
Going beyond ‘apples to apples’: 
How to get the most from your 
facility’s benchmarking efforts
Misunderstandings about benchmarking have limited use in hospitals

Benchmarking experts may differ somewhat on the whys, but
they’re unanimous about the what. Hospital quality profession-
als are far from realizing the true potential of benchmarking. 

Instead of expanding their horizons beyond the health care world 
in a search for organizations to benchmark, hospitals are more inclined
to narrow their focus in an attempt to identify facilities that are exactly
the same as they are. This is referred to as the “apples-to-apples” myth.

“Some hospitals want to benchmark only with other hospitals in
their system, but instead of spending time looking for benchmark
partners who are identical, what you really want to do is find bench-
mark partners who aren’t identical,” says Shelley Burns, MSE, MBA,
director of knowledge management at the Healthcare Management
Council Inc., a benchmarking and consulting firm in Needham, MA.
“Caterpillar, for example, benchmarked against Marriott Hotels.” 

“This may be part of the paternalistic, ‘We know what’s best’ his-
tory of hospitals,” offers Sharon Lau, MS, a consultant with Los
Angeles-based Medical Management Planning. 

“They have a very hard time thinking outside of the hospital box
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• Looking for benchmark partners that are identical to your facility is a
common mistake.

• Focus on the big picture, and don’t get too hung up on the data.
• When borrowing from others, make sure to customize for your own

facility’s needs.

Key Points



and comparing themselves to anybody that’s not
exactly like them,” Lau explains.

Another reason for the underutilization of
benchmarking may be the sheer volume of
options with which health care has been pre-
sented, says Robert G. Gift, MS, president of
Systems Management Associates Inc., a consul-
tant in performance and process management
and benchmarking in health care in Omaha, NE. 

“I think the industry overall has been bom-
barded with advances in management methods,”
he says. 

“As we get more tools we can utilize to improve
effectiveness and performance, senior teams have 
a limited capacity to hold those tools in their heads.
It gets to be a case of which one is the most recent,
current fad, and what should we be doing?” Gift
asks.

Hung up on details

In the benchmarking process, hospitals often
get hung up on details that won’t significantly
change their overall status, Burns says. 

“Our company does cost benchmarks,” she
notes. “We work very hard with hospitals to
make them comparable, and we think we’re good
at it. But they argue about the correctness of the
data instead of looking at the big picture.”

Gift agrees. “We tend to want to compare data
and call that benchmarking, when in fact bench-
marking is really all about the ‘how’ of success,
not the ‘what’ of success,” he asserts.

Burns recalls working with an environmental
services manager. “Compared to other, similar
hospital services, there was about $1 million of
opportunity on the table for him,” she says. 

“He was outraged; so instead of thinking about
how he could chip away at it, he probably spent
30 to 40 hours of his valuable time at working on
things we should include in the benchmark. I felt
they were superfluous, but we reviewed our plan
and came up with an $890,000 opportunity. The
gap was still there,” Burns adds.

“People utilize comparative data to help iden-
tify a gap in performance; that’s the ‘what’ —
someone else’s level of performance compared 
to ours,” Gift adds. 

“Say you have medical record transcription
costs of $10 an adjusted discharge. You utilize
some comparative data and find hospitals that 
do this inexpensively are doing it at $8. That’s a
‘what,’” he says.

“What benchmarking is all about is finding
how they achieve that number: What processes
do they have in place? How do they operate?
How are they structured? What you want to 
discover is the manner in which they go about
achieving that performance,” Gift explains.

Watch out for those apples

It’s possible that the apples-to-apples syn-
drome is the single biggest obstacle to optimiza-
tion of benchmarking in health care because
intuitively it feels right, but it’s really a myth,
Burns insists. 

“Hospitals have taken benchmarking to mean
they must be compared to hospitals that are just
like them,” she says. “If you think about it, it does
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COMING IN FUTURE MONTHS

Beginning with next month’s issue, QI/TQM
becomes Healthcare Benchmarks and Quality

Improvement. We’ll continue to give you the most
useful and up-to-date information to help solve
your toughest quality dilemmas — but we’ll also
give you expanded coverage of benchmarking
and best practices. 

We’ll provide expert guidance on finding appro-
priate data sources, crunching the numbers, and
using the outcomes to improve quality at your
facility. Stay tuned! ■



not make sense, because they will have the same
costs as you. There are going to be practice varia-
tions from hospital to hospital that will impact
costs, but that’s the whole reason to benchmark
— to fix costs.”

