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ADVOCACY GROUP CHALLENGES EFFECTIVENESS OF ACCREDITATION OF

MOST AMERICAN HOSPITALS, CITES THREAT TO PUBLIC HEALTH

Industry-Dominated Group More Concerned With Hospital Promotion

Than Patient Safety, Concludes Public Citizen Study

Washington, DC, July 10, 1996 -- Public Citizen’s Health Research Group today released an
indictment of the Joint Commission on Accreditation of Healthcare Organizations (JCAHO), a private,
industry-dominated organization that inspects and accredits nearly 80% of America’s hospitals. The
report, which is based in large part on previously undisclosed material from the JCAHO, shows that
the JCAHO views hospitals not as entities to be regulated, but as customers to be served and kept

satisfied.

Among the information obtained by Public Citizen is an internal JCAHO document revealing

that for the approximately 1,700 hospitals surveyed in 1992:

* 54.3% of surveyed hospitals did not have adequate procedures for
granting and reviewing doctors’ hospital privileges

* 53.5% did not adequately monitor the care provided to patients in
special care units

* 51.8% did not have adequate programs to ensure a safe physical
environment

* 48.6% did not have adequate programs for infection control

* 37.9% demonstrated poor performance in the monitoring and
evaluation of surgery and anesthesia

* 36.1% demonstrated poor performance in the evaluation of the care
provided to patients by the medical staff

(more)
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* 33% demonstrated poor performance in the monitoring of
pharmaceutical services

In spite of these findings, less than 1% of these hospitals were denied accreditation by the
JCAHO that year. In contrast to these internal data, the publicly-released "grid scores" of hospitals -
- a single, overall score given each hospital based on the JCAHO’s "weighting" of survey results --
are quite high, and have been increasing every year. In 1995, the average grid score was 89.9 out
of a possible 100. In 1989, it was 75.5; by 1991, it was 80.6; 1992 - 80.9; 1993 - 82.9; and 1994 -

88.2.

American hospitals treat more than 33 million patients a year, but research indicates that more
than 335,000 of those patients are injured by negligent or improper treatment. Of that number, an
estimated 80,000 patients die as a result of negligent injuries in hospitals. News reports of ‘horror
stories’ at hospitals previously accredited by JCAHO include:

* A 39-year-old health reporter being treated for breast cancer at a Boston hospital
died after being repeatedly overdosed with anti-cancer medication.

* A 76-year-old woman lost her healthy kidney instead of her cancerous one when
surgeons at a Massachusetts hospital failed to look at her x-rays before surgery.

* Surgeons at a New York hospital operated on the wrong side of a patient’s bram,
after confusing her with another patient.

* A T7-year-old man died when a respirator was mistakenly disconnected, a 51-year-
old diabetic patient had the wrong leg amputated, and a female patient had
arthroscopic surgery performed on the wrong knee -- all during a two-month period
at the same Florida hospital.

State investigations at several of these hospitals later uncovered systemic problems -- exactly
the kmds of problems accreditation is supposed to guard against. Unfortunately, they occur far too
often.

"Hospitals must be held to a much higher standard than is now the case," said Sidney Wolfe,
M.D,, director of Public Citizen’s Health Research Group. "When hospitals make mistakes, people
die. Tragically, lax JCAHO accreditation standards and poor enforcement translate directly into
preventable deaths and injuries to patients."

Since JCAHO accreditation is the basis for licensing in many states, and a JCAHO-accredited
hospital is automatically "deemed" to satisfy federal quality requirements for Medicare participation
without further inspection, the JCAHO has become the primary oversight agency for thousands of
hospitals. This raises serious concerns for health care consumers.

"Can JCAHO’s oversight be rigorous when 21 out of 28 members of the JCAHO’s Board of
Commissioners are industry representatives who each pay $20,000 a year for a seat, and when the
JCAHO defines its ‘customers’ as the hospitals it accredits?" asked Wolfe. "All indications are that
patient safety is not the top priority of the JCAHO."
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The Public Citizen study found that the JCAHO:
* grants accreditation to nearly 99% of all the hospitals it inspects.
* inspects hospitals only once every three years, unless problems are reported.

* releases minimal and insufficient data to the public on hospitals given recent accreditation;
none for hospitals accredited before 1994.

* created a Department of Customer Service in 1991 to "further the customer service
orientation of the Joint Commission" after hearing the concerns of hospitals.

"The JCAHO clearly faces a conflict of interest with its dual role as de facto regulator and
industry promotional body," said Lauren Dame, Public Citizen researcher and co-author of the study.
"It even has its own not-for-profit subsidiary company that teaches hospitals how to get higher scores
when they are subsequently inspected by JCAHO."

Federal government inspections of JCAHO-accredited hospitals have uncovered numerous and
serious problems with Medicare safety and quality standards. In 1993, for example, federal
government inspections of a sample of hospitals accredited by JCAHO found that one-third of the
hospitals failed to meet one or more federal safety and quality standards. Since these inspections are
usually done within 60 days of the JCAHO’s inspection, or at the half-way point in the JCAHO’s 3-
year inspection cycle, it is hard to maintain confidence in the JCAHO seal of approval.

Given the problems of conflict of interest and lack of public accountability with the JCAHO
accreditation process, Public Citizen is recommending legislation to repeal the "deemed status”
currently granted to hospitals accredited by the JCAHO, and to require state government agencies to
conduct annual surveys of all hospitals. participating in Medicare and Medicaid. While the cost of
this process would be borne by taxpayers, it would replace the costs of the current system, which are
already being passed along to consumers in the form of higher health care costs, and which include
not only the accreditation surveys, but also preparatory seminars, educational materials, and
government oversight surveys.

"We are mindful of the unpopularity these days of suggesting a return to governmental
regulation,” concludes the study, "but the oversight of hospital quality and safety, which affects the
health and even the lives of millions of patients each year, is too important to leave in the hands of
a private organization subject to pressure from the very industry being regulated.”

HH#

Public Citizen is a non-profit public interest membership organization founded by Ralph Nader in 1971,
dedicated to the study and promotion of public health and safety and consumer welfare through lobbying,
litigation, research and publications. Public Citizen fights for average Americans in Congress, before
regulatory agencies, and in the courts for safe, affordable and effective drugs and medical devices, for
responsible controls over the delivery of health care, and for informed consent and consumer access to
health care information.
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JCAHO Documents Cited in Footnotes

FOOTNOTE 57 Internal JCAHO document: 1992 Survey -- Hospital
Accreditation Compliance Statistics, 1993, p. 5.

