
Examine your emergency department,
stat! ED is key to hospital reputation
Simple solutions make for satisfied patients

Your hospital might make it onto everyone’s Top 10 list for cancer
treatment or cardiac care. You might have renowned orthopedic
surgeons or an intensive care unit on the cutting edge. You might

even have the best mother/baby unit around. But if your emergency
department (ED) makes patients wait for hours on end, chances are
they won’t care about all your other good points. 

Think of the ED as the gateway to your hospital. That’s where most
people in your community have their first contact with you, and fair or
not, that’s where they develop their first and sometimes lasting impres-
sion. In this era of increasing managed care penetration and cutthroat
competition, can you afford to be known as the hospital where waiting
times are extraordinarily long and patience is extraordinarily short?
More importantly, can you afford to continue losing precious minutes
that could compromise patient care?

Hospitals around the country are taking a hard look at EDs and, in
many cases, are finding simple solutions to reducing delays and improv-
ing patient care. The problem in this area is that there are few national
standards, and there is not much written about it in the literature. 
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Special Report: Improving the emergency department

• Hospitals say meeting patient expectations in the emergency depart-
ment (ED) is key to survival.

• The best indicator of patient satisfaction in the ED is waiting times,
which seem to matter more to some patients than clinical expertise.

• Few national standards on emergency waiting times exist; your best
bet for benchmarking is to identify better performers such as the hos-
pitals in this special report.

Key points



In this issue of Healthcare Benchmarks, we present
case studies from four emergency departments that
can help jump-start your benchmarking effort. One
hospital has an amazing guarantee that patients
will be seen in 15 minutes by a nurse or 30 minutes
by a doctor or the visit is free. (See story, p. 18.)
Another has slashed time to thrombolytic treat-
ment for heart attack patients from just over an
hour to less than 25 minutes. (See story, p. 16. )
Two other hospitals have climbed out of the pit of
poor patient satisfaction scores by making changes
you can replicate. (See story, p. 19.)

“Patient satisfaction is a major focus for emer-
gency departments right now because they’re
being made to look at it,” says Linda Kosnik,
RN, MSN, unit manager of the emergency
department at Overlook Hospital in Summit, NJ,
and co-chair of the Boston-based Institute for
Healthcare Improvement’s emergency depart-
ment collaborative. “The reason is that it’s some-
thing very easily understood by a board of
directors, and it’s something that can be easily
benchmarked across the country. Managed care
companies tend to be attracted to that also. And
in the emergency department more than any
other place, patient satisfaction is directly related
to waiting times. No matter how well you do
clinically, they don’t really care if they have to
wait for a long period of time. The longer they
have to wait, the worse your service is as far as
they’re concerned, regardless of whether you’re
medically correct.” 

Sandy Pryor, BSN, supervisor of emergency
services at Baptist Health in Little Rock, AR,
agrees that clinical skills are necessary but they
aren’t enough. “The ER is a volatile spot, and it’s
the main access point for a lot of people. We see
36,000 patients a year, and the national average
says each one will bring 3.2 people with them, so
that’s 100,000 opportunities a year for people to
have a perception of us,” she says. “We’re no dif-
ferent than Nordstrom or Sears. People come here
with expectations, and meeting them is key to
our survival. That’s basic to staying in business.” 

Should your hospital start focusing on the
emergency department? Yes, says emergency
medicine guru Louis Graff, unless you’ve some-
how escaped the increasing pressure from payers
and patients who are demanding better utiliza-
tion of resources and higher quality of care.
“These are very interesting times in the emer-
gency department,” Graff says. “The emergency
department in some ways is the same old ER, like
the TV show, and in some ways is dramatically
different.” Graff is the associate director of emer-
gency medicine at New Britain (CT) General
Hospital; a spokesman for the Dallas-based
American College of Emergency Physicians
(ACEP); and a faculty member at both the
University of Connecticut in Farmington and Yale
University in New Haven, CT. 

Finding a solution

What are some of the solutions you might con-
sider? For starters, an observation unit is one
trend that’s showing up in half of the hospitals
around the country, Graff says. Such units are
separate areas of six to 12 beds adjacent to the ED
where patients whose symptoms make it unclear
whether hospital admission is necessary can be
observed for up to 12 hours.

