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Telemetry unit moves from worst 
to best using redesign process 
Specialty teams improve patient satisfaction, staff morale

Two years ago, a 52-bed telemetry unit at Yuma (AZ) Regional
Medical Center had an unenviable record of long-standing perfor-
mance: It ranked below the national benchmark in patient satisfac-

tion as well as staff morale.
“Historically, there was always a high turnover among the staff.

Morale was extremely low, and patient dissatisfaction was consistently
below national norms. The dollars spent on agency nurses was phenom-
enal,” says Karen Jensen, RN, MN, who began managing the unit in
January 1997.

To make matters worse, the unit wasn’t well respected internally.
“Our employee bonus program [throughout the facility] is based on
patient satisfaction scores,” Jensen explains. “The unit’s poor perfor-
mance was holding everybody back.”

Today, the unit is considered a best practice model and its practices
have been implemented throughout the facility. Performance — in addi-
tion to patient and staff satisfaction — has skyrocketed as employees
master leadership and decision-making skills. 

We went from the worst in the hospital to one of the best,” she points
out. “We perform above national averages in patient satisfaction.”

Patient perceptions of nursing care, comfort, and cleanliness made
considerable gains.

Jensen shared with Patient-Focused Care and Satisfaction 10 best prac-
tice tips that propelled her unit to the top:

1. Staff “geographically.” The unit, which is divided into four sec-
tions of 12 to 14 beds, is staffed by four six-member care teams. Each
team includes: team leader, a registered nurse who partners with a sec-
ond RN, one clinical associate (a certified nursing assistant with addi-
tional skills), one team associate (a position combining housekeeping,
food service and transport functions), one business associate (a unit sec-
retary on days, who turn over their patients to one RN and CA on
nights. The team is supported by telemetry technicians and a resource
coordinator who work with the teams to facilitate matching resources



and demands. A resource coordinator, formerly
the charge nurse, structures the unit’s workload.
“Each team always works in the same geographic
area,” Jensen explains.

Each team also color codes and stores its
portable equipment in a locked cabinet and has
their own blood pressure monitors assigned to
their geography. 

This arrangement reduces equipment losses and
increases productivity, she notes. “Before the
redesign, frustrated staff used to stash equipment
in patient rooms and it was not accounted for.
They also spent a lot of time going back and forth
to retrieve items. Now it’s in one central point.”

As census increases, staff are “flexed into”
existing teams.

2. Staff according to an objective acuity sys-
tem. Previously, unit nurses used a subjective
system that often created dissension. “They sim-
ply divided up patients until they arrived at a
more or less equal number ” Jensen says.

Central to the redesign was an acuity system
that determined how many points each team
should carry in its workload. Staff had input into
designing the system based on their perceived
workload capacity. Based on average daily census
figures, four teams were created to handle 10
patients each.

The acuity system looks at whether resources
needed are RNs or CAs based on patient needs
and has four levels of patients with points
assigned for each level. The total points deter-
mine how much work capacity exists on each
team.

The resource nurse on each shift tracks each
team’s acuity points and total points by posting
them on a large board in the nursing station.

“With just a glance, the resource nurse can
determine acuity and structure the workload
accordingly.” 

The system also allows for a more efficient
admission process, Jensen adds. “Before, each
nurse took turns when the next admit came in.

Now, one team may have three new admits and
another may have none. It all depends on the
acuity level of their current patient load as well as
the acuity of the admits.”

3. Promote lateral as well as horizontal 
teams. In addition to the “vertical” care teams, 
or the mix of care providers, the redesign also fea-
tures horizontal teams made up of members from
each specialty. For example, the business associ-
ates have their own team to discuss operational
matters, as do the clinical and team associates.

4. Create a mechanism for both types of
teams to communicate. The unit’s decision-mak-
ing body is its Leadership Council. Members of
the council include the RN leader from each of
the vertical care teams as well as a representative
from each horizontal specialty group.

“If you’re ushering in a new work environ-
ment that claims to promote open communica-
tion and problem solving at all levels, you must
provide a means to do so,” Jensen advises.

For example, instead of shouldering alone the
responsibility for managing capital expenditures,
Jensen turns over equipment purchases to the
team.

“When the team wanted to buy cardiac chairs,
I explained that we have X amount in the capital
budget and showed them the vendor informa-
tion. They came back to the next meeting and
told me what they wanted me to order.” 

The team decision is not merely an empty rec-
ommendation, she adds. 

5. Allow employees to learn from mistakes.
In traditional management, decisions come

from the top down. In order for a redesign to be
successful, however, employees need leeway to
make their own decisions regarding processes —
and experience the consequences.

