
New study indicates dearth
of useful resources for 
cardiology benchmarking 
Benchmarks relevant to daily practice are elusive

Resources abound for cardiologists who want
clinical benchmarking data, but according 
to a new study, nearly half of the hospital

administrators responding have to look hard for
accurate, real-time, national and regional bench-
marks that integrate cost and clinical quality. That’s
one of the key messages that came out of Trends in
Cardiovascular Programs: A National Management
Benchmarking Study. Released at the end of 2000,
the study looked at more than 140 data points from
nearly 100 hospitals ranging from 10 to more than
800 beds.

According to Susan Heck, RRT, MS, a senior
consultant with Health Care Visions, the Pittsburgh
consulting firm that wrote the report, what they
have created isn’t necessarily better than what is
already out there. “All benchmarks have a pur-
pose. For instance, the Society of Thoracic Surgeons
is clinically focused. But this gives a broader brush
of organizational, management, physician practice,
and credentialing issues. This is bigger than a sim-
ple clinical focus.”

A colleague, Susan Heilman, RN, MPM, another
senior consultant, adds that the focus on manage-
ment issues is what differentiates these data. “What
we have been told by clients is that getting bench-
marks relevant to daily practice can be elusive,” she
says. “If you are looking to make a case to medical
staff, finding that kind of information, short of doing
your own survey, can be hard. This is a quick answer
for folks trying to address certain issues.”
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According to the survey, there are more than a
half-dozen places where the 96 respondents get
cardiovascular benchmarking data. 

The American College of Cardiology data were
used by 57% of the respondents, the Society of
Thoracic Surgeons by 45%, and a private consult-
ing firm by 24%. Hospital data (24%), corporate
organizational data (16%), payer data (14%), cath
lab suppliers (12%), and cardiovascular vendor
client database information (9%) rounded out the
sources most commonly used. 

Other sources of information include: the
National Registry of Myocardial Infarction, state
and national databases, the Society for Cardiac
Angiography and Intervention, the Center for
Healthcare Industry Performance Studies,
MECON, the Maryland Hospital Association,
HBS International, literature reviews, and VHA.

Despite complaints about lack of data, only
22% of the institutions questioned said they have
comprehensive cardiovascular information sys-
tems. Those who did used Marquette, Axis,
Clinical Reference Systems, Heartbase, Witt, and
STS Dendrite, or they had an internally devel-
oped system.

The data in which respondents are interested
range from volumes and productivity to prof-
itability by payer. (For a list of regularly gener-
ated management reports, see box, p. 28.)

Among other key findings of the survey:
• Most hospitals either already have or plan to

offer cardiovascular services as a comprehensive
product line, heart institute, or heart center. Those
that have done so already have had volume growth
in this highly lucrative area, while others experi-
enced no growth.

• Given escalating costs, utilization statistics in
the catheterization lab were of high significance.
The direct cost and utilization rates of devices
such as balloons and stents are factors that have 
a great implication on the profitability of cardiac
service. Those with high volumes of patients use
only 1.28 stents per case, while those doing fewer
than 500 cases per year use nearly 1.5 stents per
case. (For more on average numbers of various
procedures by bed class, see charts, p. 27.)

• The introduction of adjunct drug therapy 
in the treatment of chest pain and angioplasty
patients has improved clinical outcomes, but at a
significant cost. Drugs such as Reopro, Integrelin,
and Aggrastat are utilized in coronary interven-
tions about half the time, adding significantly to
the direct costs of care.

• Open-heart surgery is under intense market
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scrutiny because of publicly available data about
outcomes and quality of care. Best practices out-
lined in the study indicate that 68% of respon-
dents use less than two units of packed red blood
cells per open-heart surgery case. A quarter of the
participants in the survey reported that patients
are extubated less than five hours after surgery.

• Delays resulting in increased length of stay
are common for 79% of the facilities. Part of the
delay is associated with patient transfers between
ICU and telemetry levels of care. A one-stop post-
operative model of care delivery can alleviate
those delays.

• Implanting pacemakers in a cath lab can
reduce costs significantly. On average, 73% of
pacemaker procedures still are performed in a
more expensive traditional OR setting.

One of the biggest issues the study uncovered
was difficulties with credentialing and medical
staffing. The study found 62% of respondents use
radiologists exclusively to interpret the nuclear

medicine portion of a stress test, and 22% of those
are considering plans to change the assignment of
interpretation responsibilities in the next two years.
Cardiologists are likely to get this responsibility.