“The old way of doing it was checking people
out over two hours in the emergency depart-
ment,” Graff says. “We missed about 5% of
acute myocardial infarctions, 15% to 20% of
appendicitis, 40% of ectopic pregnancies. We
admitted a lot of people to the hospital for
extensive work-ups who ended up having noth-
ing wrong with them. The average hospital
admits about 60% of patients with chest pain
who come to the emergency department, and
about half turn out to have nothing wrong.” 

Observation units virtually eliminate the issue
of missing key symptoms and decrease the admis-
sion rate to about 20%. Usually 5% to 7% of
patients spend some time in the unit, and those
patients tend to have higher satisfaction, Graff
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says. Patients who get the extra work-up in the
observation unit generally feel more comfortable
with the decision either to go home or get admit-
ted. They feel as if the doctors and nurses are tak-
ing them seriously, and they’re happy to get the
chance to avoid spending an unnecessary couple
of days in the hospital, he says. 

And not only does satisfaction increase, but
costs decrease. A recent study1 from Cook
County Hospital in Chicago found that using
accelerated diagnostic protocols (ADP) in a chest
pain observation unit cut the admission rate by
more than half, with 45% of the ADP patients
admitted compared to 100% of control subjects.
The mean total cost per patient for ADP vs. con-
trol patients was $1528 vs. $2095. The mean
length of stay for ADP vs. control patients was
33.1 hours vs. 44.8 hours.

Observation units are just one trendy process
change; hospitals are looking at a variety of other
structural ways to reduce delays and waits. “The
major measure of whether patients are happy
with the ED is how long they had to wait,” Graff
says. 

Some are setting up walk-in areas exclusively
for patients with minor problems, and others are
providing stat laboratories where certain tests —
urine, pregnancy, blood enzyme, throat culture —
can be done right in the ED, Graff says. “For a lot
of patients, the time spent waiting for test results
to come back from the lab is a large part of their
overall waiting time. If you can get that test time
down, you can have a dramatic effect on your ED
and on the satisfaction of your patients,” he says.
Reducing the length of stay keeps your costs
down, too.

Another trend is specialization in certain areas
such as chest pain, trauma, or pediatrics. The
jury’s still out on whether that’s a good idea and
on how to determine whether certain patients
would receive better care at certain hospitals,
Graff says. “It’s going away from the old idea
that emergency departments should be able to do
everything, to recognizing that every emergency
department is not the same,” he says. “The issue
is how to do it without compromising the hospi-
tal’s ability to provide emergency care for its
community.” 

At its last council meeting held in November 
in San Diego, ACEP passed a resolution to look 
at the issue of categorization of EDs by level of

service. ACEP has also formed a task force on
how technology will affect the ED of the future. 

For more information on ACEP’s efforts, call (800)
798-1822 or write ACEP at P.O. Box 619911, Dallas,
TX 75261-9911. ACEP’s Web address is: www.acep.
org.

Reference

1. Roberts R, Zalenski R, Mensah E., et al. Costs of an
emergency department-based accelerated diagnostic proto-
col vs. hospitalization in patients with chest pain. JAMA
1997; 278:1,670-1,676.  ■

Observation units better 
for acute asthmatics

Asthma patients treated in emergency depart-
ment (ED) observation units for 12 hours

have better outcomes and cost less to treat than
those who are admitted to the hospital if their
asthma hasn’t resolved after three hours, accord-
ing a study by Robert J. Rydman, PhD, published
last year in Medical Care (36:599-609). These
patients should remain in the ED up to 12 hours
before physicians decide to hospitalize them, the
study’s authors conclude. 

They randomly assigned 113 adult asthma ED
patients whose asthma didn’t resolve in three
hours to an observation unit or to inpatient care.
The observation unit patients had better health
status in five of eight areas measured after treat-
ment and had lower treatment costs than hospi-
talized patients ($1,202 vs. $2,247).  ▼

ED predictive instrument could
save $700 million a year

Anew add-on to a standard electrocardiograph
could help hospitals reduce inappropriate

admissions to cardiac care units (CCUs) without
lowering the quality of care for patients, according
to a study by H.P. Selker, MD, in the December
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issue of Annals of Internal Medicine (129:845-55).
The study found that combining a computer

with the electrocardiograph traditionally used in
EDs could prevent 200,000 unnecessary hospital-
izations and more than 100,000 admissions to
CCUs per year, nationwide. This translates into a
savings of roughly $728 million each year in hos-
pital costs, or approximately $100 saved for each
of the six million to seven million ED visits annu-
ally for chest pain. 

