
Knowledge management a critical
component of ongoing excellence
Strong collection process, linkage to strategic mission imperative 

The old adage, “knowledge is power,” has been used so often
it’s become a cliché. In the world of quality and process
improvement, the phrase “knowledge is excellence” carries

far more weight and truth.
Knowledge management, whether in the form of a learning orga-

nization (see Healthcare Benchmarks and Quality Improvement,
October 2002, cover story) or some other approach, will hold the
key to success for many health care organizations, quality profes-
sionals agree.

“For our approach to management, we feel that underlying all of
the management processes is a good information system,” asserts
Mary C. Bostwick, health care specialist with the Malcolm Baldrige
National Quality Award in Gaithersburg, MD. “What you choose to
collect, how you collect it, how you ensure its accuracy, how you
distribute it, and how you use it — all of these are components of
knowledge management.”

Patrice L. Spath, RHIT, a health care quality consultant based in
Forest Grove, OR, agrees. “We have [access to] more information
than ever before,” she notes. “Just the task of selecting which infor-
mation is most important to the success of your organization is a
huge task. You have to weed through and select [the most impor-
tant information].”
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• Leaders, managers must learn to become better educators.
• Tacit knowledge has to be transformed into tangible knowledge.
• Lessons learned in one department must be disseminated

throughout the organization.

Key Points
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Effective knowledge management also entails
helping leaders, managers, and supervisors
become better educators, adds Jean Ann Larson,
CHE, FHIMSS, chief learning officer at William
Beaumont Hospital in Royal Oak, MI.

“Basically, I am charged with the education
effort,” Larson explains. “That’s more than just
departments. We’ve had managers do wonderful
things within their own departments; now, we
need to tie it all together.”

Supporting the mission

The reason it all needs to be tied together is
that for knowledge management to be effective,
the knowledge selected for dissemination must
support the organization’s strategic objectives.

“The process should be driven by the mission
and the vision of the organization,” Spath says.
“Ideally, they have strategic goals they set and
revisit on an annual basis, and they should drive
the information that is important to you.”

“Information morphs into knowledge,”
Bostwick explains. “Knowledge is a higher 
form of information, and we would say that
knowledge has to infuse your leadership, your
strategic mission, as well as your customer rela-
tionships, the management of your human
resources, your work processes — all the major
components of your management system.” 

“We want to make sure that what we do in
education supports our strategic initiatives — 
be it safety or career path,” Larson adds.

Unfortunately, for some quality managers, this is
more easily said than done, Spath notes. “Quality
managers tend to work in a vacuum and often
aren’t as linked to the strategic goals of the organi-
zation as they should be,” she says. “This needs to
change.”

This can happen in one of two ways. Organi-
zation leaders can change it on their own, or
quality managers can approach leaders and say
something, such as: “We have an information
overload, and I’m not sure which is the most
important information to provide to you and
your committees.” 

“Quality managers need to realize that there
are things that need to be done to meet Joint
Commission [on Accreditation of Healthcare
Organizations (JCAHO)] standards and things
that need to be done for the success of the organi-
zation; and they may be slightly different pieces
of information,” Spath says. 

“Certainly, the JCAHO standards, especially
with their move to these new processes, are
important to the success of the organization, but
there may be others as well; and quality profes-
sionals need to dialogue with administration
leaders to find out what they are,” she says. (See
article, p. 53.)

Spath, who currently is teaching a series of
seminars to members of the American College of
Healthcare Executives, continues to stress the
point that knowledge management is critical in
and of itself, and not just as part of an accredita-
tion or award process. 

“One of the challenges I have in giving my
workshop is that once you talk about, [for exam-
ple] Baldrige, people think about something that
leads to getting an award,” she adds. “But it’s
really a framework for performance excellence
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and can be applied without even applying for an
award.” 

Once the most important information has been
identified, quality managers may have to break
some old habits to achieve optimal information
flow, Spath says. 

“It’s important that quality managers deter-
mine which people are the critical nodes in the
information exchange process and make sure
those people get the information they need —
and get it first,” she continues. “Quality man-
agers tend to work and think in a structure that
includes only the medical staff, but they may be

overlooking some people in the organization who
are really critical — for example, the pharmacy
director.”

Making the tacit tangible

According to Bostwick, there are two types of
knowledge discussed in the literature: tangible
and tacit. 