“I don’t tell them what to do,” Jensen says.
“Instead, I help them identify the issues, discover
the options, and encourage them to tell me what
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they believe the solution [should] be. Then I tell
them to go do it!”

Although employees make mistakes occasion-
ally, Jensen says, with practice, they grow more
confident in the process. 

6. Set clear boundaries. Instead of writing tra-
ditional disciplinary reports, Jensen has switched
to a “learning contract.”

“It explains what they did wrong, what they
need to learn, and what both of us will do to pre-
vent the mistake from happening again,” she
explains. The form includes a place for the fol-
lowing information:

• the mistake or error;
• manager’s expectations;
• employee’s responsibility;
• date of re-evaluation.
“[Afterwards,] we both sign it and the secre-

tary notes the re-evaluation date on a calendar.”

7. Provide leadership training for clinicians
as well as the rest of the staff. “Don’t buy into
the myth that if a nurse has excellent clinical
skills, he or she will automatically be a good
leader,” warns Jensen.

To facilitate change, she relied on a process
called Results Oriented Organizational Training
and Support, or ROOTS. 

ROOTS is the brainchild of LUMEN, a health-
care consulting company in Atlanta that teaches
staff how to diagnose and solve problems and
gives permission and encouragement to do so,
says Terry Williams, MBA, senior consultant.

“I’d been preaching the same sermon [as the
consultant]; but sometimes, an outsider is taken
more seriously,” Jensen says. “With both of us
emphasizing leadership at all levels, we made a
fundamental change in the way we identified
issues as well as how we solved problems. We
also learned to communicate with one another in
more productive ways.”

Under the old system, for example, a
housekeeping or environmental service staff
member had no leadership opportunities. “Now
he is lead TA [team assistant]; he interviews job
applicants, explaining to them what the job
entails as well as his expectations. He also con-
ducts his own [vertical] team meetings,” Jensen
says.

8. Resolve volatile issues from pre-design
days. Even the best redesign plans will go astray
if residual effects from older issues aren’t
resolved, Jensen adds.

Before the redesign, some staff members were
disgruntled by the way paid leave time was
being manipulated by others. “There was a lot of
favoritism. The leadership council developed
guidelines, and now there is internal consistency.
Employees are happier because the policy is fol-
lowed across the board.”

9.Model desired attitudes. If you truly want to
promote leadership among front line employees,
you can’t use the old style of dictatorship that the
manager is never wrong, Jensen stresses.

“When you encourage your employees to
self-actualize, you are also giving them permis-
sion to confront you,” she says. “You have to be
willing to admit you made a mistake and apolo-
gize. This not only models good communication
skills for employees, but lets them know that
mistakes are learning opportunities, not punish-
able offenses.”  ■

Reduce wait time by
tracking patient queues
Research methods help in early re-engineering

You can’t manage what you can’t measure.
Nowhere is this axiom more true than in

ambulatory care redesign. For example, if you
don’t conduct thorough research on pathway
loading as part of the redesign plan, you may be
sabotaging your own efforts.

“Understanding pathway loading — when and
how many patients visit the area — is critical [in]
eliminating bottlenecks and increasing patient
satisfaction,” says Jayne Talmage, president of
Talmage & Company, an operations work
redesign firm in Boston.
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One of the fundamental problems in ambulatory
care centers is that most patients arrive between 7
a.m. and 10 a.m. “You have to work fast and furi-
ously until noon to deal with this peak,” she says.
“It’s a significant cause of system-wide wait
times.”

Monitoring these early morning queues should
be a management priority, she stresses.

For example, if you know when patients arrive
and how long they spend in each area — waiting
room, registration, lab, same day surgery, recovery,
etc. — you can expedite a better “entry, through-
put, and exit,” she says. 

“This objective information also allows you 
to look at the system from the patient’s point of
view,” she adds. In addition, hard data makes the
redesign an easier sell to administrators and physi-
cians. “Everyone can give you anecdotal stories
about how frustrating mornings are for both staff
and patients, but having the numbers in black and
white can help drive the point home.” (See story
on how to perform a qualitative audit, right.)

Often, managers who attempt such manual
data collection in a high volume clinic create frus-
tration instead of information.

For example, redesign staff at Cooper Green
Hospital in Birmingham, AL, used Talmage’s
Productivity Tracer while running their stop
watches. Unfortunately, this proved too time con-
suming to monitor wait times of thousands of
outpatients.

