
Future of benchmarking:
More data, more sharing,
and better patient care
Evidence-based medicine should continue growth

Automated systems that provide whatever
regulatory information is necessary when it
is needed; sharing of data to improve qual-

ity; data mined for specific groups of patients: Those
are just a few of the trends predicted by health care
experts asked to comment on the future of bench-
marking and data strategies.

Certainly, such innovations are needed. For
example, many hospitals continually run into prob-
lems when it comes to finding the right data sets
for the targeted patient groups.

Sharon Lau, a consultant with Medical Manage-
ment Planning (MMP) in Los Angeles and a mem-
ber of Healthcare Benchmarks’ editorial advisory

board,
notes par-
ticularly
the data
needs of
children’s
hospitals. 

Children
aren’t sim-
ply little
adults, so
looking at
the same

data from a children’s hospital vs. a general hospital
might not be the best path forward. MMP is gearing
up to work with the Oakbrook Terrace, IL-based
Joint Commission on Accreditation of Health Care
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Organizations and children’s hospital associations
to create pediatric core measures. “This is pretty
historic,” says Lau. 

“We’re looking to find funding to develop the
best set of measures for pediatrics, rather than
trying to shoehorn pediatric hospitals into the
adult measure set,” she says.

The senior vice president of the Joint Commis-
sion, Paul Schyve, MD, agrees that finding the
right data sets for the right patient groups is a
wave of the future. 

“If an organization is doing well in four core
areas you are measuring, you might feel good
going there,” he says. “But when you are preg-
nant, do you really care how a facility does in car-
diac surgery? Our assumption is patients and
purchasers will become increasingly interested in
how organizations do in specific areas. We can’t
measure everything, but we will have to measure
those things that are most common, most serious,
and most costly in specific areas that are of inter-
est to specific groups.”

Carol Diephuis, vice president of the Ann
Arbor, MI-based consulting firm The MEDSTAT
Group, agrees that consumer interest in data is a
trend for the future. “Baby boomers are used to
getting information throughout their lives to
make decisions,” says Diephuis. “Health care
should have that available, too.” The public also
is aware of medical errors, both from personal
experience and the media. And cost pressures
from employers are leading patients to use health
care information to make better-reasoned deci-
sions about their care.

Technology-driven improvement in access

The access that purchasers and patients have to
data is driven largely by the technological revolu-
tion. Lau says that in light of new technology,
facilities will move in the direction of using
Internet-based data that are closer to real-time
conditions than current data are. And because of
the increased demand for data to be available to
patients and purchasers, there will be more shar-
ing of data, too, Lau adds. 

“More of the benchmarks will be out there for
people to share, rather than being proprietary,”
she says. “I think people are figuring out that just
knowing the data isn’t going to make them any
better. It’s what they do with it that matters.”

Schyve predicts there will continue to be pro-
prietary benchmarks, particularly regarding pro-
cesses. “I don’t think if you are extremely efficient
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at the way you turn over your operating rooms
you will necessarily tell a competitor how you do
it. That is part of a competitive advantage,” he
says. But for outcomes measures and measures
related to patient safety, there already is a willing-
ness to share. “It’s almost an ethical obligation.”

Diephuis sees two other trends for the future: 
1. There will be growth in evidence-based

medicine. 
“We are now able to convert evidence into clin-

ical performance measures,” she explains. “That
lets us look at things beyond cost-and-use data.”
In the future, information on the gold standard of
treatment may also include data on patient pref-
erences, she adds. For example, it is one thing to
tell a patient she needs kidney dialysis three
times a week, four hours a day to increase her
chance at a long life. 

“But if [she doesn’t] want to spend half [her]
life on dialysis, [the patient] may choose to have a
greater mortality risk,” Diephuis says. “I think we
will augment clinical benchmarks in the future
with that kind of patient preference information.”

Diephuis already is hearing from physicians
who want that type of information. “A lot of the
docs we work with tell us that this is the missing
piece,” she says. “They resent the fact that they
are scored against a gold standard when they are
not in control of what the patient chooses. They
don’t want to be penalized for that.” 

2. Regulatory pressure will continue to
increase, which means data collection will too.

“That makes it more important to standardize
the data, eliminate redundant data collection, and
also allow more comparable data comparisons,”
Diephuis says. That’s already starting in some
instances, such as the Joint Commission using
information from the Health Care Financing
Administration to drive its initial core measures
sets.

Looking beyond cost

Another trend Lau sees is more emphasis on a
balanced scorecard approach that looks beyond
cost issues. “You’ll see limited numbers of indica-
tors, graphically displayed, that you can see at a
glance to get a sense of where you are,” she says.
“A year ago, most hospitals weren’t using it. But
it’s getting more common now.”