FOOTNOTE 7: Letter from Gerald Mungerson, President, lllinois
Masonic Medical Center, Chicago, lllinois to Gary Gambuti, JCAHO
Board of Commissioners, February 26, 1992.

FOOTNOTE 9: Letter from Dennis O’'Leary, President, JCAHO, to
Carol M. McCarthy, PhD, JD, President, AHA, December 11, 1989,
Letter from Carol M. McCarthy, AHA, to Dennis O’Leary, JCAHO,
December 13, 1989.

FOOTNOTE 19: Internal JCAHO document: "Summary of the January
14-15, 1994 Board of Commissioners Meeting." (Also in Appendix of
report.)

FOOTNOTE 20: Internal JCAHO document: "Environmental Trends
and Issues Requiring Attention." Board of Commissioners Retreat,
March 1992, pp. 11-14.

FOOTNOTE 21: Internal JCAHO document: "Balancing Business and
Fiscal Priorities: New Challenges”, Attachment A: Definition of Fiscal
and Business Priorities and Objectives (1991), pp. 4-5. (Also in
Appendix of report.)

FOOTNOTE 22: Internal JCAHO document: Biannual Monitoring
Report, July 1991.

FOOTNOTE 38: Internal JCAHO document: 1992 Survey -- Hospital
Accreditation Compliance Statistics, 1993, p. 18.

FOOTNOTE 44: Internal JCAHO document: "Balancing Business and
Fiscal Priorities: New Challenges." Board of Commissioners Retreat,
March 1992, p. 2. (Also in Appendix of report.)

FOOTNOTE 47: Internal JCAHO document. "1995 Problematic
Standards" (Year-to-Date figures before August 1995).
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During 1992,

I ¢ §itedi :
total of thirteen service areas had high percentages of noncompliance (>33 %)
associated with them. Many of these service areas have maintained the high noncompliance rates for

several years and have shown little improvement. In contrast, some services areas have begun to
showed marked improvements. Others, while having a short track record, had surprisingly high
noncompliance rates in 1992. The table below, lists those services areas that are most in need of

improvement.

—-Medical Staff Credentialing
M&E of Special Care Units

Inpatient Safety Management
Medical Staff Organization

Hospital-wide Infection Control .- - — —~

Governance Governing Body
Governance Management/Administration
_.Alcohol and Drug Treatment Planning

Inpatient Life Safety————

As a percentage of Noncompliance

Surgery and Anesthesia Services—
- M&E of Medical Staff Dept. Care
- ~_Biopsychosocial Rehabilitation
-M&E of Pharmaceutical Services

1990 1991 1992

54.3%

52.1% 53.1% 53.5%

_66.0% 62.9% 51.8%
30.9% 50.2%

—358% - ——42.9% ———48.6% —
47.1% 37.5% 46.1%
16.9% 16.3% 45.4%
56.0% 56.7% 41.9%

. -509% _...459%  392% .. .
37-0%- 37.1% 379% .
34.4% 35.5% 36.1%

25.3% 35.9%
21.2% 19.5% 33.0%
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* AFFILIATED WITH THE UNIVERSITY OF ILLINOIS

COLLEGE OF MEDICINE (PRINCIPAL AFFILIATE)

AND COLLEGES OF DENTISTRY, NURSING

February 26, 1992 AND ASSOCIATED HEALTH PROFESSIONS

Mr. Gary Gambuti, Chairman

Committee of Commissioners

Joint Commission on Accreditation of
Healthcare Organizations

c/o St. Luke's Roosevelt Hospital Center

Amsterdam Avenue at 114th Street

New York, NY 10025

Dear Mr. Gambuti:

I am sure that in your career in health care management you have encountered
"defining moments," when a decision or conclusion leaps out at vou. Well, on
February 19, 1992 I opened the Business Section of the Chicago Tribune and
saw the enclosed article proclaiming the quality woes of this nation's hospitals.
I know the JCAHO does not write headlines or even articles, but for the life
of me I cannot.see how your owners, which .we are, are -served by this type
of :préss coming obviously from the JCAHQ. And then came the defining
moment — vou are not accountable to us anymore, even though we pay the
fréight. You are more concerned about vour relations in the public than:to
us « why else add to the increasing dissatisfaction with hospitals and health
care.

I will admit I have been prejudiced by our experiences with the JCAHO over -
this past vear. I have tried to remain loyal to the concept that we are

better off "policing” ourselves than ‘involving the Federal government or others
to do it, but I ’¢annot support that anymore.

Last spring we were the victim ‘of *some ‘efiormous bad luck and extraordinary

bad’ press.. =One of our first year medical residents mistakenly used a swab,
previously used to culture an HIV infected patient, on a young patient in our

medical clinic. Despite, maybe because, doing the correct thing, i.e. telling

the patient and informing her of the very minimal risk, this very shortly

found its way into the hands of the city's most prominent malpractice lawyer

who went immediately to the press. You can imagine the hysteria created by

this so-called and mislabeled "AIDS scare.”

Three weeks later in this same medical clinic two children, accompanying
their mother who was undergoing an exam for chest pain, somehow or other
obtained an exposed needle and stuck themselves. Again, despite taking the
correct steps, we found ourselves being pummeled in the press again with an
AIDS hysteria flavor.

‘Withffi"dayé we had on our doorstep the Chicago Board of Health, the Illinois
Department of Health, the Health Care Finance Authority, the Occupational
Safety and Health Administration, and on an egué lly -unannounced ‘basis two
surve‘ycrs:ﬂfmm'the-JCAHG; We expected the Feds, etc., but not the JCAHO
nor their demeanor. To characterize them as ‘hatehet men/women would be
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kind. They made us feel as if this was the worst hospital they had ever set
foot in. They displayed no sensitivity for what this hospital had alreedy been
through, Tie ckriowlédgéd that this hospital~has been' aceredited forzas:long
as -ther# has"been-a  JCAHO, nor gave any recognition to our very.-recent
September-1990-full' three "year acereditation. )

This initial visit by the JCAHO was followed by three other visits, each one
continuing ‘to-find ‘deficieridies that either were present in September and
overiooked ot not deémed serious enough to warrant follow up. Finally, last
December we received your findings, continuing our accreditation but requiring
us to report on certain areas in four months.

