
Ready for the empowered consumer?
Providers need retailer’s attitude 
Nascent projects seek best practices, systems from retailers

If you’re looking to improve your admitting process, streamline your
billing, retain new hires, increase your market share, or build loyalty
among your patients, you may be looking for benchmarks in the

wrong place. 
The wrong place, that is, if you’re looking within the health care

industry. If you want to see dramatic improvements in these areas or in
processes relating to customer service, sales, or marketing, you need to
benchmark with retailers, experts say.

That’s because retailers discovered long ago how to cater to con-
sumers, an increasingly fickle bunch with high expectations for service,
quality, convenience, and access. A consumer, for example, can check
flight schedules and airfares and book tickets on-line from the comfort
of home. Even though that transaction has nothing to do with health
care, it still raises the bar of what’s possible. That same consumer may
not have much patience with a physician’s office staff who say they
can’t book an appointment for weeks.

And that consumer is likely to be a baby boomer, which means he 
or she is getting old enough to need more health care and rich enough
to be willing to pay for better value and convenience. Think about
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• The aging of baby boomers and the rise in popularity of the Internet
are creating a new kind of consumer who demands quality, service,
and convenience from health care.

• To find out how to meet those demands, providers are beginning 
to benchmark with retail companies experienced in catering to 
consumers.

• Retailers can offer help for such processes as inpatient admitting,
marketing, billing, sales, product development, and recruiting and
retaining employees.

Key points



Starbucks and Dunkin’ Donuts, says Karen
Corrigan, vice president for system development
at Sentara Health System in Norfolk, VA. Both
sell coffee and pastries, but the shopping experi-
ence from one to the other is worlds apart, and
people are willing to pay more at Starbucks. 

Boomers are willing to pay more for a better
experience in health care as well, and if you can’t
give it to them, they can easily find out who will.
The Internet has given patients the power of
information. You are no longer their only source
of health care knowledge. 

“It’s important right now for the health care
industry to research, watch, understand, and
begin to make some movement to respond to
what consumers are telling us,” Corrigan says.
“This consumer movement has the potential to
impact the industry as much if not more than the
managed care movement. Organizations that
don’t change will erode their position over time.
Organizations that don’t start along the learning
curve now will find it harder to catch up when
the time comes.”

Why not get ideas from GE and Xerox?

As part of that learning curve, Sentara is doing
market research with consumers through focus
groups and surveys to find out how their pur-
chase patterns are changing, what their level of
satisfaction is with health care, and what types of
products might interest them. And the system is
doing extensive benchmarking outside the health
care industry. “The same kind of strategies that
are used to reach consumers, create products, cre-
ate brands, and create demand for services can be
used in health care as they have in other indus-
tries,” Corrigan says. 

In fact, Sentara has quite a list of Fortune 500
companies with which it has benchmarked since
establishing the “reinventing” department in
1995, says director Ken Rice. Procter & Gamble,
Marriott, USAA, Xerox, General Electric, Johnson
& Johnson, and Coors, to name a few, have all
provided valuable insight for various processes.
You can’t look for numbers when you go outside

the industry, Rice says, because it’s too hard to
compare apples to apples or even to stay within a
fruit salad. But you can get ideas. “Every process
we touch, we try to include benchmarking,” he
says. “We look to see if there’s a comparable pro-
cess outside health care that makes sense, one
that we could try to garner good breakthrough
ideas from.” 

One successful benchmarking effort with
General Electric, AT&T, QVC, and Xerox led
Sentara to cut its call center costs by 40%,
decrease customer waiting time by 60%, increase
productivity by more than 250%, and reduce the
call abandoned rate to less than 5%, Rice says. A
Sentara group visited GE’s call center and
learned about providing extra service hours,
keeping waiting times low, achieving standards,
monitoring calls for feedback sessions, training
workers, and measuring their efforts. “It led to us
centralizing, consolidating, and automating mea-
sures for our telemarketing call center,” he says.
“We went from a decentralized, not very sophisti-
cated series of five call centers to one very high-
tech, streamlined, productive call center.” 

Sentara isn’t the only provider interested in
retail strategies. As evidence: the launching of
The MedTrend Group, a Minneapolis-based con-
sulting group that focuses on revenue, retail, and
value-added strategies for doctors, hospitals, and
health care systems. The group is sponsoring its
first retail conference in January in Las Vegas,
where it will present best practices in retail strate-
gies gleaned from months of site visits around
the country, says Steve Hillestad, a partner with
MedTrend and former vice president of strategy,
marketing, and business development for Allina
Health System in Minnetonka, MN. Conference
topics include: why retail should be in your
future, top 10 tips for ensuring retail success, and
what the practice of the future will look like.

Hillestad says that with consumers’ interest in
convenience, value, and knowledge comes an
opportunity for providers. Physicians’ offices are
probably in the best situation to make more money
and provide more value for patients through retail
products and services, but hospitals can also get in
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the game. “Hospitals have these huge orthopedic
departments or cardiac departments or neurologic
departments, and it’s hard for them to see getting
involved in these retail products that seem to be
small-dollar items,” Hillestad says. “But hospitals
are going to get picked apart by new competitors
entering the market. And while they may not get
into these kinds of deals, others will. So hospitals
simply need to make a decision; is this something
they want to be into or not?”

