
Shooting turns fear into reality 
for UCSF Stanford health system
Metal detectors, armed guard wouldn’t have helped, officials say

It is every emergency department (ED) manager’s worst nightmare:
Violence erupts in the setting designed to nurture and sustain life.
That fear became reality in March on the Mount Zion campus of the

University of California at San Francisco (UCSF) Stanford Healthcare.
The sequence of events occurred as follows, according to news accounts
and comments from ED personnel:

The parents of a 47-year-old man with a history of mental problems
were bringing their son, who was experiencing stomach pain, to the
Mount Zion ED. After arriving, father and son argued about where the
car was parked. The son was armed. The argument apparently continued

as the family approached the main hospital
lobby, which is half a block from the ED
entrance. As the mother asked directions at
the security office, she turned to her son, who
was out of the guard’s line of vision, and told
him to put his gun away. The guard, who was
not armed, also told him to put the weapon
away and immediately called 911. While he
was on the telephone, the man opened fire,
fatally wounding his father and hitting an
environmental services employee in the leg.

Hearing the gunshots, some ED nurses
came out through the double doors and

brought the father inside. When the son attempted to follow the gurney,
one of the nurses told him he couldn’t go in, and he retreated down the
hallway toward the hospital lobby. He was standing there, holding the
gun pointed down, when police arrived and arrested him.

In the wake of the incident, UCSF Stanford’s safety committee was
brainstorming to determine what, if any, changes should be made, says
Marcia Robinson, RN, patient care manager.

Security measures were being re-examined, including the possibility
of installing metal detectors in the ED, hospital officials said. They
pointed out, however, that metal detectors would not have prevented
the shooting because the family was not in the ED. The shooting
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occurred in the public hallway leading to the ED,
which is protected by double doors that have to
be opened with a code, using a keypad, notes
Pete Balestreri, director of security services for
UCSF Stanford Healthcare. The code is given to
ED staff, security officers, and ambulance drivers,
he says.

If the gunman had attempted to enter the ED,
Balestreri points out, he would have made it only
into the reception area, where admitting person-
nel are behind a plexiglass shield.

“This was a domestic situation that spilled into
the area of the hospital,” he says. “It could have
happened anywhere.” Still, he says, the health sys-
tem’s safety committee is taking the opportunity
to review its security measures. “We’re looking at
what the unwritten industry standards are. We
have some facts that we’re pulling together on Bay
Area standards, on arming guards, and on metal
detectors, and [we] will make recommendations.”

The use of metal detectors is not always practi-
cal, he says, because of the high volume of traffic
in and out of the hospital. Arming guards could
lead to more situations that turn violent. He cited
a survey in the February 1998 Journal of Healthcare
Protection Management, which is published by the
International Association of Healthcare Security
and Safety, that showed more than 80% of hospi-
tals reject the arming of guards.

“Bringing weapons into a health care environ-
ment could make it more dangerous,” Balestreri
says. “The gun could be taken from an officer or
viewed as a potential confrontation.”

Robinson says, “It’s to our advantage that the
guard was not armed. [The son] had a gun, shot
his dad, continued to hold the gun with a bullet
in it, and had a reloader in his other hand. No
one was confrontational.”

It was probably fortunate, she adds, that the
ED nurses “just went about their business” dur-
ing the incident. At first they didn’t realize the
gunman was still standing by his victim, she
explains, and when they did see the gun, they
ignored it because they already were committed
to providing care. “When [the son] tried to go
into the ED, one of the nurses put up her hand

and said, ‘Sorry. You’re not allowed in.’”
Help was provided almost immediately for ED

employees on duty during the incident, Robinson
points out. Staff who were not working were
called in to relieve their colleagues, and psycho-
logical counseling was available that day from
UCSF Stanford’s Family Staff Support counselors.
That allowed employees to express their feelings
right away if they had trouble dealing with the
shooting.

“They met with counselors, we ordered them
pizza, and they came back,” she says. “It was
good that they did it right away, got it over with
instead of waiting for an appointment. People
just dealt with it and moved on.”

Screen well, limit visitors for safety

Balestreri offers some general advice for man-
agers concerned with keeping the ED as secure as
possible: “It pays to have good screening proce-
dures for visitors, and to limit visitors to one per-
son per patient.” 

