
Consumer-based quality measures
gain support from buyers, accreditors
Reporting framework rates care at each point of need from birth to death

Self-insured employers aren’t bargain hunters; they look for value at
market-driven prices. The quest has turned an ever larger audience
of buyers to the Foundation for Accountability (FACCT) of

Portland, OR, whose consumer-based outcomes measures are on a
rapid rise to star status.

A newcomer to the quality measurement scene, FACCT began its
work in 1995 as a not-for-profit entity. Its trustees from consumer orga-
nizations, as well as corporate and government health care purchasers,
represent 80 million Americans.

Ted von Glahn, FACCT consultant, says he wouldn’t want anybody to
misunderstand the foundation’s role in quality measurement, however.
Quality has different dimensions — some are critical to providers, some
to accreditors, and some to insurance plans. 

“Ours are intended to be put into consumers’ hands for their use in
health care decision making,” he adds. Although the data might pass
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• The four-year-old Foundation for Accountability (FACCT) adheres single-
mindedly to its mission of putting useful health care outcomes informa-
tion and assessment tools into consumers’ hands.

• Purchasing groups from private industry and government, who support
FACCT’s work, often regard its consumer-based measures as the gold
standard for making value-based health care buys.

• FACCT cautions that the five-point framework is not designed to satisfy
the needs of all health care constituents.

• The framework assesses quality around the basics of service and
access, staying healthy, acute care, living with illness, and transitions
into living with chronic disease or end of life. While validity tests are com-
plete, tests of the framework’s usefulness to and impact on consumer
decision making lie ahead. (See also, “FACCT brings consumers’
wish list to QI table,” p. 42, and “Patient records managers fight for
confidentiality,” p. 44.)

Key Points



through intermediaries like purchasing groups,
the consumer is the end user.

FACCT’s work is about accountability, insists
von Glahn. As an industry, health care has not
publicly disclosed enough information to benefit
consumers in their decision making. What are
needed are outcomes reports that drill down to
the medical group level. That’s what will help
employees figure out which names to highlight
as they sit around the kitchen table and decide
which doctors to choose from their company’s list
of options, he adds.

Several purchasing groups, such as the Buyers
Health Care Action Group of Minneapolis (see
QI/TQM, November 1998, p. 145), currently pro-
vide this kind of detail based on available, albeit
incomplete, measures. Another is the Community
Health Purchasing Corporation of Iowa. The Des
Moines-based group consists of 30 self-insured
employers in Iowa, state employees as well as the
Iowa Medicaid population. Paul Pietzsch, the cor-
poration’s president, says that FACCT goes
beyond the others in its measures of value, service,

and quality. “This is the best measure we’ve seen.”
Does this mean that FACCT’s measures will

replace others such as the National Committee on
Quality Assurance’s HEDIS (Health Employer
Data Information Set), or the Agency for Health
Care Policy and Research’s CAHPS (Consumer
Assessment Health Plan Study)? In a word — no. 

(For a summary of FACCT’s measures frame-
work or template, see “FACCT brings con-
sumers’ wish list to QI table,” above.)

FACCT measures are designed toward a singu-
lar objective: to reflect what consumers define as
their needs and expectations from the health care
system. To find the data, the researchers go to 
the best information source available. “It makes
all the sense in the world to reach into patient
records for an immunization count from a medi-
cal group,” von Glahn explains. “But it makes
[more] sense to ask consumers with diabetes
whether they got a foot exam lately because you
can’t find that information reliably in the patient
records.”

He cites reasons to cross-check data if multiple
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FACCT brings consumers’ 
wish list to QI table

In September 1997, the Foundation for Account-
ability (FACCT) of Portland, OR, introduced

Consumer Information Framework as an organizing
and reporting tool for quality information. For
FACCT consultant Ted von Glahn, the framework
or template is the foundation’s single most valuable
contribution to consumer-based quality reporting. 

The framework reflects these competencies that
consumers want from health plans and providers:

1. The basics — serving customers with qualified
caregivers, and ready access.

2. Staying healthy — health maintenance and
disease prevention care, such as well-child check-
ups, breast exams, and prostate cancer screening.

3. Getting better — helping people recover from
acute problems such as flu or injuries such as an
ankle fracture.

4. Living with illness — managing and slowing
the progression of chronic disease such as asthma or
coronary artery disease.

5. Changing needs — helping people negotiate a
major transition in life such as accepting a chronic
illness diagnosis or preparing for the end of life.

Typical consumer questions include:
☞ Does your provider involve you in decisions

about your treatment?

☞ Did you get the pertinent education to manage
your care?

