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Since our founding in 1893, New England Baptist Hospital has developed a reputation for 

excellence in patient care and innovation in surgery. Our approach leads to a higher rate of 

positive outcomes—even with the most complex cases—greater cost efficiency, and low rates 

of adverse events such as infections, falls and skin breakdown. 

Our focus on orthopedics began in 1968, when Dr. Otto E. Aufranc established the Hospital’s 

first Orthopedic Department. Along with other Baptist surgeons, Dr. Aufranc developed and 

implanted one of the first American replacement hips. During the past 50 years, the Hospital’s 

skill and reputation in orthopedics and musculoskeletal care has grown tremendously. 

The Baptist now performs more complex orthopedic procedures than any other hospital in 

Massachusetts. We also have the highest annual volume of patients requiring reconstructive 

orthopedic procedures in New England, and we have become a nationally-renowned referral 

center. Through the expertise gained by our experience, we have become innovators in quality, 

patient care and safety. 

Although patient satisfaction has always been important, the Hospital initiated a Legendary 

Service program five years ago, along with additional measures to further integrate patient care 

with quality and safety. Since then, we have seen continuous reductions in key metrics such as 

rates of surgical site infection, falls and skin breakdown, and a meteoric rise in patient 

satisfaction. Highlights include: 

 A near-zero infection rate, thanks to a surgical site infection program that incorporates a 
groundbreaking MRSA elimination protocol. The award-winning protocol, the subject of 
a July 2010 article in the Journal of Bone and Joint Surgery, has received widespread 
recognition. 

 Consistent performance at the highest levels of patient satisfaction, recognized both on 
Centers for Medicare & Medicaid Services and Press Ganey surveys. In 2010, we were 
the only hospital in Massachusetts to receive the prestigious Press Ganey Summit 
Award, our third year as a recipient. 

 Innovative medication safety measures that begin with the patient’s first preoperative 
visit, including the implementation of barcode scanners for bedside medication 
verification in 2010. 

 Cutting-edge rehabilitation and occupational therapy techniques, which get healthy 
patients on their feet more quickly and have resulted in a continuous reduction in length 
of stay.  
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In recognition that patient safety begins with transparency, the Hospital is committed to 

sharing information about patient outcomes and best practices. Our clinical outcomes are 

posted on our website and the Hospital participates in several major public reporting initiatives: 

 Joint Commission Performance Measurement Initiative (qualitycheck.org) 

 Centers for Medicare & Medicaid (CMS) Hospital Compare (hospitalcompare.hhs.gov) 

 The Massachusetts Hospital Association’s PatientCareLink (patientcarelink.org) 

 Our public website reports data on key patient safety measures. 

Our high volume gives us an advantage in patient safety as well as value. Studies show that 
patients undergoing complex medical procedures can reduce their risk of dying by up to 40 
percent if they select a hospital that regularly performs the procedures. Our orthopedic volume 
has been high for decades, but since 2005 it has steadily increased. During the same period, 
length of stay has dropped (see page 6), improving value for patients and insurers. 

 

Since fiscal year 2008, the total number of orthopedic cases performed annually has risen 11 
percent, from 8884 to 9839. During the same period, the mix of cases has trended away from 
general surgery and more towards orthopedics. 

  

8884 8890

9839

5000

6000

7000

8000

9000

10000

11000

Orthopedic Surgery

Ca
se

s

Orthopedic Surgery Volume

FY08

FY09

FY10

Higher 
is

Better



2010NEW England Baptist Hospital Quality Report
 

3 | P a g e  

 

