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Teamwork turns around troubled Arizona
hospital maternity unit 
‘Now I look forward to coming to work,’ staff say

When staff aren’t happy, nobody’s happy. And for several years
at the maternal child center at Yuma (AZ) Regional Medical
Center, a lot of people were dissatisfied. But the traditional

top-down management was too busy fighting fires to tackle chronic
problems of patient, physician, and staff dissatisfaction.

For example, from 1993 to 1997, turnover rates were running about
18% and expenditures on agency nurses ranged from $5,000 to $25,000
a month. Patient satisfaction averaged at or slightly below national
benchmarks.

“The unit was one of the worst performing in the hospital,” says
Terry Williams, MBA, a senior consultant at LUMEN, a healthcare con-
sulting company in Atlanta. The maternal child center, which has 23
labor-delivery-recovery-postpartum rooms and seven antepartum
rooms, performs about 3,100 deliveries per year.

By March 1998, patient satisfaction rose dramatically, and the turnover
rate decreased by 10%. “For the first time in this unit’s history, all the
core positions were filled; we were $100,000 under budget — and there
was no agency usage,” says LuAnn Zieba, RN, BSN, interim manager,
maternal child services. 

And the unit was getting more compliments than complaints from
the physicians. Moreover, all levels of staff were giving such feedback
as, “Our team is really clicking, and now I look forward to coming to
work,” and“We have more decision-making power than ever before.”

What turned this unit around in three months’ time?
An employee-driven decision model, says Zieba, who joined the unit

in August 1997 after serving as staff employment coordinator during a
hospitalwide re-engineering.

Yet, as Williams points out, a facilitywide initiative doesn’t guarantee
implementation at every unit level. (See related story, p. 3.)

“We’ve seen time and time again that it is difficult for an organization to
change behavior on the front lines to match operational changes,” he says.

Hence, LUMEN created a program, Results Oriented Organizational
Training and Support (ROOTS), to teach all levels of staff how to work





A team of two RNs and a CA are situated in
one area for two weeks, then rotate between the
three “pods” in the unit, she adds. 

Additionally, the traditional charge nurse role no
longer exists, says Zieba. “A resource coordinator is
responsible for matching workload to demand. It’s
is not a role of authority. The resource coordinator
does not supervise; he or she facilitates.”

There’s also a leadership council, consisting of
the unit manager, the clinical resource expert,
representatives from the central department, and
RNs from the care teams. The BA, TA, and CA
teams also have a representative on the leader-
ship council. (See leadership matrix, p. 2.)

Although the transition happened fairly quickly,
it wasn’t necessarily stress free, says Zieba.“The
teams did not understand change; many staff,
managers and physicians were skeptical,” she says.

In fact, three to four months into the change,

the unit was experiencing “the depths of
despair.”

“We had all the classic signs of storming,” she
says, referring to the team development cycle of
forming, storming, norming, performing, and
transforming. 

“People really challenged the need for teams and
questioned whether they really wanted empower-
ment. Empowered means you are now accountable
and that can be pretty scary.”

Turning the corner on team development

In early 1998, the staff faced the first critical
decision regarding scheduling and coverage. “The
question was whether the unit should address this
as a whole; or if it should be dealt with within each
team,” Zieba explains. “Opinion was split. Because
we wanted to focus on outcomes, the leadership
council chose the unit

That decision charted the course for real
change, she notes. “We were starting to turn the
corner on patient satisfaction and economic
improvement.” For example, in 1993, the variance
from the national norm was -2.09; now, it is -.52. 

An overall increase in staff morale occurred as
team members provided increasingly greater input
into daily operations. For example, they success-
fully experienced how to make recommendations
for capital equipment, such as a case cart/supply
cart system and upgraded fetal monitors. 

The unit also saw economic gains as staff
retention and scheduling improved. For instance,
once core vacancies decreased, the need for agency
nurses went away. Staff also began to understand
why it was important to use data instead of anec-
dotes to make decisions that drive change. 

“Prior to implementation, it felt like the week-
end was the busiest time, but the data proved
that we had our highest delivery volume mid-
week,” she says. “This information allowed us to
adjust the schedule to balance resources to match
the workload.”

However, one of the most exciting successes
has been seeing managers move out of the old
paradigm and emerge as leaders. (See chart, p. 5.)

Before the initiative began, managers made
decisions without staff input — Level I. Or per-
haps the managers made the decision and then
sought input (Level II). 