The trend toward cardiologists performing
peripheral angiography and nuclear interpreta-
tion needs to be considered in market share pro-
jections, medical staff relations, facility plans,
equipment selection, and credentialing require-
ments, the study notes.

Heilman says these issues are going to con-
tinue to perplex administrators. “Administrators
are getting caught up in these turf struggles.”

Heck adds that the effectiveness of a cardiology
program will be determined in part by how effec-
tive a hospital is at finding compromise with staff. 

“If vascular surgeons say they don’t want car-
diologists working on peripheral vascular proce-
dures, there may be a loss of volume to a facility
that has found a way of dealing with the issue,”
Heck says. “Cardiologists are the gatekeepers. Bar
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Cardiac Catheterization Lab: Average Total Procedures by Bed Class
Bed Class Number of Respondents Average Total Cardiac Caths
1-100 1 938
101-200 14 1,089
201-300 13 782
301+ 15 2,225
Total 43 1,389

Permanent Pacemakers: Average Total Procedures by Bed Class
Bed Class Number of Respondents Average Pacemakers Implanted
1-100 11 24
101-200 21 60
201-300 13 78
301+ 16 252
Total 61 81

Cardiac Surgery: Average Total Procedures Performed by Bed Class
Bed Class Number of Respondents Average Total Procedures
1-100 2 292
101-200 8 394
201-300 5 558
301+ 14 973
Total 29 695
Source for all charts in this story: Health Care Visions, Pittsburgh.



them from one hospital, and they’ll take their
patients to another.”

Length of stay is another issue that the survey
showed continues to plague hospitals, Heck says.
“How do you progress the patient, maintain
quality of care, have good outcomes, and get pos-
itive patient and family satisfaction?” she asks.
“So many issues play into this. Take staffing:
There are a wide number of methods and combi-
nations of personnel used to take care of patients.
With worker shortages, it’s critical how the issue
is addressed.”

The survey found that retaining staff was
either somewhat or very difficult for many insti-
tutions. A quarter found if very difficult to retain
cardiovascular ICU nurses, and 61% found it
somewhat hard. Cardiovascular OR staff was
hard to retain for 77% of the respondents. 

“By and large, the study validated issues that
we thought were important,” Heck says. “We had
ideas, through client anecdotes, that these were
the important issues.”

The dilemma in the future is for hospital exec-
utives to understand the bottom line — both
financially and regarding quality of care. “There
is a critical mass you have to have,” Heck says.
“You have to have an infrastructure, and an
expensive one, to support equipment and person-
nel. You need to meet a threshold volume to
make money doing this service. You can have loss
leaders in your hospital profile, but this is one
service that should drive the bottom line. Open-
heart surgery provides a lot of dollars.”

The bottom line message is grow it or get out,

she says. And for nearly 40% of the respondents,
it is a message they will have to concentrate on
hard. Those institutions say they haven’t taken
the necessary steps to maximize profitability
within the cardiovascular service line. Forty-
seven percent of the nonopen-heart programs
didn’t have cost reduction initiatives in place,
and a small but significant number of organiza-
tions haven’t even established standardized care
pathways for diagnoses such as congestive heart
failure and acute myocardial infarction.

Cardiovascular reimbursement rates are lucra-
tive compared to the rest of the acute care patient
mix, the study concludes. That means hospitals
have to be vigilant in controlling costs. And car-
diovascular medical and surgical specialties
should be integrated in the development of a
comprehensive delivery model. The path to this
is administrative and medical staff restructuring
and medical staff participation in such projects.
“Medical staff collaboration is evident in sophisti-
cated cardiovascular service delivery models,”
the report states. “Involving physicians in admin-
istrative decision making prompts rapid adoption
of policies and facilitates the change process.”

[For more information, contact:
• Susan Heck, RRT, MS, Senior Consultant,

Health Care Visions, 3283 Babcock Blvd., Pittsburgh,
PA 15237. Telephone: (412) 364-3770.

• Susan Heilman, RN, MPM, Senior Consultant,
Health Care Visions. Telephone: (412) 364-3770.

For more on the study or to order a copy, call (800)
837-5800, ext. 352.]  ■

ANA survey: Nurses say
patient care is suffering
Shortage, cuts have impact, survey says

The latest American Nurses Association (ANA)
staffing survey of its membership shows

increasing concern among the nurses that patient
care is suffering due to declining working condi-
tions. According to ANA president Mary Foley,
MS, RN, three-quarters of the 7,300 respondents
to the survey feel the quality of nursing care at
the facility in which they work has declined over
the past two years. 