“Tangible knowledge is something you might
put in a patent,” she explains. “Tacit knowledge
is what’s in your employee’s head. That is the
place where companies are most vulnerable. For
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Support strategic initiative
with knowledge management
Hospital utilizes corporate university

Applying knowledge management techniques to
education and training can help support your

organization’s strategic initiatives. In the case of
William Beaumont Hospital in Royal Oak, MI, chief
learning officer Jean Ann Larson, CHE, FHIMSS,
says this is accomplished through an organization
called “Beaumont U.” 

“A couple of years ago, the administration began
exploring the concept of a corporate university,”
Larson recalls. “I was asked to head it up, and it has
become a mission: to make sure our educational
efforts truly support our strategic initiatives and to
truly invest in our employees.” Within this frame-
work, she adds, the global objective of organization
learning is key.

Like many large teaching hospitals, Beaumont
has many successful teaching departments, Larson
notes. “We are trying to take those efforts and align
them around strategic initiatives,” she explains.

(Because Beaumont is so large — one of its
main facilities records more than 10,000 emergency
department visits a month — all mandatory educa-
tion is handled on-line.)

One of those initiatives is work force planning.
“What this means is working with entry-level people,
providing career paths and innovative ways to train,
educate, and prepare them for positions such as
nursing,” Larson says.

“As co-op students, they might come in and work
in patient transport. I might identify that they have
certain interests, convince and help them to pursue
their career paths, and they will probably become
surgical technicians and then RNs.” While this is
being done now on an individual basis, Larson is
seeking to systematize the process, she adds.

Success requires innovation, she points out.
“Some of these folks have families, and it’s hard to
get them to drop one thing and start another,” she
concedes. “But instead of letting them go out the
door, perhaps we can redirect and train them.”

Technology can help in both areas. “We are
implementing a lot of information systems, both in
administration and clinical areas,” Larson says.
“We’re trying to look at tools that will help provide
on-line tutoring capabilities.”

She is incorporating a number of strategies in
seeking to systemize education. “If we find people
with good supervisory skills, who demonstrate best
practices and who get good results, we ask them to
be part of the faculty,” she notes. 

“We help them with some platform skills, give
them resources and tools, and have them sit on a
panel, where they discuss and share what they do.
This also gives the audience a list of subject matter
experts they can go to when they need help,” she
adds. 

A significant part of the initiative is promoting
career opportunities. “We let people know that if
they are interested in a different career or a change
in professions, or if they want to work their way up,
we will meet them halfway,” Larson says. “Some of
the programs offer financial aid in the form of tuition
reimbursement or forgivable loans.”

While these people are trained, they may be
required to work only part-time so they can spend
more time with their families, yet they will be offered
full-time benefits or stipends during the program,
which can last anywhere from six months to two
years.

“Our employees are already with us and commit-
ted to us,” explains Larson, who notes that retrain-
ing and retaining current employees is far preferable
to having to replace them. “It’s better to put the
money there than to commit to bidding wars. Plus,
these individuals already possess the knowledge of
the organization.” n



example, organizations with large, older work
forces have all that tacit knowledge walking out
the door. That information needs to be made tan-
gible. Making the tacit tangible is a foundation of
good knowledge management.”

Spath agrees. “The biggest education and
training issue I see, with the push toward patient
safety, is that a lot of learning is going on in root-
cause analyses and FMECA [failure mode, effects,
and criticality analysis], but that learning is not
necessarily being disseminated throughout the
organization.

“I would suggest that the lessons learned in
those projects, or in any process improvement
project, be somehow captured and used as part of
job-specific training,” she says.

For example, she notes, an intensive care unit
(ICU) nurse is trained in equipment and proce-
dures. “Ideally, she should also learn about what
could go wrong — what are the common causes
of mistakes in the ICU? What are unsafe situa-
tions we’ve learned about in the past? What
equipment breaks down? This way, you can con-
tinue to learn from a root-cause analysis done
two years ago. Unfortunately, they often get put
on a shelf; nobody pays attention to them; and
the same errors keep occurring.”

Taking a proactive approach

Bostwick also supports a proactive approach 
to making the tacit tangible. “What we look for 
in users of our criteria is how they do it — role
model practices — then we try to disseminate
that information,” she says.

“Take human resources, for example: How do
you incorporate it into your education and train-
ing? What are you capturing? How are you select-
ing it? How are you storing it and accessing it? 
If your processes’ knowledge is used to reduce
waste, to avoid duplication or gaps, if you can
make that knowledge explicit, we’d expect you to
tell us how you transfer that through education
and training.”

Again, it comes back to the corporate mission.
“One of the things we look for in how and what
is captured is what it has to do with your key
business factors,” Bostwick adds. “If you tell us
technology is critical to your future success, we
would look at how you link your knowledge
management to that.”

