
Very different hospitalist models
deliver same outcomes’ benefits
Flexibility, cost savings are chief attractions

At Atlanta’s Crawford Long Hospital, a hospitalist program is
staffed by recent medical school graduates and provided as an
amenity for primary physicians. At Health Midwest Hospital

System in Kansas City, MO, physicians with at least five years of hospi-
tal experience are carefully recruited as hospitalists to manage the care
of a broad spectrum of patients on a full-time basis.

At Kaiser Permanente’s health care facilities in Santa Clara, CA, hospi-
talists include physicians who choose to do extra inpatient care, as
opposed to extra outpatient clinic duty, during periods of peak hospital
occupancy. Meanwhile, at Hershey (PA) Medical Center, a variation of the
hospitalist model has been implemented to help the internal medicine
staff maintain clinical skills in the fast-changing field of hospital-based
medicine. 

By all accounts, however medical facilities choose to implement 
it, the hospitalist model of inpatient care is growing. According to

IN THIS ISSUE

OCTOBER
1999

VOL. 6, NO. 10
(pages 109-120)

American Health Consultants® is
A Medical Economics Company

■ The hospitalist model: 
It’s working in a variety of
forms. . . . . . . . . . . . . . . Cover

■ Chest pain centers: 
Proving to be a streamlined,
cost-effective way to triage 
one of the ED’s biggest group
of users . . . . . . . . . . . . . . 112

■ Best Practices:
Tips for training housekeeping
employees . . . . . . . . . . . . 114

■ Minding the queues: 
Making patients wait too long
for cardiac angiography can
lead to poor outcomes . . . 115

■ Q & A: Coaching the leader
can mean the difference in
strategizing for organizational
change . . . . . . . . . . . . . . . 117

■ News Briefs
— Five-minute personality 
test . . . . . . . . . . . . . . . . . . 118
— OIG nixes gainsharing
arrangements . . . . . . . . . . 119
— On-line tools . . . . . . . . 120

Second of a two-part series

• The hospitalist model of care is expanding in the United States.
• The model gets “tweaked” to suit the needs of the systems in which it

takes hold.
• Cost and efficiency data notwithstanding, some hospitals implementing a

hospitalist model are motivated solely by patient care quality concerns.
• A hospitalist service can be an amenity for physicians offered by a

hospital.
• Potential hospitalists need to be carefully screened for what is a very

demanding job.

Hospitalists: How do they fit in?
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Robert M. Wachter, MD, of the Department of
Medicine at the University of California-San
Francisco, “Over the past two to three years,
their [hospitalists] numbers have multiplied as
the attention paid to their work has exploded.”
While the model has its critics, he notes, “few of
them deny that the forces promoting the hospi-
talist model will ultimately lead to its expansion
into a major — if not the major — system for
inpatient care in the United States.”1

And as you might expect, as the model spreads,
it gets “tweaked” to suit the needs of the markets
in which it takes hold. Healthcare Benchmarks
asked members of several health care organiza-
tions to share their experiences using the hospital-
ist model, along with tips for making it work. 

Within the General Internal Medicine Section
at Hershey Medical Center, an academic health
center that’s a unit of the Penn State/Geisinger
Health System section, two physicians spend six
months of the year caring exclusively for hospital
patients. Meanwhile, a group of eight other
physicians spends at least three months annually
doing only inpatient care. There were several rea-
sons behind this unit’s decision to adopt this vari-
ation of the hospitalist model of care, explains
section chief Gregory M. Caputo, MD. But the
primary one was “to improve the quality of care
in the inpatient setting.”

In the past, one-month hospital rotations once
or twice per year have been considered the norm
for internists, says Caputo. But these days, “If
you are going to practice internal medicine in a
hospital setting, we feel that it is important that
you spend at least three months of the year doing
nothing but hospital medicine. In the rapidly
changing world of hospital-based medicine, we
feel that having this minimum amount of time
caring solely for hospital patients is essential to
maintaining important clinical skills.”

The hospitalist program at Hershey is volun-
tary, he says. “If a primary physician has a
patient in his office that requires hospitalization,
he has full freedom to admit that patient under
his own care and not use the services of the hos-
pital-based physician,” Caputo adds. 

When the hospitalist is used, though, “It is criti-
cal for the patient’s primary physician to be inte-
grated, one way or another, into the decision-
making process during hospitalization,” he says.
When handled successfully, “You get the benefits
of the hospitalist, a person with very finely honed
skills in hospital-based medicine, working on site
and making decisions that help guide the patient
through acute illness and the process of hospital-
ization,” Caputo explains. Meanwhile, the hospital-
ist “maintains close contact with the patient’s
personal physician during the course of hospital-
ization in order to insure continuity of care.”

Based on his experience at Hershey, Caputo
says that the hospitalist model of care works well.
“It is not perfect, but it’s still evolving. There
appears to be emerging data suggesting that the
cost and efficiency of care may be positively
impacted by hospital-based physicians,” he adds.
“But quite frankly, even though that is an impor-
tant issue, it is certainly not the driving force in
our movement toward that model.”

Benefits for docs — and patients, payers?

