daily Hospital operations committee or ―daily huddle,‖ which we recommended that the 

Hospital institute in November.  We also interviewed scores of administrators, nurses, physicians, 

employees and patients to assess Parkland‘s operations, patient care and service. 
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On February 2, 2012, A&M delivered its final Gap Analysis report to CMS.  CMS approved the 

Gap Analysis report on February 3, 2012, and at the direction of CMS and as required under the 

SIA, the Gap Analysis report was delivered on that same day to the Parkland Board of Managers 

(BOM). 

The Gap Analysis report detailed deficiencies with Parkland‘s compliance with several of the 

Medicare Conditions of Participation.  Significant deficiencies were found in the following 

Conditions of Participation sections: 

 42 CFR § 482.13 - Patient Rights 

o 42 CFR § 482.13(c) - Privacy and Safety 

o 42 CFR § 482.13(e) - Restraint or Seclusion 

 42 CFR § 482.21 - Quality Assessment and Performance Improvement Programs 

 42 CFR § 482.13.22 - Medical Staff 

o (Conduct of Ongoing Professional Practice Evaluation (OPPE)) 

 42 CFR § 482.23 – Nursing Services 

 42 CFR § 482.25 – Pharmaceutical Services 

 42 CFR § 482.30 – Utilization Review 

 42 CFR § 482.41 – Physical Environment 

 42 CFR § 482.42 – Infection Control 

 42 CFR § 482.43 – Discharge Planning 

 42 CFR § 482.55 – Emergency Services 

 42 CFR § 489.20 – Emergency Medical Treatment and Active Labor Act (EMTALA) 

Deficiencies were also noted in the following Conditions of Participation sections: 

 42 CFR § 482.12 – Governing Body 

 42 CFR § 482.26 – Radiologic Services 

 42 CFR § 482.27 – Laboratory Services 

 42 CFR § 482.51 – Surgical Services 

 42 CFR § 482.54 – Outpatient Services 

 42 CFR § 482.56 – Rehabilitation Services 

 42 CFR § 482.57 – Respiratory Care Services 

The Gap Analysis survey found that these CoP deficiencies were often the result of, or 

contributed to, the following systemic problems in the functional or organizational areas of  

Parkland, including:  

 Timeliness and quality of patient care 

 Patient rights and patient safety 

 Safe patient ―hand-offs‖ and continuity of patient care 
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 Role and organizational structure of nursing and nursing practice 

 Case management and discharge planning  

 Infection prevention and control  

 Medication management 

 Supervision of medical residents 

 Emergency medical treatment, particularly psychiatric emergency treatment 

 Quality Assessment and Performance Improvement (QAPI) functions 

 Progressive discipline and accountability. 

Although each of these issues and areas are touched upon in some way throughout the Action 

Plan, a centralized approach to each of these issues by Parkland as an institution is also required.   

This Action Plan to a large degree follows the outline of the Gap Analysis report.  Like the Gap 

Analysis report, the first part of the Action Plan focuses on ―house wide‖ or ―system wide‖ 

functions or issues such as: Organization, Governance and Leadership; Human Resources; 

Access and Throughput; Provision of Care; Case Management; Environment of Care; Infection 

Control; Pharmacy/Medication Management; Patient Safety/Rights; Quality Assurance/ 

Performance Improvement; and Medical Staff. 

The balance of the Action Plan includes sections on significant departments or units in the 

Hospital such as the Emergency Department, the Psychiatric Services Department and the 

Women and Infants Specialty Health (WISH) service and provides a separate analysis, action 

plan and timeline for those departments and units. 

Although each section of the Action Plan contains a remediation roadmap and plan for that area, 

many of the issues are cross-cutting across the organization and many of the remediation plans 

relate to the key issues cited above. 

For ease of reference to understand the significant changes and recommendations made in the 

Action Plan to address the ―high level‖ issues, we have set forth below each of those issues in a 

high-level summary. Each referenced section of the Action Plan report provides greater detail on 

the Action Plan components: 

 Timeliness and quality of patient care 

o Emergency Department: Design, plan and execute re-organization of Emergency 

Department to: 1) redesign triage; 2) fold Urgent Care Center into operations into Main 

ED; 3) improve physical plant; and 4) improve staffing and operations.  (See ED Action 

Plan, Section 2.12) 

o Women and Infants Specialty Health (WISH):  Design, plan and execute changes to 

WISH to: 1) expand current bed capacity; 2) fill vacant nurse leadership roles; and 3) 

increase budgeted resources to acquire additional qualified staff and accomplish physical 

plant changes. (See WISH Action Plan, Section 2.14.) 
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o Specialty and Outpatient Clinics:  Design, plan and execute changes to: 1) increase 

capacity and physician and staff productivity at specialty and outpatient clinics; and 2). 

triage appointments based on acuity and needs. (See Clinic Action Plan, Sections 2.23 

and 2.34.) 

o Rehabilitation and Physical Therapy:  Design, plan and execute changes to: 1) increase 

hours, capacity and physician and staff productivity; and 2). triage outpatient referrals 

based on acuity and needs.  (See R&PT Section 2.12) 

o Respiratory Therapy:  Design, plan and execute changes to: 1) increase hours, capacity 

- and staff productivity; and 2) acquire additional qualified staff..  (See RT Section 2.22) 

o Radiology: Design, plan and execute changes to: 1) increase capacity and physician and 

staff productivity for radiology inpatient and outpatient services; and 2). triage outpatient 

referrals based on acuity and needs. (Radiology Section 2.17) 

o “Throughput” Improvements:  Design, plan and execute changes to: 1) Emergency 

Department intake and triage; 2) Hospital ―bed control‖ functions; 3) outpatient 

scheduling functions; and 4) study and create new post-discharge community health 

resources (See Throughput Action Plan Section 2.03)    

 

 Patient Rights and Patient Safety 

o Oversight / Monitoring:  Create new Chief Patient Rights and Safety Officer as 

responsible party for overseeing investigations, audits, compliance and discipline for 

Patient Rights/Patient Safety infractions. (See Patient Rights/Patient Safety Section 2.09.) 

o Education and Training:  Obtain outside review and revisions to training on Patient 

Rights and Patient Safety.   

o Notices:  Create an informational awareness campaign on Patient Rights and Patient 

Safety.  

o Improvements to: Restraints, Medication Management and Discharge Planning  

(See Provision of Care, Section 2.04; Case Management, Section 2.05; Environment of 

Care, Section 2.06; Infection Control, Section 2.07; Pharmacy/Medication Management, 

Section 2.08.) 

 

 Safe Patient “Hand Offs” and Continuity of Patient Care 

o Education and Training:  Create new employee and annual training on Safe Patient 

Handoffs and Continuity of Care.  Require periodic training, testing and auditing of 

employees and staff for knowledge and proficiency of hand offs and continuity of care.   

o Notices:  Create informational awareness campaign on safe patient handoffs and 

continuity of care. (See Sections 2.04, 2.06, 2.09) 

o Oversight / Monitoring:  Designate new Chief Patient Rights and Safety Officer 

(CPRSO) as responsible party for overseeing compliance and discipline for safe patient 

handoffs and continuity of care.  (See Section 2.09) 
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 Role and Organizational Structure of Nursing and Nurse Practice 

o Nursing Department Reorganization:  Design, plan and execute re-organization of 

Parkland Department of Nursing to eliminate ―matrix‖ organization and create direct 

reporting of all nurses through the Chief Nursing Officer (See Provision of Care, Section 

2.04). 

o Provision of Care:  Implement changes to manage: 1) nurse competencies; 2) nurse 

training and education; 3) patient care planning; 4) proper use of verbal orders; and 5) 

proper use and reduction of use of patient restraints.  (See Provision of Care, Section 

2.04). 

 

 Case Management and Discharge Planning 

o Care Management/Utilization Management Departments Reorganization:  Design, 

plan and execute the re-organization of the Care Management and Discharge Planning 

Office.  Plan will include consolidation of all Utilization Review/Management functions 

into the Care Management Office. (See Case Management Section 2.05).   

 

 Infection Control and Prevention 

o Infection Prevention Department Reorganization:  Design, plan and execute the re-

organization of the Infection Prevention Department.  Plan will include having the 

Infection Prevention Department  report to the new Chief Patient Rights and Safety 

Officer. (See Section 2.09 and QAPI Report).  Infection Prevention Department 

reorganization to also require review and redesign of all Infection Control policies and 

procedures and training.  

o Daily Rounding:  Establish Daily Rounding function supervised by the Infection 

Prevention Department. All nursing units and procedural units to also establish unit-

specific infection control plans and rounding mechanisms, all to be approved and 

monitored by Infection Prevention Department. (See Infection Control, Section 2.07.) 

o Notices:  Review and revitalize informational awareness campaign on safe infection 

prevention / infection prevention practices. (See Infection Control, Section 2.07.) 

o Accountability/Discipline:  Parkland Human Resources Department to plan, draft and 

execute new policy on disciplinary actions for infection prevention violations by 

Parkland employees and associates.  (See Infection Control, Section 2.07; Human 

Resources, Section 2.02.) 

 

 Medication Management 

o Improve Medication Management Oversight: 1) develop new electronic monitoring 

and safety flags; 2) add new duties for Pharmacy & Therapeutics Committee; 3) create 

Medication Reconciliation Task Force; 4) enact new drug utilization audits; 5) reassign 

―crash cart‖ oversight; 6) introduce improvements to and audits of drug storage 

procedures; 7) initiate education and audits of medication dispensing, pain management 
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and moderate sedation; and 8) require Pharmacy to play a more active role in hospital-

wide medication management.  (See Pharmacy/Medication Management Section 2.08) 

 

 Supervision of medical residents 

o Evaluation/Auditing/Review:  Create study task force on resident oversight and 

supervision. Plan, design and execute a new monitoring plan to ensure safe supervision of 

medical residents.  (See Medical Staff, Section 2.11.) 

 

 Emergency Medical Treatment, Particularly Psychiatric Emergency Treatment 

o Emergency Department: Design, plan and execute the re-organization of Emergency 

Department to: 1) redesign triage; 2) fold Urgent Care Center into operations of Main ED; 

3) physical plant improvements; and 4) introduce other staffing improvements.  (See ED 

Action Plan, Section 2.12) 

o Psychiatric Services:  Design, plan and execute re-organization of Psychiatric Services 

to: 1) obtain new interim and permanent leadership; 2) create vision for Parkland 

Psychiatric Services; 3) make physical plant improvements; 4) introduce staffing 

improvements; 5) mandate interdisciplinary care plans; and 6) improve discharge 

planning and placement. (See Psychiatry Services, Section 2.13) 

 

 Quality Assessment and Performance Improvement Functions 

o Patient Safety Function - Department Reorganization:  Design, plan and execute re-

organization of the Quality Department.  The plan will include creation of a new senior 

executive at the Hospital: Chief Patient Rights & Safety Officer reporting directly to the  

Parkland Board of Managers and the Parkland CEO. The following functions shall be 

reorganized to report directly to the Chief Patient Rights and Safety Officer: 

 Patient Safety 

 Patient Safety Investigations 

 PSN Database Reporting 

 State, Federal and Joint Commission Reporting 

 Daily Rounding‖ Function 

 Infection Prevention 

 Patient Relations  

o Quality Department Reorganization: Design, plan and execute re-organization of 

Parkland Quality Department.  Plan will include reorganization of Quality Department 

into a coordination, consulting and informatics/analytics function that reports to the Chief 

Medical Officer.  Functions remaining in the Quality Department will include:  Clinical 

Data Management, Performance Improvement and Continual Readiness/Survey 

Preparation.  The Quality Department shall be responsible for oversight of all 

departmental/unit-level QAPI plans and for rolling up all department/unit-level QAPI 
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data and indicators into the Hospital-wide QAPI plan. (See Patient Rights/Patient Safety 

Section 2.09 and QAPI Analysis.) 

 

 Progressive Discipline and Accountability 

o Accountability/Discipline:  Parkland Human Resources Department to plan, draft and 

execute new policies and procedures on disciplinary actions and employee evaluation 

processes for all Parkland employees and associates. 

o Education/Training/Notices:  Following adoption of revised policies on performance 

management, Human Resources to roll out new policies and procedures to all employees 

through special education and training sessions and through multiple employee 

communications channels. 

o Reporting:  Human Resources Department to report to Senior Leadership team and to 

BOM on progressive discipline undertaken.  (Human Resources, Section 2.02) 

All in all this Action Plan includes over 400 recommendations.  Each section of the Action Plan 

is written in a similar fashion: 1) summarizing the deficiency issues noted in the Gap Analysis 

report; 2) making detailed recommendations to address and remediate the deficiencies; and 3) 

providing a grid with Tasks, Monitoring, and Timetables necessary to execute and complete all 

of the recommendations.  

While this Action Plan is broad in scope, by itemizing the major deficiencies noted in the Gap 

Analysis the Action Plan works to fashion a recommendation for each deficiency capable of 

being understood and followed by Hospital staff with some granularity.  Where possible, best 

practices were included in the Action Plan.  More importantly, suggestions for monitoring 

progress of the Action Plan are included to reach the desired result of sustainable results. The 

desired result of the Action Plan would be that of sustainable change at Parkland to create a 

consistent environment for safe and effective patient care that meets all of the requirements of 

the Medicare Conditions of Participation for hospitals. 

In order for this Action Plan to succeed, it must be adopted and embraced not only by Parkland‘s 

Board of Managers and senior leaders, but by every employee and staff member.  To that end, 

the BOM and senior leadership must demand full participation and contribution by each 

employee and staff member to see that the Action Plan is completed and that Parkland can 

thereby prepare itself for a full and successful CMS and State survey. 
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1.2 Project Structure for Implementation 

 

Roles and Responsibilities  

Board of Managers  

 Holds Executive Sponsors and Chief Implementation Officer (CIMO) accountable for 

implementation of Action Plan.  

 Measures progress to plan through reports and metrics provided by the Chief Implementation 

Officer.  

 Meets with Chief Implementation Officer and Executive Sponsors regularly to redirect 

efforts, if required.  

 

Executive Sponsors: Dr. Thomas Royer/Dr. Jay Shannon/John Dragovits/Mary Eagen/Jody 

Springer.  

 Holds management and organization accountable for implementation and timelines.  

 Takes corrective action when work stream owners and/or staff members that do not meet 

agreed upon expectations. 

 Provides access to and adjudicates resources for the implementation (dedicated staff, 

additional FTEs, consultants, vendors, equipment, and improvements to physical plant).  

 

Owner of Implementation Plan: TBD, Chief Implementation Officer (CIMO) 

 Reports to the Board of Directors and is accountable to the Executive Sponsors  

 Directs the multiple work streams of the implementation plan. 

 Works collaboratively with the Executive Sponsors and senior leadership to access resources 

required to support the implementation plan.  

 Keeps multiple audiences apprised of status through regular updates – Board of Managers, 

Executive Sponsors, senior leadership team and Alvarez & Marsal team.  

 Work with Work Stream Leaders and Team Leads in design and execution of Action Plans 

including allocation of resources as required and providing support.  

 

Work Stream Leaders:  Josh Floren, Mary Eagan (or her designee), Jody Springer, Chief 

Patients Right and Safety Officer (TBD), Sharon Phillips, Mary Findley and Shelly Monks.   

 Direct the efforts of the team leaders for each of the six work streams (Quality, Governance, 

Clinical Operations, Nursing, Physicians, Access/Throughput).  

 Meet with team leaders to provide direction, assistance, remove barriers, resolve challenges, 

conflicts and provide resources (through the CIMO).  

 

Team Leaders: Identified in project organization structure chart. (Section 3.01) 

 Lead initiatives for the specific tasks for each of the initiatives.  
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 Direct team efforts, establish workgroups, identify and secure resources.  

 Establish charter, goals, work steps, monitoring methodologies, and refine timeline for 

implementation.  

 Establish meeting frequency, agenda and outcomes.  

 Collaborate with Work Stream Leaders to secure resources, identify barriers, provide status 

and progress reports.  

 

Implementation Teams: Department members and, in some cases, staff from other departments 

or services for the infusion of best practices.  

 Meet in small groups to brainstorm and document change.  

 Collaborate with resources identified in ―additional resources‖ section.  

 

Resources/Subject Matter Experts:  Additional resources and subject matter experts should be 

made available to the Work Stream Leaders and Team Leaders as required. These resources may 

be the Operational Excellence Department, Nurses who are not providing direct patient care, 

Nurses on Light Duty or on a Leave of Absence (LOA) who cannot perform nursing functions, 

Performance Improvement Department, Magnet Nursing Department, Consultants or Vendors. 

 Support Implementation Teams by performing and conducting process work flow, labor 

productivity, demand/capacity and any other ad hoc analyses required for baseline, 

auditing/monitoring, providing subject matter expertise,  providing education and training, 

conducting root cause analyses, writing/revising policies and procedures 

 

Mock Survey Team: External Resources  

 Conduct mock surveys, in accordance with Centers for Medicare and Medicaid Services 

(CMS), The Joint Commission (TJC), and Department of Health Services of State of Texas 

(DSHS) regulations and guidelines, to determine the organization‘s readiness.  

 Provide results of survey to Chief Implementation Officer, senior leadership and Alvarez & 

Marsal team.  

 

Alvarez & Marsal Team:  Kathleen Murphy, Peter Urbanowicz, Tamra Aloi, Louise Kenney, 

Diane Rafferty, Dr. Francis LaMorte, Patrick Coonan, Michael Beigel.  

 Participate in implementation planning and progress meetings to ensure total transparency 

into process, status, progress and results/outcome of team efforts.  

 Attend weekly meetings with Chief Implementation Officer to discuss weekly progress to 

goals, barriers/challenges, and results.  

 Review reports of teams provided to Chief Implementation Officer, senior leadership and 

Board of Managers.  

 Review key metrics provided to senior leadership, Chief Implementation Officer and Board 

of Managers.  
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 Continue to perform ―compliance‖ function under the SIA through ongoing monitoring of 

patient safety events by reviewing Patient Safety Net events, attending Root Cause Analysis 

meetings, attending daily huddles and/or other meetings related to safety and quality.  

 Attend Quality and Safety Committee meetings and meet with Chief Safety and Chief 

Quality Officer.  

 Meet with PHHS Compliance, Internal Audit and Legal, as required, on matters related to 

compliance.  

 Review quality and safety dashboards. 

 Independent rounding and patient interviews  

 Provide monthly  progress assessment  to senior leadership and  Board of Managers  

 Provide required monthly reports to the Centers for Medicare and Medicaid Services (CMS).   

 

The Action Plan includes three different categories: 

 Initiatives that must be led by Senior Leadership/Board of Managers (e.g. Governance, 

Organizational Restructuring, Personnel Changes, Physical Plant)  

 Organization-wide initiatives that impact multiple departments/areas with a subject matter 

expertise (Medication Management, Environment of Care)  

 Department-specific initiatives that must be addressed by the Department/Executive/Nursing 

and/or Medical Director (WISH, Procedural Areas, Perioperative)  

 

The Action Plan is divided into six Work Streams with multiple initiatives within each Work 

Stream. 
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Governance 
Clinical 

Operations 

Access & 

Throughput 
Nursing Physicians QAPI 

Board Role & 

Responsibilities,  

Education  

Psychiatric service 

line specific 

initiatives  

Ambulatory foot 

print and impact  

Nursing 

Reorganization  

Medical Staff – 

OPPE 

Quality & Safety 

roles & 

responsibilities  

Organization 

Structure Changes  

Including: 

 Nursing 

 Patient Safety 

 CM/UR 

 Quality 

 Compliance 

Shared Services 

Departments 

initiatives (Lab, 

Radiology, 

PM&R, 

Respiratory 

Therapy, F&NS, 

Tissue/Organ)  

Emergency 

Department/ 

Trauma/UCC 

Throughput 

Initiatives 

including redesign 

of Triage, Check-

in and other 

functions  

Nurse Practice 

Standards 

 - Restraints 

 - Plans of Care 

Clinical physician 

productivity/capacity 

analysis 

Patient Safety and 

Patient Rights  

Quality Dashboard 

including Contract 

Services  

Pharmacy and 

P&T Committee 

initiatives  

Bed Management Nursing roles & 

responsibilities; 

staffing levels and 

staffing models  

Resident oversight  Infection 

prevention/ 

control initiatives  

Culture Change 

initiatives  

WISH department 

specific initiatives  

Case 

Management, 

Discharge 

planning 

initiatives 

Clinical 

Competency 

Oversight  

Physician 

engagement issues  

Metrics for 

Departmental 

QAPIs 

HR Performance 

Management and 

Progressive 

Discipline Policies 

& Procedures  

Peri-operative & 

Anesthesia and 

Procedural 

department 

specific initiatives  

Continuum of care 

beyond acute care 

setting  

Medication 

Management: 

 - Storage/ 

Security 

 - Med Rec 

 - Verbal Orders 

 Contract Services 

Job Descriptions, 

Competencies and 

Leadership 

Training Policy  

Other hospital-

based department 

specific initiatives   

Clinic department-

specific initiatives 

     

Physical Plant 

requirements  

 - WISH 

 - PED 

 - ED Triage 

Environment of 

Care (each 

department)  

Environmental 

Services  

      

Employee 

Retention  

Infection Control 

(each department)  
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Timeline and Reports  

Week 1  

Days 1 – 3 (post CMS-approval of action plan)  

 Senior leadership reviews Action Plan.  

 Board of Managers reviews Action Plan.  

 Chief Implementation Officer (CIMO) reviews Action Plan. 

 

Days 3 – 5  

 A&M meet with CIMO/Executive Sponsors to review Action Plan.  

 A&M/CIMO/Executive Sponsors meet with Work Stream Leaders to review their roles, 

responsibilities, scope, deliverables, and deadlines.  

 A&M/CIMO/Executive Sponsors agree upon any adjustments to Action Plan, that do not 

require CMS approval. 

 CIMO develops deeper level of detail for Action Plan for first 100 days.  

o Work stream leaders initiate development of detailed Action Plan with measurable goals, 

methodologies for measurement, timelines, etc. 

o Detailed Action Plans created by Work Stream Leaders are vetted and approved by 

CIMO. 

 

Reports  

 CIMO report to BOM and A&M with CIMO approved Action Plans for each work stream. 

 

Weeks 2 – 4  

 CIMO and Work Stream Leaders assign individuals to Team Leaders and physicians 

resources needed for each team.   

 CIMO and Work Stream Leaders draft communication to all employees and faculty 

regarding summary of Action Plan and implementation structure.  

 Work with internal communications team to draft communication plan including 

communication methodologies and timeline.  

 CIMO and Work Stream Leaders meet with Team Leaders to review their roles, 

responsibilities, scope, deliverables, and deadlines.  

 With assistance of CIMO/Work Stream Leaders develop plan to include:  

o Identification of individual staff members (by name and/or position/title) within their 

own departments/units. 

o Estimate number and description of skills of other staff required from other 

departments/services/units.  

o Estimate of required number of internal or external ―Resources/Subject Matter Experts‖. 

o Identify perceived challenges or barriers to implementation and/or deliverables/timeline.  
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o Identify individuals responsible for auditing/monitoring and plan.  

 CIMO works with Work Stream Leaders to develop tools for monitoring, auditing and 

reporting for Team Leaders.  

 Team Leaders responsible for individual departments should begin implementation for 

individual initiatives.  

 Kick-off meeting with all key stakeholders to communicate implementation plan, 

deliverables and timeline.  

 

Reports  - Week 2  

 Work Stream Leaders report to Executive Sponsors/CIMO/A&M.  

o Report list of each work stream group members and team leaders: 

 Responsibilities assigned to each member of team. 

 List should include outside resources if applicable: 

o Other departments 

o External resources  

 Individuals responsible for monitoring progress. 

 

Reports  - Week 3 

 Work Stream Leaders report to Executive Sponsors/CIMO/A&M.  

o Detailed Action Plan for each work stream to include: 

 Timelines, milestones 

 Goals 

 Measurement methodologies 

 Barriers to success 

 

Reports  - Week 4 

 Work Stream Leaders report to Executive Sponsors/CIMO/A&M.  

o Measurement methodologies. 

o Resolution of barriers to success. 

o Finalized plans for corrective actions. 

o Summarized plan to BOM presentation. 

 

Reports - End of Month 1 

 CIMO reporting to BOM  - summary plan of corrective action to include: 

o Goals, timetable, monitoring methodologies. 

o Required use of outside resources. 

o Progress to date – any areas of concern. 

 A&M reporting to CMS/BOM. 

o Status of Action Plan. 
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o Leadership performance. 

 

Month 2  

 Team leaders begin directing efforts of various initiatives. 

 Bi-weekly meetings facilitated by CIMO with mandatory attendance – Executive Sponsors, 

Work Stream Leaders, Team Leaders. 

 CIMO and A&M present status and progress report at Senior Leadership Team meeting at 

end of each month.  

 CIMO and A&M present status and progress report to Board of Managers at regularly 

scheduled monthly board meetings.  

 A&M provide report to CMS.  

 

Reports –During Month 2 

 Work Stream Leaders weekly reporting to CIMO/A&M. 

o Weekly progress tracking to each work stream timeline. 

o Address action items not completed on schedule and develop solutions to correct. 

o Provide CIMO with data accumulated to date. 

 Bi-weekly reporting – CIMO, Executive Sponsors, A&M. 

o Status and progress report. 

o Discuss barriers to success and plans to overcome. 

o Discuss status of resource needs. 

o Next steps. 

 

Reports - End of Month 2 

 CIMO reporting to Senior Leadership/BOM.  

o Status and progress report for each work stream. 

o Data collected to date/comparisons to goals if possible. 

o Barriers to success. 

 A&M reporting to CMS/BOM. 

o Status of Action Plan. 

o Report available data and comparison to goals. 

o Leadership performance. 

 

Month 3  

 Bi-weekly meetings facilitated by CIMO with mandatory attendance – Executive Sponsors, 

Work Stream Leaders, Team Leaders.  

 CIMO and A&M present status and progress report at Senior Leadership Team meeting at 

end of each month.  
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 CIMO and A&M present status and progress report to Board of Managers at regularly 

scheduled monthly board meetings.  

 A&M provide report to CMS.  

 

100 Days  

 CIMO, Executive Sponsors and A&M meet and review progress to date. 

 CIMO, Executive Sponsors and A&M evaluate need for revisions to Action Plan.  

 A&M provides report to CMS.  

 Mock Survey team to begin conducting surveys (areas to be determined based upon CIMO‘s 

input).  

 

Months 4 – 12  

 CIMO develops membership of mock survey team. 

 CIMO develops and implements plan for mock survey. 

o Develop tools to be used for survey. 

o Develop measurement methodologies and goals. 

 Mock Survey Team provides findings and the required corrective action on bi-weekly basis. 

 Bi-weekly meetings facilitated by CIMO with mandatory attendance – Executive Sponsors, 

Work Stream Leaders, Team Leaders.  

 CIMO and A&M present status and progress report at Senior Leadership Team meeting at 

end of each month.  

 CIMO and A&M present status and progress report to Board of Managers at regularly 

scheduled monthly board meetings.  

 A&M provide monthly report to CMS. 

 

Reports - Month 3 and Ongoing 

 Work Stream Leaders weekly reporting to CIMO/A&M. 

o Weekly progress tracking to each work stream timeline. 

o Address action items not completed on schedule and develop solutions to correct. 

o Present data and compare to goals. 

o Address issues where data suggests action items are not providing positive results. 

 Bi-weekly reporting – CIMO, Executive Sponsors, A&M. 

o Status and progress report. 

o Present data and comparisons to goals. 

o Review progress of plan and make revisions to action plan if necessary. 

o Discuss barriers to success and plans to overcome. 

o Discuss status of resource needs. 

o Next steps 

 CIMO reporting to Senior Leadership/BOM (End of Month 3). 
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o Status and progress report for each work stream. 

o Data collected to date/comparisons to goals. 

o Barriers to success. 

 A&M reporting to CMS/BOM (End of Month 3). 

o Status of Action Plan. 

 Discuss any revisions to action plan made at 90 days. 

 Report data and comparison to goals. 

 Leadership performance. 

 

Monitoring and Auditing  

There will be multiple levels of monitoring, auditing and reporting to ensure that the 

organization is: actively implementing the recommendations of the Action Plan that has been 

approved by CMS, hardwiring change in process, policy and procedures; further developing a 

culture of urgency, teamwork, and compliance; and, ultimately creating a care environment that 

prioritizes quality and safety.  

 

Front-line personnel  

 

Every front-line care giver, staff nurse, technical and/or support or administrative employee 

needs to participate in self-monitoring by holding themselves and their colleagues accountable 

for a compliance, quality and safety.   Leadership must promote an environment that creates an 

acceptable ―norm‖, behavior for employees to hold one another accountable.  The methods for 

holding one another accountable include:  

 

 Calling a ―time out‖ if someone else is creating a situation that can potentially bring harm to 

a patient, visitor or another employee.  This includes staff nurses holding each other and 

others on the care team – Residents, Attending Physicians – accountable.  

 Escalating issues to senior Residents, Attending Physicians, Nursing House Supervisors, 

Administrator on Call, and/or senior leadership when necessary to ensure quality or safety.  

 Completing PSNs when incidents are observed. 

 Reporting  

 

Unit Managers/Charge Nurses  

 

Within each section of the Action Plan, there are specific recommendations for monitoring and 

auditing behaviors, compliance and results.  Unit Mangers/Charge Nurses have been tasked with 

many of these responsibilities.  Methods of monitoring and auditing include:  
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 Rounding on their respective units on a daily or shift by shift basis depending upon the 

volume and traffic within the unit – inspecting for environment of care, patient safety issues, 

talking with patients to be aware of their concerns 

 Auditing through direct observation of a process or procedure to gauge knowledge of policy, 

process or procedure, gauge competency and provide statistical input for tracking compliance 

and reporting to the Chief Implementation Officer.  

 Auditing documents (e.g. chart reviews of medical records, competencies, checklists) for 

completeness, accuracy and compliance with guidelines and /or policy as well as ensuring the 

documentation is timely.  

 ―Testing‖ or ―quizzing‖ staff on process, protocols, procedures, policies and competencies.  

 Utilizing and then monitoring checklists for training and compliance with revised procedures, 

policies, or processes.  

 Data analysis and comparisons to acceptable thresholds. 

 

Management and Leadership  

 Departmental management should routinely ask for evidence of the auditing and monitoring 

conducted by the Unit Managers in their respective departments/areas and measure results 

and outcomes through quality and safety indicators.  

 Leadership should be conducting administrative rounds to establish a presence of oversight 

throughout the facilities and ―set the bar‖ for observation and inspection.  

 

Internal Service Providers  

 Department Directors/management that provides a service to other departments within the 

system (e.g. Environmental Services, Facilities/Clinical Engineering, Pharmacy, Materials 

Resource Department) should develop service standards for each internal ―customer‖ (e.g. 

inpatient units, other hospital-based departments) and schedule for providing the service.  

 Once the standards and schedule are agreed upon, the Director (or designee) should follow 

up to ensure the standards and schedule are met and solicit regular feedback through 

meetings, interviews, visual observation and inspection and surveys, to ensure the service 

meets the needs and expectations of the internal customer.  

 

Performance Improvement, Patient Safety, Operational Excellence, Information 

Technology  

 Resources for auditing and monitoring progress to plan and developing monitoring and 

auditing tools to gauge sustainability of change process.  

 Access today and data mining to assist in developing quantitative and qualitative analysis. 
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Mock Survey Team  

 Conduct audits through survey methods to measure compliance with Medicare CoP and The 

Joint Commission standards.  

 

Alvarez & Marsal Team  

 Conduct chart reviews of medical records to audit appropriate documentation (plan of care, 

Resident/Attending oversight, discharge planning, restraints, medication reconciliation, 

physicians‘ orders).  

 Conduct rounds of all areas of the hospital and off-campus care settings for evidence of 

compliance with Medicare CoP and TJC standards.  

 Observe patient care encounters and procedures.  

 Interview patients to gain their perspective on care delivery. 

 Review organization dashboard and metrics related to quality and patient safety.  

 Review reports of Work Stream leaders and Implementation Officer.  

 

Action Plan Metrics  

 

The Chief Implementation Officer should prepare a monthly Dashboard that is reported to the 

Executive Sponsors, Alvarez & Marsal (in their oversight role as monitors) and the Board of 

Managers.  

 

The report should include metrics related to the progress of implementation of the Action Plan as 

well as other compliance indicators related to the Action Plan.  The CIMO should also track and 

be aware of other metrics that quality and safety issues persist and/or impact the Action Plan.  

 

Implementation Progress  

 

Each Work Stream Leader should report their progress to plan for EACH initiative based upon 

Red/Yellow/Green Light indicators. Delayed or missed deadlines need to be reported with 

reasons for delay along with recommendations, requirements and deadlines to get the initiative 

back on track. 

 

 
 

On Schedule

Delayed

Missed Deadline
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Specific Compliance Metrics  

 

The CIMO should also report metrics that are embedded in individual plans and/or organization-

wide initiatives that measure a change in behavior and/or compliance with process to ensure such 

changes are ―hard wired‖ into practice, including, but not limited to:  

 

 Compliance with Hand Hygiene Protocols – percentage by department based upon 

auditing.  

 Compliance with Two-Patient Identifiers with medication administration, blood product 

transfusion verification, lab specimen labeling, in the Time Out procedure – percentage 

by department based upon auditing.  

 Compliance with Time Out – percentage by procedural department/unit based upon 

auditing.  

 Compliance with Site Marking – percentage by procedural department/unit based upon 

auditing.  

 Compliance with documenting a comprehensive and individual plan of care for each 

patient, by clinical department.  

 Compliance with revised process work flow – percentage by department based upon 

auditing.  

 Number of physician drug overrides - percentage concurrently reviewed by Pharmacist.  

 Policies revised – as a percentage of all policies that need to be revised, by department.  

 Competencies completed – as a percentage of all recommended training, testing and 

auditing, by department.  

 Compliance with verification of medication on and off the sterile field- percentage by 

department based on auditing. 

 Compliance with environment of care practices - percentage by department based upon 

auditing.  

 Compliance with infection control practices and standards - percentage by department 

based upon auditing.  

 Compliance with OPPE processes and requirements. 

 Compliance with the ACGME 2012 Common Program Requirements on the types of 

patient events requiring a Resident to call the teaching physician. 

 Number of days/occurrences to EVS on unsatisfactory cleaning by department based 

upon report by unit manager  
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Metrics Related to Action Plan  

 

Although there may not be a direct link in cause and effect of the Action Plan to quality and 

safety indicators, the CIMO should also track metrics that either indirectly or directly impact the 

Action Plan and/or are indicate quality and safety, such as:  

 

 Number of hours Emergency Services (including Trauma and Psychiatric ED), Intensive 

Care Units include Neonatal Intensive Care Unit are on divert per month  

 Number of Elopements, Left Against Medical Advice, Left Without Being Seen (by a 

QMP or without an MSE), Left Without Being Treated – by department  

 Door to MSE time for all Emergency Services areas  

 Boarding hours in Main Emergency Services  

 Time from decision to admit (from all ED services) to transfer to room  

 Number of medical necessity denials  

 Number of cases with outlier length of stay  

 Number of days the house is on Red Bed alert  

 Average and outlier turnaround times for inpatient bed turns  

 Days to Next Third Available Appointment for Outpatient Clinics  

 Days to Next Third Available Appointment for Radiology (by modality)  

 Number of sentinel events  

 Number of ―near misses‖  

 Number of temporary harm events 

 Number of Narcan administrations used for ―over sedation‖ 

 Number of patient falls – by department 

 Number of lab specimen mis-labeling 

 Number of seclusions, as restraints, in Psychiatric Services  

 Number of medication errors – by department  

 Percentage of discharges occurring on Medicine units before noon  

 Number of deaths within twenty-four hours of admission  

 Number of cases referred to Peer Review Committee  

 Number of employees on corrective action plans – by department  
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2.0 Action Plans 

 

  



 

Corrective Action Plan for Parkland Health & Hospital System – February 28, 2012 

       23   

2.01 Organization, Governance & Leadership 

Background 

Medicare Conditions of Participation (CoP) require all hospitals to have an effective governing 

body legally responsible for the conduct of the hospital as an institution. If a hospital does not 

have an organized governing body, the persons legally responsible for the conduct of the hospital 

must carry out the functions specified in this part that pertain to the governing body. 

Findings identified during the Gap Analysis related to the Hospital‘s organization, governance 

and leadership included the following:  

 Medical Staff – Lack of Effective Ongoing Professional Performance Evaluation (OPPE) 

 Emergency Medical Treatment and Labor Act (EMTALA) Compliance Oversight 

 Quality Assessment and Performance Improvement (QAPI) Oversight 

 Allocation of Time and Resources by Board of Managers (BOM) 

 Nursing and Human Resources Organization and Leadership 

 Coordination of Legal, Compliance, Internal Audit & Quality Functions 

 Parkland‘s Continuum of Care Needs and Strategy 

Medical Staff Oversight 

Findings  

Several duties are imposed by Medicare on governing boards including the board‘s ultimate 

oversight and regulation of the medical staff: 

 Determining who can be a member of the medical staff, in accordance with state law. 

 Appointing members of the medical staff who are recommended by existing medical staff 

members. 

 Assuring that the hospital has medical staff bylaws, rules and regulations and approving 

those bylaws, rules and regulations. 

 Ensuring that the medical staff is accountable to the governing body for the quality of care 

provided to patients. 

 Ensuring the criteria for selection are individual character, competence, training, experience, 

and judgment. 

 Ensuring that under no circumstances is the accordance of staff membership or professional 

privileges in the hospital dependent solely upon certification, fellowship or membership in a 

specialty body or society. 
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Ongoing Professional Performance Evaluation (OPPE) 

The Parkland Board of Managers (BOM), in its capacity as the governing body responsible for 

medical staff activities, must direct the Medical Staff to implement all current CMS and The 

Joint Commission (TJC) requirements related to Ongoing Professional Performance Evaluation.  

CMS and TJC standards on OPPE require hospital medical staffs to collect physician-specific 

data regarding six core competencies as defined by TJC, the American Board of Medical 

Specialties (ABMS) and the Accreditation Council for Graduate Medical Education (ACGME). 

The six core competencies can be summarized as follows:  

 Patient Care and Procedural Skills 

 Medical/Clinical Knowledge 

 Practice-Based Learning & Improvement 

 Interpersonal & Communication Skills 

 Professionalism 

 System-Based Practice 

The scope of review and information needed for an adequate professional practice evaluation is 

left to the discretion of the hospital, information gathered during TJC mandated performance 

improvement activities must be considered.  These activities include evaluations of: 

 Medical assessments and treatments 

 Medication use 

 Use of blood and dried blood components 

 Appropriateness of operative and other procedures 

 Appropriateness of care, including significant departures from generally accepted 

standard of practice 

 Autopsy findings 

 Adverse events, including sentinel events 

 Unanticipated deaths or readmissions to the hospital 

The Hospital does not address the three components of the OPPE formula: measurement, 

evaluation, and follow through: 

 Continuous, systematic measurement of physician performance 

 Periodic evaluation of the results of that measurement, and 

 Follow through to address any performance issues identified through the evaluation. 
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Medical Staff Feedback to Governing Board 

The Medical Staff leadership, under the direction of the BOM, has recently reorganized its 

governing structure from a ―Medical Advisory Committee‖ (MAC) to a more traditional Medical 

Executive Committee (MEC) structure.  Under this MEC structure the chiefs of clinical services 

in the Hospital all serve as MEC members as opposed to the prior ―MAC‖ structure where 

members were appointed by the chairman of the relevant faculty department at UTSW.  This is a 

positive change in the Medical Staff structure and leadership as individuals who practice largely 

at the Hospital – the service chiefs – are responsible for the overall quality of care provided by 

the physicians on the Medical Staff. 

In addition to the formal mechanisms for communications between Hospital leadership and the 

Medical Staff, such as the MEC and its committees, senior management and the BOM should 

endeavor to create additional, regular points of feedback and communication from key members 

of the Medical Staff.  Through our interviews we have found that key physician leaders have not 

always been consistently invited to meet with the Hospital‘s senior leaders and managers and be 

engaged in the day-to-day affairs of running the Hospital.  Physicians on the Medical Staff, 

particularly leaders of key services and departments are critical to addressing many of the 

deficiencies cited in this Gap Analysis report.   

Recommendations 

 OPPE:  BOM should direct the Parkland Medical Staff Medical Executive Committee (MEC) 

to prepare a comprehensive plan, in accordance with CMS and Joint Commission rules and 

standards, to implement Ongoing Professional Performance Evaluation (OPPE) for all 

Parkland Medical Staff members in all re-appointment, re-credentialing and peer review 

decisions.  The comprehensive plan should include a timetable for implementation and a 

request for any additional personnel or financial resources to implement and sustain OPPE 

activities.  The Medical Staff should deliver a comprehensive plan on OPPE to the BOM no 

later than May 15, 2012. 

 Medical Staff Interaction:  The BOM must continue to have a dynamic and collaborative 

partnership with the Hospital and Medical Staff leadership.  In addition to delivering a 

monthly Medical Staff report, the BOM should invite President/Chair of Medical Executive 

Committee to attend all parts of BOM meetings and committee meetings, including all 

Executive Sessions of the BOM, except when the BOM is meeting in Executive Session with 

only BOM members and legal counsel.  BOM should also extend regular invitations to the 

chiefs of major services within the Hospital including:  Surgery, Medicine, WISH and 

Emergency Medicine to participate as their schedules permit.  While respecting requirements 

under the Public Meetings Act, BOM members should also endeavor to engage regularly and 

individually with leaders on the Medical Staff and the chiefs of the services in the Hospital to 

obtain their assessment of Hospital operations and quality of care. 
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EMTALA Compliance Oversight 

Findings 

Medicare standards require that the governing body is responsible for ensuring that the hospital 

complies with its obligations under the Emergency Medical Treatment and Labor Act 

(EMTALA), not only in a dedicated emergency department, but also in any off-campus 

departments of the hospital.  For off-campus departments, the governing body must assure that 

the medical staff has written policies and procedures in effect with respect to the off-campus 

department(s) for appraisal of emergencies and referral when appropriate. 

BOM is responsible for ensuring that Parkland meets its obligations under the EMTALA 

including the requirement that all patients in the Emergency Services Department (ESD) receive 

an appropriate screening examination by Qualified Medical Professionals (QMPs).  When 

screening examinations and treatment are provided by Resident Physicians, both the Medical 

Staff and the BOM must ensure that the Resident‘s are appropriately supervised in accordance 

with the Medical Staff bylaws and ACGME (Accreditation Council for Graduate Medical 

Education) rules.  The current version of the Parkland ESD Policy Manual does not include 

written policies and procedures regarding documentation of Teaching Attending Physician 

oversight of Residents.   

Recommendations 

The BOM should direct Hospital senior management to revise the Parkland ESD Policy Manual 

to include written policies and procedures regarding documentation of Teaching Attending 

Physician oversight of Residents.  This manual should be revised and presented for review to the 

BOM‘s Quality Committee no later than its regular May 2012 meeting. 

The BOM should also direct Hospital senior management, in collaboration with UTSW GME 

leadership and A&M, to create a standing ―rounding‖ and auditing process to document that 

Residents are receiving appropriate and required supervision by Attending Physicians, not only 

in the ED, but in all areas of the Parkland where they provide services.  This rounding and 

auditing process should be presented to the BOM Quality Committee no later than its regular 

May 2012 meeting.  As part of this rounding and auditing process, a reporting mechanism on 

findings from such rounding and auditing should be presented to the BOM Quality Committee 

on a regular basis. 

Quality Assessment/Performance Improvement (QAPI) Oversight 

Findings 

Medicare requires that the governing body is responsible for oversight of services furnished in 

the hospital, including services that are outsourced to contractors or part of a joint venture with 
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another party.  Medicare also places ultimate responsibility for the care of patients upon the 

governing body. 

Quality Review of Contracted Services 

Medicare CoP require that Hospital services that are contracted out or outsourced should be 

regularly reviewed and monitored for quality of performance and adherence to Parkland‘s quality 

and safety metrics.  Contracted services affecting the clinical care of patients, especially needs to 

be routinely monitored for quality of performance and adherence to Parkland‘s quality rules, 

such as infection control and prevention rules.  Parkland does not currently have a process for 

regular BOM review and oversight of outsourced and contracted services to ensure that the 

contractors are meeting quality guidelines.  There is no evidence that contractors for clinical 

services are adhering to the Hospital‘s quality rules and metrics. 

Quality Dashboard 

BOM in its capacity of overseer of Parkland‘s Quality Assessment & Performance Improvement 

(QAPI) program should be routinely briefed on patient safety and quality indicators.  The BOM 

Quality Committee should have consistent, month-to-month metrics on certain quality indicators 

presented in a ―dashboard‖ format so that committee members and the BOM can readily see 

progress or deterioration in key quality and safety metrics. Quality Committee and BOM should 

also receive more ―trending‖ data on adverse events so that adverse events are not viewed in 

isolation as ―one off‖ events. 

Recommendations 

 

A successful Quality Assessment and Performance Improvement (QAPI) program at Parkland 

will require a continued commitment by the BOM to support in a very visible way Parkland‘s 

quality program. 

 QAPI Leadership and Department Reorganization: BOM should oversee the 

reorganization of the Parkland Quality Department, which as recommended in the Patient 

Rights/Patient Safety section of this report (Section 2.09), would: 

o Create the position of Chief Patient Rights & Safety Officer (CPRSO), which will report 

directly to the BOM and the CEO. 

o Bring patient safety and investigatory functions under the CPRSO including: Patient 

Relations & Grievances; Infection Control; and Regulatory Agency Reporting. 

o Reorganize the functions of the Parkland Quality Department under the Chief Quality 

Officer to include: data collection; analytics; survey readiness; consulting to departments 

and units on unit-based QAPI; creation and execution of Parkland-wide QAPI; and 

consulting to departments and organization-wide performance improvement activities.  
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 QAPI Training:  Each BOM member should attend a continuing education program in the 

next 12 months on improving quality of care in health care organizations.  Programs 

sponsored by the American Hospital Association (AHA), the National Quality Forum (NQF), 

The Joint Commission or the American College of Heath Executives (ACHE) would provide 

suitable continuing education in this area.  Thereafter, all BOM members should be required 

to attend an annual conference, seminar or class on quality assessment and performance 

improvement topics. 

 Annual Review of QAPI Plan:  The BOM Quality Committee should devote one meeting a 

year to reviewing and approving Parkland‘s annual QAPI plan.  Meetings prior to the 

approval meeting should focus on discussion of separate aspects of the QAPI plan.  The 

Parkland BOM should review and approve the annual QAPI plan approved by the Quality 

Committee. 

 QAPI Budget and Resources:  During the annual budget formulation process for Parkland, 

the BOM Quality Committee should present an annual report to the BOM Budget and 

Finance Committee, outlining the resources necessary to effectively run all of Parkland‘s 

QAPI activities for the coming year. 

 Quality “Dashboard”:  The BOM Quality Committee should require that Parkland‘s 

Quality Department leadership construct and present a quality ―dashboard‖ report by the 

Committee‘s April 2012 meeting, and that the dashboard be continued to be refined 

throughout 2012. 

 Quality Review of Contracted Services:  BOM Quality Committee should institute regular 

quality reviews of all significant outsourced or contracted services.  BOM Quality 

Committee should direct management to produce a schedule of all significant outsourced or 

contracted services that affect patient care or clinical care in the Hospital.  The schedule 

should include, at least, information on:  contracted vendor; general terms of contract 

including vendor requirements; value of contract; quality related requirements on the vendor 

in the contract.  Hospital management should also produce a template on how vendors will be 

scored for quality of performance.  Hospital management should preliminary score each 

vendor for quality performance and the BOM Quality Committee should review the 

scorecard and the data leading to proposed grades on the scorecard.  BOM Quality 

Committee should require that Hospital management produce a schedule of such outsourced 

contracts for review at the April 2012 BOM Quality Committee meeting.  BOM Quality 

Committee should commence reviews of ―scorecards‖ for significant outsourced and 

contracted clinical services (and services significantly affecting patients) at the committee‘s 

May 2012 meeting. 

 Board QAPI Plan:  All Hospital departments and units should have its own Quality 

Assessment and Performance Improvement Plan.  The BOM should have a QAPI plan of its 

own.  In order to design its QAPI, the BOM should conduct a self-assessment of its activities, 

performance and qualifications.  The BOM should work with its legal counsel to design a 

written self-assessment tool.  Each BOM member should complete both a self-assessment 
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and board effectiveness assessment each year.  The BOM‘s legal counsel should collate all 

self-assessments into an annual report on board performance and effectiveness.  Where areas 

area are noted where the BOM is not as effective as it should be, the BOM should create a 

performance improvement plan to address those areas of underperformance. The BOM 

should complete and approve for use a self-assessment tool.  The tool should be approved for 

use by the Board by its April 2012 meeting.  The BOM should complete the self-assessment 

tool and have those results reported for the BOM‘s regular May 2012 meeting.  The results of 

the self-assessment should drive the creation of a QAPI plan for the BOM.  The QAPI plan 

for the Board should be completed and reviewed and approved by the BOM by its regular 

June 2012 meeting.  Once this first self-assessment and QAPI plan is completed, the BOM 

should set a regular calendar for annually completing its self-assessment and amending, as 

necessary, its QAPI plan.  

Allocation of Board of Managers Time and Resources 

Findings 

 

Because the BOM is considered a public body under Texas state law, it faces challenges between 

its duties to conduct its business in a public setting as law requires while being able to candidly 

and openly examine and discuss quality of care issues in a manner that respects patient privacy 

and the confidentiality of peer review information that could affect individual practitioners such 

as physicians and nurses.  Under its current rule the BOM is also required to spend a 

considerable amount of its time on contract approval issues and requests for proposals that might 

be delegated to management.   

 

Additionally, the Hospital is in the midst of a major construction project with the ongoing 

construction of a new hospital facility.  Ultimate oversight of the construction process is an 

obligation of the BOM, however, construction updates and discussions should not overwhelm or 

overtake the critical time necessary to oversee quality and safety functions and successful 

performance under the Systems Improvement Agreement (SIA).   

 

Recommendations 

  

During the period of the SIA and any Action Plan approved by CMS following this Gap Analysis 

report, the BOM should examine how its agenda and board time might be structured so as to 

maximize the amount of time that can be spent: 1) monitoring issues identified in the Gap 

Analysis report; 2) monitoring progress under the Action Plan; and 3) monitoring quality and 

patient safety activities in the Hospital.  The BOM should complete this time allocation review 

by its regular meeting for April 2012. 
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The BOM currently has 12 committees and some special committees.  These committees 

include:  Audit and Compliance; Behavioral Health; Budget and Finance; Contracts; Human 

Resources; Information Systems; Joint Conference; Legislative and Advocacy; Legal Affairs; 

Quality of Care and Patient Safety; Facilities; and Strategic Planning. 

 

With seven members, Parkland has a relatively compact governing board.  Many of the activities 

currently performed in some of the committees should be handed by the full board with periodic 

reporting by management on matters such as: contracts, human resources, information systems, 

legislative and advocacy, legal affairs, facilities and strategic planning.  In addition to full 

meetings of the BOM, during the pendency of the SIA and Action Plan, the BOM should restrict 

regular standing committee meetings to:  Audit and Compliance; Budget and Finance; and 

Quality of Patient Care and Safety.  The Human Resources Committee should also meet on an as 

needed basis to oversee the design and approval of the Hospital‘s compensation and benefits 

plans and review and approval of executive compensation decisions and executive employment 

contracts. 

 

During the pendency of the construction of the New Parkland Hospital, the BOM should  

continue to operate a special committee on oversight of New Parkland construction.  To provide 

additional oversight of this important project, the BOM should consider re-constituting this 

committee to include and be composed of members of the public with special skills in: 

construction, design, architecture, engineering, and project management. 

 

During the pendency of the SIA and the Action Plan, the BOM sitting as a whole should hear 

reports from Hospital Management, the new Chief Implementation Officer and A&M on the 

Hospital‘s performance under the Action Plan timetables and targets.  

 

Nursing and Human Resources Organization and Leadership 

Findings 

The Gap Analysis report outlines concerns with Parkland‘s nursing administration structure and 

the confusion caused by the current organization regarding who ultimately supervises nurses in 

the Hospital.  The report also notes concerns regarding how personnel and disciplinary actions 

for employees and staff are organized and often conducted in an inconsistent manner across the 

Hospital.  These are both areas that the BOM should focus on in ensuring that the Hospital is run 

as a unified organization, and not a ―silo-ed‖ organization with separate departments and units, 

but as a single organization with consistent management, operating policies and procedures and 

uniform compliance to CoP, regulations and Hospital policies. 
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Recommendations 

The BOM should direct Hospital senior management to present a comprehensive plan to re-

organize nursing services at Parkland, in accordance with recommendations from A&M in this 

Action Plan.  Hospital management should present such a report on nursing reorganization no 

later than the April 2012 regular meeting of the BOM.  The BOM should then hear monthly 

reports from the Chief Nursing Officer on the progress on re-organizing nursing services. 

The BOM should direct Hospital management and the Human Resources Department to present 

a comprehensive plan to revise and strengthen the Hospital‘s performance management system 

and progressive disciplinary policies and procedures, in accordance with recommendations from 

A&M in this Action Plan.  Hospital management should present a preliminary plan no later than 

the April 2012 regular meeting of the BOM, with implementation plans to follow no later than 

the May 2012 BOM meeting.  The BOM should then receive monthly written reports, and oral 

reports as required, from the Hospital‘s head of Human Resources, outlining the status of 

changes and improvements to the progressive discipline system as well as data regarding 

numbers of employees referred to progressive discipline, reasons for referral and disciplinary 

outcomes. 

Coordination of Legal, Compliance, Internal Audit & Quality Functions 

Findings 

 

Parkland‘s Quality Assessment/ Performance Improvement (QAPI) and Compliance functions 

and Internal Audit functions and Legal functions must all be more coordinated with one another.  

Each of these divisions should have real-time knowledge about investigations and audits the 

other divisions are conducting so that efforts are not duplicated and that each of those units have 

―institutional knowledge‖ about significant issues regarding patient safety and quality of care.  

There are many investigations regarding quality of care or patient safety that should involve the 

Compliance Department because of the implications for federal or state reporting or federal 

program reimbursement or repayment.  The Internal Audit department should also be 

familiarized with those investigations and findings as they are occurring because they affect 

organizational risk.   

 

Recommendations 

 

The BOM should direct Hospital senior management to present a comprehensive plan to create 

better communication and coordination among the Hospital‘s Legal, Compliance, Internal Audit 

and Quality Departments. The plan should include any recommendations for moving 

responsibilities, expanding or merging functions, and hiring or obtaining additional resources.  
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Hospital management should present such a report on Legal, Compliance, Internal Audit and 

Quality coordination no later than the May 2012 regular meeting of the BOM.  

Continuum of Care Needs and Strategy 

Finding 

Parkland must function as a unified continuum of care and not as a collection of silo activities 

within discrete departments, units, floors or clinics.  Patients often get ―lost‖ at a large hospital 

like Parkland when departments think of patients as no longer in their charge or their ―problem‖ 

once they have been transferred, moved or admitted to another department.  This departmental 

mindset creates opportunities for patients to ―fall through the cracks‖ and have care delayed and 

possibly experience a change in condition or deterioration without notice or necessary care 

delivered.  Senior leadership needs to emphasize that every patient is the obligation of EVERY 

employee and staff member, regardless of the staff member or physician formally assigned to the 

care of that patient. 

Recommendation 

The BOM should direct Hospital senior management to prepare a report on how Parkland might 

better provide a full continuum of care for its patient population with resources and care sites to 

complement and improve Parkland‘s current inpatient and outpatient services.  Such a report and 

plan should include a review and recommendations on creating new care sites and avenues such 

as:  home health, hospice, outpatient pharmacy networks, skilled nursing facilities, substance 

abuse treatment centers, behavioral ―crisis‖ centers, indigent dialysis centers, and personal care 

coordinators.  The report should include details on the financial resources that would be 

necessary to fund any such new care sites or caregivers in this continuum of care.  Hospital 

management should present such a report on how Parkland could better function as a continuum 

of care not later than the June 2012 regular meeting of the BOM. 

Parkland should use this opportunity of reviewing the continuum of care for its patients, to 

evaluate again Parkland‘s interaction and intersection with all other health care providers, 

hospitals and systems within Dallas County, North Texas and beyond.  Specifically the Hospital 

should review how patients might be affected if Parkland closed or reduced certain units or 

services or had certain services closed, reduced or inundated by natural disasters, mass casualty 

events or regulatory actions.  To that end, Parkland‘s BOM should direct Hospital senior 

management to establish a special Task Force to evaluate Parkland‘s current disaster plans and 

mass casualty response plans and all other service closure or diversion response plans.  The Task 

Force should include not only relevant Hospital leaders and services (e.g., emergency services, 

trauma, medicine, specialty services, labor & delivery, NNICU) but should include physician 

leadership representatives from UTSW.  Other Dallas area hospital systems, health care leaders 

and local and state trauma and emergency response coordinators should also be consulted by the 
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Task Force to obtain information and guidance.  The Task Force should report monthly to the 

BOM, through the Interim CEO or his designee, with the goal of delivering a final report and 

recommendations to the BOM no later than June 30, 2012. 

 Tasks Monitoring Methodology Timeline 

MEC to prepare a comprehensive 

plan to implement Ongoing 

Professional Performance 

Evaluation (OPPE). 

Please reference Medical Staff 

(Section 2.11). 
 

Hospital senior management to 

revise the Parkland ESD Policy 

Manual to include written policies 

and procedures regarding 

documentation of Teaching AP 

oversight of Residents. 

Evidence of written policy and 

procedure with implementation 

plan.  Completed policies and 

procedures to be approved by 

BOM. 

Weeks 1 – 9 

Hospital senior management, in 

collaboration UTSW and A&M to 

create a standing rounding, 

evaluation and auditing process to 

collect data on Resident oversight. 

TBD - BOM to approve 

evaluation process. 

Reporting on findings from 

rounding and auditing presented 

to the BOM regularly. 

Weeks 1 – 9, Ongoing 

Require quality ―dashboard‖ report 

from Hospital Quality Department 

Evidence of defined indicators, 

dashboard reporting, and actions 

taken for improvement by Quality 

Committee. 

Week 8, 12, Month 4, Ongoing 

Commence reviews of ―scorecards‖ 

for significant outsourced and 

contracted clinical services. 

Design a Board-specific QAPI plan 

Please reference Contract Services 

(Section 2.25). 
 

Review and revise BOM 

committees. 

Evidence of analysis and revisions 

of BOM Committee with 

appropriate structure and 

implementation plan. 

Weeks 3 – 12 

Review performance management 

and progressive discipline initial 

plan from Human Resources. 

Please reference Human 

Resources (Section 2.02). 
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Tasks Monitoring Methodology Timeline 

Review performance management 

and progressive discipline 

implementation plan from Human 

Resources. 

Evidence of monthly written 

reports, and oral reports as 

required, outlining the status of 

changes and improvements to the 

progressive discipline system as 

well as data regarding numbers of 

employees referred to progressive 

discipline, reasons for referral and 

disciplinary outcomes. 

Week 4, 8, 12, Ongoing 

Review comprehensive plan to 

create better communication and 

coordination among the Hospital‘s 

Legal, Compliance, Internal Audit 

and Quality Departments. 

Evidence of written report and 

recommendations from General 

Counsel, Chief Compliance 

Officer, Internal Auditor and 

Chief Quality Officer. 

Weeks 9 - 12 

Review Hospital plan on continuum 

of care. 

Evidence of written report and 

recommendations from Hospital 

CEO. 

Week 12, Month 4 

Appoint Task Force to review 

Hospital‘s current Disaster Plan, 

Mass Casualty Response Plan and 

all other plans indicating how the 

Hospital and community would 

respond to reduction, closure or 

diminishment of services or care by 

Parkland. 

Interim CEO, or designee, to 

report monthly to BOM on 

progress of Task Force and 

deliver written report to BOM no 

later than June 30, 2012. 

Week 1 through Week 16 
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2.02 Human Resources 

Background 

Until the recent appointment of the Chief Human Resources Officer to the Senior Leadership 

Team by Dr. Royer, the Human Resource (HR) function was unable to participate in a significant 

role in supporting the organization as a business partner. As a result, employment policies and 

procedures are inconsistently applied and enforced across the organization.   

The function of Human Resources needs to act as a strategic partner supporting operations and 

clinical leadership in recruiting and retaining a qualified workforce. HR is responsible to 

establish employment policies and procedures and ensure practices are consistently applied.  

Areas for opportunity include updating and/or revising policies and procedures, training 

managers and supervisors, as well as putting in place additional monitoring to ensure all are 

consistently applied.   

The key areas for improvement include:  

 Performance Management  

o Progressive Disciplinary Process 

 Time/attendance policy 

 Behavioral issues 

o Performance evaluation  

 Employee Retention 

o Increasing employee turnover   

o Talent management strategy 

 Qualified Staffing 

o License verification 

o Competencies 

 HR policies and procedure review process 

Performance Management 

Findings – Progressive Disciplinary Process 

During the survey, we reviewed the policies and procedures related to performance management 

and personnel files for content and evidence of consistency in adherence to policies.  We 

concluded that the progressive discipline/corrective action process is not consistently applied. 

Human Resources is not the final decision maker with regard to termination of employees. 

Instead, the direct supervisor is responsible for initiating progressive discipline/corrective action 

plans for employees who demonstrate behavioral and/or performance issues and/or has records 
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of continual tardiness and/or absences. Examination of employee files led to evidence that 

Human Resources has only limited input and influence over both the progressive discipline and 

performance management systems.  Without more close intervention and influence by HR, 

supervisors are left to their interpretation and judgment to enforce policy.  

Currently, initial disciplinary actions are the responsibility of the unit/department supervisors and 

do not require involvement from HR strategic business partners.  The lack of their involvement 

leaves subjectivity and discretion on the part of the supervisor/manager to interpret and enforce 

disciplinary action.  The policy for progressive discipline actions for time and attendance 

infractions is based on an ―occurrence‖ method and the supervisor/manager provides counseling 

at their discretion and interpretation of the policy. HR does not review and/or monitor time and 

attendance automated notifications from PeopleSoft, so there is no check and balance in place to 

monitor chronic lateness and absenteeism.  HR‘s involvement does not begin until the second 

notice is given to employees in situations of behavioral and job performance related disciplinary 

actions.  

Recommendations 

The key to an effective disciplinary process is consistency.  The "Hot-Stove Rule" of Douglas 

McGregor gives a good illustration of how to impose disciplinary action in a positive and 

consistent manner. The rule draws an analogy between touching a hot stove, and undergoing 

discipline and serves to highlight four guiding principles for practicing discipline in 

organizations.  

 Forewarning:  As your hand approaches a hot stove, you can feel the heat; so you are 

forewarned that if you touch it you will get burnt. 

Implication for leadership practice: Your employees should know in advance that poor 

conduct or performance will result in specific, pre-determined, consequences. 

 Immediacy:  If you touch a hot stove, it burns you immediately, not some time later.  

Implication for leadership practice: An employee should be advised quickly if they are not 

meeting expectations 

 Consistency:  Regardless of who touches the stove, the result is the same every time.  

Implication for leadership practice:  The discipline should not be applied arbitrarily, or 

should it differ for the same offense from one individual to another. 

 Impartiality:  The fact that you are burned is a function of the stove, not who you are.  
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Implication for leadership practice: Discipline applied in a particular situation should reflect 

the offense not the person who committed it. 

Findings - Performance Measurement 

The performance evaluation process is conducted once a year at the same time for the entire 

organization.  Supervisors and managers are required to complete evaluations for all of their 

direct reports which may lead to inadequate or incomplete evaluations and/or a tendency to grade 

equally so that there is no obvious ranking or grade to influence a better salary increase as these 

are merit based.  

As a result of a system-wide survey conducted by the Hospital in April 2011, the Human 

Resources Department has developed a draft plan to focus on the re-design of the annual 

evaluation tool. The draft plan involves re-focusing the goals of the Leadership Organization and 

Development Department.  The plan should involve the following strategies: 

 Align employee goals with hospital strategy. 

 Use a performance evaluation as a reference document to monitor progress, problem-solve 

obstacles, re-assess goals and re-evaluate training and resource needs. 

 Provide for an ongoing process of communication.  

 Establish communication between management and staff.  

 Educate managers on the importance of the performance management process. 

Recommendations 

The planned re-focus of the Leadership and Organizational Development Department  should be 

expanded to include the progressive disciplinary process to determine if there are opportunities 

to revise to address the root cause of lateness and absenteeism rather than just based on the 

frequency.  

More importantly, HR should continue to provide education and training to supervisors and 

managers on the performance management tools that are embedded in the HR Employment 

Policies and Procedures and to work with supervisors and managers one-on-one when they have 

not been applied timely or consistently.  

Some hospitals conduct performance evaluations on a rolling cycle in order to be able to better 

manage the evaluation process so that supervisors/managers are focused on individual attention 

to evaluating the employee‘s performance. This method is generally on a date of hire basis rather 

than a calendar basis. It would be impossible to migrate the annual evaluation process for 

10,000+ employees of Parkland to the date of hire basis for a host of reasons.  However, it can be 

done over time with attrition, by starting at some certain point in time to schedule an evaluation 

date a year from hire date.   
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There are other effective strategies to ensure that evaluations are truly reflective of the 

individual‘s performance is below/at/or above average.. In an effort to re-align the evaluation 

process, the HR Department is considering a forced ranking system be put in place for one to two 

years.  A ranking system forces the supervisor/manager to give thoughtful evaluation to the 

skills, performance and contributions of each staff member of his/her department on their own 

and in comparison to their peers.  The approach generally results in a more accurate evaluation 

of staff members and a grading on a bell curve distribution rather than having all ―above average 

performers‖.   

The HR Department should expand the role of the Business Partner and require that they take a 

more active role with front-line managers and supervisors. Business Partners should serve as an 

educational resource for front-line managers and supervisors.  Hospital policy concerning 

disciplinary action methodology and annual evaluation scoring should be addressed with 

supervisors to assure policies are implemented in a consistent and fair manner.  

Business Partners should audit evaluations for the next two evaluation cycles and discuss their 

findings with review preparers before any discussions with employees have commenced.  Audits 

should include review of individual employee ratings, past disciplinary warnings and counseling, 

and other elements identified in the departmental personnel file, HR file and PeopleSoft data 

base.   

HR is currently assessing methodologies to ensure that annual evaluations properly account for 

employees undergoing a disciplinary action, thereby affecting the evaluation rating accordingly. 

As the Business Partner role is expanded, The HR Department should evaluate the current 

staffing model and determine if there is a need for additional resources. Given the Department‘s 

total FTE complement to staff ratio, the Department should theoretically have enough HR staff 

members to effectively support the organization through a business partner model.  However, the 

Chief Human Resources Officer should review the table of organization and assignments to 

determine if resources should be shifted from transactional divisions to support an increase in the 

business partner model.  

Tasks Monitoring Methodology Timeline 

 

 

 

 

Redesign progressive 

disciplinary policies and 

procedures and performance 

management system. 

 

 

 

Evidence of revised policy and 

procedures and implementation plan 

of redesigned performance 

management system. Evidence of 

awareness/education plan and 

training. 

Weeks 5 – 10 
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Tasks Monitoring Methodology Timeline 

Redraft goals of the 

Leadership and Organization 

Development Department. 

Evidence of new goals with 

identified additions and deletions. 
Weeks 5 - 10 

Develop education materials 

for new processes and 

policies. 

Evidence of awareness/education 

plan and training. 
Weeks 9 – 10 

Conduct training for 

management and employees. 

Evidence of awareness/education 

plan and training. 
Weeks 10 – 12, Month 4 

Expand the role of Business 

Partner, require they take a 

more active role with front-

line managers and 

supervisors. 

Evidence of revised Business 

Partner Role with a tool ensuring 

interaction with front-line managers 

and supervisors. 

Week 5 - 10 

Business partners to audit 

evaluations for the next two 

evaluation cycles. 

Track evaluations by Manager and 

report compliance with policy to 

Divisional VP.  

Month 4, 6, Ongoing 

Evaluate current staffing 

model. 

Evidence of evaluation with 

recommendation for changes to 

current staffing model with an 

implementation plan. 

Month 4 

Analyze resource allocation 

within HR Department. 

Evidence of evaluation with 

recommendation for changes in 

resource allocation with an 

implementation plan. 

Month 4 

 

Talent Management  

Findings - Employee Turnover/Retention/Recruitment  

According to statistics supplied by the Human Resources Department, voluntary turnover at 

Parkland has increased from 8.3% in FY 2010 to 10.7% in FY 2012.  Voluntary turnover related 

to nursing has increased from 10.6% in FY 2010 to 14.8% in FY 2012.  Additionally, when 

looking at data for all employees, ―leaving for advancement‖ is the reason most given for 

termination in all three years. 

As referenced above, trended over the last three years, nurse turnover at the Hospital is 

increasing. In times of distress in organizations, a valid concern is that high performing talent 

seeks a more stable environment.  

The Hospital does not have a formal process to identify and retain employees with key 

performance skills within the organization.  Star performers are difficult to identify and require 

substantial focus to retain.  Parkland should take necessary steps to identify and retain these key 

employees. 
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An element to employee retention is the assurance that the right person has been placed in the 

right position. The Workforce and Recruitment department does not utilize Registered Nurses 

(RNs) for duties associated with RN recruitment for the hospital. 

Recommendations 

Human Resources leadership needs to formulate a strategic retention plan with operations and 

nursing leadership. They may form an Employee Retention Task Force that should be equipped 

with information gathered from exit interviews, employee surveys, employee focus groups and 

from employee grievance and complaints.  

