
Quality tools improve end-of-life 
care quickly and dramatically
Experts say we have the tools; we’re just not using them

End-of-life care (EOL) has received a growing amount of atten-
tion in recent years, both in the media and in the health care
profession. 

High-profile programs, such as the Bill Moyers’ series On Our Own
Terms, have raised public awareness, while the establishment of local,
regional, and national coalitions has signaled a concerted effort to
establish quality standards and to improve physician and patient edu-
cation. (One organization is attempting to establish EOL care stan-
dards for the state of Florida. See story, p. 29.)

But the industry has only scratched the surface, say experts. “In a
global sense, we still have a long way to go before we can be assured
we are giving the kind of care we should be giving,” says Vicky
Weisfeld, MPH, senior communications officer with the Robert Wood
Johnson Foundation in Plainsboro, NJ. Weisfeld oversees the founda-
tion grant for Last Acts, a nationwide campaign to engage the public
and health care professionals in efforts to improve EOL care. At pre-
sent, it has more than 540 members, including service providers, pro-
fessional associations, religious groups, and business organizations.
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• Collaborative efforts demonstrate significant results within a few
months.

• Advance directives often are ignored, and requests for more pain
medication go unheeded.

• The search for standards leads to the development of precepts for
palliative care.

• Improvement may not lead to cost savings; helping patients must be
the main motivation.

Key Points



“From a quality point of view, we don’t know
if all the people who provide ‘palliative care’ are
truly providing quality or are just getting on the
bandwagon,” she says. “Quality is more than just
morphine and an advanced directive.” (A collab-
orative effort in rural Wisconsin has focused
nearly exclusively on advance directives, gener-
ating an extraordinary response from the public
and resulting in a winning QI program. See
story, p. 28.)

Joanne Lynn, MD, agrees with that assess-
ment. “We have been making progress, but in
global terms, EOL care is still unreliable,” says
Lynn, who is president of Americans for Better
Care of the
Dying in
Washington,
DC, and
director of
RAND
Center to
Improve
Care of the
Dying in
Arlington,
VA. “We all
know of situ-
ations where
a patient is in
terrible pain
but nobody responds, or a family needs help but
it’s nowhere to be found.”

Joel Mattison, MD, physician advisor to clini-
cal resource management (formerly “utilization
management”) at St. Joseph’s Hospital in Tampa,
FL, a 910-bed general hospital, is “very disap-
pointed” with the quality of care that exists
nationwide with regard to EOL issues. 

“These projects that are springing up are the
result of our patients telling us we are failing them
in many places,” he says. “Somebody brings in an
advance directive, and sometimes it gets followed
and sometimes it gets put aside. We should follow
most advanced directives; we should all be doing
that.

“We’re also falling short with pain relief,” he

continues. “At least 90% of the people could die
without the pain they go through. Sometimes
health care professionals are more concerned
about patients becoming addicted than they are
with treating pain, but if a patient is going to die
within the next six months, then addiction is not
really a problem.” 

Apply quality basics

The overriding irony of the current state of
EOL care is that we know how to provide better
care, says Lynn. “Our most pressing need,” she
told the Senate Special Committee on Aging dur-
ing her testimony last July, “is to use what we
already know about relieving suffering.” This
includes using pain medication appropriately,
making supportive services available at home,
and providing elementary bereavement services.
“Some really simple things that make a big differ-
ence,” she says. 

Lynn is talking about going beyond theory. 
In a series of collaborative efforts over the past
several years with the Institute for Health Care
Improvement and teams from nearly 100 pro-
vider organizations that wanted to improve EOL
care, improvements were made quickly and
effectively. 

“Nearly every team that stayed with the job
for a few months made major improvements in
something that matters to patients — within this
time,” she told the Senate committee. 

Those improvements included the following:
• One program showed that advance planning

could cut the rate of frightening episodes to 25%
of the usual rate.

• One Veterans Affairs medical center increased
the rate of written advance care directives for
patients with serious chronic illnesses from 15% 
to 90%.

• Nearly all the programs that worked with
heart and lung failure patients cut their rate of
hospitalization by 20% to 50%.

• One program had trained nurses available
to come to the patient’s home within half an
hour to help with an exacerbation of symptoms,
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which cut the rate of using emergency rooms to
well under half the previous rate.

• One hospital cut in half the time a patient
had to wait for better pain medication.