When using this decision support system, doc-
tors type in the patient’s sex, age, and the pres-
ence of chest pains. The instrument computes
and prints on the EKG printout the probability of
acute cardiac ischemia, which occurs when there
is inadequate blood supply to the heart. With bet-
ter information, ED doctors can better decide 
on hospitalization or discharge and treatment
options.  ▼

New ED test screens for drugs 
in less than five minutes

The Rockville, MD-based U.S. Food and Drug
Administration recently approved a new

drug testing device from Roche Diagnostics of
Indianapolis that specifically assesses the drug-
use status of ED patients. ONTRAK TESTCUP-er
is capable of simultaneous detection of cocaine,
morphine, amphetamines, barbiturates, and ben-
zodiazepines, providing positive or negative
results in less than five minutes. 

Nearly 500,000 ED visits annually are directly
linked to illicit drug abuse, according to the U.S.
Department of Health and Human Services.
Roche’s new product will help ED and hospital
laboratory professionals quickly determine if a
patient is under the influence of drugs — and
which ones. The speed in obtaining this informa-
tion can be of critical value in treating certain
cases, such as suspected overdoses. 

The device eliminates the need for prolonged
handling of urine samples, timing, pipetting,
mixing, instrument calibration and maintenance,
and other aspects of most drug testing methods.
It is designed to be a “hands-off” test, a signifi-
cant benefit in hospital laboratories with urgent
demands.  ■

ED slashes treatment time
for heart attack drugs 
Shorter times for other treatments satisfy patients

For years, Overlook Hospital in Summit, NJ,
has been on the cutting edge in cardiac treat-

ment. The hospital was one of the first in the
nation to have a cardiac care unit and was also
one of the first to do pre-hospital EKGs. So it
wasn’t much of a surprise when the emergency
department (ED) decided to pursue another new
idea: a chest pain observation unit. 

It was something of a surprise, however, when
the multidisciplinary team charged with setting
up the unit found that one key indicator of treat-
ment for heart attack patients was way above the
national standard. In fact, the median time to
thrombolytic treatment for heart attack patients
in Overlook’s ED was 61 minutes, twice the stan-
dard set by the Bethesda, MD-based National
Institute of Health’s National Heart Attack Alert
Program of 30 minutes or less. For every hour
earlier that medical professionals can give throm-
bolytics, or clot-busters, to open the arteries, 32
lives per 1,000 patients are saved. So the team
decided to take action.

The primary result, says Linda Kosnik, RN,
MSN, unit manager of the ED, was a collaborative
effort that slashed the time to thrombolytic treat-
ment to a range of 16 to 24 minutes. The secondary
result was a domino effect of improving other pro-
cesses including time to treatment of pain and time
to administration of antibiotics for pneumonia plus
a huge leap in patient satisfaction. In fact, when
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• A New Jersey hospital cut its time for throm-
bolytic treatment for heart attack patients
from 61 minutes to less than 25 minutes.

• Improvements included a one-page time-to-
treatment assessment tool and a five-minute
protocol for walk-in patients.

• Emergency department leaders suggest
focusing on clinical processes to get medical
staff buy-in.
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Overlook began its improvement efforts four years
ago, ED patient satisfaction scores ranked the hos-
pital in the South Bend, IN-based Press, Ganey
Associate’s 20th percentile. Now the hospital rests
atop the 99th percentile. Overlook has been desig-
nated a best practice hospital by the Baltimore-
based Health Care Financing Administration, and
Kosnik and colleague James Espinosa, MD, chair-
man of Overlook’s ED, have been named co-chairs
of the 1998 Institute for Healthcare Improvement’s
collaborative on reducing delays and improving
patient satisfaction in the ED.

How did they do it? First, Kosnik says, was
getting buy-in from physicians and nurses.
Instead of saying to the staff that they needed to
cut waiting times, they focused on improving
heart attack patient care. “Health care profession-
als are all very comfortable with the idea of
improving patient outcomes. If you start talking
about processes like reducing delays, they think
of that as administrative,” Kosnik says. 