“One of the key strategic issues we have is get-
ting, finding, and keeping the people we need,”
Larson notes. 

“Work force planning is something we’ve
talked about for years, and a major area of 
education we are looking to explore is career
development,” she says. (For more on this 
initiative, see box, p. 51.)

With intelligent use of knowledge manage-
ment, you even can create strategic initiatives,
Bostwick says. “For instance, get in and learn
how your customers work so you can gain new
knowledge; actually live with them,” she sug-
gests. “Then ask yourself, what knowledge have
you gotten from the customers — or what feed-
back can you give to your suppliers? In terms of
your customers, you can design better products
and services; in terms of your suppliers, you can
give them the information they need to better
serve you. These could be strategic initiatives.”

Another benefit of good knowledge manage-
ment is innovation, and it should be one of your
goals, Bostwick says. “You shouldn’t just look at
an employee as someone to be satisfied but also
as an investment to generate new knowledge you
can use for innovation,” she advises. “This will
help you create a work force that is flexible and
adaptable to change.”

The explosion of technology will only serve to
support and strengthen knowledge management,
she continues.

“Technology is exploding with electronic trans-
fer mechanisms: databases and digital storage
that make knowledge accessible to so many peo-
ple. This all supports knowledge management
and makes it easier,” she says. “However, as with
all new technology, we’re not yet using it to any-
where near its full value.”  n
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Need More Information?
For more information on knowledge management,
contact:
• Mary C. Bostwick, Health Care Specialist,

Malcolm Baldrige National Quality Award,
NIST/NQP, Administration Building 01, Room
A635, Gaithersburg, MD 20899. Telephone:
(301) 975-4280.

• Patrice L. Spath, Brown-Spath & Associates,
P.O. Box 721, Forest Grove, OR 97116.
Telephone: (503) 357-9185. E-mail: Patrice@
brownspath.com.

• Jean Ann Larson, CHE, FHIMSS, Chief
Learning Officer, William Beaumont Hospital,
3601 W. 13 Mile Road, Royal Oak, MI 48073.
Telephone: (248) 551-0230.



JCAHO unveils changes 
to accreditation process
Self-assessment, continued role of ORYX

In what its president calls “the next step in the
evolution of accreditation,” the Joint Commis-

sion on Accreditation of Healthcare Organizations
(JCAHO) in Oakbrook Terrace, IL, announced sig-
nificant changes to its accreditation process. 

Called “Shared Visions — New Pathways,” 
the revised process “shifts the focus from survey
preparation to focusing on operations and inter-
nal systems that directly impact the quality and
safety of care,” explains Dennis S. O’Leary, MD,
president of JCAHO.

The New Pathways include:
• A required midcycle self-assessment during

which the health care organization will evalu-
ate its own compliance with the applicable
standards and develop a plan of correction 
for identified areas of noncompliance.

• Validation of corrections and other randomly
selected self-assessment findings, which occur
during the on-site survey at the end of the tri-
ennial period.

• Pre-survey review of organization-specific
information — such as ORYX core measure
data, sentinel event information, and MedPar
data — through an automated process to iden-
tify critical processes relevant to patient safety
and health care quality for evaluation during
the on-site survey.

• Substantial consolidation of the standards to
reduce the paperwork and documentation bur-
den of the survey process and increase its focus
on patient safety and health care quality.

• On-site evaluation of standards compliance
in relation to the care experience of actual
patients.

• Revision of individual organization perfor-
mance reports to provide performance infor-
mation not portrayed in the current reports.

• Active engagement of physicians in the new
accreditation process.
The process has several new and revised ele-

ments, including:
• Self-assessment: A process through which

organizations assess and attest to their own
compliance with JCAHO standards using an
assessment tool on JCAHO’s secure extranet
site and plan the organization’s corrective

actions to compliance issues.
• Priority focus process (PFP): A process that

consistently uses pre-survey information about
health care organizations to focus the accredi-
tation survey on areas, which are significant to
that organization’s patient safety and quality
processes.

• Priority focus tool (PFT): An automated tool
that supports the priority focus process through
the use of algorithms, sets, or rules to convert
data about health care organizations into infor-
mation that shapes the survey process.

• Critical focus areas: Areas of an organization’s
systems, structures, and processes that are
most relevant to that organization’s patient
safety and quality of care and most at risk for
negative outcomes should these systems or
processes fail.
The ORYX initiative, and its latest evolution of

core measures implemented for hospitals in July
2002, is another integral element of JCAHO’s
redesign initiative.