☞ Do you understand what to do?
☞ Do you have confidence that you can use

what you learned to take care of yourself in regard
to your health problems?

☞ Does your care help you function in your
daily activities?

☞ Is the care halting the progression of your
disease?

Through its Children’s Health Measurement
Initiative, FACCT and the NCQA (National
Committee for Quality Assurance) are developing
a subset of quality measurements for children’s care.
David Bergman, MD, vice president for Quality of
Care at Lucile Packard Children’s Health Services at
Stanford in Palo Alto, CA, is part of the undertak-
ing. He explains that several distinct issues need to
be considered in children’s care. “Families want to
be involved in the self-care plans for their kids. They
believe they are the experts on their kids and they
want to participate in the decisions.”

Additional measures will assess providers’ sensi-
tivity to a child’s self-esteem and cultural back-
ground. Coordination of care over time matters
greatly to families of children with chronic prob-
lems, Bergman says. “Those issues go beyond cus-
tomer service, and they’re not available through the
medical records. We have to turn to the family as
the source of that data. ■



sources exist: It mitigates errors of omission in
reporting sources as well as measurement errors
in even the best statistical models. “When we can
draw information from both the consumer and
from the medical record, it gives us higher confi-
dence, but FACCT believes that good outcomes
measures have to have input from consumers,”
Von Glahn adds.

“But there are different audiences and different
needs for health care measures. They should be
aligned, but they aren’t yet. At some future date,
maybe we could have one set of measures for
consumer and provider audiences, but we have 
a ways to go,” he explains.

While the FACCT model measures the con-
sumer’s perspective of health care as no other
does, “it’s not the end all,” says Greg Larkin,
MD, director of Corporate Health Services at Eli
Lilly and Co., the global pharmaceutical firm
based in Indianapolis. “When taken together, the
leading measures of quality in health care make
up a fair mix.”

Instead of starting from scratch, FACCT is cre-
ating measures to plug the holes in the existing
measures from accreditors and government agen-
cies. Consumer-relevant information will be cap-
tured and pegged to the five categories of the
template. The map shows what exists and what’s
missing. (See graphic “From quality measures to
consumer information,” above.)

Also due for testing later this year is a proto-
type consumer quality report card. It will be
streamlined — no data drawn from medical
records or clinical systems. Instead the informa-
tion will come from:

• CAHPS satisfaction data;
• selected HEDIS quality indicators;
• FACCT condition-specific surveys on quality

of care for chronically ill patients with asthma,
diabetes, and coronary artery disease. 

One of the test sites is Pietzsch’s Community
Health Purchasing Corp. “From day one, we
have worked with provider systems on continu-
ous quality improvement,” he explains. “When
the mapped measures are accessible, they will be
the best we have had so far.” In the short term, he
adds, the corporation plans to use the FACCT
framework as its main QI feedback model: to
providers, regarding best practice and clinical
guidelines; to employers and health plan pur-
chasing groups, for buying decisions; and to
employees and consumers for decision making.

Lilly will continue to participate in FACCT’s
pilots. The company uses the measures for cor-
porate buying decisions and disseminates them
to employees as aids to choosing providers.
Additionally, the company is an ideal test site
for one of the big holes in quality measurement.
Of Lilly’s 12,000 U.S. employees, 7,200 are using
indemnity coverage and 4,800 opt for managed
care. 

“If FACCT’s template proves to be a useful
tool on the indemnity side of health care deliv-
ery, we would advocate for wider use of it
because we have so few quality measures in
indemnity populations,” Larkin notes.

Given FACCT’s 4-year history, its progress is
amazing. “We have tested whether these ques-
tions are measuring what we intend to measure,”
von Glahn says. “We’ve validated them in vari-
ous settings and populations — and there’s still a
big ‘but’ hanging out there. Remember, our focus
is consumers.” Thus, FACCT’s next research
push: Once the measures are on the street, how
will consumers use them?  ■
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Need More Information?
For more on on consumer-based quality measures,
contact:
❏ FACCT, 520 S.W. Sixth Avenue, Suite 700,

Portland, OR 97204. Telephone: (503) 223-
2228. Fax: (503) 223-4336. E-mail: info@
facct.org. World Wide Web: http://www.
facct.org.

❏ Agency for Health Care Policy and
Research , P.O. Box 8547, Silver Spring, MD
20907-8547. Telephone: (800) 358-9295.
World Wide Web: http://www.ahcpr.gov.