“It’s not as quick of a buy-in. We encourage
people to select a clinical process and an opera-
tional process because you’ll get automatic buy-
in.” Improving a clinical process almost always
leads to cutting waiting times, she says.

Finding the sources of delays

The team broke the process down into man-
ageable pieces and identified the potential
causes for delay. A cardiac consult was required
on every patient before thrombolytic delivery,
and sometimes there was difficulty contacting
the patient’s private physician. There were
delays in ordering and delivering EKGs. There
was variation in patient assessment and in deci-
sion making. Overcrowding in the ED, an insuf-
ficient nurse/patient ratio, and the lack of a
team approach also contributed to the problem. 

Interventions that cut treatment time include:
✔ Creating a time-to-treatment assessment tool

that starts with the paramedic in the field.
✔ Increase physician use of pre-hospital EKG.

Paramedics had stopped doing the tests in the
field because physicians were ordering duplicate
tests upon the patient’s arrival.

✔ Develop a five-minute protocol for walk-ins:
An EKG is done within five minutes on any patient
with pain from the nose to the navel.

✔ Standardize protocols, including taking the

EKG to the physician immediately no matter
what he or she is doing at the time. 

✔ Empower ED physicians to initiate treat-
ment by protocol without a cardiac consult.

✔ Change staff mix to provide more technician
support. 

Once the dramatic improvement in thrombolytic
treatment occurred, the ED staff pushed on for
more improvements. A similar process led the ED
to cut time to antibiotic treatment for pneumonia
patients from a standard four hours down to 130
minutes. More efforts are under way to get the time
under two hours, Kosnik says. Interventions in this
area included developing a pneumonia pathway,
empowering the triage staff to order X-rays, and
having X-rays done within 20 minutes, as well as
stocking pre-selected antibiotics in the ED. 

In pain management, the team discovered the
average time to pain medications was 78 minutes.
After six months using some fairly simple interven-
tions, the team has cut that to 54 minutes. “Most
people come to the ER for pain,” she says. “We deal
with the medical problem as opposed to the pain,
even though pain impacts all outcomes: medical,
patient satisfaction, cost, and quality of life.”
People with a wrist injury, for example, are more
satisfied and less impatient if they’ve been given a
pain medication. And they’re a lot happier if you
splint the wrist before you do the X-ray, she says.
So staff were taught how to splint and to adminis-
ter a pain scale that acknowledges the patient is in
pain and determine what action to take: Tylenol or
Advil, splinting, ice, elevation, etc. 

If you decide to analyze your ED, start by
going to the staff, she says. “They know what’s
wrong. Brainstorm, and let them decide what
they would like to focus on first. Once you do
one process, it will spill over to other things.”
Kosnik also encourages benchmarking with other
hospitals. But she cautions that you need to make
sure you’re talking about the exact same thing
when you discuss waiting times. One hospital
might focus on the time it takes to see the physi-
cian, for example, while another might look at the
total time spent in the ED.

For possible benchmarking partners, keep an
eye out for the Institute for Health Improvement
(IHI) emergency department collaborative. Last
March, thirty hospitals began looking at such
areas as clinical cycle time reduction (such as
time to thrombolytic treatment), administrative
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cycle time reduction (such as reducing total
length of stay), improving patient satisfaction,
and cost outcomes.

For more information on Overlook Hospital or the
IHI collaborative, contact Linda Kosnik at 99 Beauvoir
Ave., Summit, NJ 07902. Telephone: (908) 522-2148.
Or connect to the IHI Web site at www.ihi.org.  ■

ED pledge: See doc in 30
minutes or visit is free
Hospital has canceled only 27 bills in 3 years 

You say you want a revolution in your emer-
gency department? Then consider this

pledge: At Robert Wood Johnson University
Hospital in New Brunswick, NJ, patients see a
nurse within 15 minutes or a doctor within 30
minutes or their visit is free. 

In the three years since the guarantee was
implemented, the hospital has canceled bills for
27 out of 156,000 patients. Sixty-four percent of
patients are now treated and released from the
emergency department in less than two hours,
compared with 40% before the guarantee was
implemented. Walk-outs have been virtually
eliminated.