Lynn says these results were achieved by using
rapid quality improvement methods that should
be part of the training of all professionals. 

“Some of them are most elementary,” she
notes. “Have a team, have a name, identify 
the aim you will measure, start making small
changes, and make them over and over again.
This [EOL care] is an arena that has been so
ignored that a little bit of attention can make a
big difference. We just need to apply the quality
basics.”

Standards sorely needed

One of the key issues being addressed by Last
Acts is the absence of care standards for terminal
patients, notes Weisfeld. Along those lines, an
organizational task force has created what it calls
“The Precepts of Palliative Care.” These precepts
list five broad goals:

• Respecting patient preferences.
• Providing comprehensive care.
• Maximizing interdisciplinary resources.
• Acknowledging caregiver concerns.
• Creating health care systems flexible enough

to support these goals.
The precepts also include 28 statements that

identify what palliative care must cover to reach
each of those broad goals. Among the organiza-
tions that have endorsed the document are the
American Nurses Association and other nursing
specialty societies; the American Hospital Asso-
ciation; the American Association of Hospice
and Palliative Medicine; the Veterans Health
Administration; and the American Pain Society.

“This is a consensus document,” says Weisfeld.
“We didn’t think we could get anywhere unless
there was some agreement on what palliative
care was. The precepts have now been endorsed
by [more than] 120 organizations, and some have
used them in their own internal QI projects.”
Another Last Acts committee now is taking the
precepts and breaking them down into steps
organizations can take to improve quality, she
reports.

The foundation has funded two other pro-
grams aimed at improving standards of care:

1. A program at Mount Sinai Hospital in New
York City was created to help hospitals and
health systems that want to start palliative care

services do so “in a responsible, thorough, and
affordable way.” 

2. Promoting Excellence in EOL Care actually
funds 22 demonstration projects. 

“Each is a little piece of the puzzle,” Weisfeld
explains. “Some deal with cancer centers, one
with rural areas, and one with end-stage renal
disease. If they can develop good models in those
settings, they can be applied in other settings.” 

A group of providers in Vermont is trying to
develop a common protocol for managing pain,
Lynn reports. “Every provider will know how to
make the protocol work, pharmacies will stock
the drugs, and this will both reduce the number
and reduce the risk of error in handoffs.”

Pain management also is a critical issue for
Mattison. “I see pain evaluation as the fifth vital
sign. We need to know what kind of pain the
patient is in. How do we rate the pain?

“One of the real important things for us to rec-
ognize is that point in life when a patient ceases
looking passionately and desperately for a cure
and begins to want to be more comfortable,” he
continues. “Most patients will tell you that if you
listen carefully.”

This approach can lead to standards such as
discharging patients with a controlled level of
pain. Mattison also recommends having informa-
tion about advance directives out in the commu-
nity, “so people will have one before it’s needed,”
he explains. 

Where to start

Where should quality managers begin when it
comes to improving EOL care? “Find out which
things are most important at your care system
and start an ongoing, low rumble that we need to
get things done,” Mattison advises.

“Also, start reaching out to other provider
organizations that serve the same population. If
your problem is patients being bounced from
nursing homes to your hospital, it’s not enough
just to improve your practices; you have to talk to
the nursing homes,” he says. “It’s unlikely that
any one provider, no matter how good they are,
will be able meet all the patients’ needs. You have
to develop collaborations.” 

Improving EOL care doesn’t always result in
immediate or even long-term cost savings. “In 
general, we will only pursue improvement because
it will make patients feel better; there’s very little
money to be made,” Lynn says. 

“We can certainly improve the allocation of
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funds, but then someone else is making less
money, she says. “We can greatly reduce hospital-
izations, but only by enhancing home care and
hospice care. You only truly save money if you
own all parts of a system, like an HMO.”

“Doing right by the patient may not fall within
someone’s textbook definition of quality, but cer-
tainly one level of quality is how we take care of
them,” Mattison asserts. 

“One colleague put it this way to me: ‘When
patients are horizontal, they are thinking about
outcomes. When they are vertical, they are more
like customers interested in satisfaction.’ 

“As they move toward the vertical, they face
change on a daily basis, and we need to know
how to recognize that shift and how to respond,”
he explains. “They want a smile; they want their
food salted. Nothing else is important when their
only hope is to live another minute.”  ■

Task force initiative leads
to ‘important’ QI work

The implementation of a collaborative, commu-
nitywide advance directive education pro-

gram has yielded significant QI dividends: a
policy for recording and tracking advance direc-
tives that produced a 99% success rate. 