Even hundreds of patients can be too much to
track manually, says Geoffrey Tryon, former
executive director of ambulatory care services at
Edward Hospital in Naperville, IL. When he
wanted to identify the bottlenecks in the current
preadmission testing system to design a one-stop
process, he used the Productivity Tracer during
the early phase of the operational research. 

“A technological tool can help you find out the
glitches in patient flow much faster,” he explains.

At the core of the system is a portable data col-
lection device consisting of bar code cards and a
scanner.

Here’s how it worked:
When each patient arrived at outpatient regis-

tration, the receptionist scanned a credit card-
sized bar coding device and gave it to the patient.
To find out how long patients with or without an
appointment had to wait, staff gave those with an
appointment one numerical code, while walk-ins
received another.

Patients carried the card throughout the testing
process, presenting it to a receptionist at each

stop. The subsequent receptionist then scanned
the patient’s card to document the waiting time
(about eight scanning stations were throughout
the clinic). 

The process continued as patients presented the
cards at each stop during preadmission testing.

When the outpatient testing area closed at 6
p.m., the scanners were put into a downloader
station. There, data were transferred to the
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How to get to root of
operational problems

Although hard data is essential for a pro-
cess redesign project to succeed, infor-

mation from interviews can support these
numbers, says Jayne Talmage, president of
Talmage & Company, an operational work
redesign firm in Boston. “Interviews can also
help define internal benchmarks and identify
best practices.”

She offered Patient-Focused Care and
Satisfaction a sampling of “auditing”questions
that should be explored by senior administra-
tion, physicians and department managers:

• How does the patient get from here to
there?

• Is the result satisfactory to all affected?
• Does the process make effective use of

hospital resources?
• What information technology strategies

can be used as a catalyst for improved work
flow and decision support at the point of
service?

• Are there “time-in-the-system” delays for
patients that could be avoided? 

• What are the costs associated with these
delays?

• In addition to the patient, who is the
“user” of the work process? 

• Is it the physician or another department?
• What is the most effective process to pro-

duce the desired outcome?
• Does the most effective process make the

best use of existing resources? 
• What time and activity resources need to

be tracked to fully document the cost activi-
ties involved in each step of the process?  ■

Source: Talmage & Company, Nordwell, MA.



department’s computers. The hospital then
shipped the information on computer disk to the
consulting firm for interpretation.

The data showed that patients were “walking
and waiting all over the hospital,” Tyron says.

Before using the Tracer, the redesign team
assumed the registration process was the bottle-
neck, Tryon said.

“The time studies revealed patients started
waiting after they registered. The average wait
time was 31 minutes; about half the patients
waited longer than that,” he says.

Now, the entire testing procedure takes
between 20 to 45 minutes. As part of the redesign,
patients report to a central outpatient area, where
phlebotomy and EKGs are completed. For chest
and other X-rays, patients must walk about 20
feet to another area. X-ray, EKG technicians, and
phlebotomists were cross-trained so patients
don’t Shave to wait for the next one to become
available.

Another change that reduced waiting time was
improved scheduling. “We worked with central
scheduling to remind them to spread the tests out
over the entire day, rather than [in] the morning. By
making better use of late afternoon time, you can
take some of the burden off [of] morning staff,”
says Dan McGaffey, principal, who directed the
study and subsequent reengineering.

McGaffey says that many hospitals need to be
aware of these techniques to even the peak demand
in their outpatient areas. In addition to the early
morning peak, another occurs after lunch, lasting
until about 3 p.m.  ■

Go the extra mile with
subacute care pathways
Pass government muster with emotional care

If your facility has a subacute unit, you’ll need
to go the extra mile with your clinical paths to

satisfy Medicare surveyors, says Pat Maben, RN,
MN, director of adult home care programs at the

Kansas Department of Health and Environment
in Topeka. 

“We want to see an emphasis on the patient’s
quality of life — of dignity, autonomy, and involve-
ment [in their care],” she says. “We want subacute
providers to look at the patient as a total person
and meet his or her unique needs.” 

That means creating pathways that encompass
more than physical recovery. 

Ranking psychosocial needs

For example, at a 17-bed subacute unit at
Overland Park (KS) Regional Medical Center, an
interdisciplinary team developed a pathway for
terminally ill patients that includes the five stages
of grief. Members included representatives from
physical, occupational, and activity therapy, social
services and dietary departments, and subacute
and clinical education nurses.

The path prominently lists these stages in the
left-hand corner of the pathway to remind team
members to daily document the grieving for the
patient and family members, says Martha Hudson
Ramsey, RN, MS, unit manager. The stages of grief
— denial, anger, bargaining, depression, acceptance
— were formulated by psychologist Elizabeth
Kubler Ross, PhD, in her ground-breaking book,
Death and Dying.