SERVICE VOLUME  

 Measure FY05 FY06 FY07 FY08 FY09 FY10 

Inpatient Acute Total Patient 

Admissions 

6966 7254 7162 7250 7096 7195 

Inpatient Acute Total Inpatient 

Days 

30191 31755 29747 28960 28330 27022 

Inpatient Acute Average LOS 4.3 4.4 4.2 4.1 4.0 3.7 

Outpatient Visits 118512 126765 129350 125020 123573 145251 

Source: Meditech Inpatient Location Statistics Report  

CASE MIX 

Service FY05 FY06 FY07 FY08 FY09 FY10 

Orthopedic 77% 79% 82% 84% 84% 86% 

Medical 14% 13% 10% 10% 9% 7% 

General Surgery 9% 8% 9% 7% 7% 7% 

Source: Meditech Service Volume Report 

Many of our patients turn to the Baptist when other hospitals have neither the resources nor 

the expertise to handle their cases. According to the Massachusetts Health Data Consortium, 

we perform more complex orthopedic procedures than any hospital in Massachusetts. We 

accept patients with significant comorbidities—cardiac disease, diabetes, mobility issues, 

obesity, obstructive sleep apnea, and substance abuse, among others—that might prevent 

them from having surgery elsewhere. We believe that with careful attention to these 

comorbidities, we can safely provide an appropriate resolution to the patient’s musculoskeletal 

disorder. More than half of our patients have a body mass index (BMI) of 30 or greater, and half 

of those have a BMI greater than 35. 

The complexity of our cases is reflected in our Case Mix Index, which measures the complexity 

of all of our cases against a Medicare benchmark. A hip or knee replacement without 

complications in FY10 received a 2.1 severity ranking from Medicare, while our Case Mix Index 

was at 2.22, and has remained consistently above average over the past five years. 
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Despite the complexity of our cases, we consistently achieve high outcomes. From 

preadmission to discharge and beyond, our approach to the continuum of patient care is 

characterized by attention to detail, prevention rather than reaction, and application of best 

practices, all while being flexible and innovative. Several recent initiatives, outlined below, 

improve value for our patients and insurers. 

While we already had one of the most thorough and detailed preadmission screening programs 

in the country, we thoroughly reworked the process in 2008 and 2009 to better meet patient 

needs. Rather than moving the patient from room to room, patients now stay put in a single 

room while nurses, physical therapists, and other caregivers come to see them. A pharmacist 

meets with the patient to discuss the medications they are currently taking, and any necessary 

consults are ordered and completed. Throughout the process, communication with the primary 

provider is maintained to eliminate duplicate testing. High-risk cases are referred to our 

medical director and nurses for review. 

Identifying patients who might be likely to have a problem after surgery saves time, effort and 

cost, as well as avoiding safety problems. Patients are considered high risk if they have a history 

of cardiac disease, hematological issues, including history of deep vein thrombi (DVTs) or 
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pulmonary emboli (PEs), prior surgeries, postoperative delirium, or psychological issues. 

Identified during preadmission, high-risk patients are evaluated by our medical director, 

anesthesiologists and other specialists, and followed by our dedicated hospitalists. The plan of 

care is focused on prevention of complications. 

Postoperative delirium, an acute confusional state, is a problem in any hospital, more so when 

the case mix is almost entirely surgical. Many delirium patients require transfer to the intensive 

care unit, which not only increases costs and prolongs the hospital stay but also can be a trying 

experience for the patient. In 2009, a Hospital task force began work on reducing postoperative 

delirium, developing new methods for identifying at-risk patients and putting in place 

medication and other protocols aimed at preventing delirium. As a result, we have seen fewer 

cases of postoperative delirium and even fewer patients requiring transfer to intensive care. 

Many patients are surprised that we expect them to get out of bed the same day of having their 

hip replaced. Evidence shows, however, that patients recover more quickly if they do so. We 

encourage both hip- and knee-arthroplasty patients to walk as soon as possible—sometimes 

even the day of surgery for hip patients and the second day after surgery for knee patients. 

Several of our surgeons are engaged in a new “25-hour hip” protocol, which requires healthy 

patients to stand and walk the day of surgery so they can be sent home the following day. Our 

physical and occupational therapists begin working with patients on the day of surgery. 