At Crawford Long Hospital of Emory Univer-
sity, a general acute-care hospital in Atlanta, the
hospitalist model works as an amenity for area
primary care physicians, according to COO Al
Blackwelder. “We wanted to create something to
set our hospital apart as being ‘doctor-friendly’ in
the marketplace as we competed for business.”

Crawford Long’s hospitalist service is staffed
by recent internal medicine graduates of Emory
University’s School of Medicine. The service
“allows physicians with hospitalized patients —
rather than scramble to find someone to cover
while they have to be away for some reason or
another — to simply make a phone call to us and
turn over the patient to the hospitalist service,”
he says. Alternatively, “If a patient has to be
admitted from our emergency room at 2 a.m.,
their physician, rather than having to roll out of
bed to come in and admit them, can call our hos-
pitalist.” From there, “the hospitalist admits the
patient, does the history and the physical, puts
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the patient to bed with orders, and in the morn-
ing, turns the patient back over to the physician,
later submitting a bill for the services rendered,”
Blackwelder explains.

While the Crawford Long program is an
amenity for physicians, the hospital has gener-
ated some preliminary length of stay (LOS) data
indicating some possible benefits for patients and
payers. Between July 1997 and February 1998,
nonrisk-adjusted raw data for a small sample of
Crawford Long patients show that those admit-
ted for heart failure and treated by all physicians
had an average LOS of 5.1 days; those treated
within the hospitalist service had an average LOS
of 3.8 days. For gastroenteritis, the figures were
4.4 days and 2.6 days, respectively, and for chest
pain, 2.3 and 1.4. 

Take care in recruiting

Kaiser Permanente’s rollout of a hospitalist
system at 16 hospitals in northern California is
documented in a recent issue of the Annals of
Internal Medicine (1999; 130:355-359). At the
HMO’s Santa Clara Medical Center, “We are now
in the process of trying to figure out if there are
any differences in outcome measures on the facil-
ity level and, if so, why,” says Diane Craig, MD,
a hospital-based specialist who is assistant physi-
cian-in-chief at Santa Clara. 

Craig says that one key to the success of a hos-
pitalist program is the ability to staff flexibly. At
Santa Clara Medical Center, the number of inpa-
tients doubles during the winter months, she
notes. To handle the load, this facility can call on
a pool of physicians that normally work in two
satellite outpatient clinics to work a rotation in
the hospital, augmenting the hospitalists that
normally staff the hospital’s medical department.

You have to be careful about the kind of physi-
cian you place in the role of the hospitalist, says
Craig. “You have to watch out when you use pool
[i.e., normally outside-the-hospital] physicians.
Not knowing about all the alternatives you may
have available to hospitalization,” she says, “they
are generally going to be pretty conservative and
wind up admitting everybody.” 

It takes more than technical/professional skill
to be a good hospitalist, adds Craig. “When you
are recruiting, you want to get good physicians,
but you also want physicians that can work as
part of a team.” Under a hospitalist system,
“there are a lot of handoffs between physicians,
so you have to get people that are able to work

well with colleagues,” she notes, “as well as with
nurses, social workers, discharge planners, and
everybody else in the hospital setting.” 

Hospitalists need to realize that they are
involved “in what is really a team sport,” says
Craig, “that’s a lot different from working in the
clinic, where you pretty much do your own thing.”
Additionally, aspiring hospitalists need to know
what they are getting into. “We cover our service
24 hours a day/7 days a week, which means that
more than half of the shifts are either during off
hours or on weekends,” she notes. “There are a lot
of people that don’t want to do that.”

In Kansas City, MO, Health Midwest Hospital
System gets its hospitalists from San Antonio-
based Hospital Inpatient Management Systems
(HIMS). The hospitalist system at this hospital
began in 1996, according to HIMS medical director
Thomas Simmons, MD, who was a member of a
local internist/family practice office at the time.
“And after we all got familiar with it, we agreed
that it was a better system of care,” he notes. 

At Health Midwest and several other smaller
systems served by HIMS in the Kansas City area,
average LOS has dropped by around 39% since
1996, according to HIMS statistics. Meanwhile,
Simmons reports that one area hospital served by
HIMS has recorded an average actual cost of hos-
pitalization for patients admitted for congestive
heart failure of $4,300 when care was handled by a
hospitalist, compared with a $5,600 average actual
cost for those handled by all other physicians.

The key to the success of a hospitalist program
is selecting the right physicians, according to
Simmons. 

“The majority of physicians I have hired have
had at least five years of experience in hospitals
and outpatient work,” he reports. “You also need
someone that can handle a large volume of
patients and situations simultaneously. At any
one given time, [the hospitalist] may have three
or four patients in the emergency room, all need-
ing evaluation for admission. And the physician
has to be able to handle that situation, while at
the same time keeping the individual patients
and their families happy.”

Once hired, the hospitalist’s communication
skills become crucial. “Communication is abso-
lutely key — with the primary care physicians,
the consultants, the patients, and their families,”
says Simmons. 