Other early steps in the path, which Maben
praised, include the discussion of advance direc-
tives, hospice, and self esteem. 

Self-esteem, for example, is tracked by asking
patients to rate how they feel about themselves
on a scale of 0 to 10.

Other psychosocial needs are also ranked:
1. Potential for disturbance in self-concept as

related to illness;
2. Knowledge deficit related to tests, proce-

dures, and disease processes;
3. Potential need for assistance with home care

planning;
4. Potential need for assurance with home care

planning;
5. Potential for injury as related to unfamiliar

environment;
6. Alteration in comfort as related to disease

process;
7. Grieving related to loss of control over life,

body function, changes in self-image, and
impending death;

9. Potential alternative in respiratory status as
related to disease systems;

10. Impaired general strength and endurance
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as related to illness.
Team members take this information to inter-

disciplinary care meetings where family mem-
bers are invited. 

“This is where we sometimes get quality of life
concerns we don’t expect. The concerns may
seem totally off the wall, but they must be
addressed,” says Ramsey.

She cites the example of an elderly man who
had a stroke and was not sleeping because he
was afraid of being unable to wake up after his
stroke. “After discussing this problem with the
team and the family member, we had the chap-
lain visit and read a scripture on fear,” she says.

Because subacute patients often have more
than one diagnosis, the team developed supple-
mental paths in addition to the primary ones. 

“If we have a terminal patients who also has a
stage I wound we would acknowledge [that] the
patient has the wound, but that’s not the primary
reason he or she is here,” she says. 

Yet, wound care must be addressed. “We must
show evidence of acknowledging and treating the
secondary diagnosis to the surveyors.”

Incorporating such psychosocial needs in the
path not only satisfies surveyors, it’s good busi-
ness sense, says Maben. “It helps ensure good
outcomes. That’s the name of the game.”  ■

Mentoring nursing staff
creates future leaders
Make mentoring part of job description

Nurse managers should always be on the
lookout for future leaders, urges Colleen

Bock-Laudenslager, RN, MS, a Redlands, CA-
based consultant. “It is your professional respon-
sibility to facilitate the employee’s leadership
skills and advanced professional skills.” 

Mentoring others improves the likelihood that
your accomplishments will continue to thrive,
says Bock-Laudenslager. “When an exemplary
manager leaves the department, the transition is
potentially smoother, more fluid. It is your
opportunity to leave a legacy by nurturing poten-
tial leaders who could move into your leadership
position.” 

Some managers avoid mentoring, fearing they
will be replaced. “The current financial health

care climate is not conducive to mentoring, as it
can foster job insecurity,” she says. “Having peo-
ple waiting in the wings who could step into
one’s position may be threatening, but the
leader’s most unselfish act is to mentor those
within their line of authority.” 

However, when your employees are consis-
tently chosen for leadership positions, it validates
your leadership capability, Bock-Laudenslager
says. “You feel a sense of accomplishment when
your employees tend to receive recognition and
promotion; it clearly demonstrates the outcome
of your mentoring ability.”

Bock-Laudenslager adds that mentoring can
promote retention of qualified nurses and mini-
mize burnout. “Most individuals reach a learning
plateau where they may benefit from a manager
challenging them to pursue other avenues of
their career; especially those who have peaked
clinically.” 

ED nurse managers should cultivate leaders
from within, stresses Liz Jazwiec, RN, a
Crestwood-IL-based consultant. 

“The ED is so different from other nursing
units that it is hard for new leaders to learn from
other department heads,” she says. “We need to
grow our own leaders, so that they might be suc-
cessful in the future.”

Many ED nurses will be challenged to take
leadership roles in the near future, predicts
Jazwiec. “The challenges of healthcare will dic-
tate that many individuals within a department
will need to take on leadership roles in one way
or another. You [will] become a much stronger,
effective manager if you have several ‘leaders’
[in] your staff.”

In many EDs, the traditional roles of assistant
nurse manager or supervisor no longer exist;
future leaders have to be identified and men-
tored, Jazwiec recommends. “Every good leader
should have two or three possible candidates for
her position should she get promoted or leaves.” 

Here are some effective ways to mentor nurses:
• Make mentoring part of your job descrip-

tion. “In every institution, there needs to be a
clearly defined written standard where mentor-
ing is part of a manager’s job function,” says
Bock-Laudenslager. “Leaders must be account-
able for the mentoring role. Not only is it prudent
to do so, but it is a JCAHO requirement that lead-
ership within the organization encourage staff to
become better leaders.”

