
Keep staff committed to change 
by rewarding new ideas
Staff must understand the reasons behind quality initiatives

Changing a process that has been in place for many years is diffi-
cult enough. Engendering a culture where change is the norm
is an even more daunting challenge. 

How can health care professionals create an organizational culture
in which change is a given, and in which the change process retains a
palpable freshness even though it is repeated time and again? QI/TQM
asked leading quality professionals to share their thoughts on what
nourishes a culture of change and what inhibits change. 

Exercise the change muscle

Perhaps the single most significant factor cited was the need not
only to value change, but to value the people who support the change
culture — to recognize and reward staff who bring forward new
ideas. Communication is critical, as it is in any organizational initia-
tive. An important subset of communication, experts say, is clearly
explaining the reason for the change and ensuring staff understand
how the change will benefit them personally. 

“Change is almost like a little muscle; when you exercise it, it
grows bigger and stronger,” says Duke Rohe, FHIMSS, performance
improvement specialist at M.D. Anderson Cancer Center in Houston.

TOOLS FOR
CREATING

CHANGE

Celebrating 10 years of serving the health care quality/process improvement professional

AUGUST 2001
VOL. 11, NO. 8
(pages 85-96)

■■ Successful continuous 
quality improvement: Keep staff
committed to change by rewarding
new ideas. . . . . . . . . . . . . . . cover

■ The process of change: Be on
the lookout for roadblocks . . . . 88

■ Baldrige criteria: Kansas City
health system follows Malcolm
Baldrige program with encouraging
results . . . . . . . . . . . . . . . . . . . 89

■■ Beta-blockers: Study yields 
new system to measure QI 
success . . . . . . . . . . . . . . . . . . 90

■■ Benchmarking: Peer competition
among docs improves care . . . 92

■■ Hypertension: Care of
hypertensive women short 
on quality . . . . . . . . . . . . . . . . . 93

■■ Screening: Computerized
method helps home in on heart
murmurs . . . . . . . . . . . . . . . . . 95

IN THIS ISSUE

NOW AVAILABLE ON-LINE! Go to www.ahcpub.com/online.html.
Call (800) 688-2421 for details.

• Ignoring a single idea may end up costing you 50 more down the road. 
• Baldrige National Quality Program criteria help raise awareness and

encourage ongoing change process. 
• Quality managers must lead by example to ensure continued success.

Key Points



“It ought to be the norm of how you do business.
The expectation should be that each staff mem-
ber is to be part of the change; if you are not
coming up with an idea for improvement, you
are not participating.”

“I would say reward and recognition, both pro-
fessional and monetary, are probably the most
important factors,” adds Linda Kosnik, RN,
MSN, CSCEN, chief nursing officer at Overlook
Hospital in Summit, NJ.

“It’s communication,” says Kay Steger, MSN,
process leader for education/quality integration
at Heartland Health in St. Joseph, MO. “And the
keys to effective communication are telling them
what you’re going to tell them, telling them, then
telling them what you told them. Once you’ve
done that, go back and reinforce it on an ongoing
basis.” 

It’s not just about money 

Reward and recognition do not have to involve
money, notes Rohe. “But you do have to celebrate
their participation.” At one facility, he recalls, a
manager would hand out a crisp dollar bill for
any idea, big or small. “But the dollar was not a
payment for the idea; it was an acknowledgement
of the idea,” he explains. “People are not satisfied
with money; they’ll come back for more. But they
are very grateful that you are listening to them.
People want to get waste out of the way, but it
has to be a downhill slide for them to get their
ideas listened to. Or, as a manager, you must help
them think through their idea. Welcome them;
harvest them — make yourself a little walking
suggestion box. You can bring out the greatness
that’s inside of them.”

Kosnik says she learned a lot about the value 
of recognition while involved in a research study
with the Boston-based Institute for Healthcare
Improvement related to the human resource com-
ponent of the Malcolm Baldrige National Quality
Award, which is awarded by the Baldrige National
Quality Program in Gaithersburg, MD. (For a

closer look at how the Baldrige process can be
instrumental in creating continuous change, see
article, p. 89.)

“At several of the award-winning organiza-
tions, staff had the opportunity to present their
work on best practices to high-level administra-
tion,” she observes. “This earns the staff member
recognition from the board that he or she is a
driver of a significant accomplishment.”

Rewards can take many forms, Kosnik contin-
ues. “For example, 3M sends several people to
England each year. We send ours to conferences
— not only to attend but also to present. There are
lots of ways to get them in [as presenters]; confer-
ences are always looking for panelists. Our staff
love that.” 