The program, “Respecting Your Choices,” was
launched in 1991 in LaCrosse County, WI. 

It involved patient education; training and
continuing education of nonphysician educa-
tors; access to educators at all health care organi-
zations; common policies and practices; and
documentation. 

Two major health systems participated —
Franciscan Skemp Healthcare and Gunderson
Lutheran LaCrosse, as well as an ambulatory
care hospital, nursing homes, and other health
organizations. 

“One problem we had to think about early
was, once we had developed our plans, how
could we really make sure they were being fol-
lowed by all of the physicians?” recalls Bernard J.
Hammes, PhD, director of medical humanities at
Gunderson Lutheran La Crosse and creator of the
task force. “So we created practices and policies
that both systems adopted as standards of care.”

The task force addressed specific questions and
arrived at practical answers. For example:

• How would the document be kept so it was
available when needed?

“What worked here was for healthy adults 
to keep their advance directives in the medical
records of the hospital, where they were likely 
to go in case of an emergency,” says Hammes.

• How can we make sure an advance direc-
tive is in the medical record and that the doctor
knows it’s there? How will other staff know
where to put it? 

The task force assigned a specific place in the
records for advance directives. 

• What if a person has never been hospital-
ized and has no record?

“We decided that a record should be created
specifically for that purpose,” he says. 

These and other questions, he observes, “led to
important QI work.” The task force not only cre-
ated a system for putting the advance directive in
the record, but a system to identify it so it was
there when needed. 

“We also felt the file we keep on a patient
should go up to the unit when he’s hospitalized
— that it should be physically taken out and put
into the unit record at time of hospitalization,”
says Hammes. Now, when a doctor in our com-
munity visits the patient and opens the chart or
binder, he will always see the advance directive 
if the patient has one.”

The task force also had to determine whose
responsibility it was to move the document upon
admission. It was decided it would be the unit
secretary’s job.

Monitoring the system

“A year later, we did a QI project,” Hammes
reports. The issue addressed by the project: Does
the advance directive always get moved to the
right place? The task force looked at the unit
records and saw that it did not get moved as
often as 40% of the time. 

“This was bad, so we interviewed people to
find out why,” he relates. “We found the secre-
taries did not have a common understanding of
how the policy worked. Many felt they needed 
a physician’s order to move the document. We
rewrote the policy, re-educated the secretaries,
came back two months later, and found we had 
a 99% success rate.” 

What the task force learned, says Hammes,
was that it wasn’t enough just to have a good
program. “It needed not only to be developed,
but to be continually monitored,” he explains.
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“The real key to our success was that when we
found poor results, we developed an improve-
ment project to make it better.” 

Other results of the “Respecting Your Choices”
program were equally impressive. While the pro-
gram’s primary goal was to make sure that 50% 
of the adults in the community had advanced 
care planning before a major medical crisis, it was
reported in a 1998 study of 540 decedents in the
community that 85% of them had written advance
directives.1

While the study did not demonstrate with sta-
tistical significance any cost savings, the group
who had advance directives were significantly
less likely to die in the hospital. “Those patients
with advance directives used $2,000 less of
physician and hospital resources in the last six
months of life, but the population was not yet
big enough to show statistical significance,”
Hammes observes. 

However, Hammes concedes that at its best,
“Good advance care planning can improve 
the quality of end-of-life care in a way that is
basically cost-neutral.” 

Reference

1. Hammes BJ, Rooney BL. Death and end-of-life plan-
ning in one Midwestern community. Arch Intern Med 1998;
158:383-390.  ■

EOL project educates
communities, institutions 

Project GRACE (Guidelines for Resuscitation
And Care at End-of-Life) is a statewide initia-

tive based in Tampa, FL. For the past two years,
Project GRACE task forces have been reviewing
four major areas of EOL care: 

✔ medical futility; 
✔ advance care planning; 
✔ palliative care; 
✔ education/implementation. 
Having now presented their reports, the

really hard work begins: carrying their message
statewide to each individual institution and
community. 

That’s exactly how the task forces are going
about it: One community at a time. “What it will
take is a combination of education both to the
community and to health care institutions and

people: nurses, social workers, respiratory care
therapists, chaplains, and physicians,” says
Marty Ratliff, RN, BSN, OCN, executive director. 