It’s also a good idea, he advises, to educate staff
on recognizing gang activity and being more cog-
nizant of victims of violent crime. “There are lots
of ways to recognize gangs — colors and bandan-
nas, certain hand signs and signals,” he explains.
“With any gunshot wound or stabbing, there is the
risk of someone wanting to finish the job,” and the
victims also might be armed.

California legislation requires hospitals to 
provide classes for their employees on defusing
potentially violent situations, Balestreri says.
UCSF Stanford contracts with a company called
Healthcare Security Services of California, which
provides training.  ■

50 HOSPITAL ACCESS MANAGEMENT ™ / May 1999

■ Compare your staff
salaries with other
hospitals’

■ Results of the cost
per registration survey

■ Overseeing a
successful computer
installation

■ Patient-focused care
in the real world

■ How the Patient 
Bill of Rights affects
admitters

COMING IN FUTURE MONTHS

Need More Information?
☎ Pete Balestreri, Security Services, UCSF Stan-

ford Healthcare, 1600 Divisadero St., San Fran-
cisco, CA 94115. Telephone: (415) 885-7890.



ED keeps everyone happy
with innovative space use
Waits down during busy flu season

When flu season hit the San Francisco area
this past winter, portending the period

when overcrowded emergency departments fre-
quently go into “ambulance divert,” UCSF Stan-
ford’s Moffitt/Long Hospitals had a plan ready
to deal with the problem, says Dale Borgeson,
MBA, business manager for emergency medicine.

By making use of nearby space — at an adjacent
clinic and at the hospital’s endoscopy recovery bay
— the emergency department (ED) that serves
both hospitals dramatically reduced the percent-
age of time ambulances were “diverted” from
bringing in emergent patients, Borgeson says.

At the same time, he adds, the ED cut the wait
time for “urgent but not emergent” patients from
about 3.5 hours to between 1.5 and two hours.

“Throughout flu season, there is a high hospi-
tal and ED census,” Borgeson explains. “Last year
[1997-1998], this was a big problem at all the
receiving hospitals in the San Francisco area, and
a lot were going on ambulance divert. The county
emergency medical service agency was very con-
cerned because this restricted access to care for
ambulance patients.”

Another concern, he says, was that the hospi-
tals lose business when on divert — about 45% 
of ambulance patients end up being admitted. 

Staff developed prevention strategies

Working with hospital administration, ED staff
developed a divert prevention effort, aimed at
staying open during winter flu season, using
these two strategies:

• Borrowing space at an adjacent clinic during
evenings, weekends, and holidays, the ED staff cre-
ated a “fast-track” unit for urgent but not emergent
patients. Physician extenders — physician assis-
tants (PAs) and nurse practitioners — were able to
see these patients more quickly while freeing ED
beds for the more critical ambulance patients.

• Again borrowing after-hours space, this time
in the hospital’s endoscopy recovery bay, ED staff
established a holding area for stable patients who
were waiting to be admitted to the hospital.
“Because this is a teaching hospital with a resi-
dent interface, a consult team has to come down,

do the paperwork, and take the patient upstairs,”
Borgeson explains.

There is often a two-hour delay while the
patient to be admitted occupies a bed in the ED,
he adds. Meanwhile, the ED beds may be full,
requiring staff to put patients on gurneys, Borge-
son points out.

“We decided that we would take patients 
who are stable and who are being admitted to
medicine to the endoscopy recovery bay, where
there are cardiac monitors, and staff that area
with ED nurses,” he says.

As a result of the divert prevention program,
Borgeson notes, the Moffitt/Long ED reduced 
its time on divert for all three of the “winter flu”
months, as follows:

• from 7% in December 1997 to 2% in Decem-
ber 1998;

• from 14% in January 1998 to 5% in January
1999;

• from 6% in February 1998 to 1% in February
1999.

The ED is open 730 hours a month, he adds, so
1% represents about seven hours.

“Even with these two moves, we were over
capacity about 20% of the time, but we had a
mechanism for clearing patients out,” he says.
“We didn’t become so bottled up we had to
divert. We gained both space and staff because
we were authorized to get more physicians and
PAs.”

The reduced time on divert was achieved even
though the patient census went up — 2,900 in
January 1999, compared with 2,300 the previous
January, he notes. “We saw a lot more patients
than we’d ever seen before, and we also reduced
overall waiting times slightly, to 3.2 hours from
3.4 hours.”