However, at Level IV, manager and team
jointly make decisions. At Level V, leaders pro-
vide the vision, coaching, and facilitating, but
team members actually make decisions.  ■
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How to spot initiatives
headed for disaster

The best-laid plans of mice and men (and 
re-engineering professionals) can go astray,

warns Terry Williams, MBA, a senior consul-
tant at LUMEN, a healthcare consulting com-
pany in Atlanta.

He offers Patient Focused Care 10 symptoms
of a troubled redesign initiative:

1. Change is treated as a project.
2. Only a chosen few engage in measuring

performance.
3. Such measurement is always

retrospective.
4. Decisions are based on anecdotal stories,

instead of data-and useful information-driven.
5. Unclear boundaries slow down decision

making.
6. Energy is spent fighting old political bat-

tles; productivity wanes in spite of your best
efforts.

7. Most hot issues are between depart-
ments, rather than within single ones.

8. Unsolved system issues create people
issues.

9. Decisions require “rubber stamping”
from many higher levels.

10. Data is difficult to internalize or
understand.  ■



Decision-making power reju-
venates, inspires staff
But still set boundaries with employees

The idea is a popular one in reengineering
models: Empower employees to make deci-

sion on the front line.
Yet breaking out of the traditional hierarchy

doesn’t come easily for either managers or staff,
warns LuAnn Zieba, RN, BSN, interim manager,
maternal child services, at Yuma (AZ) Regional
Medical Regional Center.

“A common fallacy is that teamwork and lead-
ership will happen with just a little bit of effort,”
she says. “That’s just not true.”

Zieba learned several lessons about fostering
team development during a recent transition to a
shared-decision making model:

1. Expect to expend energy.
“If you are driving the process, you will be

completely engulfed in it — especially in the
early stages,” she says. “You can expect to spend
enormous amounts of time coaching and facilitat-
ing during the first four to six months.” However,
there are appropriate tools a leader can use to
coach teams along during different stages of team
development. Knowing what to do and when to
do it is a critical part of the process.”

Without such an investment and commitment
from the unit leader, your employees will sense
it. “They must know and see your unwavering
faith in the process,” she says. 

2. Serve selflessly.
“One of the keys to success is that you have to

be willing to be completely selfless. And that’s
the very reason such a transition isn’t successful
in many organizations. Many people who
embark on this journey have their own agendas,”
Zieba observes.

Using the redesign as a ploy for political power
or promotion won’t last, she warns. “You’ll run
out steam. If you have any agenda other than
driving the successful implementation of teams
forward, you don’t need to be in this position.”

3. Be physical and visible.
Your physical presence on the unit is vital,

Zieba says. “At first, some of the teams were sus-
picious and wondered why I was making rounds.
Was I checking up on them?” she remembers. “I
told them, ‘No, I’m here to remove barriers to

make your job easier. So how’s it going?’”
That response often opened the door for criti-

cal dialogues with employees, and gave them a
chance to reveal frustrations that would have
normally gone unsaid. “If they said things were
lousy, I asked them, ‘What things? And how are
they lousy?’” she says. “I’d peel away the con-
cern to get to the real issues.”

4. Articulate clearly — and often. 
Be prepared to state the desired outcome as

many times as necessary. “You have to constantly
let employees know there is a world out there
beyond what they know — that they can indeed
make decisions as a team,” she says. “You may
find you’re repeating yourself, but that’s okay.
Help them keep their eyes on the vision.”

5. Be gentle with yourself.
“When I look back, I don’t think I would have

done anything differently, except not to be so criti-
cal of myself. Sometimes we are our own worst
critic,” she says. 

For example, Zieba found it especially difficult
when teams were going through a normal process
called “storming” — a rocky period immediately
after forming in which they hash out fundamental
issues. “It’s easy to soak up the dynamics because
you are so concerned, but you must be able to step
outside that circle and set any frustrating feelings
aside and push forward,” she says. “You also have
to know how and when to challenge teams to
move them out of the storming process.”

6. Get support.
Because being the mover and shaker of major

change requires such an emotional commitment,
having a support system is critical. “You must
have the support of senior leadership and your
peers. It can’t be done in a vacuum,” she warns. 

Zieba also points out that having a competent
consultant who lived the same experiences made
all the difference. “Just because you’re the mentor
and coach for everyone else doesn’t mean you
don’t need one, too,” she stresses. “In fact, for
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those days when you just want to say, ‘I don’t
know if I can do this anymore,’ an objective
observer can be a sanity saver.”