Eventually, patients progress to a special “gym” that is configured like a home so they can 

practice moving around. Patients who are in good shape, particularly younger patients, 

appreciate this option, allowing them to reach their recovery goals more quickly. We are 

working on more innovative opportunities to enhance our programs including family training 

for care at home, to encourage continued mobility of the patient. 
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By preventing complications, revising our preadmission screening process, and encouraging 

movement in healthy patients, we have seen a steady reduction in length of stay over the past 

five years. The use of a communication tool known as  “the Baptist pathway” involves patients 

in a goal-based care process and gets them home sooner. Through this process, our average 

inpatient acute length of stay has fallen from 4.1 days in FY08 to 3.7 days in FY10. 
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Our attention to detail is reflected in a steady decrease in our readmission rate, which already 

compared favorably with national benchmarks. For unplanned 15-day readmissions, our rate 

was 2.2 readmissions per 100 admissions in FY05. By FY10, it had dropped to 1.5. For 30-day 

readmissions, the rate dropped from .9 in FY05 to .6 in FY10. 

 

Our commitment to patient safety can be seen in ongoing efforts throughout the Hospital to 

reduce patients’ risk of harm. Innovative, collaborative projects among physicians, nurses and 

pharmacists, as well as physical and occupational therapists and a highly supportive and flexible 

information technology department, run throughout the patient care continuum at the Baptist. 

Recent examples of successful teamwork include: 

 Nurses and doctors working together to develop a protocol to reduce the incidence and 

duration of postoperative delirium. 

 Our falls prevention team bringing together nurses and physical therapists to search out 

new ways of eliminating falls. 

 Pharmacists stationed in high-volume prescription areas to clarify orders via face-to-face 

communication with physicians. 

 An electronic medication reconciliation program, one of the first in the area, and the use 

of barcode scanners at the bedside to verify medications. 
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At the Baptist, we take a comprehensive approach to infection prevention, combining staff and 

patient education with leading-edge practices like anti-microbial-impregnated sutures for all 

surgeries, silver-impregnated catheters, clorhexidine surgical skin preparation, and advanced 

elimination measures for drug-resistant bacteria. The result: more successful procedures and 

fewer infections. Beginning in 2005, we committed ourselves to reducing our already low 

patient infection rate to zero. Our orthopedic infection rate is already well below the national 

average, and our performance on nationally recognized best practice measures is near perfect. 

In FY10 we performed 9,839 orthopedic procedures, with only 33 surgical site infections. 
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Core Measures are a set of best practices for medical and surgical care. The national Surgical 

Care Improvement Project (SCIP) is a group of Core Measures that includes a range of 

interventions for preventing infection in surgical care, such as appropriate antibiotic timing, 

timely removal of urinary catheters, and use of appropriate hair-removal methods. Over the 

past five years, the Hospital’s performance in the SCIP has exceeded the national database for 

most of the SCIP measures. 

 

In 2006, with concerns about drug resistance on the rise, the Hospital committed to eliminating 

Methicillin-resistant Staphylococcus aureus (MRSA) and Methicillin-sensitive Staphylococcus 

aureus (MSSA) among patients scheduled for elective inpatient surgery. The Hospital undertook 

a study from July 2006 through September 2006 to evaluate the effectiveness of an institution-

wide prescreening program, including rapid onsite testing and nasal swab MRSA cultures for all 

inpatients undergoing elective surgery. During the study period, 4.4 percent of patients were 

identified as MRSA carriers. These patients were treated with Bactroban (mupirocin ointment) 

and chlorhexidine showers and then re-tested. Those who were still carriers were placed on 

contact precautions during surgery. Those who were no longer carriers were given a 

prophylactic treatment prior to surgery. At the conclusion of the study, our researchers found 
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that the MRSA infection rate was less than a third of what it had been during the control period 

(.06% vs. .19%). 

Published in 2010 in the Journal of Bone and Joint Surgery, the study concluded: 

“Implementation of an institution-wide prescreening program for the identification and 

eradication of Methicillin-resistant and Methicillin-sensitive Staphylococcus aureus carrier 

status among patients undergoing elective orthopedic surgery is feasible and can lead to 

significant reductions in postoperative rates of surgical site infection.” We expect the results of 

our study to form the basis of best-practice recommendations for other hospitals. 