And not only that, but the hospital, which is a
Level I trauma center, has dealt with a 20%
increase in visits to the emergency department,
ostensibly resulting from an orchestrated market-
ing campaign including TV and print ads to
attract more customers. The effort has been so
successful that in September, the pledge was
adopted by four more hospitals in the Robert
Wood Johnson Health Network. The remaining
two hospitals in the network will bring the
pledge on board by March. In the first month, the
network's ED volume increased 11% and bills
were canceled for 23 patients among all five hos-
pitals, says Andrew Greene, the network's CEO.
"That was less than 1% of the patients seen," he
says. "It's remarkable when you see how different
all the hospitals are: They're in urban, suburban,
commuter settings. It can work anywhere where
there is a serious commitment to the program."

The guarantee grew out of an initiative to

reduce waiting times in the ED. Harvey A.
Holzberg, president and CEO of Robert Wood
Johnson University Hospital, says the issue came
up in regular meetings senior staff conduct with
primary care physician groups. “They told us
they hesitated to send their patients to our emer-
gency department because the wait was so long,”
he says. 

The hospital had already begun responding to
long ED waiting times through a 1993 renovation
that doubled the size of the department and cre-
ated specially equipped trauma, critical care, and
cardiac treatment rooms as well as a seven-bed
chest pain and holding unit. A “fast track” area
was set aside where walk-in patients with rela-
tively minor problems such as sprains, fractures,
earaches, and the flu are seen by a separate staff
of emergency physicians and pediatricians. The
renovated department also includes a dedicated
radiology suite so X-rays can be taken and read in
the ED.

Those changes had led to an average waiting
time of 30 minutes, but because public perception
that nontrauma patients had to wait forever
remained, Holzberg challenged the staff to make
the actual waiting time 30 minutes. “The patient
who waits two hours doesn’t care that someone
else only waited five minutes to produce an aver-
age of 30 minutes,” he says. “For some patients,
our customers, their experience in the emergency
department may be their sole encounter with
Robert Wood Johnson University Hospital. They
expect the highest quality medical care, and they
receive it. But what they remember is whether we
paid attention to the urgency of their concerns.”

One of the initial problems the staff faced with
the guarantee that a nurse would see patients in
15 minutes was that the initial registration process
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• Hospital’s pledge to see ED patients in 30
minutes gets 70% of patients released in less
than two hours.

• The money-back guarantee has been
expanded to four other hospitals in the New
Jersey network.

• Revised scheduling, “fast-track” area, and
restructured registration are keys to success.

Key points



alone took 15 minutes to complete. So the first
change made was to cut the paperwork, says
Anne Marie Keenan, RN, director of the ED.
“Now patients are seen first by a triage nurse who
evaluates them, creates their chart, and immedi-
ately escorts them to the fast-track treatment
area,” she says. A registration coordinator follows
patients and records their information while they
wait for the physician. The chart stays with the
patient, no longer waiting in bins to be picked up
and processed independently at each stage of
treatment. 

Instead of hiring more employees to meet the
guarantee, the hospital restructured its staffing. A
dedicated pediatric nurse works from 5 p.m. to
midnight, and two nurses are assigned at all times
to triage at the ED entrance. Primary attending
physicians work three eight-hour shifts and one
11-hour “fast track swing shift” from 11 a.m. to 10
p.m. They stay past the initial eight hours or come

in early if demand is high. The supervising nurses
restructured their schedules on an eight-hour
rotation that changes one hour after the physi-
cians’ shift change to ensure a smooth transition.
The only staff position created was a part-time
registration clerk. 

Initially, there were disparaging comments
comparing the focus on speed to pizza delivery.
“But emergency department personnel choose to
work in a fast-paced environment, and they like a
challenge,” Keenan says. “The staff were already
doing a good job, and they wanted to be recog-
nized for it. Now, they’ve done a remarkable job
in creating a model program that sets an example
for other hospitals.”

For more information, contact Debbi Dunn
Solomon, Public and Community Affairs Department,
Robert Wood Johnson University Hospital, New
Brunswick, NJ. Telephone: (732) 937-8519. ■
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Creativity catches on 
with ED staff
Triage, bedside admissions increase satisfaction

Bradley Memorial Hospital in Cleveland, TN,
and Baptist Health in Little Rock, AR, used to

have something in common that they’d rather not
mention. Both hospitals’ emergency departments
(ED) had low patient satisfaction scores: 40th and
52nd percentiles, respectively, on the Press, Ganey
Associates patient satisfaction survey.

