
The Leapfrog Group shines bright
light on need to improve safety
But some quality managers find standards unrealistic

In just a few short years, Business Roundtable’s The Leapfrog
Group, a Washington, DC-based organization formed in the wake
of the Institute of Medicine (IOM) report on medical errors, has

brought the issue of patient safety to center stage in the health care
quality arena. Quality managers agree that The Leapfrog Group has
become a major force in health care, especially with its recent hospital
survey and its announcement that the results would be published on
its web site and that consumers would be encouraged to use those
facilities that met their standards.

“Yes, The Leapfrog Group has become very significant,” says Chris
Goeschel, RN, MPA, MPS, senior director of health care quality for the
Michigan Health & Hospital Association (MHA) in Lansing. “Major
purchaser coalitions, including The Leapfrog Group, have heightened
awareness of the concerns purchasers have for the quality and safety
of health care.” 

“I think the concept came out of the frustration that buyers had
with the rising costs of health care and the diminishing perception of
value — that more complications are occurring than should be occur-
ring. Of course, when the IOM reports came out, that really triggered 
a lot of activity,” adds Eugene Fibuch, MD, professor and chairman 
in the department of anesthesiology at the University of Missouri at
Kansas City School of Medicine, and associate director of medical
affairs at St. Luke’s Hospital. (St. Luke’s is one of the founding institu-
tions of VHA — Voluntary Hospitals of America — a 1,000-hospital
buying consortium.) 

“Conceptually, Leapfrog has the idea right; in order to change a
huge boat’s direction in the water — that is, to change what happens
in terms of health care quality — there has to be external pressure.
[The IOM report To Err Is Human] said that, too,” Fibuch notes.

While in nearly unanimous agreement philosophically, however,
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some quality managers say the Leapfrog stan-
dards may be too stringent, or even unrealistic,
which makes the publishing of its survey results
a bit unfair.

“Leapfrog is asking its members to change
how they do business to add pressure — to only
do business with those facilities that meet their
standards,” notes Patricia Drury, MBA, of Drury
& Associates, a consultant in health care manage-
ment and strategy based in Minneapolis. 

“They’ve made certain information requests,
and in the last year they have begun to display
that information publicly, which has led the
member companies to put quite a bit of pressure
on hospitals to report that information so it can
be posted on the web site. That probably does
raise some awareness, but some refinement of
their standards is needed.” 

Quality managers emphasize that it is not the
underlying philosophy of The Leapfrog Group
they object to, but the specific means to the ends
set forth in its three safety standards. 

“Leapfrog chose CPOEs [computerized physi-
cian order entry], intensivists, and high-volume
procedures,” Fibuch notes. “You can debate this
selection.” 

But even accepting those three standards,
Fibuch has some qualms. “CPOEs are a great
idea,” he says. “The problem is, the hardware and
software are not yet mature enough to do the job.
I was at an IHI [Institute for Healthcare Improve-
ment] seminar recently, and of those institutions
that have a system, only a small number of the
physicians use it because it slows them down on
rounds. It’s cumbersome; it’s time-consuming;
and it has lots of menus and screens. In other
words, it doesn’t fit smoothly into the work flow
of the average physician.”

There also is room for “creative” responses to
Leapfrog survey questions, Drury notes. “I talked
to folks from one hospital who swore they had 
a CPOE, but the doctors still wrote down their
notes, which were then computerized by the
nurses.”

“This adds another step in the system and actu-
ally creates another opportunity for error,” Fibuch
notes. “And it’s very expensive. To put a CPOE
system in a 500-bed hospital, you’re talking $25
million to $30 million. You have to hardwire your
nursing units and build in interfaces to the lab, the
pharmacy, and to your general data systems.”

Drury also takes issue with the intensivist stan-
dard. “As it currently stands, it’s simply a ques-
tion of do you or don’t you use intensivists? We
simply don’t have enough to go around, and it
will take a whole generation to train that many. I
suspect Leapfrog knows that, too, but they are
still raising awareness that this would be a good
thing to do.”

Fibuch also is troubled by the shortage of
intensivists. “The intensive care requirement can
be really problematic for hospitals to meet, even
large hospitals, because there are not enough of
them out there,” he observes. “Throughout the
1990s, reimbursement systems were so negative
that many left the field because of liability, lack of
reimbursement, and politics. Now, all of a sud-
den, it’s popular to be an intensivist. There will
not only be a huge lag time, but also there are not
enough highly qualified training programs, so
this has not been well thought out. Leapfrog just
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didn’t look at the dynamics in the training arena;
[the group says] we should meet the standard by
2004-2005, but in my opinion, the profession is
not mature enough to do it.”

“I’m very pleased the Joint Commission on
Accreditation of Healthcare Organizations
(JCAHO) got involved [with Leapfrog] in intensive
care standards,” Drury adds. “I believe they will
now become sophisticated about what you can
realistically look for in terms of increasing safety.”
(Leapfrog’s association with JCAHO and other
quality organizations will lead to further refine-
ment of its standards, says its executive director
Suzanne Delbanco. See related story, p. 41.)

Finally, Fibuch says, the volume standards
(awarding favorable recognition to facilities that
perform a certain number of designated proce-
dures) can be prejudicial. “For example, if you are
a smaller hospital in a town of 25,000 and you
had a cardiac program and did 100 bypasses a
year, you’d really be on the cusp in terms of
Leapfrog’s standards,” he notes. “That may not
be fair; you might not be able to participate
because of your location. Besides, you might be
sending the really sick patients to a university
hospital nearby.”

Drury ponders, “Are they in fact intending to
stop dealing with any high-end provider who
doesn’t do the requisite amount of procedures?”

Show us the money

Fibuch also has some reservations about the
financial incentives alluded to in Leapfrog’s pub-
lic statements. 

