
Hospitalists: Do they represent 
a best practice for patients?
Their use expands even as debate broadens

They go by a number of names. By some accounts, their numbers
are swelling. To some players in the health care industry, they 
represent a promising means to more closely control costs. To 

others, their presence signifies a dangerous rift in the close relationship
between patient and primary physician.

Hospitalists —  inpatient physicians, hospital managers, inpatient con-
sultants, admitting officers — are definitely in the news. In the business
press, The Wall Street Journal recently called them the “new breed of doc-
tors taking full charge of stays in the hospital.” Meanwhile, an entire vol-
ume of the American College of Physicians’ Annals of Internal Medicine
was recently devoted to a review of the hospitalist movement in the
United States.

Even though the role of hospitalists in the nation’s health care system
seems destined to grow, a sometimes-heated debate over this model of
care remains under way. In this issue of Healthcare Benchmarks, we’ll 
present some facts and benchmarkable data about hospitalists and the
controversy engendered by their emergence. Next month, we’ll take a
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• Hospitalists are physicians dedicated to the care of hospitalized patients.
• The use of hospitalists is growing rapidly nationwide, primarily in mar-

kets marked by competitive managed care environments. 
• When hospitalists are used, length of stay and costs are cut about 20%.
• The “handoff” of the patient from primary physician to hospitalist upon

admission is seen by many as a weak, and possibly fatal, characteristic
of the hospitalist model.

• The key to making the hospitalist model work in today’s health care sys-
tem is to make the “handoff at the hospital” voluntary, thereby garnering
vital primary physician support.

Hospitalists: Do they improve care?

First of a two-part series



closer look at how a number of health care organi-
zations have used this model to their — and their
patients’ — benefit.

Simply stated, “A hospitalist is a physician dedi-
cated to the care of hospitalized patients,” accord-
ing to the National Association of Inpatient
Physicians (NAIP). “Hospitalists coordinate all
aspects of an inpatient’s care, including regular vis-
its to the bedside, ordering tests and medications,
integrating recommendations from the specialists,
and updating the family until discharge when care
is transferred to the patient’s primary physician.”

Hospitalist is a job description, according to
NAIP co-president, Winthrop F. Whitcomb, MD,
“although I think that ultimately it will become a
recognized specialty.” About 55% of practicing
hospitalists are trained in general internal
medicine, he notes. Another 35% are trained in a
subspecialty such as critical care or pulmonary
medicine, about 6% in family practice, and the
remainder mostly in pediatrics.

The number of hospitalists is growing, and
that growth has been explosive. According to
Whitcomb, NAIP estimated that some 300 doc-
tors were practicing hospitalists in 1995; by mid-
1999, that figure had grown to 4,000. “By the time
things level out in the next decade,” he says, “we
estimate that there will be approximately 20,000
practicing hospitalists nationally.”

Hospitalists work from a variety of platforms.
A survey of 400 NAIP members at the end of 1997
showed that 35% of them were employed by a
medical group, he says. Meanwhile, some 23%
were employed by hospitals, 14% by HMOs, and
another 12% by freestanding, hospitalist-only
medical groups.

Since first emerging in northern California in the
early 1990s, the hospitalist model for inpatient care
has gained a lot of ground, according to Robert M.
Wachter, MD, in the department of medicine at the
University of California, San Francisco. “In the Bay
area, you pretty much cannot find a hospital now
that doesn’t use hospitalists for at least part of their
inpatient care,” he notes. 

Elsewhere, the hospitalist movement has taken
root in a variety of markets, he says. “In general,

you are seeing it happen a bit more quickly in
markets that have more competitive environ-
ments where there is a lot of managed care,” such
as Los Angeles, San Diego, and Minneapolis.
“But at the same time, I have been struck by the
fact that you also see this model of care in mar-
kets where there is almost no managed care, such
as some rural areas,” he notes.

Advantages touted for patients, physicians

Proponents of the hospitalist model focus
many of their arguments on economics. “On
average, most places that have developed hospi-
talist programs have seen decreases in patient
care costs and [length of stay] of about 20%,” 
says Wachter. 

Other major advantages of the hospitalist
model, as published in a 1998 report by the
Council on Medical Service of the American
Medical Association titled “The Emerging Use 
of Hospitalists,” include:

❒ Improved quality of care and clinical out-
comes in the inpatient setting due to the increased
expertise and experience of hospitalists, particu-
larly with respect to severely ill patients.

❒ Improved efficiency and patient satisfac-
tion in the inpatient setting because the hospital-
ist is available throughout the entire day to see
hospitalized patients and to assess potential
admissions from the emergency room.

❒ Improved quality, efficiency, and patient
satisfaction in the outpatient setting because the
practice of the office-based physician is not inter-
rupted by inpatient rounds and midday emer-
gencies with hospitalized patients, and time is
not wasted traveling to and from the hospital.

❒ Enhanced accountability and investment in
the hospital quality improvement process due
to the hospitalist being located in the hospital for
a considerable portion of each day.

There are a number of potential disadvantages
to the hospitalist model — one of which, in the
eyes of many, undermines all the purported bene-
fits. “When the primary physician doesn’t follow
the patient into the hospital, the continuity of
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care is negatively affected,” according to Lanny
Copeland, MD, president of the American
Academy of Family Physicians. 