I feel tremendously-let down by the JCAHO —-our.organization — for a
variety of reasons. At-no-time did you come close to’defétiding one of your
long ‘time ‘and very recently accredited hospitals. Given an opportunity to
defend us and your process, you chose to do a hatchet job and find reasons to
criticize. I am left feeling that the three year accreditation and the judgement
you made six months earlier stood for nothing. You know from vour experience
that an institution of our size and complexity is not going to turn downhill in
six months. Where were vou when your judgement was being tested? From

my point of view you ran for cover rather than stand by your professional
opinion.

Secondly you failed miserably to prepare us for the subsequent HCFA visits.

I understand from Dr. O'Leary that there has been debate within JCAHO
about whether:tc leave that sort of-help with thé hospital-at thé conclusion
of -a :survey. - Why it even should have been debated that our organization
should help one of its hospitals meet-HCFA-inspections escapes me. | assume
from our most recent report that perhaps this has changed for all hospitals -
I hope so.

My overall impression of this will not surprise vou if you have read this far.

I am sincerely questioning the value of the JCAHO to this Medical Center.
For years we have been told the JCAHO is our consuitant, hére“to “assist us.

I do not think so. Your existende now depends on the Feds, and our experience
merely reinforces that conclusion. Also, this obvious self serving release to

the press certainly does not help us, but clearly makes voii“look like what you
have become — another“regulatory body justifying: to:the press vour existence.

I am paying dearly to be beaten over the head, and if I have to make a
choice, I.would:rathiér get beaten up by the Feds for free. I hope vou will
use your considerable influence to return the JCAHO to its proper-role.— one
dedicated to ‘helping its hospitals

ely,
erald W. Mungerson :: (
President
GWNM:ji

ce:  George W. Belsey, American Hospital Association
Donna Nowakowski, [llinois Hospital Association
Dennis S. O'Leary, M.D., Joint Commission on Accreditation of
Healthcare Organizations
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December 11, 1989

Carol M. McCarthy, Ph.D., J.D.
President

American Hospital Association
840 North Lake Shore Drive
Chicago, Illinois 60611

Dear Carol:

I am writing in response to your letter of December 6 concerning the
Chicago Iribune story on Joint Commission standards compliance aggregate
data. As you know, I share your concern about the focus and tone of the
story and its potential interpretations by accredited hospitals and the
public. However, I do not believe that we were incautious in releasing
these data nor were we lacking in standards for data release or appropriate
validation efforts. As you know, the issue of Joint Commission data
release was discussed at the August Board meeting, and I certainly agree
that this issue merits further discussion at the January Board meeting.

At the risk of repeating our conversation in Hawaii, I would like to
respectfully remind you that all of the standards compliance aggregate
data, specifically including the data to be released to the Chicago
Tribune, was provided to the Board of Commissioners and the Member
Organizations at the end of October, fully three weeks before it was
actually provided to the reporter. Despite my solicitation for comments
and suggestions, none were received. Prior to the release of the Chicago
and Illinois data, all of the data and related information were shared
with the Metropolitan Chicago Healthcare Council and the Illinois Hospital
Association and was discussed with their representatives. IHA actually
ran a story on the data in its newsletter. Because of uncertainties as to
how the media would treat the data, we deferred the data releases to the
Washington Post and the Republican Assembly Task Force on the Hospital
Crisis in New York State. Beyond our efforts to seek comments and input
from affected parties, we spent a considerable amount of time internally
attempting to anticipate the questions and story direction of the reporter.
Thus, while the outcome was not as desired, I do not feel that this can be
attributed to lack of caution on our part.

I do not presume to know precisely what you mean by "standards" in this
context. If, however, we were to agree that standards are generally
statements of expectations of performance, then I believe that the Joint
Commission does have standards for data release, as reflected in its
Position Statement on Public Access to Survey Information that was

875 North Michigan Avenue Member Organizations American Oental Association
Chicago. Hiinors 60611 American College of Physicians American Hospltal Association
312/642-6061 American College of Surgeons Amenican Medical Association
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approved. by the Board of Commissioners last April. That Position Statement
states in part: "The Joint Commission supports the availability of health
care quality-related information in the public domain, provided that the
information is accurate, relevant to the public interest, validated to the
extent feasible, appropriately interpreted, and intended for use in a
constructive context." These may or may not be the proper standards, but

my recollection is that they closely parallel the content of the corresponding
AHA policy that was publicized earlier this year.

Against the background of these standards, I believe that we performed
appropriately. With the usual caveats about surveyor consistency, these
data are accurate and valid. Given our successful efforts at intensified
surveyor training and the development of scoring guidelines and aggregation
rules, we have a high degree of confidence in our survey findings today.

If there is a significant remaining problem, it is that surveyors may miss
important survey findings. This of course would mean that the data were
understated.

As to data validation, I believe that you are well aware of our pains-
taking validation methods. Indeed, the AHA paper on the Joint Commission
suggests that these methods may be overly comprehensive. Standards
compliance assessment is in essence a risk assessment. Although not
sufficiently emphasized, this is reflected in the Chicago Tribune article.
As a measure of risk, I suggest that the standards compliance data are
meaningful, accurate and valid. In so stating, I do not mean to ignore
your comment about the potential linkage between standards non-compliance
and actual quality of care problems. However, given the nature of the
accreditation process and the considerable uncertainty surrounding the
meaning and intrepretation of performance data, I have substantial doubt
as to whether it is even feasible yet to do sound correlative studies
between standards compliance data and outcomes measures. That is to say,
we do understand, to a high degree, what standards compliance data mean,
but no one I know of has a good grasp of the underlying meanings of
outcomes data.

With respect to other "standards", I trust there is no basic disagreement
that the data were "relevant to the public interest" and "intended for use
in a constructive context."” That leaves us with the issue of appropriate
interpretation of the data. While the article is technically accurate, it
is abundantly clear that the reporter took a completely different tack with
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the story than his original stated intent. Notwithinstanding the
opportunity for others to comment, I must personally take full blame for
failing to anticipate the potential for such a story. Further, since both
of us know this reporter, the tone of the story, while disappointing, was
not surprising. Having said this, there is no dispute as to the
seriousness of the deficiencies cited in the article from the Joint
Commission's perspective. All of these performance deficiencies are the
subject of Type I Recommendations and reflect of importance attached to
these performance areas by the Accreditation Committee. What we do not
yet have and what the story therefore lacked is specific identification of
the most frequent causes for non-compliance in each performance area.
Thus, the issue, In my view, is not whether the survey findings are serious
but rather why hospitals are frequently not in compliance with specific
standards. Having not anticipated the story direction, we were obviously
not prepared to answer this set of questions at this time. We will have
this information later this coming spring.