When you are a hospitalist, “You are dealing
with patients that are acutely ill, and in most cases,
you haven’t even met them before. You have to
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establish almost instant rapport with these
patients and their families and get them to trust
that you are there to provide the best care avail-
able under difficult circumstances,” he notes. “This
takes a special kind of person, as well as someone
who is good at picking out this kind of person.” 

[For more information, contact:
• Gregory M. Caputo, MD, Section Head of

Internal Medicine, Hershey Medical Center/Penn
State-Geisinger Health System, Section of GIM,
UPC2, P.O. Box 850, Hershey, PA 17033. Telephone:
(717) 531-8161.

• Al Blackwelder, COO, Crawford Long Hospital,

550 Peachtree St., Atlanta, GA 30065. Telephone:
(404) 686-2449.

• Diane Craig, MD, Kaiser Permanente Medical
Center, 900 Kiely Blvd., Santa Clara, CA 95051. 
E-mail: diane.craig@kp.org. 

• Thomas Simmons, MD, Medical Director,
Hospital Inpatient Management Systems, 6400
Prospect, Suite 446, Kansas City, MO 64132.
Telephone: (816) 444-4646.]
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CPCs serve to streamline
chest pain evaluation
Usage, availability of cost-effective centers grows

It’s a scene that’s been repeated countless times.
A middle-aged individual (usually male) has

been brought into your emergency department
(ED). He’s complaining of chest discomfort. He
also may be nauseous and/or dizzy. He’s often
anxious and “sweating bullets.” And he should
be — because he may be in the early stages of a
heart attack or, then again, perhaps he only has
indigestion, or maybe he’s just going through a
panic attack. 

Whatever the case, Raymond D. Bahr, MD,
medical director of the Paul Dudley White
Coronary Care System at St. Agnes Healthcare
in Baltimore, wants this patient checked out
thoroughly. Bahr has spent most of the past 30-
odd years working to reduce deaths from heart

attacks, “which now total nearly 600,000 per
year in the United States — more than all the
soldiers killed in past American wars com-
bined,” he says.

His approach to the problem revolves around a
prompt, appropriate, and cost-effective medical
response to what is often the early sign of a heart
attack (e.g., chest discomfort that often gets
ignored because it falls short of what an individ-
ual perceives as pain). Bahr says his delivery sys-
tem for this response is a chest pain center (CPC).
Introduced in 1981 at St. Agnes, the CPC is a
readily accessible, often ED-based facility that
provides immediate evaluation of chest pain,
accurate diagnosis of myocardial infarction (MI)
with protocols for rapid treatment, and definitive
ruleout of MI for all but the lowest-risk patients.

Basically, the CPC represents another step 
in the evolution of the medical community’s
response to chest pain, lawsuits, and cost con-
straints. “Historically, about half of the patients
coming into an ED with chest discomfort have
been sent home, where about 5% turned out to
have had an MI, which has caused a lot of mal-
practice lawsuits,” says Bahr. In a costly and inef-
ficient response to this, he notes, “For a while,
everybody with a suspected MI was getting
admitted to the coronary care unit (CCU) for a
two- to three-day stay.” 

The CPC, in a sense, stakes out a “middle
ground.” It is a facility specifically dedicated to
quickly evaluating patients complaining of chest
pain. Often located inside or next to EDs, it
brings together the necessary staff, equipment,
and treatment protocols to deliver quick, efficient
care to potential heart attack victims, while
allowing other patients to be safely discharged
and sent home.

• Heart attacks kill nearly 600,000 Americans
annually.

• The early signs of a heart attack are often
ignored — with potentially disastrous results.

• A chest pain center (CPC) provides readily
accessible facilities for the immediate medical
evaluation of chest pain.

• The hallmark of a CPC is its emphasis on
streamlined procedures that triage patients
into one of five clinical pathways, or tracks.

• CPCs are increasingly being recognized as
cost- and mission-effective.

Key points



The hallmark of the CPC is its emphasis on
streamlined procedures that triage patients into
one of five clinical pathways or tracks, according
to Bahr. These pathways include:

Track I. Patients are crashing with an acute
MI and need prompt thrombolytic therapy or
primary angioplasty. These patients are sent
rapidly to the CCU after initiating thrombolytic
therapy in the ED or moving to the catheteriza-
tion area for percutaneous transluminal coro-
nary angioplasty.

Track II. Patients have non-Q wave infarction
or severe, progressive unstable angina, and also
need admission to the CCU for stabilization, with
decisions regarding cardiac catheterization to be
made any time.

Track III. Patients have myocardial ischemia
that has quieted down upon arrival. In most
cases, these patients need to be admitted to the
hospital either to the “high-rent” CCU district for
heparin, nitroglycerine, and cardiac catheteriza-
tion the next day, or the “low-rent” telemetry dis-
trict where stress testing can be promptly carried
out.

Track IV. These patients may have an atypical
presentation with a normal or nondiagnostic
EKG, but a certain amount of indecision prevails
that needs to be resolved prior to discharge. 

Track V. These patients are considered strictly
to be noncardiac (e.g., elbow in the chest playing
basketball) and are sent home.

Slashing chest pain hospitalization costs

Since its introduction some 18 years ago, the
CPC approach has taken hold nationwide. “They
are growing on an exponential basis,” says Bahr,
and currently number some 1,200.