Horizontal communication

Steger says that one of the keys to effective
communication is that it must be spread horizon-
tally across the system or facility. 

“Every member of the staff must understand
what the change means for him or her,” she
explains. “We are an integrated delivery system,
with a hospital, an HMO, and a medical group
practice. If change starts in one area, the natural
tendency is for the others to think it’s not for
them. So they must understand our integrated
approach. It has to be driven from the CEO level
through management and linked through indi-
vidual staff.”

This year, Heartland Health introduced an ini-
tiative designed to reinforce this message. “Every
one of the 2,600 individuals in our organization
has a simple developmental plan, related in some
way to our larger developmental plan,” Steger
explains. “At the time of their annual appraisal,
they decide what their developmental pieces
are.”

This year, Heartland also developed a behav-
ioral standards document around customer focus.
“We conduct an evaluation of everyone from the
CEO to the staff and come up with a mutually
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agreed upon development plan along those stan-
dards: what they want to do better this year,”
says Steger. “Everything flows back to the devel-
opmental plan.” 

Kosnik agrees that communication is essential
to keeping the change process fresh. “You can call
it communication or diffusion of an imperative.
The key is diffusion to the last third of your pop-
ulation — the ones who don’t want change, who
ignore your mail. If you have all the other players
in line, this one-third will be your watchers — or
your barriers — so you must communicate with
them. Everyone must feel he is being communi-
cated with, [whether he is] staff, patient, or a
member of the community.”

She adds that it’s important to constantly edu-
cate, re-educate, and provide fresh fodder for the
next idea. “Allow [staff] to see best practices; try
to stimulate their minds.”

“Otherwise, when you get the same people in
the same organization for their whole career, how
can you expect them to have new ideas or to be
excited? They need to see other people generating
enthusiasm; then, maybe they’ll become the ones
to come up with ideas,” Kosnik says.

Steger concurs. “There are 100 leaders in our
organization and 2,500 other individuals. If it’s
only us singing the song, the change process
won’t go any further,” she says. 

Lead by example 

As powerful as these strategies are, none of
them will be successful if you don’t lead by
example, the experts say. “If you’re going to ask
others to change, you need to be willing to
change yourself,” says Steger. 

“Leading a group always involves self-explo-
ration; in fact, that’s the difference between man-
aging and leading,” she says.

“How do you make your staff innovation-hun-
gry? First, start with yourself,” says Rohe. “The
way to do it is to be an innovation freak yourself;
hop out of the mindset that change should be 
delegated to your staff, and let them know that
change is so important to you that you’ll fight for
their ideas.”

This approach “started a flood of change” at 
St. Luke’s Hospital in Houston, Rohe recalls. 

“People came to know me as the ‘change
bug,’” he says. “It was such an innovative envi-
ronment that people would run up to me with
their ideas. Part of the quality manager’s role is
to come out and be supportive, and draw out

the great ideas the staff have.” 
An effective leader also must understand the

difference between coaching and disciplining,
says Steger. 

“The first thing you have to do is train a group
of leaders who, in turn, will be able to coach oth-
ers and who understand the difference between
coaching and discipline,” she says. 

“When you are in a coaching environment,
everything must relate back to the developmental
plan. You give feedback around the plan, but that
feedback is never attached to disciplinary reper-
cussions. The attitude you must have it that it’s
OK to make mistakes. You can’t expect everyone
to get it right the first time — or even the second
time,” Steger explains. “Look for movement
toward the ideal state, and reinforce all the posi-
tives. If there is negative feedback to be given,
ask the staff members to tell you how they might
do something differently in the future. Let them
drive the change process while you facilitate and
point out where the holes are.”

This way, Steger says, staff become invigorated
about doing the right thing. “That’s the leader-
ship component. The only time you can lead is if
someone is willing to follow you.”

Another key to effective change leadership 
is to recognize the informal leaders who exist
throughout any organization, people who can
stimulate others to change. 

“We try to recognize them and help them
become part of our critical mass,” Steger says.
“We try to find people who are, or who could be,
champions around the process. Once you find
them, you need to make sure they have skills
around facilitating process, that they are inclusive
of others, and that they have some kind of
charisma. 

“We believe these people are the keys to suc-
cess. If you don’t engage them, they will go under-
ground and end up sabotaging your efforts.” (For
more on roadblocks to change, see article, p. 88.) 

Staff should expect change

Finally, says Kosnik, your staff should come to
expect change as an ongoing reality. 