Experiencing self-assessment

While the new pathways were just announced,
a number of organizations were able to test com-
ponents over the past several years. For example,
Shriners Hospitals for Children in Spokane, WA,
piloted the self-assessment tool in December
2001.

“It was really very positive for us,” says Tom
Moerschel, director of performance improve-
ment. “We learned a lot about ourselves as an
organization, and I think it helped the [pilot-test]
surveyor understand how other organizations
out in the field will look at the self-assessment.” 

Moerschel says the quality team gave each
question serious consideration, sparing their
organization nothing. 

“We found we scored ourselves much harder
than the surveyors would,” he says. 

Tift Regional Medical Center in Tifton, GA,

November 2002 / HEALTHCARE BENCHMARKS AND QUALITY IMPROVEMENT 53

• New processes and tools are being made avail-
able to health care organizations.

• Self-assessment pilot programs get good grades
from hospitals.

• Feedback from other organizations helps spur
changes.

Key Points



was another test site. “I can certainly see a lot of
value to the self-assessment,” says Angie King,
quality management director.

“I think it will cut down a lot of unnecessary
time because it allows you to say either it is or it
isn’t here [standards compliance]. And if you’re not
up to speed, you can show the surveyors during
the triennial how you’ve corrected any issues,” she
says.

Changes no surprise

The changes came as no surprise to Linda
Kosnick, RN, of Overlook Hospital in Summit,
NJ. 

“We all knew the Joint Commission would
have to have some way to incorporate value
added, based on feedback from organizations
like the Leapfrog Group,” she says. 

Kosnick contends the steps that JCAHO is
taking make sense in the current health care
environment. 

“I see where they’re trying to go [with self-
assessment] and appreciate what they’re trying
to do, because I think our system should be safe
every day,” she says. 

“If anything, the Joint Commission is push-
ing us toward regulatory readiness, 24/7, 365
days a year. Perhaps it’s the push we need to
think every day about what we’re supposed 
to do.”

Giving consumers safer health system

In the long term, Kosnick says, the biggest
push will come from organizations such as the
Washington, DC-based Leapfrog Group, which
she feels the Joint Commission is emulating. 
Of course, it’s the change itself, rather than the
change agent that matters most. 

“Consumers are simply asking for a safer sys-
tem, and we should be able to supply that with-
out someone regulating us,” she asserts. “But I
think we’re getting there.”  n

Hospital achieves 100%
usage of CPOE system
Patient orders entered electronically, saving time

Montefiore Medical Center, based in Bronx,
NY, has achieved a rare milestone; all inpa-

tient orders — including medications, lab tests,
diagnostic tests, and all other clinical care orders
— are being entered electronically. 

In the process, Montefiore has achieved a 60%
reduction in the time elapsed from writing a pre-
scription to a patient receiving the medication,
and a 50% reduction in the number of potential
prescribing errors.

“We wanted to reduce the handoffs you have
when working in the paper world and give the
information to the physicians when they place
their orders,” explains Dorrie Napoleone, direc-
tor of clinical information systems. “It’s much
more effective if you tell them upfront about
patient allergies, potential drug interactions, or
lab values that represent a contraindication.” 

“We had and we have excellent leadership,” she
notes, explaining the impetus behind this transfor-
mation. “They are pretty visionary, and they real-
ized that the best way to improve quality of care is
to get information into the hands of the decision
makers — in this case, mainly physicians.”

The search for a system that could do this began
in 1994, but the serious planning started in 1998.
“There was a lot of preliminary work we had to do
to set the foundation,” Napoleone explains. “We
needed to implement other systems first, such as
automating the pharmacy and patient registration
in some areas (the Montefiore system includes
about 1,100 beds in two hospitals). A stand-alone
CPOE (computerized physician order-entry) sys-
tem wouldn’t realize nearly the same quality bene-
fits as an integrated one.”

After integration, these steps were required:
• selecting a system;
• securing funds and board approval;
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Need More Information?
For more information about “Shared Visions —
New Pathways,” contact:
• Joint Commission on Accreditation of

Healthcare Organizations, Oakbrook Terrace,
IL. Web site: www.jcaho.org. 

• Cutting the number of handoffs is key to lower-
ing the error rate.

• Physicians, nurses, pharmacy, and administra-
tion participate in the selection process.

• Pull-down menus are customized based on
patient populations.

Key Points



• contracting with the vendor.
The vendor was chosen by a group of 25 staff

members: 14 physicians and representatives from
nursing, pharmacy, and administration. “We edu-
cated them as to what their charter was: to go 
out and get a system that would work across the
Montefiore integrated delivery system to support
an on-line network that would be physician-
friendly,” she says. “Then we took them out on
site visits and vendor demos.”