More than half contend that the time they have
available for patient care has decreased, and more
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Regular Reports Generated 
for Cardiovascular Programs

Budgetary variances 71%
Profit and loss statements 66%
MD volumes 64%
Patient satisfaction 62%
Productivity 57%
Clinical outcomes 55%
Cost per case 43%
Resource Utilization 36%
Market surveys 34%
MD report cards 22%
Competitor profiling 22%
Profitability by payer 22%

Note: Percentages indicate percent of respondents.



than 40% of nurses surveyed said they would 
not feel comfortable having a family member or
someone close to them cared for in the facility in
which they work. Other findings include:

• 76% have an increased patient load.
• 48% have seen needed support services

decline.
• 45% work in facilities where mandatory

overtime is used to cover staffing needs.
• Among those who said care has declined,

most felt it was due to inadequate staffing, a
decline in nurse satisfaction, a delay in providing
basic care such as feeding and bathing, and the
discharge of patients without adequate teaching.

• 78% of nurses skip meals and breaks to care
for patients.

• More than half reported stress-related 
illnesses.

• Many are distressed at seeing increased mar-
keting of hospital services, while there is decreased
support and reimbursement for continuing educa-
tion activities.

There is ample evidence that patients have better

outcomes in hospitals with higher staffing levels
and higher RN ratios in the staffing mix, Foley
says, noting that length of stay, pneumonia, post-
operative infections, pressure ulcers, and urinary
tract infections “are markedly decreased with
higher levels of RN involvement.”

Protecting whistle-blowers

Foley and the ANA are working to improve the
situation by supporting legislation that would
protect whistle-blowers and eliminate or severely
curtail the use of mandatory overtime. But she
would also like to see facilities take note of trends
by looking at “nursing-sensitive” quality data. 

“Nurses want to know that health care facili-
ties will be made publicly accountable for the
quality — not just the cost — of care delivered
to patients, and for the staffing levels used to
deliver that care. They want to see a mandate
that incorporates nursing research, nursing
work force data, and other findings into agen-
cies’ reports.”  ■
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How to take the pain 
out of hospitalization
Effective palliative care begins with a question

The patients at Good Samaritan Hospital in
Baltimore had a problem: No one was asking

about their pain. When they filled out their
patient satisfaction surveys, they let administra-
tion know that this was an area where they were
less than satisfied with their care. 

So two years ago, the hospital acted, hiring
Deborah O’Loane, RN, MSN, as pain manage-
ment coordinator to develop a program from
scratch. Her first job was simply to get people to
ask patients about pain. “I remember one doctor
insisting his patients weren’t in pain. So I said to
him, ‘Have you asked them? Because they tell me
they are in pain.’”

Part of the problem stems from early 20th cen-
tury laws that “put the scare” on physicians, says
O’Loane. 

A lot of people continue to have misconcep-
tions about the likelihood of addiction to needed
pain medications, she says, when the reality is

that only about 1% of patients will develop
problems. 

Those attitudes are slowly changing. With 
new guidelines and the emphasis that the Joint
Commission on Accreditation of Healthcare
Organizations is putting on pain management,
some physicians are starting to change their tune.

O’Loane assembled a multidisciplinary team of
nurses, physicians, pharmacists, physical thera-
pists, and medical ethicists to put together appro-
priate policies and procedures and to spread the
word about pain management.

The cornerstone of successful pain manage-
ment is assessing the patients, she says, and the
hospital has developed several scales to do so —
including numerical scales, with 0 equaling no
pain to 10 meaning the worst pain possible; a
faces scale, with six different faces ranging from
happy to tearful; and word scales. O’Loane also
advises making sure patients and physicians use
the same words to describe pain.

Another key element is to make sure patients
are educated about pain, too, O’Loane explains.
Along with an extensive Web page on their site
devoted to pain (www.goodsam-md/org/news/
pain.cfm), patients are encouraged to attend pre-
operative educational classes. 

“Part of that is about pain management, what
they can expect, and telling them to let us know
about their pain,” she says.

SIMPLE SOLUTIONS



Preadmission packages also include a two-
page document about pain that has some of the
pain assessment tools on it, along with informa-
tion on pain management and the importance of
the patient’s role in it.

At the East Orange (NJ) VA Hospital, asking is
built into the program. There, as with the entire
VA system, pain
assessment is a “fifth
vital sign,” says
Victor Chang, MD,
staff physician and
director of palliative
care at the hospital.
“We know pain is
underassessed. This
is a way for us to do it without having to think
about it.”

Health care professionals often are more inter-
ested in diagnosis and treatment, he continues,
and pain can be put on the sidelines.