“We’ve not yet seen the incentives,” he says.
“For example, [General Motors] might say they
offer incentives for meeting the standards, yet
their contracting groups go out into the market-
place and buy the health care products with the
lowest cost. We have to go out into the market-
place as an institution and compete in that low-
cost arena. We’ve not seen any managed care
organization come to us and say, ‘Because you’re
the top provider in cardiac surgery in Kansas
City, we’ll give you a 25% incentive margin on
your premium.’ So, they’re saying one thing, but
they have not yet put the money on the table. Nor
have they outlined a strategy by which to do it
that is clear and unambiguous.”

The incentives are a two-edged sword, he con-
tinues. “What about regional health care providers
who can’t meet the volume standards? They’ll be
shut out of the marketplace because patients won’t
be sent to them, or they’ll be sent without incen-
tives. Without those incentives, how will they be
able to have the money to do these things The
Leapfrog Group would like to see done? It’s a real
problem.” 

More than one way . . . 

Initiatives like those of The Leapfrog Group 
are symptomatic of a larger movement toward
improved patient safety, Goeschel notes. It is her
hope, she says, that they will not only co-exist,
but that they will also serve to strengthen one
another.
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Hospital Referral Guidelines

The Michigan Health and Safety Coalition in
Southfield organized six expert clinical panels

made up of Michigan clinicians — primarily
physicians — to study eight areas of care. The
panel members, who were chosen based on their
clinical expertise and willingness to objectively
assess the proposed hospital referral guidelines,
were asked to review current scientific research
and expert opinions. The yearlong effort culmi-
nated in the development of the Hospital Referral
Guidelines. 

The Coalition is encouraging the use of the
guidelines to help improve the safety and quality
of heath care in Michigan. (See web site: www.
mihealthandsafety.org.)

The eight areas of care studied include:

1. abdominal aortic aneurysm repair;

2. carotid endarterectomy surgery (removal of
plaque from the carotid artery);

3. esophagectomy for cancer (removal of part of
the esophagus due to cancer);

4. care of infants with congenital anomalies in
neonatal intensive care units;

5. intensive care unit physician staffing;

6. care for low birth weight infants in neonatal
intensive care units;

7. open-heart surgery;

8. percutaneous coronary interventions (heart
procedures or treatments that are performed
through the skin, such as angioplasty).  n



For example, Michigan hospitals chose a differ-
ent approach, which they say goes even farther
than The Leapfrog Group. They established the
MHA, which is comprised of all acute-care hospi-
tals and health systems in Michigan. In addition
to hospital members, association members
include a blend of managed care organizations,
insurers, physicians and physician practice orga-
nizations, long-term care organizations, home
care organizations, and others along the contin-
uum of care.

Membership is available to organizations that
support association objectives. The MHA’s pri-
mary objective is to link patients, communities,
and providers together for better health. The for-
mal mission of the MHA, as approved by mem-
bers, is to act as the principal advocate on behalf of
hospitals, health systems, and other providers
committed to improving community health status.

“The Michigan Health & Safety Coalition
(MH&SC) exists as a voluntary effort of major
health care stakeholders who want to improve
health care quality and safety through collabora-
tion and prioritization of statewide efforts,”
Goeschel notes. 

“Michigan hospitals and health plans had
some experience with Leapfrog-like questions
through company health plans in the auto indus-
try,” she says. “Thus, when it became clear that
Leapfrog was growing in membership and influ-
ence, having our coalition take a look at the
Leapfrog standards and help facilitate a collabo-
rative statewide response effort that could be
meaningful to everyone seemed a natural fit with
our other projects.” 

Through the MH&SC, members opted to look at
the Leapfrog standards and assess them using their
own expert panels within Michigan. “The guide-
lines were completed in December, and we are get-
ting set to launch our own survey,” Goeschel says.
“Our referral guidelines look at the same clinical
areas of care, but they go beyond volume measures
and begin to ask questions about structure, process,
and outcome.” (See guidelines, p. 39.)

Another difference is that while Leapfrog was
focused on urban hospitals, the Michigan coali-
tion will survey all hospitals. “Even if certain
clinical procedures addressed in the MH&SC sur-
vey aren’t applicable to their facilities, Michigan
hospitals want to work collaboratively and collect
information that will be useful to them and to
their communities,” she explains. 

“At the end of our survey, we will ask hospital
providers to agree to participate in what we call

‘implementation work groups.’” In those work
groups, Goeschel says, members will examine the
guidelines, analyze any gaps between the survey
results and those guidelines, and then develop
strategies to close the gaps.

Is there a linkage between the emergence of
The Leapfrog Group and the Michigan coalition?
“The link between The Leapfrog Group and our
coalition is one of common interests,”  Goeschel
says. “It’s clear that providers want to be respon-
sive to employers and purchasers in this area.
Our hospitals wanted to be at the table, to take
the lead. And because of our experience, we
wanted to move beyond strictly looking at vol-
ume as an indicator of quality.”

Goeschel says she is hopeful that Michigan
institutions meeting their coalition standards also
will meet those of The Leapfrog Group. 

“Based on our coalition work, Leapfrog elected
to delay rolling out their survey in Michigan,
although we were one of the six original desig-
nated regions,” she notes. “We’re communicating
with The Leapfrog Group and others to see how
our survey information will be most useful. We
expect to learn a tremendous amount from this
process. The insights of ‘users’ of the information
are critical to future enhancements of the survey
instrument and to the work of the implementa-
tion work groups.”

All of these efforts point to a brighter future for
patient safety improvement, says Drury. “I think
that as the Leapfrog standards get refined, it
could be positive,” she offers. “It, at least, opens
the door to having quality and attention to
patient safety be a condition of participating in
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the market — a cost of doing business. For the
most part, the only cost has been the cost of doing
business, so potentially, this is a positive force for
creating a safer environment.” 

Goeschel agrees. “Quite honestly, there is a
recognition that the industry needs to be respon-
sive to the perceptions and the needs of pur-
chasers and employers,” she says. “The best way
to accomplish this is to collaborate on initiatives
that are of value to both.”  n

Collaborations will modify
Leapfrog standards

The Washington, DC-based Leapfrog Group’s
standards were never intended to be carved in

stone, insists Suzanne Delbanco, PhD, executive
director. In fact, with the establishment of formal
partnerships with several recognized health care
quality organizations, some modifications already
are in progress.