At Memorial Hospital and Health System of
South Bend, IN, the answer to the retail question is
yes, says Philip Newbold, chief executive officer.
“Empowered consumers change their minds every
20 minutes,” he says. 

“We’ve been pretty well insulated from that
before, but this is a different kind of market than
we’ve ever had to deal with. People expect per-
sonal attention. We need to make a gradual evolu-
tion toward making many decisions almost like a
retail store. To do that, you need well-trained
frontline people and the infrastructure to pull it
off. There are pretty profound implications for all
areas of the hospital,” Newbold adds.

Memorial Hospital has begun the process by
benchmarking with local retailers with whom it
already has relationships as event sponsors or as
board members. Memorial staff have had infor-
mal conversations about marketing, training,
and setting up an infrastructure. “I’ve talked to
their people to ask a series of questions: How do
they get closer to the consumer? How do they
segment their markets? How do they lay out an
aisle?” Newbold says. “You can pick up different
points of view on laying out your services from
the customer’s point of view. That’s the biggest
shift, I think — to get focused on the patient as a
consumer.” 

Because of the Internet, patients know more
about their conditions than ever before. “People
are coming armed with 20 of the toughest 
questions when they come to see the doctor,”
Newbold says. “We had our first inquiry
recently from someone who’s thinking of com-
ing into our hospital next year and wants to
know how we are year 2000 compliant before
they decide to use our facility.”

Ideas the hospital is experimenting with
include: 24-hour access through call centers, giv-
ing patients access to physicians by e-mail, pro-
viding newborn photos confidentially on the
Internet, and helping patients with on-line
research. “If patients are diagnosed with cancer,
instead of giving them a brochure, you can sit
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Retail strategies 
that affect success

Karen Corrigan, vice president for sys-
tem development at Sentara Health

System in Norfolk, VA, says health care
providers should consider the following
three retail strategies that affect an organi-
zation’s success:

1. The customer experience. 
Retailers have learned to create an envi-

ronment in which people want to spend time
and money. To improve the customer experi-
ence, and thereby improve satisfaction and
market share, providers can look at such
areas as comfort, ease of access, hours of
operation, and convenience. Can you devise
a system to let patients make appointments
over the Internet? Can you provide 24-hour
access to a physician or nurse?

2. Related solutions. 
Retailers display related products and 

services to generate extra spending. The can-
dles, for example, are next to the candle hold-
ers. 

This strategy results in more revenue and
higher customer satisfaction. Corrigan points
to an OB/GYN she knows who sold vita-
mins in the office and hired a part-time well-
ness coordinator to help patients. Patient
satisfaction went up and so did revenues. A
hospital might set up a home health store-
front with equipment and information about
home care services or sell books related to
medical conditions.

3. New markets. 
Retailers know how to create a niche, fill 

a gap, or create a new category of demand.
Take Levi’s, for example, which created a
whole new need for casual work attire
through boosting the idea of casual Fridays.
The result: more sales for its Dockers brand
pants. 

In health care, Corrigan points to the
demand for alternative medicines and
lifestyle drugs that fight fat, wrinkles, 
and baldness.  ■



down with them at a computer terminal and
show them health information Web sites, get
them into an Internet self-help group, or show
them how to go on e-mail with their physician to
get questions answered,” Newbold says. “That
may be a good way to build a practice and build
some loyalty.” 

Carolyn Merriman, president of the Omaha,
NE-based consulting firm Corporate Health
Group, says patients aren’t the only customers.
“When you’re looking at customer-based strate-
gies, the physicians, the employers, and the pay-
ers can be customers as well as the patients,” she
says. That means sales and marketing strategies
are just as important within the organization as
without, especially in a situation where a hospital
is purchasing physician practices and needs a
strong infrastructure.

But, Merriman says, there’s not much bench-
marking information out there on how to improve
health care sales and marketing. So her firm,
along with The Alliance for Healthcare Strategy
and Marketing in Chicago, is doing a survey on
health care sales among 3,000 providers to get
information on such areas as management, com-
pensation, training, and planning.

The group is also doing the first collaborative
benchmarking project on sales compensation in the
health care industry. The six-month study will start
this month with between eight and 15 providers to
identify processes for measurement. The partici-
pants will gather internal data and look for exter-
nal benchmarking partners, including retailers. 

“Retail has phenomenal models to learn from,”
she says. “You don’t have to start from scratch.”
Areas in which retail ideas can help include
growing and retaining business, creating value,
tracking outcomes, marketing, and advertising.

“Clinical people always say ‘we’re different.’
But it’s the process that’s important,” Merriman
says. “If you’re looking at a lab in a hospital and
the process is the management of paper from the
patient to the computer, how is that different from
the management of paper from a teller at a bank
to the computer? That’s the piece we in health
care have neglected. We’d be better off doing
more external benchmarking than internal.”