COMPARISON OF SURGICAL SITE INFECTION RATES BETWEEN STUDY AND CONTROL PERIODS 

 Study Period (July 2006 to 
September 2007) 

Control Period (October 
2005 to July 2006) 

P Value (Chi-Square Test) 

No. of cases of MRSA 
infection (rate) 

4 (0.06%) 10 (0.19%) 0.0315 

No. of cases of MSSA 
infection (rate) 

9 (0.13%) 14 (0.25%) 0.0937 

Total no. of cases of 
surgical site infection 
(rate) 

13 (0.19%) 24 (0.45%) 0.0093 

Source: Institutional Prescreening for Detection and Eradication of Methicillin-Resistant Staphylococcus aureus in Patient 
Undergoing Elective Orthopaedic Surgery, Kim Et al., J Bone and Joint Surgery 2010;92:1820-6 

In 2006, an editorial in The New York Times by Betsey McCaughey, founder of the Committee to 

Reduce Infection Deaths, recognized the Baptist for its groundbreaking MRSA work. The MRSA 

elimination protocol continues to be used for all inpatient surgeries, and rates remain at less 

than a third the national average. 

In 2009 and 2010, new strategies for infection prevention included: 

 The implementation of a central line checklist, standardizing best practices for the 
insertion of a central line, more formally known as a central venous catheter. 

 A study, currently underway, to determine whether hematomas (pockets of internal 
bleeding) play a role in infection. Several hip infections in 2009 were associated with 
hematomas, prompting the study. 

 The continuation of staff and patient hand hygiene education programs, including “Bug 
Beat Fairs,” which were recognized by the New England Society for Healthcare 
Communications (NESHC) in 2010 through the Lamplighter Award. 



2010 NEW England Baptist Hospital Quality Report

12 | P a g e  

 

Recent studies show that using a checklist approach to inserting and maintaining catheters and 

other tubes can prevent hospital-acquired infections. We have already implemented checklists 

in our Intensive Care Unit for ventilator tubes, and a checklist was implemented in 2010 for 

central lines. We do not often require central lines or ventilators for our patient population—all 

the more reason to use checklists to make certain we do it right. The approach is working. In 

FY09, we had only one case each of ventilator-associated pneumonia, bacteremia, and central 

line infection. In FY10, we had no cases of ventilator-associated pneumonia and three central 

line catheter-associated infections. 

Our low rate of catheter-related blood stream infections is attributed to our interdisciplinary 

team approach to patient care, patient and staff education, and adherence to evidence-based 

practices, as outlined in our protocol and checklist. The practices include but are not limited to 

the use of protective clothing and mask, supplies to cleanse the insertion site, proper hand 

hygiene, and assessing and educating patients. 
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Patients on ventilators are at increased risk for developing pneumonia. To reduce this risk, 

patients in our Intensive Care Unit are placed on a specific protocol. The protocol includes best 

practices such as using chlorhexidine mouthwash every 2 to 4 hours and elevating the head of 

the bed at greater than 30 degrees. It also requires meticulous documentation, including daily 

physician order sheets and a separate nursing flow sheet for each patient on a ventilator. The 

protocol seems to be effective. Only three cases of ventilator-associated pneumonia occurred 

in the last five years. 
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Across the nation, there are more than three falls for every thousand days patients spend in the 

hospital, a rate of 3.6 falls per 1,000 patient days. Our fall rate (at 1.15) is two-thirds lower than 

the national average, which is particularly notable when one considers that many of our 

patients undergo orthopedic procedures, putting them at increased risk for falls. Our goal is to 

entirely eliminate falls. To do that, we implemented a unique "falling star" program, which has 

been refined every year since 2005, with an accompanying drop in our fall rate. 
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The Falling Star program includes a variety of measures to identify patients at risk for falls and 

uses a combination of incentive, prevention and communication strategies to minimize that 

risk. It invites the collaboration of patients, nurses and therapists in preventing falls and falls 

with injury. Initial measures included: 

 Daily assessment of each patient’s risk of falling, especially when there is a change in 

the patient’s condition. 