In addition, patients sometimes look comfort-
able and are themselves focusing on medical
issues, says Shirley Hwang, RN, MS, oncology
clinical nurse specialist and coordinator of pallia-
tive care program for the oncology and hematol-
ogy unit at the 300-bed hospital. 

“They may figure that they have had pain for a
while and can tolerate it, so they don’t report it,”
she says. “Or they view it as an issue of age.”

Ask them often

Patients are assessed for pain at least once per
shift, she explains, giving nurses a number on a 0
to 10 scale to describe their pain. If they have
pain and are given palliative treatment, then
there is additional assessment to determine its
efficacy.

Two years into the program, it hasn’t been a
problem to create the habit of asking about pain,
says Chang. “But then you have to understand
the meaning behind the number. For physicians 
it can be hard because one person’s 4 is another
person’s 8. 

“It’s not an objective value like a temperature.
But we are finding that there is a reliable correla-
tion between the number they give and function
and mood,” he says. “We still have to educate
physicians more about that.”

And there has to be training about when
immediate action is needed. “If someone says
they have pain that is a 10, then it’s a 10,” Chang
says. “You wouldn’t send someone home if they

were short of breath. This might not be a fatal ill-
ness, but it should have a very high priority.”

Hwang says anything higher than 8 should be
dealt with immediately.

“The real lesson is you can’t bang it over their
head,” O’Loane says. “You have to provide edu-
cation and let them see the effectiveness over
time. People have basic beliefs and misconcep-
tions regarding pain. But after a year or so, they
start to see results. Patients are happier; there are
fewer side effects.”

And along with that, there are improvements
in length of stay that O’Loane says are directly
related to better pain management. “If you don’t
manage pain, you have increased risk of pneu-
monia because people can’t move or cough effec-
tively. There is increased risk of pressure ulcers
and blood clots. And pain decreases the effective-
ness of the immune system, so people heal more
slowly.”

Be patient

At Good Samaritan, an example of the improve-
ments is with patients who come in for total joint
replacement. Length of stay has declined from
three days to about 2.5 days, she says.

The VA still is assessing the value of its pro-
gram. Chang says administrators know that
patients are being asked about pain more fre-
quently, and in Hwang’s unit, patients with
severe cancer pain are getting treatment for that
pain. Further study is needed, however.

O’Loane says the best advice she has for others
intent on revamping their pain management pro-
grams is to put someone in charge who knows
pain management. “Knowledge about this area is
vital,” she says. “And be patient; you can’t effect
change overnight.”

[For more information, contact:
• Deborah O’Loane, RN, MSN, Pain Manage-

ment Coordinator, Good Samaritan Hospital, 5601
Loch Raven Blvd., Baltimore, MD 21239. Telephone:
(410) 532-4296. 

• Victor Chang, MD, Staff Physician, Director of
Palliative Care, East Orange VA Hospital, VA New
Jersey Health Care System, Section of Hematology/
Oncology, 385 Tremont Ave., East Orange, NJ 07018.
Telephone: (973) 676-1000.

• Shirley Hwang, RN, MS, Oncology Clinical
Nurse Specialist, Coordinator, Palliative Care
Program, East Orange VA Hospital. Telephone:
(973) 676-1000.]  ■
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“Knowledge about
this area is vital.
And be patient;
you can’t effect

change overnight.”



Don’t keep women 
waiting on a diagnosis
Go for gold standard in benchmarking

In December 1999, the administration at Grant/
Riverside Methodist Hospitals in Columbus,

OH, launched a benchmark study to determine
how long it took for a woman diagnosed with a
breast abnormality to find out if she had breast
cancer. 

Administrators determined that it took an
average of 27 days, better than the national aver-
age of 42 days, but far below the gold-standard
programs around the country that took 24 hours
to five working days.

While a short delay in diagnosis does not
change the medical outcome, it does create emo-
tional stress for women. In one study, women
rated the amount of stress at this time as a 14 on a
scale of 15, says Patti Dunn, RN, BSN, OCN, direc-
tor of breast health services at Grant/Riverside.

Coordinating care

To remedy the situation, Dunn was asked to
oversee the process and create a system that coor-
dinated care across the continuum to better meet
the needs of women with breast health problems.

Critical to the success of the program are the
trained breast health specialists who are located
in the diagnostic imaging areas of the health care
system. Those specialists were certified through a
program called Educare, based in Columbia, SC. 

When a woman is referred for a diagnostic
mammogram, she is introduced to a breast health
specialist who provides education, support, and
guidance. 