“We have four organizations to help us think
through refinements to existing leaps, as well as
consider new ones,” she says. These include the
Joint Commission on Accreditation of Healthcare
Organizations (JCAHO) in Oakbrook Terrace, IL;
the National Quality Forum in Washington, DC;
the Agency for Healthcare Research and Quality
in Rockville, MD; and the National Committee on
Quality Assurance  in Washington, DC.

The first major collaboration between The
Leapfrog Group and JCAHO, for example, will
involve the identification of a specific set of inten-
sive care unit (ICU)-related outcome and process
measures. 

The measures eventually may be used to sup-
plement, or even replace, the current Leapfrog
measures that recommend hospitals have board-
certified or board-eligible intensivists, according
to JCAHO.

“From day one, our ICU standards and evi-
dence-based hospital referral standards have
always expressed a preference for risk-adjusted
outcomes information that are publicly reported
where available,” Delbanco says. 

“For example, the state of California has a sys-
tem in which hospitals can participate to report
all patient care in their ICUs. This information
can be reported in such a way that it can be com-
pared to procedures at other hospitals,” she adds. 

“That kind of information is more important to
patients than whether or not there are intensivists
on staff,” Delbanco explains. “But because such
systems are so rare, we have to use structural
measures as transitional standards while drawing
up support for other initiatives.”

The bottom line, Delbanco says, is that “our
partners will aid us with refinement and develop-
ment around our leaps. Part of the reason for
doing this is that, with the expertise we all have,
there could be duplicative efforts. Working
together will make this much less likely.”  n

Demand management
helps reduce diverts
Best practices diffused across the system

Ademand management program created at
Overlook Hospital in Summit, NJ, has suc-

cessfully reduced diverts, thus leading to an 89%
staff retention rate. The program has been imple-
mented across the four-hospital Atlantic Health
System, of which Overlook is a member.

“While everyone else was going on divert, our
last full divert was February 4th, but before that,
we had gone 761 days without a divert,” reports
Linda Kosnik, RN, MSN CSCEN, chief nursing
officer. In addition, the average admission cycle
time was reduced from 129 minutes in April 2001
to 78 minutes in October 2001.

The need for such a program was spurred by
the extraordinarily long times for admission in 
the Overlook emergency department (ED), Kosnik
recalls. 

“We had recruitment and retention issues
because we were holding patients in the ED,”
she explains. “Our goal was to reduce divert
and bypass, which I believe is a result of inpa -
tient services meltdown. We determined to
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reduce waits and delays using a crew resource
management (CRM) approach.”

CRM, she explains, is a communication
methodology focusing on team-centered deci-
sion-making systems, which was developed by
the aviation industry. The concept originated in
1979, in response to a National Aeronautics and
Space Administration workshop that examined
the role that human error plays in air crashes. 

When CRM is applied to health care, the com-
munication dynamic of health care practitioners
caring for critically ill patients can be viewed as
resembling that of an aircrew engaged in complex
flight operations. Use of team-centered decision-
making systems enables teams to perform more
efficiently. 

Major goals established

As well as those goals, Kosnik and her team set
forth these additional targets:

• Drive the diffusion of best practices.
• Decrease variation.
• Create a safe environment for patients and

staff.
• Improve customer satisfaction.
• Improve communication.
• Apply an integrated approach to resource

management.
This latter goal was virtually assured by the

size and diversity of the team. In addition to such
obvious members as the ED and inpatient and
outpatient services, it included 22 support ser-
vices. “These are frequently overlooked, yet they
are probably the most important,” Kosnik notes.
“They don’t realize how much they impact on the
ability of patients to move through the system.”

The best way to illustrate this, she says, is to
imagine a single patient in the hospital, whose
physician is waiting for labs to discharge him. “If
the labs are not ready, discharge is deferred until
the doctor has another time [to] review them,”
Kosnik explains. 

“That can be almost a day. An individual who

could be discharged continues to occupy a bed,
and that starts to snowball. People in the lab had
no idea that was happening,” she says.

The team members gained greater understand-
ing of their interdependence as the process un-
folded, in part because of the structure itself. 

The program used color-coded “states” to
illustrate the status of a given department or ser-
vice. Green indicated a good day, based on crite-
ria and interventions for that system. Yellow,
orange, and red represented progressively less-
desirable states.

“We initially identified what was perceived as
a good day in terms of such issues as budgeted
capacity,” Kosnik explains. “The team added
things in. For example, although respiratory ther-
apy is budgeted for 100 [interventions] a day, the
team realized that if they had 100 a day, staff
might have to be cancelled.” 

The interventions were determined by the
respective departments. “No one else could tell
them what the early triggers, good days, and
interventions are,” Kosnik says. (For more infor-
mation, see article, p  43.)

Since this process was conducted systemwide,
it also allowed a sharing of best practices. “The
team members might have been doing certain
things for years, but they had not told anyone,”
Kosnik notes.

An intertwined web

In the team structure, every service or unit has
a partner, and they are the ones responsible for
seeing that the unit is in green, Kosnik explains.

So, for example, environmental was partnered
with dietary, because it was found that dietary
would be brought back to green if someone else
picked up the dirty trays. 

“If they were 10 minutes later with one tray
delivery, by the end of the day, that delay was
compounded,” Kosnik says. “It was a satisfaction
issue. People who came to visit patients were
affected, and people were discharged who were
still struggling to keep their meal down. Dietary
had no idea of its impact on the way the system
moved.”

A hospital or a system is an intertwined web,
Kosnik continues. “It’s always one system that
goes down first,” she explains. “The first thing
that occurs, you intervene. For example, in the
neuro unit, one of the biggest triggers is feeders.
They don’t have adequate staff. Their partner is
respiratory, which is located right next to them. If
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neurology identifies themselves as being in yel-
low because of feedings, respiratory will send a
tech in for a couple of hours.” 