For more information on The MedTrend Group’s
retail conference in Las Vegas or on the Corporate
Health Group’s sales benchmarking efforts, contact
The Alliance for Healthcare Strategy and Marketing,
11 South LaSalle St., Suite 2300, Chicago, IL 60603.
Telephone: (312) 704-9700.  ■

Hospitals improve service
benchmarking with Disney 
University of Chicago Hospitals sees results

If you’ve ever been to Disney World, you know
all about Disney’s legendary attention to detail.

The bushes are sculptured, the trash never even
seems to hit the ground, and the employees — all
52,000 of them — are eternally friendly, even if
they’re wearing a Mickey Mouse head in the
humid Florida heat. 

Disney’s betting you can create the same kind
of environment in your hospital, minus Mickey
Mouse. That’s why the Disney Institute in Lake
Buena Vista, FL, has started offering two health
care-specific benchmarking seminars: one on the
Disney approach to quality service and the other
on the Disney approach to people management.

What does Goofy know about the ICU?

If Disney isn’t on the top of your list of groups
to benchmark with, maybe it should be. (See
Healthcare Benchmarks, December 1998, p. 169.)
After all, says Craig Taylor, director of business
programs at the Disney Institute, Disney is a
large, complex, and successful business, and it
has guests just like a hospital. Granted, your
guests might not be as excited to get a bed in the
intensive care unit as a vacationer is to get a seat
on Space Mountain, but the methods of keeping
them happy are the same. “In today’s world,
patients do have a choice,” Taylor says. “It’s hard
to differentiate yourself on price, but you can dif-
ferentiate yourself on service.”

In the quality service seminar, hospitals learn to
understand who their “guests” are, how to develop
a service philosophy and standards to measure it,
how to create a positive culture, and how to pro-
vide quality service every day. Disney’s philoso-
phy, Taylor says, is to create happiness, and its
service standards are safety, courtesy, “show,” and
efficiency, in order of priority. 

The show standard refers to creating the envi-
ronment that embodies your philosophy. “We
teach that everything speaks,” Taylor says. “One
of our guests at the seminar said she walked into
an emergency room and saw undernourished,
wilting plants drooping everywhere. The mes-
sage was, ‘If they can’t even keep their plants
alive, what are they doing with me?’”
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In the people management seminar, hospitals
learn how Disney selects its “cast members” and
how they train, communicate with, and support
those employees. One of the keys is welcoming
new employees into the culture and formally
sharing with them the values, expectations, her-
itage, and traditions of Disney, Taylor says.

At least one hospital system is reaping the
rewards of benchmarking with Disney. Teams
from the University of Chicago Hospitals regu-
larly attend Disney Institute seminars, says
Judy Schueler, director of the University of
Chicago Hospitals Academy, a corporate quality
university that has also led benchmarking
efforts with other non-health care companies
such as Ritz-Carlton, Avis, Federal Express, 
and Motorola. 

From Disney, the system learned about “cast-
ing,” which it translates into nurturing and
developing its human resources. Out of that tech-
nique came an improvement program called
“right person, right role” that focused on screen-
ing new hires for critical success factors — service
orientation, critical thinking, and situational
judgment — as well as technical and clinical
skills. As a result, the employee attrition rate has
dropped from 25% to 18% in five years. 

At the same time, patient satisfaction ratings
increased, including a rise from 83% to 90% in the
ambulatory care facility. The hospital system also
changed its typical one-day-or-less orientation to
a three-day program that covers the mission, pur-
pose, and values of the hospital system as well as
skill training on communicating with patients,
families, and fellow employees. 

Another lesson learned from Disney was
examining work processes to enable employees
to deliver high-quality service. Every day at
Disney World, about 400 people lose their cars in
the parking lot. An employee can ask one ques-
tion, “What time did you arrive?” and tell the
person within three rows where they’re parked.
That’s because the times the rows fill up are
recorded. That idea sparked the hospital system
to look at its prescription system. Prescriptions
are now faxed from physician’s offices to the
hospital pharmacy so patients don’t have to wait
in line.

“Health care organizations and hospitals are
not known for their service; they’re not neces-
sarily the ones we want to emulate,” Schueler
says. “We go to places like Disney to think out-
side of the box and translate those ideas to
health care.”  ■

Providers benchmark to
reduce medication errors
Automated preventative systems have best impact

An average hospital patient receives 15 or 20
medications during his or her stay. With each

of those prescriptions comes an opportunity for
something to go wrong. But efforts among vari-
ous groups around the country are resulting in a
dramatic drop in medication-related errors.

For example, the U.S. Department of Veterans
Affairs recently announced that the Veterans
Health Administration, the nation’s largest inte-
grated health care system, will use computers to
order and track all medications in its 173 hospitals
within the next year. 

Meanwhile, a new public/private coalition 
in Massachusetts is beginning a campaign this
month to search for best practices in reducing
medication errors. And the new National Patient
Safety Foundation, launched last year by the
American Medical Association, is working to
improve patient safety.