“I don’t agree that a ‘fix-of-the-month’ mental-
ity is necessarily bad,” she asserts. “You need to
have your employees expect change. I believe in
rapid-cycle change; you constantly re-evaluate
until you achieve the change you want. Make
sure your goal and your ultimate change are the
same.
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“You want your staff to be saying, ‘OK, are we
adding something today?’ If someone went to a
conference, everyone should be curious about what
he has learned that we can implement. Employees
should expect that change will become part of their
lives and make it better. No change should make it
more difficult for staff to function or hamper their
work flow; it should make it easier and improve
work flow.”

For Rohe, the more change the better. “People
need to be kick-started,” he says. “Through dig-
out, a manager can help the staff person to think
further. The Japanese used to look for 24 ideas
per employee per year; now, they look for even
more. The key is to continually look for new
ideas — small or large. If you do enough small
changes, they will lead to large ones.”

Finally, if management merely delegates
change to the staff, the initiative will be self-
defeating, he says. “Unless you can show how to
operationalize the change, all you have is a fla-
vor-of-the-month. Unless you can drive it, don’t
push it down on people.”  ■

Learn to watch out for 
roadblocks to change

Change is difficult under the best of circum-
stances. Too often, however, institutions put

up roadblocks that are not only unnecessary but
downright counterproductive. 

“The thing that will kill change the fastest is
neglect,” says Duke Rohe, FHIMSS, performance
improvement specialist at M.D. Anderson Cancer
Center in Houston. 

“You have to have a system to receive and ana-
lyze suggestions. Even time passing [without any
response] is a statement that an idea is not impor-
tant. Employees are tied to their ideas; it’s like a
piece of them. Neglecting their idea is neglecting
them. When you do not act on a first or second
idea, you may have blocked the next 50 ideas,” he
advises.

If your governance system is not idea-friendly,
change won’t work, he adds. “You can mention 
a suggestion at a nurses’ idea council, and they
can debate and discuss it, but would the change
occur if they agreed on it? If there’s not a way to
have that happen, even in the best of systems,
your change would just be situational.”

Not finding joy in the work you do, and a lack
of a robust reward and recognition program can
be major obstacles to ongoing change, says Linda
Kosnik, RN, MSN, CSCEN, chief nursing officer
at Overlook Hospital in Summit, NJ. 

“Managers are often reluctant to do this, so in
essence you have to mandate it,” she says. “We’ve
had a whole education program called ‘People’ to
show them how to reward employees.” 

Sometimes, employee attitudes can be an
obstacle to change. 

“We’re located in Northwestern Missouri, and
we’re the only tertiary care facility within 150
miles,” notes Kay Steger, MSN, process leader
for education/quality integration at Heartland
Health in St. Joseph, MO. “We have a problem
convincing our staff that we have competitors
and that it’s important to upgrade our technol-
ogy and to strive to be the ‘best and the safest’
hospital in the country. They believe this hospital
will always be open, even if we don’t change
anything for 50 years.”

Steger and her staff seek to counteract this
complacency by noting the reality of the Internet,
and that people will travel great distances to
well-known facilities such as the Mayo Clinic. 

“People will go anywhere to try to get the best
and the safest treatment,” she notes. 

“What we try to do is reinforce that fact using
benchmarking and statistical processes. We always
try to help them understand that you don’t have to
be in a large city to be on the cutting edge of health
care,” Steger says. “We choose to be on it, and we’ve
tried very hard over the last three or four years to
be sure our leadership staff have the same focus as
we do through behavioral interviewing.”  ■
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For more on change, contact:
❒ Duke Rohe, FHIMSS, Performance

Improvement Specialist, M.D. Anderson
Cancer Center, Houston. Telephone: (713)
745-4433.

❒ Linda Kosnik, RN, MSN CSCEN, Chief
Nursing Officer, Overlook Hospital, 99
Beauvoir Ave., Summit, NJ 07902. Telephone:
(908) 522-2095.

❒ Kay Steger, MSN, Process Leader for
Education/Quality Integration, Heartland
Health, 5325 Faraon, St. Joseph, MO 64506.
Telephone: (816) 271-6029.



Baldrige criteria spur
ongoing change

For Saint Luke’s-Shawnee Mission Health
System in Kansas City, MO, the Malcolm

Baldrige self-assessment tool has led to nearly
seven years of continuous change and improve-
ment. (The tool is available from the Baldrige
National Quality Program in Gaithersburg, MD.) 

“One of the big turning points was in 1995,
when the CEO came to my medical director and
me with the Missouri quality award criteria,”
recalls Sherry Toigo, RN, CPHQ, vice president
of quality for Saint Luke’s Hospital, part of the
Saint Luke’s — Shawnee Mission system. 

“He wanted to know what we thought, and
to us it seemed like an excellent idea.” (For a
copy of the Baldrige criteria, go to www.quality.nist.
gov/.)