For example, after Zeiba facilitated meetings,
she would immediately hold a debriefing. “We
discussed what went well, and what I could have
done differently,” she explains. 

7. Set clear boundaries.
Explain what’s negotiable and what’s not

under the new redesign. For example, recom-
mending what type of capital equipment to pur-
chase could be a team decision. Whether to
operate as teams is not.

“Especially in the early stages, the boundaries

need to be very clear. You want to tell them, ‘you
can make decisions using these parameters,’”
Zieba explains.

8. Relax boundaries as the project advances.
As the teams start to mature, they’ll be ready

for wider parameters in which to make decisions.
Zieba points out that team development consists
of five stages: Forming, Storming, Norming,
Performing, and Transforming. “Remember that
everyone progresses along that continuum at a
different rate, and it’s up to you to help them
move along,” she says.

9. Don’t rest on your laurels. Even after teams
become more mature and begin to perform, the
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Function: Decision Making

Level 1: Decisions made by manager without
input.

Level 2: Decision made by manager and then
input sought.

Level 3: Input sought by manager, then manager
makes decision.

Level 4: Manager and team jointly make decision.
Level 5: Team makes decision, leader sets

boundaries, and manager is a resource to team.

Function: Problem Solving

Level 1: Manager autonomously handles all situ-
ations without input.

Level 2: Manager handles situation; may ask
input from team leader.

Level 3: Manager asks input from team, then
solves issue.

Level 4: Manager facilitates team in jointly solv-
ing the issue.

Level 5: Team solves issues within its bound-
aries; manager is a resource to team.

Function: Staff Sc heduling

Level 1: Manager schedules without input.
Level 2 : Manager schedules considering special

requests (vacations, etc.).
Level 3: Manager schedules with input from staff.
Level 4: Manager and team do schedule together.
Level 5: Team self-schedules within established

parameters.

Function: Comm unications

Level 1: Communication is top down only.
Level 2: Primarily top down upward communica-

tions is at the manager’s discretion.
Level 3: Manager communicates upward and

downward through team leader.
Level 4: Continuous communication in both

directions between team and manager.
Level 5: Team keeps manager informed; man-

ager communicates outside of team.

Function: Roles and Responsibilities

Level 1: Roles are clearly defined and hierarchi-
cal relationships form.

Level 2 : Roles are still clearly defined as a loss
of peer/subordinate relationship.

Level 3: Management/Staff roles clearly defined;
manager holds primary responsibility, although input
is still sought.

Level 4: Shared responsibility. Leader sets direc-
tion, coaches, and facilitates.

Level 5: Team has responsibility within defined
limits. Leader sets limits and is resource to team.

Time Frame:

Level 1: Immediate.
Level 2: Immediate.
Level 3: 6-8 Months.
Level 4: 12-18 Months.
Level 5: 18-24 Months.

Levels of Results-Orientation Progress

Source: Terry Williams, LUMEN, Atlanta.



work isn’t over. “Although much has been done,
the process never ends,” she says. “You have to
continue to climb and never lose sight of the
vision and outcomes.”  ■

Will our model of care soon
become obsolete?
Aging baby boom generation is driving change

Your facility has spent months — maybe years
— in a major service lines reorganization

throughout the healthcare continuum: From
acute care settings to hospice, clinical care paths
— complete with patient and family education —
run smoothly. Patient, staff, and physician satis-
faction scores soar higher than ever.

What’s wrong with this picture?
Such traditional models of patient-focused care

concentrating only on medical management may
become obsolete in the 21st century, as aging baby
boomers demand services geared toward healing
the mind and the spirit, as well as the body, says
Stacy Nelson, EDD, manager of staff development
and performance enhancement at Celebration
Health. The new 315,000-square foot health care
center, located south of Orlando, FL, was built on
the principle that hospitals of the future should be
more than places for episodic illness.

“We want to provide true patient-focused care;
that is, offer patients tools and support that will
enable them to gain optimum health and vitality,
not just manage an illness until discharge,” he
explains.

The model Celebration uses to illustrate the
various stages of health and wellness — or lack
thereof — is called the “Circle of Life.”

The first quadrant, Illness, represents the
traditional treatment model: Patients who are
dependent on medical professionals for precise
diagnosis and treatment of disease. “The goal for
anyone in this quadrant is simply survival and
stability,” Nelson says.

Many health care facilities don’t move out of
that quadrant, which is only concerned with
treating the physical nature of disease and illness,
he points out. “Hospitals are places where people
come when their body is sick, not where they go
to get well or stay well.”