Employees leave organizations for a variety of reasons:  

 Perceived better opportunity – job title and/or training  

 Salary and/or benefits  

 A new boss   

 Autonomy  

 More interesting work  

 Better work environment and workplace conditions  

 Inability to resolve conflicts w/boss or co-workers  

 Personal reasons including relocation and commitments to family, relocation, children, 

spouses.  

 

The task force should be charged with determining statistical data on the reasons for voluntary 

separations and determine the root cause of these reasons, if any.  The task force should utilize 

the data to begin to address the root causes and/or develop strategies that might include:  

 

 Training and education programs  

 Opportunities for promotion from within  

 Incorporate employee input on their career goals into the performance management system  

 Career ladders  

 Eliminating work place conflicts and/or creating better work conditions  

 Transfer policies  

 Employee recognition programs  

 Develop a ―star‖ performer program; educating managers on how to identify rising stars  

 Establish mentoring or coaching program  

 Effective forums for employee feedback.  

The HR leadership should restructure recruiting efforts to ensure nurse recruiting process is 

conducted by Parkland RN recruiters.  
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Tasks Monitoring Methodology Timeline 

Develop Parkland employee 

retention strategy. 

Evidence of retention strategy with 

implementation plan. 
Month 4, 6 

Develop policies, procedures 

and training material 

regarding employee retention 

strategy. 

Evidence of revised policy and 

procedures and awareness/education 

plan and training. Administer 

employee satisfaction surveys and 

collect results along with turnaround 

statistics. 

Month 4, 6 

 

Qualified Staffing 

Findings - Competencies 

A complete record of an employee‘s competencies must be maintained including the training, 

skills and knowledge that make them uniquely qualified for their position and periodic validation 

of auditing/testing of those skills.  We could not identify a central repository for core 

competency events for each employee anywhere in the Hospital nor did complete competencies 

consistently reside within each department.  We were unable to discern that staff had achieved 

expected competencies as files were incomplete and the Learning Management System (LMS) 

report was difficult to decipher and/or incomplete.  

Job descriptions with minimum standards reside in employee files that are maintained by Human 

Resources Department, but competencies are not contained in those files.  The job descriptions 

are not specific to the department or assignment of the individual.  For example, Nurse 1, 2 or 3 

all include minimum standards but do not include specific skills and knowledge that might be 

required for a nurse assigned to a geriatric patient or neonatal intensive care patient.   

Recommendations 

Recommendations related to competencies specific to nursing are found in the Nursing/Provision 

of Care section of the Action Plan (Section 2.04). 

The Human Resources Department should be charged with the responsibility for working with 

Clinical Education Department to develop a system to create a central repository for all 

competencies. The system could be paper based or electronic based and there are multiple IT 

systems that may or may not accommodate – LMS, ANSOS, and PeopleSoft.  Our 

recommendation is that the competencies are maintained centrally and that the ―owner‖ of the 

central repository be responsible for maintaining the alert system for annual updates to the 

appropriate department.  The departments may maintain a shadow file with the competencies, 

but the central repository should be responsible for tracking and maintaining the ―official‖ 

documentation.  
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Competencies must be maintained for staff other than nursing.  All departments should be 

responsible for the initial competency list, regular updates as requirements, regulations change 

and for ensuring each employee is ―tested, audited or validated‖ for the competency on the 

frequency required for their position.  

Findings – License Verification 

The Workforce Planning and Recruitment Department is responsible for certification and 

licensure verification during the hiring process.  Nursing Administration verifies appropriate 

verification has been obtained when they enter each employee into the Automated Nurse 

Scheduling Office System (ANSOS). Our survey identified a potential weakness in the 

verification process if ANSOS is not utilized by a particular department for scheduling.  In this 

case, it is possible for an employee to begin work without the hospital obtaining verification 

from the State board. 

Recommendations 

Verification of licensure and certification must be ―owned‖ by a single department to ensure all 

employees have current, valid credentials before beginning work.  The HR department should: 

 Ensure all employees within the HR Department understand the importance of licensure 

verification from source of truth (State Board). 

 Educate employees on proper and complete paperwork. 

 Forward accurate and complete paperwork to Nursing Administration for entry into the 

ANSOS system upon receipt, prior to hiring, so there is no delay. 

Tasks Monitoring Methodology Timeline 

Develop master list of all 

competencies required for 

each department. 

Evidence of master list of all 

competencies.   
Month 4, 6 

Review and revise LMS 

system to ensure all required 

competencies are reflective in 

the system. 

Request a listing of competency 

report from the LMS system on a 

monthly basis. 

Month 4, Ongoing 

Review all personnel files for 

completeness. 

Evidence of checklist for each 

reviewed file and action plan to 

ensure completeness. 

Month 4, 6 

Educate employees on proper 

and complete paper work. 

Evidence of awareness/education 

plan, training, and competency 

validation. 

 

Ensure accurate and complete 

paper work is immediately 

forwarded to Nursing 

Administration. 

Evidence of paper work and data 

sent to Nursing Administration 
Month 4, 6 

 



 

Corrective Action Plan for Parkland Health & Hospital System – February 28, 2012 

       43   

Policy and Procedure Review Policy 

Findings 

Human Resource policies and procedures are currently reviewed on an informal basis every three 

years.  The review is conducted by the Director of Employee Experience Department.  While a 

formal committee is not required by CMS or JC, best practice suggests a committee is 

responsible for the review of draft policies, implementation issues, and contradiction or 

duplication with existing policies. Policies should be reviewed at least every two years. 

Recommendations 

 Form a standing committee with representatives and policy users from clinical, 

administrative, support areas. 

 Implement a two-year cycle by which to review current policies and procedures. 

Tasks Monitoring Methodology Timeline 

Form standing committee. 
Evidence of committee meeting 

schedule and minutes.  
Weeks 1 – 3 

Develop policies and 

processes to be used for HR 

policy review. 

Evidence of awareness/education 

plan, training, and competency 

validation. 

Weeks 4 - 6 

 

Quality Assurance and Performance Improvement (QAPI) 

Findings   

 

We found evidence of unit-specific Quality Assessment/Performance Improvement plans in the 

Human Resources Department. HR maintains some of the below-referenced statistics and reports 

to the BOM. 

 

Recommendations 

The HR-specific QAPI plan should be reported to the Parkland Quality Department and the 

department-specific QAPI plan should be incorporated into Parkland‘s hospital-wide QAPI 

program. Metrics to incorporate in the Performance Improvement (PI) plan include, but are not 

limited to:   

 Time to fill 

 Turnover rate 

 Percentage of qualified applicants per position. 

 Cycle time from ―need to hire‖ to approval of job requisition. 

 Percentage of top performers who resign for: 
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o Compensation 

o Learning and growth opportunities, etc. 

 Average time to promotion. 

 Training staff ratio 

 Training penetration rate 

 Percentage of employees meeting competencies 

Tasks Monitoring Methodology Timeline 

Create survey and initial tracers to 

collect baseline data in the form of a 

Quality Assessment (QA). 

Approval by QCC and Quality 

Department. 
Weeks 5 - 6 

Complete Quality Assessment survey 

and tracer work. 

Evidence of tracer findings reported at 

least monthly. 
Weeks 7 - 9 

Using the completed Quality 

Assessment survey, complete 

department-specific Performance 

Improvement (PI) plan with indicators 

appropriate for department‘s patient 

population.  

Approval by QCC and Quality 

Department. For existing program 

components, examine opportunities to 

improve, engage, and inform staff.  

Weeks 9 - 10 

Implement corrective actions per 

department‘s PI plan. 
See below Week 10, Ongoing 

Report PI plan status on at least 

quarterly to QCC. 

If PI results are within 5% of the 

established threshold, the department 

does not have to be physically present to 

report to QCC. 

Results off target by more than 5% must 

report to QCC in person.  Results over 

10% off target should report monthly to 

QCC until 5% is achieved. 

Week 12, Ongoing 

 

 

 

  



 

Corrective Action Plan for Parkland Health & Hospital System – February 28, 2012 

       45   

2.03 Access and Throughput 

Background 

Access and throughput are demanding issues facing all large health and hospital systems 

nationally.  Throughput is particularly challenging for hospitals with a large population of 

uninsured patients who have little or no access to primary care services and seek primary care in 

emergency/urgent care settings. Specialized and complex services such as Level 1 Trauma 

services, Burn, High Risk Obstetrics and Neonatal Intensive Care and Behavioral Health create 

further challenges for access and throughput to a care system.  

Parkland Hospital and Health System (PHHS, Parkland, Hospital) is also challenged given the 

multiple points of entry into the system.  The fragmented organization structure compromises the 

patient care experience, and contributes to delayed care, diversions, boarding and longer lengths 

of stay (LOS). 

Many Hospital functions and gaps in organization impact timely and efficient throughput, such 

as: 

 Inadequate access to primary care 

 Lack of a well coordinated continuum of care  

 Case management & discharge planning 

 Utilization review  

 Inadequate staffing levels 

 Bed capacity  

 Bed management 

 Shared services. 

 

Inadequate Access to Primary Care 

Findings 

The Community Oriented Primary Care (COPCs) facilities are designed to provide primary care 

in the community near the patient populations served.  COPC includes a network of 11 primary 

care health centers, 11 school-based clinics and homeless medical services. Pediatric, adolescent 

and adult primary care, women‘s health and senior care services are provided at these sites. The 

medical services include health and preventive maintenance check-ups, sick visits, and urgent 

care.   

There are significant wait times in the clinics to get an appointment, particularly for the adult and 

geriatric populations. From the COPC access report for all clinical services, the time period wait 
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time (reported October 1, 2010 through September 1, 201 adult (176 days) and adult/geriatric 

patients (106 days).  

Without adequate primary care access and/or capacity at the COPCs, patients will continue to 

utilize the Parkland Emergency Services Department (including the Urgent Care Clinics) for 

primary care needs that are really not of an emergent nature, thereby occupying valuable 

capacity in the Main Emergency Department (ED) and contributing to the ―unscheduled‖ volume 

on the Hospital campus.  

Recommendations 

Parkland estimates its potential patient population  to be 1.1 million people (based on households 

that are 200% below the poverty level). Parkland currently treats approximately 265,000 – 

280,000 patients per year. Strategically, the organization needs to maximize its ability to provide 

primary care services on its current infrastructure platform.  It is recognized there are not 

unlimited resources to fund expansion of a primary care access for the County.  Parkland‘s 

charge is to determine the effectiveness of the current primary care utilization including 

analyzing Emergency Department utilization in lieu of primary care (currently underway by 

PHHS), in conjunction with University of Texas Southwestern Medical Center (UTSW), 

consider initiatives such as a Medical Staff Development Plan, and expanding the current 

resident cap for Internal and Family Community Medicine.  The Hospital should also consider 

potential expansion of mid-level providers, such as nurse practitioners which could supplement 

primary care services.   

Parkland has several initiatives underway to better understand their patient population.  Through 

the Federal 1115 Waiver, Parkland has a Dallas Oversight Group that includes primarily Baylor 

Health System and other community representatives that is providing guidance to the initiatives 

under the Waiver.  The Waiver definition for Texas is an ―open‖ structure, in that Parkland 

would be expected to provide the matching dollars to the state, but the funds would then be 

allocated back to Dallas County for overall community health needs and may not necessarily be 

directed to Parkland specifically.  Other states such as California have a closed structure, where 

the public hospitals provide the matching dollars to the state, but the total funds go back to the 

specific hospital. The open structure provides an opportunity for Parkland to discuss better 

community partnerships in meeting health needs of Dallas County.    

While the specific initiatives have not been defined by the State as of yet, there are four major 

categories that can potentially help the Hospital further develop community outpatient services.  

These categories include:  infrastructure development, program design improvements, quality 

improvements, and reporting and population focus.  In many states where the 1115 Waiver has 

already started implementation, hospitals have the opportunity to select projects under each 

category.  In other states such as California, these project lists have included a mixture of both 

hospital based and outpatient focused initiatives.   
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Under the Waiver, community needs assessment for Dallas County is being conducted with 

oversight by the Dallas-Fort Worth Hospital Council.  The community needs assessment will 

further assist Parkland in defining the demand for their services and realistically framing out 

what their capacity can be based upon available funding.  

In planning for capacity at the new hospital, utilization was based on a 2004 Price Waterhouse 

Coopers (PwC) study that was updated in 2006.  The Senior Vice President of Planning initiated 

several processes to gain a better understanding of current utilization including patient data for 

the last two years, such as: 

 Unduplicated patients will be counted for the past two years (with volumes at the beginning 

and end of the two year not being utilized).  

 Patients will be broken down into the following categories: 

o Patients who have had only one visit in total somewhere in the PHHS system. 

o Emergency department only patients (patients who have had more than one visit to the 

ED over the time period, but have only utilized that service). 

o COPC only patients (those patients who only access PHHS through the COPCs).   

o COPC and OPC patients to obtain a sense of referral processes between those patient 

groupings. 

o All other patients. 

 

The study will provide insight about which services are being utilized by the patients served by 

PHHS.  This patient utilization analysis can better explain patient populations and target areas 

for further patient education as well as decipher access needs.  For example, assess how many of 

the patients who only utilize the Emergency Department already have a Parkland primary care 

physician.  (This analysis is already being developed by the EVP responsible for the COPCs.)  

The findings from this ED analysis can provide additional insight into access needs for 

Parkland‘s existing patient population, as well as trends about the most common diagnoses seen 

in the ED, etc.  This provides further, more detailed identification on what type of primary care 

services are needed.  Basic changes, such as changing hours of operation may decrease the 

patient overload in the ED and improve access for primary care.       

Lastly, a referral study between COPCs and Specialty Clinics is underway for patients with the 

following diagnoses:  congestive heart failure, diabetes pneumonia, and diabetic patients with 

depression. Once the data has been collected on these patient populations there needs to be the 

adoption of preventive care management models.  

With new healthcare models being explored under CMS demonstration projects such as medical 

homes, or new delivery models being solicited under the Center for Medicare and Medicaid 

Innovation, there are opportunities for Parkland to utilize these learnings from the analyses done 
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on its patient population that could be of benefit in new initiatives, such as a preventative care 

delivery demonstration project.   

Other analyses that should be undertaken to determine if there is additional capacity are as 

follows:  

 Continued monitoring of appointment wait time for a primary care service by site, clinic, and 

provider.  

 Review of scheduling templates and actual scheduling patterns at COPC sites in comparison 

with best practices for teaching clinics along with analysis of schedule utilization versus 

capacity by clinic, day, session, provider to determine if all capacity is being scheduled 

and/utilized.  

 Conduct analysis of no show rates by clinic, day, session, provider to determine if rate of 

double booking or ―over booking‖ appointments should be implemented in scheduling 

templates in order to account for the ―no show‖ population.  

 Conduct a physician productivity analysis based upon Relative Value Units against Medical 

Group Management Association benchmarks and determine if any improvement in 

productivity would create any additional capacity, even a few more appointment slots per day.  

 Document current process workflow diagrams, identify barriers to throughput and develop 

solutions that might increase productivity and result in additional capacity.  

 As previously referenced, review ED utilization and most common diagnoses by time of day 

to analyze opportunities for changes or improvements in COPC hours of operation that could 

be changed to improve access and decrease backlog. 

 

Additional recommendations related to triaging and treating low level acuity (medication refills, 

primary care of a non urgent/emergent nature) patients are included in the Emergency Services 

section of the Action Plan.  

Lack of Well-Coordinated Continuum of Care 

Findings 

Throughput at Parkland is often impaired by the inability to safely and effectively refer or 

discharge patients to the next level or stage of care because there is not a well-defined continuum 

of care for certain patient populations. Parkland does not have an extensive network of resources 

within the community to facilitate discharge of patients who do not have resources or a place to 

receive post-acute care or to receive specialized care (such as outpatient behavioral health).  

Recommendations 

Steps and recommended action plan to develop the post-acute care network include: 
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 Establish a team to explore options. Team should include, at a minimum, Nursing leadership, 

Care Management, Social Work and Discharge Planning, Physician Champion(s) from 

Medicine and Behavioral Health, along with a representative from the Board of Managers. 

 The team should be charged with the responsibility for determining how the post-acute 

network might be developed and which patient populations would most likely benefit and 

size of those populations.   

o Conduct an assessment of the current state for selected patient populations. 

o Assess current method in which the transition of care is managed. 

o Assess current process for determining patients‘ next appropriate location of care.  

 Identify current post-acute locations of care, using hospital disposition data and diagnoses.  

 Create a gap analysis to determine needed resources and capabilities.  

 Assess and identify various types of private and community healthcare organizations that can 

be utilized to facilitate discharges. 

 Assess opportunities for partnerships with other providers already delivering services, such 

as: nursing homes, assisted living, transition housing, home health, hospice and substance 

abuse/recovery centers. 

 Assess opportunities with charitable and faith-based groups for patient assistance and patient 

care. 

 Assess potential alternative funding methodologies for patients who no longer meet acute 

care criteria, but require some lower level of care.  Alternatives could be Parkland paying for 

a ―board and care‖ or SNF level of care in lieu of acute care.  This can be a less expensive 

alternative to care for the County overall.  Also explore opportunities for developing post-

acute care services that may be revenue paying for some patient populations. 

 Initiate discussions to gauge community interest in working to develop a collaborative 

clinical care model, such as joint funding for additional sub-acute or Long Term Acute Care 

(LTAC) beds. 

 

Case Management and Discharge Planning 

Findings 

 

Delays occur in discharging patients who have been medically cleared by the treating physician 

to move to the next level of care. This results in many of the acute beds being unavailable for 

pending admissions from the Emergency Department (ED), Post-anesthesia Care Unit (PACU) 

or other areas of the hospital. Multiple delays result in throughput issues for ED, PACU, and 

critical care units. Delays cause unnecessary management and nursing hours, and create 

redundant work for Admissions, Transfers and Discharges (ADT), Nursing Supervisors and Unit 

Managers.  
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Delays in discharging patients are largely caused by two issues at Parkland Hospital:  

 Lack of an effective discharge planning process and case management.  

 Physicians on Medicine service discharging patients late in the day. 

Recommendations 

 

Effective discharge planning and intervention should begin upon admission. Currently most 

discharge planning occurs on the day of discharge which does not allow for a smooth transition 

from one level of care to another.   A discharge plan can be created in the beginning of the 

process based upon a patient‘s condition, physician order set, severity of illness or injury, and the 

intensity of services required and resources in the plan of care. This would include the type of 

room or bed the patient may need, the anticipated equipment, diagnostic technology, and staff 

required for an effective patient flow experience at the hospital, and all necessary post-hospital 

care resources. The effective coordination from admission through discharge facilitates an 

appropriate length of stay and post-hospital care experience, positively impacting patient safety 

and satisfaction, and hospital capacity management. 

 

Recommendations are included in the Case Management and Discharge Planning sections of the 

Action Plan (Section 2.05), and describe department redesign and improvement strategies for 

discharge planning.  These high level strategies include: 

 Realignment of the goal, mission and vision of the department. (A potential source for Case 

Management Practice Standards is the Case Management Society of America.  A&M can 

provide additional information). 

 Redesign the department to ensure management, accountability and expectation for each 

member of the department. 

 Create a process workflow for each point of entry and varying severity levels. 

 Identify opportunities to enter into agreements with various types of healthcare organizations, 

including community outreach resources to facilitate discharges. 

 As an initial action that can be visible and have a real impact on inappropriate acute hospital 

stays and hospital length of stay (LOS) would be to implement a weekly ―patient outlier‖ 

meeting.  Members should include select physicians, e.g., hospitalist, utilization management 

physician champion, case managers, social work representatives, financial services 

representative, and select clinical services, such as physical therapy staff on an ―as needed 

basis‖.  The focus of this team should be on analyzing all patients with a LOS of 7 days or 

greater that includes: 

o Current patient condition 

o The current discharge plan  

o Current barriers to discharge (clinical, social, and financial) 

o Follow up actions  

o Weekly trend volume (number of patients with LOS > 7 and the associated trends) 
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o Report findings for impact on LOS. 

The Chief Medical Officer should meet with the Medicine and Critical Care Service Chiefs and 

Hospital Directors to determine barriers to earlier discharge of patients on these units and 

develop a solution.  The Performance Improvement team and/or Operational Excellence team as 

well as Nursing leadership are potential resources to assist with development of a process work 

flows, identifications of challenges and solution development.  Case Management should 

generate a study report by physician or service showing average time of discharge for patients.  

Physicians or services consistently discharging patients late in the day should be counseled about 

reasons for late discharges and opportunities for discharges earlier in the day. 

Utilization Review  

Findings 

Parkland‘s Utilization Review (UR) program resides in the Clinical Quality Management 

Department and focuses on reduction of readmissions for specific conditions and does not appear 

to be engaged with Case Management and Discharge Planning.  Most effective UR programs 

search for ways to determine if specific services are medically necessary, utilize the proper 

protocols and are cost effective by aligning themselves with care management or disease 

management departments. Due to the many changes in healthcare over the past few years, many 

health care providers view UR as a possible solution to hospital inpatient cost, bed management 

and quality problems, which leads to efficient throughput.   

Objectives of a UR program include establishing proper care at an appropriate level for patient 

needs, professional accountability and education of the Medical Staff and care providers and a 

collaborative working relationship with Case Management and Discharge Planning.  Areas of 

focus for the UR plan address the appropriateness, effectiveness, and efficiency of medical care.  

The UM Committee is responsible for implementing procedures in order to review all stages of 

patient care, which should result in data-driven findings and recommendations.  Staff review 

activities include the following: 

 Admission Review – Designated admissions are identified by Case Management and 

Discharge Planning should be reviewed within a 24 hour period. 

 Concurrent Review – The follow-up process with Case Management and Discharge Planning 

to determine the continued basis and criteria for hospital stays, medical necessity and 

appropriateness. 

 Focused Review – Various cases should be identified by the committee for further scrutiny 

and review to monitor over and under utilization and inefficient scheduling of care resources. 

 Support Services Review – The effective and appropriate use of ancillary and support 

services and the role in the patient care process. 
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 Quality of Care Review – Current and retrospective monitoring in accordance with Quality 

Assessment and Performance Improvement (QAPI) programs. 

 Discharge Planning – Collaborative effort of the multidisciplinary team to ensure an 

appropriate continuum of care exists. 

Recommendations 

Recommendations are included in the Utilization Review section of the Action Plan and provide 

detailed department redesign and improvement strategies for an adequate UR Program (Section 

2.05).  These high level strategies include: 

 A complete transformation of the UR Plan and Program with revised policies and procedures 

that compliment Utilization Review goals. 

 Relocation of the UR group into the Care Management group. 

 Revamp the logs that relate to admissions, observation and continued/extended stays to 

include elements for better trending and analysis. 

 Present trending and analysis for physician peer review referrals. 

 Identify high cost, high intensity, professional services and identify criteria for each service.   

 Identify professional services that may be contributing to avoidable days.   

 Utilize data from a comparative database that is clinically and severity adjusted to assist the 

Committee in identifying areas of overutilization of professional services. 

 

Inadequate Staffing 

Findings 

Throughput of patients through the Parkland system is challenging due to the size of the system 

and the patient volume that is managed.  A requirement of CMS and TJC, is that an adequate 

number of caregivers be present to provide care for patients with the ability to flex staffing based 

on acuity and volume of the patients.  Nursing Services at Parkland has demonstrated an inability 

to consistently flex staffing both for increased census as well as acuity.  The core staffing grids 

are utilized for staffing with no methodology to adjust staffing levels or skill mix based on acuity.  

Inappropriate staffing levels become a rate limiting factor for providing safe care, causes 

diversions, and closes off community access.  The Emergency Services Department, Psychiatric 

Emergency Department and Neonatal Intensive Care Unit are areas that are sometimes on a 

diversion status as those departments and/or other units within the Hospital are at capacity, 

therefore patients from emergency services areas cannot be transferred or admitted to other 

services or floors.   

Recommendations to address inadequate staffing are included in the Provision of Care section of 

the Action Plan, which includes a detailed plan on how to address nursing services and staffing 

models.  These high level strategies include: 
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 Purchase or develop an acuity monitoring tool that can be updated daily as well as analyze 

trends over time. 

 Develop a mechanism to adjust for changing acuity levels and census fluctuations. 

 

Bed Capacity  

Findings - Capping of Admission Services  

Capping the number of admissions per Resident and per Hospitalist challenges throughput at 

Parkland.  Residents are capped due to Accreditation Council for Graduate Medical Education 

(ACGME) regulations.  Current Hospitalist staffing are capped at ten admissions.  Admissions 

from the Emergency Services Department (ED) are routed through the Hospitalist of the Day 

who determines patient placement on one of two admitting services: the resident teaching service 

or the Hospitalist service. There are admission caps for physicians and Residents in the teaching 

service and Hospitalist service.  When the cap limits are reached during the day and evening, 

patients designated for admission to the inpatient service are held in the ED.  The EVP of 

Operations is currently working with the Hospitalist group to discontinue the admission limits.  

Analyses are being started; the recommendations below can serve as additional focus areas if not 

already addressed.   

Recommendations 

Steps and recommended action should include: 

 Perform a Hospitalist Physician workload analysis to determine the appropriate limit and 

capping based upon current state. 

o Assessment of the four major work streams: Admission, Continuing Patient Encounters, 

Consults, and Procedures. 

o Review Hospitalist  productivity compared to benchmarks utilizing MGMA standards for 

teaching hospitals  

o Review and analyze current patient coverage assignments (areas covered by Hospitalists, 

including after hours) 

 Look for opportunities to optimize Hospitalist performance, that is, eliminate non-essential, 

non-patient care activities and improve efficiency of Hospitalists.  

 Determine the appropriate number of admissions for each Hospitalist based on the workload 

analysis and expected efficiency improvements. 

 Review hourly patterns of demand for Hospitalist services, e.g., peak admissions by hour of 

day, and daily census in inpatient units by hour of day.  

 Change staffing and scheduling of Hospitalist service hours according to the analyses. 

 

Findings - Expansion of Observation Services  
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Our study of the ADT 06:00 Medical/Surgical bed count (‗heads in beds‘, or the percent of 

hospital beds available for admission at the start of the day) for 2011 revealed what appears to be 

a very high bed utilization rate at 92.2%. When the Hospital Medical/Surgical inpatient bed 

utilization is adjusted for outpatients in inpatient beds (observation patients), the 

Medical/Surgical bed utilization rate drops to 79%, indicating that close management of 

observation patients could yield a significant increase in bed capacity for admissions.  

Recommendations 

Hospitals as large as Parkland have the scale to economically staff closed observation units. 

Assigning observation patients to dedicated observation units, rather than inpatient units, create 

efficiencies by putting specialized physicians and nurses, trained in delivering standardized 

observation care pathways, in a specific location, focusing attention on short length of stay 

patient movement through the system.  

Two strategies for shifting observation patients from inpatient units to specialized observation 

units: (1) staff the additional nine beds available in the 2 SS Observation Unit, or (2) open the 

12-bed unit on the 7 W unit located between the present Hospitalists‘ inpatients units on 7N and 

7S.  Key factors for implementation of the 7N unit include:  

 Diagnostic work-up of specific syndromes appropriate for observation services, i.e., cases 

expected to be of limited duration and intensity of service. 

 Emphasis on short term therapy. 

 Prohibited use of observation beds as holding beds. 

 Special unit nursing control, i.e., operating as a specialized med/surg nursing unit. 

 

Required implementation planning includes: 

 Administrative organization 

o Development of protocols for admission, discharge, and clinical pathways. 

 Development of required policy and procedures for unit. 

o Modification of Epic content for EMR and order sets. 

o Modification of call schedules and integration of new unit with call center operations. 

o Process mapping for interactions with ancillary services, Residents, specialists, case 

management, physical therapy. 

 Staff preparations 

o Provider and staff training. 

o Hospitalist and Nursing staffing and scheduling based on productivity studies, work load 

analysis, and estimates of service demand by hour of day and by diagnosis. 

o Deployment of midlevel practitioners. 

o Assignment of medical assistants and unit secretaries. 
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Findings - Adding Bed Capacity  

The CTRC (Clinical Translational Research Unit or Center) inpatient facility is located on 7 

West and occupies an entire unit (13 beds). This unit offers a metabolic kitchen, laboratory 

processing area, and a work area for UTSW Ob/Gyn investigators and coordinators. 

Recommendations 

The 13 bed CTRC service on 7W should be re-located to a re-opened 5 bed space on 4SS (which 

was closed last year because of the downtrend in deliveries). Termination of its lease for support 

services and having it rely Parkland for support services would reduce the operating budget 

charged to the Ob/Gyn department. The 4SS space has also been suggested for WISH expansion.  

A feasibility study should be performed to determine the best use of the space. 

Conversion of the CTRC unit to a medical unit adds 13 beds to the capacity of inpatient services.  

The planned reopening of the 4S unit for WISH adds 28 beds to WISH for post partum.  In 

addition, the planned expansion of 2SS observation by 9 beds, and the conversion of the 13 beds 

from the CTRC results in an addition of 50 beds put into service.  

Findings - Accommodation of Unscheduled Hemodialysis Patients 

Unscheduled hemodialysis-dependent renal failure patients (HDD-ESRF) come to the ED at 

night seeking dialysis care in the morning, using the ESD either episodically or as a means of last 

resort in order to obtain dialysis treatment.  Many of these hemodialysis patients are uninsured 

and because of their residency status may not be eligible for a Medicare ESRD benefit. A study 

of ED bed utilization by these unscheduled patients revealed that they occupied an average of 

nine ED beds at 6:00 am on 46 days of the 50 day period. The capacity of the inpatient 

hemodialysis unit appears insufficient to meet demand for dialysis services in aggregate from the 

ESD and various the inpatient units. Operational hours of service for the inpatient hemodialysis 

unit are 6:00 am to 2:00 pm Mon to Sat. The unit is closed on Sundays.  There is only one renal 

fellow available for consultations.  

Recommendations 

Steps are required to increase the capacity for care of these patients, end inefficient use of ESD 

treatment space to house them, and improve patient hospital throughput.  The options range from 

expanding the capacity of dialysis, requiring an investment in physical plant and equipment and 

staffing, to less resource intensive solution.  

 Consider expansion of capacity of the dialysis unit.  The present dialysis unit can 

accommodate four additional dialysis chairs. 
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 Extend service hours of the dialysis unit. The service hours for the inpatient dialysis unit 

need to be sufficiently increased to match patient demand and arrival patterns.  An extra shift 

can be added to the dialysis unit in order to provide service from 2 pm to 11 pm. 

 Provide a unit to replace use of ESD beds for holding dialysis patients. There are ten closed 

beds in a unit behind 2 South South that can be opened and used to board dialysis patients 

that presently arrive in the ESD after 11 pm. The unit can be staffed with a Physician 

Assistant. These patients can be dialyzed in the morning.  In order to facilitate a morning 

dialysis shift the following measures can be taken:  

o Establish nurse treatment protocol (to be approved as required by the Medical staff and 

governing board), which will require process studies to develop and provider education to 

implement.  

o Create preparatory standardized lab order sets, which will require Epic resources to build 

and provider training to implement. 

o Develop prioritization protocols in which outpatients are generally dialyzed first 

(however, clinical patient need takes precedence).   

 

Bed Management 

Findings 

A number of drivers facilitate effective management of the Hospital‘s bed capacity.  While the 

Admissions-Discharge-Transfer (ADT) function at Parkland is the gate keeper, there are many 

other stakeholders who hold the keys to expediting throughput in the House.   

Beds are assigned by the ADT function, which acts as a ―matching agent‖ to identify the right 

bed according to the physicians order – medical/surgical, isolation requirements, gender, sitter 

requirements, telemetry, etc. 

Provided there is an ―available‖ bed,  the unit-based Charge RN is in control of accepting or 

forestalling the transfer of care to the unit based upon the current census, acuity, and availability 

of nursing staff on the unit to take conduct an appropriate hand-off and admission to the unit.  

If the bed is available, but not ―clean‖, the bed is ―unavailable for placement of a patient.  EVS 

can create another delay in admission to a bed.  

Recommendations 

In order to facilitate the appropriate bed churn, patients in beds need to be discharged timely and 

early in the day.  In order to manage the valuable resource of inpatient capacity, physicians need 

to round early enough to discharge patients timely. EVS must also have timely cleaning turns of 

rooms and beds. 
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Design a “Bed Czar” Role  

 The director of ADT facilitates patient placement and problem solves issues throughout 

the day, but currently does not manage bed placement by physically rounding on 

inpatient units and directly communicating with unit nurses. A Czar should report to the 

Director of ADT and act as her ―eyes and ears‖ on the actual units.  During night shifts, 

the Nurse Supervisor should assume this role.  All units must provide timely information 

to ADT regarding beds becoming available. 

  Additionally, establish strict standards regarding communication and patient placement 

timelines with ADT to enhance patient placement.  Recommendations include: 

o A receiving unit (ESD or inpatient unit transferring to lower/higher level of care) is 

responsible to accept a patient within 1 hour from bed assignment by ADT.  

o Delays beyond the designated time automatically generate follow up from the ―Bed 

Czar‖ to determine the reason for delay in accepting the patient.  

o Data from ―Czar‖ activity yields behavioral information about individual nursing 

units and trends regarding bed holds and other constraints to patient bed placement.  

o Dedicate an ―Admissions Nurse‖ who also facilitates daily bed briefings, coordinates 

ED demand with specialized units (ICUS, PACU), and rounds on all units to collect 

information on concurrent bed availability and follow up with bed czar.  The 

admissions nurse can be trialed during the peak times of inpatient admissions and ED 

backlog to evaluate the effectiveness and usefulness of the role. 

o Shared services that help expedite bed movement, such as EVS, patient transport, 

nurse staffing, should be involved in daily bed briefings to assist with deploying 

resources where needed to expedite bed turn.   

 

Shared Services 

Findings – Environmental Services 

Support services are an integral part in expediting patient throughput. Environmental Services 

(EVS) contributes to delays in the throughput process.  If the bed is available, but not ―clean,‖ 

the bed is ―unavailable‖ for placement of a patient.  EVS has responsibility for room turnovers 

and has a target of 40 minutes from the time of notification for cleaning until the bed is ready.  

From November 1st through January 12th, average turnaround time averaged 58 minutes.   

Recommendations 

Detailed recommendations are outlined in the Environmental of Care section of the Action Plan 

(Section 2.06). 

Findings – Ancillary Services 
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Expediting patient flow throughout the Hospital is dependent upon other clinical services within 

the department to expedite care – diagnostic imaging, laboratory and pathology, respiratory 

services, physical therapy and consultations by admitting and/or specialty physicians as well as 

services such as capacity within the dialysis unit.  

Recommendations 

Please reference various shared services reports for improvement strategies and action plan. 

Tasks Monitoring Methodology Timeline 

Review of scheduling 

templates and actual 

scheduling patterns at COPC 

sites in comparison with best 

practices for teaching clinics 

along with analysis of 

schedule utilization versus 

capacity by clinic. 

Evidence of gap analysis of 

scheduling template against 

best practices and schedule 

versus capacity. 

Weeks 4 – 12 

Conduct analysis of no show 

rates by clinic, day, session, 

and provider. 

Evidence of analysis of no 

show rates by clinic, by day, 

session, and provider. 

Analysis should be reported 

and trended on an ongoing 

basis monthly. 

Weeks 4 - 12 

Conduct a physician 

productivity analysis based 

upon Relative Value Units 

against Medical Group 

Management Association 

benchmarks. 

Evidence of findings and 

recommendations from 

physician productivity 

analysis.  

Weeks 4 – 12 

Document current process 

workflow diagrams, identify 

barriers to throughput and 

develop solutions that might 

increase productivity and 

result in additional capacity. 

Evidence of findings and 

recommendations to enhance 

productivity and capacity. 

Weeks 9 – 12, Month 4 



 

Corrective Action Plan for Parkland Health & Hospital System – February 28, 2012 

       59   

Tasks Monitoring Methodology Timeline 

Review ED utilization and 

most common diagnoses by 

patient admission times to 

analyze opportunities for 

changes or improvements in 

COPC hours of operation. 

Evidence of ED utilization and 

timing of admissions of the 

most common diagnoses that 

could be seen in COPCs in 

lieu of the ED. Findings and 

recommendations should be 

developed based on the 

analysis. 

Weeks 9 – 12, Month 4 

Develop the post-acute care 

network. 

Evidence of post-acute 

network development plan 

with defined strategies and 

implementation timeline. 

Month 4 

Case Management to generate 

a study report by physician or 

service showing average time 

of discharge for patients and 

physicians or services 

consistently discharging 

patients late in the day. 

Evidence of an exception 

report and trends for physician 

discharges by time of day. 

Exception time range should 

be defined, e.g., discharges 

after 1 PM by the Hospital, 

and trend those physicians 

who reflect the top 20% of the 

patient discharges past the 

defined time range. Based on 

findings, a defined 

communication plan with the 

involved physicians is needed.  

Findings from this analysis 

should be correlated to the 

previous referenced discharge 

―barriers list‖.  

Weeks 1 - 8 

Chief Medical Officer to meet 

with the Medicine and Critical 

Care Service Chiefs and 

Hospital Directors to 

determine barriers to earlier 

discharge of patients on the 

units and develop a solution. 

Evidence of barriers listing 

with potential solutions, 

implementation strategies, 

timelines, and monitors for 

identified barriers. 

Weeks 9 – 12, Month 4 
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Tasks Monitoring Methodology Timeline 

Perform a Hospitalist 

physician workload analysis. 

Evidence of findings and 

recommendations from 

Hospitalist workload analysis 

(completed in conjunction 

with existing activities already 

underway). 

Weeks 1 – 8 

Conduct a feasibility study for 

a dedicated observation unit 

Evidence of completed study 

that includes: 

 Potential patient volume 

and number of needed 

patient beds. 

 Most common diagnoses. 

 Required Nursing 

competencies. 

 Impact on staffing levels 

(Nursing, EVS, and 

others). 

 Potential unit location and 

any structural or 

equipment. 

 Cost/benefit of the unit. 

Weeks 9 – 12, Month 4 

Conduct a feasibility study to 

determine the best use of 4SS 

space. 

Evidence of findings and 

recommendations of study. 
Weeks 1 – 8 

Conduct a study to determine 

appropriate expansion of the 

dialysis unit. 

Evidence of findings and 

recommendations of study. 
Weeks 1 - 8 

Design ―Bed Czar‖ concept to 

report to ADT. 

Evidence of written plan to 

pilot role to assess value 

versus cost; impact on 

admission/discharge 

turnaround times, and other 

defined metrics. Evidence of 

findings and recommendations 

from pilot. 

Weeks 1 – 12 
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Tasks Monitoring Methodology Timeline 

Establish strict standards 

regarding communication and 

patient placement timelines 

with ADT to enhance patient 

placement. 

Evidence of written standards, 

along with education and 

communication plan, and 

competency validation with 

involved departments.  

Weeks 1 - 12 
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2.04 Provision of Care 

Background 

Nursing is the heart of the service that hospitals provide and defines much of a patient care 

experience.  The nurse executive or Chief Nursing Officer (CNO) is responsible to ensure 

nursing practices and quality standards are being incorporated into all patient care areas within 

the organization.  Directly, or indirectly through nurse managers, house supervisors or unit 

managers, the CNO must oversee the nursing care for all patients.  The CNO is responsible for 

the development and implementation of policies and procedures that govern the provision of 

nursing care, treatment, and services throughout the organization.  The CNO must hold nurses 

and nursing supervisors accountable for all care delivered. The CNO must be involved in all 

decisions to hire, promote, educate, discipline or terminate a nurse.  

The current nursing organization matrix at Parkland creates a situation in which the Chief 

Nursing Officer is currently unable to promote nursing quality, consistency of care, and a high 

functioning nursing practice. This contributes to inconsistencies and deficiencies in the provision 

of care. This structure has lead to severe communication issues and ineffective policy 

implementation. 

Deficiency findings identified during the Gap Analysis included the following issues and areas: 

 Nursing Organization Structure and Standards  

 Staffing Inadequacies/Acuity Based Staffing 

 Clinical Competency   

 Patient Care Planning 

 Use of Verbal Orders 

 Use of Restraints 

 Medication Administration (See Medication Management Section, 2.08) 

 Appropriate safety event reporting (See Quality Assessment and Performance Improvement  

and Patient Rights/Patient Safety Section, 2.09) 

 Quality Assessment and Performance Improvement (addressed in Quality Assessment and 

Performance Improvement Evaluation) 

 

Nursing Organization Structure and Standards  

Findings 

Parkland‘s current organizational structure matrix for nursing has nursing managers and staff 

nurses in a dual reporting structure, with responsibility and accountability reporting to a service 

line vice president and operational responsibilities and a dotted line relationship to the CNO.  In 

this model, while nurses may ostensibly ―report‖ to a CNO who is responsible for establishing 
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and overseeing nurse practice standards, in actuality, there, is no direct reporting relationship to 

the CNO for a nurse‘s day-to-day performance and thus overall delivery of patient care.  

Parkland must restructure the organization and reporting structure of nursing in order to ensure 

that nursing practice is standardized and quality of care is consistent.  The silo divisions of 

Emergency Services, Medicine and Surgical Services, and Women and Infant‘s Specialty Health 

(WISH) result in variations in nursing practice.  The CNO‘s role and influence should extend 

beyond the acute care hospital setting into all patient care areas in the Parkland system, including 

all of the outpatient and off-site clinics.  Under the current structure, Nursing Services and 

nursing‘s role are marginalized and it is impossible for the Hospital to meet the Conditions of 

Participation, including the CoP requirement for the Director of Nursing service to be a licensed 

registered nurse:  “He or she is responsible for the operation of the service, including 

determining the types and numbers of nursing personnel and staff necessary to provide nursing 

care for all areas of the Hospital.”  

Parkland‘s nursing structure has led to numerous patient care issues because of inconsistency in 

nursing practice across the patient care areas.  Care delivery models and nursing practice 

standards were found to be outdated and not designed as current and contemporary elements of 

patient care.  Policies and procedures as well as standards of care must be reviewed and revised 

where standards differ from ―best practice.‖  As stated, the CNO currently does not adequately 

have direct oversight of patient care areas.  In order to improve quality and patient safety in 

nursing, a restructure of Parkland‘s nursing organization is necessary  

Recommendations  

 While the exact structure of Nursing is not mandated by the Medicare Conditions of 

Participation, the structure at Parkland must be changed so it is evident that a single nurse is 

responsible for nursing services and the provision of care.  Included in the Action Plan 

appendix is the organizational structure for nursing developed by the CNO that meets this 

requirement.  The influence of the CNO should extend beyond the acute care hospital setting 

into all patient care areas in the Parkland system, including all services or care areas with a 

nursing component, e.g. ambulatory venues, clinics and community health, which is included 

in the new organization structure. 

 Nursing units should report up through a nursing leadership structure that reports directly to 

the CNO.  

 The CNO and/or designee should review existing nursing management job descriptions to 

ensure they represent the level of accountability, authority, and competencies required to 

support the new structure and vision of the CNO.  

 The CNO must identify experienced nurses to serve in executive roles as nursing directors 

and be responsible to work in partnership with operational executives.  There should be an 

adequate number of nurse executives to ensure the span of control does not tax nursing 
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directors across the multiple service lines.  Human Resources should provide assistance to 

the CNO in identifying the nursing leadership competencies and skills within the 

organization and assist in the recruitment of new talent as required.   Staff applying for the 

positions must be able to meet the defined competencies.  Current nursing directors cannot 

―assume‖ the new leadership roles without meeting the competencies and skills for the 

position.  

 The CNO should develop an implementation plan for the roll out of a revised organization 

structure.  There should be consideration on the impact to patient care, and accountabilities of 

the management team during the transition.  A communication plan should also be developed 

so that all stakeholders understand the CNO‘s role and the transition of accountability in the 

new structure.  

 The unit manager role must be focused on the clinical care and clinical operations of the 

manager‘s respective unit. (Sample Charge Nurse Checklist is included in Section 3.04)  

 As Nursing Services restructures and develops consistencies across the practice a key role 

that must be further developed is that of the shift ―nursing or house supervisor‖.    Nursing 

leadership should define the competencies required and key functions and responsibilities for 

that this role should assume for organization-wide leadership on ―off shift‖ and 

weekends.   The house supervisor should serve as the ―administrative voice, eyes, and ears‖ 

for both Nursing leadership as well as the overall executive leadership team.   

 The supervisor should be: 

o Clinically competent  

o Knowledgeable of current hospital policies/procedures and/or where to go to get the 

information if he/she is unsure. 

o Aware of key issues in the hospital (could be a patient complaint, a new procedure that 

he/she needs to ensure staff follows, etc.) 

o A strong critical thinker.  He/she should be able to problem-solve issues that arise on the 

off shifts, but be comfortable in using the administrator on call for back up or additional 

direction.  

o Visible – rounding, observing staff, checking on patient concerns, randomly interviewing 

patients to confirm care is of good quality.   

o A resource to all staff in the hospital.  Should major issues occur in the hospital, the 

nursing supervisor should serve as the first contact 

o Serve as a problem-solver for staffing issues.  However, generally the Nursing Office 

staff should be calling in for additional staff; floating staff, etc. based on established 

guidelines and current patient acuity.   

 The current incumbents in these roles should be evaluated against the required competencies. 

If there is substantive gap in current level of performance, versus the future state, there 

should be further discussions with Human Resources on the best way to move forward with 

redefining the role, e.g., request individuals reapply for the role, staff be place on a 
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probationary status and be expected to meet the new levels of performance within a 

designated period of time, etc.    

 A comprehensive review of nursing practice standards should be conducted under the 

direction of the newly hired CNO.  The assessment should identify gaps and deficiencies in 

policies and procedures, scope of nursing practices, and measure the understanding and use 

of the nursing practices.  

 Practice standards, policies and procedures must be revised to ―best practice‖ standards. 

Examples of such standards include: the American Nursing Association’s (ANA) 

Professional Standards; Guidelines and Practice Polices and the adoption of the American 

Nurses Credentialing Center’s (ANCC) polices; and, standards from the Magnet Recognition 

Program. 

 Develop an organization-wide education and implementation program, addressing 

deficiencies and gaps to improve knowledge, compliance, and competencies.  The 

organization should leverage best practices in those areas in which nursing units currently 

excel, as well as evidenced-based data, so there is a consistent standard across the 

organization. 

 Based on the desired competencies of the nursing management team, include a management 

development course as a part of the overall nursing education plan. Elements may include, 

but are not limited to, counseling poor performance, completing performance evaluations, 

recruiting and interviewing skills.  

  The CNO (and designees) should collaborate with Human Resources (HR) to develop a 

process to monitor the ongoing status of any staff on a performance improvement/corrective 

action plans. Nursing leadership should be aware of and track all progressive discipline 

actions.  

  The Nurse Staffing Office should report nursing turnover and vacancy rates by department to 

track trends and reasons for terminations that may lead to improving retention and/or identify 

problems.  The overall turnover rate should be reduced to at least 14.2% and a vacancy rate 

for all RN‘s of 13.8%, 24.1% for Behavioral Health Nurses (based on the 2011 National 

Healthcare Report).  

 

Tasks Monitoring Methodology Timeline 

Define nursing supervisor role 

expectations and competencies.  
Weeks 3 – 5 

Revise job description to meet 

role expectations.    

Evidence of updated job description 

and requirements. 
Weeks 5 – 6 
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Tasks Monitoring Methodology Timeline 

Meet with HR leadership to 

determine most appropriate and 

fair way to move forward in 

establishing a broader more 

accountable house supervisor 

role. 

 
Week 6 

Meet with existing nursing 

supervisors and explain new 

responsibilities and go forward 

plan.   

 
Weeks 6 – 7 

Initiate new role expectations. 
 

Weeks 8 – 12, Month 4, 

Ongoing 

 

Conduct a comprehensive review 

of the nursing structure under the 

direction of the new CNO. 

Organizational Structure 

completed. 
 

Develop internal and external 

recruitment plan for new 

organizational structure. 

Recruitment process underway. Weeks 1 – 8 

Written Timeline conversion to 

new organizational structure. 

Evidence of: Communication plan 

to all staff, Director interview 

process. Management training, 

definition of interim 

responsibilities, e.g., senior VP of 

WISH or Medicine/Surgery, the 

CNO, etc., and definition of long 

term roles and responsibilities for 

the Nursing and Operations 

leadership teams.  

Weeks 1 – 4 
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Tasks Monitoring Methodology Timeline 

Review of all nursing practice 

standards, policies, and 

procedures for compliance and 

relevance. Upon review of 

nursing standards, policies and 

procedures, a list of gaps 

identified must be written so 

there is a documented source to 

help drive educational plans and 

strategies. 

TBD in conjunction with new VP 

of Nursing Excellence and Patient 

Safety. 

Weeks 4 – 12, Month 4 

Revise policies/procedures and 

nursing standards to reflect best 

practices, as appropriate. 

Evidence of written education plan 

that includes a summary grid of 

identified gaps; plan to address 

each gap and timeline for 

completion and monitoring. 

Months 4 - 6 

Develop a house-wide 

educational plan to correct the 

current deficiencies in patient 

care. 

Evidence of awareness/education 

plan, training, and competency 

validation. (Reference Appendix) 

Weeks 1 – 12, Month 4 

Develop nurse leadership 

competencies for all managers. 

Evidence of awareness/education 

plan, training, and competency 

validation. 

Weeks 1 – 12, Month 4 

Develop a collaborative process 

with Human Resources to 

monitor and develop corrective 

action plans for nursing staff 

who violate policies and 

procedures. 

Evidence of monthly termination 

for cause reports along with 

turnover and vacancy rate trends in 

Nursing, and reports on individuals 

in the progressive disciplinary 

process, e.g., status, next steps, etc. 

Monthly turnover and vacancy rates 

for Nursing in total and by 

department should be compared to 

national benchmarks. 

Months 4 – 6, Ongoing 
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Staffing Inadequacies/Acuity Based Staffing 

Findings 

Both the Centers for Medicaid and Medicare Services (CMS) and The Joint Commission (TJC) 

require that an adequate number of nurses be provided to care for patients. Staffing must flex 

based on volume and acuity of patients. A registered nurse is required to assign nursing care of 

each patient based on the changing needs of patients, so a reliable acuity methodology is required.   

The sheer volume of patients cared for at Parkland creates throughput and staffing challenges. In 

many patient care areas, patient care assignments are not adjusted for acuity of assigned patients.  

Nursing Services at Parkland have demonstrated an inability to consistently flex staffing for 

increased census as well.  The core staffing model grids are utilized for staffing with no 

methodology to adjust staffing levels or skill mix based on acuity.  Without adjustment for acuity 

or core staffing models, patient care assignments will not be adequate to cover the patients‘ 

needs.  

Recommendations 

 The Chief Nursing Officer (CNO) should assign responsibility for development of a tool that 

will provide appropriate staffing based on acuity across Nursing Services.  Tools are 

available for purchase or can be developed internally.  Regardless of the methodology 

selected, an acuity tool is required. Consideration should include day-to-day adjustments for 

acuity as well as monitoring acuity trends over time for each nursing unit.    

 An existing scheduling tool utilized by nursing, Automated Nurse Scheduling Office System 

(ANSOS), has an acuity assessment built into the tool.  This tool should be reviewed to 

determine whether it would assist in performing acuity-based staffing.  

 When reviewing recommendations for staffing ratios based on the acuity model, national 

benchmarks for nursing specialties should also be reviewed for any significant variances in 

staffing guidelines from national practices. There should also be consideration of any 

physical plant and/or technology barriers that make caring for patients more difficult as 

compared to the same service in another hospital (e.g. race track design, long distances 

between nursing stations and patient care areas, and inability to visibly view patients). 

 Once agreed upon, all current staff-to-patient ratio grids/assignments need to be reviewed 

and approved by the Chief Nursing Officer and appropriate departmental nursing leadership.    

 Once core staffing ratios are agreed upon, the CNO should determine the needed resources 

and develop recruitment strategies, if needed.   

 Based on the defined acuity methodology and census fluctuations, mechanisms are needed to 

be able to adjust staffing, (e.g., per diem float pool, cross-training among existing staff, or 

PRN (as needed) staff designated for specialty services).  A recruitment and retention 

strategy for the adjustable staffing program should be developed with clear accountabilities 
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and timelines. Utilize the core staffing ratios to monitor and manage staffing hours per 

patient day. The number of occurrences by shift in a given time period that actual nursing 

staff to patient ratios are exceeding the staffing guidelines should be monitored by the CNO 

and nursing leadership for trending and future staff planning. 

 Evaluate acuity, nursing care hours, and the patient population served annually to ensure that 

there are no changes in the scope of services delivered. 

 

Tasks Monitoring Methodology Timeline 

The CNO should determine 

approach for developing an 

acuity assessment methodology, 

e.g., internal historical record 

review, an automated tool, etc.   

Review of progress on selecting a 

methodology. Methodology 

planning should include: 

 Validation processes to assess 

accuracy of tool and staffing 

understanding of defining and 

understanding patient acuity in 

the provision of patient care. 

  Evidence of staffing 

adjustments based on patient 

acuity. 

 Daily, weekly, and monthly 

trending of units nursing hours 

per patient day for variance 

trends. 

 Trending of acuity level 

changes over time. 

Months 4 - 6 

Once selected, roll out acuity 

tool.  

Once implemented there should be:  

 Validation processes to assess 

accuracy of tool and staffing 

understanding of defining and 

understanding patient acuity in 

the provision of patient care. 

 Evidence of staffing 

adjustments based on patient 

acuity. 

 Daily, weekly, and monthly 

trending of nursing hours per 

patient day for variance trends. 

 Trending of acuity level 

changes over time. 

Month 4 – Year 1 
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Tasks Monitoring Methodology Timeline 

Develop flexible staffing 

strategies, PRN pools, per diem 

staff, etc.  

Written plan that targets flexible 

staffing strategies for Nursing 

Services house-wide and/or unique 

strategies if required for select 

specialties, e.g. WISH.  When 

implemented, assess: 

 Effectiveness in meeting 

required staffing levels. 

 Trending related to availability 

of PRN staff. 

Weeks 1 - 12 

Monitor core patient care ratios 

for trends. 

Evidence of weekly and monthly 

monitoring of core staffing ratios 

compared to required staffing ratios 

per acuity levels for trending 

staffing needs. 

Week 1 – Year 1, Ongoing 

Evaluate acuity, nursing care 

hours annually for trends in 

patient care and staffing needs. 

Once implemented there should be:  

 Validation processes to assess 

accuracy of tool and staffing 

understanding of defining and 

understanding patient acuity in 

the provision of patient care. 

 Evidence of staffing 

adjustments based on patient 

acuity. 

 Daily, weekly, and monthly 

trending of units nursing hours 

per patient day for variance 

trends. 

 Trending of acuity level 

changes over time. 

Ongoing 
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Clinical Competencies 

Findings 

Medicare Conditions of Participation are clear that a registered nurse must assign the nursing 

care of each patient based on the specialized qualifications and competence of the nursing staff 

available.  The competencies of the staff are not currently considered when making patient care 

assignments.  

The Clinical Education Department is primarily responsible for ensuring the appropriate core 

competencies of clinical staff exist within the organization.   During the Gap Analysis survey we 

were unable to validate that there is a well-coordinated methodology for tracking competencies.  

No one in the Hospital was able to demonstrate a centralized location in which all competency 

data for employees is retained or that a systematic approach exists to tracking by each 

department.  While some departments could verbally describe how competencies are assessed, in 

many cases there were no records to document the competency validation.  Additionally, nursing 

personnel were unable to describe the required competencies that the staff needed to work in 

specialized patient care areas.  In short, the method of tracking and utilizing nursing 

competencies is not well organized or documented consistently across the organization.   

Recommendations 

 The CNO must be responsible for developing a house-wide competency plan, including all 

clinical services, e.g., Physical Therapy and Respiratory Therapy, working collaboratively 

through the Clinical Education Department.  Elements at a minimum to include are: 

o High risk procedures 

o Low volume procedures 

o Patient population specific competencies 

o Age-specific training related to the patient population served 

o Areas identified through quality improvement analysis 

o Areas identified by staff through a needs assessment 

o Certifications required for particular services 

o Measurable results of the competency training 

 Documentation of the house wide competency plan should include the defined competencies 

by department or service; the methodology for training and validation; and sign off by 

educator and employee. 

 The initiative to establish a well organized central repository should be shared by Nursing 

and Human Resources (Section 2.02). 
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Tasks Monitoring Methodology Timeline 

 

Establish standards of nursing 

practices, focusing particularly 

on the plan of care. 

 

Evidence of written nursing-wide 

education plan focusing on ―back 

to basics‖. Daily checklist for 

nursing management to assess 

progress in practice changes, e.g., 

patient understands plan of care. 

Week 1- Month 6 

Develop house-wide nursing 

education program. 

Evidence of defined list of 

educational areas of focus. Lists of 

training methodologies, per 

educational focus area. Review of 

competency test results of sample 

employees. 

Week 1- Month 6 

Develop a house-wide 

competency plan that also 

addresses a tracking and 

monitoring system. 

Implementation of competency 

training should begin immediately 

following approval of the plan, 

(with special focus on) focusing on 

high risk patient safety educational 

needs 

 Listing of required 

competencies by department or 

patient population 

 Competency documentation 

should be standardized and 

centrally housed in Human 

Resources 

 Evidence of completed and/or 

planned training in centralized 

repository 

 Approved competency plan 

approved by Governing Board 

 Monitor test results to ensure 

targeted passing grade 

Week – Year 1, Ongoing 

Develop tracking methodology 

in conjunction with Clinical 

Education and HR to track 

competencies by employee and 

by department.    

100% review of all employee files 

following the employee 

anniversary date. 

Month 6 – Year 1, Ongoing 
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Patient Care Planning 

Findings  

Gaps in care delivery are symptoms of the lack of an effective nursing organizational structure, 

strong leadership and governance system-wide. 

During the Gap Analysis survey, we continually found patient plans of care that were ―generic‖ 

and were not individualized to meet the patient‘s specific needs.  The plan of care is not a static 

or a ―one time‖ process, but instead it is intended to be dynamic and include elements such as 

pain management, the use of restraints, and discharge planning.   The plan of care is a key 

element of nursing practice and should be used as a tool to guide nursing care and provide input 

to the physicians.   

Recommendations 

To improve nursing practice, the basic fundamentals of nursing practice standards and 

accountability need to be communicated to staff across Nursing Services.   This will require a 

longer period of time to effect change, but once a different view of nursing practice is 

―hardwired‖ into the Nursing Services, the likelihood of sustainability increases dramatically.  

Recommended actions necessary to improve nursing practice includes the following: 

 Led by the CNO, establish practice standards regarding plans of care that are individualized 

based upon the needs of the patient, include ongoing assessments that are integrated into day-

to-day care and communication with providers, other nurses, and other disciplines.   

 Components in the assessment tools at a minimum should include: initial admission 

assessment and the initial plan of care, ongoing individualization of care both in 

documentation and based on patient interviews, pain assessments and re-assessments (again 

based on documentation and patient interviews), and specific questions of staff that 

demonstrate critical thinking skills in their patient care. 

o Assessment and re-assessment are required ongoing evaluations of a patient to identify 

the patient‘s response to provided treatment and care, their physiological condition and 

any new issues that may have developed since the last assessment. Pain assessment is a 

critical component in the assessment and re-assessment process, and is performed 

consistently.  

 Patient family involvement is important in all aspects of the plan of care, but particularly 

important as the discharge plan is developed or if restraint use is determined by the physician 

and nurse to be necessary.   Based on the observations and chart reviews during the survey 

process, plans of care appear to be completed as a ―task‖ versus as an integral component of 

care and practice.   

 Infection control is a component of the environment of care, but is also an important part of 

safe nursing care.  The patient‘s unique infection control needs, such the type of isolation 
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required is not consistently part of the nurse to nurse patient ―hand off.‖  Fundamental tasks 

that are part of everyday practice such as hand washing and labeling IV tubing are not 

consistently done.   

 Parkland should develop individualized action plans for each of the above deficiencies noted.  

However, this type of approach is not a sustainable method of change as evidenced by 

previous hand hygiene training.  There needs to be heightened awareness and understanding 

of nursing practice that includes the above elements as a part of the increased understanding.     

 Parkland must establish a ―back to basics‖ approach in education including key fundamentals 

of the care plan including need for individualizing for each patient. This is not a ―one time‖ 

event that results in ―completed task‖ after initial education is done, but is an ongoing 

process utilizing various tools and methodologies determined to be the best methods to 

educate and reinforce practice with staff.  

 Once initial education is complete, tools for nurse managers, charge nurses, staff nurses, 

nursing assistants are needed to assess and evaluate the effectiveness of the nursing units in 

incorporating an elevated nursing practice.  A component of this could be peer review as well, 

where managers and other staff complete ―peer review‖ assessments of other units versus 

only evaluating their own.   

 The tools referenced above should be a ―daily checklist‖ that the unit manager and/or his/her 

designee utilizes to assess nursing practice.  Elements would include: 

o Patient interviews to assess patient satisfaction, identify delays in care and/or problems  

o EMR review to check medical records for complete and timely documentation; 

assessments, plan of care, Resident oversight, signing and dating orders  

o Unit observations to assess an appropriate environment of care and infection control 

standards are met  

o Shift report to quickly indentify issues such as patient complaints, equipment issues, and 

pending discharges 

 Nursing grand rounds led by the CNO and/or her designees should be conducted on each unit 

to review cases, identify gaps in practice or deficiencies.  Results should be publicized and 

improvements should be rewarded.  

 In order to provide an appropriate and safe environment of care, including infection control 

measures, the Director and/or manager of the Department must be accountable for ensuring 

the conditions of their unit/departments are adequately maintained and cleaned and 

equipment is in good working order.  Department-specific improvement strategies are 

addressed in the Environment of Care and Infection Control sections of this report. 

 

Taking these actions collectively will constitute a fundamental change in care delivery at 

Parkland, and will require time to reinforce and affect change.  From the follow up tools and 

grand rounds, results and effectiveness can be monitored and reinforcement and training 

performed as needed.  The education process described above should not be viewed as a punitive 



 

Corrective Action Plan for Parkland Health & Hospital System – February 28, 2012 

       75   

step because of survey deficiencies, but instead should be seen as an opportunity to elevate the 

professionalism, practice standards, and contribution nurses make to patient care.   

 

Monitoring should begin as soon as changes and updates to nursing staff are initially complete.  

At a minimum, monitoring should occur weekly and results should be published. Results of both 

Nursing grand rounds as well as infection prevention reviews should be published in hospital-

wide communication documents to promote ―healthy‖ competition among departments. 

Tasks Monitoring Methodology Timeline 

Establish standards of nursing 

practices, focusing particularly 

on the plan of care. 

 

Written nursing-wide education 

plan focusing on ―back to basics‖. 

Daily checklist for nursing 

management to assess progress in 

practice changes, e.g., patient 

understands plan of care. 

Week 1 - Year 1, Ongoing 

Develop house-wide nursing 

education program. 

 

Defined list of educational areas of 

focus. Lists of training 

methodologies, per educational 

focus area. Review of competency 

test results of sample employees. 

Week 1 – Year 1, Ongoing 

 

Create evaluation tools to 

measure nurse understanding of 

education and success of 

program. 

 

See above on education program. 

Incorporate evaluation measures in 

nurse manager checklist, e.g., 

patient can explain next steps in 

plan of care; patient understands 

initial discharge plan. 

 

Initiate nursing grand rounds. 

Evidence of written plan and 

schedule of grand rounds 

throughout Nursing Services, so 

that all departments have at least 

one grand round per quarter. 

Schedule should also demonstrate 

areas of focus for the rounds, e.g., 

patient education methodologies; 

effective discharge planning, etc. 

Month 4, Ongoing 
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Tasks Monitoring Methodology Timeline 

Develop report out tool for 

grand round results. 

Results should include: 

 Attendees 

 Focus areas 

 Follow up on mechanism on 

opportunities for improvement 

identified. 

 Areas of excellence and how 

they will be communicated 

nursing-wide. 

Month 4, Ongoing 

 

Use of Verbal Orders 

Findings 

There has been an ongoing effort by Center for Medicare and Medicaid Services (CMS) and The 

Joint Commission (TJC) to minimize the use of verbal orders (orders given in person or by 

telephone) to a nurse or other professional whose license allows him to accept physician orders.  

In best practice, verbal order should be accepted in urgent or emergent situations only, should 

always be read back to the doctor, and should be documented in the medical record.  Parkland‘s 

inpatient verbal orders represented 10% of physician orders during calendar year 2011. 

Considering that problems with medication orders also represented 10% of the incidents reported 

through the Patient Safety Net (September through November 2011), serious efforts must be 

made to reduce the percentage of verbal orders at Parkland.  

Recommendations 

 As a part of the overall nursing education described previously, nurses should be trained to 

work with physicians to minimize the use of verbal orders. (Two sample tools to enhance 

verbal order awareness and risk are included in the appendix). 

 As a part of Resident ―onboarding‖, the policy on verbal orders should be reviewed at 

Resident orientation and incorporated into Ongoing Professional Practice Evaluations 

(OPPE).  Routine review of the verbal order policy should be discussed during departmental 

meetings and patient care rounding. 

 Verbal order usage should be tracked through Epic. Compliance reviews should be 

conducted by the Quality of Care Department and reported monthly by:  

o By physician 

o By nurse 

o By department 
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o By order groupings, e.g., orders for pain medication, etc.  

 Verbal order usage summaries should be reviewed for physicians by the Medical Director, 

Service Chief (or Department Chair) or his/her designee.  Monthly results should be 

reviewed with high volume providers to increase awareness and to potentially identify 

opportunities to improve. The individual provider data should be used be included in the 

OPPE. 

 The same process should be utilized for nursing staff, with trends being monitored, reported, 

and communicated with nurses with their respective managers.  

 Summaries of verbal order usage should be a regular monthly data monitor for QAPI to 

identify department, individual and organization-wide trends and opportunities to improve.  

 

Tasks Monitoring Methodology Timeline 

Through the QAPI Department, 

develop and report verbal order trends 

monthly to providers and nurses. 

Reports to department chairs: 

 By physician 

 By order type trends 

Evidence of physician discussions in 

physician credentialing file. Reports to 

nursing leaders including nurse managers 

reported: 

 By unit 

 By nurse 

 By order type 

Report findings and trends to the Quality 

of Care Committee for ongoing 

monitoring and intervention with 

providers and/or nursing staff. 

Week 9 – Month 6, 

Ongoing 

 

Use of Restraints 

Findings 

The appropriate use of restraints is a critical issue for all hospitals.  Chart reviews during the Gap 

Analysis survey revealed confusion on the part of nursing staff with regard to appropriate use of 

restraints and documentation requirements.  Restraints were also not included in patient care plan.  

The assessment and the identification of alternatives that are less restrictive are examples of key 

components that are part of the overall use of restraints that must be considered in determining 

what is best for the patient as well as what must be documented in the patient record.  
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Recommendations 

 Conduct a comprehensive review all restraint policies to ensure that they are current; 

consistent across all clinical settings and that they are compliant with regulatory requirements. 

 Develop restraint use education to include components such as: less restrictive efforts first; 

documentation requirements; and, clarity around non-violent vs. violent restraint usage. 

 Develop mandatory physician education on the proper use of restraints. 

 Review CMS and TJC documentation requirements with Epic IT resources to identify 

potential solutions so that plans of care can be individualized.     

 Designated nursing leaders should conduct ―real time‖ patient restraint observations on a 

daily basis, and review gaps in care, appropriate usage, or documentation with the nurse 

caring for the patient, the charge nurse, and nurse manager.  Initial intent of the real time 

rounds is educational in nature, but if trends continue with a particular nurse or unit, there 

should be disciplinary intervention.   

 Develop monthly reports of physician restraint usage for review at appropriate Medical Staff 

committee meetings. 

 

Tasks Monitoring Methodology Timeline 

Review all restraint policies. 

Evidence of approval of a single 

policy that is applicable to any 

clinical setting. Annual review 

process to ensure policies are 

updated. 

Weeks 1 - 4 

Develop and execute restraint 

education. 

Evidence of awareness/education 

plan, training, and competency 

validation. 

Weeks 3 – 10 

Review Epic restraint 

documentation structure to 

improve the quality of 

documentation. 

Complete a 100% concurrent 

review of all restraint orders for 

appropriateness on a daily basis.  

Review should remain in place until 

determined that practice is 

―hardwired‖ by nursing leadership. 

Week 1, Ongoing 

Develop a mandatory education 

for medical staff on the required 

elements of performance related 

to restraints. 

Monitor for compliance. Generated 

reports need to go to each 

physician, Department Head, the 

Chief Medical Officer and the 

Governing Board. 

Weeks 3 - 8 
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Tasks Monitoring Methodology Timeline 

Develop a strict discipline 

policy that leads to termination 

of staff who violate the 

Restraint policy or a patients‘ 

rights 

Please reference Patient Safety 

(Section 2.09). 
 

 

Quality Assessment/Performance Improvement 

Findings   

We found evidence of Provision of Care-specific Quality Assessment/Performance Improvement 

(QAPI) plans throughout the Nursing Services and Nursing functions. 

Recommendations 

It is the organization‘s responsibility to define the structure and process for monitoring quality 

and providing ongoing improvement. The structure and approach for quality regarding to the 

Hospital‘s Nursing functions is required.  Regardless of the structure, key elements that must be 

addressed are: 

 The plan is structured and organized to address any pertinent components of the National 

Patient Safety Goals. 

 The patient populations are served. 

 There is focus on areas identified by the organization that can be improved, e.g., results from 

patient safety reports, patient satisfaction surveys, etc. 

 The plan is dynamic and evolving based on the improvement results of the department. 