One client who ran a cath lab sent Burns a note
saying it wanted to be compared with other cath
labs that performed overflow cases on Saturdays
using their on-call staff. 

“Why would you do that?” Burns asks. “The
whole point of benchmarking would be to dis-
cover whether there are things you should do
with your scheduling to save time.” 

Lau, who is involved in a 21-facility children’s
hospital benchmarking project, says Burns is
absolutely correct. 

“As a consultant, we try to get them out of that
mindset,” she says.

One technique she uses is sharing a real-world
example. “There was a General Mills cereal plant
in Lodi, CA, that took as long as three hours to
retool its machines to change cereals, and the
employees just sat around,” Lau relates. 

“They went to management and asked for
help in making the wait time shorter and their
work more productive. Do you know where
they went for a model? Not to another cereal
company, but to a NASCAR racetrack in Indio,
CA,” she continues. 

“They sat around and watched videos of cars
coming into the pit for retooling. Then, they got
their time down from three hours to 17 minutes.
You talk about major improvement, from some-
thing that had no relation to cereal.”

Lau asked her clients to think about the operat-
ing room and the turnaround time needed when
one patient leaves before another comes in. “I
asked them, ‘Isn’t that like the pit?’” 

Lau says she gets an “aha moment,” but then
she hears a response that all too often flows
from hospital benchmarking meetings: “But
we’re different.”

Focus on the differences

It’s precisely those differences you should be
looking for, she explains. “By focusing on where
there are differences, you are likely to get the per-
formance you want; you may want to steal a part
of what another hospital is doing.”

The perpetuation of the “but we’re different”
attitude is extremely costly, Lau laments. “They
lose incredible opportunity for improvement.”

Burns agrees. “If you start ridding yourself 

of learning partners, you will have a smaller 
pool. Instead, say ‘I can learn from anybody.’
Think about how ideas might work in your 
environment.”

The apples-to-apples and but-we’re-different
syndromes are two of what Lau calls the “deadly
diseases” of benchmarking. A third is what she
refers to as “the Nth decimal point.”

“We are so clinically trained for precision
work, but in benchmarking it doesn’t matter,” she
explains. “If your benchmark information is off
5%, is there still a large gap between your perfor-
mance and the best performer? If your data are
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Is your facility ready 
for benchmarking?

[Editor’s note: The following is excerpted from
Sharon Lau’s book, Benchmarking: A Workbook
for Healthcare Materials Managers. (Chicago:
American Hospital Association Publishing; 1996.)]

You are ready for benchmarking if you can
look at a process done in your department

and you can think of at least one example of a
process not in your geographic region (not in a
hospital) that bears some resemblance to your
process.

For example, consider the processing of
interoffice mail through your mailroom, and
answer this question:

If you are asked to think of how your mail-
room process compares to FedEx, which do
you think of first?
A. FedEx flies planes; we don’t have any planes.
B. FedEx has lots more staff than we do.
C. FedEx brings all mail to a central location

regardless of origin or delivery address, sorts
it, then sends it back out; our interoffice mail
is all brought to the mailroom, regardless of
origin or delivery address, sorted, then sent
back out.

If C was your answer, you are ready to begin
your journey into benchmarking.

No process in an organization is so different,
so unique, that it cannot be compared to other
processes in the organization or to processes in
other organizations. In fact, we would challenge
you, . . . as you begin actually benchmarking with
others, to be able to say, with any sincerity, that
you cannot benchmark with anyone else because
you are “different.”  ■



off by 10%, is there still a gap? Absolutely. And a
gap means there is opportunity for improvement.
Benchmarking is not about the precise measure-
ment; it’s looking at a gap in performance.”

Last but not least, there are silos, Lau says. 
“Hospitals are the epitome of a silo organiza-

tion,” she says. “But benchmarking opportunities
cross silos. If I’m looking at medication errors, do
I send you to the pharmacist? The nurse? People
are trained to be a part of a department, and as
such, they may not take full advantage of bench-
marking. This is a constant challenge.”

The manager’s responsibility

It falls to the quality manager to overcome
these obstacles. This includes thinking outside
the box when looking for benchmarking partners,
Burns says. “Go out; solicit ideas; find out what
pieces of someone else’s best practices might
work for you.”

Burns emphasizes “pieces” because whatever
you borrow from another facility must be cus-
tomized. “One hospital may have all those won-
derful clinical pathways, but if you bring [them]
over and you don’t have the physicians and
nurses they require, it won’t work.”