Vendors who did not provide the requisite tech-
nology were automatically eliminated. “We are a
large-volume system, and response time is very
important,” says Napoleone, who points out that
Montefiore staff write more than 60,000 orders a
week. “From a technology standpoint, we wanted
a system that would have rapid response time
and run 24-7. If you eliminate paper, you need a
system that runs all the time.”

The LastWord system from Seattle-based IDX
Systems Corp. stood out. “It had the foundation of
an on-line record across a delivery system,” she
explains. “It was designed to be a birth-to-death
record, whether the patient was seen in the ED
[emergency department], in the doctor’s office, or
in the hospital. Being created by physicians, it also
has a strong clinical foundation.” 

The IDX system is still in use by Montefiore,
although LastWord has been replaced by a new
generation called Carecast.

How the system works

The system is activated when a physician
places an order, which can be done from the
office, home, or any one of 4,000 workstations
around the medical center. “Some physicians
have wireless units, so they can do it at the bed-
side, the nursing station, in the hallway, any-
where on campus where the Internet can be
accessed,” Napoleone says. 

The order could be for medication, labs, or
imaging. The physician opens the patient record
on the computer, looks at the lab values and
meds given, and writes the order. The physician
selects options from a drop-down menu and fills
in the required information, such as the dose. The
physician hits the “process” button, and the order
is electronically transferred to the next area, for
example, the pharmacy, and to the nurse with a
‘to do’ list. “So, the nurses know immediately
that they have a dose to give, and the pharmacy
[staff] know they have a dose to deliver to the
nurse’s station,” Napoleone says. “This is an

enormous streamlining in what has traditionally
happened. The doc would have had to find the
paper chart, get it, flag it, and someone would
need to interpret his order.” 

In addition, as soon as the order is entered, a
big pop-up window may come up that says the
patient is allergic to a certain medication. “In
almost all cases, the doc can override this if they
want, but they get the alert box and have to
respond to it,” she explains. “We don’t necessar-
ily want to stop the doc from doing what he
thinks is right, especially if it’s an emergency.”

To date, about 1,300 physicians and 1,800 house
staff (residents), 2,000 nurses, and another 1,000
employees in ancillary areas such as registration
and scheduling have been trained in the system.
The physicians were offered classroom training or
given one-on-one classes in their offices. The train-
ing took one or two hours, “depending on how
good they were with a PC,” Napoleone says. 

For nurses, the system was rolled out unit by
unit via classroom training. However, that train-
ing was not entirely uniform. “We identified
what was unique about each unit and worked
with the physicians and nurses to make sure we
accommodated those uniquenesses,” she says. 

While a computer can automate the care pro-
cess of a patient, “What a day is like in the life of
an oncology patient is very different than the one
for a patient going for dialysis or being treated
for a broken leg,” she explains. “Different things
need to happen and different kinds of orders are
given.” These can be customized in the IDX sys-
tem, so that pull-down menus offer the most
appropriate options.

“There are also huge differences in dosages, for
example, between adults, neonatal, and pediatric
patients,” Napoleone adds.

At a time when only about 5% of all hospitals
nationwide have a functioning CPOE system,
how is it that Montefiore was able to achieve
100% usage? “A lot of it is attitude,” she says.
“Lots of people will give you lots of reasons why
they can’t do it, but most of the reasons are not
valid. If you actually sat [people] down and said,
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Need More Information?
For more information, contact:
• Dorrie Napoleone, Director of Clinical Systems,

Montefiore Medical Center, Emerging Health
Information Technology, 100 Corporate Drive,
Yonkers, NY 10701. Telephone: (718) 405-4092.



‘We have a tool to improve your efficiency by
50%,’ they’ll probably say it’s great, but lots of
places think that docs won’t like it, that they’ll
rebel and go somewhere else.”

The fact that Montefiore is a teaching hospital
does make things easier, she concedes. “We do
have residents who place orders, and this makes
us a little more open to innovation and change,”
she says. “We are a very mission-driven organiza-
tion; from the top, we decided this was some-
thing we had to do. We would not have been
successful without executive leadership fully
supporting us; they are 1,000% behind the pro-
ject. After that, it was a matter of teach, educate,
and then activate.”  n

Change is slow but steady
in the CPOE market

While hospitals have not exactly fallen over
themselves to install computerized physi-

cian order-entry systems (CPOEs), a growing
number are beginning to recognize their value,
says Nick Beard, MD, MS, vice president of
Health Informatics for Seattle-based IDX Systems
Corp., a provider of CPOE systems. 