This is a valid concern, says Whitcomb. “The
handoff of the patient from primary physician to
hospitalist upon admission is definitely the weak
link in the chain,” he notes. “When care is trans-
ferred from one physician to another, there is typ-
ically a ‘voltage drop’ in information that goes
along with the patient. 

Copeland also has other concerns. “Cost sav-
ings [resulting from hospitalist use] have been
talked about, but I have seen no figures to sub-
stantiate it as cost-effective,” he says. “Indeed, I
sometimes wonder if a hospitalist that does not
know a patient — despite having discussed the
patient with the primary physician — may be
more inclined to order more in the way of studies
and tests.”

While the jury may still be out on whether the
hospitalist model saves health care payer dollars,
“Managed care companies are looking at prelimi-
nary data showing hospitalists cut costs by roughly
10% to 25%,” says Whitcomb. As a result, many
MCOs, primarily in Texas, Missouri, and Florida,
“are requiring their primary care physicians to
hand off hospital care, effectively mandating the
use of hospitalists.”

This approach has caused a backlash on the
part of primary care physicians and organized
medicine, according to Whitcomb. This is unfor-
tunate, he says. “It is critical that primary physi-
cians be vested in the success of the hospitalist
model because it is a good model for outpatient
as well as inpatient care,” says Whitcomb. 

“When primary physicians hand off to hospi-
talists, it changes the way they practice office
medicine. We’ve seen data showing that access,
wait times, and patient satisfaction in outpatient
settings improve with the use of hospitalists
because of the increased availability of primary
physicians who aren’t making trips to the hospi-
tal any more,” he says.

The key to making the hospitalist model work
in today’s health care system is to make the
“handoff at the hospital” voluntary, which is the
official NAIP position, according to Whitcomb. 

“The primary physician has to endorse the
hospitalist to the patient, introduce the patient
to what is going on, and assure the patient that
there will be continued communication between
the primary physician and the hospitalist,” he
explains. Cooperation between the two care-
givers is essential to avoiding the “voltage

drop” phenomenon. At the same time, “this
cooperation will not occur under the ‘manda-
tory’ hospitalist model.”

There may be lessons to learn from the past.
Today’s hospitalist debate mirrors questions
raised earlier this century about the use of emer-
gency room physicians, says Norm Jacobson,
MD, chairman of San Antonio-based Hospital
Inpatient Management Systems, a company that
provides hospitalists to health care organizations. 

“Many doctors were initially very threatened by
the introduction of ER physicians; they thought
they would lose patients and revenues. But it was
the right thing to do from a quality standpoint,” he
notes. It took a few years for the doctors’ fears to
prove unfounded, adds Jacobson, “and now ER
physicians are a centerpiece of the way health care
is delivered in our country today.”

[For more information, contact:
• The National Association of Inpatient Physicians,

Independence Mall West, Sixth St. at Race, Philadel-
phia, PA 19106. Telephone: (215) 351-2740 or (800)
843-3360. Web site: http://www.acponline.org.

• Robert M. Wachter, MD, University of California
San Francisco, Department of Medicine, P.O. Box
0120, 505 Parnassus Ave., San Francisco, CA 94143.
Telephone: (415) 476-5632.

• American Academy of Family Physicians, 880
Ward Parkway, Kansas City, MO 64114. Telephone:
(816) 333-9700. E-mail: fp@aafp.org. Web site:
http://www.aafp.org.

• Norm Jacobson, MD, Chairman, Hospital
Inpatient Management Systems, 8-38 Wurzbach
Road, Suite 360, San Antonio, TX 78229. Telephone:
(210) 614-0500.]  ■

FDA publishes checklist 
of Y2K high-risk devices 
Critical equipment on list subject to change

You already know the year 2000 (Y2K) is right
around the corner. You really don’t need to 

be reminded that there’s not much time left for
health care organizations and facilities to make
final preparations for Y2K-related problems. And
it’s certainly not news to you that there is a wide
range of computer-controlled and/or reliant medi-
cal devices that could be subject to failure when
the coming new year dawns — possibly endanger-
ing your patients and exposing your organization
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to losses resulting from the ensuing litigation. 
No one knows exactly to what extent the Y2K

problem will affect medical devices. According to
a statement from the Food and Drug Administra-
tion’s (FDA) Center for Devices and Radiological
Health (CDRH), “The vast majority of medical
devices will function without any potential health
or operational problem after Dec. 31, 1999. Some
may have a minor problem, such as displaying an
incorrect indication for the year (for example, 00
instead of 2000), and these will likely not signifi-
cantly affect a patient’s health. A very small num-
ber of medical devices will encounter a real
problem because of the switch to the new millen-
nium, unless they are corrected prior to being
used after Dec. 31, 1999.”

In order to help health care organizations
home in on potential problems with medical
devices, the FDA has developed a list of types of
computer-controlled, potentially high-risk medi-
cal devices that have the potential for the most
serious consequences for the patient should they
fail because of date-related problems. 

According to a statement from the agency,
inclusion of a type of device on this list does not
mean that all devices of this type have a date-
related problem (i.e., are Y2K-noncompliant) or, if
they are Y2K-noncompliant, that they necessarily
pose a significant risk to patients. Rather, this list
includes those types of devices that could pose a
risk to patients if the date-related failure affects
the function or operation of the device. 

FDA will use this list to identify those devices
(along with their manufacturers) that would pre-
sent the most serious risks to patients if they
experienced a Y2K-related failure. This will help
the agency to focus attention on the devices that
could present the highest levels of risk. 