“The radiologist gives the woman the results
of the diagnostic mammogram at the time of 
the appointment, and the breast health specialist
helps her understand what she has been told 
and helps her with the next step,” says Dunn.
The specialist may contact the referring physi-
cian, ask what surgeon he wants his patient to
see, and provide her with materials and instruc-
tion on biopsies.

Through the continuum of care, the breast
health specialist case manages the patient. If she
has cancer, the relationship continues with the
breast health specialist providing information on
the surgical choices, pre- and post-op teaching,

and acting as a bridge between such specialists as
the radiation oncologist and plastic surgeon.

Breast health services can be quite fragmented,
says Dunn. Usually, a woman must wait days for
a mammogram if she finds a lump, and several
more days to hear from her physician. 

If the doctor wants her to visit a surgeon to
determine if the lump should have a biopsy, more
time is involved and then she must wait for the
laboratory report. If the diagnosis is cancer, she
sees the surgeon again and then perhaps a medi-
cal oncologist, radiation oncologist, and then a
plastic surgeon.

“A woman, in a difficult time of her life when
she is under emotional and physical stress, is try-
ing to navigate this complex system going from
one physician to the next; and none of the care is
coordinated, and the physicians aren’t communi-
cating well with each other. The breast health
specialist is a critical component of coordinating
care,” explains Dunn. 

With a breast health specialist overseeing the
whole process, the detection-to-diagnosis rate has
dropped from 27 days to 12 days, she adds.

At the start of the process of forming a cohe-
sive program across the continuum of care,
Dunn formed several work teams in the various
departments including radiology, cancer ser-
vices, and home care to help determine what is
best for patients and help each see the broad
spectrum of care. While the existing program
was comprehensive and just needed to be coor-
dinated, there were a few gaps identified that
value-added services could fill.

Easier to get second opinion

One service was providing a way for a woman
to get a second opinion if she chose to have one.
Although she could contact another health care
facility, a second opinion clinic was created to
make it convenient. 

At this clinic, a woman can meet with a multi-
disciplinary team who reviews her mammograms
and pathology report and gives their opinion for
the best plan of care. It is an option available to
women who want a second opinion before deter-
mining a treatment plan.

A second value-added service is the pretreat-
ment planning conference that takes place before
a new breast cancer patient receives treatment. At
the conference, a multidisciplinary team of spe-
cialists, including a radiologist, pathologist, radi-
ation oncologist, and surgeon, reviews each new
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case of breast cancer and recommends a plan of
care. 

“It is very valuable, because it starts getting
everyone collaborating and coordinating upfront
instead of the previous way where a woman
went from one physician to another in a vac-
uum,” says Dunn.

Another program improvement has been the
standardization of all patient education material.
A team gathered and reviewed all the educational
materials used across the continuum of care and is
selecting literature that will be used in all depart-
ments. Gaps in educational materials also were
identified and are being developed.

“Our goal is to achieve a better delivery of breast
cancer care for our patients, which is more coordi-
nated, more customer service-oriented, and cus-
tomized to meet their needs. Care is expedited for
them and they have the support and education
throughout so they aren’t navigating a very com-
plex health care system on their own. Hopefully, 
it will provide them with a better experience,”
explains Dunn.

[For more information about the comprehensive
breast health care program at Grant/Riverside
Methodist Hospitals, contact: 

• Patti Dunn, RN, BSN, OCN, Director of Breast
Health Services, Grant/Riverside Methodist Hospitals,
274 E. Towne St., Columbus, OH 43215. Telephone:
(614) 566-0595. E-mail: pdunn@ohiohealth.com.] ■

Low-volume hospitals
combat low-quality image
Purchasers ponder referrals to high-volume facilities

Patients with certain conditions have better
odds for survival if they go to hospitals that

treat a high volume of those conditions. It’s
unclear why that is, but experts have some
hunches. 

Some researchers question the validity of the
volume-outcome studies in general. Even as the
debate proceeds, however, health care purchasers
are paying closer attention to such studies. One
group of high-profile purchasers is even dis-
cussing the controversial practice of selective
referrals to high-volume facilities. 

While all this might portend unwelcome

changes for low-volume hospitals, the astute
ones can maintain their appeal by demonstrating
quality with solid metrics, adjusted by case mix.
Businesses and biostatisticians trust those mea-
sures most — when they can lay their hands on
them. 