“Error in the use of drugs is probably the most
common mistake that’s made in health care,”
says Lucian Leape, adjunct professor of health
policy at the Harvard School of Public Health in
Boston. “Studies show that health care providers
make very few mistakes, but there are so many
drugs used that even a very small error rate can
end up being fairly significant.”

Growing interest in reducing errors

Leape, who chaired two collaboratives on
reducing adverse drug events for the Boston-
based Institute for Healthcare Improvement, says
there is increasing interest in identifying and
improving processes that result in errors. “In the
past, we’ve concentrated all our safety efforts on
training people to be careful and punishing them
when they make mistakes,” Leape says. “What
we’re doing now is saying we need to under-
stand why the mistake is being made and to
redesign our processes so somebody else won’t
make that same mistake.” 

Leape points to a recent conference held by the
Chicago-based National Patient Safety Foundation
as evidence that many hospitals are finding effec-
tive ways to reduce errors. 

Martin J. Hatlie, executive director of the
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foundation, says medication errors have become
a hot topic. “In health care, we think things are
supposed to run perfectly and that bad things
happen only when some person or institution
makes a mistake or is incompetent,” Hatlie says.
“In other high-risk industries, they acknowledge
risk is everywhere. To do that, we need more
and more information about where the risks in
the system are. That means people have to talk
about their mistakes.” 

Here are some of the best practices in reduc-
ing medication errors that were presented at the
National Patient Safety Foundation conference
in November at Rancho Mirage, CA:

❒ Coalition establishes best practices in
reducing medication errors.

The Massachusetts Coalition for the Prevention
of Medical Errors, the first statewide public-pri-
vate partnership to focus solely on medical errors
and system improvement, is launching a cam-
paign this month to provide best practice recom-
mendations for the prevention of medication
errors. 

The coalition — including the Massachusetts
Hospital Association (MHA), the Massachusetts
Medical Society, the Joint Commission on
Accreditation of Healthcare Organizations, and
17 other groups — plans to establish a mecha-
nism to identify and implement best practices
for error prevention.

Using a survey tool developed by MHA
and the Institute for Safe Medication Practices,
baseline data will be analyzed on different
approaches to safe medication administration
practices. The results of the survey, along with
available research on the causes of and remedies
to medication errors, will be used to build con-
sensus on the specific actions providers can take
to reduce errors. 

❒ Computerized system cuts errors by 81%.
Brigham and Women’s Hospital in Boston

slashed its medication error rate by 81% through
the use of a computerized physician order entry
system that replaces sometimes illegibly written
medication orders, according to a study by David
W. Bates, MD. Non-intercepted serious medica-
tion errors — those with the potential to cause
injury — fell even further, by 86%. 

The system lets physicians write orders on-
line, suggests appropriate doses and frequencies,
and displays laboratory data and screen orders
for allergies and drug interactions.

❒ Safety net catches dangerous drug 
interactions.

The pharmacy department at Barnes-Jewish
Hospital and researchers at Washington University,
both in St. Louis, have built a computerized “safety
net” that forces a second look at 130 potentially
dangerous drug interactions. 

The result: The rate of potentially dangerous
drug combinations for one drug, cisapride, has
been cut 66%. The gastrointestinal drug previously
accounted for 71% of the potentially dangerous
drug interactions identified in a Barnes-Jewish
Hospital study by S. Troy McMullin, PharmD,
BCPS.

Using daily patient lists with detailed clinical
information generated by the system, pharma-
cists alerted physicians, who discontinued at least
one of the interacting medications in 92% of
patients who were taking cisapride with another
contraindicated medication. Another computer-
ized system at Barnes-Jewish checks orders
involving 41 medications for a variety of poten-
tial dosage errors, particularly those related to
renal dysfunction. The number of potentially
inappropriate dosages detected by the system has
declined from 13.7% of drug orders screened in
1994 to 7.8% in 1997.

❒ Machine redesign reduces mistakes. 
Programmed incorrectly, patient-controlled

analgesia machines can be the instruments of a
patient’s injury or death. Researchers at the
University of Toronto, led by Kim J. Vicente, PhD,
report that setting incorrect drug concentrations
when the machines are programmed for specific
patients is the most common cause of serious
adverse incidents. 

However, the researchers were able to reduce
programming errors 55% by redesigning the
machine using human factors principles such as
making the functions of various controls clear
and obvious. The redesign also includes provid-
ing users with prompt, useful feedback after each
action, making displayed messages easy to
understand, and minimizing the load on users’
memory.

❒ Program prevents look-alike, sound-alike
errors.

When two words sound or look alike, we
have a good chance of confusing them. When
the names are on medications, getting them
confused can cause injury or even death, says
Bruce L. Lambert, PhD, a University of Illinois
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at Chicago researcher who has developed a
computer program to catch those errors. 