For more on health plan quality measures, contact:
❏ National Committee on Quality Assurance ,

2000 L Street, N.W., Suite 500, Washington,
DC 20036. Telephone: (202) 955-3500. World
Wide Web: http://www.ncqa.org.
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Patient records managers
fight for confidentiality

As a quality professional, you know that
information is as critical to good health care

measurements as oxygen is to healthy brain
function. But 38,000 health information manage-
ment and medical records pros, united through
the Chicago-based American Health Information
Association (AHIMA), make a strong case for
controlled access to patient data.

Put in the wrong hands, for example, per-
sonal information can trigger unwanted adult
diaper ads delivered to a middle-aged executive
who signs up for an incontinence management
program, or job loss for a 30-something HIV
patient. 

“Our concern is that patients generally don’t
know how information is being used when it
goes to a health insurance company or to an
employer. And where will it go after that? And at
what point will it be shredded?” asks Kathleen
A. Frawley, JD, MS, RRA, vice president of leg-
islative and public policy services for AHIMA. 

Legal protections around the privacy of patient
information are fragmented and inconsistent
because each state crafts its own. AHIMA advo-
cates for federal legislation. (For a bird’s-eye
view of the complex traffic in patient records,
see chart, “Flow of Patient Health Information
Inside and Outside the Healthcare Industry,” p.
45.)

Will information flow affect jobs, insurance?

According to AHIMA’s recent position paper,
“Confidentiality of Medical Records,” computer
records are as safe, and as vulnerable, as paper.
The group does not recommend restrictions that
would jeopardize public health surveillance, clin-
ical studies, or quality measures.

In states like Minnesota, where the privacy
laws are the tightest in the country, employer
purchasers of health care benefits have to rely
on consumer-based measures for provider per-
formance data. But that’s not all bad, argues
Frawley, who warns, “So much medical infor-
mation is flowing into personnel records, that
people are concerned about its effect on their
future insurance coverage and their eligibility
for promotions. 

“A lot of information is flowing out without

patient consent. It’s coming out of this rubric of
outcomes measurement or case management or
disease management. We are concerned about
how many of those measures can be accom-
plished without a direct link to individual patient
identities,” she says.

That sensibility is not lost on Ted von Glahn,
consultant for the Foundation for Accountability
(FACCT) of Portland, OR. The foundation is a
leading advocate and designer of consumer-
based health care quality measures. “No individ-
ual identification information would ever be
disseminated outside of FACCT in performance
reporting,” he says.

However, he adds that FACCT does use indi-
vidual names and addresses to contact individu-
als for certain outcomes data. 

“For example, sometimes we ask patients
before a medical appointment whether we may
send them a questionnaire, and if they will return
it to us for measurement purposes,” von Glahn
explains. “For other studies, we use individual
records and set a point at which no individual
patient data go out the door.”

A federal law may be just around the corner,
however. Frawley explains that the Health
Insurance Portability and Accountability Act of
1996 mandates Congress to pass a law on pri-
vacy of patient data by August 1999. AHIMA
recommends that the law address the following
concerns:

1. What function is to be served by a piece of
data?

2. How much individual information is
required to fulfill the function?

3. Can the objective be accomplished with
aggregate data stripped of names, addresses,
dates of birth, or other facts that link data to
individuals?

4. When functions require data linked to indi-
viduals, are the appropriate patient authoriza-
tions in place?  ■
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Need More Information?
For more on management of patient information,
including the position paper, “Confidentiality of
Medical Records,” contact:
❏ American Health Information Management

Association, 919 N. Michigan Ave., Suite 1400,
Chicago, IL 60611. Telephone: (312) 787-
2672. E-mail: info@ahima.org. World Wide
Web: http://www.ahima.org.





Strengthen your corporate
knowledge muscle
By Duke Rohe
Performance Improvement Specialist
M.D. Anderson Cancer Center 
Houston

Every organization has a form of knowledge
management. Some are very effective, many

are not. The organization that is adept in its cre-
ation and use of knowledge has a clear advantage
over those that aren’t. 

The following are questions geared to identify
knowledge management gaps that may need
attention. Each should be considered an opportu-
nity loss if not responded to affirmatively:

✔ STRATEGIC QUESTIONS 

1. Are the “rudder”-type knowledge elements
known? 

These are critical, make-or-break-you ele-
ments that distinguish your organization from
the competition. For example, rudders might be
your strategy for minimizing wait times in the
clinics or the methodology for orientating new
employees.

• Are they shared and understood by those
inside who need them?

2. Does knowledge have an inherent value? 
• Test: Do you feel a dollar loss if lack of

knowledge, or inefficient sharing, occurs?
3. How would you rate the organizational trust

factor concerning knowledge sharing?
• Are there penalties when repeated knowl-

edge withholding occurs? 
• Is there power in knowledge withheld, or

power in knowledge developed and shared?
4. How does your firm capitalize on its intellec-

tual capital? 
Intellectual capital is the “Coca-Cola formula”

that differentiates you from your competitors.
• Is it protected from outside competitors?
5. How long does it take your organization to

learn a new thing? 
(Learning cycle equals the cycle time to detect

a need for change plus the cycle time to correct
for the need.)