The volume-outcomes relationship 

While performing a high volume of certain
procedures is important to low mortality, it’s
unclear why, says R. Adams Dudley, MD, MBA,
lead author of a recent volume-outcome study.1

“We don’t know whether practice makes per-
fect, or whether the good doctors and hospitals
get more referrals.” He adds that volume-mortal-
ity outcomes are an indirect measure of quality. 

Based at the University of California-San
Francisco, Dudley is assistant professor of medi-
cine, health policy, epidemiology, and biostatis-
tics in the division of pulmonary and critical care
and the Institute for Health Policy Studies. 

Dudley’s study reviewed the 1997 discharge
records of California hospitals. Results show
that low case volumes were associated with 602
potentially avoidable deaths from 11 procedures
and conditions: 

1. coronary artery bypass surgery; 
2. lower extremity arterial bypass surgery; 
3. heart transplantation; 
4. pediatric cardiac surgery; 
5. coronary angioplasty; 
6. elective abdominal aortic aneurysm repair; 
7. carotid endarterectomy (unblocking the

carotid artery); 
8. cerebral aneurysm surgery; 
9. esophageal cancer surgery; 
10. pancreatic cancer surgery; 
11. HIV and AIDS. 

For highly specialized procedures, the volume-
outcome connection might seem implicitly clear.
However, Dudley points out that even in more
routine therapies for breast cancer, there’s evi-
dence that long-term outcomes are better when the
procedures are done in a high-volume hospital. 

At least one research scientist contends the
uncertainties surrounding volume and outcomes
go much deeper than causation. 

In some of the studies, “the data have not been
analyzed in a way I would like to see. For exam-
ple, what patients are being analyzed — high-risk

32 HEALTHCARE  BENCHMARKS ™ / March 2001



or low-risk?” asks Timothy Hofer, MD, MS. As 
a research investigator at the Veterans Affairs
Center for Practice Management and Outcomes
Research in Ann Arbor, MI, Hofer has studied 
the volume-outcome relationship. One of his
reports2 concludes that “under virtually all realis-
tic assumptions for model parameter values, sen-
sitivity was less than 20% and predictive error
was greater than 50%.” 

He also speculates whether there is a volume
threshold at which outcomes plateau or deterio-
rate. Once the medical community understands
why the differences exist, it will be in a better
position to make policy decisions aimed at giving
patients the best possible chance for positive out-
comes, Hofer says. 

Regionalization is one possible solution

One seemingly obvious solution to the dispar-
ity is regionalization. That’s the practice of selec-
tive referral by payers and primary care providers
to the nearest high-volume facility. Most of the
patients in the California study could have
reached one by going an extra 10 miles or less.
However, those living in rural areas would have
had to travel greater distances. 

Hofer notes that regionalization is a highly
contentious solution to the volume-outcomes
issue. 

Some patients might accept the burden of extra
travel for potentially better results. For others, it
might be out of the question. But the complexities
of regionalization go deeper than acceptability to
patients, and they’re not widely discussed, Hofer
insists. 

Of course, certain providers would sustain
income losses. “And it’s not obvious that the out-
comes will be better in all cases. The dangers of
transporting patients might reduce the out-
comes,” he asserts. 

“For patients who need angioplasty immedi-
ately, there’s no way we can transport all of them
to regional centers in time. Even if the results
were as beneficial as some believe, would they
outweigh the cost of transportation?” Hofer asks.
For some patients, transportation costs could
extend throughout follow-up and rehabilitation. 

Dudley and colleagues1 suggest that large-
scale referrals of patients to high-volume hospi-
tals could disrupt clinical processes or cause
treatment delays, both of which could worsen
the odds for good outcomes. 

All told, Hofer says, it’s a fallacy to jump on

regionalization as the only solution to the volume
issue. “[But] so far, nobody has come up with an
alternative.” 

Dudley would rather see quality measures that
drill down to the process and system level because,
he says, “There are good low-volume hospitals and
bad high-volume hospitals.” 

Who is listening to the message? 

Dudley chastises providers for what he sees as
a general disregard for practice metrics, volume-
related or otherwise. “Clinicians don’t take heed
of the real measures of quality, either — those
adjusted for case mix. Unfortunately, when there
is not an economic incentive, they don’t take
heed.” Even if providers aren’t paying attention,
some of their big customers are. 

One group, called Leapfrog, based in Washing-
ton, DC, says its mission is “to trigger giant leaps
forward in patient safety, as well as the overall
quality, customer service, and affordability of
health care.” 

Its founders include the Buyers Healthcare
Action Group in Minneapolis; General Electric
in Fairfield, CT; General Motors in Detroit; the
Pacific Business Group on Health in San Francisco;
the U.S. Office of Personnel Management in Wash-
ington, DC; and the Health Care Financing Ad-
ministration in Baltimore, as well as some state
Medicaid agencies. 