Kosnik views a hospital or system as a metaphor
for the human body. For example, if the liver is not
doing what it is supposed to do, it will compromise
other organs.

“But other organs will try to take over,” she
points out. In the hospital model, patient trans-
port often fails first. Therefore, the numbers for
their green and yellow states are much lower
than they are for other departments. 

“If you can’t get patients to services, every-
thing starts to snowball,” Kosnik explains.

That’s why it’s important to have automatic
interventions built into the system. “The closer
you get to red, the more interventions you need
to get back to green,” Kosnik observes, “You need
more resources. So you must make every effort
not to get there. And that, in turn, creates a lot of
collaboration between units.”

Which, quite naturally, enhances communication
and cooperation. “It’s real hard being angry with
someone who you depend on,” Kosnik says.  n

An inside look at the
Overlook process

One of the focal points of the demand man-
agement process at Overlook Hospital in

Summit, NJ, is a color-coded series of tables lay-
ing out green, yellow, orange, and red “states” for
each of a number of departments/services and
criteria and interventions for each. These criteria
and interventions are further divided into zone
keys: C (Census), A (Acuity), S (Staffing), and O
(Others).

A closer look at the emergency department
(ED) shows how the process unfolds from state
to state under C:

In the green state are the following criteria:
• < 100% ED occupancy
• Admission cycle times < 2 hours
• Critical care beds available (> 2)

In the yellow state, the criteria are as follows:
• > 30 patients in the ED
• Average admission cycle time > 2 < 4 hours
• < 2 critical care beds available
• Critical care holds > 1 hour

In the orange state, the criteria are:
• > 40 patients in the ED
• Average admission cycle time > 4 < 8 hours
• One critical care bed available
• Critical care holds > 2 hours

Finally, the red criteria are:
• > 50 patients in the ED
• Average admission cycle time > 8 hours
• No critical care beds available
• Critical care holds > 4 hours

Interventions progress in a similar fashion. For
example, the seven interventions in the yellow
state include having dietary pass out and collect
meal trays and the initiation of bed status team
meetings. 

For orange, there are 12 additional interven-
tions, including chief nursing officer opening
additional beds and swing units if feasible, and
additional volunteers assigned to ED. In red,
there are nine “red only” initiatives, including
having security round every hour and going to
bypass/divert status.  n

ACE unit seeks to reduce
elderly functional decline
Interdisciplinary team determines interventions

An ACE (acute care of elders) unit at DeKalb
Medical Center in Decatur, GA, has helped

maintain functionality while reducing average
length of stay, thus achieving its overriding goal
of reducing the incidence of functional decline 
in its elderly patients. The 12-bed unit, soon to
expand to 24, has been operating for about 2½
years.

Why acute care for elders? “We know from
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experience and from the literature that older
patients in hospitals are beset with complications
associated with longer stays and nursing home
stays,” says Robert A. Zorowitz, MD, MBA,
FACP, AGSF, CMD, medical director for senior
services at DeKalb Regional Healthcare System. 

“The cornerstone of geriatric medicine is to
assess the patient’s function in terms of activities
of daily living and to try to maintain that level of
functionality,” he adds. 

The loss of function during hospital stays is
associated with prolonged stay, nursing home
placement, mortality, and progression or persis-
tence of functional decline. 

The complications of hospitalization can
include:

• Muscle strength and aerobic capacity.
Decreased muscle strength; muscle shortening
and changes in joint structure; and diminished
aerobic capacity occur.

• Vasomotor stability. Loss of plasma volume
averaging about 600 ml; postural hypotension
and syncope take place.

• Respiratory function. Supine position
increases closing volume.

• Demineralization. Vertebral bone loss accel-
erated; loss incurred with 10 days’ bed rest
requires four months to restore; increased risk of
falls plus demineralization increase the risk of
fracture.

The typical primary care approach to elderly
patients, Zorowitz explains, is “to get them back
to where they were.” 

He offers this hypothetical example: “Mrs.
Jones, 90 years old, is hospitalized for pneumonia
and given antibiotics. Her fever and white count
go down, and she is switched to oral medication.
The doctor says she’s well enough to go home,
but there’s one problem: She can’t walk anymore.
Too often, we treat the disease, but we forget
about function.”

The first recommendations to change the 
hospital environment for elderly patients were

outlined by Morton C. Creditor, MD, in the
Annals of Internal Medicine in 1993. They covered
four major areas:

• ambulation;
• reality orientation;
• increased sensory stimulation;
• functional change.
(For a more detailed outline of these recom-

mended changes, see box, below.)
Zorowitz says the concept for his own unit was

inspired by this and other studies. For example,
the original description of an ACE unit appeared
in 1994 in the Journal of the American Geriatrics
Society.1 The model it described was at the
University Hospitals of Cleveland. 

An article describing the improved functional
outcomes achieved by that model appeared in
1995 in the New England Journal of Medicine.2 One
of the authors of that article, Seth Landefeld, MD,
later recreated the same model at Summa Health
System in Akron, OH. 

“When we decided to create an ACE unit at

44 QI/TQM ® / April 2002

• Far too often, practitioners will treat the disease
but forget about function.

• One hospital’s ACE (acute care of elders) unit
is run by a gerontological nurse practitioner,
rather than a clinical nurse specialist.

• Studies show introduction of ACE unit is virtu-
ally cost-neutral.

Key Points

Hospital Environment 
for Elderly Patients

1. Ambulation
• low beds without rails
• carpeting
• encouragement and assistance
• minimization of “tethers”

2. Reality orientation
• clocks
• calendars
• dressing and undressing
• communal dining

3. Increased sensory stimulation
• proper lighting and decorating
• attention to glasses and hearing aids
• newspapers and books
• available recreation

4. Functional change
• primary care concept
• team management
• interdisciplinary rounds
• sharing of objectives
• family participation
• early discharge planning

Source: Creditor M. Hazards of hospitalization of the elderly.
Ann Intern Med 1993; 118:219-223.