“Analyze what goes on in your own process
objectively, see what you need to work on, and 
go out and gather as many ideas as you can,” she
explains. 

“We still don’t have a process focus in health
care,” Gift adds. “All that QI/TQM stuff teaches
us all to work results from process. But people
still don’t want to get down to the process level,
which is one of the reasons benchmarking is not
utilized effectively.”

So how do you get at what Gift calls the how of
benchmarking? 

“In most instances, you have to start ripping
away at the layers,” he says. “You have to get
down to the people where the work really is —
the medical records person or the person who
heads up transcription, for example. Frankly,
senior leaders don’t know that detail nor should
they.” 

Can you get that kind of information? “It is dif-
ficult to get, but if you belong to an operational
database service . . . it helps. Once you belong to
those, you have access to other people who par-
ticipate, so you can share information that way.”

Gift also agrees with Burns on customization.
“Adaptation is a really good point,” he says.
“Whatever you find from a successful practice
standpoint has to be adapted before you can use
it. Organizations continue to recognize and
reward innovation much more readily than they
do adaptation.”

“The opportunities for hospitals are not in other
hospitals but outside of health care,” Lau reasserts.
How can quality managers learn about potential
benchmark partners outside their own field? “You
can belong to a lot of groups, and there’s activity
on the Internet,” she says. “For example, I’m on a
patient safety listserv for adult hospitals, and I
shoot things over to my kids’ hospitals.” 

In terms of other industries, “We try to search
our own networking groups, and that’s what hos-
pitals can do,” Lau says. 

“There should be somebody in quality whose
job it is to go out and look: read Business Week,
The Wall Street Journal, The New York Times. Read
about things that work well in other industries,
and see if they apply to you,” she says.  ■

Educational matrix may
reduce surgical errors
Program aims at codifying ‘great lessons’ learned

Anew program at Cedars-Sinai Medical
Center in Los Angeles has transformed its

weekly morbidity and mortality conferences into
an innovative educational study curriculum for
reviewing surgical errors, which its creator says,
“will do for error and complication reduction in
America what the Flexner report of 1910 did for
medical education.” 
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Need More Information?
For more information, contact:
❏ Shelley Burns, MSE, MBA, The Healthcare

Management Council Inc., Needham, MA.
Telephone: (781) 449-5287. Web site: www.
HMC-benchmarks.com.

❏ Sharon Lau, MS, Consultant, Medical
Management Planning, 2049 Balmer Drive,
Los Angeles, CA 90239. Telephone: (323) 
644-0056.

❏ Robert G. Gift, MS, President, Systems
Management Associates Inc., 4410 S. 176th
St., Omaha, NE 68135. Telephone: (402) 894-
1927. E-mail: bobgift@radiks.net.



The program, called the M+M Matrix, was
developed by Leo A. Gordon, MD, FACS, associ-
ate director of surgical education. 

He describes it as a complication-oriented
method of surgical review based on the teaching
points of a weekly conference. “It is a day-by-day,
week-by-week, month-by-month program that
extends the great lessons of this essential confer-
ence throughout the year and year after year.”

The theory behind the program is simple: “If a
surgical resident early in his career is exposed to
a surgical error or complication in an education-
ally meaningful manner, that resident will be less
likely to engender that error or complication in
his career, and if he does, he will be in a better
position to identify and treat it,” Gordon says.

A unique process

The morbidity and mortality conference, even
in its traditional form, is unique in the medical
world, Gordon asserts.

“I’ve been a general surgeon for 23 years, and
since the first day of my internship, I’ve been fasci-
nated by them,” he recalls. “It is a meeting in which
problems of the previous week are discussed in an
open manner among all members of staff who
attend. It’s very special; you can’t equate it with
peer review meetings or QI meetings.”

Instead of sitting in your office and thinking
about the most significant error of the week, you
get 50 of your colleagues to talk about it, Gordon
continues. “It’s very sobering; you have a very
identifiable actor. If things go wrong, it may be
due to what you did and how.”

Gordon was so fascinated with the process he
wrote a book about it, aimed at interns, called
Gordon’s Guide to the Surgical Morbidity &
Mortality Conference (Hanley & Belface).

With that fascination, however, came a keen
insight into the flaws of the process. “The theory
behind these conferences is education, but the
great failing is that the great lessons presented

die at the door,” he observes. “The meeting starts
at 8 a.m., passions rise, voices rise, great surgical
debates are framed, the logic is laid out, and at
8:59, it ends — that’s it. There has never been a
method for codifying and perpetually and contin-
ually disseminating the great lessons of the most
important hour of the surgical week.”