For two years, it operated informally, according
to Suzanne Delbanco, PhD, the group’s executive
director. “We’ve been talking with large purchasers
about using their leverage to improve quality. We
finally focused on patient safety because it was a
theme that could rally businesses with different
cultures.” 

Quality principles

Late last year, Leapfrog formally invited public
and private purchasers to adopt purchasing prin-
ciples based on quality at the provider level.
Subscribers to the principles will agree to do
business with providers who meet three patient
safety criteria: 

• computer order entry by physicians; 
• evidence-based hospital referral (to hospitals

offering the best survival odds); 
• intensive care unit physician staffing. 
Leapfrog has placed a number of qualifiers on

evidence-based hospital referrals, Delbanco
explains. 
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“We would focus on elective, nonemergency
procedures, and the practice would take place in
areas of high population,” she says. “Quality is
not due to the numbers; the numbers are a proxy.
The characteristics of high-volume hospitals are
the key. Purchasers actually pay more attention 
to what the evidence shows about good clinical
practice. Those are the things that purchasers will
reward.” 

Mixed news for low-volume hospitals 

While purchasers won’t start a wholesale shift
of patients to high-volume hospitals anytime
soon, astute low-volume organizations should
start considering their options. 

“As a low-volume hospital, if you’re confident
that your outcomes are good, you can go to the
trouble to prove it,” explains Mike Killian, direc-
tor of marketing and public affairs for William
Beaumont hospitals in Royal Oak and Troy, MI.
This would involve data collection and presenta-
tion of your results. 

“I would also look at the credentials of the
nurses and key people in the organization,” he
advises. “Or you can benchmark against the
high-volume hospitals.” 

Review their processes and systems, and bring
yours up to their norms. This could improve your
outcomes, he notes. 

It’s especially challenging, though, for clini-
cians in isolated facilities to keep their skills
sharp for complicated procedures such as surgery
for esophageal cancer. Killian suggests that in
those cases, the service should be discontinued.
“At Beaumont, for instance, we stopped heart
transplants because our volumes were not high
enough,” he explains. 

Quality measurements are better PR

Regardless of its volume, Killian suggests that
an organization use quality measurements as in-
house tools instead of public relations material. 

“Don’t spend a lot of time telling people about
the quality of your services,” he says. “Spend
time doing the improvements to achieve good
outcomes. Good public relations is in what you
do, not in what you say.” 

While it’s important to understand whether
people survive hospitalization, some might
carry the question further. From a purchaser’s
perspective, it would be ideal to know the func-
tional levels with which patients survive their

hospitalization, notes Delbanco. “More research
will go in that direction.” 

But we’re not there yet, Dudley notes. “While
functional level is an important measure of qual-
ity, the statistical methodology and databases are
not refined enough to measure it.” 

And, since each state requires hospitals to
report whether patients leave the hospital alive,
mortality data are more accessible to researchers,
he adds. 

Dudley’s research1 bores a bit deeper than
mortality. He concedes that in-hospital mortality
reductions may not translate into long-term sur-
vival benefits. Hospital mortality can be affected
by discharge policies and availability of transition
care, such as nursing home beds. 

His report reviews 30-day mortality rates for
esophageal cancer, pancreatic cancer, and carotid
endarterectomy, as well as five-year mortality for
breast cancer. Once again, though, the data sug-
gest that patients treated at higher-volume hospi-
tals have better survival rates. 

[For more information on volume-clinical outcomes
relationships, contact: 

• Mike Killian, Director of Marketing and Public
Affairs, Corporate Administration, William Beaumont
Hospital, 3601 W. 13 Mile Road, Royal Oak, MI
48073. E-mail: mkillian@beaumont.edu. 

• Timothy Hofer, MD, MS, Research Investi-
gator, Center for Practice Management and Outcomes
Research, Department of Veterans Affairs, Ann Arbor,
MI. E-mail: thofer@umich.edu. 

For more information on the purchaser’s response to
the volume-outcomes data, contact: 

• Suzanne Delbanco, PhD, Executive Director,
The Leapfrog Group, c/o Porter Novelli, 1909 K St.,
N.W., Washington, DC 20006. Telephone: (202) 973-
2953. E-mail: sdelbanco@hotmail.com.]
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Conference targets cost,
quality for case managers

Experts will share their proven ideas for suc-
cessful case management at The 6th Annual

Hospital Case Management Conference: Blueprint
for Case Management Success: Information,
Accountability and Collaboration, to be held
March 25-27, 2001 in Orlando, FL. 