DeKalb Medical Center, a group of us spent a
couple of days in Akron studying their system
and their protocols,” Zorowitz relates.

While DeKalb Medical Center draws upon pre-
vious models, there are distinct differences, he
notes. 

“First, there are not that many ACE units in the
country, and those that exist are in teaching hos-
pitals,” he observes. “To my knowledge, we are
the first and only nonteaching hospital to have an
ACE unit.”

Second, most existing ACE units are led by
clinical nurse specialists. The unit at DeKalb is
run by a gerontological nurse practitioner. “This
happened almost by accident, as we broadened
our search,” Zorowitz recalls. 

“But a nurse practitioner is trained to give
hands-on care; she functions under my license
and those of our hospitalists. They love having
someone specifically trained to do what she does;
it sort of flattens out the organizational structure,
placing the decisions as close to the patient as
they can possibly be,” he says. 

Zorowitz notes that the other unique aspects 
of his ACE unit are cross-training of the nursing
staff and daily interdisciplinary team meetings.
“The team members actually talk to each other
every day,” he explains.

At these daily meetings, the team discusses
interventions and therapies. Interdisciplinary
team rounds include Zorowitz, the nurse practi -
tioner, physical and occupational therapists, the
nurses, the nutritionist, the social worker, and
case managers.

“We discuss every patient, particularly the new

ones,” Zorowitz says. “We discuss home plan-
ning — after all, our goal is to get them home —
and the pathways for most of the common com-
plications of hospitalization.”

The nurse practitioner, with the assistance of
the team, makes decisions about intervention.
“The physicians see patients once a day as a 
general rule, and they write a series of orders,” 
he notes. 

“Under normal circumstances, if a patient has
trouble walking and needs therapy, the nurse
would have to call the physicians, and it may be
another day before the therapy is ordered. So we
asked ourselves, ‘What if we trained our nurses
to be able to determine when patients needed
these interventions?’ We designed our protocols
so that, under certain conditions, the nurse could
initiate interventions. We have pre-printed orders
the physicians sign and agree to. This way, things
like physical therapy can be called that same
day.”

A key to this system working properly is train-
ing nurses to be able to recognize the most com-
mon issues that may lead to the need for additional
intervention. “For example, they are trained to
assess the patient’s home situation. They know
when a social worker is needed, and they can call
one right away,” Zorowitz says. 

The ACE team reports also are unique, he
says. “In reports like these, you usually get noth-
ing about the patient himself,” Zorowitz notes.
“The typical report is task-oriented; what do we
have to do for this patient today? It’s not patient-
centered. We ask ourselves questions like, ‘Who
is this patient, why is he here, and what can we
do to facilitate his stay?’ These are very different
orientations.”

Admission criteria are based on who will bene-
fit from the program, Zorowitz notes. (See crite-
ria, above left.) “We want transfers from day
one,” he asserts.

Results to date encouraging

Zorowitz is pleased with what his team has
accomplished. “We have addressed problems
often not recognized in the hospitalized elderly,”
he asserts. “We believe the ACE unit has reduced
length of stay by an average of at least 0.5 to 0.9
days.” 

In addition, surveys have shown a high level
of patient and nursing satisfaction. “We have had
very little turnover,” Zorowitz asserts.

In addition, he says, the attending physicians
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ACE Unit Patient Criteria
ADMISSION CRITERIA
4 > 65 living at home or assisted living
4 Admitted as inpatient or observation with medi-

cal diagnosis
4 Direct admits through emergency department,

day treatment center, or office

EXCLUSION CRITERIA
4 Requiring specialty care: intensive care unit,

oncology, etc.
4 Patients from nursing home or terminally ill

patients
4 Transfers from other units

Source: DeKalb Medical Center, Decatur, GA.



like the new approach. “It results in fewer phone
calls, and they know their patients are getting the
appropriate care.” The ACE unit also has created
an opportunity for multidisciplinary education at
DeKalb, “because we have provided a model for
hospitalization that others can come to us to learn,”
he says.

Outcomes measures have been most difficult,
although he notes such data are available from
previous studies. “They show, for example, that
an ACE unit is probably cost-neutral,” Zorowitz
observes.

In fact, the authors of one study wrote, “Caring
for patients on an intervention ward designed to
improve functional outcomes in older patients
was not more expensive to the hospital than car-
ing for patients on a usual-care ward, even though
the intervention ward required commitment of
hospital resources.”2

The cost analysis was based on the work done
at the University Hospitals of Cleveland. 

References
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Robot ‘surgeon’ may
improve results, quality
Patients find procedures less painful

Brigham and Women’s Hospital in Boston has
seen the future of cardiac surgery — and it’s a

robot. The facility currently is using a robot called
da Vinci to handle fine-motor surgical activities
such as snipping and suturing. It has “assisted” in
coronary bypass surgery and mitral valve repair,
making incisions that span 2 inches instead of the
usual 12.

“It’s really a merger of several different tech-
nologies,” says John Fernandez, vice president of
surgical services. 

“Computer graphics are used to enlarge the
objects in the field; there are two handles for the
surgeon, who makes his usual motions, which 
are then duplicated by the machine inside the
patient. [Another component] is battlefield tech-
nology, which spurred the ability to perform
surgery from remote locations,” he says.

In practice, the system works like this: The sur-
geon makes the initial, small incision, into which
the robot’s arms are inserted. The surgeon then
looks through a binocular-like eyepiece onto a
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Need More Information?
For more information contact:
r Robert A. Zorowitz, MD, MBA, FACP, AGSF,

CMD, Senior Health Center, 1045 Sycamore
Drive, Decatur, GA 30030. Telephone: (404)
501-1900. E-mail: zorowitz@dkmc.org.

• In robotic surgery, computer graphics, human
motion duplication, and battlefield technology
are integrated.

• The surgical field can be “zoomed” to 200 to
300 times its normal size.

• Training isn’t difficult for surgeons familiar with
laparoscopy.