Previously, Moffitt/Long ranked about aver-
age, comparing its time on divert to that of other
hospitals in the San Francisco area, he says. After
the divert prevention program was implemented,
its overall time on divert was about 2%, com-
pared with between 8% and 10% for the other
area hospitals, he adds.

Despite the dramatic reduction in divert time,
the borrowed space is less than ideal, Borgeson
observes. “The main drawback is that on busy
weekdays, we couldn’t get in until after dark.
We’re trying to get permanent space to have
room for the fast-track clinic as part of the ED,
and to have our own holding unit.”

Plans eventually are to have a separate obser-
vation unit, where patients could be held up to 12
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hours before an admit decision is made, he adds.
Such an area would take the place of the current
holding unit. “With a good observation unit, you
only admit about 30% of those patients. You save
the expense of an admission and provide better
care. It saves on admissions that are not appropri-
ate at a time when the census is really high.”

At present, when the adjacent clinic is not avail-
able for fast-track patients, some of the rooms in
the ED are designated for that use, with physician
extenders assigned to those rooms. “That works
OK when we’re not so busy, but by mid-afternoon
it’s more congested,” he says. “We have to decide
on space use depending on the urgency of the
patient. That’s when the waits occur.”

Patient satisfaction scores have been high
among those served by the fast-track clinic,
Borgeson reports. “They’re very grateful they can
be treated and sent home without waiting for the
urgent patients to be seen. About 30% [of ED
patients] are new to the medical center, so that
makes a good impression.”  ■

Want to cut costs? Give
the ED carte blanche
Pilot project to test ‘auto-authorization’

Horror stories about delays in getting autho-
rization for emergency care have Los Ange-

les County officials ready to try something
dramatic: authorizing everybody.

“It probably costs more money to deny an 
emergency room service than to just approve it,”
explains Ed Benjamins, RN. Benjamins is director
of utilization review and case management activi-
ties for LA Care Health Plan, which serves about
587,000 enrollees — almost half the county’s man-
aged care MediCal population — through about
seven subcontractors.

A six-month pilot project under development
at selected emergency departments (EDs) in the
county will eliminate the need for prior autho-
rization for emergency services while educating
plan members on appropriate use of those ser-
vices. The pilot is slated to begin this month at St.
Francis Medical Center, which sees about 150 LA
Care patients each month.

If the pilot suggests that “auto-authorization”
lowers costs, the strategy will be promoted to all
of the enrollees in LA Care, says LA Care Health

Plan spokesman Keith Malone. The project also
targets patient satisfaction and care. (See related
story, above.) 

In the current system, denials account for an
estimated 13% of the requests for ED authoriza-
tion in the LA Care network. A survey last year
showed 67% of ED authorizations for “post-stabi-
lization care” were fully approved; another 11%
were partially approved. The study did not look
at medical screening exams, which are mandated
under California law and the federal Emergency
Medical Treatment and Active Labor Act.

Details from brainstorming sessions among
HMO representatives, hospital administrators,
and ED staffs helped inform the “auto-authoriza-
tion” strategy for unclogging EDs:

• Rarely do physicians send Medicaid HMO
enrollees to EDs for care; they self-refer. A high
rate of walk-in demand for emergency care — 
an average of 86% for LA Care and another large
MediCal plan in the 1998 survey — suggested
physician or emergency medical services educa-
tion would not be enough to address the prob-
lem fully.
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ED targets satisfaction, 
care as well as costs

While lower emergency department (ED) costs
are the main goal of LA Health Care Plan’s

auto-authorization pilot project, researchers at the
Los Angeles network also will be measuring sev-
eral other outcomes (for a breakdown of the sur-
vey report, see p. 53) :

• unacceptable clinical outcomes;
• unacceptable clinical outcomes attributable to

the model;
• utilization trends, including overall levels of

utilization and global costs (little or no impact on
costs would be quite acceptable, if other out-
comes are favorable);

• member, ED, primary care physician, and
plan satisfaction, based on specific survey tools;

• reductions in repeat visits for members and
their families;

• an increased number of preventive services
for members and their families;

• an increased percentage of completed post-
ED follow-up visits with the member’s primary
care physician (PCP);

• a reduced rate of PCP/Plan transfers;
• reduced ED use by LA Care members at the

pilot site over time.  ■



• About 80% of the authorizations were secured
within 20 minutes or less. This suggested to LA
Care officials they should concentrate on the
remaining 20% that were consuming an extended
period of time.