✔ LEADERSHIP QUESTIONS

1. Is there a process owner of corporate knowl-
edge management? 

Some firms designate owners of certain
knowledge areas and give them time to go out
and find, sort, and feed back new information
into the system. The knowledge owner’s respon-
sibility is to grow and groom the organization’s
knowledge for relevance and easy access. 

[For a profile of knowledge ownership in
action at the Stillwater (MN) Medical Group,
see QI/TQM, November 1998, p. 148.]

2. Are there corporate standards on how knowl-
edge is to be researched, cleaned (kept current),
disseminated, and monitored as to its usefulness?

3. Is knowledge sharing and development an
expectation from all leadership?

4. Do you have any irreplaceable people who
haven’t mapped out their knowledge yet?

5. Is there an ongoing message from leadership
on the importance of knowledge sharing? 

Very few organizations treat their knowledge
as a dynamic resource. They’re still caught in the
old model of treating knowledge as what’s stored
in resource libraries and staff manuals.

6. Are there personalities that get in the way of
open, constructive, clear communication, and
knowledge sharing?

✔ STRUCTURAL QUESTIONS

1. How fast does one coming on board get up
to speed on how the organization works?

2. Is there a template design or process to com-
press a newcomer’s learning curve?

3. How easy is it to access and refresh critical
knowledge: Both adding to and drawing from it?

4. How effective is your “push” knowledge:
Everyone who needs it receives it, and only those
who need it receive it.

5. How well do you minimize internal spam-
ming (in all forms)?

6. Is one-way communication distributed by
appropriate modes (usually not in meetings)?

7. How effective is your “pull” knowledge? 
• Is it easy to access? 
• Do staff know new knowledge is available?
8. Are there clear pathways for the line staff

and management to update/change/affect 
current knowledge?
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9. Is there an internal mapping of who knows
what, who’s good at what, and who’s doing
what?

10. Can changes of new knowledge be mapped
to all areas affected?

11. Are “visual control” principles applied to
the workplace? 

• Are instructions built-in to the point of
action?

• Are standards/cautions evident? 

[For further information, call Duke Rohe, (713)
745-4433, or e-mail, drohe@pdq.net.] ■

First impressions project
wins kids’ approval 
Warm smiles, good signs welcome visitors

While many quality initiatives go deep inside a
hospital, the Lucile Salter Packard Children’s

Hospital of Palo Alto, CA, started at the front door.
Patients complained that two information desks
and poor signage in the front lobby had them lost
from the minute they walked in. But it finally came
to a head one day when the CEO walked through

the lobby and told Nannette McAlister, manager
of patient relations and volunteer services, that it
was time to make some changes. Just over a year
later, the front entry offers visitors a blend of 
warm welcome and precise directions to their 
destinations.

Structured for success

The First Impressions . . . Lasting Impressions
project employed some precedent-setting pro-
cesses for the hospital, so McAlister took pains to
draw up blueprints with the elements for win-
ning results: Mixed teams, nonthreatening issues,
and rapid change. 

“It was the first time we brought staff, volun-
teers, and families to the table,” she notes. “We
wanted to make it a short-cycle project and pro-
vide information as we went. So often these pro-
jects just drop dead because people don’t hear
what happened to their ideas.”

The nonthreatening nature of the issue was
extra insurance. “We weren’t singling out a
department like you would if you worked on 
wait times in admitting,” McAlister says. Instead,
the problem was one people could regard imper-
sonally — a flaw in the building design. Short
time lines kept the enthusiasm alive as people
anticipated prompt results from their input.

Teams, representing all
levels of the organization,
made their recommenda-
tions over a four-month
period. At any discussion,
you might find unit clerks,
the chief of staff, and front
desk volunteers as well 
as nurses and parents of
patients.

Two visioning sessions
were held where 40 to 50
participants contributed
their ideas and analyzed
feedback from Press, Ganey
patient satisfaction scores.
Press, Ganey Associates
Inc., is a South Bend, IN,
firm specializing in assess-
ment and enhancement 
of patients’ health care
experiences.

Input was consolidated
into four topics, each
assigned to a team:
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Lucile Packard Children’s Health Services at Stanford
Initial Touch Screen



1. information desk;
2. signage;
3. redesign of the front entrance;
4. transportation to the hospital.
A high-level steering committee facilitated the

implementation of recommendations. Within a
year, the teams saw their recommendations come
to life. Following are the processes they used to
solve the three issues pertaining to the building
design.