Some facilities have ventured into the second
quadrant, Wellness, in which the individual takes

on the status not just of a patient, but a partner in
the healing process. “This is the quadrant of inde-
pendence where the partner assumes a proactive
responsibility for health,” Nelson explains. 

Only a handful have ventured into the terri-
tory of the third quadrant: Wholeness. “This
quadrant is characterized by freedom; not just
from disease, but freedom to be yourself. It’s a
restoration of your true identity — physically,
mentally and spiritually,” he explains.

For example, a cardiac rehab patient in the
wholeness quadrant doesn’t exercise because he
or she must (illness quadrant), or should (well-
ness), but if he or she wants to. “It has become
part of how they live a satisfying and full life,”
Nelson says.

The last quadrant is Death. “Death happens to
all of us, but how you live until you die is the real
question,” says Nelson. 

Life expectancy is America is 74 years, he
points out. “However, the healthy expectancy is
only 62 years. This means we live with some sort
of chronic condition for almost 12 years.” 

Approaching Death through the Illness quad-
rant yields results in stark contrast to approach-
ing Death through the Wholeness quadrant, he
notes. “Both the quality and economics of health
care are directly affected,” he says. For example,
most of Medicare’s health care dollars are con-
sumed by frail elders older than 80.

The sudden decline of the elderly is not
inevitable, exacerbated by lifestyle habits begun
earlier in life, such as poor nutrition and no exer-
cise. “By offering services and programs based on
the Wholeness quadrant, hospitals help people
prepare to operate powerfully and independently
until the very end of life,” he says.

What baby boomers want, baby boomers get

That’s just what patients of the future will
demand, Nelson believes. “As we near the turn of
the century, what seems to be ailing the masses
are ‘lifestyle’ diseases [such as diabetes, high
blood pressure, and heart disease] that contribute
to almost half of all deaths,” Nelson says. “To
fully address these diseases, patients must make
difficult lifestyle changes.” 

However, such changes won’t occur if the
physician or other care team member merely
instructs the patient on the importance of modify-
ing behavior.

“It’s not enough to say, ‘go home and make
better nutritional choices,’ or ‘get more exercise,’”
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Nelson stresses. “It’s one thing for a patient know
that, but another for a patient to actually do it.
Being patient focus-minded means helping them
fill in this gap.”

Even top-notch patient education programs
fail in tackling lifestyle diseases because they
don’t teach patients how to take responsibility for
their health. 

Take diabetic education, for example. “Just
checking off whether or not a patient ‘can verbal-
ize accurately the procedure for blood sugar
monitoring’ does not guarantee a change in
behavior,” he points out. “It still leaves a gap
between the patient knowing what he or she
should do, and actually being motivated and able
to do it.”

Tools for true patient-focused care

To help patients make successful lifestyle
changes, Celebration Health uses a model called
the “Personal Vitality Program,” adapted from
the Praxis Group in Provo, UT.

“It is a vehicle to carry the content about well-
ness,” says Ron McMillian, Praxis partner and
cofounder of the Covey Leadership Center.

Rather than simply offering knowledge about
wellness, the program gives patients practical
tools to find out “where they are and where they
want to be, physically, emotionally, and spiritual-
ity,” he says.

Through a series of simple steps, patients can
learn the answers to these critical questions:

• What do I have and why?
• What do I want?
• What will I do to get it?
“One man discovered he had no desire at all to

exercise; but he did have a strong desire to live
well and long enough not just to see his grand-
children — but to take them on vacations,”
Nelson explains.

Then the critical behavior is identified. “This is
one behavior, that, if you do it, many other

behaviors follow. It’s often the behavior that’s the
key to getting unstuck, and the one that will most
likely lead to the desired result,” Nelson explains.
“For example, one woman found that if she was
on the porch at 7 a.m. with her walking shoes on,
she would exercise.”

Such lifestyle change is experiential rather than
theoretical, “because when the individual discov-
ers what is really important, change is possible,”
says McMillian. “This is often the missing link in
preventative health care.”

Practice what you preach

Celebration employees also use concepts from
the Vitality program in their professional and
personal lives.

“If employees are able to deal with the whole
person, [it] changes the whole nature of the
encounter,” Nelson says. “Instead of the attitude,
‘I’m only here to draw blood,’ there is the recog-
nition that the patient is a person with spiritual
and emotional needs.” 

After a basic orientation program, all staff mem-
bers go through the Vitality Program to learn how
to master the competing demands of their lives.