The program compares drug names, assesses
their similarity, and then predicts the chances the
name combination will be involved in a look-
alike, sound-alike error. Researchers measured
degrees of similarity by comparing how many
two- or three-letter combinations in a pair of drug
names are the same, and counting how many
editing steps are needed to change one name into
the other. They were able to show that the more
alike two drug names are, the more likely an
error would result. The researchers suggest incor-
porating this program into computerized physi-
cian medication order systems.

❒ Computer safety systems can cause their
own mistakes.

A yearlong study by Roger M. Macklis, MD, of
the Cleveland Clinic Foundation found that 15%
of medication errors identified among cancer
patients undergoing individual radiation treat-
ments were caused by the use of an electronic
check system.

The treatment machines were electronically
linked via a “record and verify” computer-con-
trolled treatment check system. Treatment could
begin only when the radiation therapy machine
settings agreed with a pre-programmed set of
treatment prescription parameters set for that
particular treatment day. Although no serious
errors occurred, 59 minor errors among the study
group of 1,925 patients were detected in a review
of treatment transcripts and self-reported inci-
dents by treatment technologists. 

Most of the errors were minor digit transposi-
tions that took place upon data entry into the
electronic check system. In some cases, minor
mistakes that probably would have been caught
on handwritten data entry forms were allowed to
persist because they had the authority of the com-
puter check system format. 

❒ Adding pharmacist to care team cuts errors.
A study at Massachusetts General Hospital in

Boston found that drug information access and
management was the most common system fail-
ure causing adverse drug events, so the hospital
added a clinical pharmacist to a medical ICU
patient care team. The results: a dramatic 77%
reduction in preventable adverse drug events.

During a nine-month period in 1995-1996, the
pharmacist team member intervened 398 times
to clarify or correct an erroneous proposed or

previous medication order, provide drug use
information, recommend alternative therapy, or
identify potential drug interaction and allergy
problems. The hospital could save $1.9 million
annually if this reduction were achieved for all
ICU patients. 

For more information on the Massachusetts
Coalition for the Prevention of Medical Errors, contact
the Massachusetts Hospital Association at (781) 272-
8000.  ■

Doctors, county team up
to offer free health care 
Care for 13,000 patients costs $250,000 a year

Physicians in the mountain community of
Buncombe County, NC, had been frustrated

for years at the level of care for low-income, unin-
sured patients. They saw those patients return
again and again to primary-care free clinics for
problems that could only be resolved through
specialty care, surgery, or some other treatment
the patients couldn’t afford. 

Meanwhile, government leaders in the county
were frustrated that the free clinics were full of
people who couldn’t be properly helped there
and who were taking appointments away from
people who could. This resulted in public money
going to indigent care without improving the 
health of many patients.

So the two groups worked together to solve the
problem. Their idea was to form a public/private
partnership to give low-income, uninsured
county residents full, free access to physicians,
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• A public/private partnership in North Carolina
has resulted in free health care for 13,000
indigent patients a year.

• 85% of the physicians in the county’s medical
society volunteer to take patients into their
practice for free.

• The county government pays $250,000 a
year for medications and administrative
costs, leveraging $3.5 million in free care. 

Key points



specialists, and medications. The idea was so 
successful that it recently became one of 10 win-
ners of the Innovations in American Government
Awards, a $100,000 grant from the Ford Founda-
tion in Detroit. The awards, which recognize gov-
ernment initiatives that solve tough problems, are
designed to encourage replication in other com-
munities around the country.

The Buncombe County Medical Society
(BCMS) already has hosted one benchmarking
site visit from a group in Wichita, KS, and hopes
to do more, says Alan McKenzie, executive
director of the Buncombe County Medical Society
and leader of the program, called BCMS Project
Access.

“We’re creating a logical, coordinated approach
to providing appropriate access to care for low-
income, uninsured
people in our com-
munity,” McKenzie
says. “Project
Access takes the
best principles of
managed care and
uses them to create
a system that can
effectively and effi-
ciently provide
access to health
care for those who
can’t afford to pay
for it. It uses the
basic principle of early intervention and prevention
in a primary care setting but with ready access to
specialty care, hospital services, and medications.”

Physicians, pharmacists, free clinics, the health
department, the hospital, and the social services
department all work together to provide free
access to the continuum of health care for patients
who meet the criteria of having no insurance and
an income below 200% of the federal poverty level
($26,660 for a family of three). The patients must
first be seen at one of the county’s five free clinics
and must have a health care need beyond the
scope of services available there. 

In the last year, 13,000 of the estimated 15,000
patients in that category were seen at least once in
the free clinics. Approximately 3,000 were referred
to specialty care or primary care for a chronic
need, and half now have full-time jobs with health
benefits, McKenzie says. Many of those patients
had been unable to work because of their health
problem. More than 80% of patients who were
surveyed in an outcomes study said their health 

is better now than when they first enrolled in the
project.

Another big benefit of Project Access is better
use of money for medical care. Before the project
began, many of the patients were using the emer-
gency room for primary care purposes. But with
the free access to physicians, the value of care the
local hospital was donating for these patients has
dropped $60,000 a month, from $160,000, he says.
“We’ve shifted from using emergency room care
as an access point to providing hospital services
related to specialty care, such as the outpatient
surgical center, and lab work,” he says. 