 

Provision of Care-specific QAPI plans should be reported to the Quality Department and this 

department-specific QAPI plan should be incorporated into Parkland‘s hospital-wide QAPI 

program.   
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Tasks Monitoring Methodology Timeline 

Create survey and initial tracers to 

collect baseline data in the form of a 

Quality Assessment (QA). 

Approval by QCC and Quality 

Department. 
Weeks 5 - 6 

Complete Quality Assessment survey 

and tracer work. 

Evidence of tracer findings reported at 

least monthly. 
Weeks 7 - 9 

Using the completed Quality 

Assessment survey, complete 

department-specific Performance 

Improvement (PI) plan with indicators 

appropriate for department‘s patient 

population.  

Approval by QCC and Quality 

Department. For existing program 

components, examine opportunities to 

improve, engage, and inform staff.  

Weeks 9 - 10 

Implement corrective actions per 

department‘s PI plan. 
See below Week 10, Ongoing 

Report PI plan status on at least 

quarterly to QCC. 

If PI results are within 5% of the 

established threshold, the department 

does not have to be physically present to 

report to QCC. 

Results off target by more than 5% must 

report to QCC in person.  Results over 

10% off target should report monthly to 

QCC until 5% is achieved. 

Week 12, Ongoing 
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2.05 Case Management, Discharge Planning and Utilization Review 

Background 

The Medicare Conditions of Participation (CoP) require that hospitals identify, at an early stage 

of hospitalization, all patients who are likely to suffer adverse health consequences upon 

discharge if there is no adequate discharge planning.  Such planning is vital to mapping a course 

of treatment aimed at minimizing the likelihood of having any patient re-hospitalized for reasons 

that could have been prevented. 

The Care Management Department is the key group responsible for case management and 

discharge planning.  The Care Management Department consists of: Case Management (CM), 

Discharge Planning (DP) and Social Work (SW). The Care Management Department falls under 

nursing administration and ultimately reports to the Chief Nursing Officer (CNO). 

The Medicare CoP also require hospitals to have a utilization review (UR) plan that provides for 

review of services furnished by the hospital and by members of its medical staff.  A hospital UR 

plan must review the medical necessity of: 1) hospital admissions; 2) length of hospital stay; and, 

3) the professional services provided during the stay like drugs and biological products.  

Although many hospitals combine Case Management and Utilization Review functions in one 

area because the groups are dependent upon each other for many aspects of patient care oversight, 

the Parkland Utilization Review (UR) Department formally reports to the Clinical Quality 

Management Department and is not currently formally integrated with the Case 

Management/Discharge Planning Department process. 

The Gap Analysis survey found four categories of deficiencies in Case Management and 

Utilization Review/Management, including: 

 Case Management/Discharge Planning: 

o Inappropriate identification of patients in need of discharge planning. 

o Inadequate performance of the discharge planning evaluation. 

o Poor communication among Case Managers, Social Workers, Utilization Review and 

clinicians. 

 Utilization Management: 

o Lack of formal integration and organizational scope of the hospital-wide Utilization 

Review function into Case Management/Discharge Planning. 

Case Management Department Re-Design 

Findings 

During the Gap Analysis review, the Discharge Planning function at Parkland was found to be 

performed inconsistently in the early stage of a patient‘s hospitalization.  Frequently discharge 
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planning interventions were performed only on the day of discharge.  The Case Managers are 

often not informed of the need for discharge planning until the day of discharge. With the lack of 

a coordinated multidisciplinary care team there are gaps between Medical Staff members 

working with Hospital nursing and clinical staff to develop a plan for the patient‘s psychosocial, 

ongoing physical care, treatment and what is needed once the patient is discharged. 

The CM Department does not currently function cohesively across all areas within the Hospital 

to deliver appropriate and timely discharge planning.  Some of this may due to the fact that much 

of the Care Management Department‘s mid-level leadership are new to their roles.   

In order to function cohesively with all other areas of the Hospital involved in throughput – 

Admissions, Transfers & Discharges (ADT), Emergency Services, Environmental Services -- the 

CM Department must be provided with critical daily (if not hourly) information such as: 

 Census, by department, unit, floor, etc. 

 Admissions by department, unit, floor.  

 Average Length of Stay (ALOS) by payer.  

 Patient‘s observation status. 

 Nurse staffing and other caregiver (e.g., ―sitters‖) schedules and shortages. 

 Appointment wait times for outpatient services (e.g., physical therapy), clinic appointments, 

etc.  

Having broad access to all metrics relating to Hospital throughput, would assist the CM 

Department in properly managing patient care and moving patients through the system to 

successful discharge. 

Additionally, other staff within the Hospital – Nursing, ADT, Medical Staff, Residents – should 

have access to Case Manager plans and discharge plans.  While Case Managers utilize 

―CareWeb,‖ an automated tool to document discharge plans, clinicians are unable to view 

CareWeb.  Therefore it is critical that Case Managers also notate discharge plans within Epic to 

ensure a coordinated patient discharge that can be accessed by all of a patient‘s caregivers. 

The Gap Analysis survey found inadequate discharge plans in situations where no discharge site 

could be identified.  In this regard, Parkland is challenged by the placement and discharge of 

patients who have no funding sources or who are not eligible for any type of public assistance.  

While Care Management Social Workers search for charity sources, this is not always possible 

or timely. As a result, some patients stay in the Hospital for protracted periods of time as there is 

no discharge placement available. 

Recommendations 

Case Management, Discharge Planning, and Social Work together with Utilization Review, 

should work collaboratively to ensure patients receive adequate discharge planning.  The strategy 
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and goals of this function should be re-aligned to achieve a collaborate effort among Case 

Managers, Nursing, Utilization Review and Social Work to ensure an appropriate patient 

discharge outcome.   

 Care Management should continue to report to the Chief Nursing Officer (CNO).  As part of 

this Action Plan, the CNO should evaluate the overall organization of the Care Management 

Department, all Care Management job descriptions and strengths and opportunities for all 

Care Management Department leaders and employees.  The evaluation of the Care 

Management Department should include a review of all resources and personnel to determine 

whether the Department has adequate resources and personnel to perform all of its required 

functions. 

 Under the direction of the CNO, the Care Management Department should re-align its goals 

and strategy as a department to achieve a collaborative effort between Case Managers, Social 

Work, Utilization Review and Nursing to ensure proper care management and discharge 

planning.  As part of this re-alignment, Care Management should: 

o Define daily responsibilities for each role, case manager, social worker, etc., and develop 

processes for staff in each role to inter-relate and ―hand-off‖ patients or communicate 

new needs. 

o Develop methods to assist staff with prioritizing patients and/or workload. 

o Ensure general assignments (e.g., nursing units) are fair, but that there are mechanisms to 

call for assistance and to cover for illness and/or vacation. 

 The CNO should also create a plan for merging the Utilization Review Department and its 

functions into the Care Management Department.  In connection with this integration, all job 

descriptions within UR should be reviewed and evaluated.  If there are unmet needs to fulfill 

utilization review work, resources and personnel must be recruited to address those needs. 

 The Care Management Department must identify data needed on a daily basis to properly 

analyze cases, and utilize that information to educate Nursing staff regarding patients with 

higher needs. 

 Under the direction of the CNO, the Care Management Department should redefine Case 

Management and Social Worker roles in which the staff in the roles to prioritize cases 

requiring their expertise and intervention versus waiting for referrals, as is the frequent 

process currently.  

 Care Management should produce an Extended Stay High Cost Outlier Report to identify 

inpatients that could move to a post-acute care setting if funding permitted. 

 Under the direction of the CNO, the Care Management Department should study and 

evaluate ways to create discharge placement sites and care for patients with limited or no 

financial resources.  This might include entering into agreements with other providers to 

lease beds in a Skilled Nursing Facility (SNF), obtain reduced rates for Durable Medical 

Equipment (DME) and home oxygen, home health, hospice care, long stay hotels, or other 

services that can be utilized to facilitate discharges.  As part of this study, Care Management 
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should reach out to community resources, extended service agencies and religious 

organizations that may provide additional resources in this effort. This study effort should be 

part of the continuum of care study task force work indentified in the section on Organization, 

Governance, and Leadership (Section 2.01). 

 A key component of effective care management is acute hospitalization avoidance.  ED Case 

Managers should evaluate all potential admissions originating in the ED to determine if 

patients meet acute admission criteria.  Additionally, the Case Managers should explore 

alternatives to avoid admission where possible, (e.g., patient discharged home with follow up 

appointment with Community Clinic for following day or with home health visits planned).   

 For patients being admitted to the Hospital, an initial case management plan should be 

completed to identify and communicate potential needs to inpatient nursing managers and 

Case Management.  

 All patients admitted to the Hospital should be screened and assessed for their discharge 

planning needs.  Because many patients have chronic conditions and limited resources, many 

will require intervention by Case Managers and Social Workers.  Having a screening process 

for both nursing unit staff nurses and the Case Management staff, will ensure that those 

patients who have the greatest needs are prioritized and seen in a timely manner.  

 Discharge planning is a dynamic process.  Once patients have been screened and prioritized, 

the Case Managers, Social Workers, unit-based nursing staff, along with the medical 

providers and other healthcare disciplines should continually collaborate throughout the 

patient‘s stay on whether the patient‘s needs have changed and plans need to be altered. 

Collaboration requires established communication mechanisms, such as multi-disciplinary 

rounds, huddles, and/or mechanisms in Epic, the electronic medical record (EMR) to share 

information on case management during a patient‘s stay.   
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Tasks Monitoring Methodology Timeline 

Evaluate infrastructure and 

performance of the Care 

Management Department to 

include merging Utilization 

Management function. The 

evaluation of the Care 

Management Department will 

also include a review of all 

resources and personnel currently 

committed to the Care 

Management function to 

determine whether the 

Department has adequate 

resources and personnel to 

perform all of its required 

functions.  The evaluation of the 

Care Management Department 

will also include a plan to merge 

Hospital Utilization Management 

functions into Care Management. 

 

CNO will complete the written 

evaluation of Care Management 

functions and submit the 

evaluation to the CEO and 

Quality Committee of the Board 

of Management for review and 

approval. 

Weeks 1 - 6 

Re-align goals and strategy of 

department to promote 

collaboration between Case 

Managers, Social Work, 

Utilization Review and Nursing.   

Evidence and use of a daily role 

and/or responsibility ―list‖ for 

each role in Case Management 

and cross referenced against the 

roles in Case Management, Social 

Work, Utilization Review and 

Nursing as well as 

interdisciplinary communication 

tools such as huddles.  

Weeks 1 - 6 

Develop nursing-wide education 

plan defining roles and 

responsibilities of case managers, 

social workers, and utilization 

management along with the inter-

relationships between the 

functions. 

Written and executed nursing 

plan. 
Weeks 7 - 12 
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Tasks Monitoring Methodology Timeline 

Identify metrics needed on a daily 

basis to properly analyze cases. 

Evidence and use of listing of 

required metrics that Case 

Management staff can utilize to 

assess patients to include: 

Inappropriate admissions, length 

of stay, and chronic disease such 

as Diabetes or CHF. 

Weeks 1 – 6 

Produce an Extended Stay High 

Cost Outlier Report to identify 

inpatients that could move to a 

post-acute care setting if funding 

permitted. 

Evidence and use of a daily 

reporting and monthly trending 

reports of non-acute long stay 

patients.  

Weeks 4 – 6 

Based on evaluation of creating 

discharge care sites for patients 

without means, enter into 

agreements such as leasing beds 

in a Skilled Nursing Facility 

(SNF), reduced rates for Durable 

Medical Equipment (DME) and 

home oxygen, long stay hotels, 

etc. 

See above comment on 

cost/benefit analysis. Based on 

findings, assuming value is 

identified; determine approach 

and prioritization of facilities and 

programs for agreements. 

Week 8 – Month 4 

Revise position expectations of 

the ED Case Manager. 

Evidence of a revised job 

description.  
Weeks 1 – 4 

ED Case Managers should 

evaluate all potential admissions 

on whether they meet acute care 

criteria and assess patients‘ 

potential discharge planning 

needs. 

25% review of all ED admissions 

to determine if:  patient was seen 

from the ED to determine if the 

Case Manager:   saw the patient, 

evaluated the appropriateness of 

the admission, and evaluated their 

need for discharge planning.  The 

review would be continued for 

eight weeks, then monthly for 

three months and then quarterly. 

Target compliance is 95%.  

Week 1, Ongoing 

ED Case Managers should 

perform an initial assessment on 

all patients being admitted to the 

hospital.  

See above monitor. Week 1, Ongoing 
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Tasks Monitoring Methodology Timeline 

Create or revise policies and 

procedures that define screening, 

assessment and discharge 

planning process to identify high 

risk patients. Educate nursing 

staff on proper procedure for the 

Discharge Planning Assessment 

Tool within Epic to ensure 

appropriate screening and 

referrals. 

25% review of the initial nursing 

assessment to determine if 

nursing is completing the 

discharge planning assessment on 

admitted patients and referring, as 

appropriate, to the Case 

Management staff.  25% review 

discharged patients to assess 

where initial discharge planning 

interventions occurred on the day 

of discharge to determine the 

effectiveness of the screening 

mechanism, the reason for delay, 

track and trend.  The review 

would be continued for eight 

weeks, then monthly for three 

months, and then quarterly.  

Target compliance is 95%. 

Weeks 1 – 4 

Evaluate for each Nursing Unit 

the best mechanisms to promote 

interdisciplinary communication, 

e.g., ―brief daily huddles‖, 

rounds, EMR notations only, etc. 

Based on findings, pilot and 

implement the most effective 

methods. 

Evidence of unit based 

communication, i.e. scheduled 

time, and direct observation of 

process of all nursing units 

through weekly rounds for ten 

weeks. Re-evaluate need for on-

going monitoring. 

Weeks 7 – 9 

Create a screening tool for case 

managers to include long term 

stay patient, avoidable days and 

other areas of focus. 

Evidence of use of screening 

tools through weekly round with 

case managers for ten weeks. Re-

evaluate need as necessary. 

Week 1, Ongoing 

 

Utilization Review 

Findings  

The Utilization Review function at Parkland resides in the Clinical Quality Management 

Department (Quality Department), and not the Care Management Department. While both 

departments need vital patient information from the UR staff this information is not consistently 

transferred to the Case Managers. The UR group focuses on the reduction of readmissions for 
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three conditions: Congestive Heart Failure (CHF), Myocardial Infarction (MI), and Community 

Acquired Pneumonia (CAP).  The UR group indicated that it will also review high risk diabetes 

patients, which begins in January.  The UR group stated that it does interact with the Care 

Management Department, by providing advice on specific cases while those patients are 

hospitalized, however, this advice does not appear to be documented in the CareWeb system or 

Epic at this point.  

The UR Plan has provisions regarding admissions and continued stays, but reports on those 

reviews were not evident in the UR Committee minutes.  Only raw data appeared to be presented 

to the UR Committee regarding extended stays.  Committee minutes did not reflect analysis or 

trending or actions taken on extended stay issues. While case reviews may be taking place 

regarding admissions, observation and continued stays, this also is not reflected in the UR 

Committee meeting minutes.   

Medicare CoP requires that a hospital‘s Utilization Review Plan should include a delineation of 

the responsibilities and authority for those involved in the performance of UR activities.   It 

should also establish procedures for the review of the medical necessity of admissions, the 

appropriateness of the setting, the medical necessity of extended stays, and the medical necessity 

of professional services.  The UR group indicated that they do not currently perform medical 

necessity reviews of professional services, such as the use of imaging technologies by physicians.  

Adverse trends in categories such as these should be referred to peer review or included in OPPE 

data.  The UR group indicated that it hopes to start monitoring and reporting this information to 

the UR Committee sometime in 2012. 

Recommendations 

 Per recommendations above on Case Management, the Utilization Review Department 

should be combined as a section into the Care Management Department.  Formal reporting 

mechanisms should be established as well as job descriptions for all UR employees. 

 The Utilization Review Plan should be re-written to include the all required Medicare CoP 

elements, e.g., delineation of roles and responsibilities of those responsible for UR functions.  

The process for reviewing medical necessity for the following should be set forth in the UR 

plan:  

o Appropriateness of admissions 

o Level of care 

o Ongoing acute care 

o Necessity of professional services 

 With the UR Plan revision and combination of the UR Department into Care Management, 

new roles and responsibilities of UR staff will be required.  As a part of the roll out of the 

new plan, an education plan should be designed for the staff on: the overall UP Plan; the 
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Plan‘s correlation to Medicare CoP on utilization review; and, how the effectiveness of the 

new plan will be measured. 

 The current case review logs kept by the UR group should be evaluated to determine that all 

data needed is being captured electronically to analyze the required data elements, such as the 

Diagnosis Related Group (DRG), Length of Stay (LOS), attending physician, readmissions, 

etc. 

 The UR group should further integrate with Case Management by utilizing their findings and 

data in CareWeb. 

 UR should develop monthly summaries and findings of data being captured and trended by 

the department.  National databases such as UHC can serve as a comparative source for case 

mix adjusted metrics for like organizations.   

 In addition to house-wide metrics, such as Average Length of Stay (ALOS), most common 

DRG and others, the UR Committee should identify Parkland-specific focus areas for 

improvement, such as: 

o High cost, high intensity, professional services for review. 

o Criteria for the performance of those professional services (i.e., criteria for inpatient 

MRI). 

o Professional services that, until accomplished, may be contributing to avoidable days. 

o The top sources of the avoidable days (under-resourced, scheduling, etc). 

o Outlier DRG LOS. 

o Non-acute admissions. 

o Inappropriate admissions or LOS in Critical Care Units. 

 The summaries and findings should be presented to the UR Committee on a monthly basis.  

 The UR Committee must review the findings and make recommendations for intervention on 

identified findings,(e.g., additional education for a specialty group because of high volume of 

patients being admitted who do not meet acute care criteria). 

 Specific findings for individual physicians should be reported to the Patient Care Review 

Committee (PCRC) for consideration.   

 Monthly findings and any recommendations to the Medical Executive Committee should be 

presented monthly.  

Tasks Monitoring Methodology Timeline 

 

Move Utilization Management 

within Care Management 

Department. 

 

Weeks 1 - 6, Ongoing Weeks 1 – 6, Ongoing 
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Tasks Monitoring Methodology Timeline 

The Utilization Review Plan 

should be re-written to include 

the required elements which are 

necessity of admission, length of 

stay and appropriateness of use 

of drugs. 

Evidence written UR plan including all 

required elements, approved by the 

Governing Board. 

Weeks 1 - 6 

Policies and Procedures should 

be revised to reflect the revised 

plan, and associated roles and 

responsibilities of staff.  

Evidence of revised policies and 

procedures.  Defined roles and 

responsibilities of UR Group staff 

(based on skills and knowledge needed; 

not based on skills of existing staff 

only).  

Weeks 1 - 6 

Revise the current UR logs to 

ensure that all required elements 

are collected and formatted in 

order to analyze and trend type 

data. 

Revised UR logs with all data elements. 

One month follow up of data to ensure 

required elements are being captured 

for adequate data analysis. 

Weeks 1 - 6 

Develop process to export Case 

Management Care Web 

documentation whereby the data 

are analyzed and trended. 

One month follow up of data to ensure 

required elements are being captured 

for adequate data analysis. 

Week 3 

Select UR metrics for tracking, 

monitoring, and trending. 

(Utilize national best practices 

as examples for targets). 

Trended monthly Parkland metrics 

against national database comparators. 
Weeks 5 – 8 

Utilize data from a comparative 

database that is clinically 

adjusted and severity adjusted to 

assist the Committee in 

identifying areas for 

improvement. 

Trended monthly Parkland metrics 

against national database comparators. 
Weeks 7 – 8, Ongoing 

Analyze, trend, and summarize 

agreed upon data elements to the 

UR Committee regularly. 

(Recommendations for actions 

need to be documented and 

reported to the MEC). 

Evidence of trended summaries of data 

metrics, reported monthly to the UR 

Committee with recommendations for 

improvement. UR recommendations to 

be reported to appropriate hospital and 

board committees. 

Week 8 
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Tasks Monitoring Methodology Timeline 

Report unfavorable physician 

trends to the Patient Care 

Review Committee (PCRC). 

Evidence in UR Committee minutes of 

referred physicians to Peer Review.   
Weeks 9 - 12 

Monitor progress on targeted 

metrics and re-evaluate targeted 

improvement goal and/or 

metrics being measured. 

Evidence and use of listing of required 

metrics that Utilization Review staff 

can utilize to assess patients such: 

Inappropriate admissions, length of 

stay, and chronic diseases such as 

Diabetes or CHF. 

Week 4, Ongoing 

 

Quality Assessment/Performance Improvement (QAPI) 

Findings   

 

We found evidence of unit-specific Quality Assessment/Performance Improvement plans in 

some, not all departments that require one and many lacked an adequate plan.  

 

Recommendations 

 

It is the organization‘s responsibility to define the structure and process for monitoring quality 

and providing ongoing improvement. The structure and approach for quality of the Case 

Management/Discharge Planning/Utilization Review departments is required.   

 

 There is focus on areas identified by the organization that can be improved. 

 The plan is dynamic and evolving based on the improvement results of the department. 

 

 The CM/DP/UR-specific QAPI should be incorporated into the house-wide approach to quality.  
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Tasks Monitoring Methodology Timeline 

Create survey and initial tracers to 

collect baseline data in the form of a 

Quality Assessment (QA). 

Approval by QCC and Quality 

Department. 
Weeks 5 - 6 

Complete Quality Assessment survey 

and tracer work. 

Evidence of tracer findings reported at 

least monthly. 
Weeks 7 - 9 

Using the completed Quality 

Assessment survey, complete 

department-specific Performance 

Improvement (PI) plan with indicators 

appropriate for department‘s patient 

population.  

Approval by QCC and Quality 

Department. For existing program 

components, examine opportunities to 

improve, engage, and inform staff.  

Weeks 9 - 10 

Implement corrective actions per 

department‘s PI plan. 
See below Week 10, Ongoing 

Report PI plan status on at least 

quarterly to QCC. 

If PI results are within 5% of the 

established threshold, the department 

does not have to be physically present to 

report to QCC. 

Results off target by more than 5% must 

report to QCC in person.  Results over 

10% off target should report monthly to 

QCC until 5% is achieved. 

Week 12, Ongoing 
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2.06 Environment of Care 

Background 

The Hospital is obligated to provide a safe, clean and functional environment of care for all of its 

patients. Senior leadership, department/unit management, and  the departments of Infection 

Prevention, Facilities and   Environmental Services (EVS) all share accountability for the 

oversight, management of potential risks, and safety of the building and equipment as well as the 

cleanliness to ensure patient safety and infection control.  Facilities and Clinical Engineering are 

responsible for the maintenance of the physical plant and equipment.  EVS provides cleaning 

services for all of the Parkland campus and facilitates patient throughput by turning over patient 

care spaces (e.g., cleaning patient rooms).  There are several issues on patient throughput related 

to the turnover of beds, which inevitably results in delay of care of patients.  

The majority of the areas of the Hospital and outpatient clinics were surveyed by the 

Independent Consulting Expert (ICE) Team.  The size and age of this facility creates a difficult 

environment. There are multiple areas of disrepair in the Hospital that require immediate 

attention, some of which are in the process of being addressed since the Hospital was notified in 

early January. Environment of care is closely tied to infection control and sanitary conditions that 

provides a safe environment to patients. During the survey, there were a number of areas of the 

Hospital that require more thorough and perhaps more frequent cleaning services.  The outpatient 

clinics appear to be lower priority and reflect the lack of attention.   

The major findings in the Gap Analysis survey report were related to:  

Provision of Care 

 Delays in turnover of patient care spaces (inpatient beds) that create barriers to effective 

throughput and potential delay in care for patients requiring inpatient admission or transfer to 

higher or lower levels of inpatient care units.  

 

Infection Control 

 Unclean and/or unsafe conditions that may result in infection control risk and patient safety. 

Provision of Care 

Findings 

Interviews, surveys and patient safety reports reflect ongoing delays in turnover of patient care 

spaces (e.g. inpatient beds) that cause potential delay in care by delaying admission or transfer of 

patients from the Emergency Department and/or other units.  

Environmental Services (EVS) has a target of 40 minutes from the time of notification for 

cleaning until the bed is ready.  From November 1, 2011 through January 12, 2012, average 
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turnaround time was 58 minutes.  A Teletracking system allows for concurrent tracking of 

turnaround time, therefore delays in service can be identified more readily. Of the 16,000 clean 

requests from the turnaround report, there were also approximately 5,100 room cleaning 

cancellations. Twenty-eight percent of the cancellations show a cancellation reason that the 

patient is still in the room, and another 38% show the room was already clean.  While the 

automated system is an effective method to manage multiple communication hand offs, there are 

still gaps in the system that can contribute to delays in admissions, such as patient room cleaning.  

Cancellation rates relating to a patient still in room, or the room is already cleaned indicates the 

system is not being used effectively.  All of these obstructions and delays contribute negatively 

to the patient‘s hospital experience and impacts the patient‘s plan of care. 

Recommendations 

 The Access/Throughput section of the Corrective Action Plan (CAP) (Section 2.03) includes 

recommendations to expedite throughput by convening a multidisciplinary team to examine 

processes and barriers that impact bed turnover.  Environmental Services (EVS) management 

should participate in those initiatives.   

 Separate from these efforts, EVS management must review its own processes to determine 

barriers and/or improvements in performance and/or productivity.  

 The required full time employees (FTEs) necessary to effectively staff EVS should be 

determined by using industry benchmarks to compare to the current labor productivity 

(worked hours per unit) and applying any factors that might contribute to the need to 

adjust/increase staffing levels – size and age of plant, distances between departments/units, 

and use of or lack of technology. 

 EVS should evaluate the effectiveness of the current staffing model and deployment of 

resources –percentage of staff dispatched vs. assigned, number of assigned per area for 

adequacy, and ability to quickly adjust staffing to meet demand for bed turns.  

 An EVS personnel baseline should be established to ensure that all EVS staff is meeting 

requirements of job description, demonstrate job-related competencies and meet productivity 

expectations.  Those who are not meeting these standards should be provided additional 

education, training and/or counseling to clarify requirements and gaps in individual 

performance.  

 EVS management should enlist the assistance of the Hospital‘s internal Department of 

Operational Excellence or external consultants to document the ―current state‖ in the form of 

a process work flow diagram with identification of the process failures, operational barriers 

and identification of opportunities for process optimization and improvement.  The process 

work flow should include the following elements:  inputs, outputs, activity steps, decision 

points, enablers and functions. A redesign of the future process flow should include: 

eliminating or combining steps; automating any manual activity steps, if possible; 

transferring elements to other departments; changing the location where the steps are done; 
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and, finally altering/modify the activity step.  The intended outcome is to increase 

productivity and thereby number of beds turns.  

 The Hospital‘s environment is a constant variable and managing the environment requires 

constant vigilance. At any given time of the day, patients are admitted, discharged, and 

transported. Delays in cleaning the patient room can be minimized with efficient 

communication and temporary deployment of additional EVS staff from other units to the 

unit experiencing an influx of patients. There have been recent changes in EVS leadership 

and they are utilizing various communication tools to address this situation.  However these 

communications tools must be enhanced and improved. 

o The teletracking system can only be relied upon if the information is entered timely and 

accurately by all users of the system.  EVS management should audit and evaluate the use 

of the system, the compliance with procedures, and accuracy of each staff member. Staff 

members who are not utilizing the system appropriately should receive education, 

training and/or counseling for lack of compliance.  

o The EVS Department provides a centralized call center and the dispatcher files all 

requests in a work order from anyone calling into the center. At times, the Director will 

dispatch staff for a request when the work order is not filed. Follow up is performed on 

the work order to determine if the request was fulfilled. The work order does not provide 

the resolution on the task that was done. It is difficult to ascertain reasons for open work 

orders. These work orders need to be completed with the intervention that was applied for 

resolution. This additional information will enable the EVS department to analyze data, 

track potential trends and possibly implement practices to reduce the number of issues. 

 

Tasks Monitoring Methodology Timeline 

Coordinate a multi-disciplinary 

team to represent the EVS 

department that is impacted by 

turnaround of beds; Nursing, 

ADT, EVS, ESD, House 

Supervision, Administration. 

Agenda, minutes and action plan 

review to ensure progress is being 

made and the steps to corrective 

action are appropriate. 

Weeks 2 – 6 

If required, conduct a demand 

vs. capacity, throughput process 

workflow assessment and labor 

productivity study. 

Periodic reviews to determine 

changes in demand, capacity, and 

productivity. Monitor EVS 

productivity daily to ensure 

appropriate staffing meets demand 

within the hospital. 

Week 9 – Month 6 
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Tasks Monitoring Methodology Timeline 

If required, develop a future 

work flow process. 

Process work flow review to 

identify any additional 

improvements and impacts of new 

processes. 

Week 9 – Month 6 

Provide EVS various 

communication devices, hand 

held transmitters, pagers, cell 

phones, etc. to the EVS 

managers and EVS staff to 

expedite and validate the current 

status of the unit. 

  Completed 

Minimize delays in placing 

patients on unit with efficient 

communication and temporary 

deployment of additional EVS 

staff from other units to the unit 

experiencing an influx of 

patients. 

Monitor the turnaround time to 

clean a room and move toward the 

target threshold of 40 minutes, or 

50 to 60 minutes for a room that 

was in isolation. 

Completed 

Track work orders and their 

respective resolutions. Analyze 

the issues and their resolutions 

to determine trends. Provide 

action plans for decreasing 

recurring issues. 

Continue to analyze work order 

report analysis and trends. 
Weeks 3 – 6, Ongoing 

 

Infection Control 

Findings  

Maintaining an appropriate environment of care (EOC) must include infection control measures, 

which also address patient safety and patient‘s right to expect a safe environment.  Numerous 

studies demonstrate that factors in the physical and social environment can impact patients for 

better or worse.  

―Environment of care‖ as defined by The Joint Commission: 

“A health care organization’s environment of care encompasses the physical environment in 

which patient care, treatment, and services take place. This physical environment includes the 
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building or space and its arrangement and features; the equipment used to operate the building 

and support patient care; and the activities involved in maintaining a safe and functional 

environment  for patients, visitors, and staff. Effectively managing the environment of care gives 

the hospital opportunities to break the chain of infection.” 

During our survey, we found multiple issues related to the lack of cleanliness, the state of 

disrepair and unsafe conditions. 

While some areas of specific departments/units are well maintained and cleaned to a ―reasonable 

standard‖, there were others that were not clean or conducive to patient care and/or presented 

safety risks.  The lack of consistent standards must be remedied immediately.  

EVS, under new management through an outsourced firm, has demonstrated some recent 

improvement in better organizing and deploying resources and responding to the concerns with 

regard to unclean conditions.  However, attaining an acceptable level of performance and results 

needs to be a priority for the Department and Hospital leadership. Recent improvements have 

included the following: 

 Lockable housekeeping carts have been ordered.  Approximately 70% are in stock and are 

being assembled by Facilities. 

 Terminal cleaning staff is on board and are available 24/7 for areas such as Surgery, WISH, 

Interventional Radiology, etc. 

o With the terminal cleaning, EVS should be initiating culture testing to validate cleaning. 

 Initiated cycle cleaning such as focus on dusting on Mondays, Wall-washing on Tuesdays, 

etc. 

 EVS has initiated logs in the areas being cleaned for both evidence and accountability of 

work. 

 Numerous EVS rounds have been scheduled to monitor progress.  These include: 

o Every Tuesday - Environment of care rounds that includes EVS; Infection Prevention; 

Engineering; and Patient Safety. (Nurse or departmental manager is included where 

possible.) 

o Every Tuesday and Thursday – Vice-President responsible for EVS and the EVS 

manager rounds. 

o Rounding on all nursing units monthly with the inpatient EVS Director. 

o Patient rounds daily with various EVS managers, with the goal being to visit every room 

per week. 

 Service recovery is initiated for each complaint to address issues immediately and 

with daily follow-up with the patient until issues are resolved. 

o Additionally, EVS has implemented an escalation process for all nursing or clinical 

managers should EVS issues, e.g., room cleaning, spill, etc. not be addressed in a timely 
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manner.  Escalation goes from EVS Managers, to Directors, and ultimately to the Vice-

President.   

 Obtaining IT tablets for EVS managers so bed turnaround time (TAT) can be tracked and 

monitored real time. 

These efforts, as stated, have demonstrated progress on the cleanliness of the Hospital.  

Additional recommendations are included below for both the EVS team and the Department/Unit 

Managers. 

Recommendations 

 Create an EVS ―campaign‖ to elevate overall cleanliness as a visible priority for the Hospital.  

Methods to address this approach include: 

o Convene an Environment of Care team (EOC team) to establish mission, charter, goals 

and processes to address EOC activities including representation from Facilities, 

Environmental Services (EVS), Nursing Administration, Operations, Clinical 

Engineering and a representative sample of Unit-based Nursing Directors or Nursing Unit 

Managers including those from off-campus facilities.  

o The charge of this EOC team should be to create a plan for the campaign and ongoing 

schedule for cleaning, maintenance and incorporate monitoring so standards are 

consistently maintained once the initial ―campaign‖ is completed.  The team should 

develop a budget and prioritization to present to senior leadership.  

 The campaign will require dedicated resources to conduct a one-time and accelerated plan for 

deep cleaning and repairs to the facility (holes in walls, floors, dirty and torn furniture). 

 The existing scope of activities/tasks as well as frequency of cleaning schedules should be 

reviewed for each unit/space of the Hospital (and ambulatory sites) to ensure it is adequate to 

meet the ―new‖ standards and/or adjustments that should be made. 

 EVS leaders are developing checklists for evidence of cleaning and accountability, but they 

should also be used as a tool to educate staff, establish expectations, and create a common 

way to monitor and measure results: 

o Area/department checklists should be developed for EVS staff responsible for those areas 

and be added to the EOC checklist. 

o Facilities staff should have checklists to conduct environmental rounds so that staff 

members are all evaluating physical plant conditions in a consistent method and standards. 

o Department/unit managers should have the same checklists to monitor their areas. 

(Sample daily charge nurse checklist that has components of EOC is included in the 

appendix). 

o Individual department responsibilities. 

 Department Directors or Nurse Managers (or delegated to Charge Nurses) should be 

accountable for the condition of their areas and contact EVS and/or Facilities management 

when conditions are not met by their respective staff efforts. 
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 The daily unit rounding processes should provide action plans with specific timeframes when 

the conditions are not meeting the newly developed standards.  These reports should be made 

to the Environment of Care Team and to the Chief Implementation Officer.  The EOC Team 

should also conduct informal rounds to monitor and inspect the facility on a regular basis 

during the initial campaign and periodically post-campaign to ensure the improvements are 

sustained between scheduled visits. 

 

Tasks Monitoring Methodology Timeline 

Create a plan for an initial 

cleaning ―campaign‖ and 

ongoing schedule for cleaning, 

maintenance and incorporate 

monitoring. 

Monitoring plan with established 

thresholds for cleaning, infection 

control, facilities, monitoring 

results, and cleaning frequently. 

Weeks 1 - 3 

Convene the environment of 

care team to establish mission, 

charter, goals and processes to 

address EOC activities. 

Agenda, minutes and action plan 

review to ensure progress is being 

made and the steps to corrective 

action are appropriate. 

Weeks 2 – 3 

Conduct a one-time, accelerated 

plan for deep cleaning and 

repairs. 

A "hit" list of targeted repairs and 

cleaning with weekly updates on 

progress.  

Weeks 3 - 12 

Develop a budget and 

prioritization for the ―campaign‖ 

on additions needed to present to 

senior leadership. 

Evidence of approval or rejection 

of senior leadership and the reason. 
Weeks 2 – 4 

EVS to review existing 

checklists and expand where 

necessary for an EOC checklist 

for department surveillance. 

Issue checklists to Department 

Directors to ensure preparedness 

and awareness. Issue infraction 

notices to Department Director, 

Divisional VP, and EVS 

Director. 

Evidence of multidisciplinary 

EVS/EOC checklist. Evidence of 

department specific EOC checklist. 

Weeks 2 - 4 
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Quality Assessment/Performance Improvement (QAPI) 

Findings   

 

We found no evidence of unit-specific Quality Assessment/Performance Improvement plans in 

Environment of Care through the Clinical Engineering, Environmental Services, and Facilities 

Departments.  

 

Recommendations 

 

It is the organization‘s responsibility to define the structure and process for monitoring quality 

and providing ongoing improvement. The structure and approach for quality of Environmental 

Services is required.  Regardless of the structure, key elements that must be addressed are: 

 

Tasks Monitoring Methodology Timeline 

Conduct analysis on EVS 

staffing and evaluate and 

compare to industry benchmarks 

to ensure adequate resources 

exist to maintain the facility. 

Monthly staffing hours review to 

ensure efficient productivity and 

adequate staffing. Provide 

explanations of variances +/-5%. 

Weeks 6 - 8 

Create an analysis of the current 

EVS process workflow to 

determine any barriers and 

improvements to productivity 

and performance. 

Monitor the threshold times on 

various indicators to include but not 

limited to: turnaround time of beds, 

office cleaning, common area 

cleaning, public restrooms, etc. 

Weeks 7 – 12 

EOC team to submit monthly 

report to COO and CNO based 

the EOC rounds and on the 

action plans. 

Evidence of monthly report to 

Administration to show issues, 

progress and unresolved problems. 

Weeks 8 – 12, Ongoing 

Review existing scope of 

activities/tasks as well as 

frequency of cleaning schedules 

for each unit/space of the 

Hospital (and ambulatory sites) 

to ensure it is adequate to meet 

the ―new‖ standards and/or 

adjustments. 

EOC reports and EVS monitoring 

reports. 
Weeks 7 -12 
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 There is focus on areas identified by the organization that can be improved, e.g., results from 

patient safety reports, patient satisfaction surveys, etc. 

 The plan is dynamic and evolving based on the improvement results of the department. 

 Bed turn statistics must be included as key metrics on the Department‘s dashboard and 

submitted as part of the Department‘s Quality Assessment/Performance Improvement (QAPI) 

plan.  

 

Department-specific QAPI in the Clinical Engineering, Facilities, and Environmental Services 

Departments should be incorporated into the house-wide approach to quality.  

 

Tasks Monitoring Methodology Timeline 

Create survey and initial tracers to 

collect baseline data in the form of a 

Quality Assessment (QA). 

Approval by QCC and Quality 

Department. 
Weeks 5 - 6 

Complete Quality Assessment survey 

and tracer work. 

Evidence of tracer findings reported at 

least monthly. 
Weeks 7 - 9 

Using the completed Quality 

Assessment survey, complete 

department-specific Performance 

Improvement (PI) plan with indicators 

appropriate for department‘s patient 

population.  

Approval by QCC and Quality 

Department. For existing program 

components, examine opportunities to 

improve, engage, and inform staff.  

Weeks 9 - 10 

Implement corrective actions per 

department‘s PI plan. 
See below Week 10, Ongoing 

Report PI plan status on at least 

quarterly to QCC. 

If PI results are within 5% of the 

established threshold, the department 

does not have to be physically present to 

report to QCC. 

Results off target by more than 5% must 

report to QCC in person.  Results over 

10% off target should report monthly to 

QCC until 5% is achieved. 

Week 12, Ongoing 
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2.07 Infection Control 

Background 

Infection Control is an essential function in any healthcare setting for creating the policies and 

standards of the organization. The Gap Analysis survey revealed that the Infection Prevention 

Department (IP) function at Parkland Hospital has not yet been effective in leading the 

organization in the changing infection control and prevention practices.   There continue to be 

gaps in fundamental infection control practices such as appropriate hand hygiene.  During our 

survey, we identified areas within the Hospital that either do not comply with the infection 

control processes or are simply unaware of proper protocols and practices.   

The oversight role for Infection Control is provided by the Infection Prevention Department, but 

enforcing and complying with infection control practices are the responsibility of all employees. 

Nursing, physicians and support personnel are all responsible for appropriate hand hygiene, 

wearing and using personal protective equipment, protecting sterile environments, handling of 

biohazard materials, handling of sharps/needles, isolation precautions and maintaining an 

environment conducive to providing care.  Unit/Department Directors, Medical Directors and 

Nursing Directors/Managers are all responsible for complying with and enforcing infection 

prevention policies and procedures.  

Key areas of concern in the Gap Analysis report include: 

 Infection Control Policies and Procedures  

o Infection Prevention Department‘s role and responsibilities  

o Role and responsibilities of care providers and support personnel  

 Quality Assessment Performance Improvement. 

 

Policies & Procedures  

Findings 

Parkland‘s Infection Prevention Department has not yet been consistently effective in enforcing 

policy and educating Hospital staff to ensure that infection prevention and control measures are 

in place and followed by all Hospital staff.  The Department has not effectively identified areas 

of non-compliance, created action plans to correct areas of non-compliance or used its authority 

to enforce Hospital policies and CMS regulations, which has contributed to inconsistencies in 

infection control practices at the Hospital.  There is a significant discrepancy between the 

hospital-wide ―scorecards‖ reporting 93% compliance and a survey conducted during first 

quarter FY2012, where 23 of the 24 elements of the survey were found deficient.  Observations 

of actual infection control practices indicate a lack of compliance with protocols. There are 

ongoing inconsistencies in infection control practices throughout the Hospital.  The Department 
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has not had an authoritative voice when addressing and implementing infection prevention 

practices and improving compliance.  

Effective policies and procedures are the strategic link between the Hospital's vision and its day-

to-day operations.  Infection Control policies and procedures are designed for all departments to 

follow.  It appears that enforcing compliance has been a challenge for the Infection Prevention 

Department.  Staff throughout Parkland are either unaware of the policies or develop their own 

interpretation of policies and procedure. Some departments have their own practices and do not 

follow nationally recommended standards, for example with scrub attire for restricted areas 

procedural areas such as the Operating Room (OR), Cath Lab and Interventional Radiology (IR) 

procedure rooms. 

Recommendations – IP Department 

 The Infection Prevention Department is responsible for setting the agenda for Infection 

Prevention and Control.  The Department must consistently and effectively: 

o Develop, distribute and enforce the Hospital‘s infection control policies and procedures 

o Work with all Hospital departments (clinical and support) to tailor policies and 

procedures to ensure practices are relevant to different patient populations 

o Conduct surveillance studies (as appropriate) 

o Monitor compliance by conducting surveys of all departments/services/units 

o Identify deficiencies and provide training/education as required 

o Collect and report key scorecard statistics to appropriate Committees.  

 The Infection Prevention Department must be responsible for developing, updating, 

maintaining and receiving approval for all infection control policies and practices through 

appropriate channels including the Hospital/Medical Staff Infection Prevention Committee.  

 Parkland‘s Infection Prevention/Control Plan should include the following elements and must 

be integrated into the operations the of the Hospital:  

o Identification of a ―qualified‖ individual responsible for the program. 

o Allocation by the Hospital of the required resources for the program and for prevention. 

o Identification of the risks for acquiring and transmitting infections and identify goals to 

minimize transmissions. 

 All customized departmental infection protection and control policies and procedures should 

be reviewed and approved by the IP Department. The IP Department should determine if the 

policy should be department-specific or the organization-wide IP policies and procedures 

should apply to the individual departments.  If unit-based polices are customized, the policies 

should be referred to the Infection Prevention Committee for approval.   

 Due to the large patient population (37,000 discharges per year) and volume of high acuity 

patients with complex diseases, there is a need for strong and experienced leadership to 

enforce infection prevention measures and oversee a surveillance program.  
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 The Department requires full-time guidance of an experienced infection control practitioner 

as well as involvement and oversight from a physician and supported by a strong team of 

Infection Prevention clinicians. The Infection Prevention Department leadership role needs to 

be shared between the Director of Infection Prevention and the Chief Infection Prevention 

Officer to provide oversight of infection control practices to all departments/units.  

 Elsewhere in this report, we recommend the reorganization of the Hospital‘s Clinical Quality 

Management and creation of a new Chief Patient Rights and Safety Officer. (Section 2.09) 

We recommend in that section that the Infection Prevention Department be relocated to 

report directly to the new Chief Patient Rights and Safety Officer.  

 Parkland‘s senior leadership, in conjunction with the Chief Patient Rights and Safety Officer, 

should oversee the identification and recruitment of the replacement for the position of 

Infection Prevention Director that has recently been vacated.  The minimum qualifications for 

this individual should include:  

o Master‘s degree in nursing, public health or related field. 

o Minimum of five years of epidemiological research experience and current activity in 

infection control in a complex healthcare organization, preferably an academic setting. 

o Minimum of ten years experience in a progressive management role within an infection 

control setting, preferably in a large institutional setting. 

o Current Registered Nurse license in Texas.  

o Active Certification in Infection Control (CIC). 

 A full-time Chief IP Officer should be appointed by the newly created Chief Patient Rights 

and Safety Officer. The Chief IP Officer position is currently fulfilled by part time efforts of 

a faculty member of UTSW Medical Center.  The IP Officers should lead an active program 

for the surveillance, prevention, control, and investigation of infections and communicable 

diseases. He or she must be qualified in infection control through education or experience. 

The Officer should (1) develop a system for identifying, reporting, investigating, and 

controlling infections and communicable diseases of patients and personnel while 

particularly engaging the medical staff on areas in which practice needs to be adjusted; (2) 

maintain a log of incidents related to infections and communicable diseases for the purpose 

trending and to determine the effectiveness of their programs; and (3) be responsible for 

implementing corrective action plans in identified problem areas.  The IP Officer, while 

being collaborative with his/her peers, must also have the authority to mandate corrective 

action plans that promote safer care and reduce the risk of infection.   

 While the IP Department conducts a large number of surveillances, they should continually 

evaluate and analyze the surveillances to determine which should be added or deleted based 

on performance. 

 A focused and urgent effort to ensure compliance throughout the organization should include 

an initial survey of every area of the Hospital conducted within the first eight weeks of the 

implementation of the Action Plan to establish a prioritization of corrective actions.  
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 The IP Departments should survey all areas of the Hospital (clinical and clinical support units) 

on a monthly basis until IP practices are in compliance with a target threshold of  98%, with 

additional attention given to those areas of high concern, e.g. perioperative and surgical units, 

critical care units and other procedural based units (cath lab).  

 The non-clinical departments should be surveyed by IP Department on a quarterly basis – at 

a minimum, until IP practices are in compliance with a target threshold of 98%.  

 The elements of the survey need to include but should not be limited to: hand hygiene, 

housekeeping of inpatient and outpatient areas to ensure all surfaces (horizontal surfaces, 

walls, floors, furniture, equipment) are clean and intact (no holes, tears and soiling), 

maintenance (including repair, renovation and construction activities), and other activities to 

ensure that the hospital maintains a sanitary environment. Examples of areas to monitor 

would include: food storage, preparation, serving and dish rooms, refrigerators, ice machines, 

air handlers, autoclave rooms, venting systems, inpatient rooms, treatment areas, labs, waste 

handling, linen/laundry management, surgical areas, supply storage, equipment cleaning, etc. 

The survey should also include infection prevention observation of practices among staff and 

providers to include handling of biohazard materials, handling of sharps/needles and isolation 

precautions and the use of personal protective equipment (PPE).   

 A Hospitals in Pursuit of Excellence publication in November 2010 suggests best 

practice for hand hygiene measurement and corrective action.  Baseline compliance 

should be collected with the use of ―hand hygiene observers‖ or ―secret shoppers‖ 

and/or ―just in time‖ coaches.  Major root causes of failure to clean hands should be 

identified and targeted solutions for each root cause should be developed.  The 

measurement, analyses and improved process workflow can be accomplished using 

Lean Six Sigma techniques.  Solutions developed by the study, which was conducted 

for two years with six large teaching hospitals and two non teaching hospitals, are 

part of the Targeted Solutions Tool™ (TST), a free web-based tool provided to Joint-

Commission-accredited organizations.  

 The IP Department and Unit Directors should work collaboratively with other areas -- 

Environmental Services, Facilities, Clinical Engineering - to ensure these functions are 

cleaning and maintaining the facility and equipment in accordance with infection 

prevention/control standards.  

 

Recommendations – Clinical and Support Departments  

 Each Unit/Department director at Parkland should review the Hospital-wide infection 

prevention and control policies and procedures and work with the IP Department to ensure 

policies and procedures are customized to include the unit‘s individual requirements for 

infection prevention/control based upon the services provided. The Unit/Department Director 

must ensure that the recommended changes have been made in the departmental policy and 
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that required changes in practice are implemented and compliance enforced within the 

department.   

 The Unit/Department Director should refer to the Environment of Care section of the Action 

Plan (Section 2.06) and follow the recommendations regarding oversight of the environment 

of care as related to meeting infection prevention and control standards.  

 The Unit/Department Director should identify a staff member of the department to act as the 

Infection Prevention/Control delegate.  The delegate should be responsible for working with 

the Infection Prevention Department to implement house-wide initiatives within their unit. 

The competencies for this role should be developed, measured for the incumbent and 

periodically reviewed and updated, as required.  

 Leadership in every Hospital department and at the Hospital executive level must support the 

efforts of Infection Prevention.  If non-compliant behavior persists with any employee or 

Medical Staff member, disciplinary actions should be taken, and should be taken in a 

consistent manner.  The reports from Infection Prevention rounds when left unresolved are to 

be elevated to the Unit/Department Director and the senior executive in charge of the 

Unit/Department to obtain their action plan and resolution with a timeframe.  The Human 

Resources Department should be notified of non-compliant behavior requiring disciplinary 

action so that personnel records can be documented and so that consistent disciplinary 

measures applied to all employees.   

 Each Unit/Department Director should be held accountable for ensuring infection control 

standards set by the Infection Prevention/Control Department and enforced at the Department 

level.  Accountability should be measured by compliance reported on the Department‘s 

QAPI plan and metrics.  

 Each Department should execute progressive counseling/disciplinary and performance 

improvement plan for infractions.  

 Separate corrective action plans should be drafted with Environmental Services (EVS), 

Facilities and Clinical Engineering Departments to ensure the scope of work, schedules and 

performance standards to ensure the patient care areas and all facilities are cleaned and 

maintained in accordance with infection prevention standards.   

 The Director of EVS needs to execute close surveillance monitoring of the environment to 

ensure the Hospital is viewed as ―reasonably clean‖.  The Unit Managers/Charge Nurses 

need to closely inspect all areas based on a checklist and direct EVS employees to the 

standard of practice and completion of the checklist.  (Section 2.06). 
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Tasks Monitoring Methodology Timeline 

Each Divisional Vice President 

(VP) will submit all department 

specific Infection Prevention 

(IP) related policies and 

procedures to IP.  

IP to track all submitted 

departmental IP policies, contact 

person, receipt date, revisions 

made, department acceptance, in 

approval process, final copy. 

Weeks 2 - 5 

The IP department Director and 

Chief of Infection Prevention 

will review and make revisions 

of all departmental and house-

wide IP policies, if applicable.  

Track changes to initially submitted 

department specific policies. 
Weeks 5 – 8 

All departmental IP policies are 

returned to the department for 

their review and acceptance 

Evidence of approval from 

departments. 
Weeks 9 – 12 

Approve reviewed departmental 

and house-wide IP policies. 

Final copy is entered into the 

Parkland Policy and Procedure 

Manual. 

Weeks 9 - 12 

Divisional VP and Department 

Directors to develop a 

communication roll out with IP 

Director on the revised IP 

policies and procedures. 

Evidence of awareness/education 

plan, training, and competency 

validation. 

Weeks 9 – 12 

Each department assigns an IP 

delegate to be the contact and 

participant in the IP prevention 

education program. 

Listing of all department resources. Weeks 9 - 12 

Provide a full-time Chief 

Infection Prevention Officer. 

Evidence of job description and 

process to fill position 
Weeks 9 – 12 

Survey monthly all departments 

for IP compliance. Survey 

results are sent to Department IP 

representative, Department 

Director and Divisional VP for 

follow up and corrective action 

needed and expected completion 

date. 

Post IP compliance results on 

Parkland Intranet or other Parkland 

System communication and track 

progress from baseline to new 

parameters. 98% compliance. 

Week 1, Ongoing 
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Tasks Monitoring Methodology Timeline 

Execute EOC surveillance 

program to ensure consistency 

with cleaning methods and 

standards to support IP 

principles. 

Please reference Environment of 

Care  (Section 2.06).  
Week 1, Ongoing 

 

Quality Assessment and Performance Improvement (QAPI) 

Findings  

The Center for Medicare and Medicaid Services (CMS) standards require that the hospital-wide 

quality assurance and training programs address problems identified by the Infection 

Prevention/Control officers.  Parkland‘s Infection Prevention/Control program is not integrated 

into the overall Quality Assessment and Performance Improvement (QAPI) program and this 

structure has led to disparate practices throughout the Hospital.   

Recommendations 

 Submit Infection Prevention department-specific QAPI and all other departmental Infection 

Prevention (IP) QAPI related to IP to the house wide QAPI to ensure infection control 

initiatives are centralized and recognized as a system program.   

 IP, Environmental Services (EVS), Facilities, Clinical Engineering and other departments 

that impact the environment of care should create a committee to discuss a multi-focal 

approach for the management of the cleanliness and maintenance of physical plant and 

equipment to support infection prevention and control. The committee should establish the 

standards to ensure infection control regulations are included and executed, managed and 

evaluated for sustainability. The committee should develop Quality Assurance and 

Performance Improvement monitors that correlate the infection control rates, specific 

practice tasks and efficiencies.   This committee could be a sub-committee of the IPC 

Committee and report recommendations and plans through it and to the organization-wide 

Quality Committee. 

 The Hospital‘s Infection Control program should continue to be evaluated annually for 

effectiveness by the Quality Committee of the Board of Managers.  During the course of the 

year, the IP Director and Chief Infection Prevention Officer should continue to report any 

significant infection control issues to this Committee and should provide monthly trending 

reports on compliance with the Hospital‘s infection control and prevention policies as well as 

trending data on specific surveillance activities undertaken under the Infection Control plan.  



 

Corrective Action Plan for Parkland Health & Hospital System – February 28, 2012 

       109   

 The measures or indicators that are selected should best represent the factors that lead to: 

improved outcomes in patient care; improved performance; and, objective data to support 

claims of quality.  Infections increase hospital costs with increased lengths of stay and 

possible reductions in CMS reimbursement.    Several hospitals have created the role of a 

hospital Infection Preventionist.  The University of Maryland has created such a role in 

which four Infection Preventionists each have areas of responsibility throughout the hospital 

to keep hospital-acquired infections to a minimum.  These Infection Preventionists partner 

with front-line staff — nurses, physicians, patient care technicians, environmental services 

staff and others — to ensure that every aspect of a patient‘s experience in the hospital is as 

safe as possible.  Each IP is paired with a hospital epidemiologist — a physician trained in 

the study of how diseases are transmitted. This pairing offers a unique opportunity to have a 

hands-on influence to infection prevention partnered with a scientific expert to address 

complex healthcare-associated infection issues.  Key functions for an Infection Preventionist 

would include:   

o Teach best practices to reduce infection risk to patients and staff. 

o Set goals for reductions in infection rates within the hospital. 

o Collect and report infection data both publicly and internally. 

o Collaborate with public health officials when there are outbreaks. 

Parkland‘s Infection Prevention Department should consider whether such an IP role would 

be appropriate for Parkland, but in any event, a ―real time‖ resource partnering with staff to 

reduce infections is a positive concept and should be considered.   

 Parkland‘s Infection Prevention Department‘s QAPI plan should gather and analyze data and 

information including:   

o Receiving early warning of problems or conditions that could lead to serious infection 

spread or contamination situations. 

o Verifying the effectiveness of corrective action. 

o Identifying areas of excellence, exemplary performance and best practices within the 

Hospital. 

o Comparing Parkland‘s Infection Control performance with that of peer facilities using the 

same measures within the same system. 

o Identify issues that require priority attention. 

o Focus on improvement activities for areas within the Hospital that represents the greatest 

potential opportunities for improvement. 

o Understand the relationships between standards and outcomes. 

o Develop new ―customer‖ services, if applicable. 

o Measure patient outcomes and satisfaction. 

o Pilot new ways of carrying out a function.  

 

 



 

Corrective Action Plan for Parkland Health & Hospital System – February 28, 2012 

       110   

Tasks Monitoring Methodology Timeline 

Create survey and initial tracers to 

collect baseline data in the form of a 

Quality Assessment (QA). 

Approval by QCC and Quality 

Department. 
Weeks 5 - 6 

Complete Quality Assessment survey 

and tracer work. 

Evidence of tracer findings reported at 

least monthly. 
Weeks 7 - 9 

Using the completed Quality 

Assessment survey, complete 

department-specific Performance 

Improvement (PI) plan with indicators 

appropriate for department‘s patient 

population.  

Approval by QCC and Quality 

Department. For existing program 

components, examine opportunities to 

improve, engage, and inform staff.  

Weeks 9 - 10 

Implement corrective actions per 

department‘s PI plan. 
See below Week 10, Ongoing 

Report PI plan status on at least 

quarterly to QCC. 

If PI results are within 5% of the 

established threshold, the department 

does not have to be physically present to 

report to QCC. 

Results off target by more than 5% must 

report to QCC in person.  Results over 

10% off target should report monthly to 

QCC until 5% is achieved. 

Week 12, Ongoing 
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2.08 Pharmacy/Medication Management 

Background 

Medication errors can occur any time, in any step of the delivery process and by any one of 

multiple providers in the chain of care. Understanding the types and causes of medication errors 

can help hospitals identify gaps in the medication management process and allow them to take 

actions to help make patients safer. The Independent Consulting Expert (ICE) survey team found 

four categories of deficiencies in medication management across the entire continuum of care in 

inpatient and outpatient settings at Parkland in the following areas:  

 Medication Management Oversight 

o Medication reconciliation 

 Safe Storage of Medications  

o Securing medications 

o Crash carts   

 Safe Delivery of Medications 

o Pain management vs. moderate sedation   

 Verbal Orders  

Medication Management Oversight 

Findings 

Both the Medicare Conditions of Participation (CoP) and The Joint Commission (TJC) standards 

serve to set the standards in providing oversight and direction for overall medication 

management.  Healthcare delivery is a complex process involving all types of integrated and 

inter-dependent steps, each of which has the potential to fail. Failure at any point can set off a 

chain of events that can result in patient injury. Medication ordering, preparation, and delivery 

are multidisciplinary processes in their own right. Multiple checkpoints and safeguards should be 

in place to prevent errors before the medication reaches the patient. Pharmacists have core 

knowledge of medications, including on adverse effects, interactions, proper dosing, and 

monitoring parameters.  Pharmacists also typically have the broadest knowledge base regarding 

the entire medication management system and are considered to be an authoritative source. 

The oversight role for medication management provided by Parkland‘s Pharmacy Services does 

not negate the role of other care providers in safe medication management and administration.  

Nursing is responsible for ensuring that medications are securely stored on their units, that 

physicians‘ orders are understood, that patients are properly identified before medications are 

administered, the right medication and dose are administered and patients are observed for 

potential adverse reactions.  The physician plays an important role in ensuring that the 

appropriate drug, dose, and route are prescribed for the patient.  For the three primary disciplines 
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involved in safely administering medication, Pharmacy Services plays somewhat of a ―team 

leader‖ role and a safety valve in ensuring that communication and hand offs between the 

physician and nursing are clearly understood to provide safe medications to the right patient.    

The medication management oversight functional gaps were evident in the following areas: 

 There is inconsistent/inadequate concurrent review by the Pharmacy of physician overrides 

in the Epic order set for ranges in medication dosage.  Tracking of overrides is required and 

should be reported to determine if there are trends in select medications or physicians. Trends 

may indicate that a range should be changed, or that additional physician education is needed 

to ensure patient safety.   

 Findings from all medication use and reviews are not presented to the Pharmacy & 

Therapeutics (P&T) Committee, and subsequently not reported to the overall Quality Care 

Committee (QCC).   As a result of the QCC reviews, specific concerns regarding physician 

performance should be provided to the Medical Staff Office for consideration in the six-

month Ongoing Professional Practice Evaluation (OPPE) Medical Staff review.  The review 

would enable the P&T Committee to make recommendations, if applicable, that Pharmacy 

oversight and communication with the physician is required when the order set range is 

overridden to discuss the clinical reasons for the order.  Secondly, the discussion allows 

Pharmacy staff to serve in an advisory role to the physician to promote safe, appropriate and 

individualized dosing for patients.   

 Pharmacy oversight extends into setting dosing guidelines.  CMS has removed the ―30 

minute rule‖ as the uniform window before or after the scheduled time for medication 

administration and the Pharmacy has changed their policy to reflect the CMS guideline 

changes.  However, Pharmacy must review medications utilized by Parkland‘s patient 

population and determine those medications that must be given is a specified period of time 

for both patient safety and drug efficacy.  Currently the list of those medication parameters 

does not exist.   

 There is no mechanism in place with Pharmacy and/or the P&T Committee to analyze 

medication errors trends and report findings for action through the QCC. Within the entire 

medication process, a system must be in place to identify trends that may require alteration in 

existing processes, additional education of staff, or necessary disciplinary action if unsafe 

practices continue. 

 There is an inconsistency in reviewing adverse drug reactions (ADR) that may result in 

patient harm and may require changes in individual or hospital-wide practices in care 

delivery.   

 Parkland has approximately 500 clinical trials underway through Pharmacy.  These are 

initiated and managed through Pharmacy.  One gap was noted in the overall oversight of the 

program.  Patients are provided a piece of paper explaining what trial he/she is participating 

in and contraindications, etc. with other drugs.  However, if the patient does not bring the 
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paper explaining the trial with them to Parkland or another treatment facility there is no way 

to know the patient is on a trial until there is retrospective review of patient progress.  This 

patient identification is a challenge in other hospitals as well, but alternative mechanisms 

should be explored.  

 The Pharmacy does not have an existing process to review ―off label‖ medication usage.  

This refers to medications that are given for a different purpose other than the manufacturer‘s 

initial recommendation.  While most are reviewed by Pharmacy for ―off label‖ usage that has 

become more ―common place‖ at Parkland or across the country, there is not the diligence or 

system to ensure all of these medications are reviewed.   

 Medication reconciliation remains a challenge to be completed in a timely and accurate 

manner for many hospitals in the U.S.  Based on a 2006 presentation at the ASHP (American 

Society of Hospital Pharmacists), 60% of medication errors occur during transitions of care, 

e.g., transfers among nursing units. At Parkland, timely and accurate medication 

reconciliation is a system-wide issue. Medication reconciliation is performed inconsistently 

and has led to medication errors and mislabeling of medications.  

Recommendations 

 The Pharmacy along with the Information Technology Department should develop an 

electronic monitoring solution for reviewing physician overrides in Epic.  To the extent 

possible, concurrent review should be done for 100% of all overrides for a period of eight 

weeks until 90% compliance is achieved. The Pharmacy Department must track the number 

of physician overrides on a monthly basis and monitor and report trends to Pharmacy and 

Therapeutics (P&T) Committee and subsequently to the Quality of Care  Committee (QCC).  

 Currently, the primary focus of the P&T Committee is formulary management.  In that role 

there is some review of drug alternatives related to cost, but clinical studies on patient 

outcomes on alternative drug therapies are not regularly reviewed nor studied.  P&T 

Committee must take an active role in medication management oversight.  The Director of 

Pharmacy and the Pharmacy Quality Officer should conduct an assessment of all medication 

related activities presently being addressed in all departments and report the results of the 

assessment through the P&T Committee for review.  In the committee meetings, minutes 

should reflect the topic being assessed, the recommended actions for correction, and the plan 

to monitor success.  There must be a mechanism in place to ensure monitoring results are 

reviewed in the Committee in following meetings.  Monitoring must be directed by the P&T 

Committee.  Analyses should be done by designated pharmacy staff with oversight by the 

P&T Committee.   The Hospital must select areas in which drug improvements are needed or 

based on literature review, reflect potential opportunities to improve. The P&T Committee 

should also forward medication analysis for all physicians to the Medical Staff Office for 

Ongoing Professional Practice Evaluation (OPPE) inclusion. 

 The P&T Committee should pursue the following issues at future meetings: 
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o The effectiveness of the providers switching from IV to PO (oral) antibiotics when the 

patient is able to tolerate oral medications. 

o The effectiveness of current antibiotics utilized to treat infections. 

o Review of high cost; high use drugs, to determine if there are alternatives that are more 

effective for the patient‘s diagnosis. 

o Medication errors, with types, trends, looking for opportunities to improve. 

o Medications utilized by Parkland‘s patient population within a specified timeframe for 

safety and efficacy. 

 Adverse drug reaction (ADR) under-reporting is an issue nationally.  In one study reported 

by the Dove Press Journal in 2009 on clinical epidemiology, a tool found to improve 

reporting was the use of computerized monitoring systems to generate signals associated with 

changes in laboratory results.  Other clinical flags, such as tracking the use of drugs to treat 

adverse reactions, can improve ADR reporting. The Director of Pharmacy and other 

appointees should develop a similar tracking ―no fault‖ process using metrics such as these 

and others that are more appropriate for Parkland‘s patient population.  The timeliness of 

medication administration for the appropriate specific drugs identified can be included in 

this same process. Pharmacy management should utilize existing drug reporting as a baseline 

and work with IT to develop ―flags‖ in Epic that would potentially indicate an adverse 

reaction, e.g., administration and over use of Narcan,  utilized to counteract an overdose of 

narcotics.  All adverse drug reactions should be reported to the Patient Safety Committee, 

P&T with summary reporting to the appropriate hospital and board committees. 

 Explore alternatives in addition to the patient paper identification for clinical trials, e.g., 

some type of banner or identifier within the Epic system.    One consideration could be the 

use of arm bands for patient identification.  This would decrease the reliance on the patient 

having to remember to bring the patient identification with him/her.  Additionally, the 

―banner‖ utilized in Epic to identify APOWWs could be considered as a template for such a 

banner for drug study patients, unless discontinued, remains active in the Epic system. 

 The Quality Officer for Pharmacy should identify all ―off label‖ medication used at 

Parkland and pull data from Epic for tracking indications and incidences. Pharmacy should 

provide a full report of all ―off label‖ medications to the P&T Committee at least annually 

and more frequently as significant, troublesome trends emerge.  

 Several studies indicate that utilization of Pharmacy Techs to perform medication 

reconciliation significantly reduced medication errors, increased compliance and decreased 

time required by Registered Nurses (RNs) and physicians to complete medication 

reconciliation, which is time consuming. In this model, Pharmacy Techs review and 

document the patient‘s medication (prescription and over the counter) assuring appropriate 

dose, route, frequency and duration of therapy, and assist with medication order entry.  To 

explore if this model could be applicable in the Hospital‘s clinical care structure, the 

organization should proceed as follows:  
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o The Medical Information Officer (MIO) should establish a medication reconciliation task 

force with participation from the Director of Pharmacy, Chief Nursing Officer (CNO), 

Director of Emergency Department (ED), Inpatient (IP) Nursing Director representative, 

Nursing Director of Outpatient Clinics and Information Technology (IT) Epic specialist. 

The task force should discuss Inpatient and Outpatient (OP) medication reconciliation 

current compliance and establish baseline compliance rate on IP and OP medication 

reconciliation accuracy. 

o The Operational Excellence team should perform an of current FTE med reconciliation 

workload analysis and impact study to determine the benefit of pharmacy tech support for 

medication reconciliation functions. These findings should be presented to the 

Medication Reconciliation task force. 

o The Operational Excellence team should develop the impact study design. The Director 

of Pharmacy or designee should lead the time and accuracy pilot study on the three points 

of medication reconciliation: admission, transfer, and discharge.  The study should 

contrast the Pharmacy Tech and RN performance and outcomes. Select one IP unit, one 

OP clinic and one pod in the ED to be the pilot areas for the study.  Develop the 

timeframe and hours for the pilot. Obtain the necessary RNs and Pharmacy Techs to 

cover the duration of the study.  Provide training relevant to medication reconciliation for 

the pilot study to the participants. Review and present results to Medication 

Reconciliation task force.  

o The Operation Excellence team should construct the future state of the medication 

reconciliation process work flow Pharmacy Tech support and present to Medication 

Reconciliation task force. 

o The Director of Pharmacy or designee should lead the new process workflow pilot. 

o While studying a new medication reconciliation model, the Director of Pharmacy or 

designee should conduct an audit for eight weeks on a reliable sampling of inpatient and 

outpatient electronic medical records for medication reconciliation. This will establish the 

current baseline. The following indicators should be audited: 

 A list of home medications was collected from the patient at the time of arrival and 

medication name, dose, route, frequency were documented in the appropriate location 

of the medical record . 

 A list of home medications collected was available for the care givers to review prior 

initiating care. 

 An updated medication list was provided to the patient at discharge from Parkland 

and discussed in the context of discharge instructions. 

 Calculate the number of patients with a home medication list documented and 

reconciled at admission with the denominator number of patients admitted. Use the 

calculation method for transfer and discharge. 

 Insert plans to close the gap between the actual compliance percentage and the goal.  

 



 

Corrective Action Plan for Parkland Health & Hospital System – February 28, 2012 

       116   

Tasks Monitoring Methodology Timeline 

Conduct a medication override 

audit. 

Conduct concurrent audit for 100% 

of all of the medication overrides 

for a minimum of eight weeks or 

until a 95% compliance has been 

met. 

Weeks 4 – 8 

Enhance P&T agenda with cost 

studies, outcomes for alternative 

drug options, ADR, overrides, 

dosing guidelines. 

Minutes from P&T. Weeks 9 – 12 

P&T Committee to provide 

report summarizing and action 

plans on medication analysis, 

ADR summaries, Narcan 

utilization, off label med 

utilization, and medication 

reconciliation issues to QCC. 

QCC to review P &T and provide 

recommendations on quality 

monitors. 

Weeks 9 – 12 

Establish baseline and develop a 

tool to ―flag‖ ADRs. 

Minutes from P&T Committee and 

other appropriate medical staff 

committees. 