“The rationale is that all corporate behavior is
ultimately private behavior; we take the time and
effort to give our staff these tools,” says Nelson. 

Griffin is world class in
patient-centered care
Its philosophy is reflected in everything, A to Z

As a buzzword, patient-focused care has lost
its sex appeal; but as a daily practice, it

makes Griffin Hospital in Derby, CT, one of the
best in the country. In fact, visitors often mis-
take it for something other than a hospital when
they see the artwork on the walls and sniff the
aroma of home-baked goodies wafting through
the halls. Nurses have been known to move to
Derby just to get a job at Griffin. Patients say
they are crazy about the place. What’s more, it
turns a profit every year. 

That’s not easy for a 161-bed hospital that com-
petes with seven other hospitals — including Yale
University’s teaching facility — within a 15-minute
drive. “We could never compete technologically
with the Yales of this world,” concedes Lynn
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Werdal, vice president of patient care services.
Instead, Griffin carved its market niche as a world-
class model of patient-centered care. 

The turnaround started in 1990 with renova-
tion of the buildings that dated back to the 1920s.
At the same time, the nurses rebuilt their care
model to align with the primary nursing philoso-
phy. Each nurse is responsible for total care from
bathing to discharge planning. Patient feedback
and focus groups guided Griffin’s transformation
— a badly needed metamorphosis. 

In 1981, 28% of the respondents to a community
survey said they would avoid Griffin if possible.
During 1993, the first full year after the new build-
ing opened, admissions were 4,360. Admissions
climbed to 4,398 for each of the years since, a 1%
rise. At press time, Bill Powanda, vice president 
of support services at Griffin, estimates that fiscal
year 1997-1998, which ended Sept. 30, will see a 2%
rise in admissions. He notes, “Even if our admis-
sion rates remained flat since 1993, we would be
bucking the trends both nationally and for the 
state of Connecticut.” 

‘Is this really a hospital?’

The environment at Griffin is modeled after the
Planetree philosophy, explains Michael Gaeta,
EdD, Planetree’s executive director. Planetree is a
nonprofit organization dedicated to the principle
of individuals participating in their care. The term
planetree means sycamore tree. Hippocrates, the
father of modern medicine, sat beneath a sycamore
and taught his medical students. 

Features of this approach, which you’ll find at
Griffin, resemble those you’d see in a loving home: 

• Patients administer their medications if
they’re able. 

• Visitors of all ages are welcome around the
clock, even in the intensive care unit. 

• Volunteers offer massages to patients upon
request and hold their hands as they undergo
cataract surgery. 

• Relatives, volunteers, and patients use the
unit’s kitchens to cook meals or favorite treats. 

• Patients read and write notes on their records
if they choose. 

• Music from the lobby’s piano in the graces
the otherwise quiet atmosphere. 

• The resource library is stocked with 250
tapes, 150 consumer magazines, and a growing
collection of health-related CDs. Every year, 1,400
consumers visit from all over New England. 

• Two nurse educators check the admissions list

every morning, prepare a diagnosis-specific infor-
mation packet for each new patient, and deliver it
to the respective primary nurse. If patients wish
other information, for example, for a spouse who
has gall bladder problems, all they have to do is
ask. 

• The architecture of the nursing stations fos-
ters close patient-caregiver interaction. Each
nurse works out of a pod surrounded by four
patient rooms. The computer and all the supplies
are there so the nurse is never more than eight
feet from any of his or her patients. 

• Visitors’ lounges have open-air balconies.
Showers are available as well. Throughout the hos-
pital, aquariums afford anxious visitors, patients,
or staff peaceful diversions from pressing concerns. 

While Griffin is toured by hundreds of visitors
a year, they’re warned that they should not expect
to achieve its results by copying its programs or
architecture. To create a life-enhancing environ-
ment like Griffin’s, “an organization has to value
the dignity of the human being and organize its
policies around that value,” advises Wayne Ruga,
president and CEO of the Martinez, CA-based
Center for Health Design. Such an environment,
whether in a grocery store, bank, or manufactur-
ing facility, emerges from the culture of the orga-
nization and the surrounding community. 

At Griffin, it started with a two-day staff retreat
with representatives from each department. They
lived as patients — sleeping in hospital beds, eat-
ing hospital food, and being bathed by strangers.
Then, on April 15, 1992, the changes went into
effect. Werdal calls it “the Day of Infamy.” 