As the teams got down to business, they saw
that the problems were less rooted in the physical
plant than in the systems that navigated people
through the plant. As team members from vari-
ous departments shared insights, they under-
stood how confusion at the front door colored a
patient’s entire hospital experience.

While Packard is a children’s hospital, the sig-
nage and visitor information concerns pertain
mainly to adults with one exception. To guaran-
tee better continuity at the information desk,
receptionist positions are now paid instead of
voluntary. An information kiosk stands in place
of the second information desk. It offers an inter-
active touch-screen system by TTSS Interactive
Products of Rockville, MD, with maps and print-
out directions such as:

• departments within the hospital;
• tell us what you are here for screens that

direct visitors to events and meetings;
• other health care facilities;
• area transportation, hotels, restaurants;
• information in Spanish and other languages.
(See sample screen, p. 47.) One front lobby is 

for children. “We added a full-time greeter,
Candace, and she has made such a difference,”
says McAlister. On duty for eight hours a day, the
greeter escorts the children into the hospital and
talks with each one personally as they arrive. 

In addition to her personal welcomes, the
greeter is an ambassador between the front door
and the inpatient units, McAlister explains. “She
has a great working relationship with people on
all the floors, and she makes sure the wheelchairs
are returned to the front door, which was a real
problem before the improvement project. When
some are missing, she knows who to call in nurs-
ing and security.”

A former entertainer and hospital volunteer,
the children’s greeter takes a personal interest in
the patients’ needs. She sees that families in need
are referred to the right community service. Her
sweat shirts and jewelry sporting Disney charac-
ters engage the kids’ attention at first, but after a
visit or two, her interest in them captures their
hearts, McAlister says.

Last Valentine’s Day, one oncology patient
arrived for his treatment with a gift in hand for
Candace. She was out that day, so the receptionist
sent him to McAlister’s office. 

As the patient and McAlister chatted, she asked
him what made the greeter so special. His reply,
“She smiles at me when I come in. She knows my
name; she tells me I am a good person.”  ■
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Need More Information?
On involving customers in better service designs,
contact:
❏ Nannette McAlister, Patient Relations/

Volunteer Services, Lucile Packard Children’s
Health Services at Stanford, 725 Welch Road,
Palo Alto, CA 94304. Telephone: (650) 497-
8789. E-mail: nannette.mcalister@lpch. 
stanford.edu.

❏ Press, Ganey Associates Inc. , 404 Columbia
Place, South Bend, IN 46601. Telephone:
(800) 232-8032 or (219) 232-3387. World Wide
Web: http://www.pressganey.com.

On interactive information and way-finding sys-
tems, contact:
❏ Till Cartwright , TTSS Interactive Products,

11910-G Parklawn Drive, Rockville, MD 20852.
Telephone: (301) 230-1464, extension 104.
World Wide Web: http://www.ttss.com. E-mail:
ttssinc@aol.com. 

Location: Lucile Salter Packard Children’s
Hospital, Palo Alto, CA.

Situation: Signage in front lobby was inadequate,
two information desks confused visitors.

Solution: Visioning groups consisting of volun-
teers, parents, and staff from all levels
analyzed visitor feedback and patient
satisfaction surveys. They organized
the “what’s wrong?” material into four
main problem areas: information desk,
signage, re-design of the front entrance,
and transportation to the hospital. In
just over a year, most of the improve-
ments were in place. Patient satisfac-
tion ratings improved and the facility
won national honors.

Key Points



Value-compass thinking
pictures system interplay
Useful data displays offer spice, function, motion

This month’s guest columnist, Eugene C. Nelson,
DSc, MPH, is a recipient of the 1998 Codman Award
from the Joint Commission for Accreditation of Health
care Organizations in Oakbrook Terrace, IL, for his con-
tributions to the art and science of quality improvement
measurement in health care. His innovative, useful dis-
plays of data show up on hospital and clinic computer
screens from coast to coast. Nelson teaches in the mas-
ter’s degree program at Dartmouth’s Center for the
Clinical and Evaluative Sciences in Lebanon, NH. His
primary interests are in outcomes and performance mea-
surement. He has written on those topics in numerous
journal articles and consults with such organizations as
the National Institutes of Health and RAND Corp.

Q. What are your signature features that
mark a data display as useful to an organization?

A. The shorthand term for one of the themes
we use is value-compass thinking or clinical value-
compass thinking. We try to develop a way for a
health care delivery organization, or a clinical
team, to picture their work in the system — at the
organizational level or at the department level.
And we are focusing more on the small, functional
teams of people that work on the front line. We
often call these “microsystems of care.”