Beyond the foregoing issue, I would submit that neither your organization
nor mine has yet mastered the fine art of placing the most appropriate and
credible cast on information released and having that cast stand up as the
dominant element of a news story. For instance, in the article, I draw
attention to the problem of resource adequacy as an important underlying
cause for standards non-compliance, but this commentary is buried in the
article. 1In a similar fashion, I read with interest recent articles
describing two QMMP studies that appeared respectively in the Chicago
Tribune and Modern Healthcare. The former, prepared by the same reporter
who wrote the Joint Commission story, references "dramatic variations in
death rates by hospital" in the first paragraph and goes on to emphasize
that these dramatic variations were not attributable to patient differences
or chance. The Modern Healthcare article quotes directly from a QMMP
report that "quality waste and low productivity are presently very common
in both hospital management and patterns of care." The article, at least,
provides no data to substantiate this statement. My point is not to be
critical but rather to be suggest that the challenge we face is to set
forth the information we release in the most constructive context possible.
That will require internal soul-searching, sharing of experience, and, most
importantly, aggressive and effective efforts to educate the media
specifically and the public generally.

In sum, I agree that there is need for more discussion at the Board level
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on the subject of public release of information. Hopefully, we will have
an opportunity to discuss this matter further at our December 21 meeting.

Sincerely,

Dennis S. 0'Leary, M.D.
President

DSO:cv

cc: Rufus K. Broadaway, M.D.
Edward J. Connors
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December 13, 1989

Dear Dennis

Many thanks for taking the extensive time you clearly did to
respond to my letter of December 6. I know all of us with an
interest in a strong JCAHO will benefit from further
discussion of the data release issue at the January Board of

Commissioners meeting.

As you note, there are some similarities between the JCAHO
standards and those which the AHA Board has approved. 1I've
enclosed another copy of those standards for your convenient
reference. Reflecting on both our standards and yours, I
continue to believe we should err on the side of caution. You
note on page 3 of your letter, for example, that the Joint
Commission has not yet specifically identified the most
frequent causes for noncompliance in performance areas. That
is a key plece of information. Within each performance area,
there is a full range of compliance obligations, some more
significant than others. This information should be in
hand--I suggest——prior to any data release. Since 50 percent
of the hospitals in this country may have a performance
deficiency in one or another "serious" area yet 50 percent of
the hospitals are not nonaccredited, the only conclusion that
can be drawn is that there are levels of seriousness:

Further, on page 2 of your letter, you underline your doubt as
to the feasibility of correlating standards compliance with
patient care outcomes. AHA standards call for such
correlations if the public is not to assume that compliance
fallures signify quality outcome problems. At a minimum, when
such correlations cannot be made, AHA standards require that
the data when released note such this fact.
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In any event, I look forward to the opportunity to discuss
this matter further when we meet on December 21 as well as
when the Board of Commissioners next convenes. Again, Dennis,
thank you for your prompt response to my note. I looked for
you in Hawaii to discuss this issue further, but was unable to

locate you.

See you on the twenty-first.

Best regards

. / " /
£ i
Carol M. McCarthy, Ph.D., J.D.

enc.

Dennis O'Leary

President

Joint Commission on
Accreditation of Healthcare
Organizations

875 North Michigan Avenue
Chicago, IL 60611
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AMERICAN HOSPITAL ASSOCIATION POSITION ON
PUBLIC ACCESS TO DATA RELATED TO QUALITY OF HEALTH CARE

Approved by the Board of Trustees
May 4, 1989

Evidence of the growing interest in data related to quality abounds, including
initiatives by the Health Care Financing Administration, the Joint Commission
on Accreditation of Healthcare Organizations, state government, and
third-party payers. These initiatives suggest the public is gaining access to
a broad array of data related to quality -- much of which was previously
considered confidential -- ranging from statistical indicators used to focus
quality assessments, to aggregated data on the quality of care provided to
individual patients, to information on the compliance of health care providers
with structure and process standards. Furthermore, increasing discomfort
about the effect of payer policies on the quality of care has led to an
increasing demand for assurances about quality that are backed by "objective" -

measures.

The primary purposes of data disclosure are to promote accountability to the
public and to support informed decisionmaking. Unfortunately, the state of
the art of quality assessment and measurement is not equal to the task imposed
by public demands for disclosure. Because that limitation does not alter the
need for information, it is incumbent on all interested parties -- whether
consumers, the media, private and public purchasers or third-party payers,
physicians and other health care professionals, hospitals and hospital
associations, and legislators and regulators -- to work to improve the
reliability of information available and to responsibly use the information

available.

POSITION

The American Hospital Association actively supports the public availability of
useful information related to the quality of health care services. However,
to be useful, quality information must be suitable to its purpose and be
prepared and released in a fashion that enables the public to make valid
observations. Given the current limitations of quality-related data, the AHA
supports expanded research to develop valid quality measurement and assessment
techniques in order to reduce the need to rely on imper fect measures. At the
same time, all parties (public or private) who publicly make available any
data that characterizes the quality of care provided by specific health care
institutions should be held publicly accountable for failure to exercise due
care in compiling and releasing that data. AHA's support for specific data
disclosures is contingent upon the exercise of such due care, which requires
that those who make data available take steps to ensure:

e the valid use and interpretation of data;
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e the accuracy of the information in the data base used to develop the
release;

e that data is released only if its value to the public outweighs its
potential for harm, which requires the continued protection of certain
data from disclosure, particularly patient-specific data;

e adequate opportunity for the subjects of disclosure to review and
respond to proposed data disclosures; and

e the equitable selection of subject providers when compiling disclosures
so that no class of providers (e.g., hospital-based or freestanding) of
the same type services (e.g., outpatient surgery) is disproportionately
burdened or held to a greater standard of public accountability.

The specific terms of these conditions for AHA support and the means of
establishing accountability are presented below.

validity

All data that are released to the public must be accompanied by a complete
description of the methods used to prepare the data. This description shouid

include:

e a description of the data base, including the sources of the data and
definitions of each data element;

e the statistical methods used to prepare the data for publication,
including the results of statistical analysis (i.e., diagnostic
statistics needed to evaluate the methods);

e a plain English "interpretive guide" that outlines the uses and
limitations of the data by delineating the range of valid
interpretations that are supported by the data; and

e the result of efforts to ascertain the validity of the data including
information necessary to an independent evaluation of any validation
studies. If no validation study has been conducted, then a statement
should be included clearly stating that the relationship between the
data and quality has not been tested and is unknown.