The impact of the changes in benchmarking 
will be positive for all stakeholders, says Schyve.
“Professionals, providers, purchasers, and patients
all have a shared interest in high-quality safe care,”

he notes. “Even efficiency is important to me as a
patient, at least when I’m not deathly ill. Most peo-
ple won’t argue about using resources wisely.” 

Because of those shared interests, there will be
an increasing demand for meaningful measures
to show how well an organization is providing
that quality care. “This is going to help drive
improvement,” Schyve explains.

Diephuis says that passive patients are a thing
of the past, and there will be more active engage-
ment between physicians and patients as a result
of the increased access patients have to health
care data. 

More accountability

Meanwhile, health care organizations will
assume more accountability and will actively
work to measure and report on clinical excel-
lence. “They will want to achieve it to differenti-
ate against their competitors.”

Because of the increase in data required by reg-
ulatory agencies, Diephuis thinks there will be a
real drive to standardize information and use it
for multiple purposes. But she also thinks there
will be sampling. 

“There will be less of a push to count every
patient,” Diephuis explains. “There is a lot more
effort involved to collect information like patient
preference data.”

Although there are benefits to having more
data that are more widely available, there is also
a concern, says Schyve. 

“What if the data are bad?” he asks. “Any one
of the stakeholders can be hurt if that happens.”
Data need to be risk-adjusted; for instance, if you
measure outcomes for cardiac surgery, you know
diabetic patients will have poorer outcomes than
others. 

Older patients also don’t fare as well, he says.
“Those kinds of factors have to be taken into
account. But for every additional piece of data
you collect, there is an additional cost,” Schyve
points out.

There are always more data to collect, Schyve
continues. The problem is that for most hospitals,
that involves someone going through records by
hand, trying to find a specific piece of informa-
tion somewhere in the file. If all hospitals had
electronic medical records, it might be easier.
“But that takes investment. You have to do the
equation: What is the risk if the data aren’t quite
accurate, and what is the cost of making them
accurate?”
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[For more information, contact:
• Sharon Lau, Consultant, Medical Management

Planning Inc., 2049 Balmer Drive, Los Angeles, CA
90039. Telephone: (323) 644-0056.

• Carol Diephuis, Vice President, The MEDSTAT
Group, 777 E. Eisenhower Parkway, Ann Arbor, MI
48108. Telephone: (734) 913-3000.

• Paul Schyve, MD, Senior Vice President, Joint
Commission on Accreditation of Health Care
Organizations, One Renaissance Blvd., Oakbrook
Terrace, IL 60181. Telephone: (630) 792-5950.]  ■

Part Two: Health Care Discrimination

Quality projects tackle
cultural competence
Ensuring equal care, regardless of race, ethnicity

(Editor’s note: In the second of a two-part series
looking at differences in health care provided to
minorities and immigrants, Healthcare Benchmarks
looks at what some facilities and organizations are
doing to address and prevent racial discrimination in
health care. Last month, we looked at data that show
such discrimination is more common than one might
think.)

There are some indisputable facts about race
and health care in America. 

First, the number of minorities is growing,
and by 2030, some estimates show that 40% of
the United States’ population will consist of
minorities. 

Second, many people who are members of
those minority groups believe that they receive
different, apathetic, or lower quality care than
their white counterparts. 

In fact, a study released in February by the
public health department in King County, WA,
found that one in five African-Americans had a
serious incident of discrimination in a health care
setting. (For more on the report, see Healthcare
Benchmarks, April 2001, pp. 37-44.)

But along with the alarming truth that many
patients perceive that they are discriminated
against by health care professionals and their
staffs, there is another set of facts that can’t be
denied. 

Many organizations have taken these facts to
heart and are implementing a wide variety of

programs to ensure that all their patients receive
the highest quality care and respect, regardless of
their ethnic or racial background.

A recent report by the New York City-based
New York Academy of Medicine lists more than
80 projects at dozens of institutions and organi-
zations that are designed to tackle that very
problem.

Several of those projects have been undertaken
by the Greater New York Hospital Association
(GNYHA), also in New York City, which repre-
sents about 175 hospitals and long-term care
facilities. 

According to Susan Waltman, senior vice pres-
ident and general counsel, it isn’t a matter of hid-
ing their collective heads in the sand and denying
a problem exists. “If there are problems with
access to care and differences in how care is
given, we have to address it.”