Key Points



large computer screen that can zoom to a field
200 or 300 times normal and performs the
surgery, adjusting the “zoom” setting as required. 

Advancing techniques

There were three main reasons for making the
da Vinci investment, Fernandez says. 

“One, we wanted to continue to advance our
minimally invasive surgical program,” he says. “It
was felt by both clinical and administrative lead-
ership that if we wanted to do that, this was one
of several things in which we’d have to invest.”

In addition, he says, Brigham and Women’s
was in search of avenues through which it
could continue to differentiate itself from other
providers. “The best way to do that is to provide
something that patients would see as a better,
less-painful service. The hospital’s chief of cardiac

surgery was aware of the use of robots in cardiac
and abdominal surgery and became a leader of
the program. “He recognized that if we didn’t
have to have a sternotomy, this could benefit a
whole lot of people in a big way,” Fernandez
explains. “It also offered a spin on the market dif-
ferentiation concept for cardiology.”

Various systems were researched, tested, and
compared with each other. Once da Vinci was
selected, surgeons had to be trained in its use.
“The training time seems to be shortening, but
it’s generally a couple of days of formal training,
then practice on cadavers, and then observation
by one of their trained colleagues,” he says.

“For the general surgeon who already does
laparoscopy, the training primarily involves minor
adaptations to what we already do,” adds David
Brooks, MD, who has used da Vinci to remove
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gallbladders and perform pelvic, bowel, pancre-
atic, and esophageal procedures. “For the nurses
and scrub technicians, learning how to set up and
service the device is a major undertaking, which
adds incredibly to the complexity of the OR.” 

Improved quality anticipated

While the system is too new to have meaning-
ful data, Fernandez is confident it will signifi-
cantly improve quality of care and patient
satisfaction. 

“There are German studies that show patients
have less pain and don’t stay in the hospital as
long,” he reports. “Our own chief of cardiology
has been doing minimally invasive valve surgery
[prior to da Vinci], which does not involve crack-
ing the sternum. Patients want it; it reduces pain
and length of stay. One of the big, harsh realities
of cardiac surgery is that sternotomy is unbeliev-
ably painful.”

While the hospital’s thoracic surgeons already
have found out how to work through minor inci-
sions on the side of the chest, “They figure if they
can have a little hand inside somebody’s chest, it’s
that much better,” Fernandez says. “With da
Vinci, the surgery is even less invasive, whether
you’re talking about cardiac or general surgery.”

In addition to the aforementioned quality
advantages, “One could assume less blood loss
and fewer comorbidity factors like infection due
to body trauma,” Fernandez says. “It’s all part of
the theory of not having a big incision.”

A major investment

At the present time, da Vinci is not for every-
one, or for every budget. It comes with a cost of
about $1 million, and that’s just for the hardware.

“Operationally, it represents a fair amount of
expense per case in terms of product and instru-
mentation,” Fernandez says. “We hope over time
the operating costs will come down, as happens a
lot with technology.”

Does he see the overall cost coming down to a
point where most hospitals could afford it? “My
guess is the use may become more widespread,
but it may not be like laparoscopic surgery,” he
predicts. “There’s a massive technology transfer
in human terms.”

As for Brigham and Women’s, administrators
view da Vinci as a long-term investment. “Over
time, we see it as a big plus in patient care; attract-
ing more patients will make this a worthwhile
multiyear investment,” Fernandez asserts. 

“We took a long view on [our return on invest-
ment], because we knew that in the first or sec-
ond years, we might not have 150 patients who
wanted the new technology,” he adds. 

“We also felt over the long haul that part of our
mission is to teach the next great people, so we’re
making an investment now that will give us the
lead in this area in the future.”  n
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In mid-2001, a total of 525 hospitals in six
regions around the country were invited to

complete a web-based patient survey by the
Business Roundtable’s The Leapfrog Group in
Washington, DC. 

Now, the first returns are in, and The Leapfrog
Group’s top official says she is encouraged by
what she sees.

“Overall, the results are very promising,” said
Suzanne F. Delbanco, PhD, executive director,
during a press briefing held Jan. 17, 2002. “Nearly
half of the hospitals that we invited to take the
survey submitted responses (241, or nearly 48%).
That’s an enormous achievement.”

53% meet standards

What’s even more exciting, she added, is that
of the hospitals that responded, 53% already met
at least one of Leapfrog’s standards for three 
key safety practices: The use of computerized
physician order entry (CPOE); staffing intensive
care units (ICU) with intensivists; and evidence-
based hospital referral.

By practice, the results broke down as follows:
• Of the responding hospitals, 3.3% have

instituted CPOE.
• About 10% of the responding hospitals have

fully implemented the intensivist model, and
another 18% indicated plans to enlist intensivists
by 2004.

• In terms of specific volume recommenda-
tions, 12% meet Leapfrog’s recommended level
of annual experience for coronary artery bypass
graft; 31% for coronary angioplasty; 21% for
abdominal aortic aneurysm repair; 20% for
carotid endarterectomy; 15% for esophageal

cancer surgery; and 22% have neonatal ICUs
that meet Leapfrog’s recommendations.

The six targeted regions include urban hospitals
in Atlanta, California, East Tennessee, Minnesota,
St. Louis, and Seattle-Tacoma-Everett. Three of 
the six regions (California, East Tennessee, and
Minnesota) reported having at least one hospital
with a fully implemented CPOE. Five of the six
(California, East Tennessee, Minnesota, St. Louis,
and Seattle) have at least one hospital that has
fully implemented the ICU physician staffing or
intensivist practice.

The greatest impact

The three standards were selected because,
according to Leapfrog members, the greatest
impact could be made on patient safety in the
shortest period of time. If implemented, nearly
60,000 lives could be saved each year and more
than half a million serious medication errors
could be prevented, the group claims.