The timing, however, could have been better;
Saint Luke’s staff were unfamiliar with the crite-
ria, and they had just come off a large patient-
focused work redesign initiative. 

Investing sweat equity

“A lot of sweat equity had gone into the pro-
cess, and we had a three-year Joint Commission
[on Accreditation of Healthcare Organizations]
survey coming up, so there was not a lot of
enthusiasm; people were spent,” Toigo says. 

How was this reticence overcome and staff
successfully enlisted in yet another change pro-
cess? “Your leader has to champion it,” she says. 

“Had he not done that, we would not be on the
path we are on today. We moved from looking at
ourselves from the Joint Commission standards
to really assessing ourselves by a set of objective
criteria. We were fortunate enough to go far
enough to get a whole group of quality experts in
here; you can’t buy that kind of advice.” Toigo
says she has never participated in any initiative
quite as broad-ranging or in such a short amount
of time.

“The applications were 75 pages long, and we
had 2½ weeks to complete them,” she says. 

The second key to success is that Toigo’s team
was given very specific expectations by the CEO,
and it was assigned accountability. “This was
really critical,” she observes. 

“We were quickly organized, we had our 
category leaders, and everything else was

dropped and we ran with it. People knew who
was doing what. Our CEO constantly and pub-
licly promoted the process; he kept the vision in
front of us at all times — in department head
meetings, in medical staff meetings.” 

Saint Luke’s won the regional award (health
care institutions have yet to register their first
Baldrige national award winner), but that was
only the beginning of change at Heartland
Health. 

“Now, with our latest initiative, the whole
Saint Luke’s-Shawnee Mission Health System is
being committed to the Baldrige management
philosophy,” Toigo reports. “Once we won the
Missouri quality award, it has been deployed
across the entire system. We now have our own
internal assessment system, ‘Commitment to
Excellence.’ From that point, we decided we
would reapply in 1999 to do a reality check and
see where we fell.”

Taking the next step

Saint Luke’s wrote an application, won again,
and then moved on to Phase II. “From that pro-
cess, we got a feedback report from the Baldrige
people, as well as internal feedback; basically, it
presented us with the opportunity for improve-
ment with our metrics architecture. While we had
a wide variety in place, we did not always see a
clear alignment to our overall strategy. We’ve
now decided we will be the first facility to com-
pletely revise our entire metrics architecture.”

Again, says Toigo, there are very clear expecta-
tions, an explained rationale, and a built-in
accountability piece. 

“I haven’t heard any [staff] complaints,” she
notes. “It has to do with trust. They trust this
leader, and we all have been very successful.
People are really embracing the core Baldrige
value of managing by fact.”  ■
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Need More Information?
For more information, contact:
❒ Sherry Toigo, RN, CPHQ, Vice President of

Quality, Saint Luke’s-Shawnee Mission Health
System, 10920 Elm Ave., Kansas City, MO
63134. Telephone: (816) 460-4080.

❒ Baldrige National Quality Program, 100
Bureau Dr. Stop 1020, Gaithersburg, MD
20899-1020. Telephone: (301) 975-2036.



Study yields system 
for citing QI successes 
Key characteristics common to ‘high performers’

While many studies have been designed to
evaluate outcomes and identify appropri-

ate standards of care, far fewer have as their
prime mover the establishment of a system to
measure those standards. 

But such was clearly the case in a recent study
conducted by researchers at the Yale University
School of Medicine in New Haven, CT.

“We knew we would follow up this study with
some quantitative, randomly sampled hospital-
based study,” notes Elizabeth H. Bradley, PhD,
MBA, assistant professor in the department of
epidemiology and public health. “We also knew
that, in the long run, we wanted measures of
which pieces of quality make a difference to out-
comes and which don’t.”

Quality has many components, but it is not often
measured carefully, Bradley notes. “Usually, what
is measured is whether quality is ‘on’ or ‘off.’ On a
larger scale, we wanted a really good classification
system to measure what we thought were the key
characteristics of QI efforts. What has previously
been done has been to look at things with a very
blunt instrument — how many people were
trained, whether docs were involved, and so
forth.”

Ostensibly, the study examined the use of beta-
blockers after myocardial infarction.1 Interviews
were conducted with physicians, nurses, quality
managers, and administrative staff at hospitals in
eight different states. In addition to being asked
about the usage of beta-blockers, they also were
asked questions about data monitoring and feed-
back, physician leadership, and sustaining
change. They were encouraged to expand their
answers with specific anecdotes. 

“The best way to come up with a classification
system is through qualitatively open-ended inter-
views with hospital staff,” explains Bradley.
“And the goal of this study was to develop a clas-
sification system.” 