 Posting an orange star outside the door of each patient 

identified as a fall risk.  

 Providing at-risk patients with orange wrist bands and orange 

non-skid socks to alert the staff that the patient may need help 

walking and getting in and out of bed. 

 Developing an individualized safety plan for each patient, which includes posting the 

patient’s fall risk on the communication board in each patient’s room. 

 Educating patients, family members, and visitors about techniques to reduce the 

likelihood of falling. 

In 2008, a multidisciplinary Falls Prevention Team, including representatives from nursing, 

pharmacy, physical therapy and Health Care Quality, began to evaluate each fall. A fall huddle 

group, which meets after each fall at the location of the fall, conducts an in-depth, real-time 

assessment. The group recommends remedial action, if appropriate, and reports its findings to 

the inpatient unit manager and the quality improvement manager. Unit staff also complete an 

incident report about the fall using Safety Advisor, the Hospital’s electronic incident reporting 

system. The inpatient unit manager and the pharmacy director review Safety Advisor reports of 

all patient falls. The Falls Prevention Team meets monthly to review the huddle reports. 

In 2009, the Falls Prevention Team noticed that some relatively young and alert patients were 

falling because they became over-confident and tried to move without help. The Team 

developed a Partnership for Safety “contract” for the patient to sign, agreeing not to try to 

move without assistance. The document engages patients in a discussion with a physical 

therapist prior to surgery, lending seriousness to the discussion and helping patients retain the 

message postoperatively. Other measures implemented in 2009 and 2010 included: 
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 Reassessment and revision of the tool used by nursing staff to assess patient fall risk. 

The revised tool gives more flexibility to the nurse and physical therapist evaluating the 

patient and allows for a more rapid switch to a “falling star” classification. 

 Application of certain fall prevention strategies to all patients, not just those with 

“falling star” status. 

 Implementation of recommendations by occupational therapists for improving patient 

safety in the bathroom. 
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Medication errors are one of the most common preventable causes of patient injury. The 

Institute of Medicine estimates that there are 400,000 preventable drug-related injuries in 

hospitals each year. To prevent such errors, the Hospital implemented numerous safeguards, 

including communication protocols, built-in safety measures in the electronic medical record, 

face-to-face handoffs, and medication reconciliation. In 2006, we implemented a new 

electronic incident reporting system, which, by design, increased the reporting of medication 

events. Four years later, we began using barcode scanning and continued our progress toward a 

fully electronic medical record. Reported medication events rose in FY07 with the addition of 

electronic reporting, but have decreased every year thereafter. 

 

Patient safety experts agree that the first step in preventing medication errors is a process 

known as medication reconciliation: comparing a list of medications the patient takes at home 

with any new medications that have been prescribed in the hospital. Since 2006, we have used 

a computerized system to help us reconcile medications for all inpatients at every stage of their 

journey, from admission through discharge, ensuring that patients are taking the correct 

medications at each level of care. Patients feel more secure when this is done, and the process 

reduces communication difficulties after discharge. 
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Medication errors are usually caused by system failures, rather than singular mistakes. Each 

error may be preceded by dozens of harmless "events," such as delays or confusion about 

medication. To help prevent these failures, we station pharmacists in two of the departments 

with the highest volume of medication orders, enabling them to interact directly with 

physicians and ensuring that all medication orders are clear. By preventing errors at the point 

when the order is given, we hope to reduce “downstream” errors as the patient moves through 

the Hospital. 

Under our old system, in which physicians would write orders and secretaries would fax them 

to the pharmacy, up to 40 percent of the pharmacist’s time was spent clarifying orders. By 

speaking with the ordering practitioner face-to-face, the pharmacist can clarify the order on the 

spot. If the practitioner orders an unavailable drug, the pharmacist can suggest one that is 

available. There is also the opportunity to discuss allergies and dosing.  