To promote validation, hospitals and other providers should participate in
wel|-designed validation studies when asked.

Although risk-adjustment of data could potentially improve the validity of
observations drawn from quality-related data, a single system of severity or
risk adjustment of clinical data should not be promulgated at this time, given
the absence of agreement on how to measure quality and the need to carefully
validate and assess the costs and benefits of using any such system. However,
providers, payers, and regulators should work toward the development and
adoption of a universal data set at the national level that minimizes provider
data system conversion and.reporting costs while supporting appropriately

adjusted quality indicators.
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Accuracy

All agencies that collect data should articulate at the outset the intended
uses of the data and should consult with providers on the suitability of the

design of the data collection systems.

e To the extent that the potential uses of data for quality measurement
are known at the time that data are collected, all providers should be
notified and should be provided with clear definitions of each data
element that will be used in preparing data for public release.

e Providers should take steps to ensure the accuracy of data when it is
initially reported, without regard to its intended use.

Before making data available, all providers should be given access to
information that will allow them to verify the accuracy of the data that will

be released.

e In the case of non-statistical data (e.g., survey findings) errors
identified by the provider should be corrected prior to release by the
agency releasing the data. A process for the resolution of questions
concerning the accuracy of data elements should be established by the

agency releasing the data.

e In the case of statistical data it is generally unrealistic to expect
errors to be corrected prior to initial releases, but an opportunity to
review the data to assess its accuracy should be extended to providers,
and providers' comments on the accuracy of the data should accompany any
data that are released. Where specific statistical data are likely to
continue to be analyzed and reported for several years, the agency
responsible for maintaining and releasing those statistics should
provide a mechanism for subsequently correcting serious inaccuracies
that are likely to affect trend analyses.

Protecting Certain Data from Disclosure

Quality-related data should be made available to the public only if its value
to the public outweighs its potential for harm. Availability of data should
be limited to recognize appropriately those circumstances where other goals
outweigh the value of public access to information. Speci fically:

e Public disclosure of quality data must not occur if it would identi fy
individual patients.

o Data generated by external peer review processes (public or private) may
be disclosed to the public only to the degree that they represent final
determinations by peers, rather than the result of applying review
screens by non-peers, and only-if the determinations were based on
written criteria and prevailing standards of medical practice and were
subject to due process procedures for testing the validity of the

determinations.

e Records related to internal hospital peer review and quality assurance
activities should continue to be protected from disclosure.
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e Practitioner-specific information related to the quality or outcomes of
care provided during hospital stays is most appropriately used by
internal and external peer review bodies for the purpose of moni toring
and assessing quality. Although most jurisdictions consider such
information confidential, some jurisdictions do not. Where
practitioner-specific data is not considered confidential and
disclosures occur, they should be governed by the same rules that apply
to other disclosures, and should be limited to information about
performance that can clearly be attributed to that practitioner and not
to other practitioners or the hospital and its emp loyees.

e Information on certification and licensure decisions made available to
the public should be subject to due process procedures that provide for
the ability to challenge the validity of the compliance decisions and to
standards for consistency in surveyor interpretations.

e When gquality issues with respect to the care provided to individual
patients are identified during research projects, that information shall
be shared with the affected providers so that they can correct
identified problems. Data and findings emanating from research on
quality should be published only in aggregate form, without identifying
individual institutions or practitioners. Hospitals and other providers
shall be notified in advance of agreeing to participate in a study if
any institution-specific or practitioner-specific findings will be
shared with patients, the public, or regulatory agencies.

Due Process Protections

Providers should be notified in advance of publication, and any publication of
data should be accompanied by provider comments. The notification should
describe the methods used to prepare the data, and should include the data _
that will be disclosed. The delay between notification and publication shoulid
be a minimum of 60 days, but should also be long enough to allow the provider
to undertake the analysis of the data and to prepare meaningful comments for

use by the public.

Equitable Burdens

~

fData related to the quality of specific types of services should be obtained
lat the outset from all providers offering those services, regardliess of

’ setting. Those who collect and release quality-related data should forego
disclosure about specific services if they failed to collect data from ail

[(providers offering those services. '

Accountability

All parties (public or private) who publicly make available any data that
characterize the quality of care provided by specific health care institutions
should be held accountable for failure to comply with a standard of "due care"
that incorporates the criteria for proper release described in this policy.

— — —— — —
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o These include short-term issues relating to legislative options
and priorities and the longer-term needs for rational efficient
performance measurement.

4. The 1994 Presidential Objectives and Priorities were reviewed and
approved. :

5. The Board approved the process for activating the new Corporate Bylaws
provision that will permit Board public members and the at-large
nursing representative to serve as Board Officers. The Board supported
the American College of Physicians' offer to defer its progression to
the office of Secretary to permit insertion of the public member slot
into the rotation at that juncture. This will result in the service of

a public member or at-large nursing representative as a Board Officer
in 1995. '

6. The Treasurer's Report was approved. Financial performance for the
first eleven months of 1993 was favorable. Revenues were below budget
by 0.1%. Total expenses exceeded budget by 0.5%. Bottom-line results
were below budget expectations by approximately $500,000.

(—;i At its September meeting, the Board had discussed the question "Who are
the Jg dtiGompiesionts:customers?®i Based on this discussion, the Board
had ekpressed support for a model that would describe the Joint

Commission and health care organizations as partners in providing
2£¥> quality care to the public. At this meeting, the Board reviewed the

conceptualization prepared by staff, refined the model, and approved
the following statement to describe the Joint Commission's customers:

The Joint Commission's primary purpose is to provide services
to the health care organizations it accredits that are
effective, efficient, appropriate and timely, in a respectful
and responsive fashion. It does so by establishing measures--
both standards and indicators--of the performance of health
care organizations; by using these measures to objectively and
rigorously evaluate these health care organizations; by
providing interpretation of the measurements--including
accreditation decisions--both to the health care organizations
and to the public; and by providing education and consultation
to health care organizations and to others on using the
interpreted measurements both for decision-making purposes and
for improving the quality of care provided. Thus, the ultimate
beneficiaries of the Joint Commission's services are the
customers of the accredited healthcare organizations as well as
the public at large and the private and public entities that
pay for health care and that license healthcare organizations ‘/3
and professionals.
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specific survey findings, as reflected for example in Walter Bogdanich's
The Great White Lie.