The cost per patient is also half what it was
when the program began. Two years ago, the
average value of services each month was $600.
Now it’s $300 a month. “We’re seeing twice as
many patients for the same value of services,”
McKenzie says.

About 500 private practice physicians — 85%
of the BCMS membership — volunteer to take 10
patients into their practices each year or volun-
teer to spend a certain number of hours in a free
clinic. Specialists volunteer to take 20 referrals a
year. A database keeps track of which patients are
sent to which physicians and removes physicians
from the volunteer list when they’ve met the
requirement.

“Most doctors are committed to seeing patients
regardless of their ability to pay, but they don’t
want to be the only doctor doing it,” McKenzie
says. “If everybody does his fair share, it won’t be
too much for any of us.”

The county puts up $250,000 a year to pay for
medications and administrative costs. Wanda
Greene, Buncombe County manager, says that’s
some of the best money the local government has
ever spent. “We want to make sure our citizens
have access to health care, and to do that through
a partnership that delivers it in such an effective
and low-cost way is well worth our investment,”
she says. “For our $250,000 investment, this year
we’ve leveraged $3.5 million worth of free health
care. The community sees this as a societal prob-
lem and is really committed to providing good
health care.”

Greene says the response from the community
has been positive. “We were giving the money to
the hospitals anyway to help with indigent care,
and I think people just thought it was going into
some kind of black hole,” she says. “With this pro-
gram, they can see it going to help specific people.” 

The key to the program is removing barriers 
to health care access, McKenzie says. Enrolled

8 HEALTHCARE  BENCHMARKS / January 1999

“Most doctors are
committed to seeing

patients regardless of
their ability to pay, 

but they don’t want to
be the only doctor

doing it. If everybody
does his fair share, 
it won’t be too much

for any of us.”



patients are given identification cards that they
can present for automatic free care at the hospital
or for prescriptions at any pharmacy in the
county. The pharmacies provide the medications
at cost and bill BCMS for the difference. Because
patients have access to care early in the course of
their problems, less money is spent. 

“If, for example, we get patients the medica-
tions they need to control hypertension, it helps
us avoid an emergency admission to the hospital
that might require bypass surgery,” McKenzie
says. “If you avoid one bypass surgery, you can
buy a lot of hypertension medications.”

Before the project began, the local health
department was seeing 6,000 patients. Now, the

same clinical staff are able to see 9,000 patients.
“You can see a primary care physician as many
times as you want to, but if what you need is gall
bladder surgery, it won’t be resolved,” he says. 

“We provided access to the physician to per-
form that surgery. Once that specialty need is
resolved, suddenly that primary care practice is
only seeing that patient once or twice a year. That
opens up those extra visits for a new patient,”
adds McKenzie.

For more information on Project Access, contact
Buncombe County Medical Society, 530 Hendersonville
Road, Asheville, NC 28803. Telephone: (828) 274-
2267.  ■
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ICU cuts hospital-acquired
pneumonia by 43%
Kinetic therapy, early nutrition key to improvement

When Cheryl McKay, RN, MSN, CNS, took
over as the trauma coordinator at Western

Medical Center in Santa Ana, CA, she found good
practice patterns with few variances and appro-
priate care in high-volume, high-cost procedures
— not much room for quality improvement. But
then she discovered a hospital-acquired pneumo-
nia (HAP) rate that seemed a little high.

After doing some benchmarking, she discov-
ered that Western’s HAP rate was indeed high —
consistently 10% to 15% higher than the 12.7%
median rate for a medical-surgical ICU estab-
lished by the National Nosocomial Infection
Surveillance Report from the Centers for Disease
Control and Prevention in Atlanta.

A little more research revealed that most of the
cases were trauma (33%) and neurosurgical (48%)
patients and that aggressive treatment usually
came after the patients had already contracted
pneumonia. “We knew that we could do better,”
McKay says. “We decided that we were going to
be very aggressive and do things in terms of ear-
lier intervention.” 

A multidisciplinary team was formed to study
the issue and recommend practice pattern changes.
The team hoped to reduce the HAP rate as well as
cut length of stay in the ICU and number of days
on a ventilator. What team members didn’t expect
was that their improvements would also enhance
patients’ nutrition, make more cost-effective use 
of specialty beds, and improve communication

among physicians, nurses, and respiratory thera-
pists. In fact, all of those things happened, she says. 

These results were achieved:
✔ 43% overall reduction in HAP in the ICU.
✔ 100% of patients placed on kinetic therapy,

one of the new practice patterns, for pneumonia
prevention did not develop HAP. 

✔ 75% of patients placed on kinetic therapy
showed improvement in pulmonary status within
48 hours.