Chest pain centers have become recognized as
a means of reducing what has been estimated as
the $3 billion spent annually on patients hospi-
talized in the United States for chest pain, but
found free of acute disease.1 In a 1995-97 study
involving patients coming to the Mayo Clinic in
Rochester, MN, with acute chest pain that met
the criteria of unstable angina, researchers con-
cluded that “A [chest pain unit] located in the
emergency department can be a safe, effective
and cost-saving means of ensuring that patients
with unstable angina who are considered to be
at intermediate risk of cardiovascular events
receive appropriate care.”2

In a paper presented at the Third National
Congress of Chest Pain Centers in Emergency

Departments, Robert J. Stomel, DO, FACOI,
FACC, reported on the impact of a chest pain cen-
ter at Botsford General Hospital in Farmington
Hills, MI. Botsford established a chest pain center
in 1993. By 1996, the number of patients admitted
to the hospital for angina pectoris and chest pain
(DRGs 140 and 143) had been cut from 591 to 470,
a 20.5% decrease, Stomel states. Meanwhile,
patient days dropped some 51.5%, from 2,024 days
to 1,043 days; average length of stay decreased
from 3.4 to 2.1 days, or 39.1%.

Understandably, in today’s environment, much
of the research concerning chest pain centers
focuses on the potential economic benefits. “Yet,
decision makers should resist placing too much
emphasis on studying dollars and cents,” accord-
ing to a recent statement from James L. Field,
MBA, DBA, managing director of the Washington,
DC-based Cardiology Preeminence Roundtable.

“The chest pain center concept, stripped to its
core, is about expert patient triage, smart and effi-
cient management of a critical subset of the ED
population,” says Field. 

“To invest in a chest pain center, or to embrace
its principles, is a commitment to providing the
highest levels of cardiac care. It is this sort of
institutional competence,” he notes, “that engen-
ders public and payer confidence, leading to eco-
nomic well-being over time.” In today’s payer
environment, managed care companies want
what Field calls “discriminating medicine —
assurances that money is appropriately spent; the
chest pain center can be one powerful means to
this end.”

[For more information, contact:
• Raymond D. Bahr, MD, FACP, FACC, Medical

Director, The Paul Dudley White Coronary Care
System, St. Agnes Healthcare, 900 Caton Ave.,
Baltimore MD 21229. Telephone: (410) 368-3200.
Fax: (410) 368-2273. E-mail: rbahr@ehac.org. 

• The Society of Chest Pain Centers and Providers.
Web site: www.chestpaincenters.org.

• Early Heart Attack Care (EHAC). Web site:
www.ehac.org.]
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Use variety of methods in
infection control training
New diseases, language barriers present challenge

If you’re the person in charge of training the
housekeeping employees at your hospital in

infection control techniques, you’ve got one
tough job these days.

For one thing, infection control is an ever-
changing field, with new disease sources and
new methods of coping with them constantly
coming into play. At the same time, you’ve got a
whole series of Occupational Safety and Health
Administration (OSHA) regulations and Joint
Commission on Accreditation of Healthcare
Organizations standards to comply with. Some
regulations deal with training itself, and others
are concerned solely with making sure you docu-
ment what you’re doing. And, to top it off, you
have the challenge of training a group of employ-
ees — whose educational levels are typically 
the lowest among hospital staff and for whom
English may be far from a second language — 
on how to be the “point people” in your facility’s
daily infection-control efforts. 

OSHA-mandated training for housekeeping
personnel on bloodborne pathogens, biohazard
signage, isolation practices, and tuberculosis con-
trol is typically accomplished in two phases in
today’s hospital environment, according to Mary
Brachman, RN, MS, CIC. Brachman is head of
Minneapolis-based Brachman and Associates
Infection Prevention and Control Services, and
the former director of infection control at Abbot
Hospital, also in Minneapolis.

“The first phase is often a corporate, or central-
ized session for all new employees, including
housekeepers,” says Brachman. Scheduled once
or twice per month as dictated by the number of
new hires, typically, the sessions are used to ori-
ent new employees in a variety of hospital proce-
dures, “with infection control techniques usually
getting about half an hour of time out of a one- or
two-day session,” she notes. 

The sessions have their pluses and minuses,
according to Brachman. On the positive side,
“They provide an opportunity for new employ-
ees to get an introduction to infection control;
they learn some general concepts and get an idea
of what their role in the process is.”

But there is a downside to this type of training.
“What you’ve got in one of these sessions is a
room full of all types of new employees — from
physicians to operating room nurses to secre-
taries to housekeepers to accountants,” she says.
The multiple backgrounds, knowledge bases,
educational levels, and sometimes even native
languages of the individuals involved “means
that you cannot provide any department-specific
content during these sessions.”

Learn by doing with buddy systems

Department-specific, “rubber meets the road”
training, where employees learn the specifics of
their job tasks as they relate to infection control,
can last two weeks or even longer, according to
Brachman. For housekeeping employees, this is
the time they are trained in areas such as cleaning
solution usage, the daily patient room cleaning
process, handling of infectious wastes, and the
transport and handling of sharps. 