Problem-based learning

The M+M Matrix is grounded in problem-
based learning, Gordon explains. “It outlines the
complication-oriented points in a generic manner
— no patients’ names, no surgeons’ names, no
identifying data.

“You’re there to analyze, to instruct the next
generation, in an effort to aid them in avoiding
such complications in the future. You don’t care
whose error it is,” he notes.

The process unfolds continually, week in and
week out. Thursday morning is the day of the
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• M+M Matrix reviews surgical errors and compli-
cations in an educationally meaningful manner.

• In traditional morbidity and mortality confer-
ences, great lessons that are presented die at
the door.

• Follow-up e-mail questions from participants
will extend the conference.

Key Points

M+M E-Mail Responses

The following are sample correspondences 
from the weekly M+M e-mail correspondences

at Cedars-Sinai In Los Angeles sent to Leo A.
Gordon, MD, FACS, associate director of surgical
education:

❒❒ An attending surgeon writes:
“I did not understand the point made about
approaching the duodenum laterally in the 
fistula case.”

❒❒ The M+M moderator responds:
The surgeon who made this comment is an
“anatomic strategist.” If the anterior approach
to the abdomen was difficult, the speaker rec-
ommended a retroperitoneal approach, much
like the RP approach to an abdominal aortic
aneurysm.

❒❒ An attending surgeon writes:
“Are the residents aware of the Department of
Medical Photography? The description of the
abdomen in the fistula case, while I am sure it
was accurate, was tough to envision.”

❒❒ The M+M moderator responds:
Photodocumentation would have made the
case presentation more understandable. The
resident staff will be reminded of the availability
of this service.



weekly conference. During the conference and at
the end, the coordinator formulates an M+M
Matrix. (See example, at left.)

“This is a support structure for education:
complication-oriented teaching points,” Gordon
explains. They are written down and distributed
the next day via e-mail to resident staff and
attending staff. 

“A lot of people outside our medical staff also
subscribe,” he notes.

On Saturday and Sunday, time is spent selecting
exam questions. Every four months, the resident
staff (required) and attending staff (voluntary)
take a written exam of 25 multiple-choice ques-
tions based solely on teaching points of the confer-
ence. Next to every question is the date of the
conference and the point that was made.

The moderator also spends this time writing
what has become the most popular element of 
the program: The M+M Monday memo. “This is
divided into two parts,” Gordon says. “One is an
op-ed piece, in which I report on the last confer-
ence. In addition, I answer e-mail questions that
have been sent to me from participants.” (For
examples, see box, p. 65.)

This is a means of extending the conference, he
explains. “It is shared with all subscribers, but no
names are used.”

In addition to writing the Monday memo,
Gordon reviews a list of potential cases for the
Thursday meeting. 

“I select the cases based on educational value,
staff interest, and frequency,” he explains. “A
bored audience is one that won’t show up. How
many pulmonary emboli after trauma can you go
through?”

On Tuesdays, he receives from the residents
short summaries of the cases, and reviews them
for accuracy. On Wednesdays, Gordon meets with
the presenting residents to review the cases and
ensure the presentations will be valuable to the
audience.

This process continues month by month, 
with the exams being held every four months.
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Sample M+M Matrix
The M+M Matrix for April 18, 2002
Surgical Morbidity and Mortality Conference
Cedars-Sinai Medical Center, Los Angeles

Six matrices were developed at the surgical mor-
bidity and mortality conference of April 18, 2002.

1. Peritracheal bleeding
A. Surgical anatomy of the peritracheal area
B. Operative causes of bleeding
C. Immediate postoperative causes of bleeding
D. Delayed bleeding; the Herald bleed
E. Preoperative workup for peritracheal bleeding

2. Tracheostomy techniques
A. Percutaneous methods 
B. Open tracheostomy
C. Relative morbidity and mortality of each
technique; bleeding
D. Long-term complications of tracheostomy;
stenosis

3. Tracheo-innominate fistulae
A. Incidence
B. Presentation
C. Causes
C. Operative management; approaches

4. Colocutaneous fistulae
A. Management
B. Etiologies; ischemia, enterotomy, drain
erosion
C. Likely causes during mobilization for a
colostomy