Not only does the job standard need to be
defined, managers need to be evaluated against
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it, argues Boch-Laudenslager. “Some hospitals are
now sending evaluations to their staff [that]
include rating their immediate supervisor in
terms of their ability to mentor others.”

Likewise, the description of staff nurses should
also have a professional component. “Include a
job standard that measures leadership develop-
ment, including professionalism and the ability 
to problem solve,” says Bock-Laudenslager. 

Maintain your own clinical and leadership
skills. “You can’t teach others what you don’t
know yourself,” says Bock-Laudenslager. “Effec-
tive management bridges the gap between art
and science, theory and practice, [and] the man-
ager’s office and the trenches.”

• Maintain continued education. “Managers
should be formally trained in mentoring others,”
says Bock-Laudenslager. “Often, nurses are pro-
moted through the ranks without any considera-
tion of their management training.”

• Show enthusiasm about leadership. “[By]
observing managers, nurses will find a leadership
position either desirable or undesirable. Seeing
your enthusiasm will affect their interest in pur-
suing leadership/managerial positions,” says
Bock-Laudenslager. “If they ask you about your
job [and] you’re rolling your eyes and expressing
frustration, they won’t be encouraged.”

• Recognize leadership potential in nurses.
“If you observe an employee demonstrating
exemplary leadership skills, such as handling a
confrontation with a family member or solving
a challenging clinical problem, tell them you
admire how they approached the situation,”
says Bock-Laudenslager. 

Additionally, give written recognition in their
annual performance appraisal. “This may encour-
age them to pursue expanded nursing roles.”

Encourage new nurses to develop leadership
skills, advises Bock-Laudenslager. “Your educa-
tion department can develop programs for nurses
that will augment their leadership potential, such
as charge nurse classes, preceptor classes, resume
writing, or writing for publication.” 

A small minority may be future ED leaders,
so emphasize other leadership possibilities. “Of
the 3-5% of nurses who would be good leaders,
there may only be 1% who [would] be really
good administrators,” notes Jazwiec. “It may
not be their forte to direct and manage other
people; they may not be organized enough to
manage many things at once, but an educator
role may be a perfect fit.”

• Reinforce leadership skills in staff education

programs. “Leadership skills are an integral part of
clinical expertise. If you are educating staff on clini-
cal issues, leadership principles can be integrated
into your teaching programs,” says Bock-Lauden-
slager. “In doing so, you are preparing them for
more challenging leadership roles.” 

• Encourage staff to apply for promotions.
“Inform nurses about available positions, both
internally or externally, through a department
newsletter, bulletin board, or word of mouth,”
Bock-Laudenslager advises. “Encourage nurses to
interview for positions, even if they are not the
most qualified applicant. The interview experi-
ence itself is a learning process.”

• Delegate tasks requiring leadership skills.
“Develop their potential by asking them to imple-
ment department projects,” says Bock-Lauden-
slager. “It can be as simple as asking their opinion
on something, such as ‘It looks like the physicians
are frustrated with this work space, how do you
think we could improve it?’”

Present opportunities such as  speaking pre-
sentations, Jazwiec recommends. “Success leads
to more success. Start with small things and work
up to big programs or projects when delegating,”
she says. “Always give lots of feedback.”

Encourage group participation

Asking nurses to serve on hospital committees
such as disaster management or a JCAHO task
force is another way to enhance their skills.
“Employees at the grassroots level often com-
plain that the individuals making the decisions
are the ones furthest from the bedside,” Bock-
Laudenslager notes. “By asking staff nurses to
represent the ED on certain committees, not only
are you promoting leadership potential, but the
committee benefits from having the most quali-
fied people facilitating the decision.” 

• Create a professional learning environ-
ment. A department library with Internet access,
periodicals, and videos sends a positive message.
“It’s the manager’s responsibility to create an
environment where the staff [are] motivated to
stay current on topics that could impact their
clinical practice,” says Bock-Laudenslager. 

• Determine where your nurses excel. “You
might have someone that can take the lead in
finance just because of natural ability or interest,”
says Jazwiec. “You do not have to put someone in
charge or give them the whole ball of wax.” 

Ask nurses what they are interested in and find
tasks that match their interests, Jazwiec suggests.
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“There might be someone truly interested in
doing the schedule, and there might be a progres-
sion from there.”

• Keep it simple. “Mentoring is most often
overlooked because, like so many things in
healthcare, we tend to make it too complicated,”

says Jazwiec. “Not every situation calls for some-
one learning the manager’s job in its entirety.”