The heart of the experiment is implementation
of a global capitated fee for hospital and physi-
cian services. Except for cases in which a patient
is admitted to the hospital, all ED services for LA
Care-managed MediCal enrollees will be reim-
bursed at a global rate still being hammered out
between LA Care and its payers.

While calculating the physician component 
of the reimbursement rate has been relatively
straightforward, developing an average hospital
reimbursement rate has been a challenge. Identi-
fying even the direct medical costs is difficult

because many hospitals do not code to indicate
where a particular service is provided in the facil-
ity. On top of that, researchers are trying to isolate
the cost of clerical staff required for phone calls
and copying records, as well as the clinical staff
required to perform medical reviews.

Early attempts to identify the total facility costs
for ED care produced estimates among network
hospitals from $400 to an astonishing $25. “It’s not
because that’s their actual costs,” says Benjamins.
“It’s because the data they’re using to produce that
average is inconsistent and inaccurate. I’m strug-
gling with that.” The reimbursement rates will be
set to maintain expenditures at existing levels.

To develop the rates, researchers are using paid
claims data from MediCal fee-for-service and Los
Angeles MediCal managed care provider claims.
To help win provider support for the project,
researchers have promised payment within 30
days of the date of service. For their part,
providers are responsible for faxing encounter
data to the plan at financial risk and the enrollee’s
primary care physician no later than the working
day after service.
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The educational component of the pilot project
includes the development of a scripted patient
education protocol to be delivered by ED staff
after services have been provided. The script is
intended to help members identify their primary
care physician and establish a relationship.

“We think once they’ve established that rela-
tionship, their [discretionary] utilization of the
emergency department will decrease,” adds 
Benjamins.

The logistics of an expansion would be daunt-
ing. Los Angeles County has more square miles
than Delaware and Rhode Island combined. Its
9.3 million residents make it more populous
than 42 states. LA Care alone has in its network
87 emergency departments in 109 hospitals.  ■

‘Anti-dumping’ murkier
after high court ruling
Patients need not prove improper motive

By Claudia A. Hinrichsen, Esq.
Nixon, Hargrave, Devans & Doyle LLP
Long Island, NY

In January, the Supreme Court, in Roberts v.
Galen (119 S. Ct. 685 1999), held that patients

who claim to have been “dumped” in violation of
the anti-dumping statute — the Emergency Medi-
cal Treatment and Active Labor Act (EMTALA) —
need not prove that the hospital acted with an
improper motive.

This holding leaves physicians, hospitals, and
attorneys wondering about its implications for
federal medical malpractice cases arising under
EMTALA.

The anti-dumping legislation was enacted by
Congress in 1986 in response to reports that
emergency departments (EDs) at some private
hospitals were refusing to treat uninsured
patients or inappropriately transferring such
patients to public hospitals.

The anti-dumping legislation requires that 
any hospital participating in Medicare provide 
an “appropriate medical screening examination”
to any person who requests treatment from the

hospital’s ED. If the screening exam finds the
patient suffers from an “emergency medical con-
dition,” the hospital must stabilize the patient or
effectuate a transfer of the patient pursuant to the
transfer requirements of EMTALA.

Unfortunately, there is no statutory definition of
“appropriate medical screening examination,” an
omission that has encouraged plaintiffs to bootleg
claims of misdiagnoses under the anti-dumping
legislation. So far, this strategy has not had a great
deal of success for litigants.

Some courts, however, have found actionable
claims under EMTALA in which a hospital
failed to provide an adequate screening exami-
nation and, as a result, misdiagnosed the
patient’s condition.

Many actions brought under EMTALA allege
violations of both the screening requirement and
the stabilization requirement. Although most of
these cases are dismissed, some do address
whether the patient was stabilized within the
meaning of EMTALA, which defines “stabilize”
as “to provide such medical treatment as may be
necessary to assure, within reasonable medical
probability, that no material deterioration of the
condition is likely to result from or occur during
the transfer of the individual from a facility.”

There is no requirement of “appropriateness”
under the stabilization requirement as there is
under the medical screening examination
requirement, a distinction the Supreme Court
found significant. 