✔ Ventilator days decreased by 20%.
✔ ICU length of stay decreased by one day.
✔ HAP median rate decreased to 9.2% in the

second quarter of 1998.
How did the team do it? For starters, the

improvement team discovered that there was 
no formal system in place to evaluate patients
for risk factors known to contribute to HAP.
Physicians lacked a standardized approach to
identification and treatment, and nurses and
respiratory therapists were unaware of the prac-
tice patterns that led to increased rates of HAP
in high-risk patients. To correct those problems,

• Western Medical Center in Santa Ana, CA,
reduced its hospital-acquired pneumonia rate
by 43% using kinetic therapy and early nutri-
tional intervention.

• A formal evaluation tool identifies high-risk
patients within 24 hours of admission. 

• Clinicians were also educated on appropriate
hand washing, suctioning, assessment tech-
niques, and circuit changes, as well as the
modes of transmission.

Key points



educational sessions were held for nurses and
therapists on appropriate hand washing, suc-
tioning, assessment techniques, and circuit
changes, as well as the modes of transmission
and pathogenesis of the most common bacteria
causing HAP. 

Also, the team chose the patient identification
for rotational therapy (PIRT) tool that was devel-
oped from the APACHE II patient classification
scoring system to identify patients at high risk for
pneumonia. A respiratory therapist uses the PIRT
tool, which measures 14 variables relating to pul-
monary status, to evaluate patients within 24 hours
of the time they come into the unit intubated. The
tool provides quantifiable data that help physicians
and nurses make decisions, McKay says. 

Within 48 hours, patients who score between 20
and 30 on the PIRT scale are placed on kinetic ther-
apy, which involves a special bed that rotates the
patient at a minimum of 40 degrees to either side
for at least 18 hours a day. The movement redis-
tributes pulmonary blood flow and improves
mucous transport to help prevent and treat pul-
monary complications in immobile patients.
“We’ve always known in nursing since Florence
Nightingale that we need to turn the patients, that
they need to move,” she says. “And we’ve proven
here that it works.”

Patients identified as high-risk also start nutri-
tional therapy within 48 hours, and long-term
ventilated patients have a tracheostomy and peg
inserted by day seven. Patients are scored using
the PIRT tool every 48 hours, and kinetic therapy
is automatically stopped after five days unless a
physician orders continued treatment. 

One by-product of the quality improvement
project has been useful discussion on ethical
treatment at the end of life. “A lot of patients
change their trajectory of illness,” she says. “Let’s
say a trauma patient ends up with multisystem
failure and all of the sudden his PIRT score is
over 30. Now you’re talking do-not-resuscitate
status instead of when the patient will recover.
When patients reach 30 on the PIRT tool, we
really look at quality-of-life issues.” 

While many providers don’t consider nutrition
or kinetic therapy to be treatments, many families
do. That’s why it helps to have a well-articulated
policy on withdrawing treatment and an ethics
committee to deal with conflicts, she says.

“We feel much better about these patients
going into the unit, knowing that they’re not
going to come out with a complication that we
inflicted,” McKay says.

For more information on this project, connect to the
Best Practice Network Web site at best4health.org. A
complete report is available under the best practices
section.  ■

Asthma project cuts 
hospitalizations by 95%
ER visits drop 87% after benchmarking effort 

When patients with severe asthma receive
extensive patient education and close fol-

low-up care, emergency room visits and hospital
admissions can drop dramatically. You’ve proba-
bly heard that before, but now you can see it in
action: A quality improvement project at the
Burlington, MA-based Lahey Clinic slashed hos-
pitalizations by 95% and emergency room visits
by 87% in a year and a half.

At the Lahey Clinic, quality improvement has
become an integral part of routine practice in many
areas. But asthma specialists felt not enough atten-
tion was being paid to improving care for their
sickest patients, so they formed a multidisciplinary
team to study the issue. 

“We were frustrated that we really didn’t have
a good system for taking care of a certain fraction
of asthma patients,” says Andrew Villanueva,
MD, a pulmonologist and critical care specialist
who is director of the Lahey Clinic’s Asthma
Center. “Most of the time, asthma is a mild or
moderate disease that you can take care of in a
routine office visit, but there are some patients
that really are quite costly. Between 5% and 10%
of patients account for 70% to 80% of costs
because they use the emergency room a lot and
are hospitalized frequently.”
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• Multidisciplinary asthma care team members
see patients and develop treatment plan dur-
ing one office visit.

• Education sessions and packets teach
patients how to handle flare-ups without
going to the emergency room.

• Patients are monitored for correct use of
peak flow meters and metered dose inhalers.

Key points



The team — made up of pulmonologists, aller-
gists, pediatricians, internists, emergency room
physicians, respiratory therapists, nurses, phar-
macists, and quality resource personnel —
included benchmarking in the process. External
benchmarking included conversations with
Boston-area physicians and a literature review,
while internal benchmarking came through set-
ting up data collection on four parameters: 

1. clinical outcomes; 
2. functional health status;
3. patient satisfaction;
4. cost.
Data collection is ongoing in these areas,

Villanueva says. Clinical measures include num-
ber of prescriptions filled of beta agonists each
month, use of anti-inflammatory medications,
and average morning peak flows. The team set
two goals: Patients use less than one canister a
month of a beta agonist, and 80% to 90% of
patients take anti-inflammatory medications.
Functional health status is measured using the
SF-36 quality of life survey as well as anxiety and
depression scores. Satisfaction is measured
through questionnaires for patients and soon,
referring physicians. Cost will be measured on
emergency visits and hospitalizations.