Training is accomplished in a combination of
ways during this period, she adds. “New house-
keeping employees can be paired up with knowl-
edgeable employees in a sort of ‘buddy system,’
on the ward level,” she notes, with reviews of
written policies and the viewing of training
videos also commonly used to train new hires.

This buddy system is an important part of
housekeeper training at St. Joseph’s Hospital in
Minneapolis, says Judy Devitt, director of house-
keeping and linen services. 

“Adults learn by doing, not by listening to a 
lecture in a classroom,” she says. After going
through a centralized training session, housekeep-
ing employees here get departmental-level training
on infection control and isolation procedures from
key employees who also act as teachers, says
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Devitt. “These teachers are housekeepers, but they
are also individuals who have a knack for training
people.” She notes that “these same teachers also
work closely with the new employees to make sure
that tasks are getting done right.”

A number of computer programs, from ven-
dors that include St. Paul, MN-based 3M and
organizations such as the Joint Commission, are
available for training housekeeping employees
on infection control techniques. These computer
tools have a number of advantages, according to
Brachman, who served as a consultant in the
development of 3M’s CD-ROM-based Employee
Education and Training Program. 

“From the employer side, the core curriculum
is prepared for you, and there are typically a
number of built-in efficiencies for managers, such
as flexible tools that allow you to document train-
ing on the individual, departmental, or job-title
basis,” she says. At their best, computer pro-
grams also present materials on a modular basis,
allowing training topics to be viewed or omitted,
depending on their appropriateness for specific
staff members. Meanwhile, she notes, “the ideal
system will also let you go in and change some
items, perhaps a screen, window, and/or a pic-
ture, that will help customize the training for a
particular department or organization.”

Computerized training tools can also offer a
number of benefits to employees. “The programs
can provide a multisensory/multimedia experi-
ence for the learner,” says Brachman. The better
programs also promote self-paced and active
learning by involving the learner in specific exer-
cises, while enabling users to assess the progress
of their learning by giving them feedback
through built-in testing capabilities. 

If your responsibilities include training house-
keeping employees in infection control tech-
niques, Brachman and Devitt have these basic
tips for you:

❒ Stay abreast of the applicable rules, regula-
tions, and standards.

❒ Become knowledgeable about the principles
of adult learning. As Devitt points out, adults
learn from doing, not from what teachers tell them.
Also, “adults like very practical, job-related infor-
mation, and they draw from personal experience,”
says Brachman. “They also like self-directed learn-
ing, which is one of the main benefits offered by
computer-based training.”

❒ Make training fun. “Adapt your content
and vary your methods to make your training
meaningful to your employees,” says Brachman.

❒ Realize how important the housekeeping
job is to the hospital. Not only do housekeeping
employees play a vital role in infection control,
notes Brachman, but “patient satisfaction with
hospitals has been strongly linked with how
clean their rooms are.”

[For more information, contact:
• Mary Brachman, RN, MS, CIC, Brachman and

Associates Infection Prevention and Control Services.
1990 West Farm Road, Minneapolis, MN 55356. e-
mail: ABMB1990@aol.com.

• Judy Devitt, Director of Housekeeping and Linen
Services, HealthEase Hospital System. 69 West
Exchange St., St. Paul, MN 55102. Telephone: (651)
232-3014.] ■

Long wait for angiography
increases patient risk 
No catheterization boom for working poor

Delaying angiography puts patients at higher
risk of suffering cardiac events, needing

longer hospital stays and even ending up with
worse outcomes, according to researchers report-
ing in the July 14 issue of the Journal of the Ameri-
can Medical Association.

The study found caregivers should avoid
delays longer than two weeks. Patients found to
have a strongly positive stress test or who need
two or three medications to treat ischemia should
be made the first priority in the group.

The concept of patients having to wait for
angiography may draw its share of question
marks from caregivers, who, according to the
American Heart Association in Dallas, have seen
the number of catheterizations increase 315%
from 1979 to 1996. At first glance, it seems that
everyone who needs a procedure can get one.

“This is a little bit different,” says Marschall S.
Runge, MD, PhD, who says the picture changes
when patients earn enough money to be ineligi-
ble for Medicaid but still cannot afford to get
insurance themselves. 

Runge’s study looked at a group of 381
patients who experienced a pile-up after being
referred to what Runge describes as the only
state-owned hospital in Texas. Because the
patients did not have insurance and were not
experiencing a cardiac emergency, they didn’t
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have many options open to them about where to
go to get care. 

With these populations of patients, he says, it
doesn’t matter how many facilities offer the ser-
vice for elective treatment. Most patients would
have to go to the state hospital at The University
of Texas Medical Branch at Galveston.

A tough situation

“It’s sort of a Catch-22,” Runge says. “If the
patients are having a heart attack, they can go in
and get treated [anywhere]. But if it is not an
emergency and they don’t have insurance, they
can’t have it done.” 