No looking back

“I took a lot of abuse when people realized
how much they were going to have to change,”
Werdall remembers. Those comments include: 

• Nurses complained about the hard work
involved in primary nursing. Werdal says, “I
reminded them that they chose it.” 

• Physicians grumbled about patients reading
their medical records. “I reminded them that
JCAHO regulations allow it,” she says. 

For the first few months, everyone regarded
the changes as just another nursing fad that
would go away. Today, reactions include: 

• Nurses rave that they get to do the kind of
care that brought them into their careers. 

• Physicians say that open charts are a non-
issue. 

• As for staff turnover, Werdal does not cite
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numbers, but notes that it’s low. She says at least
70% of Griffin’s employees get three weeks vaca-
tion, a perk generally earned after five years on
the payroll. 

“Our philosophy is easy — it’s just being kind
to people,” Werdal explains. “But we have to
work at it every single day.” To that end, she con-
ducts six to seven staff retreats a year for 25
employees at each retreat — some are new hires
and others are veteran employees. For two days,
employees live as patients, being wheeled around
on gurneys for tests and eating hospital food. The
retreats pay off big. Griffin’s patients’ surveys
come back with 93% excellent ratings for inpa-
tient care and 97% for outpatient care. 

Ruga praises Griffin Hospital for its track
record of enhancing the lives of its employees and
customers. Satisfying both criteria is a key to sus-
tainable and ever-improving quality. If, on the
other hand, “you set quality as your goal and do
the interventions to improve it, you will get some
improvement,” he concedes. “Then it dies rather
than sustaining itself and growing from there on
its own.”  ■

Want to simplify charting? 
IL hospital knows how
ICU consolidates note taking and uses road maps

Critical care nurses at OSF Saint Francis
Medical Center in Peoria, IL, have simplified

their system for organizing the traditional patient
record with an approach that consolidates large
amounts of clinical documentation into one sec-
tion of the chart and thereby saves clinicians time
in reading through pages of unwanted notes. 

An unconventional approach

The system also uses custom-made flowcharts
that help track a patient’s medical progress and
record the effectiveness of treatment plans and
other therapies in an easy-to-read format. The
charts are stored in the patient record and are said
to eliminate the need for keeping separate nursing
Kardexes and related paperwork, proponents say. 

The approach admittedly breaks with
convention but doesn’t violate standards set by
the Joint Commission on Accreditation of
Healthcare Organizations based in Oakbrook

Terrace, IL, says Janis Noone, RN, MSN, a clini-
cal practice specialist at Saint Francis who
helped develop the system. 

Rather than having members of different clinical
departments such as X-ray or pathology chart in
separate sections of each patient’s medical record,
the new system involves an interdisciplinary
approach: 

• Progress notes.
Nurses’ and technicians’ notations from all

hospital departments are entered in the same sec-
tion of the progress report typically used by
physicians. But each entry is set off by easy-to-
read headings that identify the clinical depart-
ment entering the notation so “anyone can
selectively read the desired information without
having to flip through several sections of the
chart,” Noone says. 

For example, radiology simply would indicate
the date and time of the entry in the left-hand mar-
gin followed by the name of the clinical depart-
ment prior to beginning the narrative, she says. 

• Flow sheets.
These pre-printed grid sheets are set off in

columns that record the dates and times of physi-
cians’ orders, including lab work, clinical assess-
ments, and physical therapy. One chart captures a
24-hour period in the patient’s ICU stay and uses
a series of checks to indicate that the order was
fulfilled at the appropriate time. 

A separate flow sheet not used in the ICU but
throughout the rest of the hospital covers a three-
day period and contains numerical information
about changes in the patient’s condition, includ-
ing vital signs, weight change, blood pressure,
and body temperature. A third lists areas of the
patient’s body in the left margin and dates run-
ning across column at the top. A series of checks,
asterisks, and arrows signify normal, abnormal,
and abnormal-but-consistent, respectively. 

The system is supported throughout by an
emphasis on “charting by exception,” which is
aimed at reducing superfluous verbiage and
redundancy in note taking. Charting by exception
has become popular among nurses in recent
years as a remedy for writer’s cramp. It involves
avoiding statements that previously were
recorded in the chart or are patently true and
emphasizes salient information previously
unknown or unrecorded. 

Finally, an additional innovation has been to
keep the patient record at the patient’s bedside at
all times instead of storing the chart at the nurse’s
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station. This keeps the record up-to-date and
always available, says Noone. 