5. Drains
A. Types
B. Management of the sump drain
C. The global view, or “What am I draining, and
what is the risk of manipulating this drain?”
D. Histological findings resulting from 40 cm
Hg wall suction

6. Exigent stomal bleeding
A. Workup
B. Role of colonoscopy
C. Risks of colonoscopy
D. Pseudo-aneurysms of colonic vasculature
E. Role of the red-cell labeled scan or 
“The Parallel Universe of Gastrointestinal
Bleeding.”
F. Surgical complications of stomal creation
G. Role of angiography; diagnosis, embolization

Need More Information?
For more information, contact:
❏ Leo A. Gordon, MD, FACS, Associate Director

of Surgical Education, Cedars-Sinai Medical
Center, 8635 W. 3rd, Los Angeles, CA 90048.
Telephone: (310) 659-9603. 



In addition, each July there is an orientation 
for new residents; in October, there is a board
review for graduating residents; and in June, a
year-end review is held.

Proactive error prevention

According to Gordon, the greatest benefit of
the program is that “It prevents the error before it
occurs by engendering a complication-oriented
approach to surgical practice.” He calls it “a pre-
emptive strike for the next generation of sur-
geons.” Other error-reduction programs take
place after the fact, while this one occurs before,
he notes.

Gordon says his program is directly in line
with mainstream thought. “If you look at the
[Institute of Medicine] Report’s five recommen-
dations about surgery, the M+M Matrix fulfills
each one of them,” he asserts. “It’s American
surgery’s answer, line by line.”

He also predicts the program will help spur
surgical recruitment among medical students,
which is in serious decline. 

“In March, for the first time ever, all the avail-
able slots did not fill,” Gordon says. “This can
become the premier medical educational tool. If
you take a med student and put him in the audi-
ence of an up-and-running program, it becomes a
powerful recruitment tool for surgery. Talk about
creating a role model. . .”

Because the program launched in June 2001, it
is too early to track error reduction, Gordon says. 

“We do have a complete track record of what
we have discussed,” he notes. “I think it will take
three to four years, but you must admit, if you
throw away all the statistics and just look at the
concept of grooming a surgeon with an eye on
error and complication, this should lead to a
decrease in errors.”  ■

Random surveys: Be as
ready as you’ll ever be
Continual preparation avoids ‘ramp-up’ pressures

This February, the Joint Commission on
Accreditation of Healthcare Organizations

(JCAHO)  in Oakbrook Terrace, IL, released its
annual list of random unannounced survey
(RUS) topics. 

Under JCAHO’s RUS policy, 5% of organiza-
tions accredited under the ambulatory care,
behavioral health care, home care, hospital, and
long-term care programs will receive an RUS.

Any organization can be selected for an RUS
between nine and 30 months after its full survey
and will not receive prior notice that a surveyor is
coming. This year’s topics are:

• planning;
• initial assessment;
• patient-specific data and information;
• medication use;
• orientation, training, and education of staff.

What, me worry?

With only 5% of all organizations receiving
such surveys, is there any way to determine
whether yours is at greater risk for an RUS? “Not
that I know of,” says Kay Beauregard, RN, MSA,
administrative director and hospital safety officer
at William Beaumont Hospital in Royal Oak, MI. 

And therein lies the rub. Since there’s no way
to tell if you’re likely to be visited, “You should
be ready any time,” she advises.

Beauregard strongly believes this is a message
quality managers need to hear, she says. “I think
we should almost belabor this point. You would
think it’s intuitive, but many hospitals just ramp
up prior to their survey.”

Creating a readiness cycle

Beauregard’s staff have been using what they
call a readiness cycle for the past five years.
“Basically, we have teams that meet on a regular
basis to assess standards compliance,” she notes.

Each team is structured across departments,
based on the set of standards it is assigned.
“Since there are 14 sets of JCAHO standards,
there are 14 teams,” Beauregard explains. 

“For example, environment of care is one stan-
dard,” she says. These teams are referred to as
chapter teams.
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• There is no way to tell if your hospital will have a
random unannounced survey (RUS) this year.

• A readiness cycle ensures facility will be pre-
pared for unannounced visits.

• RUS topics may provide hints about key sub-
jects of future surveys.

Key Points



Overseeing the team structure is the Joint Com-
mission education team, or JET, which is a corpo-
rate committee that includes representatives 
from these departments:

• administration;
• clinical quality;
• dietary;
• decision support;
• library services;
• nursing;
• nursing education;
• management development;
• ambulatory care;
• surgery.
The chapter team is responsible for the content

of the standards — for knowing the standards,
interpreting the standards, and remaining current
on the JCAHO activity related to the standards.