The list includes the types of computer-con-
trolled devices whose failure to function as
designed or expected could result in immediate
and serious adverse health consequences. These
potentially high-risk devices are those that are:

1. used in the direct treatment of a patient,
where device failure could compromise the treat-
ment or could injure the patient; 

2. used in the monitoring of vital patient
parameters and whose data are immediately nec-
essary for effective treatment;

3. necessary to support or sustain life during
treatment or patient care. 

The list does not include diagnostic devices
whose failure would not result in immediate
harm to the patient, even though the diagnostic
information they provide might be unavailable or
incorrect. However, a few diagnostic devices
have been included if the results of calculations
or other information processing by the device
would not be readily apparent to the user, and a
Y2K failure of the device could reasonably lead to
serious adverse health consequences before being
detected by the user.

This list of computer-controlled potentially high-
risk devices will be used by the FDA for several
purposes, according to the agency, and can also
provide a guide to health care facilities regarding
the types of devices that should receive priority 
in their assessment and remediation of medical
devices.

The FDA will identify all manufacturers of
these types of devices. These manufacturers will
be candidates for further oversight to provide
increased assurance that product Y2K status has
been carefully assessed and that any Y2K-related
upgrade has been developed and tested in accor-
dance with the quality system regulations. That
oversight may include facility inspection or audit.
The FDA will also ascertain whether these manu-
facturers have made Y2K-status information
available to users, and when appropriate, users
have received notification regarding any neces-
sary remedial action.

“This list should not be considered a definitive
list of all high-risk devices,” the FDA emphasizes.
“It was developed by FDA staff based on their
assessment of the types of devices that have the
greatest potential for direct patient risk should they
fail to correctly process date-related information.
The list may change as FDA receives comments 
on the types of devices included in the list.”
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• The federal Food and Drug Administration
(FDA) has developed a list of types of medical
devices that have the potential for the most
serious consequences for patients should they
fail because of Y2K-related problems.

• This list of computer-controlled potentially high-
risk devices can provide a guide to health care
facilities regarding the types of devices that
should receive priority in their assessment and
remediation of medical devices.

• The list may change as the FDA receives com-
ments on the types of devices included in the list.
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CLASSIFIED DEVICES (with classi -
fication regulation number followed
by classification name):

• 862.1345 glucose test system 
• 862.2140 centrifugal chemistry

analyzer for clinical use 
• 862.2150 continuous flow sequen-

tial multiple chemistry analyzer for
clinical use 

• 862.2160 discrete photometric
chemistry analyzer for clinical use 

• 862.2170 microchemistry analyzer
for clinical use 

• 868.1150 indwelling blood carbon
dioxide partial pressure (PCO2)
analyzer 

• 868.1200 indwelling blood oxygen
partial pressure (Po2) analyzer 

• 868.1730 oxygen-uptake computer 
• 868.2375 breathing frequency

monitor 
• 868.2450 lung water monitor 
• 868.5160 gas machine for anes-

thesia or analgesia 
• 868.5330 breathing gas mixer 
• 868.5400 electroanesthesia

apparatus 
• 868.5440 portable oxygen 

generator 
• 868.5470 hyperbaric chamber 
• 868.5610 membrane lung (for

long-term pulmonary support) 
• 868.5830 autotransfusion 

apparatus 
• 868.5880 anesthetic vaporizer 
• 868.5895 continuous ventilator 
• 868.5925 powered emergency

ventilator 
• 868.5935 external negative pres-

sure ventilator 
• 868.5955 intermittent mandatory

ventilation attachment 
• 870.1025 arrhythmia detector and

alarm 
• 870.1750 external programmable

pacemaker pulse generator 
• 870.3535 intra-aortic balloon and

control system 
• 870.3545 ventricular bypass

(assist) device 
• 870.3600 external pacemaker

pulse generator 
• 870.3610 implantable pacemaker

pulse-generator 
• 870.3700 pacemaker programmers 

• 870.4220 cardiopulmonary bypass
heart-lung machine console 

• 870.4320 cardiopulmonary bypass
pulsatile flow generator 

• 870.4330 cardiopulmonary bypass
on-line blood gas monitor 

• 870.4360 nonroller-type cardiopul-
monary bypass blood pump 

• 870.4370 roller-type cardiopul-
monary bypass blood pump 

• 870.4380 cardiopulmonary bypass
pump speed control 

• 870.5225 external counter-pulsat-
ing device 

• 870.5300 dc-defibrillator low
energy (including paddles) 

• 876.5270 implanted electrical uri-
nary continence device 

• 876.5630 peritoneal dialysis sys-
tem and accessories 

• 876.5820 hemodialysis systems
and accessories 

• 876.5860 high permeability
hemodialysis system 

• 876.5870 sorbent hemoperfusion
system 

• 876.5880 isolated kidney perfu-
sion and transport system and
accessories 

• 880.5130 infant radiant warmer 
• 880.5400 neonatal incubator 
• 880.5410 neonatal transport

incubator 
• 880.5725 infusion pump 
• 882.5820 implanted cerebellar

stimulator 
• 882.5830 implanted diaphrag-

matic/phrenic nerve stimulator 
• 882.5840 implanted intracere-

bral/subcortical stimulator for 
pain relief 

• 882.5850 implanted spinal cord
stimulator for bladder evacuation 

• 882.5860 implanted neuromuscular
stimulator 

• 882.5870 implanted peripheral
nerve stimulator for pain relief 

• 882.5880 implanted spinal cord
stimulator for pain relief 

• 884.1700 hysteroscopic insufflator 
• 884.1730 laparoscopic insufflator 
• 884.2660 fetal ultrasonic monitor

and accessories 

The following device classifica -
tions include radiation treatment
planning systems that are acces -
sories to these device types:

• 892.5050 medical charged-particle
radiation therapy system

• 892.5300 medical neutron radiation
therapy system

• 892.5700 remote-controlled
radionuclide-applicator system

• 892.5750 radionuclide radiation
therapy system

• 892.5900 X-ray radiation therapy
system

Post-medical device amendments
Class III devices, and devices not
yet classified:

• Ventilator, high-frequency 
• Cardioconverter, implantable 
• Defibrillator, automatic

implantable cardioverter 
• Defibrillator, implantable, dual

chamber 
• Pulse-generator, dual chamber,

implantable 
• Pulse-generator, program module 
• Pulse-generator, single chamber,

sensor driven, implantable 
• Pulse-generator, single chamber 
• System, pacing, temporary, acute,

internal atrial defibrillation 
• Automated blood cell and plasma

separator for therapeutic purposes 
• Lipoprotein, low density, removal 
• Separator for therapeutic pur-

poses, membrane automated
blood cell/plasma 

• Pump, drug administration, closed
loop 

• Pump, infusion, implanted, 
programmable 

• Kit, test, alpha-fetoprotein for 
neural tube defects 

• Stimulator, cortical, implanted 
for pain

• Stimulator, electrical, implanted,
for parkinsonian tremor 

• Stimulator, sacral nerve, implanted 
• Stimulator, spinal-cord, totally

implanted for pain relief 
• Stimulator, subcortical, implanted

for epilepsy 
• Device, thermal ablation,

endometrial 

FDA’s List of Potentially High-risk Medical Devices 



[For more information, contact:
• Thomas Shope, (HFZ-140), Center for Devices and

Radiological Health, 9200 Corporate Blvd., Rockville,
MD 20850. Telephone: (301) 443-3314, ext. 32.

• The CDRH Web site: http://www.fda.gov/cdrh/.
Click on “Year 2000 Information.”]  ■

Do report cards score with
patients and doctors?
AHCPR report questions reliability of profiles

Anew study sponsored by the U.S. Agency for
Health Care Policy and Research (AHCPR)

questions whether the current generation of
“physician report cards” can really provide peo-
ple with information on how well individual doc-
tors manage specific health conditions and
whether they can help people select doctors, or
help doctors improve their own performance. 

The study looked at how doctors in three types
of medical practices — a large West Coast HMO,
an urban medical school teaching clinic in the
Midwest, and a group of private-practice physi-
cians in New England — managed patients with
Type 2 diabetes. This particular disease was
selected for its prevalence in primary care prac-
tice and because the way doctors manage dia-
betes can affect outcomes in their patients.

The researchers found that the report cards, or
physician profiles, for diabetes were unable to
reliably detect true practice differences among
doctors at the three medical practices studied.
Differences in how the physicians managed their
patients’ diabetes (e.g., their practice styles) con-
tributed only 4%, at the most, to the overall vari-
ance in their patients’ hospitalization, office visit,
laboratory use, and blood sugar level control
rates. The difficulty in using these outcomes to
evaluate physician performance was due, in large
part, to the relatively small number of diabetic
patients managed by each doctor.

An abstract of the study in the June 9 Journal of
the American Medical Association states: “For profiles
based on hospitalization rates, visit rates, labora-
tory utilization rates, and glycemic control, 4% or
less of the overall variance was attributable to dif-
ferences in physician practice and the reliability of
the median physician’s case-mix-adjusted profile
was never better than 0.40.” 

At this low level of physician effect, “a physician

would need to have more than 100 patients with
diabetes in a panel for profiles to have a reliability
of 0.80 or better [while more than 90% of all pri-
mary care physicians at the health maintenance
organization had fewer than 60 patients with 
diabetes].”

The abstract further observes, “For profiles of
glycemic control, high outlier physicians could
dramatically improve their physician profile
simply by pruning from their panel the one to
three patients with the highest hemoglobin A1c
levels during the prior year. This advantage
from gaming could not be prevented by even
detailed case-mix adjustment.” 

“Our findings do not mean that we physicians
should not be accountable for our patients’ out-
comes, nor that attempts to evaluate the medical
and quality-of-life outcomes of our care are futile
because the average doctor doesn’t see enough
patients for a specific condition to make analysis
meaningful,” says Sheldon Greenfield, MD, a
co-author of the study. “Instead, the findings sug-
gest that health plans and hospitals need to take a
better look at the science they’re using to do
report cards.”

According to Greenfield, who is with the New
England Medical Center in Boston, each of the
physicians in the study would have had to have
managed over 100 diabetic patients for the
researchers to detect any meaningful differences
among them. “Apart from hypertension, it is dif-
ficult to imagine that there would be enough
cases per primary care physician to construct
disease-specific  profiles for almost any other
chronic condition,” says Greenfield, who adds
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• A study sponsored by U.S. Agency for Health
Care Policy and Research showed that physi-
cian report cards (physician profiles) for dia-
betes were unable to reliably detect true
practice differences among doctors at three
types of medical practices studied.