Weeks 5 - 8 

Trending reports based on type 

of reaction, location, provider, 

etc. and report to P&T 

Committee and other 

appropriate medical staff 

committees. Actions should be 

taken and documented on trends 

by the P&T Committee and 

reported up through the QCC 

Committee and Governing 

Board. 

Evidence of monitoring reports and 

follow-up action. 
Weeks 9 – 12 

Potential trends should be 

monitored with corrective action 

taken, e.g., ADRs identified on 

the same drugs, same units, 

same diagnoses, same 

physicians, etc.  

Evidence of monitoring reports and 

follow-up action. 
Weeks 9 - 12 
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Tasks Monitoring Methodology Timeline 

Explore alternatives for clinical 

trial identifiers. 

Evidence of report findings and 

action plan. 

Weeks 3 - 6 

 

Ensure all ―off label‖ 

medication use is reviewed and 

approved by the P&T 

Committee. 

Compare developed process by 

Pharmacy against the regulatory 

requirement for the 

comprehensiveness of the 

pharmacy review.    

Weeks 3 - 6 

Establish a Medication 

Reconciliation task force to 

develop a consistently compliant 

process. 

Task force progress reported in 

meeting minutes. 
Weeks 2 – 8 

Conduct chart audit of 

medication reconciliation 

compliance to establish current 

baseline. 

Evidence of results reported to task 

force. 
Weeks 5 – 8 

Evaluate appropriateness of 

providing pharmacy tech 

support for medication 

reconciliation. 

Evidence of results reported to task 

force with recommendations. 
Weeks 3 - 8 

Develop and provide education 

for pilot study for the 

participating Pharmacy Techs 

and RNs. 

  Weeks 9 - 12 

Conduct pilot study. Collect and 

present results. 

Evidence of results reported to task 

force. 
Weeks 9 - 12 

Develop future state work flow 

processes. 

Evidence of results reported to task 

force. 
Weeks 9 - 12 

Pilot the new work flow 

process. 

Audit Results and report to Task 

Force. 
Weeks 9 - 12 
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Tasks Monitoring Methodology Timeline 

Implement new reconciliation 

process. 

Conduct an audit for 8 weeks on a 

reliable sampling of input to EMRs 

for medication reconciliation. 

Indicators should include: a list of 

home medications collected from 

the patient at the time of arrival, a 

list of home medications collected 

was available for the care givers to 

review prior initiating care, an 

updated medication list for the 

patient at discharge, Calculate the 

number of patients with a home 

medication list documented and 

reconciled at admission with the 

denominator number of patients 

admitted. Use the calculation 

method for transfer and discharge. 

Month 6 

Evaluate appropriateness of 

providing pharmacy tech 

support for med recon.  

Evidence of results reported to task 

force with recommendations. 
Weeks 1 - 5 

 

Safe Medication Storage 

Findings - Emergency and Crash Cart Drug Storage and Maintenance 

Emergency resuscitation requires immediate medication intervention. It is essential the crash cart 

is equipped according to a well prepared medication/supply storage list. The stock refilling 

process is currently centralized in Materials Resource Department (MRD), with the Pharmacy 

and Central Supply staff bringing their respective drugs/supplies for the MRD to place on the 

carts.  MRD is tasked with double-checking the carts for accuracy against a prepared list.   

During the Gap Analysis survey period, two safety incidents occurred involving crash carts with 

missing stock, which may have comprised patient safety. Upon inspection of carts in several 

areas, we found the medication list did not match the contents in the drawer, the medication 

listings for the trays were inconsistent and the quantities in the trays were also not always at the 

levels indicated in the supply list. Crash Cart inventory must match the list and not create a 

substantive risk to patient care and patient safety.   

There was an inconsistent process for restocking carts and locking carts.  Until recently a unit 

nurse, could advise MRD that a cart had been unlocked and the unit would receive a new lock 

and at times the stock was not checked in the cart before relocking. The policy – which was not 
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being followed – is that all open carts should be returned to MRD and replaced with a fully 

stocked and locked cart.  In other instances, the cart would be exchanged by the MRD employee. 

This lack of consistent process and following policy may have contributed to the missing items 

in the crash carts and may have compromised patient safety.  

Recommendations  

While the Hospital has efforts in place to address these issues, it should consider shifting the 

responsibility to another department. The responsibility for managing the emergency carts should 

be moved to the Sterile Processing Department (SPD) with Pharmacy providing medications.  

MRD does not have the technical knowledge to adequately assess the appropriateness of the 

supplies placed on the cart.  The issue of physical space within Sterile Processing Department 

will need to be addressed for SPD to be able to assemble carts in that area.  

 The exchange and management process for the case cart assembly should include clinical 

oversight for the stocking of the pharmacy components and supervisory oversight for the 

supply management for the emergency/crash carts. In many organizations this responsibility 

rests with Pharmacy and Central Supply/Sterile Processing Department to inventory and 

stock the cash carts. SPD should assess the space and resources needed to manage the crash 

carts. 

 Validate the accuracy of the current list of required supplies and drugs for storage on the 

carts, and develop an accountability process for all departments involved in restocking.  

There must be an ability to track the restocking to specific staff so that either additional 

education and/or disciplinary action can be taken if there are inaccuracies found. 

 A checklist should be developed to ensure accountability in the process. A designated clinical 

staff should check and sign off on the accuracy of the pharmaceutical components and the 

SPD staff should check and sign off on the accuracy of the supplies for the emergency/crash 

carts prior to their distribution to clinical departments.   

 After agreement on the needed drugs and supplies, all crash carts should be opened and 

checked for accuracy. Cart locks may only be applied by SPD staff that is accountable for the 

cart assembly and management.  

 With pharmacy and SPD oversight develop ―first in, first out‖ drug/supply expiration process 

with the restocking of crash carts.   

 The initial validation of the cart accuracy must be completed, and then concurrent clinical 

oversight and monitoring will provide ongoing quality controls.  However, while the 

concurrent validation process is being put in place, a 10% random sampling of pediatric and 

adult cart accuracy throughout the organization should be completed for at least eight weeks, 

or until there is 100% compliance.  Once the initial validation is complete and met 100% 

compliance, ongoing quality monitoring of the case cart should be conducted monthly for 10% 

of the pediatric and adult carts. 
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 Report monthly the initial and ongoing findings to the appropriate hospital and Board 

committees.   

Tasks Monitoring Methodology Timeline 

 

Reassign the crash cart 

management under the Sterile 

Processing Department and/or 

Pharmacy. 

 

Defined accountability for SPD and 

Pharmacy in crash cart 

management in written 

policy/procedure. 

Weeks 2 – 4 

 

Assess the space requirements 

and human resources needed for 

case cart management within 

SPD.   

 

 
Weeks 2 – 4 

Revisit the cart management 

processes for supplies and 

pharmaceuticals.   

 

Evidence of "sign off" of revised 

policies/procedures by the 

appropriate critical care or other 

hospital committee. 

Weeks 5 - 8 

Ensure the supply and 

pharmaceutical lists match the 

components in the carts and 

validate the accuracy of lists and 

components with Pharmacy and 

Nursing Education.  

Evidence of "sign off" of supply & 

pharmaceutical lists by critical care 

or other hospital committee 

Completed 

Implement an accountability 

process and sign off process to 

ensure accuracy and products 

are not expired. 

Validation should be conducted by 

Nursing Education on 25% of the 

carts for eight weeks until there is 

100% compliance, then can move 

to monthly times three, and then 

quarterly.  Results and any gaps to 

be reported to CNO and COO for 

immediate intervention if required. 

Weeks 5 - 9 

Conduct cart initial audit for 

validation after transferring case 

cart management to SPD. 

See above monitoring process. Weeks 5 - 12 
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Findings - General Drug Storage 

Numerous issues related to medication storage and security were found throughout the Parkland 

system.  Areas of concern include: 

 Expired medications were present on inpatient services, such as inpatient Psychiatry (8 North) 

and outpatient clinics, including the Transplant Clinic, and multiple Community Outpatient 

Clinics (COPC).   

 Was a failure to assess the adequacy of medication refrigerators, specifically the malignant 

hyperthermia refrigerator was not checked for seven days and in the outpatient Psychiatric 

Clinic, there was no alarm on the medication refrigerator which would alert staff to a power 

failure.   

 Medications not being locked and/or appropriately stored.  As examples: Anesthesia carts in 

the Ambulatory Surgical Center (ASC), Main Operating Room (OR) and in Labor & 

Delivery (L&D) were observed to be unsecured and unlocked.  

 In the Medlock Correctional Facility Clinic, the medication cart was unlocked and elsewhere 

controlled substances were not locked in the secured cabinet.   

 Syringes and sharps were not secured in a locked drawer or cabinet in the Endoscopy Unit 

and Interventional Radiology. 

 Unsecured medications were found in Interventional Radiology procedure room.   

 Many IV solutions hung on Hotline IV stands in the OR corridor and empty ORs. IV solution 

dated two days prior and left in the OR.  

Recommendations 

While there can be individual efforts within each department/unit to the address the specific 

deficiencies listed, a systematic approach to drug storage and security is needed.  The following 

steps are recommended: 

 Director of Pharmacy or designee should develop the checklist and data collection tool for 

Medication Storage and Security. A pharmacy resource accountable for each department to 

ensure drug storage compliance throughout the health system.  The Medication 

Storage/Security task force should be brought to the appropriate hospital/department 

committees and presented to discuss the goals, objectives, program components and 

compliance requirements.  A nursing liaison, unit charge nurse, should be assigned by each 

department/unit to conduct the daily audit across clinical and clinical support units and 

collaborate with the assigned pharmacy resource.  The pharmacy resource should conduct a 

monthly audit to ensure proper securing of drugs and storage. The designated charge nurse 

will conduct daily rounds to ensure proper securing of drugs and storage. Both the pharmacy 

resource and Nurse Liaison will utilize a check list tool to provide consistency of the 

requirements for the audit. The expected compliance is 100%.  If at any time, compliance is 
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not met, conduct an investigation into non-compliance and provide an action plan to the Unit 

Manager and Department Director. Continue audit until 100% compliance is met for eight 

weeks. The Charge Nurse should continue to have drug security and storage as a part of daily 

rounds.. 

 The nursing liaison, charge nurse, should perform an audit on daily rounds and collect, 

collate and summarize the information weekly and send to their assigned Pharmacy resource. 

The pharmacy resource should conduct the audit once a month with the Charge Nurse for a 

period of three months. The information will be collected, collated and summarized on the 

provided data collection tool. All information should be analyzed by each pharmacy resource 

and all the summarized reports sent to the Director of Pharmacy or designee for a full 

summary of findings. The findings should be reported monthly to the appropriate board and 

hospital committees. Monthly audit should be continued for assurance by the Pharmacy 

Resource. 

 The Pharmacy resource will routinely provide updates on standards and regulations on the 

storage and proper management of drugs to ensure the removal of expired drugs.   

 The Associate Director of Pharmacy should review current processes and policies addressing 

drug storage management and create future state processes based on identified gaps on 

current state against required standards.   

 The Associate Director of Pharmacy should develop a multi-disciplinary process in which 

Pharmacy and Nursing accountabilities are defined to ensure consistent practice across the 

system.  As a part of the process include mechanisms to assess and ensure compliance.   

 Provide education to both Pharmacy and Nursing and any other clinical staff on the process 

and obtain written understanding of the requirements of proper security of drugs and storage. 

 Define house-wide implementation plan and mechanisms to monitor progress.   

Tasks Monitoring Methodology Timeline 

Present drug storage audit and 

data collection program. 

Evidence of NOC minutes and 

written recommendations and 

follow up. 

Weeks 9 – 12, Ongoing 

Pharmacy Resources and Nurse 

Liaisons (Charge Nurse) are 

assigned for each unit.  

Less than 100% compliance 

triggers immediate investigation 

and re-education.  Continue audit 

for eight weeks until 100% 

compliance is met for eight 

consecutive weeks.  Audits may 

then be reduced to a monthly 

frequency.  

Weeks 5 – 12, Ongoing 
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Tasks Monitoring Methodology Timeline 

Pharmacy & Unit-Based 

Nursing Resources conduct 

audits (Nursing - part of daily 

checklist for eight weeks); 

Pharmacy (monthly as a part of 

trending & monitoring)    

Daily monitors for eight weeks, and 

can then be moved to monthly in 

conjunction with Pharmacy if 100% 

compliance is maintained. 

Weeks 5 – 12, Ongoing 

Nursing Liaison collects, 

collates and summarizes audit 

results and submits on the data 

tool to the Pharmacy Resource 

weekly.  

Indentified gaps and results of 

monitoring should be forwarded to 

each Unit manager Department 

Director and Director of Pharmacy 

for additional follow up.  

Weeks 4 – 12, Ongoing 

Pharmacy Resource analyzes 

data from Nurse Liaison reports 

and provides monthly summary 

interim reports to Nurse 

Liaison, Unit Manager and 

Department Director. 

 

Indentified gaps and results of 

monitoring should be forwarded to 

each Unit Manager, Department 

Director and Director of Pharmacy 

for additional follow up. Director of 

Pharmacy to present findings to 

NOC. 

Weeks 9 – 12, Ongoing 

Pharmacy Resource collects, 

collates and summarizes audit 

results and submits monthly 

audit on the data tool.   

Evidence of monthly audit results 

with summarization and trending. 
Weeks 9 – 12, Ongoing 

 

Safe Delivery of Medications 

Findings 

 

The 2012 National Patient Safety Goals include the goal in which care providers will ―use at 

least two ways to identify patients when administering medications, blood, or blood components, 

when collecting blood samples and other specimens for clinical testing; and when providing 

treatment or procedures.‖  For example, use the patient‘s name and date of birth. This is done to 

make sure that each patient gets the correct medicine and treatment.  Ensuring safe delivery of 

medications is a system-wide issue.  A recurring error identified in patient safety event reports 

was the failure to utilize two patient identifiers prior to administering a medication.  To 

emphasize the seriousness of this issue, failure to use two identifiers for a patient resulted in the 
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wrong blood being administered, which could have resulted in a patient‘s death.  The use of two 

patient identifiers is the final safety check to ensure the right patient is getting the right 

medication.  However, two identifiers is only one component of the medication administration 

process.   

 

We conducted a review of medication errors in Pharmacy, Inpatient Nursing and Outpatient 

Clinics for September 2011 and November 2011.  Wrong dose and/or wrong drug were 43% or 

108 of the med errors reported.  A systematic view to resolve this issue is needed immediately.  

These errors could represent a failure to understand the medication administration policy, poor 

processes around medication administration that cause compliance challenges, and/or a disregard 

and lack of sensitivity to the importance of following a consistent process to ensure patient safety.   

 

Recommendations 

 Due to the issues with overlapping accountability and responsibilities among Pharmacy, 

Nursing and Medical Staff and urgency in addressing this issue, a multidisciplinary system-

wide Rapid Cycle Improvement (RCI) team is needed.   

 The Hospital‘s Performance Improvement Department has expertise and resources dedicated 

to this function that need to be utilized to develop sustainable solutions.  The RCI 

methodology is based on an understanding of the root causes of performance failures and 

effects changes that will have a lasting impact.  The rapid improvement methodology 

provides a systematic way to plan, develop, implement, and sustain change, and allows teams 

to achieve big gains from small, rapid tests of change.  

o Identify the root causes and develop a plan to address the gaps in safe delivery of 

medications. The components need to address but should not be limited to: dosing 

parameters, medication scheduling timeframes, patient identification assurance, 

confirmation of orders, contraindications, pharmacy consultation, use of reversal agents, 

adverse reactions and reporting. 

o The entire medication administration process should be reviewed through a current state 

work flow process and ask the following questions: 

o Are there steps that are difficult or cumbersome to complete, that would promote staff to 

develop ―work around‖ that may be unsafe? 

o Does the process promote redundancy, double checks of orders between Pharmacy and 

Nursing, clarification by either or both groups? 

o Are all safety elements available through the EMR in place, such as hard wire stops 

forcing double checks or identifying unsafe dosing, etc.? 

o The Operations Excellence team should create a current state process work flow that 

includes the following elements:  inputs, outputs, activity steps, decision points, enablers 

and functions to determine the gaps and barriers to the medication errors. . A redesign of 

the future process flow should include eliminating or combining steps, automating any 
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manual activity steps, if possible, transferring elements to other departments, changing 

the location where the steps are done, and finally altering/modify the activity step.  The 

intended outcome is to deliver medications safely and minimize medication errors. 

 Identify the gaps from the current work flow model and identify resolutions for the safe 

delivery of medications. Clinical Education will need to coordinate resources and develop 

and implement the education programs for each level of participant (Pharmacy, Physician 

and Nurse). 

 The Quality Officer for Pharmacy should monitor PSNs and other pertinent reports for 

medication errors monthly, and collect data for analysis, and submit to Departmental QAPI 

and House-wide QAPI. 

Tasks Monitoring Methodology Timeline 

Establish a multi-disciplinary 

RCI Medication Safety Team. 

Root cause and solution analysis 

review by Medication Safety Team. 
Weeks 2 - 4 

Investigate the root causes of 

the medication errors and 

categorize the errors and 

provide tactical plans towards 

resolution.  

Root cause and solution analysis  Weeks 4 – 6 

Review the medication 

ordering, preparation and 

administration process through 

a work flow process. 

Identification of gaps, areas of 

confusion, etc. in process flow. 
Weeks 9 – 12 

Revise medication 

administration process based on 

finding of work flow analysis. 

Evidence of revised process flow 

and policy/procedure. 
Weeks 9 – 12 

Provide the education plan base 

on the work flow model 

findings that address the gaps in 

the safe delivery of 

medications. 

Evidence of awareness/education 

plan, training, and competency 

validation. 

Week 9 – Month 6 

Develop core competence 

education program for all the 

clinical staff in regards to the 

practices of safe medication 

delivery. This module should be 

included in the staff‘s annual 

competency evaluation. 

Evidence of awareness/education 

plan, training, and competency 

validation. 

Week 9 – Month 6, Ongoing 
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Pain Management and Moderate Sedation 

Findings  

During our survey, as well as follow-ups from patient safety incident reports, we noted several 

episodes of doses of medications being used for pain management that led to unmanaged 

moderate sedation. In these episodes, patients had been given dosages that led to severe 

respiratory depression, distress that led to either a respiratory arrest or death.  This unawareness 

or intent to ―just manage pain‖ leaves the nursing staff unprepared to adequately provide 

emergency care in a timely manner and unnecessary use reversal agents, such as Naloxone 

(Narcan). 

Moderate sedation is a drug-induced depression of consciousness during which patients respond 

purposefully to verbal commands, either alone or accompanied by light tactile stimulation.  No 

interventions are required to maintain the patient‘s airway, and spontaneous ventilation is 

adequate.  However, there are guidelines for ongoing patient monitoring.  Every patient needs a 

free flowing intravenous line and supplemental oxygen administration.  A health care provider 

other than the person performing the procedure needs to monitor the patient at all times and 

record, at minimum every five minutes, the level of consciousness, peripheral oxygenation, 

respiratory rate, heart rate, rhythm, and blood pressure, as well as pain level in the medical 

record.  

The Joint Commission states that individuals administering moderate or deep sedation and 

anesthesia must be qualified and have credentials to manage and rescue patients at whatever 

level of sedation or anesthesia is achieved, either intentionally or unintentionally. The Joint 

Commission also requires that these patients must have an intravenous access and must be 

physiologically monitored. 

Recommendations 

 In accordance with the above definition, the drugs and/or techniques used should carry a 

margin of safety wide enough to make unintended loss of consciousness an unlikely result. 

Repeated dosing of an agent before the effects of previous dosing can be fully appreciated 

may result in a greater alteration of the state of consciousness than is the intent of the 

clinician in giving the drug. Because of the clinical effect of drugs that are categorized for 

moderate sedation, regardless of intent for administering, there should be strict guidelines in 

the Moderate Sedation Policy for the administration of the drugs and monitoring of these 

patients. The Department Chair of Anesthesia and Performance Improvement Director 

should revise the policy to require that the individuals administering medications that fall 

within the category of creating the clinical effect of moderate sedation must be credentialed 

and qualified to perform airway and cardiac rescue.  Patients who are administered these 

medications must have immediate access to physiologic monitoring, resuscitative equipment, 
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airway and ventilatory adjunct equipment, source for administration of 100% oxygen and 

intravenous supplies and medications.  

 In addition to the clinician performing the procedure, a sufficient number of qualified staff 

needs to be present to evaluate the patient, to provide the sedation and/or anesthesia, to help 

with the procedure, and to monitor and recover the patient. Because patients can slip into a 

deep sleep, proper monitoring of conscious sedation is necessary. Healthcare providers must 

monitor patient heart rate, blood pressure, breathing, oxygen level and alertness throughout 

and after the procedure. The provider who monitors the patient receiving conscious sedation 

should have no other responsibilities during the procedure and should remain with the patient 

at all times during the procedure. The Patient Safety Department and Performance 

Improvement should manage this improvement strategy and immediately communicate and 

provide education to the qualified clinicians throughout the organization regarding the 

revised Moderate Sedation Policy.  

 Performance Improvement should conduct an audit on non-procedure based units to ensure 

practice compliance with medications that have the clinical effect of moderate sedation prior 

to doing a procedure. Conduct a concurrent audit on 100% of the procedures on selected non-

procedure based units to determine compliance for eight weeks, after implementation of the 

revised policy.   If slippage occurs, re-educate, provide a hospital wide communication 

campaign and re-audit until 100% compliance is achieved. Submit findings to the specific 

Unit QAPI and Department of Anesthesia QAPI. 

 The Patient Safety Department should work with the Director of Pharmacy or designee, The 

Department of Anesthesia, the Medical Staff representative (s), and Nursing representative (s) 

to review the appropriateness of select drugs being readily available to nursing staff through 

the automated drug dispensing system, Pyxis.  If there are drugs in Pyxis that should only be 

given in controlled monitored situations, there should be consideration to either removing the 

drugs from Pyxis or implement a dual ―sign out‖ or similar process to ensure the drug will be 

given for moderate sedation per policy.   

 Through the Performance Improvement Department, evaluate the ongoing use of Narcan in 

non- procedure based areas through Epic clarity reports.  For each use, conduct 100% 

concurrent reviews of each patient record to determine if unintended moderate sedation 

occurred.  And if moderate sedation was indicated and intended then determine if the 

Nursing staff conducted the appropriate patient assessments.  If 100% compliance is evident 

during the eight week review, then complete reviews should be reduced to bi-weekly random 

record reviews.   

 Any variances should be reported immediately to senior nursing leadership as well as the 

appropriate nursing director and unit manager.  Disciplinary action should be initiated with 

the involved staff.   
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Tasks Monitoring Methodology Timeline 

In conjunction with current 

internal hospital initiatives, 

define those care settings that 

moderate sedation is required 

versus pain management.   

Evidence of written 

policies/procedures, clinical 

definitions of the moderate sedation 

and pain management programs, 

and the required competencies of 

the involved staff.   Cross-reference 

of policy/procedure to TJC 

standards. 

The policy has been revised to meet 

The Joint Commission requirements 

but has not been approved or 

implemented. 

Weeks 1 - 8 

Ensure all clinicians are 

qualified to administer 

medications that have the 

clinical effect of moderate 

sedation. 

Evidence of awareness/education 

plan, training, and competency 

validation. 

Weeks 1 – 8, Ongoing 

Ensure compliance with new 

moderate sedation practice 

standards. 

"Flag" any patient safety events 

related to sedation for immediate 

review. Audit 100% of moderate 

sedation cases for eight weeks, with 

a target compliance of 100%, then 

move to monthly and quarterly 

assuming compliance is maintained. 

Ongoing 

Review the medications in 

Pyxis on the IP units that have 

access to ―moderate sedation 

categorized‖ medications to 

determine how they should be 

―flagged‖ for monitoring. 

Daily review of "flagged 

medications" to review dosing and 

patient condition for appropriate 

application of moderate sedation 

practice.  Monitor 100% for eight 

weeks, then monthly for three 

months, and quarterly assuming 

100% compliance is maintained. 

Weeks 1 - 8 
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Tasks Monitoring Methodology Timeline 

Conduct an audit on the daily 

Pyxis report (Epic Clarity 

Report) on Narcan use in 

patients undergoing pain 

management and moderate 

sedation in non-procedure 

based units.  

Audit patient records in which 

Narcan was required daily for eight 

weeks.  Trends/issues should be 

elevated immediately to medical 

and nursing leadership for 

intervention.  Based on findings 

after eight week review, monitoring 

frequency can be revised. 

Ongoing 

 

Quality Assessment/Performance Improvement 

Findings   

 

We found evidence of department-specific Quality Assessment/Performance Improvement 

(QAPI) plans in the Pharmacy. The pharmacy reports limited indicators to the P&T Committee, 

but should report to the QCC as well.  Reporting on any PI plans should be done to the Quality 

of Care Committee on no less than a quarterly basis.  

 

 

  



 

Corrective Action Plan for Parkland Health & Hospital System – February 28, 2012 

       130   

2.09 Patient Safety/Rights 

Background 

The Medicare Conditions of Participation protecting patient rights and safety are fundamental 

obligations of every hospital provider.  The standards on patient rights and safety govern every 

aspect of a patient‘s care, including a patient‘s interaction with the hospital, its employees and 

medical staff.  Patient rights include the right to: be informed and consent to treatment decisions; 

be assured privacy and dignity in care settings; be free from abuse and harassment; be assured a 

safe environment for care; be protected when the use of restraints or seclusion are medically 

warranted; and to have their medical information protected and kept confidential. 

During our survey period, we observed and were made aware of patient events where patient 

rights and safety may have been compromised.  We also identified instances where patients were 

not properly informed of their rights.  Patient safety is also addressed in detail in the A&M 

Report on Parkland‘s Quality Assessment and Performance Improvement (QAPI) plan.  

Specifically, we found recurring deficiencies in the following areas:  

 Patient Rights/Safety/Security: 

o High rate of elopement, especially by patients with special needs and those patients under 

1:1 observation. 

o High rate patients leaving Against Medical Advice (AMA). 

o Untimely and delayed intake, triage and medical screening examination in the Emergency 

Department (ED). 

o Insufficient case management and discharge planning. 

o Delays and errors in obtaining informed consent to treatment.  

o Lack of individualized patient care planning.  

o Inconsistent pain assessments and reassessments.  

o Inappropriate use of restraints. 

o Injury to patients by Hospital visitors. 

o Injury to patients during procedures. 

o Injury to patients from medication errors. 

 Lack of proper documentation: 

o Inadequate reporting documenting trending, recurrent issues and follow up to patient 

grievance and/or complaints. 

o Delays and errors in execution and documentation of  informed consent.  

o Inconsistencies in notifying or providing patients with information regarding their rights, 

including ―Important Message from Medicare.‖ 

o Lack of individualized patient care plans.  

o Inconsistent pain assessments.  

o Inappropriate documentation of restraints. 
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 Breeches in patient confidentiality and protection of protected health information (PHI). 

 

Elsewhere in this Action Plan, we have provided recommendations on: 

 Emergency Department intake, triage and screening. (Section 2.12) 

 Case Management, Discharge Planning and Social Work. (Section 2.05) 

 The informed consent to treatment process and documentation. (Section 2.04) 

 Individualized patient care plans. (Section 2.04) 

 Appropriate use and documentation of patient restraints and seclusion. (Section 2.04) 

 Medication management/medication errors. (Section 2.08) 

 Pain assessments and documentation of pain assessments.  (Section 2.04) 

 

In this section of the Action Plan, we make recommendations involving: 

 Re-organization of the Patient Rights/Safety function at Parkland. 

 Re-organization of the Quality of Care Department. 

 New training and communication on Patient Rights and Patient Safety. 

 New training and communication on safe patient handoffs. 

 Continued focus on reducing patient elopements and patients leaving Against Medical 

Advice (AMA). 

 Case Management review of patients with elopement risks and patients with discharge 

placement challenges. 

 Documentation of patient restraints, care plans, pain assessments and informed consents. 

 Documentation of receipt of patient rights information and ―Important Message from 

Medicare.‖ 

 Privacy of PHI (protected health information), training, education and oversight. 

 

 Organization and Function 

Findings 

The Patient Safety function at Parkland currently falls under the Hospital‘s Quality Department.  

The current Patient Safety Officer reports to the Chief Quality Officer, who in turn reports to the 

Chief Medical Officer, who reports to the Chief Executive Officer and then to the Board of 

Managers (BOM). 

Given the number of high profile incidents at Parkland where patient rights and safety have been 

called into question, Parkland must elevate the role of protecting patient rights and safety within 

the organization. 
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Recommendations 

As part of enhancing the focus on patient rights and safety at Parkland should reorganize its 

current safety and quality program to create a new Patient Rights and Safety Department, headed 

by a new senior executive at the Hospital: the Chief Patient Rights and Safety Officer (CPRSO). 

To demonstrate the importance of patient rights and patient safety at Parkland, we recommend 

that this new officer become one of the senior officers in the Parkland system.  Under this 

recommendation and reorganization, the CPRSO will report directly to the Parkland Board of 

Managers and the Parkland CEO. The following quality and safety functions at Parkland would 

be reorganized to report directly to the CPRSO: 

 Patient Safety 

 Patient Safety Investigations 

 Root Cause Analysis (RCA) 

 Patient Safety Incident Reporting 

 PSN Database Maintenance and Reporting 

 State, Federal and Joint Commission Reporting 

 ―Daily Rounding‖ Function 

 Infection Prevention and Control 

 Patient Relations (Patient complaints and grievances, which currently reports to Nursing) 

 

A&M will work with the Parkland‘s BOM and CEO to devise a job description for the new 

CPRSO.  At a minimum, the CPRSO should have a healthcare background, preferably with 

direct clinical experience, experience in quality analytics, experience in conducting safety and 

quality of care investigations and experience in managing a large staff and department.  The 

successful candidate should also have a record of promoting patient safety and patient rights in 

previous work experiences.  After a job description has been completed, Parkland should 

conduct a national search for the CPRSO.  Given the length of time necessary to conduct a 

national search, the Parkland BOM should designate an Interim CPRSO.  The Interim CPRSO 

should not be a candidate for the permanent position. 

Establishment of the CPRSO and reorganization of all units and departments into the CPRSO 

will also require new job descriptions for all employees and managers, supervisors and 

department heads in units and divisions now reporting to the CPRSO.  Key employees within the 

new department should all have clinical or caregiver experience as well as excellent investigative 

and analytical skills. 

The establishment of a new CPRSO department should also entail a review and rewrite of all 

patient rights and safety related policies and procedures and training and education materials to 

ensure that all Parkland policies and procedures and educational materials on patient rights and 

safety reflect and incorporate all current requirements of Medicare CoP, The Joint Commission 

standards, and all requirements of the State of Texas.   
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By instituting this new Patient Rights and Safety function, Parkland will have to reorganize and 

redesign the current Quality Department and the centralized Quality Assessment/Performance 

Improvement (QAPI) functions.  Following the establishment of the CPRSO and Department, 

the Parkland Quality Department should continue to focus upon: QAPI coordination, quality 

consulting to Hospital departments and units, and informatics/analytics.  Functions remaining in 

the Quality Department should include: 

 Clinical Data Management 

 Performance Improvement 

 Rapid Cycle Improvement 

 ―Continual Readiness‖/CMS, State and Joint Commission Survey Preparation 

 

As elsewhere recommended in this Action Plan (Section 2.05), the Utilization 

Review/Utilization Management function should be combined into the Hospital‘s Case 

Management/Discharge Planning function. 

The Quality Department should also take the lead in providing quality and utilization data to the 

Medical Staff Office so that the Medical Staff can implement a compliant Ongoing Professional 

Practice Evaluation (OPPE) process. 

Additionally, the Quality Department should continue to be responsible for oversight of all 

departmental/unit-level QAPI plans and for rolling up all department/unit-level QAPI data and 

indicators into the Hospital-wide QAPI plan.  

Although the creation of a Patient Rights and Patient Safety Department and CPRSO will divide 

some of current tasks of the Quality Department, both the Quality Department and the Patient 

Rights and Safety Department will need to continue to work closely and collaboratively on 

efforts to improve care at Parkland and guarantee all patients a safe care experience. 

 

Tasks Monitoring Methodology Timeline 

Create job description for new 

Chief Patient Rights and Safety 

Officer (CPRSO). 

Evidence of new job description 

with posting, recruitment, and 

hiring of employee. 

Weeks 1 – 2 

Name Interim Chief Patient Rights 

and Safety Officer (CPRSO) 

Evidence of criteria be used for 

selection and interim place of 

resource. 

Week 3 

National search to recruit new 

Chief Patient Rights and Safety 

Officer (CPRSO) 

See above monitor on job 

description. 
Weeks 3 – 8 



 

Corrective Action Plan for Parkland Health & Hospital System – February 28, 2012 

       134   

Tasks Monitoring Methodology Timeline 

The following quality and safety 

functions at Parkland would be 

reorganized to report directly to 

the CPRSO: 

  

Evidence of revised 

organizational chart, 

communication plan for 

employees, and timeline for re-

organization. 

Weeks 3 - 8 

 Patient Safety 

 Patient Safety Investigations 

 Root Cause Analysis (RCA) 

 Patient Safety Incident 

Reporting 

 PSN Database Maintenance 

and Reporting 

 State, Federal and Joint 

Commission Reporting 

  ―Daily Rounding‖ Function 

  Infection Prevention and 

Control 

  Patient Relations (Patient 

complaints and grievances, 

which currently reports to 

Nursing) 

New job descriptions for all 

employees and managers, 

supervisors and department heads 

in units and divisions now 

reporting to the CPRSO. 

  

Evidence of job description 

review and revisions, and a re-

interview process for employees. 

Weeks 6 – 8 

Review and redesign of all patient 

rights and safety related policies 

and procedures.  

 Evidence of revised policies and 

procedures. 
Weeks 9 - 12 

Develop education plan for all 

employees regarding patient safety 

and rights policy/procedure 

changes. 

 

 

 

Evidence of written education 

plan and evidence of training and 

competency validation for 

involved employees. 

Weeks 6 - 12 
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Tasks Monitoring Methodology Timeline 

Reorganize and redesign its 

Quality Department and its 

centralized Quality 

Assessment/Performance 

Improvement (QAPI) functions to 

include:   

  

Evidence of reorganization plan 

and timeline. 

Weeks 9 - 12 

 Clinical Data Management 

 Performance Improvement 

 Rapid Cycle Improvement 

 Continual Survey Readiness 

 

Education and Training 

Findings 

During our survey period, we observed and were made aware of patient events where patient 

rights and safety may have been compromised.  We also identified instances where patients were 

not properly informed of their rights.  These situations suggest that training re-enforcement is 

required so that all employees and physicians understand patient rights and patient safety 

obligations. 

Recommendations 

Patient Rights and Safety - Education and Training:  Parkland‘s Compliance Department, in 

conjunction with the Chief Patient Rights and Safety Officer should, and with the assistance of 

legal support, should review and revise as necessary all annual and new employee training on 

Patient Rights and Patient Safety.  The annual and new employee training should require testing 

of all current and new employees for knowledge and proficiency in Patient Rights and Patient 

Safety obligations.   

Patient Rights and Safety - Notices:  Parkland‘s Compliance Department, in conjunction with the 

Chief Patient Rights and Safety Officer, should create an informational awareness campaign on 

Patient Rights and Patient Safety.  This campaign should include prominent posting of readable 

Patient Rights and Safety Notices at all nurses‘ stations, in all patient care areas and on computer 

screens and other media.  Patient rights and safety messages should also be reiterated at 

departmental meetings and other employee communications. 

Patient Rights and Safety Breach Policy:  Parkland‘s Compliance Department and Human 

Resources Department should create a new policy and procedure outlining disciplinary actions to 

be taken for breaches of patient rights or safety.   
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Safe Patient Handoffs and Continuity of Care - Education and Training:  Parkland‘s Chief 

Nursing Officer, in conjunction with the Chief Patient Rights and Safety Officer, should create 

new employee and annual training on Safe Patient Handoffs and Continuity of Care.  Parkland 

should require periodic training and testing of all employees for knowledge and proficiency of 

safe patient hand offs and continuity of care.  Education and training should be tailored to 

specific caregivers: nurses, personal care assistants, observer/sitters, transporters, physicians 

(Attending Physicians and Residents), case managers and social workers and all other personnel 

who are required to be in contact with patients.   

Safe Patient Handoffs - Notices:  Parkland‘s Chief Nursing Officer, in conjunction with the 

Chief Patient Rights and Safety Officer, should create informational awareness campaign on safe 

patient handoffs and continuity of care including posting at all nurses‘ stations, all patient care 

areas and on other employee communications media such as: computer screens, newsletters, 

posters, etc.   

Tasks Monitoring Methodology Timeline 

Create new Human Resources 

policy on violations of Patient 

Rights/Patient Safety 

obligations. 

Evidence of new policy and 

education rollout plan and 

execution to employees. 

Weeks 3 – 5 

Create a Patient Rights/Patient 

Safety Awareness Campaign. 

Evidence of written plan and 

associated timeline. 
Weeks 1 – 6 

Create a ―Safe Patient Hand 

offs‖/Continuity of Patient Care 

Awareness Campaign 

Evidence of written plan and 

associated timeline. 
Weeks 5 – 8, Ongoing 

New education and training for 

current and new employees and 

physicians on safe patient 

handoffs and continuity of 

patient care. 

Evidence of awareness/education 

plan, training, and competency 

validation. 

Weeks 9 – 12, Ongoing 

 

Safety/Security Concerns 

Findings 

During the survey period, we noted several incidents of patient elopements, some of which 

involved patients under an APPOW (Apprehension by Peace Officer Without Warrant) hold or 
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patients with special needs.  These elopements occurred in many circumstances, some without 

proper clinical discharge (e.g., ports and lines were not properly removed) and some with 

minimal or no proper discharge instructions (e.g., psychiatric discharges advised to ―Call 911.‖)   

 Safety/Security Concerns 

o High Rate of Elopement and patients leaving Against Medical Advice (AMA). 

o Insufficient Discharge Planning (addressed in the Care Management Section 2.05). 

 

Recommendations 

While the Dallas County Hospital District Police Department (DCHDCP or Police) is 

responsible for ensuring the safety and security of the Hospital patients, employees, staff and 

visitors, the Department spends a significant amount of time addressing elopement issues.  In 

addition to patrolling and general facility security functions, the Police has a wide range of 

responsibilities involving patients – from providing intervention when patients want to leave the 

hospital against medical advice, to launching investigations and searches for missing patients, to 

apprehending and at times restraining patients.  With this responsibility comes an obligation to 

treat patients with respect and protect their rights.   

The DCHDCP currently reports up through the Chief Financial Officer.  We recommend the 

Hospital look at best practices of other large hospital police departments to ensure they have the 

proper specialized training required to meet the needs of a challenging patient population. Best 

practice for reporting structure should also be investigated.   

The Patient Rights and Safety Department should reconstitute the Patient Elopement Task Force.  

Working with Parkland Police Department and Nursing, this task force should conduct a study of 

all documented elopements in 2011.   The study report should include a historical study of 

elopements, causes associated with the incidents, and measures to be taken to prevent future 

elopements. The elopement study should provide action plan and recommendations for reducing 

elopements. 

Patient Rights and Safety Department should also institute a process for chart reviews for all 

patients who elope or leave AMA.  The review should separately categorize all departments, 

including a separate review for elopements and patients leaving AMA in the Emergency 

Department.  The chart review should then develop a list of reasons as to why patients leave 

elope or leave AMA, and subsequent reports should trend in these categories.  Based on 

preliminary chart review findings, Patient Rights and Safety Department should develop and 

implement an action plan to address the top 10 reasons for patients eloping or leaving AMA. 

Once proper procedures are in place, tools for monitoring elopements and patients leaving AMA 

should be developed.  Patient Safety incident reports and Police reports should be investigated 

and monitored.  Elopements and patients leaving AMA should be tracked and trended.  
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Elopement reduction goals should be set and monitored monthly.  Daily audits of 1:1 

observations should be performed, with follow-up education, if necessary. 

In connection with the elopements and patients AMA task force work, Parkland‘s observation or 

―sitter‖ practices and staff requirements should also be reviewed and revised.  Staff performing 

1:1 observation should have appropriate competencies and should undergo specific training for 

the difficult patient population to which they are assigned.   

As discussed in the Case Management section of this report (Section 2.05), case manager must 

initiate evaluations early in the patient care process for discharge planning.  Case Managers 

should identify patients that are high risk for elopement or a difficult discharge to provide early 

intervention. 

The Hospital must make changes to the overall supervision of the Emergency Department (ED) 

waiting area to ensure there is visualization of all patients.  Emergency Services leadership is in 

the process of adding additional RNs to each pod and the ED waiting room.  Training of staff 

responsible for 1:1 observation and the additional RN staff will help to provide a safe 

environment for patients in Emergency Room.  

Tasks Monitoring Methodology Timeline 

Parkland should conduct a study 

to look at best practices of other 

large hospital police departments 

to compare the level of 

specialized training provided to 

Parkland Police Department 

against other hospital police 

departments.  Best practice for 

reporting structure should also be 

investigates 

  

Evidence of best practice review, 

with implementation plan of noted 

areas of change.   

 

Weeks 1 - 4 

Patient Rights and Safety 

Department Study and Task 

Force on Elopements and 

Patients Leaving AMA: 

Elopement and AMA monthly rate 

trending. 
Weeks 5, 8, 11, Ongoing 
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Tasks Monitoring Methodology Timeline 

Working with the Parkland 

Police Department and Nursing, 

the Patient Rights and Safety 

Department should conduct a 

study of all documented 

elopements in 2011 and 

determine reasons for elopement 

(e.g., breeches in security, 

caregiver training, etc.) and 

provide action plan and 

recommendations for reducing 

elopements. 

 
Weeks 1 - 2 

Patient Rights and Safety 

Department should then begin to 

conduct chart reviews for all 

patients who elope or leave 

AMA.  The review should 

separately categorize all 

departments, including a separate 

review for elopements and 

patients leaving AMA in the 

Emergency Department.  The 

chart review should then develop 

a list of reasons as to why 

patients leave elope or leave 

AMA, and subsequent reports 

should trend in these categories. 

100% reviews of all elopements 

and patients leaving AMA should 

occur for an eight week period. 

Based on baseline rate, establish 

target improvement rate.  Once 

target is maintained, reviews can 

move to a monthly basis, and then 

quarterly if rate remains stable.   

 

Weeks 4, 8, 12, Months 4 – 

Year 1, Ongoing 

Complete current RCI initiative 

regarding 1:1 observation 

procedure and competencies 

required for staff.   

Develop audit to assess 

appropriateness of assigned 1:1's 

against revised procedure 

Weeks 5, 8, 11, Ongoing 

Evaluate additional staff to ED. 

CM to create a daily monitoring 

tool for 1) patients with elopement 

risks (e.g., APPOW patients) and 

2) patients who present discharge 

planning challenges. 

Weeks 1 - 3 
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Lack of Proper Documentation 

Findings 

During our survey, and as noted in other sections of this report, we noted instances of plans of 

care for patients not being individualized, inconsistent pain assessments, inappropriate use and 

documentation of patient restraints.  During our chart reviews, we also found evidence to suggest 

that Medicare patients were not consistently provided with information prior to discharge by way 

of the ―Important Message from Medicare.‖  In summary, documentation deficiencies identified 

included: 

 Inadequate follow up to patient grievance and/or complaints. 

 Inconsistencies in notifying or providing patients with information regarding their rights, 

including ―Important Message from Medicare.‖ 

 Delays and errors in execution and documentation of informed consent to treatment.  

 Lack of an individualized patient care planning (addressed in the Provision of Care Report). 

 Inconsistent pain assessment and reassessments (addressed in the Provision of Care Report). 

 Appropriate use and documentation of restraints (addressed in the Provision of Care Report). 

 

Recommendations 

The Hospital should establish a documentation committee, led by HIM, that includes Clinical 

support from Chief Nursing Officer and Chief Medical Officer, Support Services, ADT, Legal, 

Patient Safety, and Performance Improvement to address the inconsistencies of properly 

executed documents, lack of complete and accurate documentation, and lack of compliance.  

This documentation committee should:  

 Develop and implement an action plan that addresses non-compliance and the steps to the 

solution.  

 Develop an action plan that should include a chart audit to identify all the areas of non-

compliance in documentation.  

 Review all policies and procedures related to the areas of non-compliance to determine and 

ensure policies are updated to current regulations or standards of practice.  

 Determine where and if the resources are available or needed to meet the documentation 

requirements.  

 Develop an audit tool for on-going surveillance. 

 Develop and conduct education/in-service sessions on the identified non-compliance areas to 

the respective audiences. 
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Tasks Monitoring Methodology Timeline 

Establish a documentation 

committee, led by HIM, to 

address the inconsistencies of 

properly executed documents, 

lack of complete and accurate 

documentation, and lack of 

compliance.  

Evidence of documentation 

compliance monitoring tool, review 

process and timeline, and monthly 

trending of results. 

Week 12, Month 6, Ongoing 

Develop and implement an 

action plan that addresses non-

compliance and the steps to the 

solution.  

Monthly non-compliance trend 

reporting, and recommendations for 

improvement, and evidence of 

follow through on 

recommendations. 

Weeks 1 – 8 

Review all policies and 

procedures related to the areas 

of non-compliance to determine 

and ensure policies are updated 

to current regulations or 

standards of practice.  

Evidence of tracking tool grid 

correlating non-compliance to 

related hospital policies/procedures, 

along with evidence of review 

findings and actions taken, 

including education and 

competency validation, and 

ongoing monitoring, where 

pertinent.  

Week 12, Month 6 

Determine where and if the 

resources are available or 

needed to meet the 

documentation requirements.  

Evidence of staffing review 

conclusions. 
Month 6 

HIM shall conduct routine chart 

audits to document that all 

patients have been provided 

with: 1) required information on 

their rights under Medicare, 

federal law and state law; 2) 

required information on advance 

directives.  Chart audits shall 

also assess whether all Medicare 

patients are receiving the notice 

entitled: ―Important Message 

from Medicare.‖ 

Audits shall be completed initially 

on 10% of all patients regarding for 

eight weeks, targeting 98% 

compliance rate, and then monthly 

times three, and quarterly if 

compliance is maintained. 

Month 6 
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Patient Grievances 

Findings 

Parkland Hospital policy allows 48 hours for response to a patient complaint.  The time to 

respond should be tracked to ensure compliance.  We did not see evidence that suggests this data 

is recorded.  In addition, the latest complaint and grievance report to the Parkland Board of 

Managers is dated in March, 2011, includes only minimal information regarding patient 

grievances, and did not include resolutions and actions taken to improve results. 

Recommendations 

The Patient Relations Department should review Hospital policy to ensure the policy provides 

for a method for receiving, investigating, tracking and resolving patient/visitor 

complaints/grievances in a confidential and timely manner.  The hospital should evaluate the 

current system and/or software used for patient grievance data management, and determine if it 

can monitor and reflect trends is issues and concerns in which leaders can respond, such as 

breakdown by department, etc.  

Best practices for patient/visitor complaint management require the following elements: 

 Patients and visitors need to know where and how to file complaints. This process should be 

visible and accessible to consumers and well-publicized to encourage patients to voice their 

dissatisfaction and to make the good intentions of the Hospital apparent.  

 Complaints should be prioritized on basis of severity level. Complaints that are more 

significant should be addressed first. All complaints should be addressed within the timeline 

established by Hospital policy. 

 Complaints should be logged and categorized for resolution and record-keeping. Categories 

must be clearly defined and exclusive of one another. Finally, the complaint should be 

assigned to one person for handling and then forwarded to another level of authority for 

supervision.  

 Complaints should always be acknowledged by talking to the patient/visitor on phone or in 

person. In some cases formal letters may also be issued to acknowledge complaints.  

 Fairness in analysis of the complaint must be demonstrable and documented. Records of all 

meetings, conversations and findings should be maintained in the Patient Relations 

Department.  

 The complaint should be forwarded to the appropriate level of authority for resolution and 

the patient/visitor must be kept informed about progress reports. A notification of the 

proposed settlement should be sent to the patient/visitor within the timeline referenced in 

Hospital policy. 

 If the patient/visitor is not satisfied with the resolution, the problem must be addressed again. 

The complaint may be referred to a third-party dispute-resolution mechanism, if necessary.  



 

Corrective Action Plan for Parkland Health & Hospital System – February 28, 2012 

       143   

 Complaints statistics, action proposals and action plans for complaints prevention should be 

developed and implemented.  

 Patient Relations Committee must report monthly to authoritative body with detailed 

statistics such as type of compliant, hospital department, investigation results and corrective 

actions. 

 Incidents for which corrective actions have been developed should be tracked to ensure the 

corrective action is having a positive effect to reduce those specific incidents. 

Tasks Monitoring Methodology Timeline 

Review Hospital policy for 

Patient Grievance procedure and 

compare to best practice, 

including those noted above. 

Evidence of best practice review, 

with implementation plan of noted 

areas of change.   

Weeks 3 - 8 

Develop monitoring system to 

ensure timelines required by 

Hospital policy are met. 

Completed re-tooling of the 

complaint/grievance monthly report 

and provide the report monthly to: 

Hospital senior management, BOM 

and Medical Executive Committee. 

Additionally, each Hospital 

department/unit shall receive a 

monthly report, with trending, of all 

complaints/grievances related to the 

department/unit. 

Week 12, Month 6, Ongoing 
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Tasks Monitoring Methodology Timeline 

Patient Relations Department 

should create a new monthly 

reporting system for all patient 

grievances and complaints.  The 

reporting system should show, at 

a minimum: number of 

complaints/grievances received; 

actionable categories for all 

complaints/grievances (some 

complaints/grievances may fall in 

several categories); person 

making complaint (patient, 

family member, staff, physician, 

etc.); time between receipt of 

complaint and response to 

patients; documentation that 

patient agreed/disagreed that 

compliant/grievance was 

resolved; inventory of 

complaint/grievance by 

department/unit/floor and 

confidentiality by employee and 

physician; trending of 

grievances/complaints over 

months/years in all above 

categories. 

Monthly reporting tool of defined 

elements and evidence of senior 

management interventions where 

appropriate. 

Week 8, 12, Month 6, 

Ongoing 

 

Patient Confidentiality 

Findings 

During our survey, we observed instances of breeches in patient confidentiality throughout the 

Hospital.  These incidents and related improvement strategies are largely addressed within each 

section of this report.  Additional comments/recommendations are below. 

Recommendations 

 The Hospital should develop and implement a task force with all department representation 

to address protection of Patient Health Information (PHI), confidentiality and other Patient 

Rights to include but not be limited to: 

o Confidentiality of patient records 
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o Patient‘s right to access their medical record information 

o Patient‘s right to personal privacy 

o Patient‘s right to formulate advance directives 

o Patient‘s right to make informed decisions regarding his/her care 

o Patient‘s right to receive information regarding admission or discharge 

 The task forced should identify the areas of non-compliance or potential situations for 

breeches, and identify indicators for measurement. 

 Develop and conduct an awareness campaign house-wide and department specific to address 

and re-acquaint staff and providers on HIPAA and other patient rights. 

 Obtain written acknowledgement from new and existing staff and providers of their 

understanding and commitment to all Patient Rights requirements and regulations. 

 Provide annual competency on HIPAA and other patient rights but revise competency 

annually to refresh materials and learning behaviors for better retention of information. 

 As a part of the Environment of Care tour(s) assess PHI compliance and patient privacy. 

 Hospital executives and other unit specific leadership should conduct weekly customer 

relations tours and have personal discussions with patients regarding their care and rights. 

 Develop a dashboard and track and trend the indicators for Patient Rights and the progress to 

the target thresholds. 

 

Methods to monitor these improvement strategies vary.  Written confirmation from all care-

givers on their understanding and commitment to patient‘s rights, along with frequent education 

and testing are critical.  Task force members should be included in the daily/weekly or monthly 

Environment of Care tours to ensure HIPAA and PHI protection elements are included in the 

tour.  These tours are discussed in detail in the Environment of Care section of this report. 

To ensure compliance, concurrent audits of a significant sample of inpatient charts for each of 

the identified indicators should be conducted for five weeks.  Consistent audits should continue 

until a 100% compliance rate is achieved.  Sample sizes can be decreased if compliance is at 

100%.  Slippage in compliance below 95% would trigger a larger sample of chart review until 

compliance is again achieved. 

Results of audits and surveys should be published and reported to the Audit & Compliance 

Committee of the Parkland Board of Managers.  
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Tasks Monitoring Methodology Timeline 

Develop and implement a 

Privacy task force to identify 

areas of non-compliance, 

indicators to measure, and to 

develop an awareness 

campaign. 

Evidence of awareness/education 

plan, training, and competency 

validation. 

Weeks 9 – 12 

Conduct Patient Privacy 

Awareness Campaign to 

reacquaint staff on HIPAA and 

other privacy obligations.  

Privacy Awareness campaign 

should include examples of 

recent privacy breaches.  

Evidence of awareness/education 

plan, training, and competency 

validation. 

Month 6, Ongoing 

Review current privacy training 

materials.  Require annual 

competency on HIPAA and 

other patient rights but revise 

competency annually to refresh 

materials and learning 

behaviors for better retention of 

information. 

Report survey results from EOC 

tours to BOM Audit & Compliance 

Committee. 

Month 6, Ongoing 

Utilize tool developed by 

Executive VP of Operations or 

another developed tool to 

conduct weekly customer 

relations tours. 

Assimilate tour findings into 

monthly trending report by unit or 

clinical area. 

Weeks 5 – 8, Ongoing 

Develop a dashboard and track 

and trend the indicators for 

Patient Rights and the progress 

to the target thresholds. 

Evidence of defined indicators, 

dashboard reporting, and actions 

taken for improvement. 

Week 12, Month 6, Ongoing 

 

Quality Assessment/Performance Improvement 

Findings   

 

We found evidence of Patient Safety/Patient Rights-specific Quality Assessment/Performance 

Improvement (QAPI) plans throughout the departments. 
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Recommendations 

It is the organization‘s responsibility to define the structure and process for monitoring quality 

and providing ongoing improvement. The structure and approach for quality in the Patient 

Safety/Patient Rights area is required.  Regardless of the structure, key elements that must be 

addressed are: 

 The plan is structured and organized to address any pertinent components of the National 

Patient Safety Goals. 

 The patient populations are served. 

 There is focus on areas identified by the organization that can be improved, e.g., results from 

patient safety reports, patient satisfaction surveys, etc. 

 The plan is dynamic and evolving based on the improvement results of the clinic. 

 

Patient Safety/Patient Rights-specific QAPI plans should be reported to the Parkland Quality 

Department and this department-specific QAPI plan should be incorporated into Parkland‘s 

hospital-wide QAPI program.   
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Tasks Monitoring Methodology Timeline 

Create survey and initial tracers to 

collect baseline data in the form of a 

Quality Assessment (QA). 

Approval by QCC and Quality 

Department. 
Weeks 5 - 6 

Complete Quality Assessment survey 

and tracer work. 

Evidence of tracer findings reported at 

least monthly. 
Weeks 7 - 9 

Using the completed Quality 

Assessment survey, complete 

department-specific Performance 

Improvement (PI) plan with indicators 

appropriate for department‘s patient 

population.  

Approval by QCC and Quality 

Department. For existing program 

components, examine opportunities to 

improve, engage, and inform staff.  

Weeks 9 - 10 

Implement corrective actions per 

department‘s PI plan. 
See below Week 10, Ongoing 

Report PI plan status on at least 

quarterly to QCC. 

If PI results are within 5% of the 

established threshold, the department 

does not have to be physically present to 

report to QCC. 

Results off target by more than 5% must 

report to QCC in person.  Results over 

10% off target should report monthly to 

QCC until 5% is achieved. 

Week 12, Ongoing 

 

 

 

 

 

 

 

 

 



 

Corrective Action Plan for Parkland Health & Hospital System – February 28, 2012 

       149   

2.10 Medical Staff 

Background 

The general function of the Medical Staff Office meets the Medicare Conditions of Participation 

(CoP) requirements.  However the Gap Analysis survey noted deficiencies in the physician 

evaluation and peer review policies of the Hospital. 

The Gap Analysis survey also evaluated the appropriateness of oversight of Residents by the 

Attending Medical staff.  The Gap Analysis survey highlighted several individual cases where 

questions were raised about the appropriateness of Resident oversight and supervision. 

Ongoing Professional Practice Evaluation (OPPE), Focused Professional Practice 

Evaluation (FPPE), and Referrals to Peer Review 

Findings 

The Gap Analysis survey found room for significant improvement in the quality assessment of 

Parkland Medical Staff members through Ongoing Professional Practice Evaluation (OPPE).  

Although Focused Professional Practice Evaluation (FPPE) appears to be applied appropriately 

for new Parkland Medical Staff applicants, it is not used as a drill-down to evaluate a concern 

identified during an OPPE process.  Additionally, the Medical Staff peer review process should 

be expanded to cast a wider surveillance net, through OPPE and other means, to collect 

information on Physician performance for possible referral to peer review.   

OPPE is the ongoing assessment of an existing medical staff member‘s performance.  Since 

January 2008 hospital medical staffs have been required to collect physician-specific data 

regarding six core competencies as defined by The Joint Commission, the American Board of 

Medical Specialties (ABMS) and the Accreditation Council for Graduate Medical Education 

(ACGME). These are the same six core competencies currently used to rate Medical Residents. 

Parkland does not currently address three components of the OPPE formula:  measurement, 

evaluation, and follow through: 

 Continuous, systematic measurement of physician performance 

 Periodic evaluation of the results of that measurement 

 Follow through to address any performance issues identified through the evaluation 

Parkland‘s peer review process does not utilize all of the six core competencies of a practitioner 

in OPPE review: 

 Patient Care and Procedural Skills:  Access, assessment, diagnosis, treatment, coordination of 

care, referral, record keeping. 



 

Corrective Action Plan for Parkland Health & Hospital System – February 28, 2012 

       150   

 Medical Knowledge:  Awareness of best practice, keeps up to date. 

 Practice based Learning and Improvement:  Learning and investigation, evaluation/ 

improvement. 

 Interpersonal and Communication Skills:  Communicates effectively with patient and family, 

involves patients in care, communicates honestly and openly, communicates effectively with 

non-physician co-workers, and communicates effectively with physician colleagues. 

 Professionalism:  Demonstrates personal integrity, maintains personal competence, places 

patients‘ interest first, and ensures competency and professionalism of colleagues. 

 System based Practice:  Understands systems of care, participates in quality audits, partners 

with others to redesign systems as needed, practices cost effective care. 

Very few cases are referred to a formal peer review and the Gap Analysis survey found no 

evidence of trending analyses for individual physicians.  The vast majority of Physician practice 

issues directed to peer review come through the Provider Safety Network (PSN) reported events 

(85%).  Direct referrals from daily rounding and observation constitute only 15% of referrals. 

The Medical Staff should have multiple sources and avenues by which to obtain data to oversee 

Physician practice and identify cases and issues that should be referred to peer review.  Cases 

and issues should be identified through multiple sources including: 

 PSN reported events 

 Rounding 

 Patient complaints 

 Daily huddles 

 Epic/ informatics 

 Hospital-based and professional society databases 

 Department meetings 

 Pre-established departmental metrics 

The Patient Safety Department, which is responsible for the determination of PSN report referral 

to peer review, uses inconsistent indicators for referring PSN reported cases to peer review.  

Additionally, Parkland‘s peer review process is missing key indicators that should trigger peer 

review, such as indicators for medical errors and medication reconciliation. 

While the scope of review and information needed for an adequate professional practice 

evaluation is left to the discretion of the hospital, information gathered during Joint Commission-

mandated performance improvement activities must be considered.  These activities include 

evaluations of: 

 Medical assessments and treatments 

 Medication use 
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 Use of blood and dried blood components 

 Appropriateness of operative and other procedures 

 Appropriateness of care, including significant departures from generally accepted standard of 

practice 

 Autopsy findings 

 Adverse events, including sentinel events 

 Unanticipated deaths or readmissions to the hospital 

The Gap Analysis survey did not identify that these measures or evaluations were being used to 

identify potential cases and issues for peer review. 

Recommendations 

 Parkland‘s Medical Staff leadership must develop an OPPE/FPPE review template to 

populated with data for each Medical Staff member, along with general guidelines for review.  

Elements and examples of data to collect on each Physician include:   

o Physician Profile:  A general profile of the physician‘s practice, which would include: 

 Physician discharges by role 

 Top physician DRGs 

 Top physician procedures 

 Top discharge dispositions 

 Quality metrics, e.g., readmissions, LOS, complications, mortality, and non-

clinical metrics such as updated CME, timely record completion, etc. 

o Patient Care: Medical/professional staff members are expected to provide care that is 

compassionate, appropriate, and effective for the promotion of health, prevention of 

illness, and treatment of disease, and at the end of life.  

o Medical Knowledge: Medical/professional staff members are expected to demonstrate 

knowledge of established and evolving biomedical, clinical, and social sciences and the 

application of their knowledge to patient care and the education of others.   

o Practice Based Learning and Improvement: Medical/professional staff members are 

expected to be able to use scientific evidence and methods to investigate, evaluate, and 

improve patient care.  

o Interpersonal Communication Skills: Medical/professional staff members are expected 

to demonstrate interpersonal and communication skills that enable them to establish and 

maintain professional relationships with patients, families and other members of 

healthcare teams.  

o Professionalism: Medical/professional staff members are expected to demonstrate 

behaviors that reflect a commitment to continuous professional development, ethical 

practice, an understanding and sensitivity to diversity, and a responsible attitude toward 

their patients, their profession, and society. 
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o System Based Practice: Medical/professional staff members are expected to 

demonstrate an understanding of the contexts and systems in which healthcare is 

provided and the ability to apply this knowledge to improve and optimize healthcare. 

This addresses the fact that resources are finite and that all members must share these 

limited resources in ways that maximize care for the greatest number of patients. 

 The Hospital must ensure that individual physician data can be tracked since many 

departments initiate ―service admissions.‖ Admitting patients to a ―service‖ or ―care team‖ 

makes tracking individual physician performance extremely challenging.  This is 

unacceptable and must be changed so that performance of each individual physician can be 

monitored and trended for the ongoing professional practice evaluation.   

 Each department chair must develop criteria and indicators for review specific to the core 

competencies described above.  Criteria must be pertinent to the department, reflective of 

current practice, and be measurable.   

 Once criteria and indicators are established, performance thresholds specific to that 

department for each of the categories listed above.  Medical staff members who are found to 

be at less than the Hospital‘s or department‘s established threshold for performance will be 

required to develop a plan for improvement, developed in collaboration with their Medical 

Staff Department Chair, and also including their sponsoring physician.   If the medical staff 

member performs below threshold expectations, the Medical Staff Department Chair may 

recommend/require a Focused Professional Practice Evaluation (FPPE).   

 The Chief Medical Officer, Medical Executive Committee, and Quality of Care Department 

should develop organization-wide OPPE criteria for the six competencies for all medical staff 

regardless of the specialty. 

 Departmental plans prior to being presented to the Medical Executive Committee must be 

reviewed by the CMO and the Hospital‘s QAPI director for relevance, thoroughness, and 

regulatory compliance.   

 Since the current FPPE process basically addresses physicians going through the 

credentialing process, a detailed procedure for how physicians on improvement plans must 

also be addressed.   A component of FPPE process is peer review and determining what cases 

should be sent to peer review and in turn require an FPPE.  Medical staff leadership and 

Patient Safety Department should develop standards and metrics for peer review and referral 

for an FPPE to promote consistency and fairness.   

 Additionally, all peer review cases should be tracked for individual physician performance, 

but also for overall organizational trends which might demonstrate opportunities for 

organization-wide improvement.   

 The overall OPPE/FPPE process must be defined in writing.  The reporting process and 

infrastructure of OPPE/FPPE plans and the communication and relationship to the 

Credentials Committee must be approved by the Medical Executive Committee and then the 

Governing Board.   
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 These new processes may require additional Medical Staff office personnel and financial 

resources to collect information and support and assist Medical Staff department chairs, and 

that should be considered as the processes are developed. 

Tasks Monitoring Methodology Timeline 

Develop an OPPE/FPPE review 

template for each medical 

department and/or service. 

Written template that will be 

utilized across PHHS for all 

medical departments. 

Weeks 2 – 5 

Develop a written procedure 

explaining the OPPE process, 

criteria and physician referral 

process for FPPE. 

OPPE/FPPE policy/procedure. Weeks 2 – 5 

Define required physician 

profile elements for all 

physicians 

Physician profile template. Weeks 2 – 5 

Provide all department chairs 

the required template, guidance, 

and a timeline for completion of 

departmental criteria, indicators, 

and thresholds of performance. 

Completed OPPE templates for all 

medical departments. 
Week 5 

Review and ―sign off‖ of CMO 

and QAPI of the departmental 

OPPE plans for relevance and 

compliance. 

CMO and QAPI approval of 

OPPE/FPPE policy and procedure 

along with all departmental criteria. 

Weeks 9 – 12 

Review and obtain approval of 

OPPE/FPPE process and 

criteria by MEC, and then the 

Governing Board. 

Evidence of approval in minutes. Month 4 

Each department should 

develop a standard set of 

metrics for use on cases sent for 

peer review. 

Metrics/indicators should be 

reported to Medical Staff Office. 
Weeks 5 – 8 

Medical Staff Office to 

establish a methodology to track 

and trend all cases brought to 

peer review. 

Trending and assessment of prior 

cases should be reported to Medical 

Staff PCRC. 

Weeks 9 – 12 

Patient Safety to revise and 

standardize scoring system used 

to refer cases to peer review. 

Approval by Medical Staff PCRC. Weeks 5 – 8 

Determine necessity to expand 

Medical Staff resources. 
Report results to Medical Staff.  Month 4 
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Resident Supervision 

Findings 

Parkland‘s Residency Graduate Medical Education (GME) program Directors have been actively 

engaged in the implementation of plans designed to comply with ACGME 2011 Common 

Program Requirements.  There are two areas of the ACGME 2011 Common Program 

Requirements that have been identified in the Gap Analysis report in which Parkland should 

implement corrective actions in order to complement the efforts of the GME residency programs 

and remedy the Medicare Conditions of Participation deficiencies cited by Gap Analysis report.  

One deficiency involves incidents where Resident supervision and/or Resident and Attending 

Physician communications may have been at issue.  The second deficiency involves the Parkland 

call system providing reliable information on Residents and Attending Physicians on service for 

a particular patient. 

The Gap Analysis report identified several cases, some with adverse outcomes, in which 

residents may not have been properly supervised or where issues may not have been properly 

escalated by a Resident to an Attending Physician or a Chief Resident. The ACGME Common 

Program Requirements require that Programs must set guidelines for circumstances and events in 

which residents must communicate with appropriate supervising faculty members, such as the 

transfer of a patient to an intensive care unit, end-of-life decisions or a patient‘s discharge. 

The Epic electronic medical record (EMR) charting system presents challenges in documenting 

and determining if appropriate Resident oversight is being done in all cases.  The current Epic 

configuration permits Attending Physicians to add documentation within a 24 hour time period 

stating that they concur with the Residents findings and/or plan for the patient.  Chart reviews 

performed during the Gap Analysis survey found little to no documentation of the exact time 

those consultations were done, which leaves questions if the consultation was done prior to a 

procedure, transfer or patient discharge or after the fact. 

The Gap Analysis Report also identified issues with transitioning patient care from Resident to 

Resident or Attending Physician to Attending Physician.  The ACGME requirements provide 

that: ―The sponsoring institution must ensure the availability of schedules that inform all 

members of the health care team of attending physicians and residents currently responsible for 

each patient's care.‖  The Gap Analysis survey found that the current Parkland call system does 

not reliably attribute the concurrent status of patients to Residents and Attending Physicians on 

call.  This leads to repeated delays in the health care team‘s abilities to properly identifying and 

finding the Resident or Attending Physician in charge of a given patient. 

Findings identified during the Gap Analysis are related to the following categories: 
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 Medical Staff Supervision 

 Care of Patients  

 Form and Retention of Record  

 

Recommendations 

  

 Charter a joint Hospital/GME Faculty Task Force to address issues on Residents raised in the 

Gap Analysis report.  The charter of the group would be to create a venue for collaboration 

and discussion of issues between Hospital and Faculty to inform and appraise between 

residency update periods. Members should include Hospital VPs and Faculty Medical Staff.  

The first responsibility of the group would be to discuss, create and approve an auditing and 

reporting method for collecting data to evaluate compliance with ACGME 2012 Common 

Program Requirements on supervision.  Other tasks would be to oversee an evaluation of 

Epic documentation of Attending Physician oversight and an evaluation and audit of 

Parkland‘s call system to properly and timely attribute Residents and Attending Physicians to 

patients. 

 Develop an audit and reporting method for compliance with the ACGME 2012 Common 

Program Requirements that will require each departmental residency program to specify the 

types of patient events that will require a Resident to call the teaching physician. Use the 

audit to develop an operational report to concurrently manage the Residents during the 

academic year. 

 Develop an educational module for current and all new Residents reminding them of the 

process in which supervision and attending escalation is mandated. 

 Evaluate Parkland‘s Epic functionality, to determine improvement to be made in 

documentation or note entry to provide consistent and reliable documentation of Attending 

Physician oversight, approval and concurrence with Resident orders. 

 Since Resident oversight is a ―judgment call‖ both by Residents and Attending Physicians in 

many situations, strong nursing staff elevates concerns particularly during ―off‖ shifts is 

critical to patient safety.  Nursing staff should be empowered and educated on the importance 

of their role in this regard as well as standardize use of Innovations (resident management 

software) across the system to create a web-enabled database of individual resident 

certification profile.  (Presently nurses can access the department grid, see what a PGY-2 is 

qualified to do, and then look up the name of a particular PGY2 and determine whether he is 

certified to it.)  