Origins from improper motive theory

Prior to the Supreme Court’s review of the
Roberts v. Galen case, the Cincinnati-based Sixth
Circuit Court of Appeal’s decision in Cleland v.
Bronson Health Care Group (917 F. 2d 266 Sixth
Circuit 1990) established what is now known as
the improper motive theory. 

In Cleland, the plaintiffs charged that the hos-
pital violated EMTALA by failing to provide
their son, Clair Cleland III, with an appropriate
exam and by failing to stabilize him before dis-
charge.

He was brought to the hospital suffering from
abdominal cramping and vomiting, diagnosed
with influenza, and discharged four hours after
his arrival. Later the same day, he returned to the
hospital experiencing cardiac arrest and was pro-
nounced dead. Ultimately, it was determined that
he suffered from intussusception, an intestinal
condition. 
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In rendering a decision in Cleland, the Sixth
Circuit reviewed the obligations of a hospital to
provide an “appropriate” screening examination
under EMTALA and crafted the “improper
motive” theory. It ruled that where the screening
or transfer was consistent with the screening or
transfer that would have been provided to any
other patient without regard to any other charac-
teristic of the patient (such as race, national ori-
gin, gender, or ability to pay), such an exam or
transfer was “appropriate,” and there could be no
claim under EMTALA.

In Roberts v. Galen, the Supreme Court reviewed
the improper motive standard. In Roberts, the
guardian claimed the patient, Wanda Johnson, was
“dumped” because she could not pay her hospital
bill. Initially, she was hospitalized at Humana
Hospital-University of Louisville for injuries she
received in a collision with a truck. Two months
after her hospitalization, her condition still in a
volatile state, she was transferred to Crestview
Health Care Facility in Indiana. The next day her
condition deteriorated significantly, and she was
taken to Midwest Medical Center, where she
remained for several months. 

The action against Humana Hospital-Univer-
sity of Louisville included a claim that the trans-
fer of the patient did not satisfy EMTALA’s
transfer requirements because she was not prop-
erly stabilized at the time she was transferred to
Crestview. The Court of Appeals for the Sixth Cir-
cuit agreed with the lower court’s decision that
plaintiffs failed to demonstrate that the hospital
acted with an improper motive. (Roberts v. Galen
of Va., Inc., III F. 3d 405 Sixth Circuit 1999.)

The Supreme Court rejected the necessity of an
improper motive under the EMTALA stabiliza-
tion/ transfer requirement. Significantly, however,
in reaching this decision, the Court did not over-
rule Cleland, stating that Cleland interpreted the
scope of an “appropriate medical screening exami-
nation” under EMTALA’s Section 1395dd(a),
whereas the Galen case focused on the stabilization
and transfer requirements of Section 1395dd(b).

The Supreme Court ruled that the stabilization
requirement of Section 1395dd(b) does not include
a standard of “appropriateness,” as does the
screening examination requirement under Section
1395dd(a). Therefore, the plaintiff could recover
under EMTALA without proving that the hospital
acted with an improper motive.

Arguably, despite the ruling in Roberts v. Galen,
the improper motive standard in Cleland still is
good law in the Sixth Circuit for cases brought

under EMTALA’s Section 1395dd(a), the appro-
priate medical screening examination require-
ment. Nevertheless, many health care attorneys
believe the Galen case sounds a death knoll to the
improper motive defense under either the medi-
cal screening obligation or the stabilization and
transfer requirement.

That’s because while the Supreme Court 
constrained its decision to an analysis under
EMTALA’s Section 1395dd(b), it questioned the
Sixth Circuit’s application of the improper motive
standard under EMTALA’s Section 1395dd(a).
While its implications for litigants may be broad,
the Supreme Court’s decision unfortunately fails
to establish any guidance for hospitals as to the
scope of the stabilization requirement under
EMTALA.

However, in connection with the case, the
Department of Health and Human Services in
Washington, DC, indicated its intent to imple-
ment regulations defining the boundaries of the
stabilization requirement under EMTALA.

(Editor’s note: Claudia Hinrichsen is a senior
associate with Nixon, Hargrave, Devans & Doyle
LLP, Long Island office, and a member of the firm’s
Health Services Practice Group. She was assisted
with this article by Loren Ratner, an associate with
Nixon Hargrave.)  ■

Registrars no longer at
bottom of pay scale barrel
Turnover will decrease, director predicts

When Baycare Health System decided to
standardize titles and pay for access ser-

vices positions throughout its 11 hospitals, the
first inclination was to stick with the traditional
job hierarchy, says Martine Saber, CHAM,
regional admitting director for the Clearwater,
FL-based system.