• The difficulty in using outcomes to evaluate
physician performance in this study was due, in
large part, to the relatively small number of dia-
betics managed by each doctor. 

• A major problem with the current method of
profiling individual doctors is the process can
backfire if linked to powerful incentives not to
have patients whose conditions are hard to
manage and/or incur high costs. 
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that doctors sometimes receive evaluations
based on as few as four patients. 

“The science does not support such reckless use
of numbers for judging physicians,” according to
Greenfield. “More accurate judgments could be
made if physicians were evaluated in groups for
the purpose of treating specific diseases.” 

The lead author of the study, Timothy P.
Hofer, MD, of the VA Ann Arbor Healthcare
System and the University of Michigan, says that
another problem with the current method of pro-
filing individual doctors is that the process can
backfire if linked to powerful incentives not to
have patients whose conditions are hard to man-
age and/or who incur high costs. 

“The easiest way a doctor can avoid becoming a
‘deselected provider,’ — that is, not have a bad
report card — is to ‘deselect,’ or drop problematic
patients,” says Hofer. “In our opinion, those
implementing such profiling systems would be as

much to blame as the doctors who deny care to the
most vulnerable people needing medical help.”

“Report cards on doctors may one day help
Americans make informed choices,” states John
M. Eisenberg, MD, administrator of AHCPR.
“But as this study so clearly shows, the current
technology for profiling physicians is not reliable
enough to detect practice differences with the
number of patients a doctor normally sees for a
given condition,” he notes, adding, “We need
more research to improve physician evaluation.” 

[For additional information, contact:
• AHCPR Public Affairs, Executive Office Center,

Suite 600, 2101 East Jefferson St. Rockville, MD
20852. Telephone: (301) 594-1364. Web site:
http://www.ahcpr.org.

• Timothy Hofer, MD, VA Center for Practice
Management and Outcomes Research, P.O. Box
130170, Ann Arbor, MI 48113.] ■
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‘Balanced Scorecard’ helps
fix Overlake strategic plan
Quality targets make the rubber meet the road 

Overlake Hospital Medical Center seemed to
have a pretty good strategic plan to carry it

into the new millennium. It was chock full of
market analysis, the requisite vision/mission
statements, and impressive goals and objectives.
But over time, it became apparent there was an
important piece missing. 

The missing piece of the plan was a mechanism
for measuring performance. The 257-bed non-
profit, non-tax-supported hospital in Bellevue,
WA, had carefully thought out and articulated
goals such as “partnering with the community”
and “improving overall quality of care.” However,
these goals were not attached to any kind of spe-
cific, quantifiable targets and measures that would
provide feedback on how they were achieved. In
other words, while Overlake knew what it wanted
to be and what it needed to do to improve, it had
no defined quality indicators or targets for assess-
ing how well “the rubber was meeting the road”
in its quest to meet its goals and objectives. 

“We needed to figure out what measures we
would use to determine if we were reaching our
goals,” says Carolyn St. Charles, RN, MBA,
president of the St. Charles Consulting Group 
in Issaquah, WA, a health care consulting firm
involved in strategic planning, business plan-
ning, and performance improvement. Over a
period of about six months in 1998, during her
tenure as vice president for Strategic Services at
Overlake, St. Charles used the principles of the
“Balanced Scorecard” to help develop these mea-
sures while revising the hospital’s strategic plan.
She also spent a lot of time soliciting input from
the many constituencies whose members hold a
stake in Overlake. And when it came time to sell
the newer, better plan to the hospital’s board of
trustees, she used the format of a high-school
science fair to help gain their approval. 

Overlake was definitely not alone in its
predicament. “The vast majority of hospitals do

• A viable strategic plan includes well-defined
performance measures and targets.

• Kaplan & Norton’s “Balanced Scorecard” is a
useful (but not widely used) tool to help hospi-
tals in the strategic planning process.

• A viable strategic plan requires input from all of
a hospital’s “stakeholders.”

• Make the planning process fun, visual, and
interactive.

Key points



not have a performance measurement system
that links back to strategic goals and objectives,”
says St. Charles. And of the ones that do, very
few look at individual performance measures
and their impact within the context of the entire
organization, she notes, unless they utilize the
principles of the Balanced Scorecard.

The Balanced Scorecard was developed by Drs.
Robert S. Kaplan and David P. Norton in 1992 and
is the topic of a best-selling book, The Balanced
Scorecard: Translating Strategy into Action. The con-
cept is implemented, according to some estimates,
by 40% of the Fortune 1000, but is currently little-
used in the health care industry. “The Balanced
Scorecard is a methodology for developing perfor-
mance measures and targets that are aligned with
organizational strategy,” says St. Charles. “It trans-
lates an organization’s mission and strategy into a
comprehensive set of performance measures that
provides the framework for a strategic measure-
ment and management system.”

“The Balanced Scorecard provides an enterprise
view of an organization’s overall performance,”

according to the Lincoln, MA-based Balanced
Scorecard Collaborative, an organization founded
and managed by Kaplan and Norton. It does so
“by integrating financial measures with other key
performance indicators around customer satisfac-
tion, internal business processes, and organiza-
tional growth, learning, and innovation.”