We try to picture the process of a patient, with
some defined health need, flowing in at a point in
time. Then we try to connect that with major
health care processes to identify, assess, treat, and
follow that individual’s or the subpopulation’s
health needs. And we try to show the change, the
level of a health need at an early point compared
to a later point in time.

Clinical value-compass models show the tran-
sition in outcomes and cost. Value-compass
thinking looks at changes in clinical status, func-
tioning, or risk data. It includes the degree to
which individuals feel that their health needs
were met and their satisfaction level with the

health care delivery process they experienced.
For example, value compasses compare the incre-
mental costs of moving from health outcomes at
Time No. 1 to health outcomes at Time No. 2.
They enable people to associate the costs of
achieving the level of satisfaction observed.

Q. By incremental costs, do you mean dollar
costs or staff time costs, or patient effort costs, or
others?

A. The most common cost measure is dollars
for doctors’ or nurses’ time, hospital stays, emer-
gency department (ED) visits, medical treat-
ments, and medicine.

But oftentimes those costs, or cost proxy
charges, are hard to obtain. So you use proxies
for cost, such as number of hospital admissions,
ED visits, meds a person takes, or number of
office visits. Or you use social costs, such as the
number of days a person is out of work or
unable to perform normal activities, or the
number of days a person has had to cut down
on work or normal activities. These things are
proxies for dollar costs that are real, but some-
times difficult to quantify.

Q. Are your models of value-compass think-
ing intended for use by intra-organizational qual-
ity improvement teams, for example, in an ED or
an impatient unit? Or are they more useful for
population health management?

A. Yes, and yes. We’ve applied this to organi-
zations as large as the Dartmouth Hitchcock
Health Care System in Lebanon, NH; Mayo
Clinics, based in Rochester, MN; and to HMOs
such as Aetna and Kaiser.

I’ve taught a course for IHI (Boston-based
Institute for Health care Improvement) on perfor-
mance measurement. Many of those who have
taken that course applied this thinking to smaller
units within big organizations. It’s a way of think-
ing that allows you to go right down to the indi-
vidual patient seen here and now, or to aggregate
it up and think of a population an organization is
concerned with.

The Spine Center at the Lebanon Campus of
the Dartmouth Hitchcock Health care System is a
clinical service program for people with back and
neck problems. At the clinical micro-unit level,
they use the value compass for individual
patients. On a feed-forward basis, they match
patient needs with services.
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On a micro-system level, the staff can use the
value compass to look back and write a six-
month or 12-month report on how they’re doing
as an organization providing care for subpopula-
tions with different diagnoses, such as stenosis,
low back pain, or herniated disk. In fact, they’ll
write their first annual report very soon.

Dartmouth Medical School uses the model in
teaching first-year medical students how to do a
history and physical. It enables them to explore
the health needs of the person as well as the
patient’s expectations and worries about health
and health care cost.

Q. Will you give us examples of one or two
factors that determine whether a clinical data dis-
play is going to be useful or if it’s going to sit
there in the computer, unused?

A. Three things come to mind:
1. Spice is the sizzle, the graphic interest, the

use of color, things that invite a person into the
data display. It’s like the cover on the book. It cre-
ates a first impression; it puts a halo — negative
or positive — around what’s being analyzed.

2. Utilitarian value is whether the data display
literally provides an answer to a person’s critical
question. It could be for information on treating a
particular patient, controlling a disease, or moni-
toring an intervention.

3. The display should picture a dynamic pro-
cess that is rolling forward in time: The display
suggests an instrument panel with gauges or
dials to tell you how different elements of the
system or process are working. The instrument
panel information shows inputs, processes, out-
comes, costs, and interactions occurring in the
system. You put yourself in the cockpit of an
airplane, for example. The instrument panels
are designed to call your attention, either by
sight or noise, to something that is running
awry.

In health care, a good data display is strongly
connected with the issue of value. In other
words, what health results or satisfaction are
people getting?

[To contact Eugene C. Nelson, DSc, MPH, and for
free single copies of “Clinical Improvement Action
Guide,” explaining the value compass design and its
applications, write to Eugene Nelson, Hitchcock
Clinic, Dartmouth-Hitchcock Medical Center, One
Medical Center Drive, Lebanon, NH 03756-0001.
Telephone: (603) 650-7048.]  ■

JCAHO announces 
Codman Award winners

The latest winners of the Joint Commission on
Accreditation of Health care Organizations’

Codman Awards honor institutions and individu-
als from all points along the care continuum. The
winners include one care source that gets scant
notice, and even fewer awards:

• Atascadero State Hospital, a maximum secu-
rity, forensic facility on the California coast
between San Francisco and Los Angeles, reduced
the frequency of patient violence and weapon use
during mealtimes.