After implementing this new system, nearly 64 percent of order sets had at least one 

improvement. Previously, many would have required phone calls, resulting in a delay. Our 

prediction of downstream improvement also seems to be holding, with a steady decrease in the 

volume of medication events that reach our patients. 

An electronic medical record eliminates medication errors based on illegible handwriting or 

unsafe or incorrect abbreviations. Many components of our medical record are already 

electronic, and we are in the process of transitioning the remaining items, with a goal of being 

paperless by 2015. 

Medication errors occur most frequently in prescribing and administering, according to the 

Institute of Medicine. In April 2010, we implemented a new process, called the bedside 

medication verification process (BMVP), to improve the safety of medication administration. 

BMVP uses a hand-held scanner to first verify a patient’s identity on the wristband, then to 

check each medication. Most medications now come pre-packaged with a barcode that is 

scanned prior to administration. Once scanned, the medication is highlighted in a patient’s 

electronic medication administration record (eMAR). BMVP was the outcome of a year’s 

teamwork among nursing, pharmacy, respiratory therapy, health care quality, and information 
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technology staff. It adds another layer of safety to our existing medication delivery process by 

allowing caregivers to: 

 Confirm patient identity and medication information against the Hospital’s online 
medication administration record prior to administration. 

 Check for drug interactions, allergies and duplications in the patient record and 
formulary dictionary. 

 More quickly complete medication administration records, providing physicians with 
faster and easier access to critical information to manage patient care. 

In order for BMVP to work, the pharmacy implemented a new software program to map the 

National Drug Code (NDC) to the Meditech drug dictionary, correlating hundreds of barcodes 

with the appropriate drug. This is an ongoing process, as new drugs enter the formulary each 

day. The pharmacy also created a labeling and packaging program for the 15 percent of 

medications that do not come individually packaged from the manufacturer and/or are brought 

to the Hospital by patients from home. 

We expect BMVP to reduce medication errors by strengthening patient identification, reducing 

illegible medication orders, reducing dosing and scheduling errors, and checking for drug 

allergies and incompatibilities. 

Improving response to changes in a patient’s condition is one of the Joint Commission’s 

National Patient Safety Goals. As many as six hours before a critical inpatient event such as 

heart or respiratory failure occurs, changes in a patient’s condition may be a warning sign of an 

impending emergency. The Joint Commission believes that improved response can help reduce 

deaths. A Rapid Response Team (RRT) is a small group of caregivers, including nurses, a 

hospitalist or nurse practitioner, a critical care nurse, and a respiratory therapist, called to the 

patient’s bedside, in non-emergency situations, to rapidly assess and treat as indicated a 

change in the patient’s condition. Its purpose is to try to respond to the patient’s symptoms 

before an urgent situation develops and an emergency code must be called. 

Our RRTs have preempted emergency code calls on numerous occasions, leading to increased 

patient safety and better outcomes. The Hospital’s Division of Research has undertaken a 

formal project to evaluate the impact of the RRTs on the rate of emergency codes and 

unexpected transfers to the intensive care or telemetry units. In 2010, RRTs were called for 247 

patients; however, interventions prevented 155 of these patients from having to be transferred 

for intensive care.  



2010 NEW England Baptist Hospital Quality Report

20 | P a g e  

 

Due to the complexity of dosing and monitoring, anticoagulation is a high-risk treatment for 

blood clots that can lead to adverse drug events and/or excess bleeding. As part of the Joint 

Commission’s National Patient Safety Goals and our own ambitious goal to eliminate 

pulmonary emboli (PE) and deep vein thrombi (DVT), we have undertaken several measures to 

improve the safety of anticoagulation therapy. In addition to a Coumadin (warfarin) hotline, 

which we have maintained for a number of years, we added a DVT risk assessment in 2008 for 

all orthopedic patients, daily patient education while in the Hospital, education monitored on 

an interdisciplinary education form, and discharge teaching by the physician, nurse, nurse 

practitioner, and case manager. Patients are stratified by risk of DVT, and high-risk patients 

receive a separate assessment. A full-time hematologist is dedicated to anticoagulation safety. 

