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Cost of Not Doing Peer Review Well

• Patient Harm/Injury
• Practitioner Burnout
• Malpractice Claims 
• Medical Staff Leadership Burnout
• Reputation Practitioner and/or Organization 
• Risk of Negligent Credentialing
• Not identify system opportunities
• Lower quality of care
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Peer Review
• The care provided by a physician may be identified for review by an incident report 

completed in compliance with K.S.A. 65-4916.
• Standard of Care Determination:  Each peer review matter will be 

evaluated, and assigned a Standard of Care (SOC) Score according to the 
following

• A SOC of 1 will be assigned if it is determined that a clinical concern 
has been identified, but no deviation from the standard(s) of care has 
been identified.

• A SOC of 2 will be assigned if it is determined that the standard(s) of 
care are not met, without any probability of causing injury.

• A SOC of 3 will be assigned if it is determined that the standard(s) of 
care are not met, with injury occurring or reasonably probable.

• A SOC of 4 will be assigned if possible grounds for disciplinary action 
are identified.



Peer Review

• Process is about scoring the event
• Lack of education 
• Practitioner limited involvement until scored 
• Very process driven 
• May not even be aware of the event



If I Don’t Put Patient Safety 1st Who Will?



Why Might the Peer Review Process Not Work? 
• Process is viewed as punitive. 
• Practitioner is not aware of the process.
• Practitioner is not given an opportunity to provide 

input.



Why Do Events Go Unreported? 

• Perception, that nothing happens when an event is 
reported.

• Assume someone else will report it. 
• Individuals don’t want to get anyone in trouble. 
• Individuals don’t know how to report it. 
• Fear of retaliation.
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Identify Goals 
• To create an environment/culture that provides an opportunity for learning

• Culture change takes time 
• Consistent messaging  
• Strong Medical Staff Leadership in collaboration partnering with Administration

• Change policies 
• Working with Bylaws Committee
• MEC 
• Approval process
• Implement 
• Communicate, communicate, communicate

• Know your state regulations for peer review 



Assessment of the Processes

• Assess the current process 
• Medical Staff
• System
• Quality

• Expectations
• Medical Staff
• System 
• Governing Board 



Changing the Environment from
“Punishment” to Education

• System process changes
• Practitioner process changes 
• Education and/or training
• Communication
• Equipment
• Medical Staff expectations 



Working Together 

• Medical Staff 
• Quality
• Organization/Administration  
• Peer Review 



Vision

• Change the process 
• Communication 
• Participation 
• Education 



Bylaws, Policies and…

• Medical Staff Leadership Committee 
• Membership

• Chief of Staff, Chief of Quality, Chief of Professional 
Enhancement, 2 Members at Large (former medical staff 
leaders) 

• CMO (ex officio), Medical Staff Services Director (ex officio), 
Legal Counsel (in house) 

• No disciplinary authority 
• Medical Executive Committee receives oversight report



Peer Review

• New Process 
• Provider notified shortly after the date of the reported 

event
• Asked for feedback
• Education provided 
• Reviewers are looking at the quality of care provided 

and whether there is an opportunity for improvement
• Events are scored at later time by MEC
• Fair, consistent, transparent process



Improved Medical Staff Peer Review Plan



Progressive Steps Continuum 

Informational 
Letter

Educational 
Letter

Collegial 
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Performance 
Improvement 
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Disciplinary 

Action



Collegial Interventions 

• Assess the situation 
• Plan 
• Prepare 
• Talking Points
• Listen



Success and Failures

• Practitioner specific review
• Improve “systems” of care = improves the quality 

of care
• Improve patient safety 
• Improve patient satisfaction scores 



Quality
• Referrals 

• CPE  
• Medical Staff Quality Committee
• Quality Patient Safety Leadership Committee (system 

opportunities) 
• Refer identified practitioner opportunities through CPE
• Collaborative effort

• Education 
• Peer Review Program Manager refers to

• Nursing 
• Risk Management 
• Human Resources 
• Pharmacy



Creating a Culture of Safety Through 
Opportunities

• Create an environment where all employees feel 
safe/comfortable reporting

• Opportunity for a System change 
• Opportunity for Education for a 

practitioner/practitioners
• Collegial Conversations



Cycle of Growth

• Adapt
• Adjust
• Listen
• Revise



Evolution - Incident Review Committee



Thank you for attending 
Tying It Together!

Kimberly Brey, MD – kibrey@stormontvail.org
Tiffany Lambeth, BSN, RN – tlambeth@stormontvail.org

Karen Reed-Coffman, MBA, CPMSM, CPCS – kreedco@stormontvail.org

mailto:kibrey@stormontvail.org
mailto:tlambeth@stormontvail.org
mailto:kreedco@stormontvail.org


Questions & Answers
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