 All Patient Safety Net reports should include a field indicating whether the reporter believed 

there was appropriate Attending oversight in patient care incidents involving Residents. 

 Further evaluate Parkland‘s call system ability to properly attribute the Resident and 

Attending Physician to each patient.  Create an audit tool for weekly confirmation that call 

system is accurately and timely attributing Residents and Attending Physicians to each 

patient. 
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Tasks Monitoring Methodology Timeline 

Charter a joint Hospital/GME 

Faculty Task Force. Create a 

venue for collaboration and 

discussion of issues between 

Hospital and Faculty to 

inform and appraise between 

residency update periods. 

Members to include Hospital 

VPs and Faculty Medical 

Staff. 

Evidence of a Team ―charter‖ with 

defined membership and 

goals/expectations.  

Evidence of team minutes with 

recommendations and timelines. 

Weeks 5 - 6 

Develop an audit and 

reporting method for 

compliance with the ACGME 

2012 Common Program 

Requirements that will require 

each departmental residency 

program to specify the types 

of patient events that will 

require a Resident to call the 

teaching physician. Use the 

audit to develop an 

operational report to 

concurrently manage the 

Residents during the academic 

year. 

Evidence of audit tool and reporting 

methodology, with implementation plan 

and timeline. 

 

Exact review methodology will be 

determined after completion of tool. 

Weeks 3 – 9 

  
 

Develop a training module 

enabling faculty to instruct 

residents when to escalate 

issues to their Attending 

Physicians. 

Evidence of awareness, training, and 

competency validation. 
Weeks 8 – 12 

Standardize use of 

Innovations (resident 

management software) across 

the system to create a web-

enabled database of individual 

resident certification profile; 

(presently nurse can access 

the department grid, see what 

a PGY-2 is qualified to do, 

and then look up the name of 

a particular PGY2 and 

determine whether he/she is 

certified to it.  

Evidence of Innovations implementation 

plan and timeline. 

 

After implementation: 

Review 10% of EMRs for 1 week to 

evaluate if resident certification is 

available.  

Weeks 1 – 8 
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Tasks Monitoring Methodology Timeline 

Modify Grid to highlight 

those events and procedures 

that require concurrent 

notification of the attending 

physician that is available to 

all departments.  

Implementation of Innovation grid 

highlighting procedures that require 

automatic escalation to Attending 

Physicians. 

Weeks 1 – 8 

Review Grid to ensure that it 

includes all events that require 

escalation notification to an 

Attending (i.e., lower the 

reporting threshold).  

  Weeks 8 - 12 

Create policy contingencies 

for alternate modes of 

supervision or escalation, i.e., 

what to do when the expected 

senior resident or Teaching 

Physician is not accessible in 

the expected time period. 

Written procedure, evidence of physician 

communication of new procedure. 
Weeks 1 – 8 

Evaluate Parkland‘s Epic 

functionality, to determine 

improvement to be made in 

documentation or note entry 

to provide consistent and 

reliable documentation of 

Attending Physician 

oversight, approval and 

concurrence with Resident 

orders. 

Findings from IT on documentation 

improvement options. If feasible, 

development of implementation plan and 

timeline. 

Weeks 1 – 8 

Evaluate Parkland‘s call 

system ability to properly 

attribute the Resident and 

Attending Physician to each 

patient.  Create an audit tool 

for weekly confirmation that 

call system is accurately and 

timely attributing Residents 

and Attending Physicians to 

each patient. 

Evidence of implementation of weekly 

audit tool that assesses call system 

accuracy. Weekly report of audit results 

and planned actions if required. 

Weeks 6 – 12 
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Care of Patients 

Findings 

The Registered Nursing staff is not consistently able to page Physician providers in a timely 

manner.  The Gap Analysis survey indicates that this has been an issue at Parkland for quite 

some time. Providers do not routinely notify the Units of changes to the call schedule.  RNs 

have to page multiple physicians to get to the right provider. This has cause delays in care, 

especially in emergency situations.  

 

Recommendations 

 Upgrade Epic with user capability to be able to update physician treatment teams 

concurrently.   

 Standardize the call schedule procedure for consulting services. 

 Ensure the Amcom scheduling process is maintained is accurate.  Currently Parkland 

maintains the schedule in Amcom which is considered the ―source of truth‖ and notifies 

physicians of schedule discrepancies. 

 Create contingencies for alternate modes of supervision or escalation, i.e., what to do when 

the expected senior resident or Teaching Physician is not accessible in the expected time 

period. 

Tasks Monitoring Methodology Timeline 

Upgrade Epic with user 

capability to concurrently 

update treatment teams 

through use of the physician 

order entry function. 

 Evidence of implementation of Epic 

upgrade and one week validation of 

functionality.   

Random weekly audits validating of all 

treatment teams accuracy of assignments 

for eight weeks, then monthly for three 

months, and then quarterly. 

Weeks 1 – 8 

Standardize call schedule 

procedure for consulting 

services. 

 Written standardized call scheduling 

procedure. Physician communication 

plan of new procedure. Random weekly 

audits validating consistency of all 

consulting services call schedule process 

for eight weeks, then monthly for three 

months, and then quarterly. 

Weeks 3 - 6 

Ensure the accuracy Amcom 

scheduling system (source of 

truth maintained by Parkland) 

Random weekly audits of all services 

comparing Amcom to posted and/or SW 

schedules for all services for eight weeks 

then monthly for three months, and then 

quarterly. 

Weeks 7 – 9 
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Tasks Monitoring Methodology Timeline 

Create contingencies for 

alternate modes of 

supervision or escalation.   

Evidence of written procedure and 

physician communication plan.   

Random weekly staff and resident 

interviews validating understanding of 

alternative modes of supervision and 

escalation for   (10 interviews of 

residents and 10 of nursing staff on 

varying shifts per week) for eight weeks. 

Weeks 1 - 8 

 

Form and Retention of Medical Records 

Findings 

The Gap Analysis identified History and Physicals (H&P) for surgery completed by Residents 

that were not uniformly detailed and contained errors. 

Recommendations 

 Parkland‘s GME Director should review the current training and education materials for 

Residents on documentation, particularly documentation of H&Ps. 

 Once training materials are reviewed, and revised as necessary, refresher education and 

training should be conducted for all Residents. 

 Once training materials have been reviewed and revised as necessary, they should be 

implemented as well for all new Residents. 

 Health Information Management (HIM) Department should conduct a random audit of 

Resident H&P documentation for completion and adherence to all elements of Parkland 

policies and procedures on H&Ps and documentation. 

Tasks Monitoring Methodology Timeline 

Parkland‘s GME Director 

should review the current 

training and education materials 

for Residents on documentation, 

particularly documentation of 

H&Ps. 

Evidence of GME director‘s 

findings and recommendations for 

change, if pertinent. 

Weeks 5 – 8 

Refresher education and training 

should be conducted for all 

Residents. 

Written education plan for all 

residents. 

Validation of training for all 

residents.   

Weeks 4 – 12 
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Tasks Monitoring Methodology Timeline 

History and Physicals (H&P) for 

surgery were not uniformly 

detailed and did contain errors. 

EMR H&P audit by Health 

Information Management on a 

monthly basis reported to the 

appropriate Medical Staff 

committee.  Trends should be kept 

by physician, by service, types of 

errors, to identify educational 

opportunities and/or technological 

changes that could minimize errors. 

Week 12, Month 4 – Year 1, 

Ongoing 

 

Quality Assessment/Performance Improvement 

Findings   

 

The Gap Analysis survey found no evidence of a Medical Staff-specific Quality 

Assessment/Performance Improvement (QAPI) plan.  All Hospital departments and units should 

have a department-specific QAPI plans. 

 

Recommendations 

It is the organization‘s responsibility to define the structure and process for monitoring quality 

and providing ongoing improvement. The structure and approach for quality in the Medical Staff 

area is required.  Regardless of the structure, key elements that must be addressed are: 

 The plan is structured and organized to address any pertinent components of the National 

Patient Safety Goals. 

 The patient populations are served. 

 There is focus on areas identified by the organization that can be improved, e.g., results from 

patient safety reports, patient satisfaction surveys, etc. 

 The plan is dynamic and evolving based on the improvement results of the clinic. 

 

Medical Staff-specific QAPI plans should be reported to the Parkland Quality Department and 

this department-specific QAPI plan should be incorporated into Parkland‘s hospital-wide QAPI 

program.   
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Tasks Monitoring Methodology Timeline 

Create survey and initial tracers to 

collect baseline data in the form of a 

Quality Assessment (QA). 

Approval by QCC and Quality 

Department. 
Weeks 5 - 6 

Complete Quality Assessment survey 

and tracer work. 

Evidence of tracer findings reported at 

least monthly. 
Weeks 7 - 9 

Using the completed Quality 

Assessment survey, complete 

department-specific Performance 

Improvement (PI) plan with indicators 

appropriate for department‘s patient 

population.  

Approval by QCC and Quality 

Department. For existing program 

components, examine opportunities to 

improve, engage, and inform staff.  

Weeks 9 - 10 

Implement corrective actions per 

department‘s PI plan. 
See below Week 10, Ongoing 

Report PI plan status on at least 

quarterly to QCC. 

If PI results are within 5% of the 

established threshold, the department 

does not have to be physically present to 

report to QCC. 

Results off target by more than 5% must 

report to QCC in person.  Results over 

10% off target should report monthly to 

QCC until 5% is achieved. 

Week 12, Ongoing 
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2.11 Emergency Services 

Background 

The presence of widely distant and separate emergency service areas and the complexity of 

patient flow design were found to cause or contribute to many of the Medicare Conditions of 

Participation (CoP) deficiencies found in the Parkland Emergency Services Department (ESD) 

during the Independent Consultative Expert (ICE) team survey.  These issues can also lead to 

problems with the ESD‘s consistent compliance with all elements of the Emergency Medical 

Treatment and Labor Act (EMTALA). 

Our report found the most significant root causes for the deficiencies were: 

 The patient flow model currently in operation for the Emergency Services Department (Main 

ESD, Urgent Care Center (UCC) and interactions with the Psychiatric Emergency 

Department).  

 Emergency Department policies, procedures, and practices that de-emphasize physician and 

nursing accountability for the patient experience.  

Upstream constraints on Hospital operations that cause patient throughput problems in the ESD 

are addressed in the Access and Throughput section (Section 2.03) of the Corrective Action Plan.  

The corrective actions necessary to address the following types of survey findings are discussed 

in this section of the Corrective Action Plan report:   

 EMTALA: Delays in Care  

 EMTALA: Hospital Signage 

 EMTALA: Obtain Written Refusal Care 

 EMTALA: Delay of Treatment; Provision of Medical Screening Examination 

 EMTALA: Disparate Treatment; Patient Safety  and Care Policy 

 EMTALA: Notice and Record Keeping Requirements 

 EMTALA; Receiving Hospital Transfer Requirements 

 EMTALA: Failure to Complete Certification Transfer 

 Nursing Standards of Care 

 Patient Rights and Patient Safety 

 Provision of Care 

 Problems with Patient Boarding 
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EMTALA: Delays in Care 

Findings 

Deficiencies in Medicare Conditions of Participation compliance found by the ICE team survey 

of the ESD were related to the following: 

 Process delays in the completion of an Medical Screening Examination (MSE) and the 

provision of stabilizing treatment;  

 Delays that frustrate patients waiting to be seen, increasing the likelihood of patients who 

either leave the Emergency Department without being seen (prior to the conduct of an MSE), 

or who leave without completion of stabilizing treatment;  

 Nursing obstacles to monitoring, tracking, and reassessing patients on a timely basis; and  

 Flow processes and design that creates barriers to timely, efficient medical screening 

examination in settings that ensure patient safety and privacy.  

Recommendations   

Process Improvement Goals 

In order to address the survey deficiencies, the ESD patient flow should be redesigned to 

accomplish the following: 

 Improve the patient triage process with the goal of completing the Hospital‘s EMTALA 

obligation as soon as possible, and reduce the opportunities for patients to leave (or ―defect‖) 

from the emergency care system prior to completion of an MSE and stabilizing treatment. 

 Transform the focus of the Urgent Care Center (UCC) from primary care to emergency care, 

in order to decrease redundant patient transports between the UCC and the Main ESD, 

increase provider productivity, and decrease patient throughput times. 

 Improve nursing control of patient movement between the ESD areas in order to reduce 

incidents related to improper hand-offs, intradepartmental transfers, and errors in attribution 

of patients to their assigned treatment areas and providers.  

 Decrease traffic and volume of patients and visitors in the ESD waiting and service areas to 

enable nurses to accurately identify patients in the waiting and treatment areas and to 

facilitate their ability to monitor and reassess patients in all areas.   

 Provide a care setting that facilitates the ability of physicians and other Qualified Medical 

Personnel (QMP) to conduct examinations in a setting conducive to patient privacy and 

professional service. 
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Analysis of the Parkland’s Current Emergency Patient Flow System 

The current patient flow system for the Hospital‘s ESD is based on a ‗split flow‘ model, which is 

a patient flow design that stratifies patients into separate groups based on the severity of their 

conditions, in order to parallel process triage and registration and have patients seen by a 

qualified emergency provider as quickly as possible. Successful implementation of the split flow 

model requires economies of scale, therefore it is most appropriate for very large emergency 

departments (greater than 50,000 patient visits annually). The ‗split flow‘ model was pioneered 

by Banner Health Systems and is now successfully deployed in the emergency department of 

many large hospitals such as Cleveland Clinic, Memorial Hermann, Salinas Valley Memorial 

Healthcare System, Monterey, CA, and Memorial Healthcare System, Colorado Springs, CA.  

Most emergency departments employing ―split flow‖ segment their patients using the 

Emergency Severity Index (ESI) Triage System to stratify patients arriving into an emergency 

room into one of five levels (ESI Levels 1 to 5).   

A split flow model consists of five components, ideally co-located in the same area of the 

hospital: (1) Check-In; (2) Triage; (3) Fast Track/Urgent Care; (4) Intake Area; and (5) a Main 

Emergency Area. Improvement in speed and efficiency of patient flow is attained by directing 

patients who are expected to be treated and released into an area of the ED separate from those 

patients who are more urgently ill, and who are expected to be admitted to the hospital.  

Parkland‘s ESD layout and available physical plant space appears to have been a barrier to full 

implementation of the type of split flow system commonly used in high volume emergency 

departments. In the Parkland ESD, nurses at triage collect more information than is needed for 

the triage decision. While this makes use of patient waiting time, it delays completion of the 

MSE. 

The UCC is a ―fast track‖ type of service, but at Parkland it required a physical space too large to 

locate adjacent to the main ESD.  Instead the UCC was placed at a far distance in the Hospital 

from the Main ESD. The Intake function of the ESD is not assigned a separate area in the 

emergency department.  Rather, the Intake function is folded into the hallways and stretchers 

between the pods of the Main ESD area. Major corrective actions that need to be taken to remedy 

these defects include redesign of Triage area, revision of the UCC care model, and the 

conversion of existing emergency department space into an Intake Area near the Main ESD.  

Flow Improvement Strategies  

Space is not available to simply enlarge all of the emergency department areas in Parkland. The 

redesign of the emergency services system must focus on increasing the functional capacity of 

the system to meet patient volumes. Functional capacity can be increased by improving the 

efficiency of the three types of ―servers‖ in the emergency system: Physicians, Nurses, and Beds. 
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To improve server efficiency, the redesigned process must ―even out‖ the ways in which services 

are conducted in each of the emergency service areas by reducing server utilization (reducing the 

rate of patient arrivals to the Main ESD), reducing variations in patient flow, increasing server 

speed, eliminating wasteful activities, and reducing variations in the way things are done. 

Process improvements will be pointed out as applied in the following corrective action plan. 

The Hospital must conduct a quantitative demand and process analyses of the ESD in order to 

properly balance work flow, capacitate the various components of the split flow system, and 

accurately determine any changes in bed capacity, service hours or staffing. Process 

improvement management should be performed under the direction of the physician and nursing 

Directors of Emergency Services.  The Directors should draw upon internal or external resources 

as required, including the Department of Operational Excellence and other quality-related 

functions in the Parkland organization. 

The first step of a process redesign is a throughput and productivity analysis of the ―current state‖ 

in the form of a process work flow diagram.  The process work flow should include the 

following elements:  inputs, activity steps, decision points, enablers, functions and outputs. Rate 

limiting factors need to be identified, such as lack of equipment/technology, availability and/or 

staffing within budget guidelines, and hours of operations. 

Server cycle times (e.g., how long it takes doctors and nurses, on average, to do different types of 

tasks such as triage or examine patients) need to be measured and applied to the design of care 

teams in the Triage and the Intake areas. Understanding service times for individual types of 

providers, as well as for different types of services, (e.g. CT scan and labs), is necessary to 

capacitate or ―even the flow‖ of the system.  Otherwise, speed improvements in one area may 

only lead to a back up further down the chain of patient care processes.  

After the Hospital identifies process failures, operational barriers and identification of 

opportunities for process optimization and improvement in the ESD, a future state process flow 

can be created.  A redesign of the future process flow should include eliminating waste, such as: 

removing or combining steps, automating any manual activity steps, if possible, transferring 

elements to other departments, changing the location where the steps are done, and finally 

altering/modifying the activity step.  The intended outcome is to increase productivity and 

thereby number of patients processed over any unit of time.   

Parkland should also conduct a benchmarking study of its Emergency Department labor 

productivity to industry standards in order to determine if there are opportunities to improve 

productivity and thereby increase capacity (the number of patients seen per day) for each service 

area.  

Work flow models should be piloted with Rapid Cycle Testing and refined as necessary and then 

training provided. A new baseline for productivity goals and staffing can be developed. Periodic 
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reviews of process work flow using Plan-Do-Check-Adjust (PDCA) Lean techniques are used to 

assess the impact on performance from changes in technology, personnel, or process.  

The functionality and content of the Epic electronic medical record (EMR) system in the 

Parkland ESD will need to be modified to: reflect changes in work flow processes and new 

treatment areas; remedy deficiencies cited in the Gap Analysis report; and to report the 

operational metrics required to monitor the performance improvement project. 

The following ESD areas should be examined in detail.  A detailed recommended process work 

flow is included in the appendix (Section 3.04). 

 Check-in/Triage  

o Review and revise Check-in Nurse processes 

o Establish a Physician provider or other mid-level provider within the Triage process 

 Urgent Care Center 

o Review and revise patient flow 

o Administrative reorganization 

o Appropriate provider staffing 

o Revise hours of operation 

o Review and revise service level of UCC  

 Intake Area 

o Redesign physical space 

o Review and revise patient flow 

o Revise staffing/create Intake Teams 

 Pods 

o Discontinue ESD boarding and improve bed turnover 

o Create a means to distinguish patients from visitors 

o Assign a location identifier to each patient 

o Modify Epic tracking system to track patients in chairs versus pods 

o Establish pod Charge Nurse 

o Staff the Main ESD with a consulting licensed psychiatric provider 

Monitoring Methodology 

The Parkland Emergency Services Department needs to develop a method and accountability for 

monitoring operational metrics, using the following data, statistics, and parameters: 

 Monitor the capacity of ED resources consumed by patients who are ―boarding‖ in the ED: 

o Total boarding hours (disposition-to-inpatient unit time), average per patient 

o Number of boarders 

o Percentage and number of admitted patients boarded by time interval 

o Number of beds occupied by Hemodialysis patients at 06:00  
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o Nursing staffing based on holds 

o Time from patient disposition-to-bed assignment 

 Monitor outcomes predictive of delays and potential compliance issues: 

o Percentage of Patients Who Leave Without Being Seen (LWOBS) rate 

o Percentage of Patients who leave Against Medical Advice (AMA) 

o Diversion hours 

o Average length of stay (Dwell time for admitted and discharged patients) 

o Door-to-time doctor sees patient 

o ED bed turnover rates, i.e., patient volume per treatment space per day 

 Monitor patient visit demand: 

o Patient visits per day 

o Patient arrivals by hour of day 

o Census by hour of day 

o Percentage of patients in each ESI triage category: 

 Average triage level. 

 Percentage of patients in E/M level 1–5 and critical care 

 Number of patients in E/M level 1–5 and critical care 

 Average E/M level. 

Tasks Monitoring Methodology Timeline 

Conduct a quantitative demand 

and process analyses of the ESD 

in order to properly balance work 

flow, capacitate the various 

components of the split flow 

system, and accurately determine 

any changes in bed capacity, 

service hours or staffing.   

  

 

Evidence of demand and process 

analysis with recommendations and 

an implementation plan. 

 

Weeks 1 - 6 

Throughput and productivity 

assessment of the ―current state‖ 

in the form of a process work 

flow diagram including the 

following elements: inputs, 

activity steps, decision points, 

enablers, functions and outputs 

Evidence of process work flow 

diagram with base line indicators to 

be measured such as capacity and 

delay indicators with 

recommendation and an 

implementation plan. 

Weeks 1 - 6 
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Tasks Monitoring Methodology Timeline 

Identify rate limiting factors such 

as lack of equipment/technology, 

availability and/or staffing within 

budget guidelines, and hours of 

operations. 

 Evidence of identification of rate 

limiting factors with 

recommendation for improvements 

and the associated cost. 

Weeks 1 - 6 

Server cycle times need to be 

measured and applied to the 

design of care teams in the Triage 

and the Intake areas. 

Evidence of measurement of Server 

Cycle times and implementation 

plan for application to the design 

care teams in the Triage and Intake 

areas. 

Weeks 1 - 6 

Conduct a benchmarking study of 

its Emergency Department labor 

productivity to industry standards 

in order to determine if there are 

opportunities to improve 

productivity and thereby increase 

capacity for each service area.  

Evidence of comparison of ESD 

productivity standards versus 

industry standards and 

measurement of ESD productivity 

against agreed upon goals. 

Weeks 1 – 6, Month 4 

Redesign of the future process 

flow to eliminate waste, such as: 

removing or combining steps, 

automating any manual activity 

steps, if possible, transferring 

elements to other departments, 

changing the location where the 

steps are done, and finally 

altering/modify the activity step 

Evidence of future process 

workflow, implementation plan. 

Evidence of awareness/education 

plan, training, and competency 

validation. 

Weeks 7 – 10 

Work flow models should be 

piloted with Rapid Cycle Testing 

and refined as necessary and then 

training provided 

Evidence of awareness/education 

plan, training, and competency 

validation. 

Week 12, Month 4 

Periodic reviews of process work 

flow using Plan-Do-Check-

Adjust (PDCA) Lean techniques. 

 Evidence of quarterly work-flow 

analysis. 
Months 4 – 6, Ongoing 
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Tasks Monitoring Methodology Timeline 

Change functionality in Epic to 

reflect changes in work flow 

processes and new treatment 

areas. 

 Evidence of changes in Epic with 

comparison reporting showing 

improvements in areas where 

changes were made. 

Weeks 7 - 12 

Recruitment, credentialing and 

on-boarding of qualified 

physicians. 

 Evidence of recruitment and 

credentialing process. 
Weeks 1 – 12 

Pathology to scope operations, 

licensing, certification 

requirements for Point of Care 

labs. 

 Evidence of timeline, process and 

implementation plan. 
Weeks 1 - 8 

 

EMTALA: Hospital Responsibility for Signage 

Findings 

EMTALA regulations do not require hospital signage instructing patients to alert hospital 

personnel if they intend to leave without examination or treatment. However, the Office of the 

Inspector General (OIG) has explicitly stated that, in regards to voluntary patient withdrawal, 

―the burden rests with the hospital to show that it has taken appropriate steps to discourage an 

individual from leaving the hospital without evaluation.‖ 

During our survey, we did not see any signage posted in the Emergency Services Department 

waiting, intake, triage or treatment areas (or in the UCC) instructing patients to alert nursing if a 

patient‘s condition changes, worsens or if patient wishes to leave without being seen (LWBS).  

Signage we observed in Main ESD was missing the required Medicare Hotline number.  

Recommendations 

 Develop signage text consistent with the educational level and primary languages of the 

population served.  Ensure that the size and font of the text is visible from a distance. 

 Develop signage consistent across the institution. 

 Update relevant department policies.  

 List all sites and specific rooms requiring posting of signage or replacement of existing 

signage.  

Monitoring Methodology 

 Survey emergency service areas and L&D triage area for appropriateness of signs. 
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Tasks Monitoring Methodology Timeline 

Develop signage text consistent 

with the educational level and 

primary languages of the 

population served that is 

consistent across the institution. 

 Evidence of new signage text that 

is in compliance with regulations. 
Weeks 1 – 8 

List all sites and specific rooms 

requiring posting of signage 
 Evidence of site listing. Weeks 7 – 8 

Obtain approval of final 

language for signage 

Evidence of approval and periodic 

updates process to address 

changing regulations. 

Weeks 9 - 10 

Physical Plant and Facilities to 

arrange for printing and posting 

final approved signs. 

 Evidence of timeline and 

implementation plan. 
Weeks 11 – 12 

Post new signage 
Rounds to ensure signage is in all 

mandated areas. 
Month 4 

 

EMTALA: Obtain Written Refusal of Care 

Findings 

Nurses interviewed during the ICE survey acknowledged that patients in waiting areas of ESD, 

UCC and PED often leave without being seen or without being treated. Regarding patients who 

have apparently left or who intended to leave the emergency department before completion of 

the examination or treatment, ESD nurses did not acknowledge a duty to:  inform the physician(s) 

on duty about patients who intend to leave (or who apparently have left) the department; make an 

effort to counsel patients about the benefits of staying for evaluation and treatment versus the 

risks of leaving before being seen or treated by a physician; and to provide documentation of 

their efforts to conduct the previously described activities.  

Recommendations 

 Review and revise all EMTALA related Policy and Procedures in the Parkland ESD.  

 Revise, re-educate and enforce policy and procedure Admin 3-04 (PATIENT LEAVING 

AGAINST MEDICAL ADVICE) and ensure that the patient shall be requested to sign the 

―Statement of Patient Leaving against Medical Advice‖ section located on the Patient 

Statement of Responsibility form.  
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 Create nursing policy, procedures and scripts that directs physicians and nurses to instruct 

patients to alert them if their condition changes, worsens, or if the patient wishes to LWBS. 

 Conduct educational sessions for all ESD nurses, physicians and other caregivers and staff 

regarding the revised policies and procedures. 

Monitoring Methodology 

 Conduct 100% concurrent review on all required elements until compliance of 100% is 

reached for eight consecutive weeks. 

 Management to perform a 20% validation audit of the concurrent review twice a week. 

Tasks Monitoring Methodology Timeline 

Review and revise all 

EMTALA related Policy and 

Procedures. 

Evidence of revised EMTALA 

policy and procedure with identified 

changes. 

Weeks 9 – 12 

Create/Revise training materials 

for new EMTALA Policy and 

Procedures  

Evidence of education plan. Weeks 9 – 12, Month 4 

Re-educate on new EMTALA 

Policy and Procedures. 

Evidence of awareness, training, 

and competency validation. 
Month 4, Year 1, Ongoing 

Annual review ESD Nurses, 

Physicians and other Caregivers 

and Staff. 

 Evidence of awareness/education 

plan, training, and competency 

validation. 

Ongoing 

 

EMTLALA: Delay of Treatment; Provision of Medical Screening Examination 

Findings 

During the ICE Team survey, ESD patient registrars were observed obtaining and providing 

payment information from patients in the ESD, PED and UCC waiting areas before these 

patients had received MSE and stabilizing treatment. These patients had been seen by the Check-

In nurse, but had not yet undergone triage. In the UCC there was a long queue of patients waiting 

to be seen.  The registrars explained that they were using this idle waiting time to collect 

information, rather than inconvenience the patient later during their stay. 

The Medicare State Operations Manual (SOM) allows for ―inquiry about payment status and 

patient registration as long as such inquiry does not (or is not used as a method to) delay the 

conduct of medical screening examination by qualified medical provider.‖  Although triage is not 

per se a complete MSE, it may be sufficient to determine the presence or absence of an EMC. If 
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triage is delayed by the registration process, or for any reason a patient decides to decline care 

before triage but after having discussed payment in any way with the registrar, then the 

registration inquiry could be viewed as having ultimately delayed the conduct of an MSE.  

Recommendations 

 The Patient Financial Service Registration unit has revised patient registration policies 

―Emergency Registration Process (ED Main, Urgent Care Center-ED, OB/Gyn ICC and 

Labor & Delivery Triage)‖ and ―Psychiatry Registration-ER‖.  

 The revised policies and procedures direct registration personnel to discuss and only ask 

patients to sign the first page (regarding consent to treat) of the two–page patient statement of 

responsibility form. The initial contact will be only patient identification type questions to 

include name, address, telephone, emergency contact. After the MSE, or at discharge, a 

second contact will be made to identify a funding source and to execute the second page of 

the statement of responsibility that consists of financial responsibility, in/out network 

coverage and assistance prescriptions through pharmacy replacement.  

Monitoring Methodology 

 The emergency service waiting areas were re-surveyed by the ICE team in December 2011. 

Registration staff was observed to only collect information regarding name, address, 

telephone, emergency contact. Patients were asked if staff had asked for financial or payment 

information. All patients responded that they were not asked to provide such information. 

 The Performance Improvement unit in the Quality Department should design a survey 

process, whereby PI surveyors will periodically visit the various areas of the Parkland ESD 

and observe Patient Registrars in conversation with patients to ensure compliance with 

Parkland Financial Service Registration policies and procedures. 

Tasks Monitoring Methodology Timeline 

Re-educate staff on new patient 

registration policies on 

Emergency Registration Process 

Evidence of awareness, training, 

and competency validation. 
Weeks 9 – 12 

Develop and finalize a survey 

technique. 

Evidence and use of new survey 

technique approved by appropriate 

hospital leadership. 

Month 4 
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EMTALA: Disparate Treatment; Patient Safety and Care Policy  

Findings 

Patient transitions of care are critical to patient safety. Patient hand-offs between providers is 

now a national patient safety goal. Hand-off generally occurs between peers, i.e., between 

doctors and nurses, and a patient hand-off should never occur from a physician or nurse to non-

clinical staff.   

The ICE Survey found numerous examples of errors or lapses in patient handoffs.  For example, 

a patient presenting to ESD was deemed a significant risk at triage to require an RN for transport 

to PED. The patient was accompanied by RN to the PED waiting room where responsibility for 

care was transferred from the RN to the PED Unit Clerk (HUC) instead of to a PED nurse. There 

was no report or handoff witnessed between clinical providers as required by Hospital policy. 

Failure to affect a proper patient handoff can result in problems such as: delays in care; improper 

care or mistaken care; elopement of the patient. 

Recommendations 

 Parkland should develop a patient flow process to eliminate disparate treatment in evaluation 

and delay in the care of a person presenting to the ESD seeking Psychiatric emergency care.  

 Revise policy Admin 6-40 (HAND OFF COMMUNICATIONS—ALL) to explicitly prohibit 

hand-offs from nurses or physicians to non-clinical staff. 

 Re-educate staff on the Hand-Off policy and procedure. 

Monitoring Methodology 

 100% concurrent review on all required elements until compliance at 100% is reached for 

five consecutive weeks. 

 Management to perform a 20% validation audit of the concurrent review twice a week. 

Tasks Monitoring Methodology Timeline 

Develop a patient flow process 

to eliminate disparate treatment 

in evaluation and delay in the 

care of a person presenting to 

the ESD seeking Psychiatric 

emergency care. 

Monitor daily for eight weeks, and 

if 100% compliance is maintained, 

audits may occur monthly for three 

months, and then quarterly. Any 

sign of less than 100% compliance 

will trigger daily audits. Submit 

data and analysis to appropriate 

hospital leadership to determine 

progress and next steps if non-

compliance persists.  

Months 4 – 6, Ongoing 
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Tasks Monitoring Methodology Timeline 

Review and revise all Hand-Off 

related Policy and Procedures. 

Evidence of revised policy and 

procedure with identified changes. 
Week 2 

Create/Revise training materials 

for new Hand-Off Policy and 

Procedures. 

 Evidence of education plan. Month 4 

Re-educate on new Hand-Off 

Policy and Procedures. 

 Evidence of awareness, training, 

and competency validation. 
Month 4 

 

EMTALA: Notice and Record Keeping Requirements 

Findings 

EMTALA regulations require ―Emergency Department‖ to maintain a central log of individuals 

who ―come to the emergency department,‖ seeking assistance and record whether he or she 

refused treatment, was refused treatment, or whether he or she was transferred, admitted and 

treated, stabilized and transferred, or discharged. In accordance with CMS Interpretative 

Guidelines, each hospital has the discretion to maintain the central log in a form that best meets 

the needs of its patients. The central log should include, directly or by reference, patient logs 

from other areas of the hospital where a patient might present for emergency services or receive 

a medical screening examination instead of the main ESD.   

The ICE survey of the Main ESD found that the Nursing Supervisors on duty were not able to 

access or create an emergency department ―central patient log‖ or analogous report using the 

Epic Emergency Department Information Systems (EDIS), which is the format in which the 

Department has chosen to maintain its central log. 

Recommendations 

 The IT Department must work within Epic to develop and facilitate access to the information 

as required by law.  

 EPIC has management reporting functions that should be used to develop a set of template 

―central log‖ reports for easy access by nursing and administrative staff. 

  Nursing supervisors for the Main ED, PED, OBICC and UCC will require education on 

accessing the central log. 

 A printed instruction manual for the IT process needs to be accessible at all supervisory 

nursing workstations. 

Monitoring Methodology 
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 Regular review of nursing supervisor ability to create or access a central log should be 

obtained on a regular basis 

 Regular review of the central log to ensure all data elements are recorded.   

Timeline  

 Week 1-3:  IT Department to design an easily accessible procedure within Epic for nursing 

supervisors to easily create a ―central log‖ upon demand. 

 Week 3-5:  ESD nursing supervisors and staff educated on procedures to generate a ―central 

patient log.‖ 

 Week 5-8:  Random auditing and testing of ESD nursing supervisors to determine whether 

they can successfully generate a central patient log. 

Tasks Monitoring Methodology Timeline 

Work with IT/Epic to develop 

access to information required 

by law.  
Weeks 9  - 11, Ongoing 

Develop reporting function with 

Epic for output of Central Log 

Reports. 

Evidence of process, 

implementation plan and ability to 

produce Central Log Report. 

Weeks 9 – 12 

Create training materials for 

accessing information required 

by law and reporting functions 

through Epic. 

 Evidence of education plan. Weeks 9 – 12, Month 4 

Re-educate staff on accessing 

information required by law and 

reporting functions through 

Epic. 

 Evidence of awareness, training, 

and competency validation. 
Months 4 – 6 

Monitor and audit compliance 

to determine if management can 

generate a central patient log. 

Weekly testing of management.     Months 4 - 6 

 

EMTALA: Receiving Hospital Transfer Requirements 

Findings 

Interviews with nursing staff revealed that nurses are not uniformly aware of receiving hospital‘s 

obligations to report EMTALA violations of transferring hospitals.  
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Recommendations 

Enforce policy and re-educate nursing on existing policy and procedures regarding the Hospital‘s 

EMTALA obligation on receiving hospital to report EMTALA violations.  

As of the end of December, the ED Nursing Director reported that the Legal Department along 

with nursing education, WISH services and Trauma service were developing an education plan 

on EMTALA violations that would be available on the Learning Management System as a 

requirement for all nurses in Acute Care Services.  The target date for completion was reported 

to be February 28, 2012.  

Monitoring Methodology 

 Conduct 100% concurrent review on all required elements until compliance of 100% is 

reached for eight consecutive weeks. 

 Management to perform a 20% validation audit of the concurrent review twice a week. 

Tasks Monitoring Methodology Timeline 

Review and revise policy and 

procedures on receiving 

hospital transfer requirements. 

Evidence of revised policy and 

procedure with identified changes. 
Weeks 2 – 4 

Create/Revise training materials 

for new policy and procedures. 
Evidence of education plan. Weeks 5- 6 

Re-educate on new policy and 

procedures. 

Evidence of awareness, training, 

and competency validation. 
Weeks 7 – 9 

Annual review ESD Nurses, 

Physicians and other Caregivers 

and Staff. 

 Evidence of awareness/education 

plan, training, and competency 

validation. 

Ongoing 

 

EMTALA: Failure to Complete Certification Transfers 

Findings  

It was reported that a Pediatric patient transferred to Children‘s Medical Center (CMC) without 

transfer certification.  

Recommendations  

A transfer certificate – Memorandum of Transfer (MOT) – must be completed for all transfers.  
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Educate QMP of compliance documentation and revise policy for documentation completion 

checklist. As of mid-January, the organization had a plan in place to revise EMTALA/MOT 

policy for checklist.  

Monitoring Methodology 

 Conduct 100% concurrent review on all required elements until compliance of 100% is 

reached for eight consecutive weeks. 

 Management to perform a 20% validation audit of the concurrent review twice a week. 

Tasks Monitoring Methodology Timeline 

Review and revise policy and 

procedures on Memorandum of 

Transfer requirements. 

Evidence of revised policy and 

procedure with identified changes. 
Weeks 2 – 4 

Create/Revise training materials 

for new policy and procedures. 
Evidence of education plan. Weeks 5- 6 

Re-educate on new policy and 

procedures. 

Evidence of awareness, training, 

and competency validation. 
Weeks 7 – 9 

Annual review ESD Nurses, 

Physicians and other Caregivers 

and Staff. 

Evidence of awareness/education 

plan, training, and competency 

validation. 

Ongoing 

 

EMTALA: Nursing Assessment and Plan of Care 

Findings  

Nursing plan of care was not found in nursing documentation during medical record review.  

Observed that an APOWW was not put into a 1:1 (APOWW to PCA) until the next shift started. 

Nurse was told by admitting team that patient did not need a PCA even though patient was 

APOWW.  Nurse assigned PCA to the patient.   

Recommendations 

Recommendations for Nursing Standards related to policies and procedures for assessments and 

plan of care are included in the section of Provision of Care within the Action Plan.  
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Monitoring Methodology 

 Conduct 100% concurrent review on all required elements until compliance of 100% is 

reached for eight consecutive weeks. 

 Management to perform a 20% validation audit of the concurrent review twice a week. 

Tasks Monitoring Methodology Timeline 

Review and revise policy and 

procedures on nursing 

assessment and plan of care 

requirements. 

Please reference Provisions of Care  

(Section 2.04). 

 

Create/Revise training materials 

for new policy and procedures. 

Please reference Provisions of Care  

(Section 2.04). 

 

Re-educate on new policy and 

procedures. 

Please reference Provisions of Care  

(Section 2.04). 

 

Annual review ESD Nurses, 

Physicians and other Caregivers 

and Staff. 

Evidence of awareness/education 

plan, training, and competency 

validation. 

Ongoing 

 

EMTALA: Patient Safety and Patient Rights 

Findings - HIPAA  

Protected patient health information is subject to unauthorized viewing by patients, bystanders 

and visitors in the hallways and shared areas of the ESD and UCC. Patients are walking by 

WOWs (workstations/ computers on wheels) in the UCC with open EMR patient charts in view.  

Shared patient areas (ESD inter- POD hallways) provide no privacy during physician or nurse 

inquiries with individual patients about protected health information. 

Recommendations – HIPAA  

 Provide education with regard to HIPAA compliance.  

 Provide screen protectors or reposition WOWs when conducting interviews and 

examinations. 

Monitoring Methodology 

Reference Patient Safety/Rights (Section 2.09) 
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Provision of Care 

Findings 

The high volume of patients cared for in the ESD creates staffing challenges. The core staffing 

model grids utilized for staffing do not use a methodology to adjust staffing levels or skill mix 

based on acuity.  Both the Centers for Medicaid and Medicare Services (CMS) and The Joint 

Commission (TJC) require an adequate number of nurses are provided to care for patients. 

Flexible staffing based on volume and acuity of patients requires adoption of an acuity nurse 

staffing methodology. 

Recommendations 

 The Emergency Services Director of Nursing should assign responsibility for development of 

a tool which will provide appropriate staffing based on acuity in each of the emergency 

service areas.  Available resources include commercial tools, methodologies published by 

professional associations (Emergency Nurse Association), or a method can be developed 

internally.   

 Consideration should include day-to-day adjustments for acuity as well as monitoring acuity 

trends over time for each nursing unit.    

 When reviewing recommendations for staffing ratios based on the acuity model, national 

benchmarks for nursing specialties should also be reviewed for any significant variations in 

staffing guidelines from national practices.  

 There should also be consideration of physical factors that impact care time and nursing 

workload (e.g. pod design, long distances between nursing stations and patient care areas, 

inability to visibly view patients, etc.). 

 Once agreed upon, all current staff to patient ratio grids/assignments need to be reviewed and 

approved by the CNO and the Emergency Services Director of Nursing. 

 Once core staffing ratios are agreed upon, determine the needed resources and develop 

recruitment strategies, if needed.   

 Based on the defined acuity methodology and census fluctuations, mechanisms are needed to 

be able to adjust staffing, e.g., per diem float pool, cross-training among existing staff, or 

PRN (as needed)  staff.  

 A recruitment and retention strategy for the adjustable staffing program should be developed 

with clear accountabilities and timelines for the development.   

 Utilize the core staffing ratios to monitor and manage staffing hours per patient day. The 

number of occurrences by shift in a given time period that actual nursing staff to patient 

ratios are exceeding the staffing guidelines should be monitored by the CNO and the 

Emergency Services Director of Nursing for trending and future staff planning. 

 Evaluate acuity, nursing care hours, and the patient population served annually to ensure that 

there are no changes in the scope of services delivered. 

 

The Urgent Care Center administrator was unable to produce departmental written policies or 

procedures, and reported that none existed at the time of our survey. The Emergency Services 
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Director of Nursing is responsible to ensure nursing practices and quality standards are being 

incorporated into all patient care areas within the department.  The Department Director will be 

responsible for the development and implementation of policies and procedures that govern the 

provision of nursing care, treatment, and services in the Urgent Care Center UCC).  

 Policies and procedures that are not Administrative or General Nursing, for Emergency 

Services should be under one umbrella with specificity as indicated.   

 A comprehensive review of nursing practice standards and functions of UCC is under way 

and being conducted under the direction of the Emergency Services Director of Nursing.  

The assessment should identify gaps and deficiencies in policies and procedures, scope of 

nursing practices, and measure the understanding and use of the nursing practices.  

 The Emergency Operations Committee should assist the department nursing director to 

review emergency nursing practice standards, policies and procedures that should be adopted 

to ―best practice‖ standards for emergency nursing in the UCC. 

 

Tasks Monitoring Methodology Timeline 

The Emergency Services 

Director of Nursing should 

determine approach for 

developing an acuity assessment 

methodology, e.g., internal 

historical record review, an 

automated tool, etc. 

Please reference Provision of Care 

(Section 2.04). 
 

Once selected, roll out acuity 

tool.  

Please reference Provision of Care 

(Section 2.04). 
 

Develop flexible staffing 

strategies, PRN pools, per diem 

staff, etc.  

Written plan that targets flexible 

staffing strategies and assess: 

 Effectiveness in meeting 

required staffing levels. 

 Trending related to availability 

of PRN staff. 

Weeks 1 – 4 

Monitor core patient care ratios 

for trends. 

Core staffing ratios compared to 

required staffing ratios per acuity 

levels for trending staffing needs. 

Weeks 1 – 4, Ongoing 

Evaluate acuity, nursing care 

hours annually for trends in 

patient care and staffing needs. 

Please reference Provision of Care 

(Section 2.04). 
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Emergency Services Problems with Patient Boarding 

Findings 

 

―Boarding‖ of patients in the ESD results in a waste of the Hospital‘s scarce and valuable acute 

care resources. Our analysis reveals that as much as 30% of the emergency department bed 

capacity in 2011 was used for holding of patients (patients either waiting for admission orders or 

waiting for dialysis), and admitted patients waiting for bed placement into an inpatient unit. 

Several national studies have shown that boarding patients is a systemic hospital-wide driver of 

overcrowding in emergency departments. A house-wide campaign must change the culture of the 

organization to recognize that the Emergency Department‘s problems are the Hospital‘s 

problems, enabling reforms to end the practices that result in the boarding and holding patients in 

the Emergency Department acute care areas. 

 

Recommendations 

 

Parkland‘s senior leadership should charter a Hospital-wide multidisciplinary patient flow team, 

representing all internal Hospital stakeholders, to achieve the following:  

 

 Agreement that the boarding problem is systemic and requiring implementation of hospital-

wide solutions. 

 Design and adoption of a Hospital-wide ―campaign‖ to acknowledge the responsibilities of 

all stakeholders to improve barriers to patient flow in the Hospital. 

 Identify specific actions to be taken for the purposes of remedying boarding when it occurs in 

the emergency service department, focusing on objectives such as moving patients out of the 

ED as soon as they are admitted, eliminating the use of the ESD to house patients waiting for 

non-emergency department services, coordinating discharge of hospital patients before noon 

to free inpatient beds, distributing elective and surgical patients throughout the week. 

 Replace or augment the present house-wide ―alert‖ system to include hospital-wide 

immediate protocols and actions to be taken to improve capacity issues in the emergency 

department. 

 Measure outcomes related to boarding, in order to modify and improve the alert system. Key 

Performance Indicators have been designed and published by several public sources, for 

example the ―Urgent Matters‖ program sponsored by The National Association of Public 

Hospitals and Health Systems, in Washington, DC,  
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Quality Assessment/Performance Improvement (QAPI) 

Findings 

During the initial GAP Analysis survey, there was no evidence of unit specific Quality 

Assessment and Performance Improvement Plan in the Emergency Department. In a return visit 

the Emergency Department has hired a QAPI Manager. This manager started a plan and calendar 

for QAPI that has been developed and will be implemented soon.  

Recommendations 

It‘s the organization‘s responsibility to define the structure and process for monitoring quality 

and providing ongoing improvement. The structure and approach for quality of the Emergency 

Department is required. Regardless of the structure, key elements that must be addressed are: 

 The plan is structured and organized to address any pertinent components of the National 

Patient Safety Goals. 

 The patient populations are served. 

 There is focus on areas identified by the organization that can be improved, e.g., results from 

patient safety reports, patient satisfaction surveys, etc. 

 The plan is dynamic and evolving based on the improvements of the department. 

The Emergency Department specific QAPI plans should be reported t other Quality Department 

and this department-specific QAPI plan should be incorporated into Parkland‘s hospital-wide 

QAPI program. 
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Tasks Monitoring Methodology Timeline 

Create survey and initial tracers to 

collect baseline data in the form of a 

Quality Assessment (QA). 

Approval by QCC and Quality 

Department. 
Weeks 5 - 6 

Complete Quality Assessment survey 

and tracer work. 

Evidence of tracer findings reported at 

least monthly. 
Weeks 7 - 9 

Using the completed Quality 

Assessment survey, complete 

department-specific Performance 

Improvement (PI) plan with indicators 

appropriate for department‘s patient 

population.  

Approval by QCC and Quality 

Department. For existing program 

components, examine opportunities to 

improve, engage, and inform staff.  

Weeks 9 - 10 

Implement corrective actions per 

department‘s PI plan. 
See below Week 10, Ongoing 

Report PI plan status on at least 

quarterly to QCC. 

If PI results are within 5% of the 

established threshold, the department 

does not have to be physically present to 

report to QCC. 

Results off target by more than 5% must 

report to QCC in person.  Results over 

10% off target should report monthly to 

QCC until 5% is achieved. 

Week 12, Ongoing 
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2.12 Psychiatry Services  

Background 

Parkland‘s Psychiatric Services, which includes the Psychiatric Emergency Department (PED), 8 

North Inpatient Unit (8 North), Psychiatric Liaison Services, and the Outpatient Psychiatric 

Center have significant patient care and patient safety issues and deficiencies.  An inconsistent 

environment of safe care for patients in the PED has resulted in patient injury, and negative 

patient outcomes, including a patient death. While there are numerous individual deficiencies, 

the service must be viewed in a systematic manner in order to rapidly improve and sustain 

quality patient care. There are six areas that we believe are the root causes of inconsistent care 

and negative patient outcomes. These areas are: 

 Leadership 

o Ineffective and unstable leadership. 

 Provision of Care 

o Inadequate staffing plans and levels. 

o Incomplete psychiatric-based staffing competencies. 

o Lack of an integrated multidisciplinary plan of care. 

o Incomplete discharge planning to promote an ongoing continuum of care. 

 Environment of Care 

 Lack of a Meaningful QAPI plan. 

All of these components contribute negatively to patient care and must be considered 

simultaneously in developing improvement strategies. The flow chart below demonstrates the 

integration of these issues and the necessity of addressing psychiatric care delivery in an 

integrated manner.   
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Parkland‘s PED must be the area of highest priority and focus for corrective actions.  The most 

significant patient safety deficiencies have been identified in that Department, and must be 

addressed immediately.  Strategies that are developed for that service can be applied to the 

inpatient setting and where appropriate to the other Psychiatric Services.  However, deficiencies 

were also identified in the Outpatient Psychiatric Clinic and Psychiatric Liaison Service.  

Integration of these services further into the continuum of care is the more important need for the 

behavioral health patients.  

Leadership 

Findings – Ineffective and Unstable Leadership 

Parkland‘s Psychiatric service line leadership has had significant turnover.  The Psychiatric 

Director that had been in her position approximately four months has now resigned.  In the PED 

and on 8 North there are interim Nurse Managers. The Manager of 8 North has previous 

management and psychiatric experience in other hospitals.  The PED interim Nurse Manager has 

management experience in the Parkland emergency department, but does not have psychiatric 

experience.  Both managers are instituting more structure and accountability in their respective 

departments by defining charge nurse expectations and responsibilities, and increasing nurse 

staffing to improve patient care oversight.   The PED Medical Director is also new to his role, 

having started at Parkland in November 2011.   

Ineffective Leadership

Lack of staff 

accountability

Deterioration of care and negative outcomes

Lack of vision for 

the delivery of care 

model

Fragmented patient 

care, missed patient 

needs

Siloed patient care 

and limited 

integration of care 

planning

Ineffective 

employee 

management

Ongoing 

employee 

performance 

issues

Limited or no 

staff competency 

plan

An incomplete 

continuum of care 

with hospital & 

community 

resources

Ineffective to no 

ongoing evaluation 

of staffing needs in 

order to meet 

patient care 

requirements

Staff unprepared 

to assess & 

maintain a 

consistent safe 

environment

Inadequate number 

of staff or 

inappropriate staff 

to meet patient 

needs
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An overall ―vision‖ and prioritization of management oversight is missing partially due to the 

fact there is no Psychiatric Director and stable departmental management in place today.  

Social workers in the PED and 8 North receive minimal social work oversight. There are not 

consistent standards of care established by organization-wide social work leadership.  While 

there are unique practice requirements in the psychiatric patient setting, there must be 

consistency in care delivery.  Close oversight of this service in both settings is limited. There is 

clearly not the nursing management or psychiatric expertise in the PED to provide the oversight.   

With the lack of leadership there is not a clear vision of the care delivery model for the PED.  As 

describe in the GAP Analysis report, care is delivered in silos in the various clinical disciplines, 

e.g., Medical Doctors (MDs) Registered Nurses (RNs), Social Workers, and Psychiatric 

Technicians.  

Moreover, there is not a clear ―flow‖ for patient care.  For example: 

 There is no defined methodology for an interdisciplinary assessment of the patient upon 

arrival. 

 There is no consistent method to effectively and efficiently update other disciplines of 

changes in the patient condition.    

 While there have been interim steps put in place to promote more interdisciplinary planning 

for patients at discharge, there is still inconsistency and a lack of overall philosophy for 

integrated psychiatric care.  

Recommendations 

Having global management oversight of Psychiatric Services is critical to the provision of safe 

care. Parkland‘s Psychiatric Services requires a leader who has both strong psychiatric clinical 

and management experience.    

The executive leadership of the Hospital has provided substantive new support for the 

Psychiatric Services, through the placement of the interim managers and temporary assignment 

of numerous nurse educators to assist in mentoring new staff and competency training.  However, 

none of these educators have psychiatric experience, so significantly changing the psychiatric 

care delivery model, particularly the nursing care component, is limited at this time.    

In order to provide more stability and direction in Psychiatric Services, and particularly in the 

PED, the following actions must be taken: 

 Name and place qualified interim psychiatric management for the Psychiatric Services 

Director and the PED, while performing a search for a permanent Psychiatric Services leader. 

 The timeline for interim management should be aggressive, with candidates selected within 

one month if at all possible.  Sources for interim management could include: national 
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behavioral health management companies, regional schools of nursing, National Association 

of Public Hospitals (NAPH), or interim management companies.   

 There should be no delay in determining the ―vision‖ for care delivery by executive and 

existing psychiatric leadership for the PED.  Participants in defining the care delivery model 

should include at a minimum:  the Executive VP of Operations, the Chief Nursing Officer, 

the PED Medical Director, the Inpatient Psychiatric Medical Director, the Clinical Director 

for Psychiatric Liaison Services, the Associate Medical Director for Performance 

Improvement in Behavioral Health, the interim PED and 8 North Nurse Managers, and the 

Behavioral Health Medical Director for the Jail Clinical Services.   Elements in defining the 

vision of psychiatric care at Parkland should include:  the expectations of the patient 

experience in the PED, the assessment process, integrated care planning from the assessment 

process through discharge planning, and consideration for the continuum of care both the 

short-term and long-term needs of the patient.  

 The overall care delivery model must consider the full patient care experience.  For example: 

What does Parkland want the patient to experience in relation to the physical environment, 

privacy, etc?  The care model must also consider the key components of care:  

o How is the psychiatric assessment completed?  How is information shared among 

disciplines?  How is interdisciplinary information utilized by others (which are part of the 

interdisciplinary plan of care component included below)?   

o How is care delivered?  (This question includes roles and responsibilities referenced 

above). 

 With a clear vision of the care delivery model, the specific roles and responsibilities should 

be defined for each discipline and how the roles interrelate.   Utilize a methodology such as 

―a day in the life of…‖ or something similar to develop scenarios of staff roles and 

responsibilities throughout a typical day or shift. Taking the roles to this granular level helps 

staff understand expectations and accountabilities.   

 Based on roles and responsibilities developed, determine the associated competencies that are 

needed to facilitate clinicians functions in those roles and develop multiple processes for 

training, observation, simulation exercises of situations staff will face, testing, etc.  (See 

competency section below.) 

 To stay on path to executing the ―vision‖, a management scorecard to evaluate the overall 

care must be developed and implemented to ensure effectiveness. The scorecard should 

include elements such as: monitoring the number of completed assessments; was an 

integrated plan of care written for the patient; was discharge planning started on day one; and, 

number of return admissions to PED within 24 hours. Thresholds should be agreed upon 

among the key leaders in the department and put into place. The scorecard should be 

analyzed monthly and corrective action taken when thresholds are not met. 
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Tasks Monitoring Methodology Timeline 

Develop clear ―vision‖ of a 

psychiatric services (with particularly 

focus on PED) care delivery model. 

Evidence of written care 

delivery model that is explained 

and distributed to all 

disciplines. 

Weeks 1 - 6 

Hire interim management for 

Psychiatric Director and psychiatric 

experienced/trained Nursing Manager 

for PED.  

Evidence of recruitment and 

hiring plan, and assessment of 

viable candidates and whether 

interim management is 

required. 

Weeks 1 - 6 

Commence national search for 

permanent Director of Psychiatric 

Services. 

Evidence of recruitment and 

hiring plan, and assessment of 

viable candidates and whether 

interim management is 

required. 

Weeks 3 - 12 

Develop a detailed implementation 

plan (based on this corrective action 

plan) led by the psychiatric 

management team. Define a 

management scorecard that can be 

utilized. 

Identification of key metrics 

(operational changes and 

clinical results) that will serve 

as primary indicators of 

progress on corrective action 

plan). 

Weeks 2 – 8 

Create by discipline specific roles and 

responsibilities in alignment with new 

care delivery model. 

 

 

 

Following implementation staff 

can verbally describe their role 

and how it fits with care 

delivery model. 

Utilizing a created tool to 

document findings, observe 

care delivery on all shifts at 

least three times per week for 

evidence that role 

responsibilities are being met. 

Weeks 7 - 10 

Create new competencies and 

education models.  

(See Competency Section 

below) 
Weeks 7 - 10 
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Provision of Care 

Findings – Inadequate Staffing Plans and Levels 

Inadequate staffing plans in Psychiatric Services have contributed to ineffective care delivery 

and poor patient care oversight.  With the change in psychiatric leadership in the fall 2011, 

numerous staff left voluntarily and involuntarily.  The exodus created further gaps in staffing 

resources creating inadequate staffing levels and the Department‘s ability to adequately cover 

shifts and census.   

The correct staffing plans do not account for acuity and therefore inadequate staffing levels occur 

when staff (nursing and others) has to spend more time with patients with greater needs.  

Physician coverage is provided for both 8 North and the PED through Parkland‘s relationship 

with University of Texas Southwestern (UTSW).   There are inadequate levels of physician 

coverage in both the PED and 8 North. In addition to the Medical Director, there are only three 

other physicians who work in the PED on a consistent basis. Many of the physicians who cover 

the PED work only three to four shifts per month.  Gaining buy-in and sustainability with 

changes made in care delivery with these ―very part time‖ physicians is extremely challenging.  

This model of physician staffing will not promote sustainable changes in care delivery.   Staff 

members, including physicians, have repeatedly stated that many of the physicians have limited 

commitment to psychiatric emergency care and spend minimal time with patients.   

The contractual and financial  relationship between Parkland and UTSW cannot be a barrier to 

the imperative that there must be consistent physician coverage by doctors who are interested 

and committed to psychiatric emergency medicine and who will support and assist the Medical 

Director in promoting a new model of care. The contact and financial arrangements must be 

changed, if necessary, to attain consistent physician coverage or the Hospital be look to non-

UTSW physicians for consistent coverage.    

Recommendations 

Specific actions must be taken to continue to improve and stabilize staffing levels for all roles the 

service and especially for the PED.  

Parkland has limited the maximum census in the PED, which is a positive step toward promoting 

a safer environment.  However, training staff and modeling behaviors is challenging while 

staffing levels are stretched.  

There are significant plans underway to increase staffing levels and competencies:  

 Seven agency nurses with previous psychiatric experience have been hired to assist in 

coverage of the PED.   



 

Corrective Action Plan for Parkland Health & Hospital System – February 28, 2012 

       190   

 Core staffing in the PED and 8 North is being increased to have two RNs with an 

additional RN as charge nurse 24 hours per day.   

 There is charge nurse ―coaching‖ by the Interim Manager and assigned educators, to 

promote development of individuals create a stronger charge nurse role.   

 Social worker coverage is also being adjusted in the PED to ensure there is coverage 24 

hours per day with a backup plan for coverage by other social workers in the Hospital 

should there be call-ins.  Providing two social workers on 8 North is also underway. 

 Methodologies to assess patient acuity are under development.   

 

While these efforts are assisting in addressing coverage, because of newly created positions and 

existing vacancies, there is not yet an adequate or stable group of highly functioning psychiatric 

nurses available to cover the staffing requirements of 8 North and the PED.  This reality supports 

the critical need for experienced psychiatric leadership to guide and lead staffing needs.     

Additional staffing strategies must be employed:  

 Create permanent Nursing and Social Worker staffing grids for PED and 8 North.  

 Develop, test, and validate acuity based staffing processes for PED and 8 North.  There 

should be evidence that staffing levels or patient assignments are adjusted by real time 

assessments of patient acuity.  

 Post and continue active recruitment efforts for all permanent position to ensure adequate 

staffing resources are available to meet staffing plans. In the interim, hire additional 

psychiatric-experienced staff through the contracted agency to fill all positions as soon as 

possible.     

 Ensure that staffing grids for both departments allow the charge nurse role to be basically 

a ―float‖ role, providing oversight, coordination, and input to the staff with a no or 

limited patient assignments. The charge nurse should serve as the initial ―go to‖ person if 

issues occur on a particular shift.   

 Create development plans for the designated Charge Nurses directed toward the required 

level of proficiency.     

 Test and validate social worker back up coverage plans to ensure there is adequate 

support for the PED and/or 8 North during unexpected absences.   

A major component of staffing coverage that must also be addressed immediately is physician 

coverage.   

 There is a plan for the PED to expand coverage to two physicians 24 hours per day. Two 

physicians, 24 hours a day should be the minimum coverage threshold.  An underlying 

issue for care delivery is the current physician coverage model, in which there is limited 

consistency in specific physicians working in the PED.   
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 There must be an adequate number of physicians such that the core physician group 

covers 90% of all shifts.   The improvement plan for physician coverage should contain 

two phases – short-term (consistency in coverage goals met with interim staff or interim 

coverage plans by UTSW) and long-term (recruitment of new Attending Physicians).   

 Whether coverage is provided through UTSW or the Hospital obtains locum tenens 

coverage until a core group of physicians are retained, there must be an immediate plan 

developed to ensure consistency and commitment of physician resources.   

Tasks Monitoring Methodology Timeline 

Create permanent staffing grids for 

PED and 8 North based upon 

census and acuity. 

Prior to positions being filled: 

Monitor agency response to interim 

staffing needs weekly. 

Review progress on permanently filling 

all vacancies on a weekly basis. 

Post completion of staffing and acuity 

grids: 

Based on acuity model developed by 

Parkland, weekly test five patients on 

each shift on 8 North and PED for 

assigned acuity score against independent 

audit by QAPI or other independent 

resource to validate consistent scoring.   

Based on acuity scores for each shift, 

assess assignments and overall staffing, 

do they reflect acuity/census adjustments? 

Monitor acuity and staffing per shift per 

day for eight weeks for 95% accuracy.  If 

compliance is maintained then can move 

to monthly.  Because of the seriousness of 

quality events in Psychiatry, monitoring 

should remain at a monthly review. 

Weeks 1 – 12, 

Ongoing 
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Tasks Monitoring Methodology Timeline 

Further develop the charge nurse 

role in the PED and on 8 North. 

Review competency scores for required 

role requirements for each designated 

charge nurse. 

Develop observation tool of key role 

responsibilities which an independent 

observer, e.g., QAPI or others, can utilize 

to monitor charge nurse functions and 

behavior per shift. Tool should be able to 

be ―scored‖ by observed.    

Observations should occur weekly for 

each shift for eight weeks, and then move 

to monthly, and then quarterly, assuming 

no ongoing issues are identified. 

Weeks 7 - 12 

Develop, test, and validate acuity 

methodologies for PED and 8 

North. 

See comments above. 
Weeks 1 – 12, 

Ongoing 

Validate Social Workers coverage 

and effectiveness. 

Review the Social Worker schedule to 

verify 24 hour coverage in the PED.  
Weeks 1 – 4 

Implement short term strategy for 

consistent physician coverage. 

Weekly review of progress in identifying 

core group of physicians to coverage 

PED. 

Weekly review of implemented staffing 

plan that demonstrates 90% of shifts are 

covered by the same core group of 

physicians (as an example 10.5 FTEs are 

required to cover 48 hours per day 52 

week).  With factoring in benefits and 

some educational responsibilities, a total 

of 15 total physicians covering the 

department may be an appropriate target). 

Weeks 1 – 12, 

Month 4, Month 

6 

Continue recruitment efforts 

aggressively to fill permanent 

positions. 

Vacancy and turnover rate weekly review. Weeks 1 - 12 
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Findings -Incomplete Psychiatric-Based Staffing Competencies 

As the number of staff is increased across the psychiatric programs, the expectations for all 

personnel must be well defined through clear and comprehensive competencies.  While strong 

leadership can assist in leading change, each member of the staff must also perform the duties 

and responsibilities of their role as part of the patient care team.   

There are incremental changes being made primarily in the PED currently through nursing staff 

education and competency training, as previously mentioned.   Areas of focus have included:   

• Standards of nursing assessment 

• Psychoactive medication consent 

• Patient belongings & valuables 

• Hand-off communication 

• Infection prevention 

• Pain management 

• Day room environment 

• Restraints 

• Skin assessment.  

 

Many of these training initiatives were held in response to adverse patient incidents, e.g., use of 

restraints and prevention of patient self harm. While these programs may assist in promoting a 

safer environment in the PED, they represent incremental change.  These programs in isolation 

do not create a consistent inter-disciplinary care model that needs to be developed in the PED to 

focus on the needs of a psychiatric patient in acute distress.  

The ICE team has consistently observed that there is very limited patient-staff interaction in the 

PED by all disciplines, as referenced under the leadership comments.   Much of the nursing 

interaction is ―task oriented‖, e.g., giving the patient a medication.  An important component of 

psychiatric care is the establishment of a therapeutic milieu and that cannot be achieved without 

appropriate levels of interaction by care providers.    

Development of appropriate competencies for all areas of psychiatric services must be developed, 

education provided and ―tested‖ to support a comprehensive and collaborative model of care.  

 While the PED‘s limited physical plant and space can make this challenging, promoting a 

―safe‖ environment that is respectful of the patient, his or her needs, and where 

individualized patient interaction with the patient and/or others that play an important role in 

the patient‘s life, are all important components  in understanding the patient‘s status.  Patient 

and/or significant other interaction by all disciplines is an important part of the patient 

assessment.   
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 As noted previously, the Hospital has allocated additional resources to respond quickly to 

staff training, but since the educators are not clinical experts in psychiatric nursing care, 

which is what is needed, progress will be slower and limited.  The overall patient care 

experience and nursing‘s role in caring for the patient is not in place.  

 Social work competencies were not clear and need to be relevant to the current 

environmental and patient population needs.   

 The Psychiatric technicians (techs) have the most ―face time‖ with patients of any the 

disciplines in the PED.  The techs are assigned geographically, with one tech observing 

patients in the PED day room.  Techs are not aware of the plan of care and are not necessarily 

alerted to particular patient needs of which they should be aware.  Our observation of the 

PED indicated that techs remain isolated from the patients and do not regularly engage the 

patients in conversation. There are numerous examples in which there was no 

communication between the tech and RNs alerting them of patient issues and/or concerns.   

 Lack of a mechanism to channel Psychiatric physician performance for ongoing Professional 

Practice Evaluation/Focused Professional Practice Evaluation (OPPE/FPPE) program.     

Recommendations 

Competencies must be expanded beyond the current level and must include all disciplines.  The 

following actions are required: 

 It was recommended in the Leadership section of this plan that creating a vision for care 

delivery is needed.  Using this strategy, starting with the ―end in mind‖ – a clear vision of 

what care delivery is in the PED, would assist staff in tying new training sessions and other 

changes to a ―future state‖ of care.  It also included the expectation that leadership will 

establish clearly defined roles and responsibilities for all disciplines in the PED.  

Competency development must be built from the defined roles and responsibilities by 

identifying the specific gaps in knowledge and skills for each discipline that are needed to 

create the care delivery model. 

 Identify and hire external temporary psychiatric trained resources to assist in developing 

competency models for all disciplines.   The external group should collaborate with the new 

leader who has a strong understanding of all psychiatric disciplines and the social worker role 

in integrated care should be in place prior to substantive changes in the function.   

 Develop a comprehensive education plan for the PED, and where appropriate 8 North (PED 

training must be the first priority).  Elements must include: 

o ―The end in mind‖ – the planned future state of care delivery 

o Defined roles and responsibilities of all disciplines in the inter-disciplinary care model 

(as referenced in the leadership section) 

o Gaps in knowledge and skills identified between the current state versus the future care 

delivery model 

o Safety ―basics‖ that are critical to providing a secure, safe environment for patients 
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o Multiple methods for training, such as lectures with testing, return demonstrations, 

mentors working ―side by side‖ staff in the PED, etc.      

o Timeline for completing all required education elements 

 Physicians are not typically a part of a ―competency model‖. But considering that an overall 

care delivery model change is needed for all disciplines in the PED, physician competencies 

needed for the PED could be identified and included in the Ongoing Professional Practice 

Evaluation/Focused Professional Practice Evaluation (OPPE/FPPE) program that must be 

developed in the Medical Staff leadership.  The Psychiatric Services should be an expedited 

component of this program development. In conjunction with the development of the 

OPPE/FPPE medical model, define physician competencies that must be demonstrated by all 

attending physicians in the PED.   The defined competencies must also include the expected 

timeline for demonstration of competence. 

Tasks Monitoring Methodology Timeline 

Identify staff knowledge gaps.  

Develop a detailed list of identified 

gaps per discipline, the method for 

training and maintaining skills, and 

method(s) for training based on 

planned care delivery model. 

Weeks 7 – 12 

Utilize psychiatric–trained resources for 

competency development and training. 

Identification of specific psychiatric 

trained resources to assist in 

assessing staff knowledge gaps and 

training programs. 

Weeks 4 – 11 

Develop comprehensive PED education 

plan. 

Evidence of written PED education 

plan that includes training focus 

areas, training methodologies, 

competency validation, and 

timeline. 

Weeks 3 – 12 

Incorporate required physician 

competencies into OPPE/FPPE. 

Written Competency Psychiatric 

OPPE template (reference the 

Medical Staff section). 

Weeks 1 - 12 

 

Findings - Lack of an Integrated Multidisciplinary Plan of Care 

An integrated plan of care, which at a minimum includes medical, nursing, and social work input, 

is critical in determining short term care needs in the patient care setting as well as determining 

an appropriate disposition for the patient in the PED and on 8 North.  Because care needs must 
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be assessed quickly the impact of not having a consistent integrated plan of care is exacerbated in 

the PED.   

Until recently, most members of the care team in PED have delivered care in silo and task-

oriented segments of care which have contributed to inappropriate care plans, safety incidents 

and bad patient outcomes and improper discharges. 

Similar concerns exist for the inpatient unit.  The staff has begun to have three interdisciplinary 

team meetings per week, but again, in many cases it is viewed as a ―task‖ and does not 

effectively address patient goals and needs.  As an example, staff discussed that a patient needed 

to attend a ―group‖. The context of what type of group, what the goal would be for the patient in 

attending the group session, etc. were not discussed.  Developing the integrated plan of care 

would be an important component of the ―future state‖ of care delivery in the PED and 8 North.     