What emerged, then, was not only a picture
of how often these hospitals used beta-blockers
following myocardial infarction, but what char-
acteristics were identified that were common to
the “high performers.” 

“In order to be a high performer, a hospital had

to have had 65% of discharged AMI [acute myocar-
dial infarction] patients prescribed beta-blockers,”
Bradley explained. “We never expect it to be 100%;
some patients have contraindications.”

Six key characteristics emerged that were
common to broad-based efforts at quality
improvement: 

• goals of the efforts;
• administrative support;
• support among clinicians;
• design and implementation of improvement

initiatives;
• use of data;
• modification of variables.
Of the six, however, four were not found in

hospitals with less or no improvement: Shared
goals for improvement; substantial administra-
tive support; strong physician leadership advo-
cating beta-blocker use; and use of credible data
feedback. These four factors were further ana-
lyzed to develop what Bradley and her col-
leagues describe as the “taxonomy” of factors.
(See chart, pp. 91-92.)

Why the discrepancy between the original six
factors and the final four? “We first tried to come
up with six factors,” notes Bradley. “Once we had
them, we wanted to see which of these factors
were actually common in high-performing hospi-
tals.” She notes that it is possible that in a larger-
scale study the relative importance of these six
factors may vary.

Bradley says this classification system can be
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• Development of new system was the prime
mover in initiating the beta-blocker study.

• Different medical conditions may yield different
rankings of six quality characteristics.

• Open-ended interviews with hospital staff yield
common traits of quality winners.

Key Points

Need More Information?
For more information on this system, contact:
❒ Elizabeth H. Bradley, PhD, MBA, Assistant

Professor, Department of Epidemiology and
Public Health, Yale School of Medicine, 60
College St., New Haven, CT 06520-8034.
Telephone: (203) 785-2937.

(Continued on page 92)
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Classification System Taxonomy
The taxonomy developed by Yale University researchers in their beta-blocker study reveals six characteristics
common to quality improvement efforts. The following system, according to Elizabeth H. Bradley, PhD, MBA,
assistant professor in the department of epidemiology and public health, may be employed as a quality checklist
for any number of medical conditions:

Factors Dimensions Concepts

Goals Content Improve patient care; maintain 
financial position; enhance reputation

Specificity Explicit performance targets set vs. 
more vague goals of improving generally

Challenge Zero defects vs. more lenient goals

Sharedness Widespread sharing of and agreement with 
goals vs. conflicting/unsupported goals

Administrative support Philosophy Supportive of quality improvement
vs. indifferent, vs. negative

Resources Human/technical resource availability; 
training in quality improvement techniques

Clinical support Physicians Presence of leaders; level of engagement; 
ability to lead change; supportive vs. detract-
ing from performance improvement efforts

Nursing staff Presence of nurturing leaders; facilitators; 
support for performance improvement efforts

Ancillary staff Involvement of necessary ancillary and 
support staff

Performance improvement Initiative type Enhancing adherence to existing system;
Initiatives redesigning existing system

Implementation style Methods used to increase adherence to 
standards; consequences of compliance 
or noncompliance; focus on improvement 
vs. faultfinding; participation vs. autocracy; 
degree of teamwork

Use of data Validity Awareness and credibility of research 
evidence; source and perceived quality 
of the data on current practice

Timeliness Frequency of reports providing data on 
current practice

Benchmarking Use of data from comparable sites, groups, 
or physician peers to aid in interpretation of 
hospital or physician performance data(Continued on next page)



used to provide concrete guidance to help plan
effective interventions in other areas of medicine.
“With any medical condition you are looking at,
you would take the taxonomy almost like a check
list: Is there really administrative support? Have
we set goals? Do we have strong physician leader-
ship? Do we have a data feedback system that peo-
ple consider valid? It’s general enough to do that.”

The strongest take-home message for quality
managers from this study, says Bradley, may be
the recognition of the limits of the actual technol-
ogy of improvement. “Flowcharts, Delphi meth-
ods, all of those things that Berwick and Demming
taught us, are incredibly important, but what may
ultimately separate us are those softer’ cultural
things; we need that as a foundation.”

Reference

1. Bradley EH, Holmboe ES, Mattera JA, et al. A qualita-
tive study of increasing ß-blocker use after myocardial
infarction: Why do some hospitals succeed? JAMA 2001;
285:2,604-2,611.  ■

Performance goals help
improve patient care
Docs take aim at ‘achievable benchmarks’

There’s nothing like a little competition to
inspire performance improvement, especially

when that competition consists of top performers
in your profession.