[Editor’s note: To obtain samples of the flow sheets
mentioned above and additional information about the
consolidated progress notes, contact: Janis Noone,
clinical practice specialist, OSF Saint Francis Medical
Center, Peoria, IL. E-mail: jannoone@aol.com]  ■

Self-directed teams
replace the bosses
Reorganization includes new education piece

When the patient registration manager at
Memorial Hospital at Gulfport (MS) left her

position this September, the hospital’s chief finan-
cial officer (CFO) put an interesting proposition
before the department’s four team leaders. 

“Rather than replace her, he asked if we would
be a self-directed work team,” says Tammy
Boudreaux, team leader in patient registration. 

The team leaders accepted the challenge while
reorganizing their responsibilities within the
department, which has about 75 staff. A fifth
team leader will be hired, and Boudreaux has
been designated to develop a program for train-
ing employees on the hospital’s new computer
system. After that, as compliance issues arise and
regulations change, she will be responsible for
their ongoing education, she says. 

“Our hospital went through a reorganization a
couple of years ago and was going to be team-
directed,” she explains. “Only a couple of units
have really done it, so the CFO saw [the man-
ager’s departure] as an opportunity to continue
with that.” In addition to providing training and
education, the work team’s duties are as follows: 

• Two team leaders, one for the day shift and
another at night, monitor the activities of
patient access representatives. The access reps
perform registrations, including precertification
and insurance verification. Boudreaux will con-
tinue to handle the day shift until a new team
leader is hired. 

• One team leader serves as quality control
coordinator, tracking the accuracy of patient
access representatives’ work. This person also is
responsible for training the information associates,
employees who register patients at bedside. The

information associates, formerly unit secretaries,
handle only repeat admissions — patients already
in the hospital’s history file. In the case of new
patients, they call an access representative, who
comes to the patient’s room to do the registration. 

• Another team leader oversees the financial
piece of the patient registration department,
supervising financial counselors and precertifi-
cation specialists. These employees follow up on
registrations to make sure they are in compliance.
If the access reps are unable to verify insurance or
start precertification, these staff complete the pro-
cess. The financial counselors also assist access
reps in setting up payment arrangements that are
outside the norm, and they help patients apply
for financial assistance. 

Although the various employee groups report
to different team leaders, the work is not com-
partmentalized, but “just flows through,” says
Boudreaux. “We’re all responsible for the process,
although each area has its own function.” 

Using the information compiled on errors and
productivity, she provides performance feedback
to all staff, including patient access representa-
tives at Memorial’s two urgent care centers and
two off-site rehabilitation clinics. “They don’t
report to us, but we’re responsible for their pro-
cess. We’re using [the new education role] as a
learning tool to help identify problem areas.” As
team leader for daily access activities, she didn’t
have time to focus on correcting errors. 

The department’s standard error rate is 4%.
Due to high turnover and other issues, it has been
higher (5% or even 6%) at times during the past
year, she says. Each month when the quality con-
trol leader reports the outcomes of quality track-
ing, Boudreaux meets one-on-one with
employees whose work falls below the 4% stan-
dard. “With those who don’t reach that, we try to
find the problem area, and the employee may
have to go through retraining. Just with what
we’ve already put in place, [the error rate] has
dropped to 3% in the past month. We want it
even lower.” 

Dividing the duties

Meanwhile, the new self-directed team has been
faced with splitting the duties formerly handled
by the department manager, Boudreaux points
out. “We’ve had to decide who will do the inter-
viewing, who will give the information to human
resources, who will do the payroll, who will do the
budget.” Participation in the manager’s various
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committees and meetings also has been divided
among team members. 

Team leaders meet weekly at a set time no mat-
ter what else is going on, she says. “That’s when
we can finally talk, learn what’s going on for the
week, learn each other’s schedules. If one of us
needs a pep talk, that’s when that happens.” 

When the fifth team leader is hired, the team
plans to set aside a day to develop a mission
statement and goals for the department, she says. 

“Before this, we were team leaders who
reported to a manager,” she notes. “Now we
report to each other, and we will do each other’s
evaluations. Mine is due first.”  ■

Get something done 
when you call a meeting
Even if the participants want to be somewhere else

Would you like to build a reputation for stag-
ing the best meetings in the house? To pull

it off, you’ll need to join the elite 2% who spend
upward of five hours planning for them. 