Instead of finding the time to cover everything,
do what you can, says Jazwiec. “Better to teach 10
people 10% of the manager’s role than trying to
teach one person 100%. Out of [that] 10, cultivate
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Which nurses have 
leadership potential? 
Twelve qualities to look for

It’s a challenge to ascertain which nurses
would be good leaders. “Pay attention to

feedback from patients, physicians, or col-
leagues from other departments.” says Liz
Jazwiec, RN, a Crestwood-IL-based consultant.
“It’s sometimes trial and error, but there are
signs to look for.” 

Here are a dozen qualities to look for in
future nurse leaders:

1. Listening skills. “A key part of communi-
cation skills is the ability to listen to staff, hear
their concerns, and put them into action,” says
Barbara Pierce, RN, MN, divisional director of
emergency services at Children’s Hospital in
Birmingham, AL. “Listening is a learned skill.”

2. Confrontational skills. “Confrontation is
not always the ‘evil’ most people believe it is.
Confrontation happens every day,” says Pierce.
“Nursing leaders need to have the ability to
defuse confrontation into ‘win-win’ situations
by having good intervention skills.”

3. Risk taking. “Leaders need to be willing
to try new ways of doing things; put new ideas
into practice,” says Pierce. “The only constant is
change. There are very few right or wrong
ways to do things in this market — only what
works. We have to be willing to try many dif-
ferent ways to find the one that will work best
for a particular situation.”

4. Strategic thinking. “The ability to see the
big picture is a wonderful trait, although it is
difficult to evaluate at a staff level,” says
Jazwiec.

5. Problem solving. A desire to make things
better is a good sign of leadership ability, notes
Jazwiec. “Remember, some of these people
might appear negative sometimes. Given the

opportunity to make things better, these folks
shine,” she says. 

Look for nurses who are quick to come up
with solutions, says Pierce. “Staff who can act
like air traffic controllers to keep everything
going — like juggling 10 things at one time, are
ideal ED leaders.”

7. Flexibility. “Being flexible is the most
important quality a leader can have,” says
Jazwiec. 

8. Ability to motivate others. “Someone who
gets results as a team leader not only demon-
strates the ability to get things done, but also
get others to accomplish goals,” says Jazwiec. 

9. Enthusiasm. “Pick individuals who will
not only do a good job, but are successful [in]
leading teams that get results. These nurses
make great candidates for future leaders,” says
Jazwiec. “When you ask the employee to lead a
team, let them know you are doing it because
you think that they have good leadership abil-
ity. They should feel flattered and want to do a
good job.”

10. Good communication skills. “Communi-
cation skills and approachability are extremely
important. Look for nurses who are emotion-
ally capable, have a warm personality, and can
get along with others,” Jazwiec recommends. 

Fairness, consistency, and team skills are
important when communicating, emphasizes
Pierce. “Being empathetic without being a
mother to their peers is key. They have to be
able to articulate the unit’s needs, yet under-
stand the personal needs of the staff to achieve
that important balance.”

11. Ability to work hard. “Nurses who have
integrity and a strong work ethic become role
models within a group; other nurses want to
learn from them,” says Jazwiec. 

12. Balance. Balance is important, says
Pierce. “Those who are willing to go the extra
mile professionally and personally are key.
Those that are happy at home and at work
make great leaders.”  ■



the ones with leadership promise.”
• Share personal stories. “Reviewing and

sharing personal failures and what you have
learned from them help show that the road is not
always smooth; you get up and keep trying,”
says Barbara Pierce, RN, MN, divisional director
of emergency services at Children’s Hospital in
Birmingham, AL. 

“Mentoring is about teaching the power of
the positive attitudes and overcoming discour-
agement. No one wants or needs a negative,
burned-out mentor.” 

• Take a personal interest. “Mentoring is
seeing that someone achieves more than they
ever thought possible; someone was always there
pushing and encouraging — not taking no for an
answer. It takes someone truly believing in the
nurse’s leadership potential to make it happen,”
says Pierce. 

• Provide information. Give articles and
videotapes to nurses for review, Pierce recom-
mends. “I try to send articles about topics I know
they are looking for answers to or are interested
in, or topics I know will help them to grow and
understand the big picture better,” she says. 

• Send positive reinforcement. Getting and
giving positive feedback is quite motivational,
says Pierce. “You perform your best when you
feel good about yourself and what you are doing.
Positive feedback is a real energy boost. Send
encouragement throughout difficult projects or at
the completion of successful or not so successful
[ones].” 