After a series of articles in a local paper gave
rise to research projects that showed there might
be such disparities, the association took action,
she says. First, Waltman and others from the 

association met
with the Office 
of Civil Rights
and the Office of
Minority Health
at the Depart-
ment of Health
and Human
Services. They
also invited local
health officials to
the meetings.

Among the
topics discussed
were legal obli-
gations, as well
as what was sim-

ply the right thing to do, she explains. “We had 
a series of work group meetings on a variety of
issues from treating patients with limited English
proficiency to the cultural competence of health
care workers.”

Meetings also looked at how health improve-
ment activities and outreach services differed
among communities. 

“Memorial Sloan Kettering [in New York City]
has a grant to link with community organizations
to teach them to do cancer screening and educa-
tion,” Waltman says. But other communities don’t
have that kind of program.

She says she sensed a lot of members wanted
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“All they have to do is 
ask the questions. Ask
how the patients feel

about giving and
receiving diagnoses.
They’ll tell you. And it
doesn’t take too much
time. If you do this from
the start, you’re going
to make allies of your
patients and increase

their compliance.”



to address the needs of minority communities,
but they had no models to emulate. So they con-
centrated on finding those models and putting
their work before their peers.

“We could endlessly give those kinds of semi-
nars,” she says. “Our members like learning that
way and gaining the understanding of how some-
thing works and how it might be done better.”

Some of the programs the member hospitals
are working on are unique. One major system is
“mystery shopping” its emergency department
by sending in people posing as patients to see
how the system responds to different types of
people presenting with various cases.

Other programs the GNYHA has undertaken
include work on a translation service that would
be available 24 hours a day from a central loca-
tion via advanced telecommunication services,
and a cultural competence training program for
medical residents, administrators, and physi-
cians. In the first year of operation (2000), more
than 45 of the member organizations expressed
interest in the program.

One reason the programs the GNYHA has
developed work, says Waltman, is that the associ-
ation wasn’t afraid to make use of the resources at
the Office of Civil Rights and Office of Minority
Health. Often, she says, organizations view these
groups as adversaries whose main function is to
find a problem, place blame, and assess fines. 

“This is a delivery system issue, and forging a
partnership with the public sector is important,”
she notes. “Get the federal government and local
public health officials involved. We weren’t afraid
to work with law enforcement and public health
officials. Once you realize that everyone has the
same goals, it all works. Forging that partnership
is the most effective way to get things done.”

Defining a complex problem

Many of those who haven’t progressed as far
as the GNYHA and its members have had diffi-
culty defining the problem, says Ira SenGupta,
cultural competency training program manager
at the Cross Cultural Health Care Program in
Seattle. “It isn’t just discrimination but the per-
ception of discrimination,” she says.

SenGupta spends most of her time traveling
the country providing cultural competency train-
ing. She starts the sessions with the premise that
everyone in the world has felt excluded at some
time or another. 

“It happens every day; you don’t always have

power, and discrimination is about feeling pow-
erless.”

With that definition, it becomes easier for an
organization to admit that it probably has a prob-
lem and that the situation can be improved. “It
isn’t enough to say you are doing your best to be
inclusive,” says SenGupta. “No one has a policy
saying you will discriminate. Policies don’t pro-
vide disparate care. People do.”

Another element of taking control involves
keeping track of who lives in your service area,
she says. “Who is moving in? What are the
issues that affect the populations who are mov-
ing in? Are there language differences or histor-
ical elements of the community you should
know about?” 

For instance, a refugee who escaped the
Rwandan massacres of the 1990s may be very
afraid of people in positions of power, SenGupta
explains.

Knowing a particular community’s perception
of terminal disease, its traditional family involve-
ment in medical decision making, or how it prefers
diagnoses to be given to the patient are all impor-
tant. But if you don’t know what groups you serve,
SenGupta asks, “how can you know how to treat
them respectfully?”

And if an organization as a whole hasn’t done
the work, then providers can and should take the
time to find out for themselves, she says.

“All they have to do is ask the questions. Ask
how the patients feel about giving and receiving
diagnoses. They’ll tell you. And it doesn’t take
too much time. If you do this from the start,
you’re going to make allies of your patients and
increase their compliance.”

An organizationwide program

One of the hospitals in the Seattle area that has
taken the issue of cultural competence to heart is
Children’s Hospital and Regional Medical Center.
For at least seven years, there has been some sort
of cultural competence program at the hospital,
says Kathy Salmonson, RN, a nurse consultant 
at the facility’s Center for Children with Special
Health Care Needs. 

“Various groups would wax and wane. People
would have momentum, sometimes for a couple
years, and each time the momentum was greater
and more people involved,” Salmonson says.
Finally, a new CEO put the issue of cultural com-
petency on the hospital’s list of “Legacy Goals.”