That meant registrars would be at the bottom
of the pay scale, with financial counselors and
schedulers higher up the ladder, she says. “But
then I said, ‘Let’s list all the skills required for
each position and see how different they are.’”

She discovered, Saber says, there weren’t many
functions a scheduler performed that a registrar
did not. And with responsibility for a clean bill
being pushed more and more to the front end, it
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didn’t make sense anymore to put registrars at
the bottom automatically, she adds.

“The registration process is so important to
customer satisfaction, and so many goals are
based on that,” Saber points out. “We hired Pro-
fessional Research Consultants [PRC, Omaha,
NE] to look at customer satisfaction, not only for
the patient, but for the physician. With financial
counseling, one important function is to know
charity guidelines and how to collect money.
How do you weigh which position is more
important? Financial counselors don’t deal with
patients as much as registrars do.”

After studying the skill sets for the access posi-
tions, Saber says, she realized several things:
“They all had to have some sort of customer ser-
vice skill, and they all had to know about insur-
ance [requirements]. The registrar has to know as
much about insurance as the financial counselor
because it’s not just the financial counselors calling
for authorization. We can’t wait that long.”

Even schedulers have to understand insurance,
she notes. They must know when scheduling an
exam whether the patient’s insurer has con-
tracted with the facility in question and if autho-
rization is needed. She concluded there were few
differences among the positions.

With that in mind, Saber, assisted by a team 
of employees from all of Baycare’s hospitals,
designed pay ranges based on skill level rather
than job title. Expanding on a model used by
Sarasota (FL) Memorial Hospital, Saber elimi-
nated the myriad access titles throughout the
Baycare hospitals and created four categories:

1. Patient access services representative I: 
This employee may be hired “right off the street”
and trained to perform at level one of any of the
access services jobs. To qualify, the applicant
must type. Computer skills and knowledge of
medical terminology are preferred.

2. Patient access services representative II: 
This employee must have at least two years of
hospital experience related to access services and
be skilled in medical terminology. In addition, he
or she must know at least 50% of the jobs in the
department, which might include registrar, finan-
cial counselor, cashier, scheduler, data technician,
and receptionist, among others.

3. Patient access services representative III:
This employee must have three years of experi-
ence in patient access services, certification

through the CPAT (certified patient accounting
technician) exam, and skills in all of the jobs in
the admitting department.

4. Patient access services coordinator: This is a
“lead” position within the admitting department,
which no longer has supervisors. This employee
must know all the departmental functions and
have the CPAT certification. An associate degree
is preferred, and leadership skills must be
demonstrated. This job is a proving ground,
designed to provide candidates for any manage-
rial positions that come open.

Four ranges of pay accompany the job cate-
gories, Saber says, with compensation ranging
from $7.85 to $11.38 per hour for access represen-
tative I; from $8.31 to $12.05 for representative II;
from $8.81 to $12.78 for representative III; and
from $9.93 to $14.40 for the coordinator position.

Before, the overall pay range for admitting
positions was $6.90 to $12-plus, she adds, but
employees were paid by position and seniority,
not by skill level.

Under the new pay system, Saber predicts, the
majority of the access employees will eventually
be at level two, with relatively few making it to
level three. “There’s one person who’s on the bor-
derline between level one and level two,” she says.
“We’ve said she could stay in level two but has
nine months to get a medical terminology class.”

No one will have his or her salary reduced,
Saber adds, “but they might reach a point where
they won’t make any more money.”

There is some dissent regarding the new
ranges, she says. “Four financial counselors feel
that because tradition is that financial counselors
always got paid more, they don’t want to change
and learn more [skills]. They are unwilling to
adapt to cross-training.”

Team members who are not receptive to the
changes probably won’t stay on the job for long,
Saber adds. “They will choose to leave because
they won’t be comfortable. This is a new era of
access services.”

Pay adjustments called for under the new
arrangement will cost roughly $60,000 the first
year, Saber says, a cost she predicts will be offset
by reduced turnover. “We have found that it costs
the health system about a year’s salary when
someone leaves,” she explains. “[Access employ-
ees] average about $17,000 a year. Last year,
about 97 left, which was a 45% turnover and a
total cost of $1.7 million.”