The model already has been established. Lofty
L. Basta, MD, FRCP, FACC, founder of Project
GRACE, recently led grand rounds for physicians
at St. Petersburg (FL) General. The physicians
received CME credit for the hour-long program. 

“That’s the first layer,” explains Ratliff. “Next
month we’ll partner with their community out-
reach program.” During that program which,
along with a brunch, will be free of charge for the
community, both Basta and Ratliff will conduct
education programs. Programs then are conducted
with the nurses. 

“Eventually, all of them will have been edu-
cated to the same standards. It’s not the fastest
way, but it’s the most effective,” adds Ratliff.

Project GRACE also has applied for two pro-
gram grants. “A group of primary care physicians
in the Clearwater area have agreed to be part of a
pilot program,” Ratliff says. 

“We’ll go in and educate the physicians and the
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Need More Information?
For more information on end-of-life care, contact:
❏ Bernard J. Hammes, PhD, Director of Medical

Humanities, Gunderson Lutheran LaCrosse
(WI). Telephone: (608) 782-7300. Web site:
www.gundluth.org/eolprograms.

❏ Joanne Lynn, MD, RAND Center to Improve
Care of the Dying, 1200 S. Hayes St., Arlington,
VA 22202-5050. Telephone: (703) 413-1100,
ext. 5451. E-mail: jlynn@rand.org. Americans
for Better Care of the Dying Web site: www.
abcd-caring.org. RAND Center to Improve Care
of the Dying Web site: www.medicaring.org.

❏ Joel Mattison, MD, Physician Advisor to
Clinical Resource Management, St. Joseph’s
Hospital of Tampa, 3001 W. Dr. Martin Luther
King Jr. Blvd., Tampa, FL 33607. Telephone:
(813) 870-4933.

❏ Marty Ratliff, RN, BSN, OCN, Project GRACE,
131 N. Westshore Blvd., Suite 107, Tampa, FL
33607. Telephone: (813) 281-2324. Fax: (813)
281-0295. Toll-free: (877) 990-GRACE. Web
site: www.p-grace.org.

❏ Vicky Weisfeld, MPH, The Robert Wood
Johnson Foundation, Route 1 and College
Road E., Princeton, NJ 08543. Telephone:
(609) 243-5926. E-mail: vweisfeld@rwjf.org.
Last Acts Web site: www.lastacts.org. 



office staff about making advance directives part
of a well-care visit.” This education program will
be supported with posters in the office, a public
education guide, and free copies of advance direc-
tives, she adds.

“The whole idea is to take the conversation out
of the [intensive care unit], the admitting room,
and the [emergency room], and put it in the pri-
mary doctor’s office,” Ratliff explains.

She asserts that quality of care includes fol-
lowing patients’ personal choices. “We need to
know what those choices are. The majority of
people would tell you they do not want to die in
a medical facility, especially a hospital, yet 80%
of them do.”  ■

Center finds QI solution
outside health care
Merging creative methods saves $370,000

Oil and water may not mix, but two seemingly
disparate quality techniques from outside

health care have been merged “to derive a hybrid
culture-busting, solution-finding methodology
ready to be tried out in your organization,” say
Duke Rohe, FHIMSS, performance improvement
specialist, and Estella Woodard, MS, clinical direc-
tor of the Diagnostic Center at the M.D. Anderson
Cancer Center in Houston. 

The two techniques, GE Workout and the
Osborn-Parnes Creative Problem-Solving Tech-
nique, were used in concert to address inade-
quate or insufficient use of the pneumatic tube
system at Anderson. (See sample of creative
thinking outline, p. 31.)

“We did not have a procedure in place,” recalls
Woodard, who notes that the safety department

had made at least three attempts to put together a
procedure that staff from several different areas
(lab, safety inspection control, and nursing) could
agree on.

This new, unorthodox approach was imple-
mented during a five-hour session in July 2000.
As the new system is utilized, these results are
anticipated:

• Six phlebotomists will be diverted to other
useful activity in the hospital, saving $120,000.

• An additional $250,000 will result in the
introduction and use of a patient chargeable
vaccutainer.

• Nurses will get their requested blood prod-
uct consistently in less than 40 minutes. The pre-
vious average was two hours.

Why opposites attract

At first glance, the two techniques seem like
opposites. The GE Workout is an intense strategy
session involving as many a 40 high-level people,
and the session does not end until a resolution is
achieved. “It’s amazing how quickly personal
agendas drop when all know they can’t leave the
group until they discover a solution best for the
group,” says Rohe.