Mark time out on your calendar and take a few
minutes at the end of every work day to send out
positive messages, says Pierce. “School supply
stores have cute little notes that are given to grade
school children, but work just as well for adults.
Or you can make your own recognition certifi-
cates on computer software programs.”  ■

Common problems plague
IHI participants
Improve admission and X-ray cycle times

Although every emergency department  has its
own unique set of problems, the majority of

participants in an Institute for Healthcare
Improvement (IHI) recent program on wait and
cycle times have three in common. “Almost all of

the participants had three major goals: improving
admission cycle time, X-ray cycle time, and time to
see the physician,” reports James Espinosa, MD,
FACEP, FAAFP, chairman of the department of
emergency medicine at Overlook Hospital in
Summit, NJ. 

Here are tips for improving each:
• Admissions. “Reducing cycle time for

admission has been the Holy Grail of ED man-
agement,” says Espinosa. “There have been
papers listing dozens of possible causes of delays
in the ED or on the floors — but no experience
has been brought [as to] how teams are likely to
attack the problem, and to politically move
through the work of getting institutional buy-in.”

Reducing admissions time is the number 
one problem for ED managers, says Espinosa.
“Admission cycle time can be related to insuffi-
cient capacity at triage, lack of bedside registra-
tion, or downstream delays. If you cannot get
someone out of the department, you cannot 
bring someone in.”

Having slow ancillary services and a long cycle
time to get patients upstairs, will also impact
admission, adds Espinosa. “You can call physi-
cians slow and lazy; say there are not enough of
them; bring in elaborate on-call systems, but you
can’t move a system that is slowed down by
downstream delays.”

Motivate floor nurses

Use data to figure out the problems created by
admissions delays. “The math is frightening, in
terms of what it does to the ED’s capacity,” says
Espinosa. “If you have a 20-bed ED, at any given
moment, three patients may be waiting to go up
to a bed to admission. Two might be waiting for a
prolonged CT scan result. If five people are in
your ED waiting, you have just reduced your
capacity by 25%.[Some] times, you run a 15-bed
ED, and at [other] times a 10-bed ED.”

That is often the key source of delays. “Some
hospitals have a 30-bed ED that would be well
served; because of system problems, they are
really working with a third of that, and some-
times less,” he says. “No wonder we have
delays.”

There should be incentives for floor nurses to
get beds back into service, says Linda Kosnik,
RN, MSN, CEN, Overlook ED unit manager and
co-chair of the collaborative. “If patients sit
down and wait for hours because the floors are
too busy, they will be angry by the time they get
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upstairs. You [have] to put that into the floors’
patient satisfaction survey.” 

Bed control was turned over to the ED. “A
nonclinical party we call the ‘czarina of bed con-
trol’ keeps the ED in the loop,” Kosnik explains.
“If there is a problem, the nurses calls the czarina,
who immediately calls the floor. Before, there
were all kinds of excuses and hostility. Now there
are certain expectations from both sides.” 

If a bed wasn’t  assigned within 15 minutes, bed
control will assign it. “If there are delays,  and we
know bed 224 — male and male — is empty, we

assign it to the patient ourselves,” says Kosnik.
“We only have to do that once or twice because the
floors don’t like losing control of that.” 

A report must be taken within a half hour; other-
wise, the patient is sent upstairs.

• Time to physician. “There is a terrible
gnawing sense of frustration in attempts to
reduce arrival to physician contact cycle times,”
says Espinosa. “Hospitals across the country are
starting to provide service guarantees, such as
seeing a physician within 30 minutes without
any understanding of how to achieve [it].”
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Bedside registration is one effective way to
reduce time-to-physician. At Ravenswood Hospital
in Chicago, bedside registration was implemented
during the IHI project. “It’s a wonderful concept to
have a patient walk in the door and be seen by a
physician first,” says Bruce McNulty, MD, medical
director of the ED. “It conveys to them that you
care more about their medical problem than
insurance information. “Previously, patients were
spending the first 15 minutes out in the lobby. You
can shave that off your door-to-discharge times, if
doctors have access to patients right away.”

Still, you can’t register patients at the bedside if
your beds are full, notes McNulty. “First you
need to have an efficient ED in terms of cycle
times and labs. Our goal is to register 60% of
patients at the bedside. We are at 50% right now,
because occasionally we are clogged. As we
reduce delays in other cycle times, such as X-ray,
we expect to exceed our goal.”