Fifty percent of those who left, Saber adds, did
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so because of dissatisfaction with pay. In return
for her boss’s approval of the new pay ranges,
she has promised to reduce that part of the
turnover — amounting to about $850,000 in costs
to Baycare — by half, which would save the
health system $425,000, she says.

At the Baycare facilities where access employ-
ees previously were paid the least, turnover has
been the highest, Saber points out, while at those
paying the most, fewer employees left and almost
none because of money.

“I’ve said I’ll make half of that [dissatisfied]
population happy,” Saber notes. “So an invest-
ment of $60,000 will save the health system
$425,000. It’s one of my goals for next year.”

The new pay ranges are exciting, she says,
because they allow her to pay employees more,
not just because they’ve been around forever, but
because their skill level is higher. “In the past,”
Saber adds, “I haven’t been able to offer compe-
tent people the money.”  ■

CQI push boosts accuracy,
preregistration rate
Effort dispels ‘preconceived notions’

Using a dual-faceted continuous quality
improvement (CQI) process, the patient

access services department at Lafayette (LA) Gen-
eral Medical Center (LGMC) boosted its percent-
age of preregistered patients and increased
registration accuracy, says Jeri Pack, director of
access services.

The department is 18 months into a CQI effort
that began with training by the Wilton, CT-based
Juran Institute and culminated with consulting ini-
tiatives from Ernst & Young, Pack adds. “Two
major purposes of these initiatives were to revise
internal processes and eliminate equipment or
support barriers that hinder productivity.

As of February 1999, the preregistration rate
was 84%, up from 42.6% when the process began

in October 1997, and registration accuracy was
87%, up from 70%, she says. The department con-
tinues to work toward a benchmark of 100% for
preregistration and 95% for registration accuracy.

The quality initiative began after selected
LGMC staff received two to three days of in-depth
training on Juran’s CQI process and LGMC’s man-
agement decided to establish an official project,
Pack says. The first areas chosen to be redesigned
were access services, escort services, and medical
records. (See list, p. 58.)

“We completed that process in February 1998,
and then in April 1998 revised some of the ‘rem-
edy design features,’ as Juran calls them, that we
had developed,” Pack explains. “Simultaneously,
Ernst & Young came on campus and did similar
quality processes, using a different method.”

The Ernst & Young initiatives were put in place
throughout the institution, not just in the areas
targeted by Juran, and tended to be broader in
focus, she says. “When Ernst & Young came in,
we rolled over our information to them, and in
July 1998, they completed their ‘value proposi-
tions,’ which were the same as Juran’s remedy
design features.”

The experience with Ernst & Young, she notes,
“not only validated that what we had begun was
good, but also gave us more firm direction in how
to get there.” The mission statement developed for
access services was, “LGMC scheduling/preregis-
tration process does not meet expectations as
demonstrated by responses from our customers.”
(The box on p. 60 shows how the mission state-
ment fits into the Juran process.)

Among the tools used to identify parts of the
process that needed to be corrected or improved
was a fishbone diagram, Pack says. The diagram
specified problem areas under various headings.
(See diagram, p. 59.) For example, under the
heading “Dr.’s Office,” the contributing factors
include such items as “no written orders” and
“no lead time to schedule.”

The team completed surveys to gain input 
from the access department’s customers, including
patients, physicians’ offices, and the resource areas
for which scheduling is being done, she says. The
resource areas, for example, were asked these
“yes” or “no” questions, with room for comments:

❏ Was this patient scheduled correctly?
❏ If a physician was needed for the procedure,

was he notified?
❏ Was the right procedure ordered?
❏ Did the physician’s orders accompany the

patient?
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❏ Did the routing slip accompany the patient?
❏ Was all clinical information given to the

patient correctly?
These are the objectives specified under the

mission statement:
❏ Ninety-eight percent of all scheduled

patients will be preregistered prior to the date of
service with an accuracy rate of 95%.

❏ Patients will receive comprehensive general
and clinical information needed prior to service.

❏ Scheduling staff, not voice mail, will respond
to customers within four rings, and customers will
not be put on hold for more than 30 seconds.

❏ Accuracy rate of all scheduled patients
(accounts) will equal 95%.

❏ Physician orders will be routed to the appro-
priate destination 100% of the time.