“CPOE has been shown to reduce serious
medical errors by more than 50%. Staffing
intensive care units with intensivists has been
shown to reduce the risk of patients dying in 
the ICU by more than 10%. Appropriate referrals
for high-risk procedures and conditions can
reduce the risk of a patient dying by at least
30%,” Delbanco declared.

Private industry is an integral part of this
effort, and companies have their own incentives
for participating, noted Charles R. Lee, chair-
man and co-CEO of New York-based Verizon
Communications. 

“We have two standpoints. First, we care 
about our employees and our retirees, and their
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Early results of Leapfrog hospital survey promising
Nearly half of institutions contacted provided replies



dependents, and their families,” he said. 
“The other one is the whole matter of quality.

Quality is a never-ending journey. You’re never
satisfied with the current results; you always
want to get better and do better. It’s a standard
practice in big corporations. We hope that we 
can, over time, develop relationships with some
of the institutions that are involved in the
medical profession to move them forward.” 

Sharing the information

Now that Leapfrog has this survey informa-
tion, the next step is to share it with specific stake-
holders. “Our members are going to share it with
their employees, retirees, and dependents, through
internal communications like newsletters, benefits
materials, and corporate web sites,” Delbanco said.

She also noted that Leapfrog, with the help of
the Portland, OR-based Foundation for Accounta-
bility, has created a consumer test and tool kit
that members, health plans, physicians, and
others can use and customize to educate con-
sumers. The hospital information is being made
available to the public on the group’s web site
www.leapfroggroup.org.

Delbanco noted that sharing these results
fulfills a commitment not only to consumers but
also to the hospitals that took the time to complete
the survey. 

“Sharing this information is only part of what
we’re doing with hospitals,” she added. 

“In some cases, our members will offer financial
incentives to hospitals to implement the Leapfrog
practices, as well as other types of reward and
recognition,” Delbanco said.

Such strategies are, of course, intended to
engender change at the institutional level, which
is critical to the success of Leapfrog’s efforts. The
survey information “is only significant if people
change behavior,” noted John Rother, director 
of policy and strategy for the Washington, DC-
based American Association of Retired Persons
(AARP). 

“It’s only significant if the hospitals respond
not only to a request for information but start to
implement these changes to save lives.” (Some
institutions and health care organizations
already have; see article, at right.)

It’s also important for all of us, as patients 
and family members, to pay attention to the
information and make decisions based on it,
Rother noted. 

“Do not send your parent to a hospital that’s

refusing to give this kind of information,” he
warned. “Do not send a family member to a
hospital for an operation where we know that
another hospital in your area does it better — 
a lot better. These choices are life and death
decisions.”

[For more information, contact:
• Suzanne F. Delbanco, PhD, Executive Director,

The Leapfrog Group, c/o the Academy, 1801 K St.,
N.W., Suite 701-L, Washington, DC 20006. Telephone:
(202) 292-6713.

• Charles R. Lee, Chairman and Co-CEO, Verizon
Communications, 1095 Avenue of the Americas, New
York, NY 10036. 

• John Rother, Director of Policy and Strategy,
AARP, 601 E. St., N.W., Washington, DC 20049.
Telephone: (202) 434-3704. E-mail: jrother@aarp.
org.]  ■

Putting safety principles 
into practice
Incentivizing safety efforts

When it comes to safety, theory is nice but
results are better. Two panelists at the

Leapfrog Group press briefing reported how 
they have given teeth to safety principles with
transformative initiatives.

Michael A. Stocker, MD, MPH, CEO of
Empire Blue Cross and Blue Shield in New York
City, described an innovative incentive program
being undertaken in his area. 

“We represent about 100,000 employees and
dependents in the New York City area,” he said. 

Making it worth the effort

“Those hospitals that meet the computerized
physician order-entry (CPOE) standard and the
enclosed ICU [intensive care unit] standard will
receive a 4% bonus on all income that we provide
to them if, in fact, they fulfill these standards. We
are actually going to send a check quarterly to the
CEO to make the point to the hospitals in the area.”
In the second year, a 3% bonus will be provided,
and a 2% bonus will be paid in the third year, he
added.

Why is Empire Blue Cross and Blue Shield
doing this? “From its inception, what we really
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liked about The Leapfrog Group’s standards is
the fact that they are evidence-based,” Stocker
noted. 

“The evidence is simply overwhelming; one
large company estimates that one or two of their
employees died because of medical errors every
day, including retirees and dependents,” he said.

Because the standards are evidence-based, he
continued, “Everybody can intuitively understand
what it means if you have a volume standard,
what enclosed ICUs mean, if you have intensivists
[who] are available and [CPOE]. Second, it can be
done anywhere. You could do this all across the
country, and our hope, of course, is that’s what’s
going to happen.”

CPOE implementation

At Cedars-Sinai Health System in Los Angeles,
CPOE is about to become a reality. “We’ve been
working on it for about two years, and it’s set to
go live in May of this year,” reported Michael L.
Langberg, MD, FACP, chief medical officer and
senior vice president for medical affairs.

The medical executive committee at Cedars-
Sinai passed a motion in January that basically
would suspend a physician’s ability to practice in
the institution if the physician was not certified
competent in his or her ability to use the CPOE
system by the time it goes live.

“The reason for doing this is not punitive,”
Langberg explained. “It’s a very strong belief in
the marriage of a physician order-entry system
with clinical decision support. So at the time
physicians submit an order to the hospital, they
will have available to them all the important
information to make the best judgment or choice
for their patients.

“Once we establish that standard, all patients
and all physicians will have to be involved in that
kind of support in real time,” he said.

[For more information, contact:
• Michael L. Langberg, MD, FACP, Chief

Medical Officer and Senior Vice President for Medical
Affairs, Cedars-Sinai Health System, 8700 Beverly
Blvd., Suite 2211, Los Angeles, CA 90048. Contact:
Grace Cheng. Telephone: (310) 423-3510. E-mail:
grace.cheng@shs.org.