Osborne-Parnes is used to drive consensus
toward the most effective solutions. Proponents
say ideas flow at three times their natural rate. It
involves “convergent” thinking, which filters out
the unusable, and “divergent” thinking, which
generates as many ideas as possible, no matter
how wild they may seem.

“The GE Workout process is already beginning
to be used in health care, but the workout ses-
sion, the culture-buster side, had not been used,”
says Rohe. “Osborn-Parnes had probably not
been used in health care because health care is
notoriously naïve and tends to look inward for
solution finding.”

Rohe says he was confident the two techniques
could be merged, because “in creativity, one of
neatest things is to take two disconnected ideas
and make them work. I understood the workout
process, and I had been a proponent of the brain-
storming process.”

Woodard says she enthusiastically supported
the new approach. Right from the start, things
were done differently. “We looked at the group
that the safety officers had put together and real-
ized that part of the problem was the people at
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• Two unrelated methods prove just the ticket for
culture-busting program.

• Session doesn’t end until it’s over, forcing man-
agers to abandon personal agendas for the
greater good.

• Team that refuses to use technique produces
only half the results as team that adopted it.

• Hybrid QI method now being applied to other
hospital departments.

Key Points

(Continued on page 32)
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Two Types of Thinking Are Essential for Creativity
Post-it power: Each note has a subject and verb

Speed works to generate your idea energy
■■ Pushes past inhibitions
■■ Keep the mind sharp
■■ Does what can’t be done with more time

Divergent thinking (tougher) — Lots and lots of ideas
■■ Zero judgment
■■ Quantity yields quality — Set a quota
■■ Explainin’ ain’t creatin’
■■ Seek wild options
■■ Combine and build on other ideas
■■ Participation required

Convergent (easy) — Picking the best of the lot
■■ Be deliberate
■■ Check your objectives
■■ Groom your ideas
■■ Be affirmative

Highlighting to help the cull
■■ Hits — those ideas that grab you, right on the money, solve the challenge
■■ Clusters — Converge multiple ideas into a better idea or major categories
■■ Restate — Give little ideas more power, more clarity

Focused brainstorming: Osborn-Parnes technique

The steps
■■ Idea generation —- Quality is equal to quantity

Rapid-fire ideas are generated with each participant equipped with pen and pad of Post-It Notes. As an
idea pops up, he or she writes it down (in subject and verb form), hollers it out for all to hear, and places 
it on a flip chart. 

■■ Idea selection —- Select and reform the best

After a time limit or you have exhausted the ideas, then the group members cluster and reform the notes to
select the best idea to work on. They repeat this procedure for the applicable “finding” steps below. The prob-
lem-finding step is the most critical — a well-defined problem is half solved. To get from concept (object find-
ing) to action plan (acceptance finding) can take 40 to 60 minutes.

■■ Objective finding — List significant challenges and opportunities, then isolate the main ones
■■ Fact finding — Determining what is known and what has the greatest impact
■■ Problem finding — List problem statements, then identify the best wording of the central problem. Start

statement with “how 2”
■■ Idea finding — List intriguing ideas, then isolate the best
■■ Solution finding — List possible solutions from the ideas, then select the best one(s)
■■ Acceptance finding — Take the action steps needed for successful installation

Source: Duke Rohe, FHIMSS, Performance Improvement Specialist; and Estella Woodard, MS, Clinical Director; M.D. Anderson Cancer,
Houston.



the table were really not in a position to make the
final decision,” she recalls. All of the new partici-
pants chosen were either managers or they had
decision-making authority.

A month of intense pre-work was required.
Rohe and Woodard met with each participant
and made sure they understood what was
required of them. 

“We almost created the expectation that you
were to come to this event and the solution
would be found,” says Rohe. 

“As [participants] prepared, they would involve
other people in their area, because many times
there are solutions at the bench that managers
won’t realize,” adds Woodard. “It also made them
feel more a part of the process, instead of feeling
that something was happening to them.”

A high-energy session

As Rohe explains, the GE Workout session
should include 80% of all the solution-finding
decision making that needs to be made. “The
team leader was amazed at the level of decision
making; she could not believe how even the
hard-sell members turned 180 degrees during the
session,” he says.