That set the ball rolling, she says, and a cultural
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competency and diversity committee was formed. 
“Initially, the discussions were how to meet the

needs of minorities, whether we had interpreters,
whether our signage was universal,” she says.
“But we ran into problems in figuring out how to
measure this and figure out how it adds value to
the organization when it was just the right thing
to do.”

To a degree, says Salmonson, there was a feel-
ing that the committee — which included the
nursing executive, the COO, the heads of social
work and human relations, physicians, staff from
communications, and community and govern-
ment affairs — had to use “infiltration” to spread
its message throughout the hospital.

Justifying the need

Finding ways to justify the programs became a
way to do that. In working with SenGupta and
her organization, Salmonson says they were able
to put the program in terms that everyone would
agree were vital to the success of Children’s in
the future. 

“First and foremost, you talk about regula-
tions, and you talk about negative incentives like
not wanting a lawsuit. And then you move to the
discussion of how minorities are becoming the
majority, so if you don’t provide appropriate care,
then you lose your market share.” Suddenly, peo-
ple who pooh-poohed the idea of cultural compe-
tency are ready to listen, says Salmonson.

But there are many places where the committee
could focus its attention. “We figured the first
thing to do was train supervisors and managers,”
she recalls. “That was a flop. What we found after
doing an assessment of that program was that
people were interested in doing specific projects
and training sessions only if necessary.”

At the same time that the cultural competency
and diversity committee was struggling with
direction, the hospital started using a facilitywide
patient satisfaction survey. 

“It used to be department-specific,” Salmonson
explains. What that showed was that to improve
patient satisfaction, Children’s had to support
staff and improve their morale. “If staff aren’t the
happiest, then patients and families aren’t doing
the best. We had to find a way for us to leverage
that into focus on the program.”

The way, says Salmonson, is to help staff be
culturally competent with each other. “Teamwork
will help us partner better with each other and
with patients.”

So the committee focused on increasing staff
awareness of diversity, different cultures, and
how those issues relate back to patients and their
families. 

A series of brown-bag seminars was held, in
which people from the University of Washington,
the Cross Cultural Health Care Program, and
Harborview Medical Center came to talk to staff.
Among the topics covered in the last year: 

• Communicating Beyond Color;
• Working with Spanish-Speaking Families —

A Case Manager’s Perspective;
• Health and Social Issues Affecting Migrant

Families;
• Listening to Patients: An Anthropologist’s

View;
• African-American Perspective on Cultural

Competence.
A display case has a rotating array of artwork

by patients. Currently, it has masks made by psy-
chiatric inpatients. “That increases knowledge of
mental health patients,” Salmonson explains.
There have been displays about staff who came
from other countries, contributions from schools,
and a display for Black History Month. “The
more ways we communicate and increase aware-
ness, the better.”

A positive spin on assessment

The hospital also started trying to assess staff
in a positive way on cultural competency. “We try
to show strengths, not weaknesses, through asset
mapping,” Salmonson explains. “We don’t look
at needs, and that’s great for staff to talk about
the things they do well.”

Debra Gumbardo, MS, RN, the hospital’s
director of inpatient psychiatry and partial hospi-
talization programs, says she gained a real under-
standing through the process of what her staff
need to be successful. 

“One question was about how they learned the
mission of our unit,” Gumbardo says. “Some
people identified particular staff and mechanisms
that were helpful, while others said they needed
something more structured. I ended up revising
my orientation.”

And even though the focus was on strengths,
areas of weakness showed up anyway, says
Salmonson. “We did hear those things, but what
was different was, it wasn’t a gripe session.” 

In the future, issues about how responsive staff
are to other people’s cultures will be an element
of performance appraisals for managers and
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supervisors. “People will be asked, ‘What are you
doing to enhance cultural competency in your
department?’” says Gumbardo.

All those efforts have been going on for just
under a year, and Gumbardo says she’d like to
see it affect patient satisfaction. “We did this
without baseline data, but we hope to see posi-
tive changes over time.”

In the future, Children’s will look at staff
turnover, recruitment, and retention, Gumbardo
adds. 

If those numbers are good, she can assume the
program is having a positive impact. “I do think
my staff feel more empowered and are more sat-
isfied than they used to be,” she says.

New approach to training

The hospital also is starting to track complaints
centrally, Gumbardo adds. Those will be collated
and looked at to see if there are any patterns or
changes.

Training still occurs, but not in the way it was
tried in the past. “We offer ourselves as consul-
tants and give overviews at various group and
department meetings,” says Salmonson. “It helps
us to gauge how well we have infiltrated.” 