“Although the overall number of institutions
that have adopted CPOEs is still uncomfortably
small, it is growing,” he says. “The market is
increasingly recognizing that poor physician
handwriting is no longer a joke; it’s a liability.”

For hospitals currently in the market, they can
consider systems more advanced than they were
even five years ago. “In general, over the past
five years, there has been a growing recognition
that organizations need to have integral compo-
nents of an institutionwide computerized patient
record system,” says Beard. “Without that, you
will still have improved quality and safety, but
there is an extra level when the physician has
complete access to information stored, for exam-
ple, in the nursing and pharmacy systems.”

In the end, he says, the patient care process in
the core clinical arena is about physicians, nurses,
and pharmacists. “If you have a completely inte-
grated CPOE, you can not only demonstrate safety
improvement, but also quality improvement in
areas like helping to provide physicians with
reminders and alerts — almost point-of-care, just-
in-time education,” Beard explains.

What should a hospital expect from a CPOE

system today? “It needs to meet very rigorous
demands in terms of response time and reliability
guarantees,” Beard says. “That doesn’t just mean
assertions from the vendors; they need to be held
accountable in strong contractual language.”

For example, he says, a vendor should contrac-
tually guarantee system availability well in excess
of 99% and subsecond response time. “These are
easily measurable,” he notes. “But you should
also look for advice from an external, independent
source, such as The Leapfrog Group.” 

What further advancements can we look for-
ward to in the near future? “The big thrust today
is about increasing the amount of knowledge in
systems,” Beard says. “We want to go beyond
knowing the proper dosage, to real knowledge
about what the best medication is, current sensi-
tivity profiles of bugs in a specific community,
drug/lab interactions, and so forth. We want to
bring to bear real, meaningful, contextually rele-
vant guidance to supplement the clinical exper-
tise of practitioners.”  n

New construction calls 
for advanced planning
Patient safety, operations efficiencies top priorities

Ahospital construction project is never easy
for staff, patients, or administration, but as 

a facility in suburban Atlanta is demonstrating,
planning ahead and focusing on details can help
minimize the impact on patient care and safety.

Work has just begun on a project that will more
than double the capacity of the emergency depart-
ment (ED) at Rockdale Hospital in Conyers, GA. 

The expansion will add more than 18,000
square feet to enhance treatment of minor care
and major illnesses and injuries; eight minor 
care rooms will be added to the current four, and
10 rooms will be added to the 10 existing rooms
in the acute care center. In addition, a 14-bed, 
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Need More Information?
For more information, contact:
• Nick Beard, MD, MS, Vice President of Health

Informatics, IDX Systems Corp., 1001 Fourth
Ave., Seattle, WA 98154. Telephone: (206) 689-
1387. Fax: (206) 622-9951.



23-hour observation unit is under way.
Despite the extensive nature of the construction

work, hospital officials anticipate that the ED will
remain fully operational throughout. The uninter-
rupted flow in care will be due in large part to the
fact that the staff became involved in the construc-
tion planning process approximately 18 months
before work started on the ED expansion.

“It’s very important to have everybody’s par-
ticipation,” notes Kay Neal, RN, clinical nursing
director for the Rockdale ED. “That means not
only the ED staff but administration, the lab, radi-
ology, pharmacy, materials management, and the
facilities department.”

When the ED first became aware of the planned
expansion, a planning team was organized with
representatives from both the day shift (supervi-
sors) and night shift (charge nurse) as well as staff
physicians. “For a while, we were meeting every
two weeks,” she recalls. “Our biggest concerns
were the safety of the patients and having as little
interruption to patient flow as possible.”

To that end, the team provided input not only
on the layout of the department, but on each of
the rooms, indicating how patients would move
through the system.

Once their portion of the construction plans was
finished, the team turned to the issue of staging the
construction in such a way as to optimize safety.
This called for regular meetings with the contrac-
tor, Batson-Cook Co., whose Atlanta office had
extensive experience with hospital construction.

“We would meet weekly with Batson-Cook to
talk about the staging of construction,” Neal says.
“Facilities management and infection control con-
duct a hazard vulnerability surveillance prior to
each staging of construction.” 

Potential hazards, she notes, include such
things as dust, which patients must be kept from
inhaling, to the creation of inclines that might be
too steep for some patients.