But it’s clear so far that the dramatic reductions
in two problem areas — emergency visits and hos-
pitalizations — can be achieved through extensive
education and a multidisciplinary approach to fol-
lowing patients, he says. 

The Asthma Center accepts patients who have
been hospitalized or have been to the emergency
room twice in a six-month period for asthma. The
patients make an initial visit of about four hours in
which they see all the members of the multidisci-
plinary care team: a nurse (who will be perma-
nently assigned to the case), a pulmonologist, an
allergist, a pharmacist, and a respiratory therapist.
The nurse takes the patient history on a standard-
ized form, the pulmonologist looks at the medica-
tion regimen and any medical confounding factors
that might be causing the symptoms, the allergist
focuses on environmental aspects and skin testing,
and the pharmacist goes over the medications. The
respiratory therapist administers pulmonary func-
tion tests and watches how the patient uses a
metered dose inhaler and peak flow meter. 

At the end of the visit, the entire team meets to
discuss the patient’s status and determine the
cause of the difficulty, he says. The team comes up
with a treatment plan, which the physician dis-
cusses with the patient before he or she leaves that

same day. The nurse and pharmacist go over the
details, especially the action plan for how to han-
dle symptoms, as well as any changes in medica-
tions. The plan always includes keeping in touch
with the patient’s primary care physician. 

“They now have a person they can call if they
have any questions or problems. Rather than
going to the emergency room, they can call us
and we can take care of the asthma flare-ups at
home, or they can come to our office right away,
and we can help them,” Villanueva says.

Deborah McManus, RN, an Asthma Center
nurse, says the fact that patients see everyone on
the team and hear the evaluation of their status on
the same day makes a big difference. “Everyone
gets different information from the patient, so col-
lectively we have a better picture of the patient
than we would separately,” she says. 

Patients leave that day with their medications,
spacers, peak flow meters, or whatever equipment
they need to control their asthma. Follow-up visits
are scheduled within a month and then again four
to five months later. “We empower the patients to
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take care of themselves and understand their own
asthma,” McManus says. “We want to make life as
easy as possible for them.”

Patients also go home with a binder that
includes 24-hour phone numbers for accessing a
nurse and a personal treatment plan that tells them
what to do if symptoms fall in certain zones. The
nurses are responsible for much of the education
process and can schedule return visits for the sole
purpose of teaching something to a patient. “We
can reduce 70% of the problems over the phone,”
she says. “We develop a rapport with them that
allows them to feel comfortable calling us.”  ■

Generational expert 
predicts empty beds 

As health care facilities continue to grow nation-
wide, generational expert Ken Gronbach,

president and CEO of KGAAdvertising in
Middletown, CT, is warning developers to rethink
their marketing and building strategies. According
to Gronbach, shifts in population and generational
attitudes will have a negative impact on health care
facility admissions in the near future.

Contending with marketers who are gearing up
for an aging boomer population, he argues these
facilities will soon find themselves desperate to fill
their beds. Based on documented statistics, gener-
ational demographic profiles, and analysis, he
forecasts a drop in the need for health care facili-
ties for the near future.

According to census figures, Gronbach explains,
the population swells and ebbs every 20 years. The
group that is now over 70 years old, known as the
GI generation, comprised a peak in the popula-
tion. Recently, the GI generation has dramatically
dwindled to 20 million. Developers are eyeing the
next population wave: the baby boomers, who are
now approximately 35 to 50 years old and number
80 million. 

What they don’t realize, he warns, is that in
between the GI generation and the boomers is a
massive dip in population. This dip, known as the

silent generation, ages 51 to 70, makes up this bot-
tom of the population wave and numbers only 30
million. This generation is too small to fill all the
facilities currently undergoing construction. And
that means empty beds.  ▼

MHA launches 
home care indicators

The Association of Maryland Hospitals and
Health Systems’ Quality Indicator (QI) Project

is launching a new set of performance measure-
ment indicators designed to help home care orga-
nizations assess and improve the quality of care
they provide.

Established in 1985, the QI Project is one of the
oldest and largest comparative clinical databases
in the United States with more than 1,500 health
care organizations participating. “Our new home
care indicator set extends our proven perfor-
mance measurement methodology to a vital seg-
ment of the health care market,” says David
Mangler, managing director of the QI Project. 

The 24 measures in the indicator set address
four areas of performance that are critical to the
provision of high-quality home care services:
unscheduled transfers to inpatient acute care, use
of emergent care services, discharges to nursing
home care, and acquired infections. The indicator
set has been named by the Joint Commission on
Accreditation of Healthcare Organizations to its
list of measures for the ORYX Initiative.  ■
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