The training sessions include exercises that get
participants to challenge how they see other peo-
ple, Salmonson explains. “One group of nurses
was just starting, and I talked about if the earth is
100 people, who are those people? What do they
look like? How many are educated? Who has the
wealth?” 

There also are stereotype exercises in which
adjectives are applied to certain people. “How
people respond to that is amazing,” Salmonson
says. “If you say, ‘African-American woman, sin-
gle mother, wealthy, physician,’ the picture
changes. Another one is ‘Japanese man, father,
farmer, gay.’”

Although the whole hospital has made cul-
tural competency an overall goal, individual
departments and units still have the ability to
enact positive change on their own. For instance,
nurses on the medical unit were having trouble
finding interpreters in a timely manner, says
Salmonson. 

“So they developed this communication tool
made of pictures as a way to communicate when
there are no interpreters readily available,” she
explains.

Gumbardo says looking back at past agendas
for the cultural competence committee doesn’t

show a lot of change in what is on them. More
than two years ago, the agenda for a meeting
might include recruiting diverse staff, providing
a welcoming environment, integrating with
diverse communities, and assessing the need for
broad-based training and competencies. In the
last two years, the agendas include training front-
line staff in “hospitality Spanish,” facilitating
provider interactions with specific patients and
their families, dealing with patient and family
complaints, and diversity representation in all
key hospital initiatives and goals.

A broader definition

“What has changed is our approach. The focus
is on being culturally competent with our staff, our
most valuable asset, and our broadening the defi-
nition of cultural competence,” Gumbardo says. 

The broader definition, she says, is based on a
statement by Okokon O. Udo, the executive direc-
tor at the Center for Cross-Cultural Health in
Minneapolis. “To be culturally competent doesn’t
mean you are an authority in the values and beliefs
of every culture. What it means is that you hold a
deep respect for cultural differences and are eager
to learn, and willing to accept, that there are many
ways of viewing the world.”

[To obtain a copy of the New York Academy of
Medicine report Addressing Racial Disparities in
Health Care Delivery: A Regional Response to the
Problem, contact:

• Emily Wood at ewood@nyam.org. Telephone:
(212) 822-7222.

For more information, contact:
• Debra Gumbardo, MS, RN, Director of

Inpatient Psychiatry and Partial Hospitalization
Programs, Children’s Hospital and Regional
Medical Center, 4800 Sand Point Way, Seattle, 
WA 98105. Telephone: (206) 526-2000.

• Kathy Salmonson, RN, Nurse Consultant,
Center for Children with Special Health Care Needs,
Children’s Hospital and Regional Medical Center,
4800 Sand Point Way, Seattle, WA 98105. Telephone:
(206) 526-2000. 

• Susan Waltman, Senior Vice President and
General Counsel, Greater New York Hospital
Association, 555 W. 57th St., New York, NY 10019.
Telephone: (212) 506-5405.

• Ira SenGupta, Cultural Competency Training
Program Manager, The Cross Cultural Health Care
Program, 1200 12th Ave S., Quarters 8/9, Seattle, WA
98144. Telephone: (206) 621-4478.]  ■
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New data combat lack of
critical care benchmarks
Mortality rate 20% lower at top 100 hospitals

Anew study, the Intensive Care Unit Benchmarks
for Success report, published in February by

Solucient LLC in Baltimore (formerly HCIA-Sachs),
identifies several significant opportunities for hos-
pitals to improve their performance in critical care
if they adapt the practices of top performers. 

Lee Greenspon, MD, director of the intensive
care unit (ICU) at Lankenau Hospital in Wynne-
wood, PA, and a pulmonologist and clinical 
professor at Thomas Jefferson University in

Philadelphia, is the first to admit that data are
important, and more people in his profession 
are realizing that. 

“The Society of Critical Care Medicine is start-
ing to develop benchmarks,” he says. “And there
are groups throughout the country that are work-
ing to collect data so they can create tools that
will help predict mortality in the ICU.”

Lankenau Hospital, a 300-bed facility, was
named one of the 100 Top Hospitals in the study,
which looked at DRGs from 1998 and 1999, the
most recent years available. The data are derived
from the Health Care Financing Administration’s
Medicare Provider Analysis and Review and
from 800 data elements that Solucient collects
from some 6,000 hospitals around the country.