The ED’s interface with Batson-Cook will be an
ongoing and very necessary process until con-
struction is completed. “Take patient flow,” Neal

says. “We have created many new operational
efficiencies that have been incorporated not only
into the new plans but into the staging as well.
For instance, we have identified the fact that for a
nurse to be able to assess patients in triage, you
need more than one nurse during that process.
Accordingly, Batson-Cook will build us a tempo-
rary second triage room during construction, so
we can begin to benefit from this new efficiency
even before the construction is done.”

As part of the process, the ED’s ambulatory
entrance is going to be moved. The team had dis-
cussed with Batson-Cook where the new entrance
would be, and how the staff must have visibility
of that entrance so they can see patients arriving
and give them assistance getting out of their cars
if it is required. 

“We also planned the construction to where we
won’t have to shut down any rooms,” Neal adds.
The new areas will be built first, the staff will
move in there, and then the older space will be
renovated before staff move back in. “The con-
nection between the two areas will be the last
thing Batson-Cook does, so it won’t affect patient
care at all,” she explains. 

Hospital/builder interface is critical to opti-
mizing patient safety and quality during any
construction project, Neal says. “We will con-
tinue to have weekly meetings throughout the
process,” she notes. “In addition, the construc-
tion supervisor and I will have two-way [tele-
phone/walkie-talkie] communications every
day. So for example, if they are doing work that
is making a lot of noise when a physician needs
things to be especially quiet, I can call him and
ask him to stop that particular work for 15 min-
utes or so. It saves me from putting on a hard
hat and running out to find him.” 

For other safety and quality professionals fac-
ing new construction work, Neal has this advice:
“I just think it’s important that when you do
construction, you keep patient safety and your
employees in mind, and think of operation effi-
ciencies — how you can maintain them during
construction and enhance them even while con-
struction is ongoing.”  n
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• ED staff, administration, lab, radiology, phar-
macy, materials management, and facilities
department are involved in planning.

• Pre-construction meetings with contractor are
held once a week.

• Real-time communication capability during con-
struction is a must.

Key Points

Need More Information?
For more information, contact:
• Kay Neal, RN, Clinical Nursing Director,

Emergency Department, Rockdale Hospital,
Conyers, GA. Telephone: (770) 918-3053.



Calculator helps predict
course of melanoma
Tool for physicians aids patient communication

Researchers at the Mayo Clinic in Rochester,
MN, have developed an adjuvant systemic

therapy tool, or calculator, that can help physicians
and their patients better determine melanoma
treatment options. Adjuvant systemic therapy uses
chemotherapy drugs or hormone therapy to help
destroy any cancer cells that were not removed
during surgery. 

“It is important for us as physicians, and
specifically oncologists, to understand a natural
history of disease in the people who have a can-
cer, who have it resected and who may be cured,”
says Charles Loprinzi, MD, the Mayo oncologist
who led the research team.

The calculator, which incorporates a database
on previous melanoma cases, indicates the rela-
tive likelihood of a positive outcome for different
treatment options. 

“Cancer patients have the risk of developing

recurrent cancers, but there are potential drug
therapies out there we can give to prevent that
return,” Loprinzi explains. “In that situation, it is
important for us as oncologists first to know the
natural history of the disease for that patient —
for example, if we just did surgery alone, what
the recurrence rate would be.

“Then we must understand the benefits of the
actual therapy we might use,” he continues. “If
the truth is a person has a 70% chance to be cured
with surgery alone and if we gave them chemo 
or interferon it would move that up to 75%, we
need to understand that and tell the patient, who
might then decide to go along with the therapy.”

Until just a few years ago, this kind of patient-
specific data — baseline prognosis and individu-
alized benefit from therapy — had not been
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Audio conference tackles
HIPAA privacy concerns

The recently released final privacy rule under the
Health Insurance Portability and Accountability

Act (HIPAA) makes significant changes to the exist-
ing regulations. With the April 14, 2003, compliance
deadline fast approaching, are your staff receiving
the proper training? 

The American Hospital Association says imple-
menting HIPAA will require “sweeping operational
changes” and will take “intense education of hospital
workers and patients.” 

To help you and your staff prepare, American
Health Consultants offers HIPAA’s Final Privacy
Regulations: What You Must Know to Comply, an
hour-long audio conference Dec. 4, 2002, from 2:30-
3:30 p.m., ET. 

You’ll learn detailed information on changes to the
privacy rule, as well as practical methods to imple-
ment new procedures within your facility. Also learn
how to successfully manage privacy issues with
business associates, and how to spot and avoid
costly HIPAA violations. 