Runge says between 1993 and 1994, there was
an overwhelming number of patients referred to
the Galveston facility. Clinicians had to create a
waiting list according to the urgency of each 
case, and they reported the outcome in JAMA. 
A patient’s outcome was not considered in the
study if he or she had the following confounding
factors:

❒ myocardial infarction (MI) less than 30 days
from symptom onset;

❒ potentially life-threatening diseases of the
ascending aorta such as aneurism or dissection; 

❒ modified Canadian Cardiovascular Society
angina classes IVb or IVc;

❒ short life expectancy due to illness such as
cancer, severe pulmonary, hepatic, or renal disease.

Runge’s group found most patients who had to
wait had an acceptable outcome — about 91% of
them. But in the remaining patients after the third
week, their risk of cardiac episodes increased
steadily.

Eight months after the patients were put on 
the list, there were six deaths, four MIs, and 26
unplanned hospitalizations for heart failure.
There were 66 patients removed from the list
because their doctors took them off, they refused
the procedure, or they were able to go to another
hospital. (Two of the deaths, one of the MIs, and
one CHF hospitalization were in the subset of the
participants taken off the list.) 

Out of the initial 381 patients put on the list,
311 went on to angiography at the study hospital
and four died before getting the procedure,
which showed 64% had significantly diseased
coronary arteries. Overall, the patients who had
an adverse event tended to have higher inci-
dence of smoking, more than two cardiac risk
factors, and prior angioplasty.  

Here is the length of time the patients waited
to get a procedure:

❒ Up to two weeks — 8%
❒ Two to six weeks — 44%
❒ Six weeks to three months — 32%
❒ Longer than 3 months — 16%
Runge says the study’s death rate of 1.6% is

low, as is the 1% risk of MI, but notes they are
about 10 times the risk of the events when they
are associated with cardiac catheterization. 

Getting the patients off to cardiac catheteriza-
tion within two weeks, especially for the patients
with a strongly positive stress test or those on
many medications for their condition seems rea-
sonable, says David Fischman, MD, co-director
of cardiac catheterization at Thomas Jefferson
University Medical Center in Philadelphia. 

But he notes if patients are referred to him
because their doctors suspect they have coronary
disease, he doesn’t want to wait at all. “I hate
putting it off.”

Fischman says most hospitals aren’t posed
with the situation seen in this study, where so
many patients unable to pay pile up and have 
to be placed on a list. Hospitals are scheduling
patients for elective procedures, knowing they
are going to be able to pay. So if one of those
patients ends up on a long list, he or she would
just go elsewhere — and hospitals are very com-
petitive for those patients.

The people in this study, Fischman says, will
need more time to find funding through govern-
ment programs or social services, and that’s
where the waiting can come in. 

Having a guideline that tells doctors that they
should be getting to these patients within two
weeks makes sense: If patients’ symptoms are
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• Despite an explosion in the number of car-
diac catheterizations being performed today,
patients who rely on public assistance may
have to wait for an angiogram if they are
unable to pay on their own.

• A Texas study of patients in a state-owned
hospital reports that after two weeks on a
waiting list for angiography, the risk of car-
diac events and hospitalization rises.

• When patients are placed on a waiting list,
priority should be given to those who have
strongly positive stress tests or who take two
or three different medications for ischemic
heart disease.

KEY POINTS



caused by coronary disease, some kind of inter-
vention is needed because chances are good that
the situation is not going to improve on its own. 

Doctors need to know what exactly is happen-
ing with their patients’ coronary arteries so they
can begin receiving the right treatment for it.  ■

Coaching the leader: First
step in successful change
Four activities help lay the groundwork

(Editor’s note: 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 customer
focus, and reducing costs and bureaucracy.

Gelinas and James are authors of a recently pub-
lished book, Collaborative Change: Improving
Organizational Performance. In it, they integrate
models, theories, and practices to provide a step-by-
step “blueprint” for launching effective, successful
performance improvement initiatives within organiza-
tions. An important part of this kind of effort is called
“coaching the leader.” They answer some questions
about this process below.)

Q. What does “coaching the leader” mean?

A. Coaching the leader is the first major step 
in laying the groundwork for a successful change
initiative. It consists of four key activities:

• Conduct a preliminary assessment of the sit-
uation. This allows the change agent to under-
stand, from the leader’s point of view, the key
issues or problems in the organization and their
impact on the organization’s performance, partic-
ularly as it relates to achieving the organization’s
mission and vision. 

Change agents are members of an organization
chosen by the organization to develop recom-
mendations to improve the organization’s perfor-
mance, such as design teams, problem-solving

teams, and QI teams. (See Healthcare Bench-
marks, September 1999, p. 105, for more on
change agents.)

• Define, from the leader’s perspective, the
purpose, goals, boundaries, and guidelines for
the change initiative. This involves helping the
leader define what he or she hopes to accom-
plish through an initiative, the type of change
needed, and the boundaries and guidelines for
the project.

• Clarify the role of the leader and the change
agent in the initiative. In this activity, the leader
and the change agent develop clear agreements
about what they will expect of one another and
how they will work together.

• Develop a plan to align the rest of the leader-
ship team in support of the initiative. The change
agent works with the leader to determine the role
of the leader’s direct reports in the initiative, and
how to build their understanding and commit-
ment. I want to underscore the importance of this
activity. We believe very strongly that the most
successful change initiatives are initiated, shaped,
and sponsored by a cohesive leadership team.