Even then, compliance with Joint Commission standards has never been
anything more than a gross proxy for likely good patient outcomes.
There in fact have been no meaningful correlative studies, largely
because of the virtual absence of sound measures to date. However,
outcomes measures--downstream culminations of series of patient care
events that result in specific outcomes for patients--are now enjoying
great conceptual popularity. At the present time, the development of
meaningful downstream performance measures is not sufficiently
sophisticated to provide data from which levels of quality could be
directly inferred. This will change over time, but with better measures
and better data will come the realization, already apparent to some
consumer groups, that data themselves are of limited value unless
accompanied by objective interpretations.

In a future context, the Joint Commission would take the position that
performance data are the "results" and standards compliance data
determine the likelihood that performance, assuming it to be acceptable
initially, will be at least maintained. This simply underlies the
reality that both standards and performance measures will continue to be
important evaluation tools in the future. There will in any event be a
richer database than ever before and the opportunity for the Joint
Commission to serve as a major and objective analyst of health care
organization performance.

Stresses on organization providers. If the external enviromment is

stressful for the Joint Commission, it is even more so for the Joint
Commission's primary customer base--organization providers. Health care

organizations are incfeasingly subject to growing and differing demands
from external review organizations, data commissions and payors. This
is occurring in parallel with continuing initiatives to rachet-down
reimbursement under a variety of guises. Health care costs are still
going up but so are services to patients, and sorting the necessary from
the unnecessary service is still more art than science today.

The cost of complying with either accreditation standards or government
regulations is essentially a cost of doing business, but the cost is
significant and less easily tolerated than before. Joint Commission
efforts to consolidate its standards and shift its requirements to a
quality improvement context are generally welcomed by accredited
organizations. However, the Joint Commission must direct careful
attention to the cost impacts of the standards transition. Some changes
should lead to greater flexibility for organizations and possibly
cost-saving efficiencies, but some proposed changes may increase costs.
To the extent possible, these latter changes should be prospectively
identified and properly evaluated.
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Finally, whatever relief might be provided to organizations by the Joint
Commission standards transition, no appreciable actual relief can be
realized unless others who place demands on these organization also
begin to move in a similar direction. The non-existent coordination of
existing external evaluation activities is a serious problem whose
burden falls directly on provider organizations. The need for improved
coordination presents more than an opportunity for the Joint Commission.
This is the nature of a leadership mandate to convene the parties,
review the problem, and work towards solutions.

The Position of the Joint Commission in the Environment

The Joint Commission relates both to five strikingly different fields in

health care and to a series of diverse interest groups. The high health

care profile of the Joint Commission makes the organization a focal point
for a variety of requests and demands, some of which are in conflict with
each other and some of which are not accommodated for sound reasons.

Confusion about the role of the Joint Commission does exist to some degree
among hospitals and physicians, some of whom would like to see the Joint
Commission assume a greater advocacy position on their behalf. In fact, the
Joint Commission's advocacy for quality patient care is quite consonant with
provider and practitioner interests, and a credible accreditation process
ultimately translates into credibility for those whose are evaluated.

In addition, the fact is that the Joint Commission does play multiple roles
and is often challenged to balance potential conflicts in these roles.

This effort is largely successful, but for any given contentious issue, its
resolution is likely to leave some interest group unhappy.

Notwithstanding the periodic crossfires, the Joint Commission generally
commands respect from those with which it relates. In recent years, the
Board of Commissioners and the staff have not hesitated to make tough
decisions when a "right" course of action has been apparent. These actions
have eventually been understood and accepted by most parties.

A. Relationships with the fields. The Joint Commission now provides
accreditation surveys and related services in five fields. The Board
acted in 1990 to discontinue separate accreditation programs for
hospices and managed care organizations and to incorporate relevant
components of these activities into on-going programs. This action was
disappointing to hospice advocates but hardly noticed by managed care
organizations. The Joint Commission continues to accredit a small
number of group and staff model HMOs through its Ambulatory Care
program. The two remaining accrediting bodies in the field have
attracted only moderate interest from managed care organizations,
primarily because there are few tangible incentives (e.g., regulatory
requirements) to leverage these organizations toward accreditation.
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We assess Joint Commission relationships with its five current fields as

follows:
1. Hospitals. Hospital relationships have improved substantially over

the past two years. This reflected most significantly in the
results of the 1990 and 1991 Hospital CEO Opinion Surveys, but there
have been other indices as well. The changes in perception appear
to correlate most directly with actual changes in Joint Commission
behavior and performances. The outreach activities have been
especially popular, and while some of the input has been scathing,
participants have felt that the Joint Commission is actually
listening to and using their comments and suggestions.

Performance, as best symbolized by survey report turnaround times,
is also viewed as improved. Other less visible changes, some of
which had required extended prior periods for formulation and
implementation, have also had favorable effects, e.g., on surveyor
performance and consistency, on survey report format and content.

Additional improvements during the past year have further buttressed
the positive trend. Focused surveys were reduced by 40% without
apparent adverse effect on the surveillance process. Correspondence
between exit conference comments and survey report content continues
to improve. And issues related to the tailored survey policy were
brought to closure, resulting in greater flexibility and choice for
affected organizations, :

Certain problems do remain. Consistency in standards interpretation
is still an issue, and there is still room for improvement in the
customer relations performance of headquarters staff. Also of
concern to many resource-constrained hospitals are the costs of
standards compliance. Changes in Joint Commission policy that have
made more accreditation-related information available to government
agencies and to the public seem to be being better tolerated by
hospitals as they adjust to the new expectations evident in their
changed environment.

Survey fees, while substantially higher than a decade ago, are

generally not an area of major contention. Some large hospitals do
complain about high survey fees, but the tiny number of fee-related | '
dropouts remains confined to hospitals of less than 100 beds. What éf//

hospitals do expect, they say, is value for this expenditure. Tn

this context, the now-imminent standards and sufvey process changes
contemplated under the Agenda for Change are believed by many to be
likely to meet their needs.

was designed to tailor the survey process to this subgroup of
hospitals, has been well-received in pilot testing and will be




Environmental Trends and Issues
Requiring Attention

Page 14

applied nationally this year. Development of a similar guide for
academic health center will also begin this year. '

Both by historical precedence and through the additional leverage of
deemed status, the Joint Commission has achieved market saturation
in this field and is without meaningful private sector competition.
Hospital-related accreditation services dominate Joint Commission
activities. Although the accreditation program has continued to
show modest growth in recent years, hospital closures and
consolidations are beginning to have their inevitable impact. 1In
order to maintain its position in this field, the Joint Commission
must fulfill its side of the value bargain through continuing
attention to service issues and prudent and timely implementation of
the Agenda for Change initiatives.