During the Creative Problem-Solving, a high-
energy session, “everyone was looking at the
clock, which pressured them to move past their
own personal solution to find the best team solu-
tion,” says Rohe. Twelve members were split into
two parallel teams; one team that refused to do
‘Osborn-Parnes’ contributed only half of what the
other team contributed. “This five-hour session
was so power-packed, it felt like one hour,” Rohe
observes.

In the months following the session, as recom-
mendations were implemented, “we have had
zero spills,” says Woodard. “The leak-resistant
carriers are better than the ones we had been
using. And because we have developed proce-
dures that enable us to track where samples are
sent, we have more trust in the system.” 

Not all findings were initially positive. “Even
in the face of what we thought was a success, 
we found the system had a capacity limit much
shorter than believed,” says Rohe. “We’re now
garnishing $100,000 in funds to get rid of the
capacity limitations.”

Even that points out the strength of the pro-
cess, however. “Every time we find another road-
block, we can find a solution using the system,”
Rohe explains.

Both Woodard and Rohe see future applica-
tions for the new system implemented at M.D.
Anderson and for this hybrid quality technique. 

“We will use the tube system for a new building
set to open in two to three years,” says Woodard.
“We’ll also use the session for customer service.
It’s great — especially when you need to make
changes quickly.”

“We’re setting [the process] up for a GI clinic,
to determine the best way to handle overflow
patients,” adds Rohe. “In addition, the thoracic
research nurses are using it to improve the way
they do things.”

Rohe is convinced that there are a number of
opportunities for quality managers to discover
new techniques outside the world of health care.
“There are probably many more out there we are
missing out on,” he says. “Each institution needs
to do its own internal exploration.”  ■

Systemwide monitoring
helps leverage resources
Health system realizes savings of $180,000

The Saint Luke’s-Shawnee Mission Health
System (SLSMHS) in Kansas City, MO, has

been able to save approximately $180,000 per
year while improving the quality of patient care
through the installation of an enterprisewide
monitoring system. 

Since 1998, a team of technicians at the Mid
America Heart Institute, located within the 650-
bed Saint Luke’s Hospital tertiary facility, has
been able to monitor patients throughout the hos-
pital and at remote facilities in the system via
real-time data input in a centralized “war room.” 
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“About five years ago, we were at a point
where we had to replace some of our telemetry
monitors, which were anywhere between eight
and 15 years old,” recalls David Zechman, BSE,
MPA, RRT, vice president of cardiovascular ser-
vices at Saint Luke’s. 

“We had to replace the oldest monitors because
they were not making parts for them anymore, and
they did not let us set alarms and parameters,” he
explains.

But Zechman says he wanted more than that;
he wanted to be able to access each patient
through a central database. That, he contends,
would provide for more effective monitoring of
adverse events.

In addition, the decentralized system in place
at the time called for technicians to be responsible
just for their floor. “This resulted in a varied level
of quality,” says Zechman. “Also, there never
seemed to be centralized accountability, and there
was inconsistency in training as well. We wanted
to manage care consistently across a continuum
of levels.” 

Choosing the system

Zechman says that new technology was just
beginning to be employed that would offer him
the standardization of training and care that he
sought. 

“There were really only two major vendors.
One was a large, national firm. The other was
smaller, but [it] had been around a long time.” 

Zechman selected the second firm, Tustin, CA-
based VitalCom, because of the advantages its
system offered in patient safety, ease of use, and
flexibility. Once set up, any provider in the 202-
bed heart institute could log onto a workstation
and see a patient’s rhythm in real time. 

“In addition, the in-house training was excel-
lent,” he notes. “And they had just developed the
SiteLink technology, which enabled us to monitor

patients at the other facilities.”
To date, three other facilities in the system

have been linked to the centralized monitoring
service. Patients’ vital signs are monitored at
Saint Luke’s South and Saint Luke’s Northland
Hospital, both 30 miles away, and at Wright
Memorial Hospital, 100 miles away. In addition,
Shawnee Mission Medical Center, a 383-bed
hospital, operates its own mission-control cen-
ter with 48 channels. 

With the installation of the enterprisewide sys-
tem, patient monitoring has been increased and
made more consistent, while enabling SLSMHS
to reduce its technical monitoring staff at Saint
Luke’s by 4.3 full-time equivalents. 

Zechman says he’s currently looking to expand
the system’s cardiac business. “It has picked up
at the other facilities we are monitoring, so we’re
looking to expand our centralized war room,” he
says.