The PED Medical Director has developed plans that include designating patient care teams that 

include the MD, RN, and Social Worker.  This structure can be effective in promoting care 

integration; however, developing the integrated plan of care must be a part of defining the overall 

care delivery model, role definition of the various clinical disciplines, and competency 

development described previously, so no separate implementation strategies are identified in 

order to prevent redundancy.   

These plans and timeline are reasonable when services need ―tweaking‖ to improve care, but in 

the case of the PED, there must be an entire ―overhaul‖ in philosophy of care, care delivery, and 

communication flow, as previously stated. 

Recommendations 

The Medical Director of various psychiatric services along with the Nursing Directors, the Chief 

Nursing Officer and Senior Vice President of Nursing along with some experienced psychiatric 

social workers and nurses should convene to develop a multi-disciplinary team model for PED 

and 8 North. The integrated plan of care must begin as the patient arrives in the PED and 

when/how the initial patient assessment is approached.  Integration of the care plan extends 

through the patient‘s stay in the PED, including considerations and planning for patient 

disposition, and engagement of the patient‘s family and/or significant others where possible.  

The integrated model must include the development of team assignments for each patient in the 

PED. 

 Efforts have been made by the Hospital to promote patient safety by mandating a discharge 

huddle with the MD, nursing staff, social worker, and a designated facilitator.  The goal of 

this meeting is to ensure there is consensus on the patient‘s status and in the discharge plan 

for the patient.  The process has been successful in that it has prevented discharges in which 

one or more members of the interdisciplinary team are not comfortable with discharging the 

patient at that time.  In observing and obtaining feedback from staff participating in the 
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discharge huddle, some have embraced the concept and understand the value in planning an 

effective plan for the patient, while others see it as a ―task‖ that has been forced on the 

Department.  This view is unacceptable and will continue to potentially create negative 

outcomes for patients.   

 The PED Medical Director is also developing additional processes to facilitate greater 

interdisciplinary communication and planning to ensure and integrated plan of care.   

 Tools need to be developed include a suicide risk assessment tool; and behavioral quadrant 

assessment tools.  Once the tools are developed, test the tools in a pilot study to determine 

the usability and if the information gleaned are worked into the plan of care. Educate the 

entire team on the tool and the useful aspects for each team member. After one month of 

implementation conduct a chart audit of 10% of the all the charts to determine if the tool is 

being used and being used correctly. The audit should be conducted by the educators from 

the department for eight weeks to meet 100% compliance. Once compliance of 100% is 

attained for eight weeks, move to every month review, and if compliance is continued at that 

point, then move to quarterly reviews. If at any time there is slippage in compliance, then the 

eight week cycle should resume. 

 Tracking participation and outcomes by team will be important so that the integrated plan of 

care is a component of the overall care delivery model.  The plan of care is not an isolated 

component, but instead an integral part of the delivery model.   

 

Tasks Monitoring Methodology 
Timeline 

Implement a discharge huddle 

with the MD, nursing staff, 

social worker, and a designated 

facilitator.  

 24 hour patient return rate. 

Direct observation of process 

on all shifts weekly. (Continue 

until full care delivery model 

is in place) 

Ongoing 

Develop interdisciplinary 

communication and planning 

for the plan of care. 

Evidence of interdisciplinary 

care plan incorporated into 

Epic. Written policy/procedure 

regarding interdisciplinary 

communication processes and 

expectations. Post 

implementation: Observation 

of process at varying times on 

at least six shifts per week for 

eight weeks.  Re-evaluate 

progress and determine need 

for ongoing monitoring 

requirements with the CNO 

and CIMO 

Weeks 1 - 12 
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Tasks Monitoring Methodology 
Timeline 

Develop suicide risk and 

behavioral quadrant 

assessment tools. 

Evidence of defined tool. 

 
Weeks 2 – 5 

Conduct a pilot on the suicide 

risk and behavioral quadrant 

assessment tools. 

Audit charts 10%of all PED 

charts post implementation for 

evidence and effectiveness of 

suicide risk tool utilization. 

Weeks 6 - 8 

Educate team members on the 

purpose and the usability of the 

tool and how it‘s integrated 

into the plan of care. 

Awareness, training, and 

competency validation. 
Weeks 9 – 12 

  

Findings – Incomplete Discharge Planning to Promote an Ongoing Continuum of Care 

The last key major underlying issue for Psychiatric Services is an ineffective view and 

management of the continuum of care.  Many patients seen in the PED have chronic conditions, 

limited financial and social resources and limited support systems, such as close family or 

friends.  While there are limited funds in Dallas County, there is a network designed to look at 

how mental health services can be better integrated across the County.  As referenced in the GAP 

Analysis report, physician and executive leadership participate in the Dallas Behavioral Health 

Leadership Team (DBHLT).  The Executive VP of Operations serves as the co-chairperson of 

the group.  The team is a group of stakeholders chartered by the Board of Managers and Dallas 

County Commissioner‘s Court to improve the system of care and accountability for Dallas 

County residents with behavioral health disabilities.   

 

The guiding principles of DBHLT are:   

 An organized authority leads all behavioral health services, regardless of funding source. 

 Service effectiveness, not only access, is contractually mandated and incentivized for all 

providers. 

 Behavioral and physical health care are integrated. 

 Data is shared among all providers in a manner that improves service effectiveness. 

 A single portal provides access to all crisis services. 

 The special needs of mentally ill offenders are met. 

 Adequate resources are allocated to housing. 

 Chemical dependency services demonstrably reduce criminal justice system involvement and 

substance use. 

 Children‘s services are family-centered and systems-oriented.    
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While Parkland leadership still participates in DBHLT, stabilization of hospital psychiatric 

services has been the priority of the organization.  However, it is essential that as hospital 

services are stabilized, Parkland must continue to focus on the full continuum of care needs of 

the Psychiatric patient population as that focus will be critical in improving the health status of 

these patients.   

Recommendations 

Short term there can be improved integration of the Parkland Psychiatric Outpatient Clinic, 

Psychiatric Clinical Liaison Services, and potentially Parkland County Jail Behavioral Health 

Services.  The Psychiatric Clinical Liaison Service sees all (APPOQ Apprehension by a Peace 

Officer Without a Warrant) acute inpatients as well as others that are referred to the Hospital.   

The program is currently not designed to pro-actively see and evaluate psychiatric chronic 

patients who are seen in the PED regularly or admitted to 8 North.   There are patients who are 

seen in the PED who also have been incarcerated.   There could be value for continuity of care 

for treatment plans from the psychiatric jail infirmary to be reviewed and utilized in the PED and 

the other components of the Psychiatric services.  This may occur with some providers, but it is 

not a program that the patient populations of the services are analyzed and opportunities to 

provider better continuity of care through continued treatment plans, referrals, etc. are considered.     

To enhance the continuum of care and to go beyond providing emergent crisis interventions, the 

following actions should be taken: 

 Develop a cross-functional, multidisciplinary Parkland team that represent acute, emergent, 

outpatient, and correctional behavioral health disciplines. 

 Charge the team to analyze the patient population served by all of Parkland‘s behavioral 

health disciplines, identifying trends in patient populations, such as common diagnoses, 

readmission patterns, etc. that could be helpful in providing proactive, preventive health care 

for the Parkland behavioral health population.   

 Charge the Associate Medical Director for Performance Improvement in Behavioral Health 

to utilize the patient data analytics describe above to identify gaps in care across the 

continuum of care in Dallas County.  Utilizing the DBHLT, develop potential partnerships in 

the community that can enhance care.   

 Review the PED physical plant layout and redesign existing space, such as the day room and 

back entrance to utilize space more effectively and to create a more friendly, therapeutic 

environment.   
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Tasks Monitoring Methodology Timeline 

Develop cross-functional 

Parkland behavioral health 

team. 

TBD Month 4 

Analyze the patient population 

served by all of Parkland 

behavioral health disciplines. 

TBD Month 4 – Month 6 

Work with DBHLT on 

reducing or eliminating 

identified gaps in care across 

the continuum of care in 

Dallas County. 

TBD 
Month 4 – Month 6, 

Ongoing 

Continue redesign planning of 

day room and back entrance 

for better space utilization.   

TBD Weeks 7 – 12 

 

Environment of Care 

Findings 

The PED physical space, both in layout and size, presents challenges in promoting an effective 

and safe environment.  As referenced in the GAP Analysis, it is small and fragmented, making 

communication among team members and close observation of patients an issue.   And also 

mentioned previously, creating a therapeutic milieu is difficult to accomplish in the current space.  

The executive leadership and Psychiatric leaders have looked for alternative locations for the 

PED until the new hospital is opened, but to date, no alternatives have been identified. There is 

no logical placement of the PED other than its existing location to allow reasonable proximity to 

the Main Emergency Department.  It would be ineffective to move the PED to an alternative 

floor in the hospital, e.g., an empty Nursing unit. 

Recommendations 

The Executive VP of Operations and the Associate Medical Director for Performance 

Improvement in Behavioral Health have obtained community support through the Dallas 

Behavioral Health Leadership Team (DBHLT) (which is discussed elsewhere in this section) to 

permanently limit the Parkland APOWW patients to those who are medically complex and to 

continue to utilize the main Emergency Department as the entry and triage point for APOWW 

patients.  This decision allows for consideration of some physical redesign of the PED space 
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since the backdoor entry does not have to be maintained for PED APOWW patients.  With 

leadership‘s recent success in this effort the following strategies are recommended: 

 Initiate a cross-functional team that includes Facilities resources familiar with the 

architectural options in the PED to explore expanding and enhancing the PED day room 

space.  Considerations should include: 

o Overall patient flow of the department from initial assessment, access to seclusion, if 

required, patient observation, and private patient and family interactions.   

o The patient care delivery model and how changes in the physical layout can assist in 

promoting the care delivery. 

o Selection of day room chairs/recliners (should be top priority as many of the chairs are 

damaged and present an infection control hazard). 

o Therapeutic milieu enhancement, such as more privacy for patients with greater space 

between day room recliners, secured art on the wall, alternative room color, minimizing 

the chopped space, e.g., glassed in clinician workspace, etc.  

 Based on recommended physical changes, develop alternative work flow that would allow 

the redesign to be done in phases so that the PED remains open and safe. 

 Develop a budget for recommended changes and present to Chief Implementation Officer 

and Executive Leadership for review, consideration, and approval. 

 While physical space and safety is being reviewed, obtain alternative mechanisms for patient 

safety and privacy where appropriate in the day room restroom.  Currently the alarm is based 

on no patient movement in the restroom, but alternatives such as alarms for any weight 

bearing on the door should be considered.  The level of privacy afforded patients should be 

part of a patient risk assessment and care delivery model.   

Tasks Monitoring Methodologies Timeline 

Initiate multi-disciplinary team to 

consider PED space redesign. 

Evidence of a Team ―charter‖ with 

defined membership and 

goals/expectations.  

Evidence of team minutes with 

recommendations and timelines. 

Weeks 7 – 12 

Develop alternative workflows for 

continued PED patient care during 

physical space construction/redesign. 

Evidence of alternative workflow 

during construction. 
Weeks 7 – 12 

Develop budget for recommended 

physical changes. 

Budget with defined changes and line 

item costs. 
Weeks 9 – 12 

Develop alternative safety alerts for 

day room restroom. 

(Include in physical space 

recommendations). 
Weeks 1 – 5 
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Quality Assessment/Performance Improvement 

Findings   

 

We found evidence of PED-specific Quality Assessment/Performance Improvement (QAPI) 

plans throughout the department. 

 

Recommendations 

It is the organization‘s responsibility to define the structure and process for monitoring quality 

and providing ongoing improvement. The structure and approach for quality in the PED 

Department is required.  Regardless of the structure, key elements that must be addressed are: 

 The plan is structured and organized to address any pertinent components of the National 

Patient Safety Goals. 

 The patient populations are served. 

 There is focus on areas identified by the organization that can be improved, e.g., results from 

patient safety reports, patient satisfaction surveys, etc. 

 The plan is dynamic and evolving based on the improvement results of the clinic. 

 

PED-specific QAPI plans should be reported to the Parkland Quality Department and this 

department-specific QAPI plan should be incorporated into Parkland‘s hospital-wide QAPI 

program.   
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Tasks Monitoring Methodology Timeline 

Create survey and initial tracers to 

collect baseline data in the form of a 

Quality Assessment (QA). 

Approval by QCC and Quality 

Department. 
Weeks 5 – 6 

Complete Quality Assessment survey 

and tracer work. 

Findings of survey and tracer analysis, 

reported on a minimum of a monthly 

basis. 

Weeks 7 – 9 

Using the completed Quality 

Assessment survey, complete 

department-specific Performance 

Improvement (PI) plan with indicators 

appropriate for department‘s patient 

population.  

Approval by QCC and Quality 

Department. 
Weeks 9 – 10 

Implement corrective actions per 

department‘s PI plan. 
See below Week 10, Ongoing 

Report PI plan status on at least 

quarterly to QCC. 

If PI results are within 5% of the 

established threshold, the department 

does not have to be physically present to 

report to QCC. 

Results off target by more than 5% must 

report to QCC in person.  Results over 

10% off target should report monthly to 

QCC until 5% is achieved. 

Week 12, Ongoing 
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2.13 Women and Infant’s Specialty Health (WISH) 

Background 

Women and Infants‘ Specialty Health (WISH) program is a comprehensive service line that 

incorporates 14 different areas providing care to women and infants for:  

 Labor & Delivery (L&D) and Post-partum (all inpatient)  

 Neonatal ICU (NNICU)  (inpatient)  

 Gynecology (GYN), Gynecological Oncology, and Women‘s Elective Surgery (inpatient)  

 Ambulatory in the form of an (Women‘s) Intermediate Care Clinic (ICC), OB Complications 

and community-based clinics  

 The main challenges in WISH are: 

 Capacity:  Inadequate number of beds on inpatient units to meet high volume census that 

frequently peaks and exceeds 100% capacity on some units, such as L&D.  These capacity 

issues drive unsafe conditions for both women and infant patients especially neonates in the 

NNICU.  Capacity issues also increase WISH status on diversion and thereby limit 

community access, especially for neonates.  

 Physical Plant:  Inadequate layout of physical space impacts WISH‘s ability to provide a 

safe environment and a contemporary model of care to women and infants  

 Leadership:  Lack of consistent leadership and oversight due to vacancies in key 

management roles over prolonged periods of time and/or span of control issues 

 Budgeted Resources:  Inadequate budgeted staffing resources as well as inappropriate skill 

mix resulting in scope of practice and, license violations and as well as competency 

availability issues 

The Gap Analysis survey identified several areas of non-compliance with Medicare Conditions 

of Participation (CoP) caused by the four factors described above.  Additionally, we observed 

other areas where CoP were not met and standards were not followed.  The ICE Survey Team 

found several deficiency categories in WISH: 

 Provision of Care 

 Leadership 

 Staffing and Competencies 

 Treatment 

 Environment of Care  

 Infection Control 

 Medication Management 

 QAPI 
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Provision of Care  

Findings – Leadership  

The Women and Infants‘ Specialty Health Department (WISH, Department) has suffered from 

several leadership vacancies that have had a direct impact on importing contemporary practice 

standards to WISH.  There are many long-tenured nurses in the WISH service who have not had 

the benefit of other current hospital practices or the leadership and mentoring that would be 

available from the infusion of managers and leadership with experience external to Parkland.  

The Department has had gaps in upper level management for an extended period of time.  The 

Director of Labor and Delivery (L&D) position has been vacant for over three years and the 

L&D Nurse Manager position has been open since July 2011.   

The Department uses extremely dated standards of practice and does not employ a contemporary 

care model, which may be attributed to the lack of strong and experienced manager leadership 

and/or perhaps a lack of collaboration within nursing staff. 

Recommendations 

Appropriate management resources are needed to provide effective leadership and oversight of 

every service/department of WISH. Specific corrective action plans include: 

 Recruitment for management positions including the Director of Labor and Delivery (L&D) 

and the Nurse Manager of L&D should begin immediately.  The Hospital reports the hiring 

of a Director of L&D who will begin work February 22, 2012. 

 The requirements for these positions should include at least five to eight years management 

experience in L&D services in a hospital(s) with a sizeable service. Such experience is 

needed in order to ensure that the individuals hired for these roles bring contemporary 

models of care and ―best practice‖ with them to Parkland. 

 An additional Nurse Manager should be hired– alternatively in the form of an Assistant 

Manager and/or the duties and responsibilities are equally divided to balance the work load 

for this large service. The hospital reports the newly hired L&D Director will be responsible 

for hiring additional nurse managers/assistant managers. 

 Support staff may be required to relieve administrative duties now being performed by Nurse 

Managers so that these individuals are able to be productive by working at level of the 

―highest and best use of their time‖ and within scope of practice.  
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Tasks Monitoring Methodology Timeline 

Ensure plan of care practices are 

standardized and followed regularly. 

 

Review 10% medical records for eight 

weeks until 100% compliance is achieved 

with individualized plans of care being 

present and utilized. Audit frequency can 

be reduced to monthly for three months 

and then quarterly if compliance is still 

maintained. 

Week 1 – Year 1, Ongoing 

Standardize hand off procedures.  

Educate staff.   

Evidence of awareness/education plan, 

training, and competency validation. Weeks 1 - 8 

Begin recruitment of key leadership 

positions – Nursing Director (L&D) 

and Nursing Manager (L&D).  

Evidence of recruitment process for 

leadership positions.  Weeks 1 – 12, Ongoing 

Evaluate job descriptions of Nurse 

Managers to determine if additional 

administrative support is required. 

Evidence of modified Nurse Manager job 

description with highlighted additions 

and deletions. 
Weeks 1 – 4 

Begin recruitment of additional Nurse 

Manager candidates (Postpartum).  

Evidence of recruitment process for 

Nurse Manager positions. Weeks 5 - 8 

Evaluate job descriptions of Nurse 

Managers to determine if additional 

administrative support is required. 

Review findings and action plan as 

required. Weeks 1 - 6 

Begin recruitment for administrative 

support roles (if appropriate). 

Evidence of recruitment process for 

administrative positions, if necessary.    

 

Findings – Staffing and Competencies  

 

As of September 2011, 20 Registered Nurse (RN) positions were vacant in WISH.  The positions 

were not filled in anticipation of having to lower staffing requirements as a result of decrease in 

census projections. Actual census was higher than projected and therefore resulted in labor 

shortages.  

 

Staffing to patient ratios are not adjusted or based on acuity and therefore do not factor in loss of 

nursing productivity for patients who require 1:1 or 1:2 care.  The Department says that it is 

unable to reconcile staffing numbers between the staffing reported by the House Supervisor, 

versus numbers contained in reports versus actual figures. 
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At the beginning of the Independent Consulting Expert (ICE) survey in November 2011, we 

found Licensed Vocational Nurses (LVNs) working beyond their scope of practice.  

 

Staffs interviewed during our survey were unable to clearly articulate the competencies they 

were expected to maintain.  Competencies should be clearly known, understood, and explainable 

by staff on what the competencies are and why they are required.  

 

The staff of the postpartum unit is currently not certified in Neonatal Resuscitation Program 

(NRP) which is a required competency for those providing care to this patient population.  

 

Recommendations 

 

Senior Leadership have already approved and are recruiting to fill the vacant positions.  A total 

of 26 positions have been approved through the appropriate channels.  These 26 positions have 

been filled (all L&D RNs) and the RNs are currently participating in orientation and will be 

functional in June, 2012.  The Department is also in the process of hiring 12 RNs for L&D.  The 

Department of Operational Excellence has worked with the department to analyze patient flow 

and staffing requirements. 

 

While having the appropriate number of available resources is necessary, that in and of itself 

does not ensure that there are an appropriate number of resources for each and every staff on 

each and every unit.  

 

WISH leadership should follow the house-wide recommendations in the Provision of 

Care/Nursing section of the Corrective Action Plan (CAP) (Section 2.04), which details the 

development of updated nursing to patient ratios that are individualized for the service, and in 

keeping with industry benchmarks and adjusted for acuity and/or physical plant factors 

impacting productivity.  

 

 WISH leadership should implement labor productivity and nurse to patient ratios targets. 

Monitoring to ensure adequate staffing levels are maintained should be delegated to the 

WISH Nursing Directors and Department Managers/Charge Nurses.  

 Job skills and experience requirements should be analyzed to ensure that competencies are 

completely described and job duties are within scope of practice for Registered Nurses (RNs) 

and Licensed Vocational Nurses (LVNs).  Competencies should be verified through detailed 

questioning during the hiring evaluation process.  Hiring decisions should be based upon the 

candidate‘s ability to meet or exceed all of the standards, not the minimum standards.    

 Hires should not be made just to ―fill a vacancy.‖ All WISH staff should possess the requisite 

skills, experience, education, licenses and the appropriate mission-driven commitment to 

providing care in a safety-net environment.   
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 To the degree that full-time clinical support cannot be hired in a timely manner (although that 

is the preferred strategy) WISH should not leave vacant positions open but should fill those 

positions on a temporary basis with agency nurses who meet all requirements and 

competencies as full time hires would require. 

 

The leadership of WISH has tried to address the issue of LVNs working outside their scope of 

practice by reassigning them to other duties and responsibilities. WISH managers should 

establish a practice whereby they continually review and evaluate LVNs to ensure that they are 

not working outside of their practice.  These evaluations should be conducted routinely and 

documented in writing.  LVNs practicing outside the scope of their practice should be counseled 

and disciplined as necessary through the Hospital‘s progressive disciplinary process. 

 

The competencies for WISH should be reviewed and an assessment of competencies of the 

current staff should be conducted.   

 

Additional competencies and training for WISH staff must include ―newborn resuscitation and 

response‖ in the event of a critical situation with an infant.  Such competencies and training are 

essential for safe care in both Postpartum and the Nursery.   

 

Following a debriefing with the A&M ICE Team following the WISH survey, WISH leadership 

reported that training is underway for assuring competency of the Postpartum staff in neonatal 

resuscitation.  The WISH Action Plan requires monitoring and validation that training is 

occurring and that competencies are achieved either through testing or observation or a 

combination of both. 

 

Tasks Monitoring Methodology Timeline 

Recruit, hire and train additional staff 

to fill vacancies. 

Progress report should be updated at 

Departmental meetings. If there are 

continued delays the Human Resource 

Department needs to provide additional 

support. 

Complete  

Evaluate nurse staffing needs based 

upon any plans for increase in 

capacity. 

Evidence of analyzed staffing levels for 

increased capacity with 

recommendations. 
Weeks 3 - 6  

 

Recruit, hire and train additional staff 

as required. 

  

If necessary, evidence of recruitment 

process and evidence of 

awareness/education plan, training, and 

competency validation. 

 

 

Ongoing 
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Tasks Monitoring Methodology Timeline 

Re-design staffing model to include 

adjustment for acuity.  

  

Reference Provision of Care (Section 

2.04).  

Evaluate job descriptions for inclusion 

of appropriate job skills, experience 

and competencies and to ensure duties 

assigned are within scope of practice. 

Evidence of modified job description 

with highlighted additions and deletions. Weeks 1 - 4 

WISH Nursing Director and Chief 

Nursing Officer (CNO) must ensure 

all nursing personnel working within 

scope of practice. 

Evidence of a comprehensive review 

process. Weeks 1 - 4 

Nursing Directors of each area should 

review competencies required for the 

care of their patient population in 

accordance with nursing practice 

standards. 

Evidence of awareness/education plan, 

training, and competency validation. Weeks 1 – 8 

A full assessment of current staff 

should be conducted to establish a 

current baseline of competencies. 

100% evaluation and assessment of the 

clinical staff. 
Weeks 1 – 8 

Review all personnel files for 

completed competencies. 

100% evaluation and assessment of the 

clinical staff. 
Weeks 1 –  8 

Gaps identified in competencies 

should be addressed with education 

and audit. 

Evidence of awareness/education plan, 

training, and competency validation. Weeks 6 – 9 

Conduct newborn resuscitation 

competency education and audit. 

Evidence of awareness/education plan, 

training, and competency validation. 
Week 6 – 10 

Evaluate the need for an additional 

FTE‘s to assist in the responsibility of 

supply stocking, storage, and 

environmental rounds on all WISH 

units.  

Develop a monthly tracking tool to be 

reviewed by the Department Manager. 
Weeks 2 –  5 

Establish recommended AORN 

practices of setting up the sterile back 

table for delivery table set-up. 

 

 Determine if additional staffing is 

required for L&D OR and LDR 

for sterile supply set up. 

 Hire additional staff, if needed. 

Direct weekly observation by 

Departmental and Infection Control 

leadership should continue for a 

minimum of eight weeks until a 

compliance rate of 100% is achieved.  If 

compliance falls below 100%, more 

intensive daily review should be initiated. 

Weeks 1 – 10 

 

 

Week 2 - 4 

 

 

Week 5 – 10 
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Findings – Treatment 

 

During our survey, we identified several significant gaps in knowledge and/or compliance of 

nursing standards.  Some nursing staff members, interviewed by the ICE Team, were unable to 

articulate the nursing role in various stages of the patient care continuum including the nursing 

assessment, plan of care, and re-assessment. Through observations, review of policies and 

procedures and from interviews and chart reviews, deficiencies were found in several different 

nursing plans of care.  We found evidence of a general lack of knowledge surrounding various 

patient care issues such as developing a patient‘s individualized plan of care, assessment and re-

assessment and overall patient safety.   

 

Hand-off communications between WISH areas are not standardized.  Hand-offs that occur 

between nurses happen through Situation Background Assessment Recommendation (SBAR), 

phone, and face-to-face reports. During open chart reviews numerous documentation errors 

and/or omissions in regards to Hand-offs and patient care planning were noted.   

 

Recommendations  

Care plans should be completed for each WISH patient to provide nursing with a tool for patient 

evaluation, nursing diagnosis and the prioritization of care as well as ensure quality and 

continuity of care among team members. 

Nursing Administration should work with the WISH Nursing Directors to ensure that there are 

consistent practices developed with regard to:  

 An individualized plan of care for each patient. 

 An initial assessment and timely reassessment – consistent with standards for the 

different patient populations. 

 Appropriate hand-off communication for change in care; shift reports, change in care 

teams, etc.   

Tasks Monitoring Methodology Timeline 

Ensure plan of care practices are 

standardized and followed regularly. 

 

Review 10% medical records for eight 

weeks until 100% compliance is achieved 

with individualized plans of care being 

present and utilized. Audit frequency can 

be reduced to monthly for three months 

and then quarterly if compliance is still 

maintained. 
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Tasks Monitoring Methodology Timeline 

Standardize hand off procedures.  

Educate staff.   

Evidence of awareness/education plan, 

training, and competency validation. Weeks 1 - 8   

 

Environment of Care 

Findings 

The layout of the WISH physical plant and the distance between areas of care for WISH result in 

overcrowding and inefficient patient flow as well as an unsafe environment.  

 Due to the size and proximity of L&D, Postpartum, Recovery, NNICU areas patients are 

transferred through several different areas as they progress through labor and delivery.  

 Two patient care areas - 4 South (Post Partum) and 4 South-South (L&D) - were closed and 

staff was decreased accordingly in 2011.  This has resulted in inadequate capacity at peak 

census periods.   

 The lack of appropriate space in the Recovery Unit results in patients recovering in an 

adjacent ―classroom‖ or being transferred to Postpartum Unit while still needing 1:1 or 1:2 

nursing coverage.  This higher level acuity results in taxing nursing resources on the 

postpartum units.  

 There are insufficient bathrooms, showers, and hand washing facilities when the unit is over 

100% capacity.  

 The square footage of each postpartum room is 168 square feet.  The current regulations 

require 100 square feet per bed (200 square feet total) for a semi-private room, 160 square 

feet per private room and 60 square feet per bassinette.  The rooms were originally designed 

only as a semi-private room to hold two patients; and therefore, do not provide an option for 

infants boarding with mother.   

 In the Neonatal Intensive Care Unit (NNICU), regulations require eight feet between Giraffe 

beds, open-air warmers and bassinettes resulting in potential safety and infection control 

issues.   

 As there is limited room options for baby rooming with mother, infants are constantly 

transported long distances. There is no real time tracking of the location of every infant 

which poses security issues.  

 The L&D unit is not ―locked‖ for infant security, which is general practice in most hospitals.  

 Transporting infants in a ―six pack‖ carrier was observed during the Independent Consulting 

Expert (ICE) survey. This method of transport is a potential risk for the misidentification.  

Recommendations 
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While Parkland‘s new hospital facility should be designed to resolve the inadequate size, 

proximity and model of care (mother/baby boarding options), Parkland must still make 

investments in the current hospital facility, specifically in WISH, to ensure a safe environment of 

care for WISH.  

 WISH operations and nursing leadership should convene with the CNO to design a ―future 

state‖ model to include appropriate physical plant capacity and renovation as well as 

personnel resources required to ensure safe practice and present a plan and budget to senior 

leadership.  

 Senior leadership, including Finance and Facilities should work with WISH operations and 

nursing leaders to determine the resources and investments needed to be made to open closed 

areas (4 South, 4 South South) and/or adjudicate space requirements for WISH and other 

programs to ensure WISH has appropriately sized care areas to provide capacity to meet 

demand.  The department reports that 4 South will be re-opening for post partum. 

 To achieve efficiency in the Department and incorporate the ―rooming in‖ model, the 

redesign of a future process/patient flow should include the additional space in 4 South and 4 

South-South and include eliminating or combining steps, automating any manual activity 

steps, if possible, transferring elements to other departments, changing the locations where 

the steps are done, and finally altering/modifying the activity step.  

 The Postpartum unit needs to quickly identify a proximate and appropriate storage place for 

emergency equipment required to resuscitate infants, as the current practice of nurses running 

with the infant to the nursery is an unsafe practice.   The Department reported to A&M that a 

plan for converting existing treatment rooms has been initiated.   

 WISH leadership should work with the Hospital‘s Performance Improvement Department to 

implement a Rapid Cycle Design Process involving all appropriate parties, including Nursing 

Administration and Information Technology, to resolve and implement a tracking system to 

ensure appropriate identity and location of every infant is documented at all times. 

 Although the infant abduction policy seems appropriate, regular ―Code Pink‖ drills should be 

executed to ensure staff are familiar with and understand their responsibilities in event of an 

infant abduction.   

Tasks  Monitoring Methodology Timeline 

Working with the CNO, WISH 

operations and nursing leadership to 

develop a plan and budget for 

changes.  

Evidence of plan of required changes 

with a budget and implementation plan. Weeks 1 – 4 
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Tasks  Monitoring Methodology Timeline 

Present plan to senior leadership.  

Evidence of plan of required changes 

with a budget and implementation plan. Weeks 1 – 4 

Design care model that provides for 

rooming-in options for infants.  

Evidence of care model that provides 

rooming-in option.  Track and record 

instances when patients are unable to 

room with infants.  Report to QAPI 

monthly. 

Weeks 4 - 8 

Establish a census tracking tool for 

newborns. 

Evidence and use of census tracking tool 

for newborns. Weeks 1 – 8  

Review and revise infant security and 

abduction plan.  

Evidence of awareness/education plan, 

training, and competency validation. Weeks 1 – 3 

Conduct at least one Code Pink drills 

per year. 

Evidence of training and competency 

validation. 
Week 8, Ongoing 

Identify space that can be made 

available for emergency equipment 

within the post partum unit 

(department reports plan underway to 

convert treatment rooms for this 

purpose). 

Monthly mock equipment drills and 

verify emergency equipment is 

immediately available where newborns 

are housed. 

Weeks 1 –  2 

Establish monthly mock equipment 

drills and verify emergency 

equipment is immediately available 

where newborns are housed. 

Evidence of successful and completed 

drill checks. Verify attendance lists to 

ensure all required staff attended. 

Weeks 3 – 5, Ongoing 

Discard all ―six pack‖ transport carts. 

(This practice has been discontinued) 

Record observations of infant transport 

daily for compliance. Validate transport 

against census tracking log. 

Weeks 1 - 3 

 

Infection Control 

Findings  

High risk practices and work-arounds can lead to serious patient safety issues, including life-

threatening illnesses for the surgical and immune-compromised patient.  Lack of attention to 

established Infection Control practices was observed during the Independent Consulting 

Experience (ICE) survey.  WISH leadership has already addressed several of the deficiencies in 
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compliance identified during the Gap Analysis survey.  Many of these workarounds were 

reported to have been developed due to the absence of available support personnel.   

Infection control deficiencies specific to WISH were: 

 Expired sterile items were found on a resuscitation board   

 External shipping boxes in patient care areas 

 Staff follow the practice of setting up sterile delivery tables in advance of deliveries; leaving 

open sterile items unattended  

 Point of care testing supplies were found on the same refrigerator shelf as specimens   

 Terminal cleaning process in L&D Operating Rooms are not in compliance with required 

standards 

 Dirty utility room in ICC contained clean and dirty items  

Recommendations 

WISH operations and nursing leadership should review and implement recommendations in the 

house-wide Infection Prevention and Control section of the Corrective Action Plan (CAP).  

To address WISH-specific deficiencies, an initial assessment of all WISH areas should be 

conducted by a multi-disciplinary team including representatives from Infection 

Prevention/Control, Environmental Services (EVS), WISH operations, Nursing Directors, 

Nursing Administration, Materials Resource Department and Pharmacy to achieve the following:  

 Develop a plan to ensure all supplies and medications are stored and secured in appropriate 

locations and there is a system developed for rotating and outdating supplies:  

o Regularly scheduled and frequent inventories to ensure expired supplies and medications 

are not available for use anywhere on the WISH units.  

o Schedule daily infection control rounds (may be included in EOC rounds) by the Charge 

Nurse or Unit Manager to ensure the patients, staff or visitors have a ―reasonably clean‖ 

environment. (Section 2.06). 

 EVS should provide a description and scope of services as it relates to terminal cleaning to be 

provided to WISH with agreed upon monitoring schedules and quality indicators.  

 Unit Manager or designee should provide education and competency on the storage of 

Specimen and Point of Care Testing Controls and the elements of specimen handling using of 

two patient identifiers and labeling.  

 Once the initial assessment has been completed, the EOC multidisciplinary team must assign 

responsibilities to accountable parties to own and implement each task. The Nursing Director 

(or delegated to the Unit Manager/Charge Nurse) is responsible for ongoing monitoring of 

effective maintenance and compliance with the newly established process and procedures 

and reporting issues to other disciplines when services provided do not meet agreed upon 

standards.  
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Tasks Monitoring Methodology Timeline 

Conduct a multidisciplinary 

assessment of conditions of WISH 

units related to supplies/medications 

including refrigeration, cleanliness, 

appropriate storage of supplies, and 

other conditions related to infection 

prevention. 

Evidence and use of daily tracking tool 

for assessment and ongoing monitoring 

by unit. Please reference Environment of 

Care (Section 2.06). 
 

Evaluate the need for an additional 

FTE‘s to assist in the responsibility of 

supply stocking, storage, and 

environmental rounds on all WISH 

units.  

Evidence of evaluation for the need for 

additional resources. Weeks 4 - 7 

Establish an alternative protocol for 

delivery table set-up to ensure sterile 

field. 

Direct weekly observation by 

Departmental and Infection Control 

leadership for a minimum of eight weeks 

until a compliance rate of 95% is 

achieved.  If compliance falls below 

95%, more intensive daily review should 

be initiated. 

Weeks 1 - 3 

Educate staff on storage requirements 

for specimens. 

Evidence of awareness/education plan, 

training, and competency validation. Weeks 4 - 6 

Revise dirty utility room flow and 

practice. 

Evidence and use of monitoring tool and 

reported weekly to senior leadership in 

WISH 

Weeks 1 - 4 

Department reports a plan is in 

progress for construction to ensure 

proper dirty utility room flow. (No 

start date supplied) 

Once room in functional, weekly 

monitoring for eight weeks to assure staff 

are following correct methodologies. 

Weeks 4 - 12 

 

Medication Management 

Findings  

Medication management is discussed as a house-wide issue.  The following observations are 

specific to WISH: 

 Anesthesia medication trays were being stored in an unsecured sterile supply room 

 Anesthesia medication trays were being stored in an unlocked box in a patient room 
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 Erythromycin and Vitamin K stored in rooms, but accessible to all nurses 

 Nurses were observed failing to use two patient identifiers when administering medications.   

Recommendations 

Nursing Directors/Managers and Clinical Directors should refer to the Medication Management 

section (Section 2.08) of the Corrective Action Plan for detailed recommendations for 

medication management and the organization-wide improvement strategies for drug storage and 

medication reconciliation.  

 

 The Director of Nursing for each unit should review the improvement strategies and tasks 

outlined in the Medication Management section of the Action Plan and work with Pharmacy 

to implement applicable recommendations in their areas. 

 The Director of Nursing for each unit along with a representative from Pharmacy to survey 

the WISH care areas to identify options to secure and store medications. 

 Review Parkland policy PHR-D-067 Inventory Management - Procurement, Storage. 

 Competencies related to National Patient Safety Goals and Hospital policy related to use of 

two patient identifiers should be assessed for every staff member and training/education 

provided where there are gaps.  Progressive disciplinary measures must be enacted for non-

compliance in accordance with the Hospital policy. 

Tasks Monitoring Methodology Timeline 

Review Parkland policy on securing 

medications PHR-D-067 Inventory 

Management – Procurement, Storage 

Evidence of awareness/education plan, 

training, and competency validation. Weeks 7 - 9 

Anesthesia medication trays should be 

stored in a locked, secure area. 

Evidence of daily rounding on the units 

should include attention to the security of 

anesthesia workrooms, cart and in-room 

devices and documentation of instances 

where medications are improperly stored.  

Weeks 2 - 4 

Store floor stock in Pyxis. 

Evidence that Pharmacy monitors 

utilization of floor stock to assure that 

practices are in accord with standard. 
Weeks 2 - 4 

Educate staff on the importance of 

two patient identifiers and include in 

initial and annual competencies. 

Please reference Provision of Care 

(Section 2.04).  

Educate staff of National Patient 

Safety Goals and Hospital policy. 
Please reference QAPI document. 

Week 1 
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Quality Assessment/Performance Improvement 

Findings   

 

Departmental plans are not integrated into the Hospital-wide plan.  Although system-wide 

indicators are addressed (hand washing, patient satisfaction, etc.) there is no incorporation of the 

measurement, tracking and reporting of these indicators in the overall house-wide plan. 

 

Recommendations 

It is the organization‘s responsibility to define the structure and process for monitoring quality 

and providing ongoing improvement. The structure and approach for quality in WISH is 

required.  Key elements that must be addressed are: 

 The plan is structured and organized to address any pertinent components of the National 

Patient Safety Goals. 

 Indicators relate to the patient populations served. 

 There is focus on areas identified by the organization that can be improved, e.g., results from 

patient safety reports, patient satisfaction surveys, etc. 

 The plan is dynamic and evolving based on the improvement results of the units. 

 

WISH-specific QAPI plans should be reported to the Hospital Quality Department and the 

department-specific QAPI plan should be incorporated into Parkland‘s hospital-wide QAPI 

program.   
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Tasks Monitoring Methodology Timeline 

Develop a list of measurable 

indicators which can be improved and 

relate to each unit‘s patient population 

Approval by QCC and Quality 

Department. 
Weeks 5 - 6 

Develop an Assessment tool to record 

and measure indicators, develop 

goals. 

Approval by QCC and Quality 

Department. 
Weeks 7 - 9 

Using the completed Assessment tool, 

complete department-specific 

Performance Improvement (PI) plan 

with indicators appropriate for 

department‘s patient population.  

Approval by QCC and Quality 

Department. 
Weeks 9 - 10 

Implement corrective actions per 

department‘s PI plan. 
See below Week 10, Ongoing 

Report PI plan status on at least 

quarterly to QCC. 

If PI results are within 5% of the 

established threshold, the department 

does not have to be physically present to 

report to QCC. 

Results off target by more than 5% must 

report to QCC in person.  Results over 

10% off target should report monthly to 

QCC until 5% is achieved. 

Week 12, Ongoing 
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2.14 Perioperative Services and Department of Anesthesia 

Background 

Parkland‘s Perioperative Services consists of the Pres-Anesthesia Evaluation Clinic (PAEC), 

Main Operating Room, Ambulatory Surgery Unit (ASC), Day Surgery Unit (DSU), Post 

Anesthesia Care Unit (PACU), Holding Area and Sterile Processing Department (SPD). 

The goal of perioperative and anesthesia care is to provide better conditions for patients before 

surgery, during surgery, and after surgery. Perioperative and Anesthesia Services is a team 

oriented culture that is interdependent to the vulnerable patient who is not able to communicate 

their needs because they are under anesthesia.  It is essential for each team member to be 

knowledgeable of the needs for the anesthetized patient and the requirements of the surgical 

procedure requirements to deliver safe care. The Gap Analysis survey identified several 

recurring deficiencies in Parkland‘s Perioperative Services and Anesthesia Department.  

Underlying reasons for deficiencies were identified as a result of the following: 

 Knowledge deficit of policy and procedures regarding surgical conscience and infection 

control. 

 Resistance to change to follow standard of practice.  

 Limitations of an antiquated and constrained physical space. 

Multiple gaps were identified in Perioperative Services operations that impact:  

 Infection Control. 

 Environment of Care. 

 Medication Management. 

 Patient Safety/Patient Rights. 

 

Infection Control 

Findings  

The surgical environment requires strict adherence to infection prevention practices to safeguard 

the patient. Surgical wounds are vulnerable to contaminants and may harbor harmful bacteria if 

the sterile environment is not maintained. Hand hygiene is the first line of defense and there were 

several observed incidents of inconsistent practices. Clinical providers were either unaware or 

confused on the correct practice of proper hand hygiene in the surgical environment.  
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It is also clear that some clinicians of the surgical team were resistant to follow standards of care 

evidenced by the number of recurring infractions, regardless of the repetitive directives provided 

by leadership and the education team. 

The following infection prevention infractions were observed in Main OR, ASC, DSC, and 

PreOp Holding: 

 Inconsistent hand hygiene. 

 Unattended OR with open sterile supplies. 

 OR doors not closed during procedures. 

 Open biohazard bins and bins were dirty and not replaced nor cleaned. 

 Dusty shelves and floors. 

 Paper flyers/announcements taped to walls. 

 Medical tape was not disposed between patients. 

 Duct tape covering hole in wall in or with cables.  

 Exposed wood on or doors. 

 Hole in wall in Sterile Processing. 

 Tape left on surfaces in patient care areas. 

 

There are multiple improvement strategies for appropriate infection prevention measures in the 

section of the Corrective Action Plan titled Infection Control (Section 2.07). In order to provide 

an appropriate and safe environment of care, including infection control measures, the Director 

and/or Manager of the Department is accountable for ensuring the conditions of their 

unit/departments are adequately maintained and cleaned and equipment is in good working 

order.  Improvement strategies are addressed in the Environment of Care and Infection Control 

sections of this report. 

Specific department-based improvement strategies should be implemented for: 

 Hand Hygiene. 

 Maintaining the sterile environment, sterile supplies/instruments and sustaining a surgical 

conscience. 

 Environmental cleanliness. 

 Managing biohazardous items. 

 

Recommendations 

 Conduct daily audits of various infection prevention measures to determine compliance. 

(Hand hygiene, aseptic technique adherence, protection of the sterile environment, etc). The 

audit should be conducted by different auditors to minimize group bias, for example, Unit 
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Manager, Associate Director, Charge Nurse, Educators, and Specialty Nurse Coordinators. 

Conduct audit weekly for eight weeks with gaps identified immediately. Once compliance of 

100% of each of the infection control indicator is attained for eight weeks, move to every 

month review, and if compliance is continued at that point, then move to quarterly reviews. If 

at any time there is slippage in compliance, then the eight week cycle should resume and 

corrective action should be formulated to include disciplinary action as necessary.  Report 

monthly to the appropriate hospital and medical staff committees. 

 Perioperative Services Department Nursing Director and Medical Director for Surgery and 

Anesthesia will execute the progressive disciplinary action and performance improvement 

plan for staff/physicians who exhibit failure to follow infection prevention policies and 

procedures. 

 

Tasks Monitoring Methodology Timeline 

Conduct daily infection control 

audits in all areas of the Main OR, 

PACU, PreOp Holding, DSU, 

Anesthesia Workroom, ASC and 

PAEC. 

Conduct daily audits and 

observations for eight weeks with 

gaps identified immediately. Once 

compliance of 100% of secured 

carts is attained for eight weeks, 

move to every month review, and if 

compliance is continued at that 

point, then move to quarterly 

reviews. If at any time there is 

slippage in compliance, then the 

eight week cycle should resume. 

Report monthly to OR Committee, 

Surgical Chiefs and Department of 

Anesthesia meetings. 

Weeks 1 – 4, Ongoing 

 

Execute the progressive disciplinary 

action and performance improvement 

plan for staff/physicians who exhibit 

failure to follow infection prevention 

policies and procedures. 

Comparison of infection Control 

practice monitors vs. physician 

disciplinary action as well as HR 

reports for progressive discipline for 

non-compliance of infection control 

policies. 

Ongoing 

  

Environment of Care 

Findings  

The physical plant is under-sized for the complexity of technology needed for a contemporary 

surgical environment.  Constant vigilance with organization and repairs are needed to ensure the 
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environment of care is safe and maintains infection control standards. It is also imperative for 

staff and physicians to be aware of the regulations and the policies for proper management of the 

environment.  

Due to the risks associated with protecting the environment of care, it is necessary to ensure the 

safety of patients, employees, and visitors. Multiple infractions were found in maintaining a 

proper environment of care. 

In order to provide an appropriate and safe environment of care, including infection control 

measures, the Director and/or manager of the Department is accountable for ensuring the 

conditions of their unit/departments are adequately maintained and cleaned and equipment is in 

good working order.  Department-specific improvement strategies are addressed in the 

Environment of Care and Infection Control sections of this report. 

Environment of Care deficiency findings specific to the Perioperative Services included: 

 Environmental controls – temperature, humidity and air exchanges. 

 Environmental fire hazards. 

 Obstructed corridors and access to critical equipment and utilities. 

 Maintenance of the environment. 

 Maintenance and integrity of furniture in patient care area. 

 

Recommendations 

 

 The Associate Nursing Director of Main OR, Day Surgery Unit, PreOp, PACU, ASC, Pre-

anesthesia evaluation clinic and Sterile Processing should assign staff every shift to conduct 

environment of care rounds to ensure maintenance of the environment. Provide a checklist of 

the environment of care tasks and observations needed to be performed with timeframes. 

Some tasks may need to be performed hourly (keeping clearance to medical gas shut off) 

while other tasks should be performed once per shift (proper oxygen tank storage).  

 Utilize The Joint Commission (TJC) and/or Centers for Medicare and Medicaid Services 

(CMS) website as a resource for the regulations in creating a personalized assessment tool in 

conjunction with EOC Interdisciplinary team. 

 Develop an action plan to address frequent infractions to include the progressive disciplinary 

process. 
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Tasks Monitoring Methodology Timeline 

Conduct environment of care rounds 

every shift in each perioperative area. 

Associate Nursing Director of Main 

OR and ASC will collect checklists 

daily to ensure EOC activities have 

been performed. Conduct EOC 

rounds every shift until 100% 

compliance has been attained for 

eight weeks.  Following the eight 

week period, monthly review should 

occur, and if there is slippage in 

compliance, the 100% review 

should be re-initiated. Monthly 

review should be the minimum 

oversight review by the Director 

because of the critical nature of the 

issue.  

Weeks 1 – 4, Ongoing 

 

 

Medication Management 

Findings  

Due to the risks associated with medications, it is necessary to ensure patient‘s safety in 

preparation and administration of medications.  Multiple gaps in medication management 

practice were identified in the Perioperative Services and Department of Anesthesia, including.  

 Inadequate labeling of medications. 

 Inconsistent transferring and verifying medications on and off the sterile field. 

 Lack of using two patient identifiers when administering medications in PACU and DSC. 

 Contaminating the sterility of medications. 

 Observations in the OR of incorrect labeling of medication on and off the sterile field. PHHS 

policy Admin 6-33 ―Labeling of Medications On/Off the Sterile Field‖ Label the medication 

containers, including syringes, basins and medicine cups as indicated below. 

o Name of medication/solution. 

o Strength and amount of medication/solution. 

o Diluents and volume (if not apparent from the container). 

o The date and time are not necessary if medications are discarded at the end of the 

procedure.  

 During the observations in the OR, there were instances where the circulators were 

transferring medications from the original container, a vial or pour bottle, to a medicine cup 

or basin on the sterile field. The circulator failed to verify all the essential components of the 
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proper transfer of medications to the sterile field with the scrub nurse. The process must be a 

visual and audible process of the name of the medication, the strength and the expiration date. 

This process is stated in PHHS policy Admin 6-33, 33 ―Labeling of Medications On/Off the 

Sterile Field‖ specifically, ―If two or more staff members participate in the preparation and 

administration of the medication/solution, a two-person verification of the label must be done, 

both verbally and visually, by individuals qualified to participate in medication 

administration‖. 

 PHHS policy Admin 6-43, Using Two (2) Patient Identifiers‖, specifically states ‖Improving 

the accuracy of patient identification includes the use of at least two patient identifiers 

whenever collecting laboratory blood samples or other specimens for clinical testing, 

administering medications or blood/blood products, or providing any other treatments or 

procedures. It is a performance expectation that all health care personnel are responsible for 

complying with this procedure prior to providing any intervention requiring patient 

identification‖ There were several instances observed in the Main PACU and Day Surgery 

Unit that two patient identifiers were not used when administering medications to patients. It 

is also a National Patient Safety Goal, NPSG 01.01.01. Use at least two patient identifiers 

when providing care, treatment, and services. The element of performance for this National 

Patient safety Goal is Use at least two patient identifiers when administering medications, 

blood, or blood components; when collecting blood samples and other specimens for clinical 

testing; and when providing treatments or procedures. 

 During the survey there were instances of not securing medications from access by 

unauthorized people. Medications prepared by Anesthesia providers were not secured and 

left unattended in the OR on two occasions. The cage was not locked and Anesthesia trays 

containing medications were inside the cage. Anesthesia agents were found in two prep carts 

in the OR.  The PHHS policy PHR-D-067, Inventory Management-Procurement, Storage was 

not followed. 

 In an operating room, everyone on the surgical team is responsible for demonstrating good 

aseptic technique and for maintaining the sterile field, which includes the preparation and 

sterile integrity of medications. It was observed that the techniques used to remove caps off 

the medication solution bottles or vials contaminated the surface of the bottle or vial which in 

turn contaminated the solution when it was poured out of the container into the sterile 

medicine cup. 

 

There are multiple improvement strategies for appropriate infection prevention measures in the 

section of the Corrective Action Plan titled Pharmacy/Medication Management (Section 2.08). In 

addition, department-based improvement strategies can also be implemented. 

Recommendations 

 Review and follow PHHS policy Admin 6-33 ―Labeling of Medications On/Off the Sterile 

Field‖. Obtain written acknowledgement of understanding of scrub techs, circulators, 
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Anesthesia Providers and Surgeons on the policy for labeling and transferring and verifying 

medications on and off the sterile field. 

 The Main ASC/ ACU RNs and Day Surgery Unit RNs should review and follow PHHS 

policy Admin 6-43, ―Using Two (2) Patient Identifiers‖. Provide training and validate staff 

competency. 

 Perioperative Services Educators should provide training to the Main and ASC OR on the 

alternative options that can be used to transfer medication solutions without contaminated the 

solutions. (For example, using bottle jet devices).The RNs should demonstrate competence 

by a skills lab demonstration or by real time observation and the observation should be 

documented that the technique used was performed correctly with aseptic technique.  

 To ensure proper labeling of medication on and off the sterile field, the Pharmacy should 

conduct an audit for 10% of the OR schedule in the Main and ASC for a minimum of eight 

weeks. The audit should include monitoring: correct labeling, transferring and verification of 

medications on and off the sterile field, using of patient identifiers when administering 

medications, and maintaining sterility of medications when transferring medications from 

one container to another. Review audit results; track and trend progress until the target 

threshold compliance has been attained for eight consistent weeks.  Following the eight 

weeks period, monthly review should occur, and if there is slippage in compliance, the 100% 

review should be re-initiated. Monthly reviews should be maintained.  
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Tasks Monitoring Timeline 

Review and follow Parkland policy 

Admin 6-33 ―Labeling of 

Medications On/Off the Sterile 

Field‖. 

Evidence of awareness/education 

plan, training, and competency 

validation. 

Weeks 2 – 4 

Review and follow Parkland policy 

Admin 6-43, ―Using Two (2) Patient 

Identifiers‖. 

Evidence of awareness/education 

plan, training, and competency 

validation. 

Weeks 1 – 3 

Provide training for alternative 

options for medication solution 

transfer. 

Evidence of awareness/education 

plan, training, and competency 

validation. 

Weeks 4 – 12 

Conduct daily audits of various 

medication management measures to 

determine compliance.  

Conduct audits for 10% of the OR 

schedule in the Main and ASC until 

the target threshold compliance has 

been attained for eight consistent 

weeks.  Following the eight weeks 

period, monthly review should 

occur, and if there is slippage in 

compliance, the 100% review 

should be re-initiated. 

Weeks 4 – 12  

 

 

Patient Safety / Patient Rights 

Findings 

Almost 50 percent of Joint Commission standards are directly related to safety, addressing such 

issues as medication use, infection control, surgery and anesthesia, transfusions, restraint and 

seclusion, staffing and staff competence, fire safety, medical equipment, emergency management, 

and security. These standards address a number of significant patient safety issues, including the 

implementation of patient safety programs; the response to adverse events when they occur; the 

prevention of accidental harm through the prospective analysis and redesign of vulnerable patient 

systems and the organization‘s responsibility to tell a patient about the outcomes of the care 

provided to the patient. 

Multiple deficient practices were identified in the Perioperative area related to Patient Safety and 

Patient Rights, such as practices on: 

 Universal Protocol on ―Time Outs‖. 

 Site Markings.  
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 Patient confidentiality.  

o Unsecured patient information. 

o Failure to identify authorized individuals with patient. 

 Available critical equipment assurance.  

o Unchecked malignant hyperthermia cart and difficult airway cart.  

 

Universal Protocol on Time Outs:  Ensuring patient safety is one of most pressing health care 

challenges. A 1999 report by the Institute of Medicine estimates that as many as 44,000 to 

98,000 people die in U.S. hospitals each year as the result of lapses in patient safety. One of the 

patient‘s rights is the assurance of feeling confident that they will receive safe patient care. 

To that end, the Universal Protocol, a National Patient Safety Goal (NPSG), specifically, the 

Time Out procedure was put into place to prevent incidents relating to wrong site, wrong 

procedure and wrong person. PHHS policy PS 04-16, states ―Verbal ―time-out‖ and ―pause‖ 

must be performed with all surgical team members immediately before starting the invasive 

procedure or making the incision in location in which the procedure will be done.‖  

The NPSG.01.01.01 states ―Use at least two patient identifiers when providing care, treatment 

and services.‖  In keeping with this NPSG, two identifiers must be used during the Time Out 

process. During the Gap Analysis survey, Time Outs were observed.  In one Time Out, the 

Anesthesia provider did not suspend activity and was not engaged in the Time Out procedure. In 

another observation, a second patient identifier was not used in the Time Out procedure. 

Operative Site Markings:  The patient should also be assured that the procedural team confirms 

the operative site through site marking. The method of marking the site and the type of mark is 

unambiguous and is used consistently throughout the hospital. The National Patient Safety Goal 

UP.01.02.01. ―Mark the Procedure Site‖ specifically states, ―A licensed individual who performs 

duties requiring a collaborative agreement or supervisory agreement with the licensed 

independent practitioner performing the procedure (that is, an advanced practice registered nurse 

[APRN] or physician assistant [PA]); who is familiar with the patient; and who will be present 

when the procedure is performed.‖ 

In PHHS policy PHHS policy Admin 6-30, ―Universal  Protocol‖ states ―The licensed 

independent practitioner (LIP) who is ultimately accountable for the procedure and will be 

present when procedure is performed will mark the site. The Faculty physician may choose to 

delegate site marking to a Resident, Fellow, another LIP or license provider when that individual 

is qualified to participate in the procedure, is familiar with the patient, and will be present when 

the procedure is performed.‖ The policy also describes who should perform the site marking as 

follows: The site(s) will be marked with provider‘s initials at or adjacent to the incision site with 

patient involvement when possible. If the LIP who marked the site is not present when the 
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procedure is performed, the site must be re-marked by the Faculty Surgeon or his/her LIP 

designee prior to incision.‖ 

During Gap Analysis survey, two site markings were observed. The first site marking the 

physician marked the site with an arrow on the forearm towards the fingers with the word ―Yes‖. 

The site marking was not near the surgical site nor did the surgeon performing the surgery write 

her initials at the surgical site per PHHS policy. In the second observed marking, the site 

marking that was observed with the initials ―RP‖ marked at the site, but no one on the surgical 

team performing the procedure had the initials ―RP‖.  

Confidentiality of Patient Information:  The Association of American Physicians and 

Surgeons adopted a list of 'patient freedoms' in 1990 which was modified and adopted as the 

―patient‘s bill of rights‖ in 1995.  All patients should be guaranteed the freedom to be treated 

confidentially, with access to their records limited to those involved in their care or designated 

by the patient.   

During the Gap Analysis survey we observed a tissue product order with patient information left 

in an empty OR.  Patient information was not secured and accessible to unauthorized personnel. 

While surveying the Pre-anesthesia Evaluation Clinic (PAEC) it was observed that the Patient 

was called into PAEC assessment room and two people accompanied the patient.  The nurse 

proceeded to conduct the assessment taking vitals on the automatic monitoring system. One of 

the individuals looked at the display on the vital sign monitor.  Nurse did not validate who these 

individuals were nor asked the patient if they may be included in the interview. 

Finally, the survey noted that patient charts are stored in an open cart overnight in the ASC 

registration office. The office is cleaned in the evening and charts are accessible to unauthorized 

personnel.  These three examples are representative of Patient Rights infractions. 

Critical Equipment Assurance: Airway management is a high priority for clinical care, 

because if there is no airway, there can be no breathing, hence no oxygenation of blood and 

therefore circulation (and hence all the other vital body processes will soon cease).  Anesthetic 

agents have an effect on airway management and patients will react differently and unpredictably 

at times. For those events, the critical equipment such as the malignant hyperthermia (MH) 

equipment and supplies and difficult airway cart that must be readily available and be functional 

and have drugs that can assist the resuscitative efforts. During the Gap Analysis survey we found 

that the MH equipment cart and medications were not checked in seven days and the difficult 

airway cart was rarely checked.  

Recommendations 

 Review and follow Parkland policy. Provide training and validate competency for the 

surgical team (RN, Scrub Techs, Surgeons, Residents, and Anesthesia Providers) with 

regards to Site Marking and Time Out.  
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 Conduct daily audits of various patient right initiatives to determine compliance, indicators to 

be measured: time out procedures, use of two patient identifiers, appropriate site marking, 

and readily available critical anesthesia equipment. The audit should be conducted by 

different auditors to minimize group bias, for example, Unit Manager, Associate Director, 

Charge Nurse, Educators, and Specialty Nurse Coordinators. The department should review 

audit results, track and trend progress. Conduct time out and site marking audits for 10% of 

the OR schedule in the Main and ASC for a minimum of eight weeks. Observation of 100% 

of the indicators should occur until 100% compliance has been attained for eight consistent 

weeks.  Following the eight weeks period, monthly review should occur, and if there is 

slippage in compliance, the 100% review should be re-initiated. 

 

Tasks Monitoring Methodologies Timeline 

Review and follow the Parkland 

policy Admin 6-30 ―Universal 

Policy‖. 

Evidence of awareness/education 

plan, training, and competency 

validation. 

Weeks 1 - 3 

Conduct daily audits of various 

patient right initiatives to determine 

compliance: 

 Time out procedure 

 Site marking 

 Critical Equipment 

o MH Cart/Drugs 

o Difficult Airway Cart 

 

Conduct daily audits of various 

patient right initiatives to determine 

compliance, (time out, site marking, 

and critical anesthesia equipment). 

The audit should be conducted by 

different auditors to minimize group 

bias, for example, Unit Manager, 

Associate Director, Charge Nurse, 

Educators, and Specialty Nurse 

Coordinators. Review audit results 

and track and trend progress. 

Conduct Time Out and site marking 

audits for 10% of the OR schedule 

in the Main and ASC for a 

minimum of eight weeks. 100% 

concurrent reviews should occur 

until the target threshold compliance 

has been attained for eight 

consistent weeks.  Following the 

eight weeks period, monthly review 

should occur, and if there is slippage 

in compliance, the 100% review 

should be re-initiated. 

Weeks 4 – 12 
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Quality Assurance and Performance Improvement (QAPI) 

Findings   

The Gap Analysis survey found evidence of a unit-specific Quality Assessment/Performance 

Improvement plan for Perioperative Services, but reporting of QAPI metrics to Parkland‘s 

hospital-wide QAPI program was uncertain.  

Recommendations 

It is the organization‘s responsibility to define the structure and process for monitoring quality 

and providing ongoing improvement. The structure and approach for quality of Perioperative 

Services is required.  Regardless of the structure, key elements that must be addressed are: 

 The plan is structured and organized to address any pertinent components of the National 

Patient Safety Goals. 

 The patient populations are served. 

 There is focus on areas identified by the organization that can be improved, e.g., results from 

patient safety reports, patient satisfaction surveys, etc. 

 The plan is dynamic and evolving based on the improvement results of the clinic. 

 

The Perioperative-specific QAPI plan should be reported to the Quality Department and this 

department-specific QAPI plan should be tested against the standards and plan on of the  

hospital-wide QAPI program.   
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Tasks Monitoring Methodology Timeline 

Create survey and initial tracers to 

collect baseline data in the form of a 

Quality Assessment (QA). 

Approval by QCC and Quality 

Department. 
Weeks 5 - 6 

Complete Quality Assessment survey 

and tracer work. 

Evidence of tracer findings and 

recommendations reported at a minimum 

monthly. 

Weeks 7 - 9 

Using the completed Quality 

Assessment survey, complete 

department-specific Performance 

Improvement (PI) plan with indicators 

appropriate for department‘s patient 

population.  

Approval by QCC and Quality 

Department. 
Weeks 9 – 10 

Implement corrective actions per 

department‘s PI plan. 
See below Week 10, Ongoing 

Report PI plan status on at least 

quarterly to QCC. 

If PI results are within 5% of the 

established threshold, the department 

does not have to be physically present to 

report to QCC. 

Results off target by more than 5% must 

report to QCC in person.  Results over 

10% off target should report monthly to 

QCC until 5% is achieved. 

Week 12, Ongoing 
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2.15 Procedural Services – Cardiac Catheterization and Endoscopy 

 

Cardiac Catheterization 

Background 

The Cardiac Catheterization Lab (Cath Lab) is comprised of three procedure rooms: one 

Electrophysiology (EP) and two catheterization labs. The Cath Lab and EP Lab are key to the 

diagnosis and treatment of cardiovascular disease as well as the prevention of heart attack and 

stroke. 

Multiple gaps in practice were identified in the Cath Lab in: 

 Infection Control 

 Medication Management 

 Patient Safety/Patient Rights. 

 

Cardiac Catheterization - Infection Control 

Findings 

Infection Control includes the adherence to personal protective equipment policies and proper 

handling of sterile items. 

Multiple gaps in this practice were identified in the Cath Lab Unit including problems with: 

 Personal Protective Equipment and protection for the sterile field.  

 Sterility of medications. 

 Paper Signage in patient care areas. 

 

Recommendations 

 Review the Parkland Health and Hospital System (Parkland, PHHS, Hospital) policy on 

Surgical Attire in Semi-Restricted and Restricted Areas and Occupational Safety and Health 

Administration (OSHA) requirement 1910.1030(d)(3)(x).  Each new or existing staff member 

and physician should provide acknowledgement of a completed review. 

o Provide and offer protective eyewear to all scrubbed personnel in a convenient and 

accessible area. 

o The cardiologist performing every procedure should conduct a ―stop and pause‖ moment 

to explore the room and examine team members.  This procedure is used to ensure all 

appropriate protective equipment is donned.  This procedure would be used in addition to, 

and in advance of the required ―Time Out‖ prior to initiating the procedure. 
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o Provide hospital-approved and issued proper scrub attire to all personnel prior to entering 

the restricted zone of the cath lab. 

 Conduct an education program and competency on maintaining the sterile field for new and 

existing physicians and staff. The education program should include but not be limited to: 

o Aseptic technique. 

o Identification of the parameters for the sterile field. 

o Maintaining the sterile field. 

o Surgical conscience. 

o Develop an environment that allows for staff to identify and confront others regarding the 

diversion from the proper procedure. 

o Traffic control in and out of the restricted area. 

o Set up and tear down of the field. 

o Draping for the procedure. 

o Dealing with contamination. 

 Re-train and educate new and existing physicians on the proper steps to self-gowning using 

nationally accepted standard practices.  The education program should be collaboration 

between the Cath Lab Unit Manager, Surgical Services and Infection Control. Competencies 

are signed off by Surgical Services and entered by the Cath Lab unit manager or designee 

into the LMS and Cath Lab unit personnel file. 

o Consider having the Cath Lab tech gown the physicians to ensure proper gowning is done 

for physicians. 

 Conduct daily Environment of Care (EOC) and Infection Prevention tours in the unit.  The 

unit manager or charge nurse should conduct these tours to ensure EOC including signage is 

properly applied in patient care areas.  The initial tour will include a representative of Cath 

Lab, Infection Prevention Department, Facilities, BioMed, Nursing Education and Patient 

Safety to ensure all elements are identified for subsequent tours based on the representing 

departments and the Cath lab will conduct subsequent tours based on those elements. The 

tour activities should include EOC, Life Safety, Infection Prevention, Educational Needs, and 

Patient Care. The Unit Manager should also include monitoring the sterility of the medication 

solution in the daily EOC tour. See aforementioned monitoring in the daily EOC tour. 

(Addressed in detail in Environment of Care section of this report). 

 Add proper application of signage to Environment of Care checklist to ensure compliance: 

o Remove business cards from carts and place them into a binder for access when needed 

or laminate cards therefore creating a washable surface. 

o Develop a guide sheet to determine what and where items are posted and the remaining 

information is placed in a binder. 

o Submit all signs, flyers, announcements and other paper based products to management. 

o Assign the submitted item a location that is suitable for access based on the critical nature 

of the content. 
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Tasks Monitoring Methodology Timeline 

Review Parkland Hospital and Health 

System (PHHS) policy on Surgical 

Attire and OSHA regulation on 

Personal Protective Equipment. 

Evidence of awareness/education plan, 

training, and competency validation. 
Weeks 1 – 2 

Cardiologist performing the procedure 

to conduct the ―pause‖ to ensure 

surgical team is properly attired. 

 

Direct observation of instituted ―stop and 

pause‖ moment to explore the room and 

team members to ensure all appropriate 

protective equipment is properly donned 

and should be initiated by the physician 

performing the procedure performed 

through weekly rounding covering at 

least 25% of total procedures for ten 

weeks. Re-evaluate need as necessary. 

Week 2 

Conduct an education program and 

competency on maintaining the sterile 

field. 

Evidence of awareness/education plan, 

training, and competency validation. 
Weeks 4 – 8 

Conduct an audit to ensure 

compliance with surgical attire policy. 

Evidence of awareness/education plan, 

training, and competency validation. 
Weeks 9 – 12, Ongoing 

Conduct a weekly environment of 

care tour to ensure infection 

prevention measures are in 

compliance. 

Weekly round to include elements such 

as EOC, life safety, infection prevention 

and biomed. Please reference 

Environment of Care section (Section 

2.06). 

 

 

Nurse manager to develop daily EOC 

tool/checklist to ensure compliance. 

Evidence of tool to be completed by 

nurse manager or designee. 
Weeks 9 – 12, Ongoing 

 

Cardiac Catheterization - Medication Management 

Findings 

Multiple gaps in the Medication Management process were identified in the Cath Lab Unit 

including errors with: 
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 Labeling 

 Transferring and verifying medications 

 Ensure sterility of medications 

 Verbal orders 

 

Recommendations 

 

Nursing Directors/Managers and Clinical Directors should refer to the Pharmacy/Medication 

Management (Section 2.08) of the CAP  for detailed recommendations for medication 

management and the improvement strategies for drug storage and medication reconciliation.  

 

 Review Parkland Health and Hospital System (PHHS) policy Admin 6-33 and PS 04-33 on 

proper handling of medications, and obtain a written acknowledgement of understanding 

from each staff member and physician. 

 Add medication management to the key measures to the Department‘s quality dashboard. 

Key measures with 100% compliance to include but limited to the following: 

o Proper labeling compliance. 

o Transferring and validation of medications procedure. 

o Proper handling and maintain sterility of solutions. 

o Use of two patient identifiers when administering medications. 

o Proper procedure of accepting and documenting verbal orders. 

 Execute progressive counseling/disciplinary action plan for infractions 

 

Tasks Monitoring Methodology Timeline 

Review PHHS policy Admin 6-33 and 

PS 04-33 on proper handling of 

medications. 

Evidence of training and competency 

validation, including direct observations. 
Weeks 1 - 2 

Conduct audit on invasive procedures 

in the restricted procedure rooms on 

the proper medication management on 

and off the sterile field. 

The unit charge nurse to initiate audit to 

ensure proper medication management 

on and off the sterile field is performed 

correctly.  Conduct audit on all invasive 

procedures in the restricted procedure 

rooms for a five week period to attain 

100% compliance. Repeat audit a month 

later to ensure ―slippage‖ has not 

occurred and 100% compliance is 

maintained.  Report findings on 

medication management compliance to 

Department QAPI committee. 