• The Hospital of the University of Pennsylvania
in Philadelphia coordinates the components of
health and disease management ranging from
inpatient care to wellness activities. 

• The Laboratory at Warm Springs+Baptist
Rehabilitation Hospital in San Antonio increased
patient satisfaction by assessing internal satisfac-
tion levels and comparing scores to an external
database.

• Susquehanna Lutheran Village achieved its
goal of becoming a restraint-free long-term care
facility and now serves as Pennsylvania’s train-
ing site for restraint-free care.

• Paul B. Batalden, MD, professor and director
of Health Care Improvement Leadership
Development in the Center for the Evaluative
Clinical Sciences at Dartmouth Medical School in
Hanover, NH, is recognized for his seminal work
in health care quality improvement.

• Eugene C. Nelson, DSc, MPH, professor of
community and family medicine in the Health
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Care Improvement Leadership Development in
the Center for the Evaluative Clinical Sciences at
Dartmouth Medical School in Hanover, NH, is
honored for development of cutting-edge tech-
nologies for displaying and using data in organi-
zational and clinical improvement. (See Nelson’s
advice in “Quality Talk,” p. 49.)

The Ernest A. Codman Award was created to
showcase the effective use of performance mea-
surement. For more information, contact the Joint
Commission on Health care Accreditation, One
Renaissance Boulevard, Oakbrook Terrace, IL
60181. Telephone: (630) 792-5000. World Wide
Web: http://www .jcaho.org.

(Editor’s note: Watch for stories from the Codman
winners in future issues of QI/TQM.)  ■

Web site posts ratings 
for most U.S. hospitals

Would you like to see yourself as your cus-
tomers see you? Go to the Internet and key

up HealthcareReportCards.com. The free site rates
hospitals on specialties such as orthopedic joint
replacement, and cardiac surgery, cardiology, neu-
rology, neurosurgery, and pulmonary/respiratory
care. Created by Lakewood, CO-based Healthcare
Report Cards Inc. (HRCI), the site has registered
over 6 million hits since its launch on Oct. 27,
1998. The address is not case-sensitive.

“This is the first opportunity for consumers,
referring physicians, and managed care compa-
nies to compare their local hospitals with each
other and with the most prestigious and top-
rated medical facilities nationwide,” notes Sarah
Loughran, vice president of HRCI.

HealthcareReportCards.com rates as follows:
❒ Five stars = Best
❒ Four stars = Very good
❒ Three stars = Average
❒ Two stars = Below average
❒ One star = Poor
Five-star hospitals represent the top 10% of all

U.S. medical facilities as graded by HRCI. Grades
posted on HealthcareReportCards.com reflect
both the quality of care delivered by the hospi-
tal’s staff and by the physicians involved in the
cases. The ratings in each specialty cover 1,000 to
4,000 facilities, depending on how many offer

each type of care. The raw data, the Medicare
Provider Analysis and Review, are purchased
from the Health Care Financing Administration
and risk-adjusted by HRCI.  ■

Doctors can help to slow
epidemic of teen violence

Patient education addresses smoking cessation,
domestic abuse, and the use of car seats — so

why not teen violence? Deborah Prothrow-Stith,
MD, says physicians can do better by teens than
merely suturing their wounds and sending them
back to the streets. 

While youngsters are in the examining room,
she contends, doctors could talk with them about
the price of violent expressions of anger. They

April 1999 / QI/TQM ® 51

QI/TQM® (ISSN# 1075-0541) is published monthly by American
Health Consultants®, 3525 Piedmont Road N.E., Building Six, Suite
400, Atlanta, GA 30305. Telephone: (404) 262-7436. Periodical
postage paid in Atlanta, GA 30304. POSTMASTER: Send address
changes to QI/TQM®, P.O. Box 740059, Atlanta, GA 30374.

Opinions expressed are not necessarily those of this publication.
Mention of products or services does not constitute endorsement.
Clinical, legal, tax, and other comments are offered for general
guidance only; professional counsel should be sought for specific
situations.
Editor: Mary Kouri, (303) 771-8424.
Publisher: Brenda Mooney, (404) 262-5403, 

(brenda.mooney@medec.com).
Executive Editor: Susan Hasty, (404) 262-5456, 

(susan.hasty@medec.com).
Managing Editor: Paula Stephens, (404) 262-
5521,

(paula.stephens@medec.com).
Production Editor: Ann Duncan.
Copyright © 1999 by American Health
Consultants®. QI/TQM® is a trademark of American

Editorial
Questions

For questions or
comments, call
Mary Kouri at

(303) 771-8424.