In addition, Zechman envisions providing fee-
based services to hospitals outside the SLSMHS
network. “We’ve had some initial discussions [with
other facilities],” says Zechman, noting that the
intent is not to create a new profit center. “We see it
as a way to enhance or to build relationships with
providers outside of the system.”

Looking to the future 

Not content to rest on his laurels, Zechman is
constantly looking to keep his monitoring system
on the cutting edge of technology. 

“We recently installed VitalCom’s wireless
Medical Telemetry Service software, which uti-
lizes state-of-the-art cell and wireless LAN tech-
nology,” he reports. “This enables us be on a
newly protected FCC band, as well as being able
to monitor 1,000 patients at a time.”

On the old VHF band, Zechman explains, the
theoretical maximum channel number was 480,
“assuming none of them was being used by a
TV station.” Using the VHF band, there is the
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• Each patient’s data are accessible through a
central database, providing for more effective
monitoring of adverse events.

• Standardization of in-house training is a key
draw for new system.

• A newly protected FCC band will allow for mon-
itoring of more than 1,000 patients.

Key Points

Need More Information?
For more information on enterprisewide monitoring
systems contact: 
❏ David Zechman, Saint Luke’s-Shawnee Mission

Health System, 4401 Wornall, Kansas City, MO
64111. Telephone: (816) 932-2000. E-mail:
dzechman@saint-lukes.org.



potential for a new TV station to crash a hospi-
tal’s telemetry system. “We’re one of the first
systems in the country to use this micro cellular
technology,” says Zechman. “But all hospitals
will have to make the same choice over the next
few years.”  ■

Group clinic approach
applied to DM patients
Improved access, self-monitoring cited

The group clinic model pioneered by Kaiser
Permanente-Colorado’s Cooperative Health

Care Clinic (CHCC) now is being successfully
applied in the management of fibromyalgia and
diabetes. (See “Group clinics fold elder care into
new model,” QI/TQM, February 2000, p. 16.) In
both group clinics, patients are seen by physi-
cians much sooner, health care resources are
leveraged more efficiently, and the patients are
demonstrating improved self-care skills.

Colleen Miller, RN, MSN, adult nurse practi-
tioner and rheumatology nurse practitioner at the
Kaiser Permanente Franklin facility in Denver,
has noted a significant decrease in visits to the
rheumatology department since she began her
group in 1998. This decrease applies to both ini-
tial visits and returns.

Paulanne Balch, MD, physician in charge at
the Hidden Lake Kaiser Clinic also in Denver,
began her diabetes group last spring. “We have
noticed a 1% drop in the first four months of the
program in hemoglobin A1c, which is a 15%
improvement,” she notes. “We consider that a
great win for our program.”

Both groups grew, not only because of the
CHCC model but from a desire to improve access

to care. Not only could patients see physicians
sooner and more often, the health care profes-
sionals could leverage their teaching time.

“Patients can receive primary care, mental
health care, and stress-management education all
in the same place,” Miller says.

“I was conducting weight-management classes
and found that so many issues were common to
diabetics, I was repeating myself in office one-on-
one [sessions],” says Balch. “I felt I would have
more time to teach if we could work as a group. I
also felt the patients would be the best teachers of
each other.”

Balch’s group of 18 patients meets once a month
for 1½ hours. The ages range from 30s to 80s. In
each session, they follow a “liturgy” centered
around key learnings. “There are several impor-
tant things participants need to share with the
class — that they are diabetic and how long they
have been diabetic; what their morning blood
sugar was; what their meds are; and what their
last three-month hemoglobin A1c was,” Balch
explains. Hemoglobin A1c is a key number for
managing diabetes, he says, yet most participants
had no idea what it was. “I decided to make this
the key learning. Now, when I ask, they know
their number.”

As patients talk, vitals are taken, and medica-
tions are confirmed, and in some cases, adjusted.
Group leaders ask participants how often they
take their sugars, confirm patients have current
labs, and perform a diabetic foot exam on each
person attending.

New members of Miller’s fibromyalgia group
begin with a four-hour educational intervention.
Each group, composed mostly of women, includes
20 to 30 participants. Participants receive an infor-
mation packet and a questionnaire to complete 
on a hand-held “point-of-view box.” The question-
naire, which screens for such variables as illness
intrusiveness and psychiatric disorders, is sent to
the primary physician. Later the same morning, 
a psychologist will assess the need for mental
health intervention, and when required, will tell
the attending physician.