“They openly discuss the standards and inter-
pret them within their teams, review new stan-
dards, create and maintain a work plan, [and]
identify any deficiencies and actions to resolve,”
Beauregard says. 

“They report to the steering committee on a
regular basis,” she adds. (For more detailed out-
lines of chapter team responsibilities, see box,
below.)

Operating on a parallel path is an education
group that reviews information from the chapter

teams and assesses the need for hospitalwide or
group education.

The readiness cycle, when charted out, might
look something like this:

Year One
• First Quarter — Division/Corporate Education

Summit and Final Survey Preparation;
• Second Quarter — JCAHO Survey.

Year Two
• First Quarter — Division/Corporate Education

Summit; 
• Second Quarter — Issue-Focused Mock Survey

(i.e., hospital, ambulatory, home health services); 
• Fourth Quarter — Self-Survey

Year Three
• First Quarter — Division/Corporate Education

Summit; 
• Second Quarter — Mock Survey (Full Review); 
• Fourth Quarter — Self-Survey.

JCAHO isn’t the only surveyor

A constant state of readiness is even more criti-
cal because JCAHO is not the only organization
that conducts random surveys, Beauregard notes.

“The Centers for Medicare & Medicaid Services
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Sample Readiness 
Cycle Outlines

The following describe specific chapter team respon-
sibilities in the readiness cycle at William Beaumont
Hospital in Royal Oak, MI: 

WORK PLAN MANAGEMENT & REPORTING

✔ Proactively pursue the quarterly Joint Commission
on Accreditation of Healthcare Organizations’
updates to assess the potential impact on your
chapter team.

✔ Conduct a team exercise to specifically identify
which departments are affected by any standards.

✔ Create and execute a plan for educating the
organization about the new/revised standards,
assessing compliance, achieving compliance,
and demonstrating compliance.

✔ Use the Joint Commission on Accreditation of
Healthcare Organizations education team (JET)

as a resource for education/information direction.

✔ Incorporate compliance issues into chapter team
work plan.

NEW STANDARD REVIEW, ASSESSMENT &
RESPONSE

✔ Proactively pursue the quarterly Joint Commis-
sion updates to assess the potential impact on
your chapter team.

✔ Conduct a team exercise to specifically identify
which departments are affected by any standards.

✔ Create and execute a plan for educating the
organization about the new/revised standards,
assessing compliance, achieving compliance,
and demonstrating compliance.

✔ Use the JET as a resource for education/informa-
tion direction.

✔ Incorporate compliance issues into chapter team
work plan.



[CMS] also has the potential to do validation sur-
veys, to ascertain if you are in compliance with its
conditions of participation,” she points out. 

“If you are JCAHO-accredited, CMS recognizes
that, but just to validate that the Joint Commission
is surveying properly, [it will] come in and do
unannounced surveys of [its] own. That’s all the
more reason for you to stay ready.”

Even if you are not selected for a random sur-
vey, you should pay careful attention to the RUS
topics, Beauregard advises. “You might draw
from their inclusion that these could be hot topics
for future regularly scheduled surveys,” she sug-
gests. “They are clearly seen as problem-prone
areas, since they are included in the random sur-
veys, so they are probably seen as hot topics by
JCAHO.”  ■

Minorities get poorer
care, says IOM report
Stereotyping can even lead to higher death rates

It’s something few health care professionals like
to admit or even accept, but racial stereotyping

continues to cause differences in treating heart
disease, cancer, HIV infection, and other condi-
tions, partly contributing to higher death rates
among minorities.

This alarming reality was brought into clear
focus with a recent study by the Institute of
Medicine, titled Unequal Treatment: Confronting
Racial and Ethnic Disparities in Health Care. (The
entire study is available free at the National
Academy Press web site: www4.national
academies.org.)

“The study showed a difference in the quality of
care received by minorities, even when adjusted for
insurance, income, age, and severity of condition,”
notes Sandra Adamson Fryhofer, MD, MACP, 
general internist and clinical associate professor of

medicine at the Emory University School of Med-
icine in Atlanta, and a member of the committee
that produced the study. 

“These racial and ethnic disparities are real
and are associated with worse outcomes and
can contribute to a higher death rate,” Fryhofer
explains.