That’s precisely the incentive used by a team 
of researchers at the University of Alabama at

Birmingham. They provided a group of physicians
caring for diabetes patients with achievable bench-
marks in five specific areas of treatment, as well as
periodic reports based on chart reviews of their
care. What the researchers found was that those
physicians significantly outperformed a similar
group of doctors who received only the chart
reviews and standard performance feedback.

“There’s a tremendous discrepancy between
what we know works from scientific studies and
what is actually done in clinical practice,” explains
Catarina I. Kiefe, MD, PhD, professor of medicine
and director of the center for outcomes and effec-
tiveness research and education at the University
of Alabama at Birmingham department of medi-
cine. “We wanted to improve care by bringing it
more in line with what works.”

The benchmark methodology was computed
from provider performance, based on medical
charts, notes Kiefe. “There were 100 community
physicians who gave us access to their charts,”
she says. “They were part of a larger project
being coordinated by [the Centers for Medicare
and Medicaid Services] in three states; we only
used the ones in Alabama.”

The quality indicators chosen were:
• triglyceride — percentage of patients who

received at least one serum triglyceride test (either
fasting or not fasting) during the study period;

• cholesterol — percentage who received at
least one serum cholesterol test during the study
period;

• flu vaccine — percentage who received at
least one flu immunization during the study
period;

• foot exam — percentage who received at
least one foot exam during the study period;
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Factors Dimensions Concepts

Contextual factors Hospital size Capacity; staffed beds

System affiliation Part of health system vs. independent

Ownership type Nonprofit; for-profit; government-owned

Financial constraints Degree of competition for cardiac care; 
financial strength of organization

Organizational Turnover of senior administrative/clinical
turbulence staff; mergers/acquisitions; unionization

Source: Bradley EH, Holmboe ES, Mattera JA, et al. A qualitative study of increasing ß-blocker use after myocardial infarction: Why do some
hospitals succeed? JAMA 2001; 285:2,604-2,611.



• long-term glucose control — percentage of
patients who received at least one measure of
long-term glucose control (hemoglobin A1c, fruc-
tosamine, glycosylated hemoglobin, etc.) during
the study period.

A total of 70 community physicians and 2,978
fee-for-service Medicare patients with diabetes
mellitus, all part of the Ambulatory Care Quality
Improvement Project (ACQIP) in Alabama, partici-
pated in the study. The pre-intervention period was
1994 to 1995, and post-intervention was 1997 to
1998. All ACQIP physicians participated in a QI
program in which they were informed of their indi-
vidual performance on the indicators as well as the
mean performance of their peers, the other partici-
pating Alabama physicians. They received the
information in mailings every three to six weeks
during 1996. In addition, they were randomized
into two groups, one of which participated in the
achievable benchmark experiment, which added
the achievable benchmarks to each of the ACQIP
standards. An achievable benchmark for each indi-
cator in the final report was mailed to those physi-
cians, but not to a group of comparison physicians. 

The achievable benchmarks for the indicators
were:

• influenza vaccine, 82%;
• foot examination, 86%;
• long-term glucose control measurement, 97%;
• cholesterol measurement, 99%;
• triglycerides measurement, 98%.
Both physician groups had a mean pre-inter-

vention flu vaccination rate of 40%; those receiv-
ing achievable benchmarks improved to 58%,
while the other group improved to 46%. Both
groups improved on foot exams, 46% to 61% vs.
32% to 45%, respectively, and long-term glucose
control measurement, 31% to 70% vs. 30% to 65%,
respectively. For cholesterol measurement, the
achievable benchmark group improved from 66%
to 72%, while the comparison group improved
from 66% to 69%. The changes for triglyceride

measurement were not significant.
Why did the group using the achievable

benchmarks outperform the other group of
physicians? “It’s always easier to improve your
performance when you have concrete goals to
shoot for, especially when you know they’re
achievable and you know your peers have gotten
there,” explains Kiefe. “We hope this was not
negative motivation; everything in the study was
expressed in positive terms.”

Preliminary evidence indicates that this strategy
works for other medical conditions as well, says
Kiefe, although it is to early in the process for any
concrete results to be shared. “I would certainly
suggest, however, that the benchmarking tool is
something you can use when you have provider
performance on certain indicators and a peer
group of providers,” she says. “Whenever you are
in a situation of audit and feedback, it is useful to
add benchmarks. What we propose is that you not
only compare individual performance and average
performance, but that an achievable level of excel-
lence be added to the mix.”  ■

Care of hypertensive
women short on quality

According to a recent study in the Archives of
Internal Medicine, the quality of care for

women with high blood pressure falls consider-
ably short of the standards set by a panel of med-
ical experts. The report also indicates a clear
relationship between better care processes and
better blood pressure control.1

The study evaluated care based on medical
records of 613 women enrolled in a West Coast
managed care plan. The findings include the
following:

• Blood pressure screening occurred at rates of
more than 80%.