• Michael A. Stocker, MD, MPH, CEO, Empire
BlueCross and Blue Shield, 11 W. 42nd St., 18th
Floor, New York, NY 10036. Contact: Deborah
Bohren. Telephone: (212) 476-3552. E-mail: Deborah.
bohren @empireblue.com.]  ■

Safety tool stresses 
education and action
Tragedy transforms facility into industry model

Two tragic medication errors seven years ago
prompted Dana-Farber Cancer Institute in

Boston to undertake what CEO Jim Conway calls
“a journey of change.” 

That journey has led to industrywide praise
and recognition, including the recent awarding to
Conway of one of the two inaugural Individual
Leadership in Patient Safety Awards from the
Joint Commission on Accreditation of Healthcare
Organizations and the National Committee for
Quality Assurance. 

Among Conway’s most notable accomplish-
ments was the development of a patient safety
self-assessment tool that encourages executives to
initiate improvements proactively rather than to
wait for the occurrence of adverse events to force
action.

In early 1995, Dana-Farber discovered that two
patients had received massive chemotherapy
overdoses. As one of those patients was Betsy
Lehman, a well-known health reporter for the
Boston Globe, the events received extensive media
coverage, including 28 front-page stories in the
Globe. The question on everyone’s lips seemed to
be, “How could such a bad thing happen at
Dana-Farber, and to such an informed patient?”

This led to what Conway calls “a journey of
change for our leadership and staff.” Naturally,
he says, Dana-Farber carried the burden of these
events, but that was not enough. 

“It was also our responsibility to learn all we
could about why our system failed,” Conway
says. The events, he says, took on significant
power, driving health professionals across the
country to learn about medical errors. 

“It’s mentioned in the first sentence of the
executive summary of the [Institute of Medicine]
report [To Err Is Human],” Conway notes. “It was
not only a sentinel event, but a seminal event.”

The development of the safety tool grew out of
the ongoing process of change. “Myself, the chief
of nursing, the staff, the directory of pharmacy, the
director of risk management, and others have all
spoken on the subject extensively,” Conway notes. 

“We get two common questions from health
care leaders. The first is, ‘In the absence of high-
profile events, how do you create the tension for
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change?’ The second issue we hear is something
like this: ‘You would never catch my boss standing
in a public forum and talking about our stuff!’ We
have talked a lot about the gap between excellence
and perfection,” he explains.

It was not surprising then that last November,
the Joint Commission asked Conway to give a talk
at its annual meeting on leadership and patient
safety. “In preparation for that talk, we had
conversations with our trustees and executive
leadership, as well as with our staff,” he says. 

“We asked ourselves, ‘What are the things we
do that work and seem to make sense, and that
lead to success?’” Conway then put up a posting
on the National Patient Safety Foundation
listserv, asking if health care professionals
believed their organizations’ leaders “got it”
when it came to patient safety. 

“We got a number of comments from people
who said they did, and they told us what they
do,” Conway reports. “Then we went and looked
in the literature. We spoke with people like [the
Institute for Healthcare Improvement’s] Don
Berwick and [Harvard University’s] Lucian
Leape, and asked what they thought.”

Dana-Farber also consulted two other groups:
a state coalition of 20 organizations dedicated to
improving patient safety, and their patients.

The result was the patient safety tool, which
has been given the title, “Strategies for Leadership
— Hospital Executives and Their Role in Patient
Safety.”

It is divided into four basic sections:
• Personal Education. 
How do you educate yourself? What books and

articles have you read? Do you take courses? Do
you understand the facts of your organization?

• Call to Action. 
What are you doing to establish a framework

for safety in your facility? What policies and
procedures have you put in place?

• Practicing a Culture of Safety. 
How do you do this every day?
• Advancing the Field. 
What do you do outside of your institution to

support others?
The tool is presented in the form of a question-

naire, with “Y” and “N” boxes next to each of the
42 questions. The American Hospital Association
in Chicago has put its imprimatur on the tool and
has distributed it to hospital executives. In the
cover letter, Conway notes: “To be sure, having a
number of checks in the ‘Yes’ column of the self-
assessment is far more significant than having

none. But identifying a plan to move some checks
from ‘No’ to ‘Yes’ could be equally significant.”

Clearly, he says, some “Y’s” are more important
than others, but that can vary from institution to
institution. 

“The question to ask is, ‘How can I move in my
organization from No to Yes?’ It is an opportunity
to step back and reflect,” Conway says. “We pro-
pose that you not only reflect with yourself, but
with a group of other people before checking off
the box.”

The Dana-Farber program actively involves
patients and family members at all levels of institu-
tional planning; this is what helps keep safety at
the forefront of all Dana-Farber activities, he adds.

“We have patient and family advisory councils
in both adult and pediatric care,” he says. “They
sit on most of our operational committees — at
the board level on our quality committee. [They
leave if the board goes into executive session.] We
share error rates with patients, and slips and falls.
When we go through the Joint Commission
survey, they are involved.” 

Nearly instant feedback

By actively engaging patients and families in
the process, Dana-Farber can get almost instant
feedback. “We can implement a new system
today, and the next day a patient can say, ‘The
infusion room is too crowded,’ or ‘The construc-
tion project is making the staff uncomfortable,’ or
‘When I was admitted they couldn’t find my
records,’” he explains. 

“Our patients are experiencing care in ways that
none of us do, and to the extent our processes are
not working, they can tell us — and quickly. Sure,
we do statistical surveys, but the results often
come in two or three months later. We want our
patients to pick up a phone and give us a call.” 

Out of a tragedy have come some very good
things indeed. Today, Dana-Farber sees nearly
three times as many patients as it did in 1995. 

“Not only has our volume grown, but our
research has grown; the center is vibrant,” Conway
says. “Our story is the story of how an institution
took a tragic situation and used what it learned to
leverage the whole organization to a better place.”  

[For more information, contact: 
• James Conway, CEO, The Dana-Farber 

Cancer Institute, 44 Binney St., Boston, MA 02115.
Telephone: (866) 408-3324. E-mail: Dana-Farber
ContactUs@dfci.Harvard.edu.]  ■
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