Weeks 3 – 7, 11, Ongoing 
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Cardiac Catheterization - Patient Rights/Patient Safety 

Findings 

Multiple gaps were identified in the Cath Lab Unit in adhering to standards and practices to 

ensure patient safety and protect patient rights, such as: 

 Time Out procedure incorrectly executed prior to a procedure. 

 Site marking not performed for an insertion of an Implantable Cardiac Defibrillator (ICD). 

 Two patient identifier not used. 

 Sponge and needle counts were not conducted in ICD procedure. 

 

Patients should feel confident that the care they receive is safe and expedient and moves toward 

positive outcomes. To that end, the Universal Protocol, a National Patient Safety Goal (NPSG), 

specifically, the Time Out procedure was put into place to prevent incidents relating to wrong 

site, wrong procedure and wrong person. PHHS policy PS 04-16, states ―Verbal ―time-out‖ and 

―pause‖ must be performed with all surgical team members immediately before starting the 

invasive procedure or making the incision in location in which the procedure will be done.‖  In 

keeping with the NPSG, two patient identifiers must be verified and checked during the time out 

process. 

The patient should be assured that the procedural team confirms the operative site through site 

marking. The method of marking the site and the type of mark is unambiguous and is used 

consistently throughout the hospital. PHHS policy PS 04 – 16, states ―The licensed independent 

practitioner (LIP) who is ultimately accountable for the procedure and will be present when 

procedure is performed will mark the site. The faculty physician may choose to delegate site 

marking to a resident, fellow, another LIP or licensed provider when that individual is qualified 

to participate in the procedure, is familiar with the patient, and will be present when the 

procedure is performed.‖ The policy also describes who should perform the site marking as 

follows:  ―The site(s) will be marked with provider‘s initials at or adjacent to the incision site 

with patient involvement when possible. If the LIP who marked the site is not present when the 

procedure is performed, the site must be re-marked by the Faculty Surgeon or his/her designee 

prior to incision.‖ 

Recommendations 

 Review of the existing PHHS Universal Protocol policy to ensure clarification of required 

time out and site marking process and/or revise unit practice, as appropriate. 

o Provide time out procedure ―flash cards‖ to be used as a help guide until newly learned 

behavior has been established and is modified. (Note, any flash cards utilized should be 

created and used in manner to ensure adherence to infection controls.)  

o Establish Time Out procedure as a one of the annual competencies for personnel. 
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 Department Unit Manager or designee will conduct audit on time out procedure on all 

invasive procedures to ensure the Time Out procedure is being properly executed 

 Provide mandatory education on proper site marking to all new and existing physicians based 

on PHHS policy. 

 Review PHHS policy PS 04-43 regarding sponge and sharp counts and compare to best 

practice.  Revise policy if necessary to reflect best practice. Obtain written acknowledgement 

of understanding from nursing personnel and physicians who perform procedures. 

o Surgical Services to provide an educational session on the proper procedure of 

conducting sponge and needle/sharp counts. 

o Develop and implement an annual competency on proper procedure on performing 

counts. 

o Cath Lab Unit Manager to conduct chart reviews to audit documentation of the counts on 

all Implantable Cardioverter Defibrillator (ICD) and pacemaker implant procedures 

during a five week period. 

 Develop and implement a dashboard key measure on correct counts. Compliance threshold is 

100%. 

 Execute progressive counseling/disciplinary action plan for infractions. Infractions should be 

reported to Divisional VP. PSN‘s related to time out noncompliance should be accumulated 

monthly and reported to Divisional VP and QAPI Department.  

 

Tasks Monitoring Methodology Timeline 

Educate staff of the existing Parkland 

Universal Protocol policy. 

Evidence of awareness/education plan, 

training, and competency validation. 
Weeks 3 - 4 

Develop Time Out procedure ―flash 

cards‖ to be used as a help guide. 

Monitor daily for eight nurses, and if 

100% compliance is maintained, audits 

may occur monthly for three months, and 

then quarterly. Any sign of non 100% 

compliance will trigger daily audits.  

 

Weeks 3 - 4 

Conduct an audit on Time Out on all 

invasive procedures. 

Conduct audit of 5% of all procedures for 

an eight week period to meet 100% 

compliance on all the Time Out 

components and documentation on the 

EMR. Once compliance of 100% is 

attained for eight weeks, move to every 

month review, and if compliance is 

continued at that point, then move to 

quarterly reviews. If at any time there is 

slippage in compliance, then the eight week 

cycle should resume. 

Weeks 5 - 8 
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Tasks Monitoring Methodology Timeline 

Provide mandatory education on proper 

site marking to all new and existing 

physicians. Provide education to staff 

nurses and techs to ensure they 

understand the proper site marking 

requirement based on NPSG. 

Evidence of training and 

competency/credentialing validation. 

Conduct audit as described above. 

Weeks 2 - 4 

Review PHHS policy PS 04-43 

regarding sponge and sharp counts. 

Evidence of training and 

competency/credentialing validation. 

Conduct audit as described above. 

Weeks 2 - 4 

Surgical Services to provide an 

educational session on the proper 

procedure of conducting sponge and 

needle/sharp counts. Develop and 

implement an annual competency on 

proper procedure on performing counts. 

Evidence of training and 

competency/credentialing validation. 

 

Weeks 4 - 5 

Develop and implement a dashboard 

key measure all the required elements 

on correct counts to include instruments 

and sponges. 

 

100% concurrent reviews should occur 

until 100% compliance has been attained 

for eight consistent weeks.  Following the 

eight week period, monthly review should 

occur, and if there is slippage in 

compliance, the 100% review should be re-

initiated. Department Nursing Director 

publish and post monthly in the dept the 

documentation of correct counts. 

Month 4 - Ongoing 

 

Endoscopy 

Background 

The Parkland Endoscopy Unit provides diagnostic, therapeutic and consultative management of 

gastrointestinal disorders. 

Findings identified during the Gap Analysis are included deficiencies in: 

 Medication Management 

 Record of Care/Documentation 
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Endoscopy - Medication Management 

Findings 

Due to the risks associated with medications, it is necessary to ensure patient safety in 

preparation and administration of medications.  Gaps in the Medication Management process 

were identified in the Endoscopy unit in: 

 Transferring and verifying medications on/off sterile fields. 

 Securing syringes and needles. 

 

Recommendations 

 

Nursing Directors/Managers and Clinical Directors should refer to the Pharmacy/Medication 

Management section (2.08) of the Corrective Action Plan for detailed recommendations for 

medication management and the organization-wide improvement strategies for drug storage and 

medication reconciliation.  

 

 Safe storage of medications.  

o Securing medications. 

 Safe delivery of medications. 

With regard to individual findings specific to the endoscopy services, the following actions are 

recommended:  

 Department Director should distribute the Parkland Hospital and Health System (PHHS) 

policy Admin 6-33 and PS 04-33 ―Dispense the Medication onto the Sterile Field‖ to all 

members of the Department and ensure that staff and physicians have received appropriate 

training and their competency is validated of the  understanding from each staff member and 

physician regarding proper handling of medications.  

 Develop unit-specific medication management competencies and test employees for 

understanding.  

 Initiate an awareness program to ensure proper medication practices are being performed on 

and off the sterile field.  Establish medication safety measures:  

o Communication among care team members of medications used on/off the sterile field. 

o Accurate and correct labeling of vials and syringes and the use of two patient identifiers 

prior to administration.  

 The Department Director and/or his/her designee should perform random audits of the 

endoscopy service area to ensure needles and syringes are being stored in a safe and proper 
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place as well as incorporate into daily environmental rounds, as described in the Environment 

of Care section of this report.  

 Add medication management to the key measures in the department quality dashboard and 

add to the Department QAPI plan.   

 Establish action plan for non-compliance that includes progressive disciplinary actions and 

initiation of a performance improvement plan. 

 

Tasks Monitoring Methodology Timeline 

Review PHHS policy Admin 6-33 and 

PS 04-33 on proper handling of 

medications. 

Evidence of awareness/education plan, 

training, and competency validation. 

 

Weeks 1 – 2 

Develop unit specific medication 

management competencies. 

Evidence of awareness/education plan, 

training, and competency validation. 
Weeks 4 – 5 

Initiate an awareness program 

verifying the medication they transfer 

on and off the sterile field.  

Evidence of awareness/education plan, 

training, and competency validation. 
Weeks 4 - 6 

Conduct audit to assure needles and 

syringes are being stored in a safe and 

proper place and incorporate into daily 

environmental rounds. 

Evidence of EOC checklist and 

completion on a daily basis. 
Week 3, Ongoing 

Audit proper transfer and verifying of 

medications on/off sterile field. 

Evidence of awareness/education plan, 

training, and competency validation. 
Weeks 7 – 12, Ongoing 

Add medication management to the 

key measures to department quality 

dashboard.   

Reference department specific QAPI 

Plan 
Weeks 9 - 12 

Establish action plan for non-

compliance. 
Dependent upon results 

 

 

Endoscopy - Record of Care/Documentation 

Findings- Hand-Off Communication 

Due to the risks associated with documentation for patient care, it is necessary to ensure proper 

documentation of patient care is complete, accurate and timely.  The Gap Analysis report 
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indentified deficiencies with properly executing and documenting patient hand-offs in 

Endoscopy.   

Recommendations 

 In addition to the verbal hand off communication from nurse to nurse, implement 

documenting the hand off the communication from the procedure room to recovery area by 

documenting in Epic.   

 Add the proper hand off communication and documentation of the Hand off into the 

Department QAPI plan. 

 

Tasks Monitoring Methodology Timeline 

Enter the procedural nurse hand off 

communication to the recovery nurse 

into Epic. 

Evidence of awareness/education plan, 

training, and competency validation. 

Endoscopy unit manager or designee will 

conduct chart audit to ensure hand off 

documentation is occurring. Conduct 

chart audit on for an eight week period to 

attain 100% compliance. Audit frequency 

can be reduced to monthly for three 

months and then quarterly if compliance 

is still maintained. 

Weeks 2 – 4, Ongoing 

 

Quality Assessment/Performance Improvement 

Findings 

 

We found limited evidence of unit-specific Quality Assessment/Performance Improvement plans 

in performing Cath/Endoscopy surveys. However, the Cath/Endoscopy services have referenced, 

particularly in the jail services, performance improvement initiatives that have been completed 

and reported to the Governing Board.  

 

Recommendations 

 

It is the organization‘s responsibility to define the structure and process for monitoring quality 

and providing ongoing improvement. The structure, approach, and integration with all staff for 

quality in the Cath/Endoscopy services are required.  Regardless of the structure, key elements 

that must be addressed are: 
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 The plan is structured and organized to address any pertinent components of the National 

Patient Safety Goals. 

 The patient populations are served. 

 There is focus on areas identified by the organization that can be improved, e.g., results from 

patient safety reports, patient satisfaction surveys, etc. 

 The plan is dynamic and evolving based on the improvement results of the service. 

 

 The Cath/Endoscopy-specific QAPI should be incorporated into the house-wide approach to 

quality.  

 

Tasks Monitoring Methodology Timeline 

Create survey and initial tracers to 

collect baseline data in the form of a 

Quality Assessment (QA). 

Approval by QCC and Quality 

Department. 
Weeks 5 - 6 

Complete Quality Assessment survey 

and tracer work. 

Evidence of tracer findings reported at 

least monthly. 
Weeks 7 - 9 

Using the completed Quality 

Assessment survey, complete 

department-specific Performance 

Improvement (PI) plan with indicators 

appropriate for department‘s patient 

population.  

Approval by QCC and Quality 

Department. For existing program 

components, examine opportunities to 

improve, engage, and inform staff.  

Weeks 9 – 10 

Implement corrective actions per 

department‘s PI plan. 
See below Week 10, Ongoing 

Report PI plan status on at least 

quarterly to QCC. 

If PI results are within 5% of the 

established threshold, the department 

does not have to be physically present to 

report to QCC. 

Results off target by more than 5% must 

report to QCC in person.  Results over 

10% off target should report monthly to 

QCC until 5% is achieved. 

Week 12, Ongoing 
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2.16 Radiology 

Background 

Parkland‘s Department of Radiology serves patients and physicians by providing various 

diagnostic and interventional imaging modalities and provides oversight for all imaging 

technologies and readings/interpretation of imaging studies.  The Department also performs 

several interventional imaging procedures.  

The Gap Analysis Report reviewed the following modalities within Parkland‘s Department of 

Radiology: 

 Magnetic Resonance Imaging (MRI) 

 Computed Tomography (CT) 

 Nuclear Medicine (NM) 

 Bone Densitometry 

 Ultrasound (US) 

 Mammography 

 General/Diagnostic Radiology 

 Intervention Radiology (IR) 

 

Department of Radiology findings identified during the Gap Analysis included findings related 

to: 

 Provision of Care 

 Patient Safety  

 Medication Management 

 Infection Control  

 Environment of Care 

 Medical Staff 

 Record of Care  

 

Provision of Care 

Findings  

There are significant waiting times for the patient to obtain appointments for imaging studies in 

several imaging modalities within the Department of Radiology:  Ultrasound (US) (5-45 days 

depending on the US study), Diagnostic Mammography (average of 73 days), Magnetic 

Resonance Imaging (MRI) (average of 42 days) and Interventional Radiology (IR) (average of 

27 days).  These studies are required for diagnostic and/or interventional procedures and are 

required for physicians to determine a patient‘s plan of care and to provide that care.  Patients 

that cannot be provided with a timely radiology appointment may experience potential harm due 

to delay in diagnosing a condition or in providing appropriate care.   
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Recommendations  

Parkland should perform a series of analyses to determine how it can add more capacity to the 

schedule for imaging modalities in order to meet demand in a timelier manner.   

In order to determine the root causes of delays in providing imaging modalities, Parkland should 

perform analyses on: 1)  demand vs. capacity, 2) throughput process workflow assessment, and 3) 

labor productivity.  

1) Demand/Capacity Assessment:  The demand/capacity assessment should assess radiology 

demand, defined by the current backlog of appointment needs and the additional capacity 

required to meet the backlog and remain current. An assessment of the rate limiting factors 

contributing to the backlog should be conducted to determine methods to increase capacity 

along with the associated cost of required resources to do so.  The rate limiting factors and 

potential solutions may include: lack of equipment/technology, availability and/or staffing 

within budget guidelines, potential expansion of hours/days of operations and increased 

productivity in throughput.  

 

2) Throughput and Productivity:  The throughput and productivity assessment should include 

a documentation of the ―current state‖ in the form of a process work flow diagram with 

identification of the process failures and operational barriers and identification of 

opportunities for process optimization and improvement.  The process work flow should 

include the following elements:  inputs, outputs, activity steps, decision points, enablers and 

functions. There are often a number of reasons contributing to long turnaround or downtime 

in service functions within a department due the inter-dependency on other units within the 

Hospital, e.g. transport of patients, delay in registration/check-in, no-shows, physician delay, 

and anesthesia delay. A redesign of the future process flow should include eliminating or 

combining steps, automating any manual activity steps, if possible, transferring elements to 

other departments, changing the location where the steps are done, and finally 

altering/modify the activity step.  The intended outcome of the throughput and productivity 

analysis is to increase productivity and thereby number of patients per day.  

 

3) Labor Productivity:  A benchmarking study of labor productivity to industry standards 

analysis should also be conducted to determine if there is opportunity to improve 

productivity and thereby increase capacity or number of patients seen per day in a particular 

modality.  

 

Changes to work flow in the Department of Radiology should be piloted and refined as necessary 

and then training provided. The time gained in these improvements should be calculated into 

opportunity for additional scheduling slots that can be gained due to new efficiencies.  A new 

baseline for productivity goals and staffing can be developed.   
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Periodic reviews of process work flow to identify any additional improvements and impacts of 

new technology, change in personnel and/or leadership should be performed under the direction 

of the Director of Radiology.  The Director of Radiology should draw upon internal or external 

resources as required. The department has recently enlisted the assistance of the Department of 

Operational Excellence to analyze causes of the delays and suggest solutions.  

Tasks Monitoring Methodology Timeline 

Perform demand to capacity, 

throughput process workflow 

assessment and labor productivity 

analysis. 

Evidence of demand to capacity analysis 

with identified gaps and implementation 

plan. 

Weeks 1 – 12  

Define the current backlog of 

appointment needs and additional 

capacity to meet backlog. 

Evidence of analysis of current backlog. Week 1  

Provide assessment of rate limiting 

factors contributing to the backlog. 

Evidence of assessment of rate limiting 

factors with recommendations. 
Weeks 2 - 3 

Develop a current state process 

workflow diagram.  

Evidence of identified gaps and 

recommendations. 
Weeks 6 - 7 

Develop future process work flow 

state.  

Evidence of new process workflow with 

implementation plan. 
Weeks 6 - 7 

Conduct a labor productivity 

benchmarking.  

Evidence of benchmarking analysis with 

recommendations to address outliers. 
Weeks 3 - 5 

Pilot future state process work flow 

model. 

Evidence of pilot results, any revisions to 

the process and full implementation plan 

and timeline. 

Weeks 9 – 12 

Provide training.  
Evidence of awareness/education plan, 

training, and competency validation. 
Weeks 9 - 12 

Implement the new process flow 

department wide. 
Daily backlog analysis and trending. Weeks 9 - 12 
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Patient Rights/Safety 

Findings 

The ―Time Out‖ procedure is an important health care protocol, which ensures the safety of the 

patient by confirming the right patient is having the correct procedure at the right specific 

anatomical site(s). Conducting the Time Out procedure immediately before the procedure while 

in the procedure room with the core team will ensure that any discrepancies emerge before the 

incision or insertion of a device to reduce the chances of errors. 

Recommendations 

 Review of the existing Parkland policy and Department of Radiology policy on ―Time Outs‖ 

to ensure clarification of required process and/or revise as appropriate.  

 Provide Time Out procedure ―flash cards‖ to be used as a help guide until newly learned 

behavior has been established and is modified.  

 Establish Time Out procedure as one of the required competencies for personnel who work in 

this modality. Personnel should be tested on their understanding of proper procedure.  

 Execute progressive counseling/disciplinary action plan for infractions. 

 Department managers or designees should conduct audits on Time Out procedures on all 

procedures to ensure that the Time Out procedure is properly executed. 

 

Tasks Monitoring Methodology Timeline 

Review of the existing Parkland 

policy to ensure clarification of 

required process and/or revise as 

appropriate.  

 Evidence of awareness/education plan, 

training, and competency validation. 
Weeks 1 - 4  

Provide Time Out procedure ―flash 

cards‖ to be used as a help guide until 

newly learned behavior has been 

established and is codified. 

Monitor daily for eight weeks, and if 

100% compliance is maintained, audits 

may occur monthly for three months, and 

then quarterly. Any sign of less than 

100% compliance will trigger daily 

audits. Submit data and analysis to 

Department Director to determine 

progress and next steps if non-

compliance persists.  

Weeks 1 - 8  

Establish Time Out procedure as a 

one of the competencies of personnel. 

Defined Time Out procedure on 

Departmental competency list with 

results of testing reviewed annually. Test 

personnel on understanding monthly.  

Weeks 5 - 8  



 

Corrective Action Plan for Parkland Health & Hospital System – February 28, 2012 

       247   

Tasks Monitoring Methodology Timeline 

Execute progressive 

counseling/disciplinary action plan for 

infractions. 

Monthly report of disciplinary action 

related to Time Outs to Divisional VP. 

Monthly analysis of PSN‘s reported to 

Divisional VP and PI Department. 

Ongoing 

Development of Time Out dashboard 

metrics for dashboard and reporting of 

metrics to departmental QAPI. 

Time Out compliance should be added to 

the Dashboard of Key Metrics for any 

modality that performs invasive 

procedures. 

Weeks 9 - 12  

 

Medication Management 

Findings 

Because of patient risks associated with improperly ordered, delivered or stored medications, it is 

essential to monitor processes around medication ordering, delivery security and storage.  During 

the Gap Analysis survey, we identified multiple gaps in medication practice in the Department of 

Radiology, including:  

 Securing Needles and Syringes.  

 Labeling Medications. 

 Transferring and Verifying Medications.  

 Medication Orders (and use of verbal orders). 

 

Recommendations 

Nursing Directors/Managers and Clinical Directors should refer to the Pharmacy/Medication 

Management (Section 2.08) of the Corrective Action Plan for detailed recommendations for 

medication management and the organization-wide improvement strategies for drug storage and 

medication reconciliation.  

In addition to completing the organization-wide changes on medication management, the 

Department of Radiology should also implement several Department-based improvement 

strategies.  

 The Interventional Radiology (IR) charge nurse should conduct daily environment of care 

rounds to ensure that all needles, syringes and medications are secured and not accessible to 

unauthorized people. 

 During invasive procedures, the scrubbed-in physician often requests that medications be 

placed on the sterile field. To maintain the sterile field and the sterility of the medication 

solution, it is necessary to transfer the medication from the original container, a vial, to a 
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medicine cup on the sterile field. Due to the transferring of medication from an unsterile 

clinician (circulating Registered Nurse) to the sterile clinician (physician or tech), an audible 

and visual check of the medication must be conducted to ensure the medication, strength and 

expiration dates are validated.  The Registered Nurse (RN) and Physician performing the 

procedure are to ensure that the medications administered to the patient is prepared at the 

sterile field is properly labeled with the name of the medication, strength and  it is dated if it 

is not administered immediately. The staff person(s) who is assigned Quality Assurance for 

Radiology should conduct an audit of medical management compliance for all IR invasive 

procedures utilizing medications. The audit would include compliance elements such as: 

proper labeling on and off the sterile field, and audible and visual check of medications being 

transferred to the sterile field.  The audits should be conducted for a minimum of five weeks. 

100% concurrent reviews should occur until the target threshold compliance has been 

attained for five consistent weeks.  Following the five week period, monthly review should 

occur, and if there is slippage in compliance, the 100% review should be re-initiated. 

 Lidocaine 2% jelly is often ordered for patients for Foley catheter insertions to minimize the 

pain during insertion. This medication requires a physician order prior to administration. In 

procedures that are frequently performed, a physician order set may be developed to ensure a 

standardized approach for patient care. The IR manager and IR RN should review the current 

smart order sets that have foley insertions to determine whether Lidocaine jelly should be 

added. In general, the Radiology Department should have a more global approach to order 

sets and review for new inclusions and editing. The IR unit manager and an IR RN should 

review all current order sets as part of the Action Plan, and on an annual basis going forward 

to ensure all orders are still current and relevant. The staff person(s) who is assigned Quality 

Assurance for Radiology should also conduct a chart audit on IR invasive procedures to 

ensure that verbal orders are written correctly. These audits should be conducted for a 

minimum of five weeks. 100% concurrent reviews should occur until the target threshold 

compliance has been attained for five consistent weeks.  Following the five week period, 

monthly review should occur, and if there is slippage in compliance, the 100% review should 

be re-initiated. Should a RN administer medications without a physician order, the RN is 

practicing outside the scope of their role and license and disciplinary action must be given 

the level of disciplinary action commensurate with the severity of the infraction. 

 The Radiology Department should develop an annual Department-specific medication 

management competency.  Every RN in the Radiology Department should be required to 

demonstrate competency through observation and validation of medication management 

specific to the areas of deficiencies and other medication issues at Parkland identified by the 

Patient Safety Department. 

 The Radiology Department should also update competencies annually to reflect any new or 

different issues and risks that are relevant to the Department and each imaging modality, 

where it applies. 
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 The Radiology Department must execute consistent progressive counseling/disciplinary 

action for all infractions. 

 

Tasks Monitoring Methodology Timeline 

Ensure needles, syringes and 

medications are secured in an area 

that is not accessible to unauthorized 

persons.  

(IR) charge nurse will conduct daily 

environment of care rounds. 
Complete 

Review Parkland Radiology 

Department policy on medications on 

and off the sterile field. 

Evidence of awareness/education plan, 

training, and competency validation. 
Weeks 1 – 6 

Review Parkland Radiology 

Department policy on labeling 

medications on and off the sterile 

field. 

Evidence of awareness/education plan, 

training, and competency validation. 
Weeks 4 – 12 

Develop and review the smart order 

sets that have Foley insertions to 

determine whether Lidocaine jelly 

should be added.  

Review the findings from small order set 

analysis and ensure addition of Lidocaine 

jelly order where appropriate. 
Week 4 – Month 4 

Review Parkland Radiology 

Department policy on properly 

securing medications.  

Evidence of awareness/education plan, 

training, and competency validation. 
Week 1  

Develop an annual department-

specific medication competency on all 

staff  

Evidence of awareness/education plan, 

training, and competency validation. 
Weeks 1 - 12 

 

Infection Control 

Findings 

Infection prevention measures must be executed to prevent transmission of diseases. All 

members of the team must be vigilant on all infection control practices to ensure that patients are 

not subjected to cross contamination. 

During the Gap Analysis, we observed disposal supplies in the Radiology Department that were 

open for a case, not used, but remained in the procedure room when the next patient was brought 
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into the room. All opened, unused supplies must be discarded to create a sterile environment for 

the next patient.   

Recommendations 

 Follow the improvement strategies that are outlined in the Infection Control section of the 

Action Plan. (Section 2.07)  

 Supplies are currently opened in anticipation or requested by the physician for a procedure. 

While there are efforts to reduce waste, at times, not all supplies need to be used for a patient 

on a procedure. To reduce cross contamination, all supplies that are opened and not used as 

well as used supplies must be disposed at the end of the procedure and before room cleaning 

is initiated in preparation for the next patient or end of the surgical day. Radiology 

Department should assign roles and responsibilities to ensure all tasks including the disposal 

of opened and unused supplies to IR tech.  

 Establish compliance baseline at 100%.  

 Parkland‘s patient care goal must be to provide a safe environment.  That safe environment 

includes protecting patients to sources of infection and blood-borne pathogens. If an 

employee or staff member persists in failing to provide this safe environment disciplinary 

action must be taken to improve performance.  The Radiology Department should execute 

consistent progressive counseling/disciplinary action plan for all infractions. 

 

Tasks Monitoring Methodology Timeline 

Assign role and responsibilities to 

ensure all tasks including the disposal 

of opened and unused supplies to 

Interventional Radiology (IR) tech. 

Evidence of creation and use of a daily 

checklist by IR Tech.   
Weeks 1 - 8 

 

Environment of Care 

Findings 

Regulations require the Hospital to protect patients and staff by minimizing the exposure to 

ionizing radiation through appropriate shielding.  The Department of Radiology is responsible 

for all radiation safety throughout the Hospital.  Personal protective attire is required to minimize 

unnecessary ionizing radiation.  Protective shielding from radiation exposure was not utilized in 

the operating room.  
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Recommendations 

 The Radiology supervisor assigned to the main and Ambulatory Surgery Center (ASC) 

operating room will distribute and collect a signed copy of the acknowledgement of the 

review and understanding of the Parkland policy G-1 from all perioperative personnel and 

surgeons who are exposed to ionizing radiation. 

 Distribute and collect a signed copy of the acknowledgement of the review and 

understanding of the Parkland policy G-1 from all perioperative personnel and surgeons who 

are exposed to ionizing radiation. 

 The staff person(s) who is assigned Quality Assurance for Radiology should develop annual 

unit specific competencies on radiation safety  for all staff, physicians and vendors.  

 The assigned physicist to Radiology will develop audit process to ensure understanding of 

radiation safety to Operating Room (OR) staff and providers to include but not limited to: 

personal protective attire and equipment, safety zones, and requirement wear/ placement 

radiation exposure badge. 

 Establish progressive counseling/disciplinary action plan for infractions. 

 

Tasks Monitoring Methodology Timeline 

Distribute Parkland Policy G-1 on 

radiation safety. 

 

Signed copy of the acknowledgement of 

understanding of the policy in the staff 

file. 

Weeks 1 - 3 

Develop annual unit specific 

competency on radiation safety 

competency for all staff, physicians 

and vendors. 

Evidence of awareness/education plan, 

training, and competency validation. 
Weeks 2 - 12 

Audit the Main and ASC Operating 

Room staff and providers proper wear 

of personal protective attire during a 

procedure when operating the mini-

fluoroscopy and other radiation safety 

requirements.  

Evidence of awareness/education plan, 

training, and competency validation. 
Week 12, Month 6 
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Medical Staff 

Findings 

The A&M Gap Analysis survey found that some surgeons who were operating fluoroscopy units 

did not have specific privileges for this procedure although they had privileges for other 

procedures.  

Recommendations 

 Medical Staff must follow the credentialing criteria and competencies for 

surgeons/physicians needing fluoroscopy operator privileges developed by the Medical Staff 

Office. 

 The Radiology Department, in conjunction with the Medical Staff Office, must initiate an 

education plan for Physicians requiring the need to meet the credentialing criteria. 

 Collate all credentialing documents and provide to the Medical Staff Credentials Committee 

for review and approval. 

 Develop an interface or investigate on how to tie in an alert of physician‘s current privileges 

at point of scheduling a procedure. (See Medical Staff, Section 2.11) 

 Ensure a properly credentialed person is operating the mini-fluoroscopy unit for procedures 

and physician who have not been granted privileges. 

 

Tasks Monitoring Methodology Timeline 

 

Initiate the education plan for the 

physicians requiring the need to meet 

the credentialing criteria. 

Medical Staff Leadership to determine 

credentialing process with 

implementation timeline. 

Weeks 3 - 7 

Collate all credentialing documents 

and provide to the committee for 

review and approval. 

Evidence of credentials are found in the 

physician‘s credentialing file. 
Weeks 3 - 8 

Ensure a person who is approved to 

operate the mini-fluoroscopy unit is in 

procedures where the surgeon has not 

been granted privileges. 

Evidence of credentialing criteria and 

privileges have been filed and approval 

has been communicated to the 

departments as applicable. 

Weeks 9 - 12 

Develop an interface or investigate on 

how to tie in an alert of physician‘s 

privileges at point of scheduling a 

procedure.   

Please reference Medical Staff (Section 

2.11) 
Weeks 4 – 12 
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Record of Care 

Findings  

Order sets are developed to ensure all elements for conducting an imaging study or procedure are 

standardized to produce positive outcomes. The protocols are usually developed from evidence- 

based studies that have demonstrated repeatable optimal results. However, each patient needs to 

be evaluated and have an individualized plan of care and all orders should be acknowledged by 

the Ordering Physician to ensure that each patient is receiving appropriate care for them. 

The A&M Gap Analysis survey found that Physician orders were being changed by Radiology 

technicians to meet the established Radiology study order set protocols without any further 

communication from the Radiologist to the ordering Physician.  

Recommendations 

The Divisional VP, Chief of Radiology, Director of Radiology, and Parkland‘s Epic IT member 

must meet and design a plan to implement the functionality in Epic for the Ordering Physician to 

cognitively select ―Yes‖ or ―No‖ to allow the Radiology Department to default to the appropriate 

protocol.  If the Ordering Physician does not select ―Yes‖, the Radiology Tech must advise the 

radiologist, who should then call the ordering physician.  

Tasks Monitoring Methodology Timeline 

Inquire and implement a functionality 

in Epic for the ordering physician to 

cognitively select whether to use the 

establish protocol or use orders as 

written. 

Please reference Medical Staff (Section 

2.11). 
Week 12, Month 6 

 

Quality Assessment/Performance Improvement 

It is the organization‘s responsibility to define the structure and process for monitoring quality 

and providing ongoing improvement. The structure and approach for quality of the Radiology 

Department is required.  Regardless of the structure, key elements that must be addressed are: 

 The plan is structured and organized to address any pertinent components of the National 

Patient Safety Goals. 

 The patient populations are served. 

 There is focus on areas identified by the organization that can be improved, e.g., results from 

patient safety reports, patient satisfaction surveys, etc. 
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 The plan is dynamic and evolving based on the improvements results of the clinic. 

 

The Radiology Department should formulate a department-specific QAPI plan. This department 

specific QAPI plan should then be reviewed by the Hospital‘s Quality Department and Quality of 

Care Committee and then be incorporated into the house-wide approach to quality.  

Tasks Monitoring Methodology Timeline 

Create survey and initial tracers to 

collect baseline data in the form of a 

Quality Assessment (QA). 

Approval by QCC and Quality Department. Weeks 5 - 6 

Complete Quality Assessment survey 

and tracer work. 
 

Weeks 7 - 9 

Using the completed Quality Assessment 

survey, complete department-specific 

Performance Improvement (PI) plan 

with indicators appropriate for 

department‘s patient population.  

Approval by QCC and Quality Department. Weeks 9 – 10 

Implement corrective actions per 

department‘s PI plan. 
See below Week 10, Ongoing 

Report PI plan status on at least quarterly 

to QCC. 

If PI results are within 5% of the established 

threshold, the department does not have to 

be physically present to report to QCC. 

Results off target by more than 5% must 

report to QCC in person.  Results over 10% 

off target should report monthly to QCC 

until 5% is achieved. 

Week 12, Ongoing 
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2.17 Laboratory 

Background 

The Parkland Laboratory provides clinical and anatomical pathology services.  Ninety-five 

percent of Parkland‘s laboratory services are provided in-house.  The Gap Analysis survey 

identified Medicare Condition of Participation (CoP) findings in the Parkland Laboratory in the 

following areas: 

 Environment of Care 

 Infection Control 

 Provision of Care 

o Vancomycin-resistant enterococcal infection 

o Biopsy results for wrong patient 

o Critical values 

 Patient Safety/Patient Rights 

o Time outs 

o Lack of translation services 

o Inadequate staffing 

 Record of Care 

o Autopsy documentation. 

Action plans have already been developed by the Laboratory to address the identified 

deficiencies.  The documented Laboratory plans are included in the plan below.  Corrective 

actions are required where additional strategies or monitors are needed.   

Environment of Care 

Findings  

Phlebotomy staff utilizes carts for blood specimen draws.  During our survey, phlebotomy carts 

were left unattended at four locations accessible to the public, thus creating a safety risk.   

Recommendations 

 The Laboratory Manager or designee will develop and implement an immediate and ongoing 

safety education plan for phlebotomy staff.  

o In conjunction with the safety educational plan, develop competency training and 

validation for new employees and for annual validation with current staff.  

o Incorporate cart safety management into annual competency review with involved 

employees. 

o Conduct a minimum of 25 random audits of phlebotomy carts throughout entire the 

Parkland system (ensuring that all locations and carts are covered on a weekly basis) to 
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ensure carts are secure and safe. Conduct audit weekly for eight weeks with gaps 

identified immediately. Once compliance of 100% of secured carts is attained for eight 

weeks, move to every month review, and if compliance is continued at that point, then 

move to quarterly reviews. If at any time there is slippage in compliance, then the eight 

week cycle should resume. 

Tasks Monitoring Methodology Timeline 

Develop and implement education 

plan for phlebotomy staff including 

newly orienting staff. 

Evidence of training and competency 

validation. Weeks 1 – 2  

Conduct random audits of phlebotomy 

carts. 

Conduct 25 weekly audits throughout 

Parkland to ensure secured phlebotomy 

carts for eight weeks. 
Weeks 4 – 8 

 

Infection Control 

Findings  

The Laboratory operates a Fine Needle Aspiration Clinic.  While surveying the clinic operations, 

floors in procedure rooms were found to be dirty.  Additionally the Anatomic Pathology 

Grossing Room was found to have tissue, blood and other substances on the phone cover and the 

room needed thorough cleaning.  

Recommendations 

 Separate from the House-wide Environment of Care (EOC) Improvement Strategies (Section 

2.06).  EVS should provide a description and scope of services to be provided to WISH when 

agreed upon monitoring schedules and quality indicators. 

 Director of Laboratory must establish regular Environment of Care rounds with 

Environmental Services (EVS), Infection Prevention and Facilities representatives along with 

a Laboratory Manager or designee representative to ensure the environment is in compliance 

for all Laboratory Units. The Laboratory Manager or designee will conduct daily EOC 

rounds and utilize an EOC checklist to ensure the environment remains in compliance. If a 

deficiency is found then the escalation process is executed until problem is resolved. The 

entire EOC team will conduct rounds monthly utilizing an EOC checklist and submit the 

results of the survey to the Department Director and Divisional Vice President. The 

deficiencies will be needed to be addressed with specific timeframes as prescribed by the 

EOC team and if there is failure in producing resolutions, the deficiencies will be sent up to 

senior Hospital leaders, through the escalation process. 
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 Each Department Director need to be held accountable to ensuing infection control standards 

by the Infection Prevention/Control Department and enforced at the Department level. 

Accountability should be measured by compliance reported on the Departments‘ QAPI plan 

and care. 

 Laboratory staff should be taught by the Laboratory Manager or designee the appropriate 

infection control standards for their respective Departments, as well as, the escalation process 

if corrections to deficiencies are not addressed in a timely manner. 

Tasks Monitoring Methodology Timeline 

Ensure there is a regular cleaning 

schedule with EVS for the Laboratory 

areas. 

Please reference Environment of Care 

(Section 2.06) Weeks 2 – 3 

Establish environment of care rounds. 
Please reference Environment of Care 

(Section 2.06) Weeks 2 - 3 

Initiate department-level Infection 

Control accountability and metrics. 
Monitor monthly QAPI metrics. 

Ongoing 

Educate laboratory staff on expected 

cleaning standards and schedules.  

Evidence of training and competency 

validation. Weeks 3 - 4 

Define with EVS an escalation 

process for cleaning. 

Please reference Environment of Care 

(Section 2.06) Weeks 3 –  4 

 

Provision of Care 

Findings – Reporting of False Positive Vancomycin-Resistant Enterococcal Infections 

(VRE)  

During the Gap Analysis survey, an incident occurred in which 14 patients in the Neonatal 

Intensive Care Unit received false positive results for vancomycin-resistant enterococcal 

infections (VRE).  The microbiology section changed reagents for VRE surveillance. The 

reagent instructions state that the time of incubation and the results do not need confirmation. 

Since results were reported by patient, the testing was no longer surveillance but instead a 

clinical test result that requires results confirmation prior to notification.  A formal plan of 

correction is being developed for the Laboratory under the Clinical Laboratory Improvement Act 

(CLIA).  The Laboratory director has stopped using the reagent in this process and has returned 

to automatic confirmation of all positive results.   
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Recommendations 

 Director of Laboratory will eliminate use of reagent that non-validation is given as an option 

(already complete). 

 Director of Laboratory or designee will develop and implement an education plan and 

competency validation that demonstrates that the involved staff understands the surveillance 

process, and confirmation prior to reporting. 

 Ensure the surveillance and reporting procedure has a built in quality control mechanism that 

guarantees a validation of positive results has been done prior to reporting individual clinical 

results. 

 Monitor compliance of surveillance and reporting process. 

Tasks Monitoring Methodology Timeline 

Utilize reagent that requires validation 

of results prior to testing. 
 

 Completed 

Lab Director will develop an 

education plan and competency to 

ensure all current employees and new 

hires understand the confirmation 

process prior to individual patient 

reporting. 

Evidence of training and competency 

validation. Monitor surveillance process 

reporting and validation for 100% of 

reports for 60 days.  If results are 100% 

compliant, move monitoring to monthly 

for three months and quarterly after the 

three months, assuming compliance.  

Weeks 3 - 12 

 

Findings – Biopsy Results for Wrong Patient   

Prior to the commencement of the Gap Analysis survey, there were two reported occurrences in 

which specimens and their respective results were reported out on the wrong patients in 

Anatomic Pathology and Cytology. The first case was a mix up of endometrial biopsies.  The 

second occurrence related to two breast biopsies and occurred in October 2011.  The October 

event was the first case identified.  It generated a look back the past 12 months to identify other 

potential mistakes.  One case was found:  the August 2011 endometrial biopsy referenced above.  

Laboratory leadership notified Centers for Medicare and Medicaid Services (CMS), the 

regulatory agency sponsored by Clinical Laboratory Improvement Amendments (CLIA), and the 

College of American Pathologists (CAP) which surveys Parkland‘s laboratory.  The Hospital 

conducted a root cause analysis which resulted in revised processes to minimize chances for any 

further events.  Additionally the involved employee (the same in both events) was terminated.  

Processes to further strengthen quality controls to prevent future errors have been initiated.  

Major actions include: 
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 Cease batching of same tissue types onto trays with sequential case numbers.  Alternative 

tissue types are processed and requisitions for labeling and validating right patient, specimen, 

and biopsy are printed individually, not in batches. 

 Two additional specimen trays have been ordered to minimize batching. 

 The employee conducting the initiation accession cannot be the same employee completing 

the grossing of the specimen. 

 The process has changed in which the technician must read the case number and patient 

name from the cassette, the case number, patient name, and medical record number from the 

Epic label on the requisition, and read the case number, patient name, and medical record 

number from the Epic label on the specimen container when the specimen description is 

dictated to Transcription.  Failure for these items to be read initiates the transcriptionist 

notifying the laboratory or medical director immediately. 

Recommendations 

 Laboratory Manager or designee should listen to ten transcription tapes per week to ensure 

transcriptionist is reporting variances. Monitor weekly for eight weeks, until 100% 

compliance is achieved.  Observations should occur on varying shifts, varying days of week 

to monitor majority or all of involved staff. Move monitors to monthly for three months.  

Assuming 100% compliance is maintained, monitoring can move to quarterly.  Any slippage 

would immediately return to weekly reviews. 

 Laboratory Manager or designee should audit ten biopsy processing procedures in Anatomic 

Pathology and Cytology to ensure new processes is being performed correctly. Also to ensure 

batching is not occurring as well as initiation accession and grossing the specimen are being 

performed separately. Weekly monitors for eight weeks, until 100% compliance is achieved.  

Observations should occur on varying shifts, varying days of week to monitor majority or all 

of involved staff. Move monitors to monthly for three months.  Assuming 100% compliance 

is maintained, monitoring can move to quarterly.  Any slippage would immediately return to 

weekly reviews. Laboratory leaders can be assigned the majority of observations, but 

periodic monitors by one of the Performance Improvement team members to validate review 

process, adds an additional level of independence on a very serious event. 

 Add the results to the Laboratory Department Quality metrics and follow the house-wide 

approach to Quality Assessment/Performance Improvement (QAPI) plan.  

Tasks Monitoring Methodology Timeline 

Listen to periodic transcription tapes 

to ensure transcriptionist is reporting 

variances. 

Weekly monitors for 60 days, until 100% 

compliance is achieved.  Observations 

should occur on varying shifts, varying 

days of week to monitor majority or all 

of involved staff. 

Weeks 3 - 10 
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Findings – Critical Values Reporting   

In reviewing patient safety reports there was an incident in which there was a three-hour delay 

before critical results were reported.  There were two additional incidents identified in which 

there was a misunderstanding on the nursing staff‘s part on what result was within the range of 

critical values. Studies show the usual issues associated with the critical values reporting were 

poor communication, delays in treatment, and documentation issues. Analysis of current 

processes can determine what strategies (i.e., to identify, document, and communicate critical 

values) may be necessary to improve patient safety and quality of care, including strategies 

compliant with the Joint Commission National Patient Safety Goal (NPSG) related to critical 

values. 

Recommendations 

 Review the Parkland policy on critical values and obtain a written acknowledgement of 

understanding from each person who communicates and receives critical values. 

 Director of Laboratory and the Director Nursing Education should collaborate and develop 

and implement an education plan and competencies on critical value reporting. A 

competency validation should be performed and provided through a written test and 

observation of reporting critical values. The education plan and competency should be 

required for new and existing clinical staff.  The education should be provided to the staff 

that communicates and receives the critical results (values).   

 Director of Laboratory and the Director Nursing Education should collaborate to monitor the 

effectiveness of the education program with the turnaround time of the critical value 

reporting. Monitor weekly for eight weeks, until 100% compliance is achieved. If 

compliance falls below 98%, investigate the source of the delays in reporting and develop an 

action plan.  Continue to monitor until 100% compliance is achieved. Move monitors to 

monthly for three months.  Assuming 100% compliance is maintained, monitoring can move 

to quarterly. Any slippage would immediately return to weekly reviews.   

Tasks Monitoring Methodology Timeline 

Review Parkland reporting critical 

value policy. 

Evidence of training and competency 

validation. Weeks 2 - 4 

Develop and implement an education 

plan and competencies on critical 

value reporting. 

Evidence of training and competency 

validation. Weeks 2 - 4 



 

Corrective Action Plan for Parkland Health & Hospital System – February 28, 2012 

       261   

Tasks Monitoring Methodology Timeline 

Monitor the effectiveness of the 

education program with the 

turnaround time of the critical value 

reporting. 

Weekly monitors for eight weeks, until 

100% compliance is achieved. If 

compliance falls below 98%, investigate 

the source of the delays in reporting and 

develop an action plan.  Continue to 

monitor until 100% compliance is 

achieved. Move monitors to monthly for 

three months.  Assuming 100% 

compliance is maintained, monitoring 

can move to quarterly. Any slippage 

would immediately return to weekly 

reviews.   

Weeks 3 - 12 

 

Patient Safety/Rights 

Findings –Time Out  

The ―Time Out‖ process is a component of the National Patient Safety Goals to promote the 

―Universal Protocol‖ for preventing wrong site, wrong procedure, or on the wrong person.  The 

Time Out process is intended to be conducted just before the initiation of a procedure with all 

involved core staff in the validation of the procedure and the patient using two identifiers.  It was 

observed in the Fine Needle Aspiration Clinic (FNA) that although the Time Out was conducted 

it was not performed immediately before the incision was made.  

Recommendations 

 Pathology Medical Director will retrain current staff and add the Time Out Procedure to the 

resident Fine Needle Aspiration Clinic (FNA) orientation/training.  

 Review Parkland policy Admin 6-30 Universal Protocol. Obtain written acknowledgement of 

understanding of the policy from each Pathology resident performing FNA in the 

Dermatology clinic. 

o Proper ―Time Out ― instructions to include performing ―Time Out‖ immediately before 

the incision, injection or insertion of a device , and the all the required elements of the 

―Time Out‖ procedure. 

o Follow the Parkland ―Universal Protocol‖ policy on the Time Out procedure.  

o The Clinic Manager or designee will conduct Time Out observations in the FNA clinic. 

Conduct daily audits of five procedures per week, until 100% compliance is achieved. If 

compliance falls below 100%. Continue to monitor until 100% compliance is achieved. 

Move monitors to monthly for three months.  Assuming 100% compliance is maintained, 

monitoring can move to quarterly. Any slippage would immediately return to weekly 
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reviews. Execute progressive counseling/disciplinary action plans for infractions. 

Infractions should be reported to Divisional VP. PSNs related to time out noncompliance 

should be accumulated monthly and reported to Divisional VP and Performance 

Improvement Department.  

o The Clinic Manager or designee will collect Time Out observation results, present results 

and add to clinic QAPI indicators and follow house-wide approach to QAPI. 

Tasks Monitoring Methodology Timeline 

Review Parkland policy Admin 6-30 

Universal Protocol. 

Evidence of training and competency 

validation. Weeks 1 - 3 

Conduct five weekly random Time 

Out observations in the FNA clinic. 

Conduct five weekly monitors for eight 

weeks, until 100% compliance is 

achieved. If compliance falls below 

100% continue to monitor until 100% 

compliance is achieved. Move monitors 

to monthly for three months.  Assuming 

100% compliance is maintained, 

monitoring can move to quarterly. Any 

slippage would immediately return to 

weekly reviews. 

Weeks 3 - 12 

Collect Time Out observation results 

and add to clinic QAPI indicators. 
Monitor Time Out compliance reports. 

Week 8, Ongoing 

 

Findings – Lack of Translation Services  

During the Gap Analysis survey, we observed general patient care in the clinic and observed that 

staff members did not utilize a medically-certified translator and instead used the patient‘s family 

members.   

Recommendations 

 The following corrective action plan was developed by Parkland Laboratory leadership, and 

should continue in effect: 

 Fine Needle Aspiration Clinic (FNA) attending physician will re-train the use of Certified 

Translation Services for the current staff and add the following to the resident: ―The 

providers may request from the clinic staff, the ALVIN video translator or the language 

line for patients that require a certified translator‖. 

 The clinic staff will provide the translator service. 
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 Conduct weekly audits in the FNA clinic to observe whether translation services are being 

used appropriately. Select five patients per week for four weeks for 100% compliance to 

observe in the FNA clinic and the use of the translation services. If compliance falls below 

100% continue to monitor until 100% compliance is achieved. Move monitors to monthly 

for three months.  Assuming 100% compliance is maintained, monitoring can move to 

quarterly. Any slippage would immediately return to weekly reviews. Report repeat 

offenders to attending physician for progressive counseling and disciplinary action. 

 

Tasks Monitoring Methodology Timeline 

Retrain current staff to ensure 

awareness of the availability of the 

ALVIN video translator or the 

language line for patients that require 

a certified translator. 

Select five patients per week for four 

weeks for 100% compliance to observe 

in the FNA clinic and the use of the 

translation services. If compliance falls 

below 100% continue to monitor until 

100% compliance is achieved. Move 

monitors to monthly for three months.  

Assuming 100% compliance is 

maintained, monitoring can move to 

quarterly. Any slippage would 

immediately return to weekly reviews. 

Weeks 3 - 12 

 

Findings – Inadequate Staffing 

During the Gap Analysis survey, we observed that Medical Assistants were not available to 

assist physicians in the clinic.  Procedures were being completed without nursing support.   

Recommendations 

 Director of the Laboratory provided a follow up plan to the A&M debriefing presentations on 

preliminary Laboratory findings. The plan will provide Medical Assistants to assist the Fine 

Needle Aspiration (FNA) Providers.  The clinic manager will be notified if Medical 

Assistants are not available and biopsies will not be performed until appropriate staffing is 

available. 

 This approach is reasonable, but external validation is required as well to validate the 

availability of Medical Assistants when needed for case through routine schedule review and 

turnaround time when Medical Assistant coverage is requested.  
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Tasks Monitoring Methodology Timeline 

Provide Medical Assistant staffing for 

FNA clinic. 

Validate Medical Assistant staffing for 

FNA clinic routine schedule review and 

turnaround time when Medical Assistant 

coverage is requested. 

Weeks 3 - 12 

 

Record of Care 

Findings – Incomplete Documentation and Potential Patient/Family Right Violation 

Documentation for autopsies performed at Parkland was found to be deficient in the following 

areas based on five reviewed records: 

 No orders for autopsies were found on any of the five records reviewed. 

 In two of the charts a note indicated that an autopsy was offered to patient‘s who refused, but 

an autopsy was performed, and no amended note was found family, reflecting family 

agreement. 

 Attending physician was not identified by name in one of the five charts.  

Recommendations 

The Laboratory and Pathology leadership developed the following strategies:   

 Medical Director of Pathology and Director of Laboratory should meet with Medical 

Information Officer (MIO) and an Epic consultant to improve the document flow of autopsy 

orders and communication. 

 Medical Director of Pathology and Director of Laboratory meet with Director of HIM to add 

required elements to the autopsy dictation template.  

 Medical Director of Pathology will instruct Pathologist who performs autopsies to dictate the 

contents of the entire checklist into the pathology report. 

The described strategies appear to focus on ―hardwiring‖ behavioral change through required 

elements as parts of the documentation templates.  This appears to be an appropriate step to 

improve documentation.  However, patient rights have been potentially violated because the 

autopsies proceeded without validation of family approval.  So in addition to the documentation 

improvements, the following corrective actions should be taken: 

 A process must be developed in which the consent to autopsy is double checked prior to the 

procedure.  If there is no evidence of consent, the autopsy will not go forward until written 

consent is obtained.   Staff would be expected to use the two identifiers and a consent 



 

Corrective Action Plan for Parkland Health & Hospital System – February 28, 2012 

       265   

validation – similar to the process completed in the Operating Room prior to conducting a 

procedure.   

o Educate morgue staff on required two identifier process and their empowerment to stop the 

autopsy without proper consent. Provide every morgue staff member with Parkland policy, 

Admin 6-30 Universal Protocol, to review and obtain written acknowledgment of understanding 

from the morgue that performs autopsies. Place acknowledgements in personnel file. 

o Director of Laboratory or designee should perform a 100% review of autopsy records for 

evidence of family communication, pathology notification by nursing, consent, and any other 

required elements. Audit all autopsy records for eight weeks; moving to monthly times three if 

compliant, and then quarterly.  Any slippage would reinitiate 100% audit for eight weeks. 

Tasks Monitoring Methodology Timeline 

Meet with MIO and an Epic 

representative to enhance Epic 

documentation to ―hardwire‖ autopsy 

documentation requirements. 

Evidence of hardwire documentation in 

Epic. Weeks 2 – 6 

Add autopsy documentation 

requirements to dictation template, 

including pathology checklist. 

Evidence of documentation in Epic. 
Weeks 9 - 12 

Educate morgue staff on required two 

identifier process and their 

empowerment to stop the autopsy 

without proper consent. 

Evidence of training and competency 

validation. Weeks 2 - 3 

Perform audit of autopsy records for 

evidence of family communication, 

pathology notification by nursing, 

consent, and any other required 

elements. 

Audit all autopsy records for eight 

weeks; moving to monthly times three if 

compliant, and then quarterly.  Any 

slippage would reinitiate 100% audit for 

eight weeks. 

Weeks 6 - 12 

 

Quality Assessment/Performance Improvement (QAPI) 

Findings   

 

We found evidence of unit-specific Quality Assessment/Performance Improvement plans in 

Laboratory Services.  
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Recommendations 

It is the organization‘s responsibility to define the structure and process for monitoring quality 

and providing ongoing improvement. The structure and approach for quality of the Laboratory 

department is required.  Regardless of the structure, key elements that must be addressed are: 

 The plan is structured and organized to address any pertinent components of the National 

Patient Safety Goals. 

 The patient populations are served. 

 There is focus on areas identified by the organization that can be improved, e.g., results from 

patient safety reports, patient satisfaction surveys, etc. 

 The plan is dynamic and evolving based on the improvement results of the clinic. 

 

The Laboratory-specific QAPI plan should be reported to the Parkland Quality Department and 

this department-specific QAPI plan should be incorporated into Parkland‘s hospital-wide QAPI 

program.   

Tasks Monitoring Methodology Timeline 

Create survey and initial tracers to 

collect baseline data in the form of a 

Quality Assessment (QA). 

Approval by QCC and Quality 

Department. 
Weeks 5 – 6 

Complete Quality Assessment survey 

and tracer work.  
Weeks 7 - 9 

Using the completed Quality 

Assessment survey, complete 

department-specific Performance 

Improvement (PI) plan with indicators 

appropriate for dept‘s pt population.  

Approval by QCC and Quality 

Department. 
Weeks 9 – 10 

Implement corrective actions per 

department‘s PI plan. 
See below Week 10, Ongoing 

Report PI plan status on at least 

quarterly to QCC. 

If PI results are within 5% of the 

established threshold, the department 

does not have to be physically present to 

report to QCC. Results off target by more 

than 5% must report to QCC in 

person.  Results over 10% off target 

should report monthly to QCC until 5% 

is achieved.. 

Week 12, Ongoing 
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2.18 Food and Nutrition Services 

Background 

The Food and Nutrition Services Department (F&NS) provides clinical and full food production 

services for the Hospital‘s patients, visitors and staff. F&NS has two main components: 

production and clinical dietary services. Findings identified during the Gap Analysis survey are 

included below. 

Infection Control 

Findings  

Overall, the production and clinical functions of the Department are in compliance with the 

Medicare Conditions of Participation (CoP).  All deficiencies found in F&NS were related to 

Infection Control standards. 

Patient trays were found being left in the unit pantry for future use.  The trays were not 

refrigerated.  When queried, the staff of the nursing units stated that they re-thermalize these 

trays.   

F&NS is responsible for monitoring the patient refrigerator temperatures.  Environmental 

Services (EVS) is responsible for cleaning the refrigerators.  During our survey, we observed that 

the refrigerator temperatures were being monitored appropriately.  Many of the freezers 

however, were not monitored.   

 

The pantry area is stocked by dietary and cleaned by EVS.  On rounds, it was observed that both 

patient and staff food were stored in the same pantry areas.  In addition, most of the pantry areas 

needed to be cleaned.   

 

Recommendations 

 Develop a process to collect all unused trays after meals. The Charge Nurse should be 

responsible for ensuring all patient trays are collected. The Charge Nurse or designee should 

also make rounds and document that all trays are collected within a specified timeframe after 

meal service. As a part of the EOC rounds, the Unit Manager should ensure the trays are 

collected within the specified timeframe after meal service. Conduct audit weekly for eight 

weeks to ensure trays are collected within specified timeframe. Once compliance of 100% is 

attained for eight weeks, move to every month review, and if compliance is continued at that 

point, then move to quarterly reviews. If at any time there is slippage in compliance, then the 

eight week cycle should resume. 

 The Nursing Unit Manger should educate the nursing staff to communicate with F&NS to 

hold a tray if a patient is not available for a meal, and have the tray brought at an alternative 
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time. The Director of F&NS should send out flash emails to inform nursing staff of tray 

collection when a patient is unable to eat their meal at the time of service. A system should 

be in  to re-order a meal or place a meal on hold. 

 Acquire thermometers for freezers and monitor temperatures daily and ensure freezers 

remain in the acceptable range. The EOC team will monitor the freezer logs to ensure 

temperature logs are being monitored based on the PHHS policy. 

Tasks Monitoring Methodology Timeline 

Change procedure to ensure all 

unused trays are collected after meals.  

Conduct audit weekly for eight weeks to 

ensure trays are collected within 

specified timeframe with 95% 

compliance target.  Audit frequency can 

be reduced to monthly for three months 

and then quarterly if compliance is still 

maintained. 

Weeks 1 - 3 

Educate nursing staff to communicate 

with F&NS to re-order or hold a tray 

if a patient is not available for a meal. 

Evidence of awareness/education plan, 

training, and competency validation Weeks 2 - 4 

Acquire thermometers for freezers. 

Communicate with F&NS staff to 

monitor and log temperatures daily on 

all patient food freezers. Add freezer 

temperature log to EOC checklist. 

Evidence of new temperature monitoring 

and addition to departmental EOC 

checklist. 
Weeks 1 - 3 
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2.19 Organ and Tissue 

Background 

The Organ, Tissue, and Eye Procurement Services Department works with all of the patient care 

areas in the Hospital. Organs and tissue are recovered, but transplantation at Parkland is limited 

to kidneys at this time.  Only the procurement portions of the service were surveyed.  

 

Parkland contracts with Southwest Transplant Alliance Organ Procurement Organization (OPO) 

for organ recovery and procurement.  Allografts are obtained through the University of Texas 

Southwest Medical Center (UTSW). These contracts meet the Center for Medicare and Medicaid 

Services (CMS) requirements. The Hospital provides the required organ transplant related data to 

the OPO on a timely basis.  

The required policies and procedures for communication of an adverse event that is directly 

related to a procured organ or tissue are in place. If the Hospital becomes aware of an adverse 

event directly related to organ or tissue there is a method for prompt investigation and 

notification to the OPO. 

Organ Procurement 

Findings 

Parkland‘s Organ and Tissue Procurement policies and procedures meet the requirements of the 

OPO. The UTSW contract meets the Centers for Medicare and Medicaid Services (CMS) 

requirements for allographs.  However, the Parkland governing board, the Board of Managers 

(BOM), has not approved the policies, procedures and contract as required by CMS.  

 

The effectiveness of the organ and tissue protocols and policies is monitored as part of the 

Hospital‘s quality improvement program.  However, the results of the Organ Collaborative 

Committee are only taken to the Critical Care Committee and not routed through the Quality 

Care Committee (QCC) and reported to the Governing Board, as required. 

 

Recommendations 

 

The Organ Procurement Collaborative Committee‘s annual report was presented at the QCC on 

January 25, 2012. There were no requested action items. The minutes of the QCC meeting 

reflected in this report will be presented to the Quality Committee of the Board of Managers in 

February, 2012. 

 

 Develop a process to ensure ongoing quality improvement functions are reported to QCC 

Committee regularly.  
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Education and Training 

Findings 

The Department has mechanisms in place to ensure that all the appropriate staff members have 

attended an educational program regarding donation issues. The program reviews the required 

staff discretion and sensitivity with respect to the circumstances, as well as views and beliefs of 

the families of potential donors. It includes the required staff knowledge to work with the OPO, 

tissue bank, and eye bank. However, the records documenting the various educational and 

training sessions do not indicate which groups were mandated to attend the education 

(Registered Nurses only, techs, etc.).  

Recommendations 

 The Department should document the required attendance per the staff‘s license or clinical 

service for the annual training program in the employee‘s files. 

 

 

 

 

  

Tasks Monitoring Methodology Timeline 

Develop a process to ensure Organ 

Procurement quality improvement 

functions are reported to QCC 

regularly. 

Evidence of process and routine reporting 

to QCC. 
Month 6, Ongoing 

Tasks Monitoring Methodology Timeline 

Develop documentation for annual 

training program attendance. 

Evidence of awareness/education plan, 

training, and competency validation 
Mont 6, Ongoing 
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2.20 Physical Rehabilitation and Medicine (PM&R) 

Background 

Parkland‘s Physical Medicine and Rehabilitation Department (PM&R) is comprised of outpatient 

and inpatient services.  Outpatient services focus on physical, occupational, speech therapy, and 

wound care in the hospital.  Inpatient care is focused around a 17 bed inpatient unit as well as the 

Orthotic Lab in the hospital.   

Administratively and medically, inpatient and outpatient services are managed by the same 

leadership team.   

In reviewing the service as part of the Gap Analysis survey, deficiencies were noted in the 

following categories: 

 Provision of Care 

o Outstanding referral rate –insufficient triaging 

o Inconsistent plan of care 

o Lack of Durable Medical Equipment license 

 Infection Control 

 QAPI 

Provision of Care 

Findings - Outstanding Referral Rate – Insufficient Triaging 

At the time of the Gap Analysis survey there were approximately 1,800 outstanding referrals for 

outpatient therapy and services.  The prioritization methodology utilized was subjective and 

there was no defined process for contacting referred patients in a timely manner.  Currently there 

are no mechanisms in place to respond to the backlog, such as a PRN staffing pool, expanded 

hours of operation, or more effective patient management to ensure patients who have attained 

their therapy goals are discharged timely from the program.  Referrals are not scheduled for 

initial appointments until an existing patient is discharged.   

Following the initial Gap Analysis survey, the Department implemented a triage process that 

categorizes referrals into two categories: 1) ―high priority‖ or 2) ―routine.‖  Referrals classified 

as ―routine‖ are ―denied‖ and sent back to the provider.  The ―routine‖ designation identifies a 

patient the Department feels would not be helped by therapy, usually due to a chronic issue.  

Providers have been informed that ―denied‖ referrals will not be seen by the Department, and 

they should refer their patient to an alternative source for therapy.  This triaging procedure is 

performed by a physical therapist based on provided documentation.  There is not a standardized 

tool that rates patients for acuity.   
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Recommendations 

Managing and reducing the referral backlog must be a high priority.  The following actions are 

required: 

 The Director of PM&R should conduct an assessment of the factors contributing to the 

backlog – lack of equipment/technology, availability of staff, and/or staffing budgets, 

inadequate hours/days of operations, and/or a lack of therapist productivity.   

 The Director of PM&R with the assistance of Operations of Excellence team should conduct 

a demand vs. capacity, throughput process workflow assessment and labor productivity 

analysis for the modalities with excessive appointment wait times to determine the root cause 

of delay delivery of care. The demand/capacity assessment should assess the demand, 

defined by the current backlog of appointment needs and the additional capacity required to 

meet the backlog and remain current.  An assessment of the rate limiting factors contributing 

to the backlog should be conducted to determine methods to increase capacity along with the 

associated cost of required resources to do so.  The rate limiting factors and potential 

solutions may include: lack of equipment/technology, availability and/or staffing within 

budget guidelines, potential expansion of hours/days of operations and increased productivity 

in throughput.  

 The Director of PM&R has initiated a space and capacity analysis.  Space within the 

Community Outpatient Clinic (COPC) has been identified for potential areas to conduct back, 

neck, and knee pain clinics, and the Department is investigating increasing the number of 

classes held at the Ambulatory Surgery Center (ASC) location. 

 The Director of PM&R should conduct a labor productivity analysis, benchmarking to 

industry standards.  An analysis should also be conducted to determine if there is opportunity 

to improve productivity and thereby increase capacity or number of patients seen per day.  

(By way of example, several physical therapy companies that publicly report metrics on 

therapist productivity indicate productivity being between 10.0 and 11.85 visits/day/clinical 

FTE). 

 Based on the assessment of the above analyses, an overall ―current state‖ process work flow 

diagram with identification of the process failures and operational barriers and identification 

of opportunities for process optimization and improvement should be developed.  The 

process work flow should include the following elements:  inputs, outputs, activity steps, 

decision points, enablers and functions. There are often a number of reasons contributing to 

long turnaround or downtime in service functions within a department due the inter-

dependency on other units within the Hospital – e.g., transport of patients, delay in 

registration/check-in, no-shows, physician delay, and anesthesia delay.  

 Based on the major barriers identified, The Director of PM&R with the assistance of the 

Operations of Excellence team, should develop a redesign of the future process flow to 

include: eliminating or combining steps; automating any manual activity steps, if possible; 
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transferring elements to other departments; changing the location where the steps are done; 

and, finally altering/modify the activity step.  The intended outcome is to increase 

productivity and thereby number of patients per day.  The assessment should be able to 

answer the following questions: 

o Clinical program: How are patients evaluated to determine if ongoing therapy is of value 

or if patients have attained their goals? 

o Staff productivity: Are visits scheduled in appropriate time slots and is staff spending 

reasonable amounts of times with patients and seeing a common volume of patients daily? 

o Patient access: Would patients utilize the services if off hours or weekend services were 

offered? 

o Prioritization:  What tools are available to assess patient needs upon referral that will 

assist in prioritizing patient needs?  (As a component of the needs assessment, include 

patient communication with the process). 

o Scheduling system:  What are the current abilities and processes? 

o No show/cancellation rates:  What are the current trends?  Would it be appropriate to 

―overbook‖ appointments to account for no shows or cancellations of other patients.  

Also assess patients who chronically ―no show‖ and determine what the department‘s 

policy on continued scheduling of appointments should be. 

 Changes to work flow should also be piloted and refined as necessary and then staff training 

provided.  The Department should calculate the time saved and the additional scheduling 

slots that can be gained due to new efficiencies.  Finally, the Department should establish a 

new baseline and develop new thresholds for productivity. 
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Tasks Monitoring Methodology Timeline 

Conduct an assessment of the factors 

contributing to the backlog to include: 

demand vs. capacity, current space 

and labor productivity. 

Evidence of assessment plan to address 

demand vs. capacity, current space and 

labor productivity. 
Weeks 1 – 5  

Upon completing elements of the 

assessment, develop an overall 

―current state‖ process work flow 

diagram noting process failures and 

operational barriers. 

Evidence of current state assessment with 

findings and recommendations. Weeks 6 - 7 

Analyze current staffing patterns and 

address shortages. 

Evidence of staffing patterns vs. volume 

analysis. Weeks 5 - 7 

Redesign future process flows to 

address identified barriers. 

Evidence of implementation plan for re-

design process pilot. Weeks 7 – 8 

Complete pilot of revised process 

flow to assess effectiveness and any 

additional needed changes. 

Evidence of pilot results, any revisions to 

the process and full implementation plan 

and timeline. 
Weeks 9 - 12 

Develop targeted improvement levels: 

for backlog, patient and physician 

communication, productivity, etc. to 

assess impact of changes.  A 

consistent tool to assess effectiveness 

is needed to ensure consistency in 

assessing progress. 

Evidence of targeted improvement 

tracking to daily patient visits for 

therapist, patient prioritization, and on-

going treatment need methodology and 

daily back-log. 

Weeks 9 – 12, Ongoing 

 

Findings – Inconsistent Plan of Care 

The Gap Analysis survey identified deficiencies in several areas of care delivery in the PM&R 

Department.  The outpatient deficiencies were all elements of the patients‘ plan of care and 

included: 

 Inconsistent pain assessments. 

 Inconsistent discharge summaries. 

 Lack of re-assessments after 30 days or 10 treatments (per policy). 

 Lack of overall plan of care, referencing long term goals, duration, frequency, and type of 

treatment. 
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For the Department‘s inpatient unit, there are no documented admission criteria nor is there 

documentation to support continued hospitalization.  Gaps in nursing assessment were also noted, 

such as a failure to complete a sensory assessment on a stroke patient.  (Assessment on the 

affected extremity was ultimately done 16 days post admission).   

Recommendations 

In conjunction with the Medical Director and PM&R Director, a new written admission policy 

for PM&R inpatient services should be developed and approved by the Chair of Rehabilitation 

Services and SVP.  The new admission policy should outline criteria for appropriate admissions 

to the Inpatient Rehabilitation Unit. 

The Inpatient Unit Manager is now responsible for reviewing each patient admission to assure all 

documentation and assessments are completed in a timely fashion and follow up is directed as 

appropriate to clinical personnel lacking said assessments. 

 For the outpatient services, a ―back to basics‖ approach should be employed and 

identification of core requirements for outpatient services for all patients should be developed.   

 The Department should develop ongoing education on the core requirements for referral to 

outpatient services that must be assessed and documented for all patients.   

 The Department should develop a methodology to ensure all elements of care have been 

addressed and assessed, including through the following actions: 

o Determine the appropriateness of utilizing a checklist that therapists sign.  

o Investigate methods within Epic that will ensure elements have been completed. 

 The Department should develop ongoing audits of patient care.  Audits should be of all staff, 

so an auditing schedule that would allow for 100% staff review would be required.   

 Department Managers should audit new patient charts against a checklist utilizing electronic 

platform developed through Parkland Information Technology Department in Epic, which 

will highlight pain assessments, plan of care, frequency, duration and type of treatment 

outlined. 