Between FY09 and FY10, our rate of PEs and DVTs dropped from .35 per 100 patients 

discharged to .07. 

 

In our continuing quest to improve anticoagulation safety and efficiency, we undertook a 

research study to evaluate various methods of preventing DVTs in patients undergoing elective 

knee replacement. Findings from a previous study at the Baptist suggest that low-dose 

Coumadin combined with lower leg compression may be as effective as other more expensive 

methods of prophylaxis. The current randomized study focuses on cost and patient benefits, 

with the goal of contributing to general knowledge about best practices, in addition to 

improving safety for our own patients. 

 (See “Low-Dose Warfarin Coupled with Lower Leg Compression Is Effective Prophylaxis Against Thromboembolic 
Disease after Hip Arthroplasty,” Bern et. al, J. Arthro. Vol. 22, No. 5, 2007.) 
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With a high proportion of obese and bedridden patients, we have to be particularly careful 
about preventing skin breakdown, also known as pressure ulcer formation. With pressure 
ulcers occurring in 33 percent of our patients, we made a number of changes in 2003, including 
purchasing new beds and training staff. By 2006, the rate had dropped, but was still above the 
national average. 

We suspected that some pressure ulcers were not hospital-acquired, but rather had been 
present on admission. We implemented a quarterly prevalence survey, along with a variety of 
new measures for the prevention of pressure ulcers, including patient education. In FY07, we 
began tracking Stage II through IV pressure ulcers separately from Stage 1 ulcers. Since then, 
we have seen a dramatic decrease in all types of pressure ulcers, with a rate of only 1.25 
percent for FY10. During FY10, two quarterly pressure ulcer prevalence studies found no 
patients with pressure ulcers. 

 We continue to employ strategies to decrease the likelihood of hospital-acquired pressure 
ulcers, including: 

 Standardizing care and products used for morning and evening care. 

 Educating new nurses and nursing assistants during orientation on the standards of skin 
care. Prevention of skin breakdown and a review of the standard of care are addressed 
in annual competencies. 

 Providing a Kinnair bariatric bed for any patient at an increased risk for pressure ulcers 
related to disease process or with an ulcer present on admission. These beds help us 
better position challenging obese patients and allow them to get in and out of bed more 
easily. They also are safer for both patients and staff than conventional hospital beds. 
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Nursing-sensitive measures gauge the contribution made by nurses to patient safety, including 

processes, outcomes and structural proxies that are affected and influenced by nursing care. 

The National Quality Forum (NQF) endorses performance indicators to measure the quality of 

nursing care across the continuum of services and patient conditions. For example, nursing care 

hours per patient day is a structure related to quality of care, and the patient fall rate is an 

outcome directly influenced by the quality of nursing care. 

 The NQF has identified a set of 15 nursing-sensitive measures to evaluate nursing performance. 

Eight measures relevant to our patient mix are reviewed briefly below and in greater detail 

throughout the body of this report. 
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Nursing-Sensitive Measures Performance 

Measure NEBH Response 

Pressure Ulcer Prevalence—percentage of 
inpatients who have a hospital-acquired pressure 
ulcer Stage II or greater. 

Surveillance and prevention program with 
prevalence compared with our state-wide peer 
group as reported on the Massachusetts Hospital 
Association’s Patient Care Link. 

See page 21. 

Falls prevalence—number of inpatient falls per 
inpatient days. 

Our rate of falls is 1.15 falls per patient day, 
about a third the national benchmark. 

See page 15. 

Falls with injury—number of inpatient falls with 
injury per inpatient days. 

Our fall rate with injury is .19 per 1,000 patient 
days, compared with the Massachusetts hospital 
database Patient Care Link benchmark of .45 for 
surgical cases and .89 for medical-surgical cases. 
See page 14. 

Rate of bloodstream infections associated with 
use of central line catheters for ICU. 