After a year of concerted efforts to raise those
scores, the two hospitals again have something 
in common: They’re now at the top. Bradley is 
up to the 90th percentile, and Baptist is in the
92nd. Last year, both hospitals won honorable
mentions in the South Bend, IN-based patient sat-
isfaction measurement firm’s client competition.

At Bradley Memorial, the ED problem was get-
ting bad enough that hospital administrators 
and board members were receiving periodic com-
plaints, and public perception was so poor that
some local residents were driving 45 minutes to 
a larger hospital for treatment, says Brenda
Wynkoop, process improvement director. Quality
improvement teams had failed to get staff buy-in
until they hit upon the idea of a staff-driven task

force called the “PIT Crew.” PIT stands for perfor-
mance improvement team. It’s a multidisciplinary
group, and staff must apply for membership. Each
PIT Crew member is responsible for getting input
from other ED staff.

The PIT Crew began by doing a flowchart of
the path a patient takes from arrival to discharge
and found a potential of 30 waiting points for the
patient, Wynkoop says. The project was divided
into three phases: triage/registration process,
treatment, and discharge. In the initial phase, the
crew decreased the potential waiting points from
six to one. Now, when patients arrive, a “guest
service ambassador” does a mini-registration,

• Tennessee hospital emergency staff vie for
appointments to the “PIT Crew,” a perfor-
mance improvement team that is racing to cut
waiting times.

• Arkansas emergency department director
uses military humor to impress upon staff the
importance of improving patient satisfaction.

• Improvements include protocols for common
complaints, portable two-way radios, and a
glassed-in area for patients waiting for test
results.

Key points



getting name, date of birth, and complaint. The
ambassador generates a chart and notifies the
triage nurse, who evaluates the patient. Portable
two-way radios are used to notify the team
leader, and a room is assigned. When all 23
rooms are filled, patients are taken to a glass-
enclosed inner waiting area where treatment can
begin even before a room is ready. The total
patient waiting time has decreased by 44 minutes
to 137 minutes.

“Patients can also be monitored or wait for test
results in the inner waiting room after they’ve
seen the physician, which frees up treatment
rooms for other patients,” says Connie Martin,
administrative director of the emergency center.
“Patients are not tied to that exam room.”

Martin says the key to the successful changes
was communication among the staff. The emer-
gency staff had an all-day session with a consul-
tant where they were allowed to air grievances,
and they learned how to reach decisions by con-
sensus. Education sessions were also held, and a
departmental newsletter was created to inform
the staff of the PIT Crew’s plans.

Baptist Health also took a creative approach to
get the staff motivated to improve the ED. Patient
satisfaction scores had at one point been as low as
the 33rd percentile, and the situation had come to
a head with the hospital administration. Sandy
Pryor, BSN, supervisor of emergency services,
says the basic message was that the staff would
improve the scores or their replacements would.
So Pryor decided to draw on her Air Force expe-
rience to create a military-themed campaign to
improve patient satisfaction. She went to staff
meetings dressed in combat fatigues, brought an
American flag as a prop, and played the theme
music to the movie Patton as a backdrop for her
presentation titled “D-Day: Don’t Drop or Die.”

The plan was presented in military terms, as
follows:

❒ Problem No. 1 — “unsynchronized deploy-
ment of personnel.”

Because of a confusing entrance to the ED,
patients were getting lost. They weren’t sure
where to park, and some needed help getting to
the door. The simple solution: Place a security
officer in the parking lot to assist patients. 

❒ Problem No. 2 — “delay in staging area.” 
Because there were no standing orders from

physicians for common problems, waiting times
could be lengthy. So the ED developed proto-
cols for such complaints as abdominal pain so
nurses could initiate routine tests before the

physician sees the patient. 
Another improvement is bedside admissions,

which allows patients to be taken to a room
immediately. It might not get them to the physi-
cian any quicker, but it gives them privacy and
the chance to lie down. 