Home care agencies. Although the honeymoon period may still be in
progress, the Joint Commission has received a strongly positive
reception from the home care field. The standards development
process that actively engaged field leaders and subsequent effective
field liaison efforts have been the major contributing factors to
the rapid growth of the new accreditation program which is now the
Joint Commission's second largest.

Success in attracting major national home care companies has been
particularly helpful in a field where the value of accreditation is
viewed most commonly in terms of competitive advantage. Approxi-
mately 60% of the 75 largest companies require their offices to seek
Joint Commission accreditation.

Future prospects for the program look good as 40-50 new applications
per month continue to be received. The 1991 year was the first
opportunity for organizations to renew their initial accreditation.
Almost all did so. In sum, the program appears to be fulfilling its
promise that the survey process, despite it unique complexities,
would be credible and helpful. A further factor is field
anticipation that the Joint Commission will be granted deemed status
for home care agencies, hopefully later this year.

Survey fees do create strains in this field, but Joint Commission
fees remain significantly lower than those of its major competitor
which lags far behind the Joint Commission in market share. Again,
value will ultimately be the determinant of field fee acceptance.
Internal staff support for the programs has been expanded, and field
problems are few. The initiation of formal outreach activities and
indicator development in this field in 1991 strengthened the Joint
Commission's overall dominant position.

Mental health services. The diversity and complexity of this field
make it difficult to characterize in any singular fashion. Services
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We fully acknowledge that the solution to service issues does not lie
simply in the commitment of resources. The organization's quality
improvement efforts will continue to create operational efficiencies.
Nevertheless, understaffing can serve as a serious contraint in responding
to customer needs. The accreditation process remains, strictly speaking,
voluntary. Therefore, unhappy or dissatisfied customers do have options
which, though not highly attractive, offer the opportunity for choice. 1In
the past, some have conveyed their displeasure with the Joint Commission by
selecting an alternative choice. Thus, although an appropriate sense of
proportion must be maintained, quality service and the investment necessary
to meet that objective should be maintained as a high organization
priority.

Agenda for Change Initiatives

The developmental activities undertaken over the past five years have been
funded primarily from hard dollars. As a set of new activities, the Agenda
for Change project has, in a sense, encroached on existing budget priorities.
Nonetheless, the Joint Commission development investment, even at its current
levels, is at or below the level of research and development investment
typical of most major companies.

The hard dollar commitment has been offset to a moderate extent by extramural
grants; some of this funding is currently on-going. Extramural grants,
however, are not a panacea. With the funds usually come certain obligatory
activities that are characteristic to the supported project but would not
have otherwise been undertaken by the grantee.

The need for significant funding for the Agenda for Change is expected to
extend through this decade. Because of the unique characteristics of this
project, extramural grants could at best only partially fulfill this need.
Recognizing the requirement for unrestricted external funding in order to
meet the present Agenda for Change timetable, the Board has endoresed the
initiation of a development (fund-raising) effort, and certain front-end
resources have been committed to this activity. This is clearly a gamble
for the Joint Commission since it has no fund-raising track record. The
eventual degree of success of this effort is highly speculative at this
time.

If external funds in sufficient amounts cannot be secured, the only real
option is to extend the developmental activities out over time. Of the
several components of the Agenda for Change, standards revisions and changes
in the survey process are of the greatest urgency. The developmental costs
associated with these activities, while significant, can probably be
accommodated from hard dollars. By contrast, indicator development and the
eventual establishment of an indicator monitoring system are expensive
propositions. Participant fees paid by indicator beta test sites are
offsetting some, but far from all, of these development costs. Delayed
progress in this area, which could become necessary, might cause the Joint
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Commission to lose its leadership role in performance measure development
and could, further, undermine the credibility of its stated intent to
modernize its evaluation approach.

An additional consideration that will necessarily temper the nature and pace
of the developmental activities is that the resulting products and services
must be affordable to the eventual users. This consideration applies both
to the revised survey process and to the indicator monitoring system.

Absent attention to this reality, the Joint Commission could be at risk for
pricing itself out of business.

Pricing of Products and Services

Having failed to match its survey fee increases with the double-digit
inflation of the 1970s and early 1980s, the Joint Commission found it
necessary to make up lost ground during more austere times. For the past
decade, annual survey fee increases have averaged 6% per year. This
included a 16.8% increase in 1988 when the new survey pricing structure was
introduced and the minimum survey duration was lengthened to two days.
Since 1988, one percentage point of the annual increase has generally been
viewed as an additional set-aside for the developmental activities.

All markets in which the Joint Commission operates are price-sensitive to
varying degrees, thus necessitating reasonable caution when survey fee
increases are considered. At the same time, with one possible exception,

price has not appeared to be a barrier to organizations seeking accreditation
in any of the fields nor has it contributed significantly to program attrition.
The lone exception may be the long term care field where the substantial

loss (80-100) of organizations both in 1988 and in 1989 was attributed by

most to survey fee levels. This may be a valid observation for a field

that has traditionally placed limited value on accreditation, no matter

how well done.

In the hospital field, survey fee increases have often evoked complaints,
particularly from financially-strapped organizations (e.g., small rural
hospitals); however, the number of price-related withdrawals has been less
than 30 during the past three years. The consistent general message
received from hospitals during last year's focus and user group discussions
is that current survey fees and ‘their rate of 1ncrementa14gxowth are accept-
able, provided that hospltals are receiving value for their money. This
message underlines the importance both of the J01nt Commission's attention

to its serv1ce problems and of _the iacives——

Pricing of Joint Commission publications and seminars has also been the
subject of periodic criticism. These are both significant revenue centers
for the Joint Commission whose success, which has been consistent even
during market softness, reduces pressures to increase survey fees further.
Where comparisons are possible, Joint Commission publications and seminars
are quite price-competitive in their respective markets.
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Field support for Joint Commission education programs and consulting
services was strong in 1990. Attendance at the 271 education
programs offered by the Joint Commission exceeded expectations by
nearly 23 percent. This attendance volume resulted in a favorable
revenue variance of nearly $900,000. The Technical Assistance Unit
of the Department of Education Resources provided nearly 60 percent
more consulting days in 1990, as compared to 1989. Publications
sales fell short of budgeted expectations by 3.7 percent or
approximately $238,000, although sales of the the 1991 AMH resulted
in a positive variance of $247,875.