Next, Miller explains the group model to the
patients, particularly how the multidisciplinary
approach enhances their access to care. “We allow
plenty of time for questions,” says Miller. “This is
a huge benefit for the group. It offers a validation
of symptoms and mutual support that we think
is superior to what [patients] experience in a one-
on-one situation.”

In a day interspersed with frequent breaks, new
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• Resources were maximized through a group
setting and multidisciplinary approach by Kaiser
Permanente-Colorado’s Cooperative Health
Care Clinic.

• Key learnings help diabetics lower their hemo-
globin A1c levels.

• Patients sometimes will heed other participants
more readily than a health care professional.

Key Points



participants also are given a medical overview of
fibromyalgia by a physician, as well as tips on
medical management. 

Next, a psychologist speaks to the group and
explains how stress can make symptoms worse.
Deep-breathing and muscle-relaxation techniques
are demonstrated. Then the patients fill out a
questionnaire that measures stress levels.

“If the need is there, they can see a psycholo-
gist the same day,” says Miller. 

Finally, a physical therapist demonstrates
stretching exercises and other pain management
techniques, and encourages the patients to try
them. At the conclusion of the session, partici-
pants are given a video to help them and to share
with family members. “We feel the tape gives
them the power to self-manage their condition,”
says Miller.

After the initial session, patients participate in
an ongoing monthly support group facilitated by
Miller and the psychologist. There, they review
special concerns, share resources, and offer each
other encouragement.

Balch shares Miller’s firm contention that the
group clinic approach is far superior in a disease-
management setting. “The patients love it,” she
asserts. “They learn more, they find more out
about community resources, they help each other
cope with problems, and they feel less isolated.
One person told the group he had stopped exer-
cising because of arthritis pain, and another said,
‘You can’t do that, you’ll be dead!’ This person
coping with the same problem had more author-
ity than I ever could.”

In the management of chronic illness, Balch
declares, the medical dyad can actually collude
with patients’ resistance. “They don’t get any
other reinforcement,” she explains. “The broader
group support gives them that.”  ■

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
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Need More Information?
For more information on fibromyalgia group clinics,
contact: 
❒ Colleen Miller, Kaiser Permanente Franklin,

2045 Franklin, Denver, CO 80205. Telephone:
(303) 764-4493. 

For more information on diabetes group clinics,
contact:
❒ Paulanne Balch, MD, Hidden Lake Kaiser

Clinic, Denver. Telephone: (303) 657-6803.



Health Consultants, publisher of QI/TQM.
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 to teach your CEO about managed 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 to ask the experts

your most burning questions. Nineteen contact
hours of continuing education 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 informa-
tion, 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: customer
service@ahcpub.com.  ▼

Shorter hospitals stays
lower asthma care costs

Thanks to shorter hospital stays, there has been
a 3.4% decrease in the per capita cost of asthma

care. However, the costs actually rose by 2.9% 
for those over age 18; for children the figure was
down, resulting in the overall decrease.

Kevin B. Weiss, MD, of Rush-Presbyterian-St.
Luke’s Medical Center in Chicago, and colleagues
conducted a cross-sectional cost-of-illness analysis
of National Center for Health Statistics data for
the years 1985 and 1994. The article appeared in
the September 2000 Journal of Allergy and Clinical
Immunology.

Total asthma costs in the United States in 1994
reached $10.7 billion, compared with nearly $4.5
billion in 1985. In 1985, hospital inpatient costs

comprised 44.6% of direct medical expenditures.
By 1994, this proportion had dropped to 29.5%
“primarily because of shorter lengths of stays, 
as opposed to a decrease in the total number of
admissions,” the authors wrote.

In 1994, medication costs accounted for 40.1%
of direct medical expenditures compared with
30.0% in 1995. According to the researchers, the
largest component of indirect costs was lost time
from work. 

After adjustment asthma costs fell by 15.5% 
for children and rose by 2.9% for those over 18,
resulting in the overall 3.4% cost decrease per
affected person.

Among possible reasons for this “modest
decline” in asthma costs, the researchers posit,
may be “a combination of reductions in hospital
lengths of stay and increasing prevalence of per-
sons with low consumption of asthma-related
health care resources.”

For more information on asthma, contact:
American Academy of Allergy Asthma &
Immunology, 611 E. Wells St., Milwaukee, WI
53202. Telephone: (414) 272-6071. Fax: (414) 272-
6070.  ■
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