Do you know what your enforcement priorities
are? Do you need real-world examples? Our expert
speakers, Debra Mikels and Chris Wierz, BSN,

MBA, will help you understand your responsibilities
and identify potential liabilities. All this will allow you
to develop a HIPAA-compliance strategy with a ratio-
nale behind it.

Mikels is corporate manager of confidentiality for
Partners Healthcare in Boston. The Partners system
includes some of the largest and most respected
facilities in the country, including Massachusetts
General Hospital, Brigham and Women’s Hospital,
and Harvard Medical School. She will provide the
practical information and guidance you need to
implement a comprehensive privacy policy in your
organization.

Wierz is vice president of HIPAA and compliance
initiatives for Houston-based Healthlink Inc., a health
care consulting firm. She has worked with numerous
facilities across the country to prepare them for
HIPAA compliance, and now she shares many of her
ideas with you. 

The cost of the conference is $299, which includes
free CE or CME for your entire staff, program hand-
outs and additional reading, a convenient 48-hour
replay, and a conference CD. Don’t miss out. Educate
your entire facility for one low price.

For more information or to register for the HIPAA
audio conference, call American Health Consultants’
customer service department at (800) 688-2421.
When ordering, refer to effort code: 65151.  n

• Projections can be made for course of disease
in specific patients.

• The tool is based on an earlier one developed
for breast cancer.

• Database provides researchers with potential
baseline information.

Key Points



available to physicians, Loprinzi says.
“In order to try to better get a handle on this,

several years ago, we started to look at breast 
cancer situations and developed a tool to better
understand baseline statistics.”1 All that was
available at the time, he notes, were global statis-
tics, such as 30% of the female population will
develop breast cancer.

To establish a baseline prognosis, Loprinzi’s
team went to expert clinicians, gave them stan-
dard information across a range of tumor types
that had been seen, and asked them to provide
their estimates. “We then took averages for each,”
he reports.

At about the same time, Peter Ravdin was
developing similar baselines using what’s known
as the Sear database.2

“When we went to our methods and saw what
we predicted, our tool and his tool predictions
were pretty close,” Loprinzi notes.

The methodology used to create the breast 
cancer calculator was adapted to develop the
melanoma calculator. “We now have better infor-
mation for prognosis; it came from a recently pub-
lished database,” he says. 

There still are some wrinkles in the system, he
concedes. “For example, there is still probably
some argument about the benefits of groups of
patients with interferon. Some claim a 40% tumor
reduction. In our tool, we say, ‘if that’s true, this
is the potential benefit that would accrue to the
patient.’”

Both the breast cancer and the melanoma calcu-
lators can be downloaded from the Mayo web 
site (www.mhs.mayo.edu/adjuvant). Once  the
melanoma calculator is accessed, physicians enter
information such as the depth of the tumor, lymph
node status, how many lymph nodes are involved,

whether they are grossly involved, and so on.
Loprinzi says tools like these can’t help but

improve quality and performance. 
“They will give you more accurate information

for an individual patient, rather than for a popu-
lation of patients,” he says. 

“If you have a patient with a 90% chance of
doing well with surgery alone, and therapy can
increase those chances by 2%, that’s a lot different
than a patient with a 20% chance of doing well
with surgery alone and a 30% chance of doing
well with drugs. This type of information helps
you make a more informed decision,” Loprinzi
adds.
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Grants given for quality

Five different health organizations have
received six grants totaling $4.9 million for

pilot projects to reward physicians and hospitals
for higher quality. 

The grant program, called Rewarding Results,
is administered by the National Health Care
Purchasing Institute (NHCPI) and receives prin-
ciple funding from The Robert Wood Johnson
Foundation in Princeton, NJ, and the California
Health Care Foundation in Oakland. 

The grants were awarded to California’s
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n Moving from raw
benchmark data to
process improvement

n What is the role of
ethics in an ongoing
quality process? 

n NCQA reports
significant
improvement in 
clinical performance

n Exploring quality
considerations, latest
advances in pain
management

n Demonstration
project provides
reimbursement 
based on patient
management

COMING IN FUTURE MONTHS

Need More Information?
For more information, contact:
• Charles Loprinzi, MD, The Mayo Clinic,

Rochester, MN. Telephone: (507) 284-8964.



Integrated Healthcare Association (2 grants);
Blue Cross of California; Blue Cross/Blue Shield
of Michigan; Excellus Health Plan (NY); and
Massachusetts Health Quality Partners. All
grantees will test ways to implement Institute 
of Medicine recommendations about quality
improvement. 

Throughout the three-year effort, NHCPI will
share best practices with health plans, Medicare
and states for their use in rewarding higher qual-
ity and patient safety.  n
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