Central to the Balanced Scorecard is the notion
that “squeezing the balloon in one place makes it
pop out in another,” says St. Charles. “This means
that you have to recognize that one department’s
actions can have a direct impact on those of others;
for example, finance’s goal of driving down costs
can affect many aspects of care quality or patient
satisfaction,” she explains. At Overlake “We real-
ized that we had to stop compartmentalizing the
pieces of our operation. We started viewing
Overlake as a whole in terms of goals and perfor-
mance measures, which is different from what
most health care organizations are doing now.” 

In revamping the Overlake strategic plan, St.
Charles relied heavily on the various groups that
could be considered “stakeholders” in the hospi-
tal. “We spent a tremendous amount of time get-
ting input from all of the multiple constituencies
that operate in the hospital as we developed our
strategic plan — and there were a lot of them,
trust me,” she recounts. 

At Overlake (and, in varying mixes, at all 
hospitals), these constituencies/stakeholders
included internal groups such as the board of
trustees, physicians, other medical practitioners,
and administrators/managers, according to St.
Charles. Major players also included members of
external groups, such as vendors/suppliers, pay-
ers, and other health care professionals in the
Bellevue community, she notes.

The input of these groups was crucial for a cou-
ple of reasons, St. Charles explains. “As we looked
at the major service lines at Overlake, engaging
each of these constituencies in a discussion about
the marketplace — as they saw it — provided us
with invaluable market intelligence.” The process
also helped define strategic goals and, perhaps
more importantly, performance measures, “as
people told us, based on their experience, what
critical items Overlake needed to work on to
become a really outstanding facility,” she adds.

After obtaining input from the various Overlake
constituencies and doing the requisite massaging,
St. Charles, her department, and other managers
involved in the process were ready to present their
draft work to the hospital’s board of trustees. The
method chosen was an all-day Saturday retreat at
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Implementing Your Strategic Plan 
✔ Think of the Balanced Scorecard as a tool — 

not just an end to itself.
✔ Never underestimate the power of passionate

leadership from the executive team.
✔ Liberally steal ideas from other organizations,

but make your balanced scorecard reflect your
organization’s unique strategy.

✔ Make sure the measures you choose reflect
your strategic goals and objectives and can
drive improvement when changes occur.

✔ It’s OK to start using your balanced scorecard,
even if it’s not 100% complete. It’s nature is one
of evolution.

✔ Take time to help the organization understand
how to interpret data and statistical change. It
will save a lot of explaining.

✔ Use the Balanced Scorecard as a strategic
management system to align the whole organi-
zation, top to bottom, with what you are trying 
to accomplish.

✔ Use graphs and pictures instead of just numbers
whenever you can.

✔ Learn to live with ambiguity.
✔ Have fun!
✔ Last but not least — just do it.

Source: The Balanced Scorecard Strategic Management System:
A Practical Guide for Healthcare Implementation; Donna Foth-
Collins and Carolyn St. Charles; Issaquah, WA.



a local convention center. “We thought we had a
pretty good draft,” she says, “and we put together
this board retreat in order to talk to all the board
members, along with medical staff, foundation
staff, volunteers, about our strategic plan and
what it was we were accomplishing.”

Eager to avoid the situation where a series of
“talking heads” present information to an audience
that grows increasingly restless with each speaker,
St. Charles organized the retreat along more
unique lines. “Instead of speeches about the plan,
we had staff and managers put together a booth for
each component, much like you’d find at a trade
show — or a high-school science fair,” she says. 

Each booth at the Overlake board retreat fea-
tured written and graphic information about
goals, objectives, and performance measures,
says St. Charles, “along with a staff member,
manager, or doctor who was ready to talk to any-
one who wanted more information or explana-
tion.” Many retreat participants “knew a lot
about one part of the plan but maybe not about
other components,” she notes. In the science fair
environment, “Participants were able to basically
just walk around and get whatever information
they felt they needed about any component of the
plan,” says St. Charles. “And, at the same time,
the got to talk to each other.”

Initial misgivings about this format proved
groundless. “It turned out to be awesome,” she
says. “Our CEO gave an initial overview, and
then we just let everybody loose on the booths.”
After a couple of hours, she says, “We couldn’t
get anybody to break for lunch; no one would
leave the science fair floor.” 

Participants wouldn’t leave because they were
engaged in what they were doing. “Everybody
was busy talking to each other,” says St. Charles.
Managers and physicians were trading views on
goals, objectives, and performance measures, she
says, “and staff members were locked in one-on-
one conversations with individual board members
about what the plan was all about — in many
cases, to the delight of the board members.”

The retreat continued with a series of focus
groups, where participants met in small groups
to discuss their concerns about the plan. The day
ended with the members of the board of trustees
voting on which components of the draft strate-
gic plan they felt were most critical for Overlake.
The plan was eventually approved. “Now perfor-
mance measure data for the entire organization is
available on the desktop of every manager in the
hospital,” says St. James.

“Developing a strategic plan requires that an
organization answer just five little questions,”
says St. Charles. Those questions are:

1. “What do we want to be?” (vision/mission)
2. “What’s going on around us?” (market

assessment)
3. “What do we need to do [to be what we

want to be]?” (strategic goals)
4. “How are we going to do it?” (strategic

objectives)
5. “How will we keep watch along the way?”