Here are just a few of the disparities the study
uncovered:

• Lung cancer: Of 11,000 patients who had
lung cancer surgery, the five-year survival rate
for whites was 34%; while for minorities, it was
26%.

• Heart disease: For every 100 whites who
received a procedure to clear blocked arteries,
only 74 minorities received the same procedure.

• Emergency department treatment: Blacks
were 1.5 times more likely than whites to be
denied authorization for treatment by managed
care providers.

“Many sources may contribute to these dispar-
ities — patients’ preferences; some clinical uncer-
tainty among health providers; financial and
organizational arrangement of the health care
system,” Fryhofer posits. 

“But when you look deeper, there might be a
role of stereotyping, prejudice, and bias. Even
well-meaning people who are not overtly preju-
diced may demonstrate some unconscious nega-
tive stereotype,” she says. “And the likelihood of
that happening is increased when you consider
our current time constraints.”

Facing a hard truth

For quality managers and other health care
professionals, the first challenge is to admit this
problem exists, Fryhofer says.

“It’s tough to think about,” she concedes.
“When you think that this kind of thing might
exist in your facility, it’s kind of upsetting. But
when you’ve been involved in this study and
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• Lung cancer, heart disease, and emergency
department treatment show large disparities in
minority care.

• The first challenge for quality managers is to
recognize that the problem exists.

• Language barriers and lack of cultural under-
standing are key obstacles.

Key Points

Need More Information?
For more information, contact:
❏ Kay Beauregard, RN, MSA, Administrative

Director and Hospital Safety Officer, William
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Royal Oak, MI 48073. Telephone: (248) 551-
5000. E-mail: kbeauregard@beaumont.edu.



seen the end result, you know that it’s a wake-up
call and that we have to change this situation.”

The problem is multifaceted, Fryhofer empha-
sizes. “For example, there might be language bar-
riers,” she says. “As a practicing physician, you
need to communicate. If you can’t, you need
someone there who can.” Thus, one of the com-
mittee’s recommendations is to have interpreters
present to aid the communication process. 

Because the health care maze is so complicated,
“You might consider using community health
workers to help patients navigate through the
system,” Fryhofer suggests. “This can also
strengthen doctor/patient relationships, and
helps patients get over their fears.”

Patient education is another critical area. “You
need to make sure patients have access to medi-
cal information they understand, whether that
means having it in a language they understand or
having it on their grade and intellect level,” she
says.

As for specific vehicles, the committee points
to evidence that education through books and
pamphlets, in-person instruction, CD-ROMs, or
the Internet can increase the level of patient par-
ticipation. Education efforts must extend to staff
as well, to help them better understand different
cultures. 

“There are many different vehicles,” Fryhofer
says. “You have to figure out the best way for your
facility. It could be continuing medical education
for docs, inservices, weekly medical conferences.

We have to take a multifaceted approach for a
multifaceted problem; there’s not just one way 
to reach the numbers of people who need to be
reached.”

Through cross-cultural educational strategies,
“We hope to make everyone aware of the role of
stereotyping and bias — even if it is unconscious,”
she explains. “We must enhance awareness of the
key issue: that all patients should receive health
care matched to their needs and be treated with
dignity and respect.”  ■

Part 2 of 2

Health care is ready for
the seven levels of change
Do what others do well

By Duke Rohe, FHIMSS
Performance Improvement Specialist
M.D. Anderson Cancer Center
Houston

(Editor’s note: This is the second in a two-part
series on the seven levels of change in health care. In
the first installment, which ran in the May 2002 issue,
Rohe discussed the first four levels of change: Level 1
— Doing the Right Things; Level 2 — Doing Things
Right; Level 3 — Doing Things Better; and Level 4 —
Doing Away With Things.)

Having worked at St. Luke’s Episcopal
Hospital, an organization known for its

innovative culture, and M.D. Anderson Cancer
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Center in Houston, a hospital unparalleled in the
care its patients receive, I have seen real-world
illustrations of the seven levels of change in
health care. Here are some examples:

Level 5: Do what others do well

When I was interviewing for a job at my pre-
sent hospital, one administrator told me they
were piloting hotel-type room service for the
patients. 

To a cancer patient who is undergoing treat-
ment, food is a chore — not something to look
forward to. The administrator didn’t want any-
thing in the way of the patient’s fight to beat this
terrible disease, especially food. My engineering
head thought, this seemed inefficient. 

To the surprise of my paradigm, the hospital
has taken the hotel room service concept and
done one better. 