Among the key findings of the study:
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Median Values: All Hospitals in Study
Performance Measure Benchmark Hospitals Peer Group of Percent Benchmark

U.S. Hospitals Outperforms Peer Group

Risk-adjusted complications 0.83 1.02 18.1% lower complications
index for primary procedure
group*

Risk-adjusted mortality 0.87 1.01 14.09% lower mortality
index for admission 
diagnosis group*

Risk-adjusted mortality 0.77 1.01 24.13% lower mortality
index for primary procedure
group* 

Risk-adjusted mortality 0.94 1.02 7.63% lower mortality  
index for mechanical 
ventilation group

Adjusted LOS for admission 5.77 days 6.24 days 7.56% shorter LOS
diagnosis group 

Adjusted LOS by primary 8.06 days 8.98 days 10.28% shorter LOS
procedure group 

Adjusted ICU-related ancillary $603 $866 30.39% lower cost 
cost per ICU day for admissions 
diagnosis group 

Adjusted ICU-related ancillary cost $631 $815 22.54% lower cost
per ICU day for primary procedure 
group 

Adjusted ICU-related ancillary $731 $939 22.18% lower cost
cost per ICU day for mechanical 
ventilation group

* Ratings greater than 1.0 exceed national norms; ratings less than 1.0 fall below national norms.

Source: Intensive Care Unit Benchmarks for Success: 100 Top Hospitals, Solucient LLC, Baltimore.



• Better outcomes.
If all hospitals performed like the 100 Top

Hospitals, they could cut mortality rates by more
than 20% for post-surgical patients, and 15% for
medical patients. Complication rates for post-
surgical patients could decline by 19%.

• Lower costs.
Total cost of inpatient stays in the ICU could

decline by $1.4 billion per year if all hospitals per-
formed at the level of the best hospitals in the
study. Ancillary service costs alone would decline
by $66 million.

• Shorter stays.
Average length of stay (LOS) at the best per-

forming hospitals is 6% less for medical patients
and 9% less for surgical patients.

• Lower mortality.
Among patients on ventilators alone, deaths

could fall by more than 8% if all hospitals per-
formed at the level of the top 100. (For more on
the findings, see chart, p. 56.)

Greenspon says one glaring lack he sees in this
and other studies is the way hospitals are lumped
together. “You have to be really careful,” he says.
“I look at some of the hospitals that are on the list
with us . . . and I know they aren’t anything like
us.” But he admits that comparisons are impor-
tant. “You have to see why something is happen-
ing so you can improve.”

An outstanding job

Overall, Greenspon says his team does an out-
standing job. “I think we move patients quickly
through our unit and try to minimize LOS, but
we have to look at how others like us do. Are we
in the right place? I know we are at the low end
of the group, but then we have to ask if our LOS
is too short. So we look at minimizing returns to
the unit.” When Greenspon delves further into
the report, he’s going to concentrate on looking 
at the hospitals on the list that are its size, with a
residency program, and an emphasis on cardio-
vascular care. “We do over 1,000 hearts a year.
There’s no point in looking at how we compare 
to a hospital that does 100.”

[To find out more about the report, visit the
Solucient web site at www.solucient.com.

For more information, contact: 
• Lee Greenspon, MD, Director, Intensive Care

Unit, Lankenau Hospital, 100 Lancaster Ave., Suite
230, Wynnewood, PA 19096. Telephone: (610) 642-
3797.]  ■

New study surveys data on
operating room efficiency
Bryn Mawr named best performer in OR study

The folks doing knee and hip replacement
surgery at Bryn Mawr (PA) Hospital must be

doing something right. For the second year in a
row, the 330-bed hospital has been named “Best
Performer” for operating room effectiveness and
efficiency by OR Benchmarks, a Santa Fe, NM-
based benchmarking company. The hospital was
one of a dozen studied that provided data to OR
Benchmarks on 51 cases of total knee replace-
ments. Thus far, the company has collected data
on 880 cases over the past five years. Data col-
lected ranged from cost of supplies to use of
clinical pathways.

Among the findings for the current year:
• Supply costs ranged from a low of $2,920 per

case to $6,388. The median was $3,213, more than
$700 lower than the 1999 median of $3,954. The
prostheses represented 78% of the supply cost,
and 90% of those prostheses had one or more
components cemented. 

• Implant costs ranged from a low of $2,200 to
a high of $4,675. The median was $2,813 or nearly
$600 less than the median in last year’s study. 

• A third of the cases included the use of
patient demand matching protocols. Such pro-
tocols allow physicians to provide implants
based on patient needs; for example, an athlete
would need a high-demand implant. The 33%
use of such protocols is a 3% decline over last
year but significantly higher than the 21% of
cases that used the protocol in 1998.

• Cement costs ranged from $38 to $1,000, with
a median of $73. 