(performance measures and targets)
St. Charles has other advice: “Make the process

fun, visual, and interactive. You want the whole
organization to be engaged in helping you put
together the plan,” she notes, “which means you
have to communicate with them, convince them
that the plan is important, and get their input on
performance measures and targets.”

[For further information, contact:
• Carolyn St. Charles, President, the St. Charles

Consulting Group, PMB 2122, 1420 N.W. Gilman
Blvd., Issaquah, WA 98027. Telephone: (425) 557-8708.
Fax: (425) 557-8731. E-mail: carloynstc@earthlink.net. 

• The Balanced Scorecard Collaborative Inc., 55 Old
Bedford Road, Lincoln, MA 01773. Telephone: (781)
259-3737. Fax: (781) 259-3389. E-mail: info@bscol.com.
Web address: http://www.bscol.com/.] ■

Learn how to aid 
organizational change
Carefully choose your ‘change agents’

Mary V. Gelinas and Roger G. James are the
founders and principals of Gelinas James

Inc., an Oakland, CA-based consulting firm that
helps client companies through the process of
organizational change. The client list they have
put together during their combined 20 years of
experience includes Coca-Cola Co., Carondelet
Healthcare, Duke University Medical Center,
Intel, Kaiser-Permanente, Levi Strauss & Co., and
Vanderbilt University Medical Center. They have
worked with their health care clients in creating
more efficient systems for patient flow and
throughput, building a stronger patient and cus-
tomer focus, and reducing costs and bureaucracy.

Gelinas and James are authors of a recently
published book titled Collaborative Change:
Improving Organizational Performance. In it, they
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integrate models, theories, and practices to pro-
vide a step-by-step blueprint for launching effec-
tive, successful performance improvement
initiatives within organizations.

An important part of any such effort is select-
ing what are known as “change agents.” They
answer some questions about this process:

Q. What exactly are change agents?
A. Change agents are members of the organi-

zation — individuals or groups of individuals —
through whom the organization figures out how
to improve itself. They are chartered by the orga-
nization’s leader(s) to develop recommendations
to improve the organization’s performance. They
work with stakeholders inside (and sometimes
outside) the organization to assess the current sit-
uation and recommend changes. Design teams,
problem-solving teams, and quality improvement
teams are all examples of change agents.

Q. Why are change agents important to a suc-
cessful performance improvement initiative?

A. If leaders are the drivers of change, then
change agents are the engines of change. Leaders
can provide direction and fuel, but by themselves
they do not have the horsepower to create and
sustain major change in an organization. Leaders
need the understanding, support, and commit-
ment of a “critical mass” of key stakeholders to
ensure the success of a performance improve-
ment initiative, that is where the horsepower
comes from. Change agents can provide the
focused attention that is required to develop this
organizational horsepower. They are the primary
source of energy for successful organization
improvement efforts.

Q. What qualities do change agents optimally
possess?

A. Change agents should be selected from the
very best people in the organization. We often tell
our clients that if they are thinking “I could never
make that person a change agent; he or she is too
valuable,” then they are probably considering the
right kind of person.

Change agents should be able to pass the bul-
letin board test: When their names are posted on
the bulletin board, others in the organization
should be saying to themselves: “Wow! These are
really good people. If management is assigning
these folks, it is serious. It must be a really impor-
tant initiative.” 

Some of the qualities good change agents pos-
sess include the following:

• They are respected by peers — opinion
leaders.

• They have the expertise to assess and
develop solutions to the problem(s).

• They understand the importance of involv-
ing key stakeholders and are willing to build
their understanding and commitment.

• They speak openly and honestly, challenge
ideas, and think independently.

• They possess interpersonal skills (or are
willing and able to do so).

• They represent the diversity of the organi-
zation that is the focus of the initiative (e.g., age,
gender, race, ethnicity, education, experience, and
point of view).

Q. How does a health care organization go
about selecting change agents?

A. There are two basic ways to select people as
change agents:

• Leaders can identify potential candidates,
agree on a final list, and ask or assign individuals
to participate.

• Leaders can orient their direct reports to the
purpose, goals, and approach of the initiative and
ask them for nominations, based on a set of agreed-
upon criteria like the ones listed above. Nominees
are interviewed by the leaders, and the whole
group agrees upon a final slate. This option pro-
vides an excellent opportunity to build under-
standing of, and support for, the initiative in the
next layer of the organization.

One caveat: It is critically important to follow
whatever option is selected and communicated
to the organization. Not following the advertised
selection process can (and almost certainly will)
be perceived as a betrayal and may severely
hamper the change initiative before it gets under
way.  ■
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• Change agents are members of the organiza-
tion through whom the organization figures out
how to improve itself.

• Change agents can provide the focused atten-
tion that is required to develop “organizational
horsepower.”

• Change agents should be selected from the
very best people in the organization.

• Change agents can come from all areas and all
levels of the organization.

Key points



Combination forms save time,
minimize documentation errors

At Long Beach (NY) Medical Center, separate
physician order and nurse’s documentation

(medication administration and lab studies) forms
have been combined, providing several significant
benefits for both staff and patients. 

The new paperwork regimen has been insti-
tuted for patients in selected circumstances —
thrombolytics administration for cerebrovascular
accident (CVA) or myocardial infarction (MI) and
for emergency room (ER) patients with unstable
angina, MI, or rule out (r/o) MI, according to
Cheryl Caparros, RN, MBA.