• Of the 234 women who had been diagnosed
as hypertensive, or who had an average blood
pressure greater than 140/90 mm Hg, most did
not received an adequate initial history, physical
examination, or laboratory tests.

• Only 37% of those with persistently high
blood pressure (>160/90) were advised to make
changes in their therapy or in their lifestyles.

“This article is condition-specific,” notes
Steven M. Asch, MD, MPH, the article’s lead
author, who is affiliated both with RAND and
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with the Veterans Affairs Greater Los Angeles
Health System in Los Angeles. “It uses 13 indica-
tors of quality of care to look at the care for
hypertension in one health plan. It is a bit more
in-depth than the leading indicators approach . . .
proposed by HEDIS. As such, we hope it allows
quality managers to more accurately see where
processes are lacking, and to fix them. Leading
indicators don’t tell you where to fix the process. 

The study also shows that if you follow these
quality indicators your patient is more likely to
have a better control-process-outcome link.” (For
a complete list of the 13 quality indicators, see
box, above.) The quality indicators are part of a

new quality measurement system being devel-
oped by RAND called QATools. “We first devel-
oped indicators for pediatric care, and then for
cancer care,” notes Asch.2,3 “But the system as a
whole is designed to be a general measure of
quality of care.”

The QATools methodology, he notes, differs
from previous quality measurement methodolo-
gies. “It intends to be global,” Asch explains. “It
takes a random patient rather than having to
sample patients for specific conditions to deter-
mine the quality of care. Instead, we have a suffi-
cient number of evaluable quality indicators so
that random patients can be evaluated.”
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1. Systolic blood pressure (SBP) and diastolic blood
pressure (DBP) should be measured in adult
women otherwise presenting for care at least
once each year.

2. Patients with new diagnosis of stage 1-3+ hyper-
tension should have at least 3 measurements on
different days with a mean SBP of >140 mm Hg
and/or a mean DBP of 99 mm Hg.

3. Initial history and physical examination of patients
with hypertension should document assessment
of at least 2 items from each of these groups:
• History: Family or personal history of prema-

ture coronary artery disease, cardiovascular 
disease, diabetes, or hyperlipidemia.

• Medication or substance use: Personal history 
of tobacco abuse, alcohol abuse, or taking 
medications that may cause hypertension.

• Physical examination: Examination of the fundi,
heart sounds, abdomen for bruits, peripheral 
arterial pulses, and neurologic system.

4. Stage 1+ hypertensive women taking drugs that
may cause hypertension should have the drug
discontinued (at least temporarily) before phar-
macotherapy is initiated:
• Oral contraception
• Nasal decongestants
• Appetite suppressants
• Monoamine oxidase inhibitors
• Tricyclic antidepressants

5. Initial laboratory tests should include:
• Urinalysis
• Glucose
• Potassium
• Creatinine
• Cholesterol
• Trigylceride

6. Patients with average blood pressure of >140 mm
Hg systolic and/or >90 mm Hg diastolic, as deter-
mined on at least 3 separate visits, should have a

diagnosis of hypertension documented in their
record.

7. First-line treatment for hypertension is lifestyle
modification. The medical record should indicate
counseling for at least 1 of the following interven-
tions before pharmacotherapy:
• Weight reduction
• Increased physical activity
• Low-sodium diet
• Alcohol intake reduction

8. First-line treatment for stage 3+ hypertension is
lifestyle modification. The medical record should
indicate counseling for at least 1 of the following
interventions:
• Weight reduction
• Increased physical activity
• Low-sodium diet
• Alcohol intake reduction

9. Stage 1-2+ hypertensive patients whose blood pres-
sure remains stage 1-2+ after 6 months of lifestyle
modification should receive pharmacotherapy.

10. Stage 3+ hypertensive patients should receive
pharmacotherapy.

11. First-line pharmacotherapy for diabetic patients
should include an ACE inhibitor or a calcium
channel blocker.

12. Hypertensive patients should visit the provider at
least once a year.

13. Hypertensive patients with persistent elevations
of SBP of >160 mm Hg or DBP of >90 mm Hg
should have 1 of the following interventions
recorded in the medical record:
• Change in dose or regimen of hypertensive 

agents
• Repeated education regarding lifestyle 

modifications

Source: Asch SM, Kerr EA, Lapuerta P, et al. A new approach for
measuring quality of care for women with hypertension. Arch Intern
Med 2001; 161:1,329-1,335.