Actually, those five hours will pass in a flash
when you set your meetings up with the same
care as the two pros who share their secrets here: 

• Do the homework.
Rosemary Keeley, Improvement Services

director at VHA Atlantic in Charlotte, NC, pre-
pares by anticipating data needs and assembling
literature reviews. Her goal is to give the partici-
pants minimal homework assignments and send
them back to work with action goals that change
the way they do their jobs. 

• Craft a crystal-clear agenda with time lines.
Keeley shuns vague terms like”old business”

or “new business”. Rather, she describes each ele-
ment. For example, she’ll use terms including: 

— results from last week’s measures; 
— problems with new emergency department

admissions protocol. 
While your participants might mistake you for

a control freak at first, allot a time interval, such
as 10 a.m. to 10:15 a.m. for each item. Make it
stick by timing it yourself or delegating the task
to someone who’s assertive enough to handle it.
And it goes without saying that any self-respect-
ing leader starts meetings on time. 

Take pains to gather the key stakeholders and

decision makers around the table because noth-
ing kills enthusiasm like delaying action until
you can regroup with the missing player. By the
same token, if you find that you don’t need the
input of everybody you’ve gathered, give them
an opportunity to leave. Michael Begeman, man-
ager of the Austin, TX-based 3M Meeting
Network says, “It’s a beautiful thing to respect
people’s time enough to let them walk out.” 

Once you have the core group in place, it’s
time to get to work using the following steps: 

• Everyone contributes.
Keeley uses gatekeeper techniques to keep the

energy up all around the room. To the long-
winded, she’ll say, “Great idea, John. Now Gwen,
what are your thoughts on it?” Sometimes, she
conducts round robins where people share ideas
by turn around the table. “I make sure people
walk out the door having contributed one or two
times — even the quietest person,” she says. 

• Meeting minutes should be easy to write
and a snap to read.

Begeman likes minutes that record three items
for each piece of business: 
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— decisions made; 
— action items including who will do it, what

he or she will do, and when it will be done; 
— open issues stating when discussion will

resume. A quick review of action items gets
everybody’s alignment and solidifies responsibil-
ities for implementation. 

Two-minute CQI taps the intelligence of your
participants. 

Begeman closes his meetings with a quick
round of input to two questions: 

— What worked at this meeting? 
— What would improve meetings like this in

the future? 
Considering how much time people spend in

meetings each week, they’ll be able teach you
even more than this article about those two
questions. 

When Keeley leads rapid-cycle change teams,
she has to sustain a high pitch of excitement to
effect significant changes in short time intervals.
To do it, she sets a three-meeting limit. “I also use
the biggest block of time I can get,” she explains.
“Most people are used to meeting in one-hour
time blocks, but we’ve learned that if we have
double-long meetings, we can finish in half the
time.

Both Keeley and Begeman write key discussion
points on flip charts to help people pay attention
and remember what happened. Keeley adds one
suggestion: “The person who is leading the meet-
ing should write on the flip chart because that
person will get the eye contact.”  ■

Rehab: Don’t give up on diffi-
cult SA clients
Even clients with APD succeed, study finds

Clients with behavioral problems are often
kicked out of substance abuse treatment pro-

grams because counselors assume they’re not
capable of successful rehabilitation. But a new
study finds that clients diagnosed with antisocial
personality disorder (APD) are just as likely to
complete substance abuse programs successfully
as those without the disorder.

“Our findings were not consistent with other
studies in the literature,” notes Nena Messina,
MA, research associate at the Center for
Substance Abuse Research (CESAR) in College

Park, MD, who conducted the study. “Most pre-
vious research has found that clients with APD
don’t finish treatment, or if they do, don’t have
successful outcomes. We found there was little or
no difference in outcomes between clients with
APD and those without.”

The study was funded by the Substance Abuse
and Mental Health Services Administration in
Rockville, MD. Clients participating in the
District of Columbia Treatment Initiative under-
went diagnostic testing. Of the 338 clients tested,
166 were diagnosed with APD and 172 were not.
Clients were randomly assigned to either a stan-
dard program which included 10 months of inpa-
tient treatment followed by two months of
outpatient follow up, or an abbreviated inpatient
program which included six months of inpatient
treatment and six months of outpatient treatment.

Self-reports and objective measures of criminal
activity and substance abuse were collected at
pre- and post-treatment interviews.

Messina says the data should encourage case
managers and substance abuse treatment providers
to accept and retain clients with APD.

The study has been accepted for publication in
a future issue of The Journal for Substance Abuse
Treatment. For more information, visit CESAR’s
Web site at www.cesar.umd.edu.  ■
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