“They’re more comfortable, and that changes
their whole perspective,” Pryor says. “Some of
this is pretty basic stuff. It just takes thinking it
through.”  ■

Benchmarking: One of
your CEO’s favorite tools
Companies around the world catch on

Re-engineering, total quality management,
mission statements, pay for performance,

core competencies: Which of these management
fads will your administration latch onto next? If
your CEO is anything like those of a majority of
companies in a recent Bain & Co. survey on man-
agement tools, he or she is likely to put bench-
marking at the top of the list. 

And that’s good news for you, since you’re
already engaged in benchmarking. You and 86% 
of the 818 companies that responded in 1997 to the
international consulting firm’s survey are riding
the wave of benchmarking’s rising popularity as a
management tool. Benchmarking was eclipsed in
popularity only by strategic planning (90%) and
mission and vision statements (87%).

More good news: Benchmarking is unlikely to
end up at the bottom of next year’s trash heap,
says Darrell Rigby, a director with Bain & Co.
who prepares the Boston-based firm’s annual
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• Benchmarking ranked third in an annual sur-
vey by Bain & Co., a Boston-based consult-
ing firm, of the top management tools used
around the world.

• Benchmarking is the only tool in the survey
that has consistently risen in popularity over
the last five years.

• Bain & Co. says there is a correlation between
financial success and the ways tools such as
benchmarking are used.

Key points





• Get one or two companies to agree to trade
information with you so there’s a benefit for
everyone involved. 

“It’s difficult to get the information from the
outside, but if you share it, you’ll both learn
something,” Rigby says. “Some of the best efforts
I’ve seen have come from someone calling a
friend in another company.” Keep the group
small. The bigger the group, the less willing peo-
ple are to talk. 

Of course, there’s always a downside. “Tools
should come with warning labels,” Rigby says.
“The full effects of using a particular tool, includ-
ing its side effects, must be understood before
adopting it.” Take downsizing, for example, a tool
that has been used to improve short-term prof-
itability. Its side effects include lower morale, loss
of innovation, declining trust, lack of teamwork,
and questionable long-term shareholder value. So
what are the side effects of benchmarking?

Companies that are overly enamored of bench-
marking sometimes find themselves playing catch-
up, Rigby says. “They shoot for where their
competitors are now and miss where they will be
by the time they themselves get there. The truth is,
you can’t succeed by doing the same thing every-
one else is doing. That approach is doomed to
mediocrity.” Rigby says you have to find ways to
meet customer needs better than the competition,
and unless you’re finding unique ways to do that,
there’s no way you’ll be able to deliver superior
performance. Benchmarking has to be the start, not
the end, of any successful strategizing process. 

Another major error is taking individual com-
ponents out of the context of the overall system
that makes that component work. “You have to
realize that business models are composed of
integrated processes that depend on other pro-
cesses to be successful,” Rigby says. “If you try to
lift out any single component, you’re not going to
see the same effect in a different business model.”

You have to benchmark both results and pro-
cesses. “People have a tendency to do one or the
other,” he says. “Until you’ve benchmarked the
processes to understand not just the what, but 
the how, you’re not likely to lead to any imple-
mentable action steps.”

The main thing to remember with benchmark-
ing is that it’s largely a spark for creativity, Rigby
says. “It’s never going to provide the answer all
by itself. It’s a good way to provoke creative
thinking, and like all creative thinking, some of it
will be helpful and some of it will be outside the
bounds of what you can implement.”

For more information on the Management Tools
and Techniques survey, contact Bain & Co., Two
Copley Place, Boston, MA 02116. Telephone: (617)
572-2000. Darrell Rigby can be reached through
e-mail at darrell.rigby@bain.com.  ■

Benchmarking saves 
hospital $1 million
Study finds drastic undercharging in pharmacy

Curiosity may have killed the cat, but it saved
a Florida hospital $1 million. Sarasota

Memorial Healthcare System (SMH), an 845-bed
hospital on Florida’s west coast, had done inter-
nal benchmarking for years but recently decided
to start external benchmarking as well. The hos-
pital bought a software program that supplies
data from other hospitals across the state and
right away found a discrepancy.

“I was just curious,” says Susan Swier, RN,
BS, CPHQ, SMH’s quality improvement coordi-
nator. “When we got the Statewide Module [from
Bellevue, WA-based HBS International Inc.], I
started running standard reports just to see how
we compared to our peers.” 