Several specific efforts were initiated in the latter half of 1990 to
strategically focus the Joint Commission's directions. The
environmental assessments were revised for use by the Business
Planning Oversight Group and the Board of Commissioners.

Professional Technical Advisory Committee meetings were held for all
service fields. Legislation regarding CLIA *88, OBRA '87, and the
Wyden Bill were reviewed for potential or direct implications
effecting Joint Commission activity. The Department of Development
increased its prospect database to 4,000 individuals, and completed
research on 140 corporations and foundationms.

Continued emphasis was placed on assessing field support for the
Joint Commission through the collection of information on customer
opinions. These efforts included quantitative market research

to gauge customer satisfaction with publications and with Home Care
Accreditation Services. A needs analysis was conducted among Mental
Health and Hospital surveyors. Qualitative research included
meetings of the Users Advisory Group and focus groups conducted among
American Hospital Association Regional Policy Board members.
Additional feedback activities focused on managing a nine percent
complaint volume increase and gaining insight from customers as to
how the accreditation application could be approved.

The Joint Commission also took strides to prepare for future
customer feedback efforts, both for the short and long term. For the
short term, approval of the SSP committee was secured to conduct
field reviews for the 1992 AMH, for proposed revisions to the LTCSM

d SPngéf Services




National and Regional Accreditation Qutcomes e
During 1992, fully 97.8% of the hospitals that were surveyed received accreditation. For all of 19%
approximately 4% of the hospitals in the nation received Accreditation with Commendation. Just %
over two percent (2.4%)
received accreditation

without type one . Outcome Results National, 1992 Surveys
recommendations and did not
require any further follow- 4% Commendation

up. Hospitals receiving type
one recommendations
accounted for 90.7% of the
hospitals surveyed and made
up the largest accreditation
group. Most hospitals falling
into this group, while

requiring additional follow- P
up after their initial survey,

still complied with a majority 3%NoType 1's
of standards. Slightly more

than two percent (2.2%) of o

the hospitals surveyed during
1992 received Conditional
Accreditation or an Adverse Decision. Less than one percent (.8%) of the hospitals were actually
denied accreditation. The majority of the hospitals in this category failed to correct type one
recommendations within the time frame specified.
Hospitals Receiving Type One Recommendations
Most of the hospitals (51.6%) receiving type one recommendations required both focused visits and
written progress reports as follow-ups to their accreditation. The remaining "type one" hospitals were

! fairly evenly divided as to the number requiring written progress reports (23.9%) and the number

.’I requiring focused visits (22.4%). On-average, 8.2 recommendations. are received-by each-hospital

' accredited with type one recommendations: The majority of the ’type one’ hospitals (58.5%)

- received eight or more recommendations. Approximately 20.2% of ’type one’ hospitals received
four to seven recommendations. Just under 5.5% received three or fewer recommendations.

~——

TABLE 3 Accreditation Outcome
Statistics for Hospitals Surveyed in 1992

. National New Mid South E. N. E. S. W.N. W.S. Mountain

England Atlantic Atlantic Central Central Central Central Pacific

Accreditation

With Commendation 38% 3.5% 32% 43% . 15% 2.8% 5.2% 7.0% 15% 3.1%
Without Type One Recs 24% 0.0% 24% 2.8% 12% 0.9% 6.5% 29% 13% 3.1%
With Type One Recs 90.7% 94.7% 91.6% 89.4% 93.2% 944% 86.4% 87.1% 85.0% 91.3%
Conditional or Adverse Decision 22% 9% 24% 24% 39% 9% 1.9% 12% - 338% 1.2%
Not Accredited " 8% 9% 4% 8% 3% 9% 0.0% 1.8% 13% 1.2%
Other : d% 0.0% 0.0% 4% 0.0% 0.0% 0.0% 0.0% 1.3% 0.0%
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Looking forward over the next five years, the most daunting challenges
facing the Joint Commission relate to final development and implementation
of the Agenda for Change initiatives. These challenges are both program-
matic and fiscal, and their potential impacts on the other three priority
areas--services, fees and reserves--are substantial.

First conceptualized in 1985, the Agenda for Change is now firmly grounded
in a set of objectives that have been concurred in by the Board and the
staff (Attachment C). All current and projected developmental activities
are being planned in the context of this framework.

We acknowledge that, from time to time, comments made at the Board table
have suggested that the evaluation component of the accreditation process be
substantially diminished in favor of a predominant educational orientation,
and/or that on-site.surveys take place less frequently or possibly not at
all. These comments have been offered as part of open intellectual
discussions and represent the breadth of the thought processes that have
underlain the Agenda for Change initiatives to date. However, the Agenda
for Change has reached a stage where either these suggestions must be laid
to rest or the whole framework and objectives for the Agenda for Change must
be re-opened for further examination.

As a matter of sound business, we submit that the foregoing suggestions
should be laid to rest. Although there are variations on the theme, the
raison d'etre for any accrediting body is evaluation and specifically
evaluation that leads to an accreditation decision. It is this role which
permits the Joint Commission to exert the degree of influence that it does
in the health care field. The accrediting body also has a responsibility
for providing effective educational support for accredited organizations.
Enhancement of this important Joint Commission role is provided for in the
Agenda for Change initiatives.

‘The on-site survey and its periodicity are integral elements of all deemed
status relationships. Assuming the acceptability of the governing rules,
the Joint Commission has generally sought deemed status relationships both
to broaden its base of activities and to expand the sphere of influence of -
its standards in the health care field. Unlike other fields where accredit- “]
ing bodies are active, health care is the subject of considerable interest

and anxiety on the part of the public and therefore government. -Thus,
on-site surveys are viewed as essential and are preteraBI?'unannounced In
addition,” v1rtua11y all health care-related surveillance programs provide
for a one-year, or at most a two-year, on-site survey cycle. At three

ears, the Joint Commission's survey cycle has become an anachronism.

While the Joint Commission might seek to persuade legislators and regulators
of the virtues of longer survey cycles, we believe such an effort has no
prospects for success and might stimulate a challenge to the Joint
Commission's three-year cycle.

L/_. —
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Restraint and
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special treatment
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