Q. Why is this important for a successful
change initiative?

A. Two of the primary reasons change efforts
miss the mark are lack of focus for the initiative
and spotty or nonexistent sponsorship. In this ini-
tial phase of the change initiative, the change
agent helps the leader to define the purpose and
goals of the initiative, and to make a direct link
between the outcomes of the initiative and the
organization’s goals and values. The change agent
also works with the leader to determine his or her
role (and that of the leadership team) in sponsor-
ing the change effort. 

Q. How does a change agent conduct a good
preliminary assessment of the situation he or she
is faced with? And why is this important?

A. First, the change agent needs to gather
background information on the leader’s organi-
zation, in order to answer such questions as the
following:

• What products or services does the organiza-
tion deliver? To whom? What is the volume of its
work?

• How successful is the organization?
• How many employees are in the organization?
• How long has the leader been in this role?
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What is his or her background?
• Has the leader had much experience with

change initiatives and/or working with change
agents?

Second, the change agent needs to conduct an
interview with the leader to achieve the outcomes:

• Understand the leader’s perceptions of the
issues and underlying causes.

• Clarify who the organization’s customers are
and what they require.

• Understand the mission and vision of the
organization.

• Identify the organization’s strengths, weak-
nesses, opportunities, and challenges.

• Develop agreement with the leader on what
the key issues are and what the focus of the
change initiative should be. 

It is critically important to conduct an effec-
tive preliminary assessment for a number of rea-
sons. First, it minimizes the possibility that time,
money, and energy will be wasted on a change
initiative based on a flawed understanding of
the real issues or needs. 

Second, it allows the change agent to assess
whether he or she has the skills and interest to
serve this potential client. And, finally, it pro-
vides an opportunity for the leader and change
agent to begin developing an authentic and
effective working relationship.

Of course, this is only a preliminary assess-
ment of the situation. The next steps would be to
gather the perspectives of the other leadership
team members, then develop agreements within
the team about the purpose, goals, boundaries,
and approach for the change initiative. 

Q. Who needs to be involved in this prelimi-
nary assessment — and why?

A. Initially, this is a one-on-one session between
the leader and the change agent. We have seen
time and again that an inadequate connection
between these two players early on results in seri-
ous problems as the change initiative develops. It
is crucial that the leader and change agent have an
opportunity to determine without an audience
whether it makes sense for them to work together
and what the nature of that work should be.

As mentioned earlier, however, this prelimi-
nary assessment needs to be tested against the
perspectives of the other leadership team mem-
bers. Only then can the leadership team be pre-
pared to define the change initiative and
successfully sponsor it.  ■

Personality disorder test
takes only 5 minutes

Researchers from the University of Iowa (UI)
Health Care in Iowa City have developed a

screening test that shows promise as a method for
faster and more efficient diagnoses of personality
disorders.

Personality disorder screens are used to deter-
mine whether individuals have personality traits
that cause persistent or recurrent problems. The
screens typically consist of a lengthy set of ques-
tions and are usually administered by specialized
personnel, making them costly and inefficient
tools for routine use.

The Iowa Personality Disorder Screen (IPDS) is
an interview that covers 11 different symptoms
determined by UI researchers to be at the core of
personality disorders. The IPDS has 19 questions
and takes only five minutes to administer, in con-
trast to longer, more comprehensive interviews
that contain 100-plus questions and take hours to
complete. 

“The current gold standard for diagnosing per-
sonality disorders is the detailed interview that
must be conducted by a specially trained inter-
viewer,” says Douglas R. Langbehn, MD, PhD,
UI assistant professor of psychiatry and one of
the lead researchers in the development of the
new screening tool. But longer tests are not prac-
tical to use in all research and/or clinical settings,
he notes. “The IPDS takes only about five min-
utes to conduct, and it can help researchers
and/or clinical caregivers pick out people who
may need more careful assessment with the
longer, established tests.”

The UI research team analyzed some 1,203
longer, more comprehensive screening interviews
used at UI and five other institutions in the
United States, Canada, and Italy to determine
questions that would provide the most effective
“quick screen” for personality disorders. The
research team then tested the effectiveness of
questions selected for inclusion in the IPDS by
conducting validation interviews via telephone
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with 52 patients originally diagnosed through
longer, face-to-face screens. 

The validation interviews showed that several
key questions were particularly effective at indi-
cating whether a person is likely to have a per-
sonality disorder. Those found most useful
focused on social avoidance and anxiety, and
included questions such as “Do you generally
feel nervous or anxious around people?” and 
“Do you avoid situations where you have to meet
new people?”

Further study of the IPDS is on tap. “We don’t
yet know how well the screen works in general
community settings,” says Langbehn. “But we
hope this short screen, which should be easy to
include in the clinical setting, will help non-spe-
cialists identify people who have a high probabil-
ity of having a personality disorder,” he says,
“and help health care professionals carry out fur-
ther assessments or make appropriate referrals.”