 Follow up audits are to be conducted by Department Managers investigating other disciplines, 

(for example Physical Therapy will audit Occupational Therapy).  These follow-up audits 

will address documentation of medical necessity, progression, as well as reassessments being 

performed per policy, at 10th treatment session or 30 days from start of care.  Discharge 

summaries should be the final portion of the new audit trail interdepartmental processes. 

 The Department should identify gaps in documentation and/or understanding of the staff.  If 

trends are identified, develop further educational strategies.   

 The Department should review the clinical leadership structure to ensure an experienced and 

dedicated Director is in place and is properly managing the clinical functions of the unit. 

 The overall inpatient rehabilitation program should be totally reviewed and redefined.  

Elements to review and redefine should include: 
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o Admission criteria; 

o General plans of care for the most common diagnoses; 

o Required assessments of patient progress; 

o Interdisciplinary team reviews of patient progress; and 

o Role definition for all team members. 

 Any redefinition and review of the inpatient and outpatient program should be done under the 

direction of a program director.  

Tasks Monitoring Methodology Timeline 

Identify core requirements for 

assessment and documentation for 

proper patient care and educate staff. 

Evidence of awareness/education plan, 

training, and competency validation.  

Summary of daily checklist or Epic 

review on a weekly basis.  Establish 

baseline of current performance, and 

target incremental improvements, to 

ultimately target 95%.  Once 95% is 

achieved, monitor for eight weeks on a 

weekly basis; then move to monthly 

review for 3 months, and then ultimately 

quarterly.   

Weeks 1 – 12 

Develop a methodology to ensure all 

elements of care have been addressed 

and assessed. 

Evidence of the following measures: 

admission criteria, general plans of care 

for the most common diagnoses, required 

assessments of patient progress and 

interdisciplinary team reviews of patient 

progress. 

Weeks 6 – 12, Ongoing 

Establish key metrics for inpatient 

rehab. 

Evidence of the following measures: 

admission criteria, general plans of care 

for the most common diagnoses, required 

assessments of patient progress and 

interdisciplinary team reviews of patient 

progress. 

Weeks 9 -12 

Develop methodology to track 

required metrics are being reported. 
Methodology to be determined. Weeks 9 – 12, Month 6, 

Ongoing 
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Findings - Durable Medical Equipment (DME) 

Parkland is currently not compliant with the durable medical equipment program as the hospital 

does not hold a DME license, but dispenses equipment such as canes, crutches, etc. The 

Orthotics Lab also manufactures custom back braces.  Custom compression garments used for 

burn patients are also supplied by Parkland to certain patients.  The Hospital does not practice a 

consistent process regarding dispensing of DME. 

Recommendations 

 Seek internal legal counsel direction on applying for the application to be submitted to the 

Texas Regulatory Licensing Unit.  (This process has been underway for several weeks.) 

 The PM&R Director has provided in-services and educational handouts to all the outpatient 

health centers as well as the responsible  medical director to allow patients to explore 

securing DME through retail store outlets, such as CVS or Walgreens, and to refrain from 

referring the patient to seek DME from the hospital directly. 

 Explore the possibility of entering into a contractual agreement with a third party DME 

supplier.   

 In conjunction with Legal Counsel and Finance, develop criteria and a process for notifying 

patients of the option of DME equipment availability at Parkland. 

Tasks Monitoring Methodology Timeline 

Determine legal requirements for 

DME license. 

Evidence of opinion from in-house 

counsel. Weeks 1 - 4 

Determine methodology dispensing 

DME (hospital vs. contract supplier). 

Evidence of opinion from in-house 

counsel. Week 5 

 

Infection Control 

Findings 

Overall infection control practices are addressed in the Infection Control section of the 

Corrective Action Plan (Section 2.07). However, there are components of infection control that 

are unique to the PM&R services.  Wound care debridement sterile technique was breeched 

during observations during the Gap Analysis survey. In the open gym setting, physical therapists 

were observed moving from patient-to-patient providing clinical care without appropriate hand 

hygiene being done between patients.   
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Recommendations 

 In conjunction with the Infection Prevention Department, develop training specific to care 

situations managed by PM&R staff manage, e.g., wound care, hand washing between patient 

treatments, etc.   

 Complete training and conduct post training tests (either return demonstrations or written 

tests to ensure understanding). 

o The PM&R Manager or designee should conduct random audits and observations of 

wound care and patient care, observing for correct sterile and infection control 

procedures being followed.  (In response to initial findings, the department reports that  

audits have been initiated). Conduct audit weekly for eight weeks with gaps identified 

immediately. Once compliance of 100% of secured carts is attained for eight weeks, 

move to every month review, and if compliance is continued at that point, then move to 

quarterly reviews. If at any time there is slippage in compliance, then the eight week 

cycle should resume. 

Tasks Monitoring Methodology Timeline 

Develop and implement Infection 

Prevention training.  

Evidence of awareness/education plan, 

training, and competency validation. Weeks 1 - 4 

Non–compliance with proper 

infection control procedures should be 

addressed immediately and ongoing 

non-compliance should result in 

progressive disciplinary action. 

Conduct weekly random audits and 

observations of wound care and hand 

hygiene techniques. Conduct audit 

weekly for eight weeks with gaps 

identified immediately. Once compliance 

of 100% of secured carts is attained for 

eight weeks, move to every month 

review, and if compliance is continued at 

that point, then move to quarterly 

reviews. If at any time there is slippage in 

compliance, then the eight week cycle 

should resume. 

  

 

Weeks 5 – 12, Ongoing 

Develop methodology to track wound 

care infection rates. 

TBD - in conjunction with infection 

prevention department. Weeks 5 - 7 

 

Quality Assessment/Performance Improvement 

Findings   

 

This department does not have specific goals and performance improvement initiatives which  
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would benefit the patient care provided by the department. An effective, ongoing, data driven 

QAPI at the department level does not exist.  

Recommendations 

It is the department‘s responsibility to define the structure and process for monitoring quality and 

providing ongoing improvement. The QAPI plan should address: 

 Any pertinent components of the National Patient Safety Goals. 

 The patient populations are served. 

 Areas identified by the department that can be improved, e.g., results from patient safety 

reports, patient satisfaction surveys, etc. 

 Dynamic and evolving action plans based on the improvement results. 

 

PM&R-specific QAPI plans should be reported to the Quality Department, incorporated into 

Parkland‘s hospital-wide QAPI program, and reported to the QCC.  

Tasks Monitoring Methodology Timeline 

Create survey and initial tracers to 

collect baseline data in the form of a 

Quality Assessment (QA). 

Approval by QCC and Quality 

Department. 
Weeks 5 - 6 

Complete Quality Assessment survey 

and tracer work.  
Weeks 7 - 9 

Using the completed Quality 

Assessment survey, complete 

Performance Improvement (PI) plan 

with indicators appropriate for 

department‘s patient population.  

Approval by QCC and Quality 

Department. 
Weeks 9 - 10 

Implement corrective actions per 

department‘s PI plan. 
See below Week 10, Ongoing 

Report PI plan status on at least 

quarterly to QCC. 

If PI results are within 5% of the 

established threshold, the department 

does not have to be physically present to 

report to QCC. Results off target by more 

than 5% must report to QCC in 

person.  Results over 10% off target 

should report monthly to QCC until 5% 

is achieved. 

Week 12, Ongoing 
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2.21 Respiratory Therapy 

Background 

Parkland‘s Respiratory Therapy Department (RT, Department) is a 24 hour service that provides 

respiratory care services for all inpatient areas and the Emergency Department (ED).  Care is 

provided at the bedside without any centralized services.   

Deficiencies identified during the Gap Analysis survey can be categorized into three major 

categories: 

 Care Delivery/Provision of Care 

o Staffing 

o Care Delivery 

 Medication Management 

 Environment of Care 

 Infection Control. 

Provision of Care 

Findings - Staffing 

Based on a review of three-months of data obtained from patient safety reports, there were 163 

documented occurrences of missed respiratory treatments in a three month period.  Of these 

missed treatment occurrences, 72% were categorized as ―respiratory therapy was too busy‖ or 

―therapist was unavailable‖.  The documented reasons for missed treatments indicate potential 

gaps in: 

 Clarity of work assignments. 

 A shortage of staff. 

 An inability to flex to varying workload levels. 

 Lack of therapist oversight and accountability. 

Recommendations 

 Parkland‘s Operational Excellence Department has analyzed staffing levels in the RT 

Department and provided recommendations to adjust staffing to include: a respiratory 

therapist ―floater‖ to assist in surges in workload; an additional equipment technician to 

provide more direct patient care time; and, a re-allocation of staff between shifts to better 

respond to workloads.  These recommendations should be considered and implemented, or 

other staffing solutions should be developed.  If other solutions are considered, then an 

analysis of the anticipated outcome should be developed as well.    
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 Regardless of the staffing solution utilized, a targeted improvement plan and timeline is 

required to reduce incidences of ―missed treatments.‖ 

 The RT Department should attempt to analyze, possibly through Epic, all missed RT 

treatments per shift.  This would provide greater insight to RT management on the trends 

regarding missed treatment, e.g., the same shift, same therapist, a specific nursing unit, etc.   

 If this data is unavailable in Epic, then the Department should construct a mechanism to track 

―assigned, completed, and missed‖ by therapist through a daily shift report document. 

Tasks Monitoring Methodology Timeline 

Analyze staffing levels and provided 

recommendations.  

Evidence of analyzed staffing levels with 

recommendations. Weeks 1 – 4 

Adjust staffing and/or shifts to agree 

upon staffing grid. 

Evidence of staffing adjustments based 

on new staffing grid. 

 Daily, weekly, and monthly trending 

of staffing hours. 

 Trending of shift changes over time. 

Weeks 5 – 8 

Develop targeted improvement in 

missed treatments and a timeline for 

expected improvements. 

Daily review of missed treatments with 

weekly summary as to the reasons, and 

actions taken to correct. Daily review 

should continue for 8weeks with a target 

of 95% compliance.  If 95% is attained 

review can expand to monthly for three 

months, and then quarterly if compliance 

is maintained. However, the missed 

treatments should still be an area of focus 

to identify trends and opportunities to 

improve.  

Week 1 – Year 1, Ongoing 

Explore the ability to analyze missed 

treatments per shift through Epic. 

Evidence of communication with IT and 

implementation plan if any. Weeks 1 – 4 

Determine a mechanism to track 

―assigned, completed, and missed‖ by 

therapist through a daily shift report 

document. 

Daily review of missed treatments with 

weekly summary as to the reasons, and 

actions taken to correct. 
Weeks 5 – 12 
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Findings - Care Delivery 

The Gap Analysis survey found a lack of documentation in medical records to verify that RT 

patient‘s progress and response to treatments were adequately assessed.  Gaps in documentation 

revealed in the medical record review showed: 

 No evident follow up with physician or other clinicians following an ongoing decrease of 

tidal volume over three respiratory treatments. 

 Lack of pre- and post-patient assessments following respiratory treatments. 

 Lack of documentation of patient‘s ongoing progress and response to medications and 

treatments. 

Patient assessments and their response to treatment is a fundamental component of clinical care.  

The lack of follow through was also noted in the Emergency Department, where the Respiratory 

Therapy (RT) staff was observed leaving a patient who was undergoing nebulizer treatment prior 

to completion of the treatment.  The lack of documentation also prevents other members of the 

health care team to understand the patient‘s response to respiratory treatments as well.     

Recommendations 

 RT Department management has initiated an educational program for all RT staff as well as 

an audit process.  The new audit process and/or results have not yet been validated by 

Alvarez & Marsal (A&M).  

 The documentation audit is critical to ensure that the documentation reflects the care that was 

rendered; however an additional component that should be included is patient rounds.  

Feedback from patients should be sought to determine their perception of their own progress 

as well as the care they received.     

Tasks Monitoring Methodology Timeline 

Documentation educational program 

for all Respiratory Therapy (RT) staff. 

Evidence of awareness/education plan, 

training, and competency validation. Weeks 9 - 12 

Initiate documentation review process 

to ensure patient quality of care. 

Review 10% of all RT treatment records 

for 8 weeks, to achieve a compliance of 

95%.  If 95% is attained, review can 

expand to monthly for three months and 

then quarterly if compliance is 

maintained.   However, the missed 

documentation should still be an area of 

focus to identify trends and opportunities 

to improve. 

Week 12, Month 6, 

Ongoing 
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Tasks Monitoring Methodology Timeline 

Initiate patient rounds to obtain 

feedback regarding effectiveness of 

respiratory treatments. 

Develop standardized questionnaire for 

patient interviews to assess patient 

perception regarding care.  Review 5% of 

all RT treatments for 8 weeks.  If 95% 

patient satisfaction is obtained in the 8 

weeks, then interviews can be reduced to 

monthly times three, and then quarterly. 

Week 12, Month 6, 

Ongoing 

 

Medication Management 

Findings  

We reviewed the RT Department‘s policy regarding timely delivery of medication administration 

orders primarily regarding the ―30 minute rule‖ in which treatments must be completed within 30 

minutes after the ordered time.  During the course of the Gap Analysis survey, CMS issued 

reference S&G-12-05 Hospital regarding 42 CFR 482.23(c) on November 18, 2011, and 

removed the reference to the ―30 minute rule‖ which had established a uniform window before 

or after the scheduled time for all scheduled  medication administration.  In response to this 

change, the Parkland Respiratory Department updated its policy RC P-2A, WD 07-2011, RD 12-

2011, which now states that, with regards to stat orders received, ―medication will be 

administered within an hour after the medication is available in the patient care area.‖   

Please refer to the Pharmacy/Medication Management section of this Action Plan (Section 2.08) 

for additional findings and recommendations.  

Environment of Care 

Findings 

Proper storage of full and empty oxygen tanks is a house-wide issue both in the inpatient units 

and in the outpatient clinics.  While the issue is house-wide in nature, the responsibility for 

correction lies with the RT Department.  On initial Gap Analysis survey, oxygen tanks were 

found being stored inappropriately, such as being propped against doors and walls with nursing 

units, or being stored in incombustible areas.  Staffs in the clinical departments were also unable 

to consistently identify whether tanks were full or empty.  Since the Gap Analysis survey, RT 

Department leadership has documented that all areas have been surveyed to determine the 

conditions and appropriate storage needs.  Based on this survey, 30 holding tank racks have been 

ordered and will be deployed to the appropriate locations.    

 



 

Corrective Action Plan for Parkland Health & Hospital System – February 28, 2012 

       284   

Recommendations 

 In addition to the initial survey referenced above additional steps are recommended: 

o Review the current oxygen tank use, storage, and refilling procedure for gaps in guidance 

to both RT staff as well as other clinicians. An example could be that there is no direction 

on who to contact to replace oxygen tanks.   

o Meet with clinical leaders who store oxygen tanks and determine responsibilities of staff 

in which oxygen tanks are stored, e.g., a nursing unit versus the responsibilities of RT.  

Elements to be considered: 

 The daily assessment of the tanks for safety and that oxygen is in the tank. 

 Mechanism to clarify issues or questions regarding tank use and storage. 

 Process to have oxygen tanks replaced. 

o If there are gaps identified in the oxygen tank storage policy and procedure, make the 

necessary edits or additions.   

o Develop a house-wide education/awareness for all staff that addresses all areas of 

responsibility.  To ensure consistency include oxygen tank checks in either emergency 

equipment checks or other daily departmental checklists if it is not already included. 

 Initiate audits of oxygen tank safety.  For the first week, a 100% review should be conducted, 

covering all areas of oxygen storage for storage and daily checks. Weekly checks of all 

departments should be continued for one month, providing immediate feedback to the 

departmental manager.     

 Once the monthly organization-wide assessments are complete, target departments of non-

compliance and initiate daily reviews of those departments.  If correction is not noted 

immediately, then elevate to the next level of leadership oversight.   

 Daily audits for targeted areas should continue for areas of non-compliance until compliance 

is reached for 60 days. 

 Once organization-wide compliance is attained, the quarterly reviews and reporting of 

findings should be continued and more focused reviews re-initiated if required. 

Tasks Monitoring Methodology Timeline 

Review the current oxygen tank use, 

storage, and refilling procedure for 

gaps in guidance to both RT staff as 

well as other clinicians. 

Evidence of gap report of the current 

oxygen tank use, storage and refilling 

procedures. 
Weeks 1 – 3 

 

Meet with clinical leaders who store 

oxygen tanks and determine 

responsibilities of staff in which 

oxygen tanks are stored. 

 

 

Evidence of responsibilities of staff. 

 

Weeks 3 – 4 
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Tasks Monitoring Methodology Timeline 

Develop a house-wide 

education/awareness for all staff that 

addresses all areas of responsibility. 

Evidence of awareness/education plan, 

training, and competency validation. Weeks 4 – 8 

Audits of oxygen tank safety. 

First week of assessment 100% review of 

all areas of oxygen storage for storage 

and daily checks.  Weekly checks of all 

departments should be continued for 8 

weeks, then monthly for three months, 

and then quarterly with target compliance 

of 100%. 

Weeks 2, Month 6  

 

Infection Control 

Findings  

 

No expired supplies and equipment were found in the Respiratory Therapy (RT) Department.  

However, for equipment that is cleaned and reused by RT, there was no mechanism to monitor 

the temperature of the solution to ensure it meets manufacturer‘s guidelines.  Upon re-survey of 

the RT Department, an electronic thermometer and log was in place to monitor the cleaning 

solution temperature, which upon checking was found to be in compliance with manufacturer 

guidelines.   

 

Recommendations 

 

The RT department has adopted the recommendations for the specific findings from the 

manufacturer‘s recommendations. In addition, the department should include steps on what to do 

when the temperature falls below 68 degrees. However, a longer term strategy that includes 

conducting an annual assessment of equipment cleaning processes to ensure that there are no 

gaps in process should also be implemented, along with the assurance that the manufacturer‘s 

cleaning instructions are being followed. A pro-active assessment of the cleaning process 

assessment would have identified this oversight gap.   We recommend that the RT Departmental 

leader and Department medical leadership review the RT care equipment cleaning and re-use 

process annually. 

Tasks Monitoring Methodology Timeline 

Long term strategy for an annual 

assessment of therapy care to ensure 

there are no gaps in process or care. 

Evidence of awareness/education plan, 

training, and competency validation.  Month 6  
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2.22 Community Oriented Primary Care  (COPC) 

Background 

Parkland‘s Community Oriented Primary Care (COPC) facilities are under the direction of the 

Executive Vice President of Community Medicine.  COPC includes a network of 11 primary 

health centers, 11 school-based clinics and homeless medical services.  They provide pediatric, 

adolescent and adult primary care, women‘s health and senior care services. The Executive Vice 

President of Community Medicine is also responsible for the medical services provided to the 

Dallas County correctional facilities.  Findings related to the Women‘s Clinics within the COPCs 

have been directed to the WISH section of this report.   

The Gap Analysis survey identified the following deficiency areas in the Community Oriented 

Primary Care Clinics and the Correctional Facilities: 

 Medication Management 

 Environment of Care/Infection Control 

 Provision of Care 

Medication Management 

Findings  

Medication rooms were not properly secured in several clinics.  Additionally, in one of the 

correctional facilities, drug diversions occurred because a medication room doorway was 

breached, the medication cart was unlocked, and controlled substances were not secured in the 

medication cabinet.  Furthermore, regular drug counts were not performed to monitor for 

potential diversions in a timely manner, therefore the diversion was not identified until the 

following day.  Upon identification, action was taken by the leadership team to mitigate the risk 

and assess other potential issues in the remaining correctional facilities. 

There were additional gaps in medication documentation in which medication logs were not 

maintained.  We found examples of medications not documented in the log or nursing staff using 

ditto (― ― ) marks instead of signing out each field in the documentation log.  This practice was 

unique to the clinics. 

Hospital policy NSG 20-01 is not followed for labeling multi-use vials.  Gaps such as missing or 

incorrect dates, and an inconsistent format of labeling were found.   

Medication reconciliation is an area of deficiency in all of the clinical areas: COPCs, inpatient 

and specialty clinics settings.   
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The Medlock Clinic has a unique issue in medication oversight issue related to a lack of interface 

between the pharmacy system and the correctional facility electronic medical record (EMR).  

The Pharmacy is unable to reconcile the medication order as the pharmacist cannot see the actual 

physician order.  This specific issue is caused because the correctional pharmacy and clinic do 

not utilize the same IT systems and there is no ability for the Pharmacy to provide ―oversight‖ to 

the distribution process.  

 

Recommendations 

 

Nursing Directors/Managers and Clinical Directors should refer to the Medication Management 

(Section 2.08) of the Corrective Action Plan for detailed recommendations for medication 

management and the organization-wide improvement strategies for drug storage and medication 

reconciliation.  

 

In reviewing the response to our initial Gap Analysis findings submitted by the Community 

Oriented Primary Care leadership team, actions have been put in place to address medication 

controls and new documentation logs have been implemented to address the gaps in charting. 

The medication log documentation is now fully completed with expiration date, name of drug, 

strength, dosage and the nurse‘s signature. A ―hard stop‖ has been installed in the Epic EMR for 

the time for medication administration. The nurse must enter a time for the medication 

administered and cannot bypass the field. 

 

In the Medlock clinic, control and accountability processes have been developed regarding 

controlled substances at the end of each shift.  Management is monitoring compliance and staff 

should continue to be educated on medication control processes, where appropriate.  

 

A&M will audit these corrective actions to ensure there has been sustained change in these 

practices.  

 

With regard to Medication reconciliation for the clinics, we have been advised that the Medicine 

specialty clinic is conducting a pilot (discontinuation of Rx on Epic Navigator).  The intent of the 

study is that Nursing staff will mark a medication to be discontinued on Navigator after his/her 

patient assessment and learning that the patient doesn‘t take the medication or it is an older 

medication that is no longer applicable.  The physician, who can see the discontinuation notice 

from Nursing in Epic could then make the decision on whether to remove the medication from 

the ―medication list‖ as a part of the reconciliation process  Should this alternative not prove 

viable, an alternative solution must be formulated. 
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Tasks Monitoring Methodology Timeline 

Develop medication documentation 

training program for all staff 

responsible for medication 

administration. 

Evidence of training and competency 

validation. Weeks 3 – 12 

Develop and implement processes to 

reconcile controlled substances in 

Medlock clinic.  
Completed 

Develop and implement audit tool to 

track controlled substance 

reconciliation. 

Evidence of the daily review of the daily 

reconciliation tool. Completed 

Implement electronic medical record 

(EMR)/Pharmacy interface to allow 

for Pharmacy to provide oversight to 

prescribing and administration at 

correctional facilities visited by the 

mobile clinic.  

Evidence of the pharmacy oversight and 

review of actual physician orders.  After 

Implementation, 10% review should 

occur until 100% compliance has been 

attained for eight consistent 

weeks.  Following the eight week period, 

monthly review should occur to ensure 

compliance, for three months and then 

quarterly.  

Weeks 9 - 12 

Review results of Medicine specialty 

clinic pilot and determine viability of 

implementation to other clinics for 

medication reconciliation solution. 
 

Weeks 3 - 8 

Formulate alternative solution to 

medication reconciliation issue. 

Medication reconciliation process review 

dependent on solution developed. Weeks 3 - 8 

 

Environment of Care 

Findings 

There were numerous physical deficiencies observed at the Community Oriented Primary Care 

sites.  Examples of issues for both the maintenance and cleanliness of these sites included: 

 Holes in walls, torn wallpaper. 

 Broken electrical outlet face plates. 

 Refrigerators and freezers in need of cleaning. 
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Recommendations 

Parkland should convene an Environment of Care (EOC) team to establish mission, charter, 

goals and processes to address EOC activities.  Please refer to the Environment of Care Section 

(Section 2.06) regarding oversight and rounds.  

Clinic leadership has reviewed the Gap Analysis survey deficiencies with Parkland‘s Facilities 

and Bio-Med leadership.  A punch list of repairs have been identified and prioritized. A&M will 

need to validate the repairs have been completed. 

Some outpatient clinics are not serviced by Hospital Environmental Services and may be 

provided by a contracted service or by the facility in which the clinic is located (Correctional 

Facilities).  Those clinics with other cleaning services should initiate the following improvement 

strategies, where feasible.  

 Clinic Manager or designee should: 1) identify the parties responsible for cleaning 

(contracted vendor, correctional facility employees, etc), and 2) review the scope of services 

and any frequency/schedule and/or performance and/or quality metrics. Performance and 

quality metrics should be based on cleaning and maintenance responsibility. Clinic and other 

leaders responsible should review gaps and strategies to address and agreement when 

deficiencies are found and unresolved. 

 Clinic manager and EVS (EVS vendor) should collaborate to identify a comprehensive list of 

gaps in delivery of services or results.  

 Clinic manager and EVS (EVS vendor) must develop an escalation processes to empower 

clinic staff to raise issues and needs should deficiencies not be resolved in a timely fashion. 

 Clinic manager and EVS (EVS vendor) should establish ongoing EOC monitoring by a 

multi-disciplinary team -- Facilities, Infection Prevention, and EVS – as the practice in the 

Hospital. This multi-disciplinary EOC team should collect checklists daily to analyze EOC 

activities have been performed. The team should conduct weekly or until full compliance is 

attained. After stabilization, rounds should occur monthly.  
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Tasks Monitoring Methodology Timeline 

Empower and educate staff on basic 

standards related to environment of 

care and the normal chain of 

command for addressing issues as 

they arise. Also include a process on 

issue escalation when issues are not 

addressed. 

Weekly round to include elements such 

as EOC, patient safety, infection 

prevention and biomed.  Evidence of tool 

to be completed by nurse manager or 

designee. 

Weeks 2 - 3 

Create comprehensive environment of 

care gaps. 

Please reference Environment of Care 

(Section 2.06) Weeks 9 – 12, Ongoing 

Meet with the appropriate leaders 

responsible for environmental 

cleaning and maintaining the 

environment to discuss the gaps and 

develop plan for improvement. 

Please reference Environment of Care 

(Section 2.06) Weeks 7 – 8 

Establish multi-disciplinary EOC 

monitoring of clinic locations.  
Reference EOC Plan 

Weeks 1 - 12 

 

Provision of Care 

Findings 

Similar to issues identified in other patient care departments and services, competencies for 

patient populations-specific or equipment could not be articulated by Clinic staff interviewed 

during the Gap Analysis survey.  (Please see the recommendations house-wide competencies in 

the Provision of Care section of the Action Plan, Section 2.04.)  A specific deficiency found in 

the outpatient clinics and appropriate corrective actions are outlined below.    

The infirmaries in the jail do not have individualized plans of care for patients while hospitalized 

in that setting.  There are strategies in place for discharge planning to work with inmates to meet 

their ongoing care needs however it is not evidenced in the plan of care. 

 

Recommendations 

The Nursing Director in the correctional facilities has a plan to ―load‖ standardized plans of care 

for the most common diagnoses into the electronic medical record (EMR).  The plans of care 

would serve as a basis for further individualization of the patients‘ needs.   
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Additional strategies would facilitate improved documentation of the plan of care: 

 Nursing Director of the correctional facilities shall establish a date in which the standardized 

care plan initiative will be complete. 

 Nursing Director or designee will train staff on the plans of care and how they are to be used, 

and most importantly, how and why the plans must be individualized.    

 Nursing Director or designee should evaluate staff compliance with documentation of 

patients‘ plan of care. Conduct a chart audit of 10% of the patient‘s charts for eight weeks. 

Once compliance of 95% is attained for eight weeks, then move to every month review, and 

if compliance is continued at that point, then move to quarterly reviews. If at any time there 

is slippage in compliance, then the eight week cycle should resume. Review the remaining 

5% of non- compliance to use for points to improve. Then use those areas of improvements 

for staff to enhance plans of care.  

 There are many Jail infirmary patients who do have the most common diagnoses, thus they  

do not have standardized plans of care.  A method to develop individualized plans of care for 

those patients as well must be developed at the infirmaries.  Otherwise two levels of care will 

exist:  individualized care plans for patients who have a common diagnosis treated in the jail 

infirmary and no plan of care for patients who have an uncommon diagnosis. The clinics 

should develop a plan for the ―uncommon‖ diagnosis plan of care process. The Nursing 

Director should collaborate with Nursing Education to develop the process to include the 

nursing assessment, validation and prioritization of nursing diagnosis, planning, 

implementation and evaluation. Once this process has been developed and provided to the 

nursing staff it should be validated by the same audit process as mentioned above. 
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Tasks Monitoring Methodology Timeline 

Load plans of care into Jail electronic 

medical record (EMR). 

Evidence of implemented care plans in 

Jail EMR. Weeks 9 - 12 

Conduct training for staff on plan of 

care standards and proper 

documentation and individualized 

plan of care. 

Evidence of training and competency 

validation. Weeks 9 - 12 

Conduct a chart audit to evaluate staff 

compliance regarding plan of care 

process. 

Review 10% medical records for eight 

weeks until 95% compliance is achieved 

with individualized plans of care being 

present and utilized. Audit frequency can 

be reduced to monthly for three months 

and then quarterly if compliance is still 

maintained. 

Weeks 9 – 12, Ongoing 

Develop a process for patients who do 

not have a diagnosis associated with 

the standardized care plans.  

The plan of care should include the 

following elements of the nursing 

process: assessment, nursing diagnosis, 

planning, implementation, evaluation. 

Conduct same audit process as 

mentioned above. 

Weeks 3 - 8 

 

Quality Assessment/Performance Improvement (QAPI) 

Findings   

 

We found limited evidence of unit-specific Quality Assessment/Performance Improvement plans 

in performing COPC surveys. However, the COPC/Correctional Facilities has referenced, 

particularly in the jail services, performance improvement initiatives that have been completed 

and reported to the Governing Board.  

 

Recommendations 

 

It is the organization‘s responsibility to define the structure and process for monitoring quality 

and providing ongoing improvement. The structure, approach, and integration with all staff for 

quality in the COPC services are required.  Regardless of the structure, key elements that must be 

addressed are: 
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 The plan is structured and organized to address any pertinent components of the National 

Patient Safety Goals. 

 The patient populations are served. 

 There is focus on areas identified by the organization that can be improved, e.g., results from 

patient safety reports, patient satisfaction surveys, etc. 

 The plan is dynamic and evolving based on the improvement results of the service. 

 

 The COPC facility-specific QAPI should be incorporated into the house-wide approach to 

quality.  

 

Tasks Monitoring Methodology Timeline 

Create survey and initial tracers to 

collect baseline data in the form of a 

Quality Assessment (QA). 

Approval by QCC and Quality 

Department. 
Weeks 5 - 6 

Complete Quality Assessment survey 

and tracer work. 

Evidence of tracer findings reported at 

least monthly. 
Weeks 7 - 9 

Using the completed Quality 

Assessment survey, complete 

department-specific Performance 

Improvement (PI) plan with indicators 

appropriate for department‘s patient 

population.  

Approval by QCC and Quality 

Department. For existing program 

components, examine opportunities to 

improve, engage, and inform staff.  

Weeks 9 - 10 

Implement corrective actions per 

department‘s PI plan. 
See below Week 10, Ongoing 

Report PI plan status on at least 

quarterly to QCC. 

If PI results are within 5% of the 

established threshold, the department 

does not have to be physically present to 

report to QCC. 

Results off target by more than 5% must 

report to QCC in person.  Results over 

10% off target should report monthly to 

QCC until 5% is achieved. 

Week 12, Ongoing 
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2.23 Specialty Clinics  

Background 

 

There are over twenty five specialty clinics located on the Parkland Hospital and Health System 

(Parkland, PHHS, Hospital) campus that are staffed by Residents and Attending Faculty 

Physicians. The Gap Analysis survey included a sampling of high volume, heavy traffic clinics 

as well as specialized, lower volume clinics.    

 

The Gap Analysis survey found the following deficiencies in the outpatient specialty clinics: 

 

 Medication Management  

 Environment of Care/Infection Control   

 Patient Safety/Patient Rights 

o Patient Privacy 

o Time Outs 

 Provision of Care  

 

Medication Management 

Findings 

 

Lack of compliance with medication management was a problem indentified throughout the 

Hospital and in the Specialty Clinics. During our review, we observed expired medications in 

treatment rooms and cabinets.  Additionally, we found inadequate documentation for the time of 

administration of vaccinations in Epic, the electronic medical record (EMR). 

 

Recommendations 

 

Nursing Directors/Managers and Clinical Directors should refer to the Medication Management 

section of the Action Plan for a detailed recommendations of medication management and the 

organization-wide improvement strategies for drug storage and medication reconciliation. 

(Section 2.08) 

 

With regard to appropriate documentation in EMR, a specific solution has already been 

implemented for an ambulatory medical record which includes the time of administration of 

vaccinations.  At the time of our survey, the configuration of the Epic system permitted the nurse 

or individual documenting to bypass this field.  The Hospital has addressed this issue by 

installing a ―hard stop‖ within the Epic system and no longer allows the user to bypass this field.  
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The ―hard stop‖ is a good example of how information technology can change behavior and 

should be implemented immediately for the clinic settings.  Clinic management should conduct 

random chart audits to ensure the IT solution has resulted in the intended outcome.  A sample of 

charts should be audited for 100% compliance during an eight week period of time.  Once there 

is assurance that this is achieved, auditing could be moved into a monthly for three months and 

then  quarterly monitor unless future issues are identified.  Any slippage of targeted compliance 

would reinitiate the eight week monitoring period. 

 

Tasks Monitoring Methodology Timeline 

Ensure ―hard-stop‖ process in Epic is 

engaged. 

Audit 5% of specialty clinic EMRs for 

eight weeks to ensure that hard stop 

process is working as expected.  If 

process is working, then audit can be 

eliminated. 

Weeks 5 – 12, Month 6 

 

Environment of Care/Infection Control 

Findings  

 

As reported in the Gap Analysis, we found several deficiencies in the environment of care and 

infection control standards in the outpatient and specialty clinics.  While there is an inter-

disciplinary team that conducts weekly rounds for these issues, the physical plant was found as 

not well maintained or compliant with infection prevention standards including dust, dried blood 

and dirty drapes in patient care areas. There were many instances of blocked access to vital 

equipment and/or blocked egresses.  

 

Recommendations 

 

 The house-wide improvement strategies related to Infection Prevention/Control, as described 

in that section of the Action Plan, should be incorporated as an implementation strategy for 

ambulatory sites including the specialty clinics. (Section 2.07)    

 

Tasks Monitoring Methodology Timeline 

Determine EVS scope and schedule  
Evidence of EVS/EOC schedule and 

scope. Weeks 1 – 2 
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Patient Safety/Patient Rights 

Findings – Patient Privacy 

 

We witnessed potential violations of Health Insurance Portability and Accountability Act 

(HIPAA) in the Transplant Clinic where patients‘ records were not secured and were accessible 

to unauthorized personnel. Patient rights and privacy are a house-wide issue and are addressed in 

the Corrective Action Plan (CAP) under Patient Rights and Patient Safety. (Section 2.09)  

 

Recommendations 

 

Clinic leadership should be responsible for:  

 

 Rounding clinic areas to monitor Patient Health Information (PHI) security. Clinic Manager 

or designee will conduct daily EOC rounds and utilize an EOC checklist to ensure the 

environment remains in compliance. If a deficiency is found then the escalation process is 

executed until problem is resolved. The entire EOC team conducts rounds monthly utilizing 

an EOC checklist and submits the results of the survey to the Department Director and 

Divisional Vice President. The deficiencies will be needed to be addressed with specific 

timeframes as prescribed by the EOC team and if there is failure in producing resolutions, the 

deficiencies are sent through the escalation process. 

 Ensure employees are provided training on the importance of patient privacy including 

HIPAA policies.  Reminder memos and emails should be circulated to clinic staff as well, on 

a routine basis. 

 Ensure that repeated incidents of privacy breaches are not tolerated and that employees who 

do not comply with the policies will be subject to disciplinary action up to and including 

termination.   

 

Tasks Monitoring Methodology Timeline 

Clinic leadership to round clinic areas 

to monitor PHI security. 

Evidence and use of an EOC checklist to 

ensure the environment remains in 

compliance.  
Weeks 5 – 12, Ongoing 

Clinic leadership to develop and 

implement disciplinary actions for 

staff violations of HIPAA policies. 

Evidence of disciplinary action for staff 

violations of HIPAA with 100% 

employee files audits. 
Ongoing 
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Findings – Time Outs 

 

 Through staff interviews, we discovered incorrect procedures used for the Time Out process 

in the Ears, Nose, and Throat (ENT) and Dermatology Clinics. Nursing staff acknowledge 

that there is minimal participation by Nursing and there is no documentation validating that 

the Time Out process has been conducted by the MD.  The Time Out process is a component 

of the National Patient Safety Goals to promote the ―universal protocol for preventing wrong 

site, wrong procedure, wrong person.‖   

 The Time Out process is intended to be conducted just before the initiation of a procedure 

with all involved staff participating in the validation of the procedure and the patient using 

two identifiers.   

 

Recommendations 

 

 As a matter of procedure, the nurse should be responsible for initiating the Time Out and 

ensuring everyone in the case complies, as well as documenting in the electronic medical 

record (EMR).  Conduct an audit of five procedures per week for an eight week period to 

meet 100% compliance on all the Time Out components and documentation on the EMR. 

Once compliance of 100% is attained for eight weeks, move to every month review, and if 

compliance is continued at that point, then move to quarterly reviews. If at any time there is 

slippage in compliance, then the eight week cycle should resume. 

 Clinic-wide training and awareness is required in areas where procedures are performed.  The 

role of physicians, nurses and medical assistants as they relate to the Time Out procedure 

should be clarified and training should be provided. Testing of understanding should follow 

training.  

 

Tasks Monitoring Methodology Timeline 

Conduct time-out training for all areas 

where patient procedures are 

performed. 

Conduct audit of 5% of all procedures for 

an eight week period to meet 100% 

compliance on all the Time Out 

components and documentation on the 

EMR. Once compliance of 100% is 

attained for eight weeks, move to every 

month review, and if compliance is 

continued at that point, then move to 

quarterly reviews. If at any time there is 

slippage in compliance, then the eight 

week cycle should resume. 

Wee 5 – Month 6 
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Provision of Care 

Findings 

 

Many clinic staff members were unable to articulate the competencies required for their 

particular job duties.  In the specialty outpatient clinics, most staff were unable to explain 

competencies for emergency carts or Automated External Defibrillators (AED).  

 

Recommendations 

 

Follow the applicable recommendations for competency identification, tracking and training 

addressed in the Human Resources and Nursing/Provision of Care sections of the Action Plan. 

(Sections 2.02 and 2.04) 

 

Quality Assessment/Performance Improvement (QAPI) 

Findings   

 

We found evidence of unit-specific Quality Assessment/Performance Improvement plans in 

Urology, Transplant, and Primary Care Internal Medicine (PCIM) clinics. Other specialty clinics 

lacked an adequate QAPI plan.  

Recommendations 

 

It is the organization‘s responsibility to define the structure and process for monitoring quality 

and providing ongoing improvement. The structure and approach for quality of the specialty 

clinics is required.  Regardless of the structure, key elements that must be addressed are: 

 

 The plan is structured and organized to address any pertinent components of the National 

Patient Safety Goals. 

 The patient populations are served. 

 There is focus on areas identified by the organization that can be improved, e.g., results from 

patient safety reports, patient satisfaction surveys, etc. 

 The plan is dynamic and evolving based on the improvement results of the clinic. 

 

 The specialty clinic-specific QAPI should be incorporated into the house-wide approach to 

quality.  
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Tasks Monitoring Methodology Timeline 

Create survey and initial tracers to 

collect baseline data in the form of a 

Quality Assessment (QA). 

Approval by QCC and Quality 

Department. 
Weeks 5 - 6 

Complete Quality Assessment survey 

and tracer work. 

Evidence of tracer findings reported at 

least monthly. 
Weeks 7 - 9 

Using the completed Quality 

Assessment survey, complete 

department-specific Performance 

Improvement (PI) plan with indicators 

appropriate for department‘s patient 

population.  

Approval by QCC and Quality 

Department. For existing program 

components, examine opportunities to 

improve, engage, and inform staff.  

Weeks 9 - 10 

Implement corrective actions per 

department‘s PI plan. 
See below Week 10, Ongoing 

Report PI plan status on at least 

quarterly to QCC. 

If PI results are within 5% of the 

established threshold, the department 

does not have to be physically present to 

report to QCC. 

Results off target by more than 5% must 

report to QCC in person.  Results over 

10% off target should report monthly to 

QCC until 5% is achieved. 

Week 12, Ongoing 
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2.24 Contract Services 

Background 

Parkland engages over 700 vendors to provide clinical services directly or indirectly to patients.  

Of the vendor list reviewed in the Gap Analysis survey, ten contracts were selected for a more 

thorough review.  The contract sampling was reviewed for content and compliance with the 

Medicare Conditions of Participation (CoP).  The contracts were reviewed and the end-user 

departments were interviewed regarding quality data provided by the contracted entity and the 

internally generated quality monitors against which the services were evaluated.  

Findings 

All of the reviewed contracts were written in a manner that met the requirements of the CoP, 

which require a contract language provision for the contracted entity to conduct quality 

monitoring and providing data to the organization on a regular basis.  However, many of the end-

user departments are not requesting the data, receiving the data, or reporting the data through the 

Quality Assessment/Performance Improvement (QAPI) process. Unless the Hospital initiates a 

monitoring system to evaluate contractual and internal performance for each contract, the 

Hospital will not meet the full intent of the CoP standard. 

While the Laboratory (Lab) monitors all of the required elements for quality as defined by the 

vendor contract, the Lab did not have internal operational monitors such as turnaround time 

(TAT) against which they monitor the performance of the vendor.    

Recommendations 

 As referenced in the Evaluation of the QAPI program, the Quality of Care Committee (QCC) 

in conjunction with Parkland‘s Contract Management Unit, should create a database of all 

contracted patient service arrangements, as well as key contracts directly affecting patients, 

like environmental services (EVS), in order to track the agreements and the responsibility of 

the relevant department to continuously evaluate the quality of services delivered under the 

contract according to the contract terms and Parkland‘s QAPI program.  

 Each Hospital department should review ALL contracts that they are responsible for, 

utilizing the contract service monitoring form to determine quality indicators used by vendor. 

 Department directors should determine department-specific quality indicators applicable to 

each contract and work with vendors to implement. 

 Department directors should determine which vendors are NOT supplying quality 

measurements they have agreed to within the terms of the contract, and obtain these from the 

vendor for the department level contract file. 

 The Department, in concert with the QCC, should determine appropriate metrics which to 

measure contractor performance, e.g., turnaround time. 
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 Departments should report on both vendor supplied and hospital indicators on the regular 

reporting schedule assigned to the department through Quality of Care Committee (QCC); 

areas on non-compliance should be monitored intensely until the vendor is within the 

indicator targets. 

 Department Directors should review quality monitors where appropriate with Chiefs of 

Service and make recommendations through Medical Executive Committee and Quality of 

Care Committee.  Ultimately, recommendations are presented to the Board of Managers 

(BOM) for retention or rejection of contract entities.   

 As part of the Organization, Governance & Leadership Action Plan (Section 2.01), the BOM 

Quality Committee will institute regular quality reviews of all significant outsourced or 

contracted services. The Contract Management Unit should produce a schedule for the BOM 

Quality Committee of all significant outsourced or contracted services that affect patient care 

or clinical services in the Hospital.  The schedule should include, at least, information on:  

contracted vendor; general terms of contract including vendor requirements; value of contract; 

quality related requirements on the vendor in the contract. The Contract Management Unit 

should also produce a template on how vendors will be scored for quality of performance.  

Contract Management Unit, in conjunction with QCC, should preliminarily score each 

vendor for quality performance and the BOM Quality Committee should review the 

scorecard and the data leading to proposed grades on the scorecard.  BOM Quality 

Committee should then commence reviews of ―scorecards‖ for significant outsourced and 

contracted clinical services (and services significantly affecting patients). 
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Tasks Monitoring Methodology Timeline 

Create database of all contracted 

patient service arrangements. 

 Evidence of contracted patient services 

database written procedure regarding 

how the database is maintained and 

updated by the Contract Management 

Unit. 

Month 4 – Year 1, Ongoing 

Review department specific quality 

indicators for all contracts. 
 

Weeks 3 - 5 

Request quality monitors from 

vendors who have not supplied them. 
 

Weeks 4 - 7 

Determine Parkland specific quality 

indicators for each contract. 
 

Weeks 5 - 9 

Each department to report contract 

monitoring elements at the 

department‘s next regularly scheduled 

reporting appointment. 
 

Weeks 9 - 12 

Review all contracts using department 

specific indicator list. Each 

department to have a specific list of 

all contracts, appropriate indicators, 

and existence of indicators.  

Monthly review to ensure all indicators 

have been received from vendors and 

updated for new contracts. Develop 

monthly reporting schedule through 

Quality of Care Committee.  

Weeks 9 - 12 

Contract Management Unit to provide 

a schedule of all contracted services 

affecting patient care to the BOM 

Quality Committee along with a 

template on how contracts will be 

scored for quality. 

Evidence of schedule provided to BOM 

Quality Committee with scoring. Weeks 9 – Year 1, Ongoing 

Contract Management Unit to provide 

first batch of contracts for quality 

score and review – and proposed 

scores against template – to BOM 

Quality Committee. 

Evidence of schedule provided to BOM 

Quality Committee with scoring. Weeks 9 - 12 
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Quality Assessment/Performance Improvement (QAPI) 

Findings   

 

We found evidence of components of a Quality Assessment/Performance Improvement plans in 

the Contract Services Department.  

 

Recommendations 

 

Please reference the contract management and oversight subsections listed previously in this 

section.  
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3.0 Appendix 
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3.01 Project Structure Organization Chart 
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3.02 Nursing Organization Chart 
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3.03 Elements of Unit Managers Job Description 

 Ensures that staff complete an initial individualized patient assessment, prioritizing the data 

collection based on the patient‘s immediate condition or needs. 

 Ensures that ongoing assessments are completed based on the patient‘s condition and in 

accordance with the Hospital‘s policy.  

 Mandates staff will develop an individualized plan of care for patients in collaboration with 

other care team members and incorporates the discharge plan. 

 Validates that staff have the appropriate competencies to provide treatments that are required 

for their patient population.  

 Ensures that patients and/or family receive individualized education regarding the patient‘s 

plan of care and the overall goals for their treatment.   

 Ensures staff is competent to respond to patient emergencies that can or do occur in their 

department.  

 Protects patients‘ rights by ensuring staff maintains confidentiality in matters related to 

patient, family and client facility staff.  Takes immediate disciplinary action when violations 

are noted. 

 Follows Hospital guidelines for employee development and progressive discipline.  Is 

accountable for failing to respond to employee events or negative patient care events without 

taking action.   

 Is responsible for addressing service issues on their unit, e.g., environment of care, infection 

control issues and medication storage, administration.  Communication should initially occur 

with the involved department manager, but if not resolved timely, the nurse manager is 

responsible for escalating the issue to his/her director or nurse executive. 

 Is responsible for initiating management tools that promote a safe patient environment as 

well as staff accountability, e.g., hand off and charge nurse checklists. 
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3.04 Emergency Room Recommended Process Work Flow 

Emergency Room Recommended Process Work Flow 

The following process work flow plan for the Emergency Services Department describes the 

future state patient flow model that should be employed by Parkland to improve patient flow and 

reduce delays in care.  Below we include a brief description of existing processes in the 

Emergency Services Department as well as remedial actions for improvement.  

 Check-In Process  

o The purpose of the ―Check-In‖ triage process is to immediately identify and arrange 

transport of high-risk patients to the Main ESD. The Check-In Nurse should obtain the 

patient‘s name, and use the patient‘s appearance and chief complaint to direct the patient 

to either the Main ED or to the Triage Area. 

o When the Check-In nurse encounters a high-severity patient (apparent ESI Level 1 or 2), 

or patients eligible for the expedited chest pain or stroke protocols, he or she should use a 

hand radio to contact the EMS desk. A transporter or a nurse meets and transports the 

patient to the bed assigned them by the EMS nurse. Patients evaluated by the Check-In 

nurse to be acutely ill are placed in a wheelchair and transported directly back to the 

Main ESD Pod area for assessment and treatment. 

o After seeing the Check-In nurse, patients not brought immediately back to the Main ED 

should proceed to one of several triage rooms, where the patient is next evaluated by a 

Triage Team. 

 Provider-based Triage Team(s) (ESI Level 5)  

o The triage process -- assigning patients to the emergency service area best suited to serve 

them -- evens out patient flow and eliminates unnecessary queuing and hand-offs 

between service areas, as would otherwise if patients were free to simply be placed in any 

area of the ED, only to later require transfer to another more appropriate area. 

o Parkland‘s ESD should staff a Physician provider or other qualified provider (such as a 

Nurse Practitioner) in the Triage process.  The purpose of the Provider in Triage is to 

reduce the rate of patient arrivals to the Main ESD. A Physician placed in Triage at the 

entrance to the flow model deflects demand for the scarce emergency resources of the 

Main ESD by non-emergency patients (ESI Level 5). Having a Provider in Triage gives 

appropriate patients immediate access to a Qualified Medical Personnel (QMP) who can 

complete an MSE appropriate for the patient‘s presenting problem, and provide treatment 

(if any) required for patients with non-emergency conditions. The patient is discharged 

from the triage area. 

o The use of protocols for triage and treatment would standardize physician and nurse 

performance, reduce the variation in service rates, and improve server efficiency. 

o Each Triage Team should consist of an RN, unit tech, and registration clerk. One or more 

Triage Teams collaborate with the Provider in Triage. 
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o The Provider in Triage must be: (a) a QMP as designated by the Hospital‘s governing 

body (i.e., the Board of Managers); and (b) qualified by the State of Texas as an 

independently licensed provider, i.e., a physician or nurse practitioner.  

o When children present to Parkland‘s ESD, Triage should continue to include a Medical 

Screening Exam before transfer to Children Medical Center is appropriate, provided the 

informed consent of child‘s parent or guardian is obtained.  These MSEs would continue 

as presently conducted in the emergency service areas. 

o The Triage Team should obtain the patient‘s chief complaint and allergies, visually 

assesses the patient‘s appearance, conducts a pain scale assessment, and obtains vital 

signs. The clerk records basic patient identity information sufficient to generate a medical 

record number and start a record in the Epic patient tracking system.  Documentation is 

recorded in accordance with standards of The Joint Commission.  

 For patients not discharged by the Provider at triage, collection of information not 

essential to the triage process, such as medication reconciliation, will be deferred 

to the bedside nurse. Moving front-end paperwork and information collection to a 

later stage in the process will eliminates activities that delay getting each patient 

to an MSE. 

o During or after completion of triage, the Provider in Triage (henceforth assumed to be a 

Physician) joins the nurse, listens to the patient and may ask the patient additional 

questions. The Physician reviews the triage record and completes the assessment as 

follows:  

 If the patient requires no further diagnostic actions or interventional treatment, the 

Physician completes the MSE, and provides instructions and prescriptions (if 

indicated) for the patient‘s discharge from the ESD. 

 If the patient requires further diagnostic evaluation or active treatment, the patient 

is directed to the appropriate ESD area (the UCC, Intake Area, or Main ED) or 

another emergency service area (e.g., ICC), if indicated.   

 If no room is immediately available at any of the downstream emergency areas, 

the triage Physician orders ancillary testing and any previously approved triage 

protocols to expedite the flow of the patient.  

 If the physician is not readily available, the Triage Nurse may initiate  

standardized nurse-activated protocols (SNAPs) in triage to expedite patient 

testing,  and immediately assign patients to either downstream areas (the Main ED, 

UCC or the Intake Area) or one of the other emergency service areas, as indicated. 

 Urgent Care Center (ESI Level 4)  

o The purpose of the UCC in a redesigned flow of Parkland‘s Emergency Services 

Department will be function like a ‗Fast Track‘ area and service the high volume of low-

acuity patients (ESI Level 4) that require a low level of resources to complete their care. 

Patient demand by low acuity patients (ESI Level 4) would be directed from the Main 

ESD to the Urgent Care Center, a low acuity setting.  Service speed of the system will be 
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increase by increasing Physician productivity and by putting a small lab in the unit right 

at the ‗Point of Care‘.  

o The priority of the UCC patient flow redesign is to complete the Hospital‘s EMTALA 

obligation as soon as possible, and to reduce delays that create the reasons that 

incentivize patients to defect from the system prior to completion of an MSE and 

stabilizing treatment. 

o The Urgent Care Center presently functions as a primary care clinic. In order to realign 

the UCC  into the emergency services split flow model, the following operational and 

structural changes are required: 

 Reorganization  

o Bring medical supervision of the UCC under the direction of the Chief 

of Emergency Services.  

o Bring Nursing supervision under the Director of Nursing Emergency 

Services. 

o Create written policies and procedures for the UCC. 

 Provider skills and productivity that match the patient mix.  

o Staff the Parkland UCC with emergency physicians or primary care 

physicians with experience in urgent care medicine, in order to: 

 Provide patients the UCC with immediate access to a QMP who 

can conduct an MSE and reduce delays in care. 

 Speed up delivery of care, decrease patient throughput times, and 

significantly increase the functional capacity of the UCC. 

 Provide the clinical skills necessary to treat conditions presently 

(re)routed to the Main ESD, e.g., lacerations and some orthopedic 

injuries. 

 Maintain a focus on EMTALA compliance.  

o     Match the UCC hours of operation patient demand for services. 

 Conduct a study of patient arrival rates and census by hour of day.  

It may be that opening the UCC earlier or continuing its hours into 

the evening will create better patient flow and less stress on the 

Main ESD. 

 Set the service level for the UCC, i.e. patient census and arrival 

rate that require it to remain staffed and open. 

 Staff physician service hours to match patient demand. 

 Use acuity –based staffing to determine nurse staffing hours.  

 Determine if the present hiring plans for licensed social workers in 

the UCC is consistent with the goals of reducing throughput times 

and increasing patient service capacity. If it is not, then the plans to 

hire social workers in the UCC should be terminated.   
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o The UCC would continue to see ―walk-in‖ patients 

 Patients suitable for this care environment are on an unscheduled, walk-in basis, 

primarily for an injury or illness that requires immediate care but is not serious 

enough to warrant a visit to the Main ESD. 

o Changes in current state UCC patient flow would require: 

 Installation and implementation of a point of care (―POC‖) lab station. 

 The information needed to plan and design laboratory service in the UCC include: 

o Estimation of the volume of work. 

o The range of services to be offered, i.e. lab panel needed at the point of 

care, the types of lab studies permitted to be done on site. 

o Work flow determination, including processing lab specimens. 

o Modification in the UCC Epic module for reporting POC results. 

o Determination of the number and category of personnel, nursing 

competencies, tech training.  

o  Indication of principal equipment and furniture. 

o Indication of preferable locations of various units. 

o A listing of environmental requirements and safety measures. 

 Intake Area (ESI Level 3) 

o The purpose of the ―Intake Area‖ is to treat ESI Level III patients that may temporarily 

need the benefits of being placed in a bed for the purposes of thorough examination, 

privacy, and nursing supervision of care, without permanently occupying a bed in the 

Main ESD.  

o Parkland‘s current Intake Area must be redesigned to decrease or eliminate the use of 

hallway chairs between the Pods, removing a situation that often creates opportunities for 

patients to defect from the system prior to completion of an MSE and stabilizing 

treatment.   

o ―Server‖ efficiency would be improved by reducing physician and nurse ―searching 

costs‖, that is, eliminating the wasteful time and effort presently required for them to find 

the right patients in unmarked chairs, or to locate patients who leave the Emergency 

Department to get food or go outside to smoke. Temporarily placing patients in stretchers 

ready for examination also saves physicians‘ time and effort.  Placing patients in 

stretchers or Pods would also reduce the opportunity for patient elopement or patients 

leaving Against Medical Advice (AMA). 

o Under an emergency department redesign, each Intake Team(s) would include an 

emergency physician, nurses, unit technicians and clerical staff, the ratio and number of 

which are based on acuity, and on a capacitating process for each component of the 

model, i.e., workflow analysis and workload balancing. 

 Each Intake Team would consist of a QMP, RN, unit tech, and registration clerk.  

http://en.wikipedia.org/wiki/Injury
http://en.wikipedia.org/wiki/Illness
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 The Intake Provider is: (a) a QMP as designated by the Hospital‘s governing body 

(i.e. Board of Managers); and (b) qualified by the State of Texas as an 

independently licensed provider, i.e., a physician or nurse practitioner.  

 Patients would arrive to the Intake Area after having been assessed by the Triage 

Team.   

 The Intake Team conducts and completes a medical screening examination, and 

initiates and/or completes stabilizing treatment, which may include X-rays, 

laboratory diagnostics, IV fluids and medications, respiratory treatments, 

orthopedic splinting and stabilization, lacerations, and any other procedures 

appropriate for the physical setting and staff competencies.  

 After an MSE is conducted and initiation of treatment, collection of patient 

registration information will occur and nursing documentation can be completed 

in accordance with standards of the Joint Commission. 

o In order to improve care of the ESI Level 3 patients in the Main ESD the following 

operational and structural changes are required: 

 The Intake Area should be physically located in room(s) off of the hallway 

between Psychiatric ED and the East Main.   

  A ―Results Waiting Area‖ should be created for those more acutely ill ESI Level 

3 patients not assigned to a Pod bed, and who are instead treated in the Intake 

Area. 

 Installation and implementation of a point of care (―POC‖) lab station. 

 Determination of the number and category of personnel, nursing competencies, 

tech training required to staff the area. 

 Pods (ESI Levels 1 & 2) 

o The purpose of the ―pod area‖ in the Main ESD is to rapidly and effectively treat ESI 

Level 1 and ESI Level 2 patients. Pods improve efficiency by providing a standardized 

workplace enabling physicians and nurse to expeditiously work in any area of the Main 

ED with no additional orientation. The pod design can be configured to support a 

modified team structure designed to specifically treat trauma, acute cardiac patients and 

stroke victims according to rapid protocols. Additionally, the pod system enables the 

hospital to close down a pod during periods of low patient volume.  

o The practice of ―capping‖ pods with ―admitted holds‖ (patients who are being admitted to 

the hospital but who have not yet been transported to an inpatient unit) creates queues in 

other pods, and should be stopped.  That is, when a pod has too many patients who have 

been admitted to the Hospital, but are ―boarding‖ in the Emergency Department until 

they can be transported to an inpatient unit, the pod is ―capped‖ and no further emergency 

patients are sent to that pod.  Capping pods with admitted holds results in inefficient use 

of Emergency Department bed capacity. The practice of using acute care beds to board 

non-emergency patients (e.g., hemodialysis patients waiting for treatment) is also an 

inefficient use of emergency service capacity that results in delayed patient.  In order to 
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address this ―capping‖ situation, non-emergency patients should not be boarded in the 

Main ESD and the Hospital must make improvement, otherwise noted in this report, to 

improve the turnover of rooms and beds in the Hospital‘s inpatient units. 

o The following modifications of the Main ED physical environment, and of the Epic 

patient tracking system, will promote faster care and better observation of patients in the 

hallways between the pods.  These modifications will also reduce incidents of patients 

being ―lost‖ in the ESD or being permitted the opportunity to elope or leave AMA: 

 The use of visual means to distinguish patients from visitors in waiting and 

treatment areas, such as by applying a colored sticker (e.g., orange sticker) to the 

front exterior clothing of each patient assigned to a chair.  

 Assign a unique location identifier to every patient bed or chair in the ESD, i.e., 

number the chairs in the hallways and label those chairs reserved for patient 

assignment with an overhead sign stating ―for patient use only‖.   

 Modify the Epic tracking system to attribute patients to specific individual chair 

locations, and discontinue use of the tracking category ―Pod Assigned‖. 

o Implement a pod ―charge nurse‖ continually monitoring all the Pods, with the authority to 

manually alter new patient assignments to any given pod. The purpose of a pod charge 

nurse is provide the pod patient assignment system with the flexibility to adjust 

individual pod work streams in the event changes in patient acuity, complications, or 

unforeseen patient needs  unbalance the pod‘s workload. 

o Staff the Main ESD with a consulting licensed psychiatric provider.  

 The role of a consulting psychiatric provider in the Main ESD is to make evaluate 

patients with psychiatric-related complaints and make recommendations to the 

attending physicians in either the Main or PED on decisions regarding admission, 

treatment, transfer to another facility, placement in observation, or call for 

additional consultation. 

 The purpose of a consultant emergency in the Main ESD is to eliminate the 

wasteful efforts involved with the unnecessary transfers of psychiatric patients 

between the Psychiatric Emergency Department (PED) and Main ESD. Patient 

demand would be reduced when the frequency of patients who presently need to 

enter more than one queue (seen in both the Psychiatric ED and in the Main ESD) 

can instead be seen with the right resources (people and equipment) in one place, 

so that patients will not need to be sent to more than one Emergency Service Area 

to complete their care. Examples would include: patients who present to the PED 

under legal hold; have symptoms of acute substance abuse; or, who are at risk for 

suicide or harm to others who are presently sent to the Main ESD for ―medical 

clearance.‖   

 The responsibility of providing an MSE would remain with the Main ESD 

Attending Physician during the trial phase of this practice modification. Over time 

the responsibility for providing the MSE and initiation of stabilizing treatment, if 
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necessary, could be transitioned to Psychiatric providers stationed in the Main ED 

provided that they are eligible QMPs as designated by the Hospital‘s governing 

body (i.e., the Board of Managers).  
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3.05 Sample Checklists – Unit and Competency 

 

 

  



Departmental Shift Report - SAMPLE
Department

Date
Shift

Unit Charge Nurse

Assignment 100% Compliance Non Compliance Notes
1. Crash Cart Check

Defibrillator check
Validation of secure lock on cart

Suction check
Any other hospital or departmental specific requirements

2. Infection Control Monitor
Hand Washing

Cleanliness of Unit

3. Care Plans Monitor
Up to date

Discharge Plan up to date
4. Communication Monitor

Hand offs for all admits, transfers, DC's
5. Review of PYXIS overrides
6. Assurance of Patient Rights

Restraint Monitoring

Evidence of Patient Personal Information In Public View

Public conversations of private patient information
Inappropriate reference of individual patients (room number, 

frequent flyer, a "druggie", etc.)

7. Incidents - PSN Completed
Patient Complaints
Physician Concerns

Lack of Appropriate Resident Oversight

Describe issues related to non compliance and 
actions taken



UCHC Competency Checklist: ANNUAL:   DATE:   MAY 1, 2010– APRIL 30, 2011        
Position Title: ____RN_________ Employee Name:                              ______ Unit: Critical Care Float_
Unit/Cluster Area: __Critical Care_(ICU / ED / PACU / CSDU_______ _        

  

 

 Signature Initials Signature 

    

    
              
      Revised  2007, 2008, 2009, 2010, 2011    

Method of Validation Key: Validation of Competency 

O 
RD 
T 
V 
CBE 
  P 

= 
= 
= 
= 
= 
= 

Observation (in clinical setting) 
Return Demonstration/simulated 
Written Test 
Verbal Test 
Computer Based Education Program 
Protocol / procedure review  
 

Validation 
Method 

(Use 
evaluation Key 

on Left) 

Validator’s 
Initials 

 
 

Date 
 
 
 

A. EQUIPMENT    

LEVEL 3: UNIT SPECIFIC COMPETENCIES    

Temporary pacemaker pulse generator (dual chamber)  RD  /  O   

CADD pump RD  /  O   

SvO2 swan: set-up / cal / transport / troubleshooting RD  /  O   

Bolus cardiac output RD  /  O   

IABP   (Action Nurses only) RD  /  O   

Open Chest    (Action Nurses only) P / RD   

Hypothermia Equipment RD /  O   

Pediatric Resuscitation Equipment  (Braselow Cart) – IN ED RD   

    

B. DOCUMENTATION/COMMUNICATION    

LEVEL 2: CLUSTER SPECIFIC COMPETENCIES    

CIWA Assessment P   

    

C. PROVISION OF CARE    

NURSING PRACTICE MANUAL    

Provides care according to the following protocols/procedures:    

Central Lines: Implanted Port: Accessing Port with Huber Needle  RD /  P   

CIWA Assessment / Protocol P   

    

ICU PRACTICE MANUAL    

Provides care according to the following protocols / procedures:    

IABP: Care of the patient   (Action Nurses only) P / V   

Hypothermia Protocol for Resuscitated Cardiac Arrest P / V   

    

General Knowledge Review:    

Vasoactive medications (Review article / Post-test) T   

Hemodynamic Monitoring (AACN Practice Guidelines) V / T   

    

D. PERFORMANCE MEASUREMENT INITIATIVES (Core Measures)    

Heart Failure – CHF education tools  P   

    

 

SAMPLE

AHammad
Rectangle
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3.06 Sample Verbal Order Poster 

  



orders are 

unless you... 

WRITE it down 
READ it back 
get CONFIRMation 

 
Verbal orders, including telephone orders, are 
frequently misinterpreted and can lead to 
significant patient harm. 
 
Healthcare facilities in Pennsylvania have reported 
dozens of cases to the Patient Safety Authority in 
which misinterpretation of verbal orders resulted in 
serious medication overdoses and in patients 
receiving the wrong drug.  
 
In a recent study, one hospital found an error rate 
of 9% with verbal orders. They reduced this error 
rate to zero by implementing a read back protocol. 
Source: Vossmeyer MT. Improving patient safety using a verbal 
order read back process. Pediatric Academic Societies Annual 
Meeting; 2006 Apr 29; San Francisco (CA). 

For more information visit: 

 www.psa.state.pa.us 

Sample
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3.07 Sample Assessment Questionnaire on Verbal Orders 

 

  



SAMPLE ASSESSMENT  
QUESTIONNAIRE ON VERBAL ORDERS 

 

1  
 

 
 
This questionnaire is intended to measure awareness of, understanding of, and adherence 
to facility policies and procedures regarding verbal orders. This presumes that the facility 
already has such policies and/or procedures, or that there is an established cultural norm 
that governs how such orders are given, received, and implemented. 
 
The questionnaire is intended to be answered by physicians, nurses, pharmacists, allied 
health practitioners, or any other individuals who may be involved in giving, receiving, 
relaying, or acting on verbal orders. “Correct” or desired answers are not identified 
because these may vary among different organizations or healthcare settings.  
 
Before administering the questionnaire, determine whether all the questions make sense 
in the context of the unique characteristics of your facility. Consider whether any 
questions should be added, deleted, or revised. When analyzing the results, try comparing 
the responses from different groups of providers (e.g., physicians, nurses, pharmacists).  
 
 
1 How familiar are you 

with our policies and 
procedures 
concerning verbal 
orders? 

Very 
Familiar 

  
 5 

  
  
  
4 

Somewhat 
familiar 

  
3 

  
  
  
2 

Not at all 
familiar 

  
1 

2 When taking a 
verbal or telephone 
order, how often 
does the recipient 
read back the order 
to the prescriber? 

Always 
  
5 

  
  
4 

Sometimes 
  
3 

  
  
2 

Never 
  
1 

3 When giving verbal 
orders, how often do 
prescribers state 
each digit separately 
(e.g., saying “one, 
six” instead of 
“sixteen”)? 

Always 
  
5 

  
  
4 

Sometimes 
  
3 

  
  
2 

Never 
  
1 



SAMPLE ASSESSMENT  
QUESTIONNAIRE ON VERBAL ORDERS 

 

2  
 

4 Indicate your level of 
agreement with this 
statement: “Verbal or 
telephone orders are 
given only in 
emergency 
situations or when 
written orders are 
not possible (e.g., 
during a sterile 
procedure).” 

Strongly 
agree 

  
 

5 

Somewhat 
agree 

  
 

4 

Neither 
agree nor 
disagree 

  
3 

Somewhat 
disagree 

  
 

2 

Strongly 
disagree 

  
 

1 

5. When prescribers 
give verbal orders 
for medications, how 
often do they include 
the indication for the 
medication? 

Always 
  
5 

  
  
4 

Sometimes 
  
3 

  
  
2 

Never 
  
1 

6. Indicate your level of 
agreement with this 
statement: “I have 
personally witnessed 
or been involved in a 
case where a patient 
was injured or could 
have been injured 
because a verbal or 
telephone order was 
misinterpreted.” 

Strongly 
agree 

  
 

5 

Somewhat 
agree 

  
 

4 

Neither 
agree nor 
disagree 

  
3 

Somewhat 
disagree 

  
 

2 

Strongly 
disagree 

  
 

1 
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3.08 Sample Hand Hygiene/Glove Use Observation Tool 

 



SAMPLE 
Hand Hygiene/Glove Use Observation Tool  

INSTRUCTIONS:  Observe practice.  Include a variety of disciplines.  NOTE: Hand Hygiene refers to use of alcohol foam hand rub or washing hands with soap and 
water for at least 15 seconds 
Date(s): ________________________________ Unit:       Completed by:_______________________________________ 

Staff Title     
                

 

Y
es

 

N
o 

Y
es

 

N
o 

Y
es

 

N
o 

Y
es

 

N
o 

Y
es

 

N
o 

Y
es

 

N
o 

Y
es

 

N
o 

Y
es

 

N
o 

Y
es

 

N
o 

Y
es

 

N
o 

 
HAND HYGIENE 

                    

Before clean and aseptic procedures, 
including medication prep and prior to 
prep, gown & glove for sterile procedures. 

                    

After contact with blood, body fluids, 
secretions or excretions, mucous 
membranes, non-intact skin. 

                    

After handling objects and devices such as 
soiled linen, trash, equipment. 

                    

After removing gloves or other PPE used 
for contact with body substances. 

                    

Before patient contact.                      
After patient contact upon exiting 
patient’s room.  

                    

Upon entering patient’s room before 
equipment contact.  

                    

After equipment contact upon exiting 
patient’s room.  

                    

 
GLOVE USE 

                    

Whenever potential for hand contact with 
blood/body substance. 

                    

Gloves removed immediately after use to 
avoid contaminating the environment. 
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