• Disposable paces were used in every case,
with costs ranging from $67.60 for a basic pack to
$408.34 for custom systems that might include
drapes, cleanup supplies, and other items.

• The use of drapes has nearly doubled from a
median of four in 1999 to seven last year. 

• Facilities are using autotransfusion equip-
ment less frequently and reinfusion drainage
devices more often.

• Labor costs ranged from $195 to $655 per case.
• Four of the 12 participating hospitals used

clinical pathways. 
• Turnover time, defined as time from setup to

cleanup was a median of 66 minutes. The range
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was from 41 minutes to just over two hours. That
is slightly higher than the last five years, when
turnover time was a constant 45 minutes.

For total hip replacements, 19 facilities submit-
ted 75 cases, bringing OR Benchmarks’ total
number of cases over the last five years to 697.

The findings in that study showed that the
prostheses represented 81% of the total costs.
Cemented implants most often are used in older
patients where there might be fears of low bone
density. Younger patients are more likely to get
the more expensive noncemented models, in
part, because they are more likely to need a new
replacement later in life, and the noncemented
versions are easier to remove.

Other findings include:
• Supply costs ranged from $2,723 to $6,901,

with a median of $4,272. That was nearly $100
higher than in the 1999 study, and a $462 increase
over 1996, the first year the study was done.

• Implant costs ranged from $1,571 to $6,923.
The median was $3,159, or about $400 less than
the 1999 median. 

• Only a quarter of the cases for hip-replace-
ment surgery included use of a demand matching
protocol. That’s down from more than a third in
1999. 

• All cases used disposable packs, with costs
ranging from $35 for a basic pack to $552 for a
custom pack that included a cement kit.

• Draping practices are varied, with a median
of 20 and a range of eight to 45 drapes. Last year’s
median was 13. 

• Labor costs ranged from $177 to $548. 
• Five of the 19 facilities used clinical pathways.
• Turnover time ranged from 34 minutes to 139

minutes. The median was 57 minutes, up from 45
minutes in previous years.

Robert Good, MD, chief of the division of
orthopedic surgery at Bryn Mawr Hospital says
his facility consistently fell at the low end in all 
of the key categories. But while the good perfor-
mance at Bryn Mawr is a pat on the back, Good
says he and his team need to look carefully at the
data “to see what we can do better.”

Good was particularly pleased with his facil-
ity’s turnover time and the low costs for implants
that he had negotiated with vendors. “We have a
real team effort here with administration, sur-
geons, and social workers,” he says. “But I think
we can do better in our turnover time. And there
is a big problem with pain control, particularly in
the total knee replacement.”

Another area he says could be improved is

setting up better in-home and outpatient reha-
bilitation programs.

The whole report will be disseminated to key
hospital administrators, orthopedists, and OR
nurses. 

“You never really know how you are doing
until you look at the data,” he explains. “We used
to do an operation for recurrent shoulder disloca-
tion and thought patients did really well. But
after five years, we decided to review the cases
and found out that wasn’t true. You have to look
at the data and reevaluate it. Just thinking you
have an acceptable infection rate isn’t enough.
You have to see how you compare to others.”

[For more information, contact:
• OR Benchmarks, P.O. Box 5303, Santa Fe, NM

87502-5303. Telephone: (877) 877-4031.
• Robert Good, MD, Chief of Division of

Orthopedic Surgery, Bryn Mawr Hospital, 130 S.
Bryn Mawr Ave., Bryn Mawr, PA 19010. Telephone:
(610) 527-2727.]  ■

JCAHO accredits first
office-based surgery

The Monterey Bay Medical Surgery Center and
practice of Robert Mraule, DDS, MD, and

David Perrott, DDS, MD, in Salinas, CA, is the
first office-based surgery practice to be accredited
by the Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) under a new
quality evaluation program. 

The practice was awarded accreditation fol-
lowing a thorough on-site evaluation against 146
specific standards that address key patient safety
and quality performance expectations.

JCAHO’s new office-based surgery standards
emphasize attention to those issues that directly
affect patients and their care, and cover essential
areas such as medication and anesthesia, safety,
practitioner credentials, staff competency, and
customer service. “We are proud to be the first
medical or dental facility to achieve office-based
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accreditation by JCAHO,” says Mraule, whose
practice includes surgical services for oral, max-
illofacial, and cosmetic conditions. “It has vali-
dated our continual effort to provide high-quality
care in a safe environment.” 

More than 8.3 million surgeries were per-
formed last year in an estimated 41,000 office-
based surgery sites across the United States. That
number is expected to continue to grow and by
2002 even surpass the number of procedures per-
formed in hospitals.