One of the major quality improvement goals
was to modify registration processes to increase
the percentage of preregistered scheduled patients
to 100%, Pack says. (Ernst & Young consultants
changed the revised goal of 98% back to 100%, she
notes.) This goal was to be accomplished by estab-
lishing flexible staffing schedules for preregistra-
tion personnel, with some moving to an earlier
schedule and others working later hours.

As a result, the department averaged seven
additional preregistrations for those who worked
later, and 10 more per day for staff who moved to
the earlier shift, Pack says.

“You always have preconceived notions of
what the problem might be, and sometimes you
go stampeding off to correct it, and you’re on the
wrong track,” she points out. “The value of orga-
nized QI processes is that it forces you to gather
data objectively, put it in an objective format, and
review it with a team.”

The schedule changes were a case in point,
Pack says. “We all were determined that to
accomplish more preregistrations, we needed 
to shift more people into the late shift,” she
adds. “But what we discovered is that people
don’t want to be disturbed at that time. We were
more successful in shifting staff to earlier in the
day, calling people at 7 in the morning.”

Solution is in software

Because of the high number of calls that 
must be made to accomplish a preregistration —
maybe 55 calls to schedule 40 CT patients, for
example — it will be difficult to reach the goal of
preregistering 100% of scheduled patients, Pack
points out. For that reason, the CQI team decided
to work toward a quick outpatient registration
through new software from Atlanta-based
McKesson-HBOC, she says. 

“The main reason to preregister is so that on
the day of service, we don’t have to go through a
lengthy process involving 14 to 17 computer
screens,” she explains. “In December 1998, we
installed OPRR [Outpatient Registration Rapid],
an upgrade that reduced that to seven screens.
It’s now not as critical that [patients] are preregis-
tered because we can rapidly register them when
they come in.”

However, she adds, “we still want to preregis-
ter and to monitor to make sure insurers that
require precert before service are called and the
precert is started.”

58 HOSPITAL ACCESS MANAGEMENT ™ / May 1999

(Continued on page 60)

CQI Access
Development of Operational Definitions

1. Customers:
Patients, physician office staff, physi-
cians, service providers = resource area 
and registration areas, family.

2. Scheduling:
Booking an appointment for a patient to 
receive specific service and providing 
needed information to render the service.

3. Preregistration: 
Telephone contact with patient and/or 
guardian to gather/verify demographic 
and financial information for billing and 
enter in HBO system.

4. Insurance Verification: 
Telephone contact with insurer to verify 
coverage for requested service.

5. Doctor’s Orders:
Written orders for procedure/service/ 
surgery signed by ordering physician and 
/or written order transcribed from verbal 
request from ordering physician for pro-
cedure/service/surgery.

6. Comprehensive Information (for patient): 
Prep for procedure, location, parking, 
time of procedure, general information 
about visit, things to bring.

7. Appropriate Destination (for doctor’s orders):
a. Orders are at point of service at time 
of service delivery or before.
b. Orders received in scheduling flow to 
preregistration to time of visit notification 
to point of service.

Source: Lafayette (LA) General Medical Center.
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LGMC has a scheduling system, One Call
Combined, from Atlanta-based Per Se, that it has
been implementing over the past two years, Pack
says, with an interface for surgical patients and
outpatients. “That interface downloads basic
scheduling information — name, procedure, date,
insurance. Preregistration [staff] pull from that
listing priority patients, including [those sched-
uled for] surgeries, magnetic resonance imaging,
and other big-ticket items, and put those at the
top of the list. They also pull out mammograms,
for which we know precert is required.”  ■
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Juran’s QI process project
1. Identify a project:

— nominate projects;
— evaluate projects;
— select a project;
— ask: Is it quality improvement?

2. Establish the project:
— prepare a mission statement;
— select a team;
— verify the mission.

3. Diagnose the cause:
— analyze symptoms;
— confirm or modify the mission;
— formulate theories;
— test theories;
— identify root causes.

4. Remedy the cause:
— evaluate alternatives;
— design remedy;
— design controls;
— design for culture;
— prove effectiveness;
— implement.

5. Hold the gains:
— design effective quality controls;
— foolproof the remedy;
— audit the controls.

6. Replicate results/nominate new projects:
— replicate new project results;
— nominate new projects.

Source: Lafayette (LA) General Medical Center.