The reasons behind the new paperwork format
used for ER patients with unstable angina reflect
those for all the new forms, she says. “When treat-
ing this type of patient, the physicians typically
have a treatment protocol, which they often keep
inside their heads,” she explains. And under the
old way of doing things, “The physicians would
have to either write out their specific orders or give
verbal orders for the nurses to put on the patient’s
chart.” In the latter, nurses would have to tran-
scribe physician orders into the medication admin-
istration record, says Caparros, “or try to squeeze
them into a little corner of the chart somewhere,
which was difficult, because our chart really didn’t
have a large section for physician orders.” 

This inefficient system of communication/
record keeping led to problems, according to
Caparros. Because of the errors in translating
physician handwriting and/or problems in
transcribing written physician instructions,
maintaining accurate medical administration
records was difficult. “Sometimes transcription
worked; sometimes it didn’t. But it never
worked as well as we would have liked it to.”

At the same time it was beginning to tackle these
communications problems, Long Beach Medical
Center was participating in a Cooperative
Cardiovascular Project sponsored by IPRO (Island
Peer Review Organization), a Long Island-based,
nonprofit health care quality improvement organi-
zation. The project’s objective was to improve the
identification, treatment, and care of patients with
acute MI in New York hospitals, according to opti-
mal patterns of care as identified by the medical lit-
erature and practice guidelines. “[IPRO] wanted to

standardize protocols/interventions among partici-
pating hospitals,” says Caparros. “And we thought
that if we could combine the physician’s order
form with the nurse’s documentation record, we
would kind of be killing two birds with one stone,”
she says, alleviating the internal paperwork prob-
lem while achieving new performance goals. 

The new forms for thrombolytics administra-
tion for CVA or MI, and for ER patients with
unstable angina, MI, or r/o MI now have recom-
mended orders, according to accepted protocols,
that are pre-printed in a table format. The physi-
cian can opt to implement the recommended
order set by signing, timing, and dating the top of
the form, or can indicate specific orders and asso-
ciated times by signing/timing in columns next
to each order. The nurse then documents the
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Everyday Inno vations



medicine administration and/or the initiation of
lab studies and other actions by signing and tim-
ing the next column. 

“Combining physician order sheets with
nurses’ documentation eliminated the need to
transcribe orders to another form, eliminated the
possibility of transcription error, and saved time,”
says Caparros. And more importantly, the new
forms help standardize the steps taken to care for
patients, she notes. 

Implementation of the new form “has gotten
off to kind of a slow start,” says Caparros. Old
habits can be hard to break without constant
reminders. “Even though we had gotten the
emergency department physicians involved very
early on in the development of the form,” she
says, “they still sometimes forget to initiate it.”
As a result, “We’ve often had to go back and
remind them that one of the reasons we have this
new form is to make things easier for them.” 

[For more information, contact Cheryl Caparros at
Long Beach Medical Center, 455 East Bay Drive, Long
Beach, NY 11561. Telephone: (516) 897-1316. E-mail:
ccaparros@lbmc.org.

To get more information about this and other inno-
vations in health care, go to www.best4health.org, the
site of The Best Practice Network, an organization
devoted to promoting information sharing and experi-
ence exchange among nurses, physicians, and other
health care professionals. For more information on The
Best Practice Network, e-mail join-us@best4health.org,
or call (800) 899-2226.] ■

Koop panel: DEHP is 
not a health threat

The plastic softeners used in medical devices
are not harmful, according to a panel of

physicians and scientists chaired by former U.S.
Surgeon General C. Everett Koop, MD. 

The August 1999 issue of Healthcare Benchmarks
reported that Health Care without Harm, an orga-
nization whose members include the American
Nurses Association, the American Public Health
Association, and The Sierra Club, had called upon
the Food and Drug Administration (FDA) to warn
patients and health care providers about potential
health risks from DEHP, a common plasticizer/
softener. This warning came on the heels of a June
1999 report from the University of Massachusetts’
Lowell Center for Sustainable Production, stating

that the toxic chemical leaches from toys and med-
ical devices such as IV bags, potentially causing
damage to internal organs and interfering with
sperm production.

Not the case, according to Koop and his
cohorts, members of a panel convened by the
American Council on Science and Health to
review the scientific literature concerning the
phthalates DEHP and DINP. “Consumers can be
confident that vinyl toys and medical devices are
safe,” said Koop. “The panel’s findings confirm
what the U.S. Food and Drug Administration and
the Consumer Product Safety Commission have
been saying about these products all along. There
is no scientific evidence that they are harmful to
children or adults.”

The full report, “A Scientific Evaluation of
Health Effects of Two Plasticizers Used in Medical
Devices and Toys,” and a complete list of panel
members are available on the Internet at http://
www.Medscape.com. The executive summary is
available on www.drkoop.com/healthnews/
special-reports/acsh/june/phthalate.html. The full
report was published in Medscape General Medicine,
a primary source, peer reviewed, on-line medical
journal. 

The American Council on Science and Health,
founded in 1978 and directed by a board of physi-
cians and scientists, is an independent, nonprofit
consumer education consortium. The organiza-
tion is dedicated to helping Americans distinguish
between real and hypothetical health risks. 

[For more information, contact the American
Council on Science and Health, 1995 Broadway,
Second Floor, New York, NY 10023-5860. Telephone:
(212) 362-7044. Fax: (212) 362-4919. Web site:
http://www.asch.org.] ■
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