[For additional information, contact Douglas R.
Langbehn, MD, PhD, 9W-18, Dept. of Psychiatry, VA
Medical Center, Highway 6, Iowa City, IA 52246. E-
mail: langbehn@msn.com.]  ▼

OIG nixes gainsharing
between hospitals, docs

In a special advisory bulletin, the U.S. Department
of Health and Human Services (HHS) Office of

Inspector General (OIG) has brought an end to the
practice of “gainsharing” among hospitals and
physicians.

According to the OIG bulletin, gainsharing
typically refers to an arrangement in which a hos-
pital gives physicians a percentage share of any
reduction in the hospital’s costs for patient care
attributable in part to the physicians’ efforts. 

“Since the institution of the Medicare Part A
DRG system of hospital reimbursement and with
the growth of managed care,” states the bulletin,
“hospitals have experienced significant financial
pressures to reduce costs. However, because
physicians are paid separately under Medicare
Part B and Medicaid, physicians do not have the
same incentive to save hospital costs. Gainsharing
arrangements are designed to bridge this gap by
offering physicians a portion of the hospital’s cost
savings in exchange for identifying and imple-
menting cost saving strategies.”

The Health Insurance Portability and Account-
ability Act of 1996 prohibits these arrangements,
according to the OIG. “It is critical for hospitals
and physicians to review their financial arrange-
ments with each other to determine if they are
affected by this OIG advisory,” says health law
attorney John Knapp, a member of the Philadel-
phia-based Cozen and O’Connor law firm. “If
current financial arrangements are implicated,
the hospital and physician should immediately
seek legal counsel as to how to go about changing
or unwinding all gainsharing arrangements,” he
notes, “because violating the gainsharing prohibi-
tion could result in the imposition of civil mone-
tary penalties and other sanctions.”

The OIG advisory also addressed instances
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where hospitals and physician have carved out
hospitals within hospitals, i.e., a heart hospital
within a larger hospital, and sold ownership
interests in the specialty hospital to referring
physicians. “The OIG has pulled the plug on 
such arrangements,” says Knapp. “Each party
involved in such an arrangement is subject to
heavy fines and other penalties.”

The OIG has indicated that penalties assessed
against participants in gainsharing and physician
ownership of hospital-within-hospital arrange-
ments may be mitigated if the arrangements are
terminated expeditiously, he says.  ▼

On-line Medicare code
compliance tool debuts

An electronic Medicare code compliance ser-
vice, Qscan, now can be accessed via the

Internet at www.Qscan.com. 
Designed as a quick reference tool, Qscan

checks and corrects diagnosis and procedure
codes to aid hospitals in complying with
Medicare reporting guidelines and coding rules.
It also provides hospitals with reports on their
usage of individual diagnosis and procedure
codes. The manufacturer is Costa Mesa, CA-
based Olix Corp.

Users of the service log onto the Qscan Web
site and are brought to a “data submission form,”
where they are prompted to enter individual case
information that includes patient date of birth,
admission/discharge dates, sex, and discharge
disposition. They then enter the diagnosis and
procedure codes that are applicable to the patient. 

At this point, if Qscan determines that no correc-
tions or modifications to the codes are indicated, 
a checkmark appears at the top of the form, signi-
fying no further action is necessary. But if Qscan
determines that changes or modifications to codes
may be necessary, “alerts” are posted at the bottom
of the form, highlighting the codes in question and
providing brief explanations. Additionally, Qscan
keeps a permanent file of all submitted cases for
future reference if needed.

Hospitals that use Qscan pay a monthly fee,
based on their number of beds, for unlimited use
of the service. An on-screen demonstration of the
service is available at the Qscan Web site. 

For more information, contact Olix Corp. at (714)
429-2990, or e-mail administration@qscan.com.  ▼

HCUPnet has quick
answers to care questions

Practitioners, policy-makers, researchers, and
others now have a new interactive on-line ser-

vice to help them get fast answers to questions
involving inpatient care, charges, quality of care,
patient outcomes, and access.

HCUPnet, a product of the U.S. Agency for
Health Care Policy and Research (AHCPR), can
be accessed online by logging onto AHCPR’s Web
site: http://www.ahcpr.gov/data/hcup/hcup
net.htm. Users can choose specific conditions,
disease groups or procedures, and then request
information related to these, such as length of
stay, total charges, and discharge status — includ-
ing in-hospital deaths. HCUPnet users can also
narrow their queries by selecting categories such
as patient insurance status, age, or sex; or, by
selecting hospital characteristics, including teach-
ing status or ownership category. 

The data source for HCUPnet is the 1996
Nationwide Inpatient Sample (NIS) of the
Healthcare Cost and Utilization Project (HCUP).
A partnership involving AHCPR, individual
states, and the hospital industry, HCUP has pro-
duced the largest source of data in existence on
the use, quality, and costs of inpatient care for all
patients hospitalized in the United States. The
NIS database contains information drawn from
roughly 6.5 million hospital stays at more than
900 hospitals in 19 states. These stays include
those covered by Medicare, Medicaid, and pri-
vate insurance, as well as stays not covered by a
third-party payer. 

[For more information, e-mail hcup@ahcpr.gov.]  ■
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