“Changes in our health care system in the areas
of reimbursement and technology mean that
more and more patients are undergoing compli-
cated procedures in office-based surgery set-
tings,” says Linda Kelley Peterson, JCAHO’s
executive director of the Ambulatory Care
Accreditation Program. “JCAHO accreditation

will standardize national expectations for patient
safety and quality and give patients valuable
information that they can use to make decisions
as to where to seek care,” Peterson says.

Practices eligible for accreditation include oral
and maxillofacial surgeons’ offices, endoscopy
suites, plastic surgery practices, podiatric prac-
tices, and laser surgery centers. Office-based
surgery centers interested in information about
becoming accredited should call Peterson at (630)
792-5198.  ▼
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Teleconference I: Infection Control
Tuesday, May 22, 2001 at 2:30 p.m. EST

Presented by JCAHO Experts:
Ona G. Baker Montgomery, RN, BSN, MSHA, CIC and

Patrice Spath, RHIT 
Teleconference II: The Emergency Department

Tuesday, June 26, 2001 at 2:30 p.m. EST
Presented by JCAHO Experts:

Kathryn Wharton Ross, RN, MS, CNAA, BC and
Patrice Spath, RHIT

Teleconference III: Outpatient Surgery
Tuesday, July 24, 2001 at 2:30 p.m. EST

Presented by JCAHO Experts:
Ann Kobs, RN, MS and Patrice Spath, RHIT
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Minnesota develops
statewide protocols

Competition may be a thing of the past in the
Minnesota health care market. All the major

health plans, including Blue Cross and Blue
Shield of Minnesota, Medica, UCare Minnesota,
and PreferredOne, have agreed to sponsor the
Institute for Clinical Systems Improvement (ICSI)
—  a quality improvement consortium whose
members include Nicollet Health Services, Mayo
Clinic, and the HealthPartners Medical Group —
and use the protocols it develops.

“The latest Institute of Medicine report calls for
cooperation among clinicians, use of evidence-
based best practice care guidelines, improvements
in access and chronic illness, and monitoring of
care outcomes,” says Gordon Mosser, MD, ICSI
executive director. 

“These principles exist in everything that
ICSI does. We are on the cutting edge of quality
improvement, and with the addition of these
new health plan sponsors, we are going to be
able to affect the quality of care across the entire
state,” he adds. “We believe this kind of collab-
oration among health plans and providers
should encourage similar acceleration of care
improvement around the country.”

Blue Cross and Blue Shield of Minnesota,
HealthPartners, and Medica will equally provide
the majority of ICSI’s funding. Those organiza-
tions will name physicians to serve on the ICSI
board of directors. PreferredOne and UCare
Minnesota, which are associate sponsors, will
fund ICSI at a lower level. ICSI was previously
funded solely by HealthPartners.

ICSI guidelines will be reviewed every 12 to 18
months, depending on the guideline. Physicians
can access them on-line easily. In the past, access to
ICSI guidelines has proved beneficial to patients.
For instance, a cardiac care study of Medicare
patients with a diagnosis of heart attack showed
that only 21% were found to have received beta-
blockers within 90 days of discharge. The mortality
rate for patients with beta-blocker treatment was
43% below that of patients without beta-blocker
treatment. In Minnesota, care systems that partici-
pate in ICSI have achieved a 95% success rate in
prescribing beta-blockers for heart attack victims.
That treatment results in a 40% reduction in future
heart attacks and nearly a 25% reduction in deaths
within two years.

ICSI now plans to broaden its membership by
seeking out primary care and specialty medical
groups and hospitals throughout Minnesota. Any
medical group or hospital with a contract with
any of the sponsoring health plans is eligible to
apply to join ICSI, which means virtually all
physicians in the state could participate. 

ICSI also will seek out other health plans in
the state and adjacent areas to become associate
sponsors. Additionally, ICSI plans to measure
the effect of the collaboration on the population
served.  ▼

IHI cosponsors national
forum, Sydney conference

The Boston-based Institute for Healthcare
Improvement (IHI) is joining forces with the

British Medical Journal to sponsor a forum on
Quality Improvement in Health Care to be held
Sept. 19-21, 2001, in Sydney, Australia. 

Submissions for presentation are now being
considered, and further information is available 
at www.quality.bmjpg.com or by e-mail: quality@
bma.org.uk.

Those looking for a more local venue can
attend the IHI National Forum, to be held Dec. 
9-12 in Orlando, FL. Further information on this
event is available by visiting the IHI web site at
www.ihi.org or by calling the Institute at (617)
754-4800.  ■
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