The conference is sponsored by American
Health Consultants, publisher of Healthcare
Benchmarks.

The timely topics offer something for every
hospital-based case manager or quality profes-
sional. Various speakers will address issues
including:

• New avenues for community case managers
• Knowledge-driven care coordination
• Creating a heart service line report card
• What you can teach your CEO about man-

aged care
• Values, ethics, and legal parameters in case

management
• The ABCs of the Balanced Budget Act
• Reimbursement: An ever-changing process
• Key concepts in case management
• An interdisciplinary practice model for

acute-care case management
• Better case management through denial

management
• Measuring the impact of case management

interventions
Each session sets aside time for you and your

peers to ask the experts your most burning ques-
tions. Nineteen contact hours of continuing edu-
cation will be offered.

The conference fee includes a cocktail party to
network with speakers and other registrants, con-
tinental breakfasts, lunches, a course manual, and
a form exchange for attendees. 

For more information, contact American
Health Consultants, Customer Service, P.O. Box
740056, Atlanta, GA 30374. Telephone: (800) 688-
2421 or (404) 262-7436. Fax: (800) 284-3291. E-
mail: customerservice@ahcpub.com.  ▼

MGMA launches practice
benchmarking tool

Physicians interested in knowing how they and
their practices compare to peers nationwide

will soon have a new tool. The Medical Group
Management Association in Englewood, CO, 
is joining up with Enterprise Health Links in
Greenville, SC, to create Physcape, an Internet-
accessed subscription service provider. 
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Physcape will begin offering a medical practice
analysis and comparison tool called Performance
MarkerMD this spring. It offers a way to track
physicians’ charges and benchmark against simi-
lar practices, says Craig Forthman, president and
CEO of the joint venture. Users can compare
themselves to peer groups broken out by size,
market demographics, or medical specialty. Data
will be based on key elements of the standard
Health Care Financing Administration 1500 claim
forms used by practice management, billing, and
accounting systems.

He says the system offers several modules. The
first, PracticeProfiler, offers subscribers analysis
of practice structure; comparative evaluation of
performance measures including charges per
provider and per encounter, number of proce-
dures per encounter, and number of encounters
per provider; comparison of performance mea-
sures within service lines and diagnostic cate-
gories compared to peers; and internal analysis 
of provider performance focusing on activity and
charges per provider.

The second module, RevenueEnhancer, exam-
ines whether prices are in line with the work
needed to deliver services and the efficiency in
revenue generation compared to the resources
required to generate that revenue. It should be
available after PracticeProfiler goes on-line.

CostPerformer will allow users to determine
which costs are direct or indirect, and separate
fixed and variable expenses. MarginManager, the
fourth module of the suite, is designed to help sub-
scribers compare their profitability to those of other
practices and identify the differences between more
profitable and less profitable groups. These two
modules will be available in the summer. The last
part of PerformanceMarkerMD is A/R Trender, is
due out in the fall and will provide views and
trends within accounts receivable compared to
other practices.

Users will upload information from existing
computer systems into a secure database. Sub-
scribers can then compare their data to other prac-
tices in the database. Ultimately, Forthman says
that the system will allow users to profile physi-
cians by number of relative value units (RVUs)
produced and costs and revenues per RVU and
per physician. If physician-specific utilization
data are the interest, the system will allow that
data derived from all patients in the practice, not
just those of a particular health plan. Users also
can examine outcomes and the productivity of
billing staff based on the number of claims, the

proportion of clean claims, and RVUs per biller. 
The cost is about $15 per physician per month

with a three year minimum subscription. Further
information is available through the company
Web site at www.physcape.com or by contacting
Physcape at (800) 945-4490.  ▼

Hospitals can check 
JCAHO compliance

The Joint Commission on Accreditation of
Healthcare Organizations has released a

checklist for hospitals that want to check compli-
ance with new and existing standards. Available
for $65, the checklist is designed to help facilities
understand whether they need to make changes
prior to a survey. Along with standards already
in effect, the publication includes questions about
five standards that are new or revised, including: 

• Restraint and seclusion 
• Medical staff 
• Patient and family education 
• Management of information 
• Management of the environment of care 
The checklist is in a workbook format that

helps users determine what actions are needed to
ensure compliance, determine who responsible
parties are for a particular standard, and track
progress towards compliance.

For more information on the publication, con-
tact the Joint Commission at (630) 792-5800 or
visit the Web site at www.jcaho.org.  ■
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