FY10: 2.71 per 1000 patient days. 

See page 12. 

Rate of ventilator-associated pneumonia for ICU 
patients. 

FY09: 0.57 per 100 ICU ventilator days 

FY10: 0.0. 

Skill mix—a comparison of the percentage of 
care hours provided by the following categories: 
registered nurse (RN), licensed practical nurse 
(LPN), unlicensed assistive personnel, and 
contract personnel. 

As of FY10, 70% of our staff are registered nurses 
while 30% are non-nurses. 

Nursing care hours per patient day (RN and all 
others). 

FY2010: 7.9 hours per patient day. 

See page 22. 

Voluntary turnover rates for RNs and all other 
nursing staff. 

For FY10, our voluntary turnover rate for RNs 
was 1.28%. 
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Our patients recognize, appreciate and cooperate with all we do to ensure their safety and 

positive outcomes. They tell us so on independent surveys tabulated both by private and 

government surveyors. 

The Center for Medicare & Medicaid Services’ HCAHPS program (pronounced “H-caps”) was 

created to publicly report the patient’s perspective of hospital care. The survey asks a random 

sample of recently discharged patients about important aspects of their hospital experience. 

Consumers can access these scores, which are updated quarterly, via the Hospital Compare 

website www.hospitalcompare.gov to assist in making health-care decisions. Data collection for 

HCAHPS officially began October 1, 2006, after a dry-run period earlier in 2006, and was first 

made public in the fall of 2007. In the spring of 2008, CMS recognized the Hospital for ranking 

the highest of any hospital in Massachusetts on the HCAHPS survey, with 86 percent of our 

patients stating that they would definitely recommend us to others. Our HCAHPS scores have 

improved since then, even as they track well with the scores produced by Press Ganey, an 

independent surveyor. 

HCAHPS SCORES FY06 TO FY10 
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HCAHPS SCORES FY06 TO FY10 

 

Since 1994, the Hospital has partnered with an independent surveyor, Press Ganey, to measure 

inpatient and ambulatory patient satisfaction. Press Ganey has more than 20 years of 

experience and more than 7,000 health-care facilities as clients. The surveys are a reliable and 

comprehensive method of measuring our quality of care as perceived by patients. The results 

direct the course of patient care delivery improvements and serve as positive reinforcement for 

staff behavior. As we know, satisfied patients become loyal ones and refer others. 

Each inpatient and outpatient receives a copy of the Press Ganey survey approximately three to 

seven days after discharge. The mean score is an average of the sum of the numerical 

responses given by patients. The mean score for all participating hospitals is put into a database 

and a percentile rank is achieved by comparing our mean score to the highest and lowest scores 

in the database. 

In FY05, the Hospital’s goal was to score in the 95th percentile nationally. In December 2004, we 

surpassed that goal by achieving the 99th percentile nationally and the 99th percentile locally. 

The Hospital has ranked at the 99th percentile for inpatient satisfaction nationally for the last 

two and a half years, and more than five years locally. We also received the Press Ganey 

Summit Award—given annually to organizations that have ranked above the 95th percentile for 

three consecutive years—three years running: 2008, 2009 and 2010. 
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Our commitment to quality shows in what we do, not in what we say. Charts, graphs and 

statistics like those in this report certainly help to illustrate how we improve the patient 

experience at the Baptist, but they don’t—can’t—tell the whole story. 

Patient safety and quality are embedded in the very fabric of care at New England Baptist 

Hospital. We have become the value leader in orthopedics and musculoskeletal care because 

everything we do flows through our commitment to continuous quality improvement. From our 

senior leadership and physicians to our nurses and therapists and throughout our entire 

organization, quality and safety is a promise we make to every patient who walks through our 

doors. 

There is no endpoint on our journey to become THE national leader in orthopedics and 

musculoskeletal care. We must and will continually work to maintain our reputation through 

clinical excellence and legendary service. That is our unwavering pledge to our patients.  



125 Parker Hill Avenue
Boston, MA 02120
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