Previous attempts to implement bedside
registration had failed. “My department has no
direct influence over the admitting department;
this is more work for them, because they have to
get out of their chairs and walk into the depart-
ment. My saying ‘Let’s do this’ is not enough.
Their administrators needed to mandate it,” says
McNulty. 

Hospital switches to bedside registration

After repeated patient satisfaction surveys
indicated patients were dissatisfied with delays,
administrators agreed to switch to bedside reg-
istration. Getting physician buy-in was key,
McNulty recalls. 

“At first, physicians didn’t want to see
patients until they were registered. They came to
acknowledge that the patient’s physical exam
isn’t going to change after they’re registered.”

Patient care was emphasized. “I explain that if
we can cut 20 minutes off our average patient
wait time with bedside registration and other
improvements, and multiply [that] by the 75
patients we see a day, we have created 25 hours a
day out of nowhere that we can spend at the bed-
side talking to patients who really need us —
who are sick or uneducated about their condi-
tion,” says McNulty.

The ED’s subsequent patient satisfaction surveys
reflected the change. “Twice as many patients who
included written comments about time said they’d
been treated quickly,” McNulty reports. “For the
first time ever, we received more compliments than

complaints.” (See chart, p. 146.)
• X-ray turnaround time. Overlook Hospital’s

ED reduced its median X-ray turnaround time
from 90 minutes to 30 minutes. 

“The initial impetus was our goal to reach a
benchmark of one hour for our fast track patients,”
Kosnik explains. “However, because 70% of these
patients required radiologic studies, we could
never accomplish this result with the protracted
radiology turnaround times.”

The goal was achieved only after several
years of attempts. “It was a struggle because
groups couldn’t come together, which ultimately
required us bringing in an administrator,” says
Kosnik. “Once we were able to get that commit-
ment, we were able to drop our time.”

Physicians read X-rays in ED

A close look at the system revealed problems.
“We found that the whole radiology system was
set up to benefit the radiologists, not the patients,”
says Kosnik. “After the techs took X-rays, they
went to get the old X-rays from [the] library just to
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have them all together, but that wasn’t necessary
at that point.” 

A CQI team was formed, with representation of
ED and radiology. “Data were collected through a
tracking system in which both departments owned
the process,” Kosnik says. “The ED unit secretary
started the clock when the order was made, and
the radiology technician stopped the clock when
the radiograph was completed and brought to the
ED.”

The following changes were made:
❒ Use of a flowsheet (with physician-pro-

vided patient history) that follows the radiology
process and provides accurate information.

❒ Completion of the file room patient data

entry after, rather than before, the radiograph is
completed.

❒ Use of dedicated radiology technicians for
consistency.

❒ First read of all radiographs by ED
physicians. The films are read later by the radi-
ologist, with expeditious handling of any dis-
crepancies. The false-negative radiograph
interpretation rate has remained well below
0.5% (Joint Commission on Accreditation of
Healthcare Organization recommendations are
less than 3%).

❒ Use of an ED X-ray film holder that allows
all ED radiographs to “hang” for two hours.
Having ED physicians read X-rays in the ED is a
time saver. “For the majority of films, an ED physi-
cian interpretation is absolutely all that’s neces-
sary,” says McNulty. “We are looking at whether
radiology will allow us to read our own films using
the radiologists as consultants, with a 100% reread
within 24 hours.”

Often radiologists are reluctant to allow that to
happen. “There are some risk management issues
that need to be addressed, but adding a radiolo-
gist review of every film before the patient is dis-
charged adds 30 to 40 minutes to their stay,”
notes McNulty.  ■
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Confront barriers 
to change in ED

Whenever emergency departments run
into barriers, they sought help from the

planning group and other EDs in the collabo-
rative. The following strategies were recom-
mended by IHI:

• Lack of time: Teams are given the key
changes. Measurement is simple but useful.
Team meetings are kept to a minimum, with
the focus on adaptation of the changes. A
flexible model is used to guide the improve-
ment efforts. Work is shared. 

• Resistance to change: Clear communica-
tion of goals and progress. Identification of a
physician champion. Influence of the experts
from the planning group. Creation of oppor-
tunities for participation. Ongoing promotion
of the project.

• Support from senior leaders: Require a
senior leader to sign the organization’s appli-
cation and pledge support. Teams make
ongoing presentations to leadership groups
explaining the impact of the project on clini-
cal outcomes, patient satisfaction, and cost.
Organizational leaders receive a monthly
newsletter from the collaborative summariz-
ing progress. 

• Support from other departments: Staff
from other departments are brought into the
project. Focus is on patient care goals. Rela-
tionships are built. Assistance is sought from
senior leaders.  ■