Indicators of Quality of Care for Hypertension in Women



As for why quality of care is falling short, Asch
notes there are many potential causes. “What I can
tell you is that from my experience as a clinician, it
is often the case that the sort of care processes in
this system are well-known to both the clinician
and the patient. There may be an adherence prob-
lem, or maybe the doctors are just forgetting to do
things. We did try to count even offers of indicated
care, and we tried to evaluate physicians’ actions,
but we were not wholly successful.” 

There is one thing of which Asch is sure: Blam-
ing individual doctors will not solve the problem.
“What the literature shows is that systems for
improving hypertensive care are what work,
rather than trying to blame the doctor. We need 
to develop systems to track whether patients
receive the appropriate care, and to remind the
patients and the physicians what needs to be
done. We hope to develop such systems.” 
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Computerized method
homes in on heart murmurs
Methodology more accurate than human exam

The adaptation of a computer-based technol-
ogy to the analysis of heart murmurs in chil-

dren may improve the chance of more accurate
diagnoses in the future, according to a study
conducted by Denver-based researchers. 

The study involved the use of an artificial neu-
ral network, or ANN, in conjunction with a
stethoscope. In 69 patients (37 with abnormal
heart murmurs and 32 with innocent murmurs),
they achieved 100% sensitivity (the ability to
identify an abnormal heart murmur) and 100%
specificity (the ability to identify an innocent
heart murmur).

An ANN is a computer program that can recog-
nize complex patterns, and previously has been
used successfully in the evaluation of electrocar-
diogram signals. 

“My thought was, if we trained a device with
the best possible information, we would get
advice at least as good as the best physician,” says
Curt G. DeGroff, MD, a pediatric cardiologist at
The Children’s Hospital and assistant professor in
the department of pediatrics at the University of
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Colorado Health Sciences Center in Denver. 
The researchers used heart-sound recordings

from the patients to train the network; the mathe-
matical signature for each child, as well as the
patterns for innocent and abnormal murmurs, are
different. Using a mathematical model, they con-
verted the recordings into the energy-per-unit of
frequency interval to take advantage of the com-
puter’s pattern-recognition capabilities. Then
they fed samples of the recordings back to the
ANN model and adjusted frequency range and
sensitivity to differentiate between the abnormal
and innocent murmurs.

It’s extremely important to correctly diagnose
heart murmurs in children, DeGroff notes. When
a patient visits a primary care physician and is
noted to have a heart murmur, one of two things
could go wrong: The physician could interpret a
murmur that signifies a problem as an innocent
heart murmur and not refer the patient to a spe-
cialist; or the physician may listen to an innocent
murmur, think it’s pathologic, and send the
patient to a specialist for further evaluation, he
adds. 

“It may take days to weeks to see a specialist,
and some amount of anxiety is put on the family
during that time period. Now, in addition to a
history and auscultation, the primary care physi-
cian may end up ordering a chest X-ray or an
EKG, but these are not very sensitive or specific.
We hope this new method might provide a better
sensitivity and specificity,” he says.

DeGroff is quick to emphasize that the human
factor remains essential. “The doctor doesn’t just
come in and listen to the heart,” he says. “There’s
the whole spectrum of physical exam we are not
claiming to replace. It will not, for example, replace
an echocardiogram. But it will assist the physician
in making the determination of whether the mur-
mur is innocent or pathological, and whether to
send the patient to a specialist.” 

DeGroff also points out that 69 patients is not a
large enough group to definitively evaluate the
ANN/stethoscope method. “I suspect we need
500 or more, and we’re working on that right
now. But theoretically, we can make this as good
as the best clinician in auscultation.” 

DeGroff sees possible applications for this
diagnostic approach in hospitals, physicians’
offices, and school nurses’ offices. “We could
make it accurate enough in that setting,” he
notes. “We also have future plans to extend this
to use in adults, but right now we’re focusing on
pediatric patients.” 

The bottom line, he says, is that the use of
ANN opens up the possibility for better screen-
ings in many areas. “This has been my first
opportunity to apply neural networks in cardiol-
ogy, but I think there are a lot more applications
in cardiology and even beyond that,” DeGroff
observes. “People are looking at analyzing
images as well as sounds; a group here at the
University of Colorado is looking at histologic
samples of prostate cells; you might be able to
train the ANN to recognize visual differences of
how cells look. Another group is looking at stool
samples. It may have applications for pathologic
samples, images, sounds, and even clinical deci-
sions, such as the complex nature of trying to 
predict when a patient is beginning to undergo
organ rejection. It holds a lot of promise.”  ■
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