The hospital hired a former manager and cap-
tains of the Ritz Carlton to grow the service from
scratch. The room service staff who were hired
had to have restaurant service experience first,
and then learn the requirements of diet restric-
tions. A new call center was created to field calls
throughout the day and “garnish” the choice of
menu items. 

The cooks worked on a short order instead of 
a batch basis. The kitchen had to be remodeled 
to accommodate the short-order style. The menu
ranged from grilled chicken (meat and heat as the
cooks call it) to stuffed shrimp or filets.

The hospital provides call-to-order service
(conditioned by diet restrictions) from 7 a.m. to 9
p.m. to its patients and its guests — and gets the
food delivered in style and in an average of 32
minutes. The service is even extended to outpa-
tients receiving transfusions or chemo during the
meal hours. 

The wait staff dress in serving attire and eagerly
wait on their patrons. The staff has “line-up” every
morning to remind them of their mission and to
discuss what could be done better. 

I once followed a waiter down to the kitchen 
to get two fresh scoops of ice cream because the
ones that came up had already begun to melt;
nothing was going to get in the way of treating
the patients royally. Surveys of course, showed
the percent of “excellent” marks jumped from
15% to 85%.

I did have the privilege of performing a study
of the number of staff needed to perform a hospi-
talwide 45-minute room service delivery promise

and found it was more expensive than traditional
tray delivery. But that’s why they call it room ser-
vice and not food service. 

Level 6: Do things that haven’t been done

This usually happens when there are no means
to do it the traditional way. The mind won’t search
for an impossible answer until there is an impossi-
ble situation. They also come when someone con-
nects two unrelated concepts into one great idea.

A hospital was attempting to transport speci-
mens and units of blood through the pneumatic
tube system. The biggest reservation was the pos-
sibility of a blood spill inside the carrier, amplify-
ing the risk of AIDS. 

All precautions were taken. The specimen
tubes were switched from glass to plastic. The
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specimens were placed in a leak-proof, Ziploc
bag. The Ziploc bag was placed in a foam-cush-
ioned carrier that was rubber-sealed. But WHAT
IF, somehow, the specimen leaked out of the spec-
imen tube, out of the Ziploc bag and onto the
cushion of the carrier? How can someone tell, by
looking at the outside of the carrier, that there is a
leak on the inside? 

Then one of the blood collectors had a Level 6
idea: “You know, they make disposable diapers
that change color so you can see they are wet
before you feel they are wet. What if they had
foam liners that do the same?” Now, that’s a solu-
tion the pneumatic tube manufacturer ought to
run after.

Another Level 6 effort in my hospital and a
prediction for the way hospitals will be managed
in the future: We are looking to blaze a new trail
in organizational understanding through the use
of the Theory of Constraints. Treat all needed ser-
vices as a series of connected flows (in pipes). A
system can go no faster than its smallest bottle-
neck, and a flow-related improvement anywhere
else than its bottleneck will not improve the over-
all service. 

Instead of managing resources (traditional),
hospitals will focus on managing flows. 

Level 7: Do things that can’t be done

This comes to those who dream differently. It is
discovered in the paradoxes of life. It is in those
hopes that are bigger than life. I have always
wanted to have a million-dollar idea. I could care
less about making a million dollars, but I would
love to have an idea that clever. A personal goal
of mine has been to make a positive impact on
health care. Everywhere. 

In fact, why stop with health care? I have an
unquenchable desire to create and share tools or
writings that help others. Over the years, I have
accumulated more than 600 tools to speed change
along. I have written more than 800 spiritual one-
pagers in the same light.

With the help of Duration Software, there is
now a web site designed to provide free down-
loadable performance improvement tools — to
anyone who has a computer. 

The tools are intuitively categorized. Fresh
tools are featured monthly. The only thing miss-
ing from my dream is the rest of the world know-
ing about it. Internally, in my own hospital, I am
learning how to “breadcrumb” the staff to the
tools’ use and availability. The mere size of their

number intimidates people. 
Externally, I am approaching professional orga-

nizations, country web sites, to raise awareness. 
For the last three years, I have e-mailed to a list

of subscribers “Weekly Readers” with a tool to
think on. 

It’s quite a challenge and honor to attempt to
interface with the world to make a difference.

[Duke Rohe is performance improvement specialist
at M.D. Anderson Cancer Center in Houston. He may
be reached at (713) 745-4433. 

To access tools related to this series, visit the tools
site: www.durationsoftware.com, then click Improve-
ment Tools.]  ■
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