Subscriber Information
Customer Service: (800) 688-2421. Fax: (800) 284-3291.
Hours of operation: 8:30-6:00 M-Th, 8:30-4:30 F, EST. 
E-mail: customerservice@ahcpub.com.
Subscription rates: U.S.A., one year (12 issues), $439. Outside U.S.,
add $30 per year, total prepaid in U.S. funds. One to nine additional
copies, $351 per year; 10 to 20 additional copies, $263 per year. For
more than 20 copies, contact customer service. Missing issues will
be fulfilled by customer service free of charge when contacted
within 1 month of the missing issue date. Back issues, when avail-
able, are $73 each. (GST registration number R128870672.)
Photocopying: No part of this newsletter may be reproduced in any
form or incorporated into any information retrieval system without
the written permission of the copyright owner. For reprint permis-
sion, please contact Karen Wehye at American Health
Consultants®. Address: P.O. Box 740056, Atlanta, GA 30374.
Telephone: (404) 262-5491. World Wide Web:



could also explain alternative ways to manage it.
Prothrow-Stith, a former Massachusetts com-

missioner of public health, is now a resident at
Boston’s Brigham and Women’s emergency room
and director of the division of public health prac-
tice at the Harvard School of Public Health.

Most violence occurs among poor minority
kids who know each other, not between strangers
or gang members, she says. Unaware of how to
control anger in the first place, teens compound
their risks by not discriminating between life-
threatening confrontations and less dangerous
ones such as name-calling. But that’s where
physicians can intervene, in a sense inoculating
kids against violence, she explains.

Prothrow-Stith suggests discussing these
points with teens:

• Most deadly or disabling violence occurs
among people who know each other and who are
not criminals.

• Anger is a normal emotion that young peo-
ple can learn to control.

• A simple cost-benefit analysis of violence can
emphasize that fighting or shooting could cost an
adolescent his or her life or freedom.

• A few tension-deflating phrases, translated
into the teen’s vernacular, could provide him or
her with nonviolent alternatives to weapons.  ■
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EDITORIAL ADVISORY BOARD

Our Lady of Lourdes Medical Center in Camden, NJ,
accepted General Motors’ invitation to apply GM’s PICOS
(achieving peaks of excellence in quality, service, and
price) process in the discharge-to-clean-bed cycle. “It was
not a glaring problem,” notes Eileen Craig , RN, MSN,
CPHQ, director of Nursing Performance Improvement.
Rather, the 12-month project is an opportunity to integrate
functions controlling patient flow through this 377-bed
facility.

✔✔ IMPROVEMENT OPPORTUNITY
Adapting hotel checkout and auto manufacturing

standardization techniques, Craig’s team segmented the
process: 

• paperwork;
• discharge order to departure from bed;
• time to clean bed.

✔✔ SOLUTIONS
Paperwork: Eliminate and consolidate forms.
Discharge order to patient departure: During admis-

sion, discuss estimated discharge time and transportation,
and note clothing needs like coats and boots. (An extra
overnight stay, due to family schedule conflicts, in one ran-
domly selected case, accounted for order-to-departure time
of 1,151 minutes at Project Month 1. A strong argument for
advance planning!) Identify discharge wheelchairs with
bicycle flags inscribed “discharge express.” Use one easy-
to-navigate exit for departures.

Time to clean bed: Standardize and teach uniform
cleaning procedures to environmental services associates.

Technological support: Identify products to further
reduce paperwork and expedite discharge orders (long-
term goal).

✔✔ RESULTS
• Number of discharge forms were down 33%: 18

forms to 14 at Month 3, and 12 at Month 9. Month 12 tar-
get is 9 forms.

• Paperwork completion time is down 19%: 108 min-
utes to 88 minutes at Month 6.

• Order-to-departure cycle is down 79%: 1,151 min-
utes to 132 minutes at Month 6.

• Time to clean bed is down 63%: 75 minutes to 28
minutes at Month 6.

✔✔ KEYS TO SUCCESS
“PICOS looks at what’s most important to the patient,”

Craig explains. “In the discharge, it’s when the doctor
says they can go home, writes the prescriptions, and the
patient leaves the hospital. Those were the points we
concentrated on.” They grouped ideas in functional
“buckets,” such as patient education and environmental
services. Each bucket had a departmental champion.

✔✔ CONTACT
Eileen Craig, Our Lady of Lourdes Hospital, Camden,

NJ. Telephone: (609) 757-3759. Fax: (609) 757-3393.  ■
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