Swier received a big surprise when she pulled
a report that showed SMH was millions of dollars
below the Florida statewide average for phar-
macy department charges. “Of the five hospitals 
I looked at, our pharmacy charges were the low-
est — $15 million below average,” she says. “We
really seemed to be losing money.”

Within a few days, Swier pulled together a mul-
tidisciplinary team to uncover why the hospital’s
pharmacy charges were so low and to come up
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• Sarasota (FL) Memorial Health care System
compared its pharmacy charges with peer
hospitals and found it was $15 million below
average.

• A quality improvement team found the phar-
macy wasn’t charging for all medications at
the point of distribution, resulting in lost
charges.

• The solution: a simple process change that
saved the hospital $1 million.

Key points





of quality improvement, says they found about
10 reasons why the copies were not getting back
to the pharmacy for billing, including simple
human error such as failure to remove the carbon
copy or failure to put it in the box for the courier
to pick up each morning. Also, the computer sys-
tem in the intensive care unit (ICU) didn’t link
with the system used in the pharmacy. ICU
nurses were documenting cases in their computer
system, but unless they also put it on paper, it
wasn’t making it to the pharmacy. “They did not
need to wait until the end to do the charges. They
could do it at the point of distribution, but we
had to redo our computer system to make that
happen,” Brotherton says. “A lot of hospitals are
probably losing money the same way we were.” 

The solution was to have the pharmacy charge
at the point of distribution for all medications
before they left the department. But then another
problem emerged: the hospital’s mainframe com-
puter. “It was a system that was designed in-
house,” Swier says. “It was designed 10 years ago,
and in order to charge for the pharmacy-mixed
medications upfront, we had to go in and make
major programming changes.” The alterations ate
up 200 programming hours for four months and
cost nearly $14,000 in programming time. “But the
net gain is phenomenal,” Swier says. “Because we
now bill for all meds as they leave the pharmacy,
we’ve added more than a million dollars in net
profit to our bottom line each year.”

The team did some follow-up to make sure
the charges were being captured and found that
some money was still being lost, Brotherton says.
Further study found a system glitch. If a pharma-
cist mixed more than one bag of urokinase at a
time and hit reprint to get the second label, the
system didn’t charge for the second bag. Again,
the solution was simple: Have the pharmacists
key in each order separately. 

“This really speaks to the value of comparative
data,” Brotherton says. “You can watch your own
data over time and they may not change, but they
may be way out of line with your peers. It really
focuses your performance improvement activities
when you have these benchmarks.”

For more information, contact Susan Swier, RN, BS,
CPHQ, Quality Improvement Coordinator, Sarasota
Memorial Healthcare System, 1700 Tamiami Trail,
Sarasota, FL 34239. Telephone: (941) 917-2447.  ■
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At OSF Saint Francis Medical Center in Peoria, IL, the
nursing staff was aghast when the nursing kardex

was eliminated. But now they love it, says Janis Noone ,
RN, MSN, clinical practice specialist. 

That’s because they now use a new documentation
system based on an interdisciplinary plan of care for all
patients. The hospital had been using CareMaps but
didn’t have anything standardized for patients who did-
n’t fit one of those conditions. Now, generic pathways
based on the CareMaps mean every patient has a stan-
dardized form. Physician orders are transcribed directly
onto the plan of care, which eliminates the need to dou-
ble-document, Noone says.

The interdisciplinary forms have an established place
for every piece of information needed from the critical
care unit to the mother/baby unit to the psych ward. The
new system encourages the use of charting by exception
and has cut documentation time in half. It has also
defined standards and cut down on incomplete, inconsis-
tent patient monitoring. “We also have captured informa-
tion flow from a variety of pre-admission settings so that
patients are not asked the same questions several times
upon admission,” Noone says. “The patient benefits the
most, as more time is now available for direct care activi-
ties. They are not asked the same information repeatedly
during admission. Discharge information is provided to
them and to the care team members assuming their care
after the inpatient stay.”

To read more about this documentation system and
other everyday innovations, visit the Best Practice
Network’s Web site at www.best4health.org. The Best
Practice Network, a new organization devoted to promot-
ing information sharing in health care by nurses, physi-
cians, and other health care professionals, offers creative
solutions to problems large and small.

For more information, send an e-mail to joinus@best
4health.org or call (800) 899-2226.  ■
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