
Hospitalists reduce costs, but jury 
is still out on how they improve care
Early data show benefits extend to patient outcomes

If you want to crank up the heat in a gathering of doctors, just mention
the word “hospitalist,” referring to the growing number of physicians
dedicated to inpatient care. On average, the use of hospitalists reduces

costs and length of stay (LOS) by 20%, but do they improve care?
According to the National Association of Inpatient Physicians (NAIP)

in Philadelphia, “hospitalist” is a job description rather than a certified
specialty. Hospitalists come primarily from the specialties of internal
medicine and pediatrics. If the idea hasn’t hit your area yet, it may come
soon. By NAIP’s count, there were approximately 300 hospitalists in
1995; today, there are 4,000 across the country.

In theory, the notion of an on-site doctor has considerable appeal.
He or she would be available day or night for emergencies. LOS
would diminish. Procedures could be standardized, and unassigned
patients would receive more efficient care. Hospitalists would have
more expertise in inpatient procedures through sheer repetition,
which could reduce errors now that primary care physicians spend
less time in the hospital. According to American Medical Association
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• The rise of hospitalists — doctors who assume the care of patients dur-
ing hospitalization — is churning up a lot of controversy among primary
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• The jury is still out on patient care outcomes in hospitalist programs vs.
standard inpatient care.

• Some suspect that the movement is driven more by economics than
concerns about quality of care.
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figures, primary care physicians now average
9.6 patient visits on rounds each week; in 1985,
the average was 22.

As with any new wrinkle, though, the appear-
ance of hospitalists evokes a lot of skepticism.
One concern is the quality of communication
between the hospitalist and the primary care
physician at both ends of the inpatient stay.
Another is interruption of the doctor-patient
relationship when the patient is most ill. In the
absence of convincing improvements in patient
outcomes, some question the real motivation
behind the movement.

Many a slip when theory goes to work

One insurance carrier, Humana, based in
Louisville, KY, has developed some experience
with hospitalists. The company accumulated its
program in the San Antonio, TX, market between
1994 and 1996. According to Humana’s spokeswo-
man, Mary Sellers, approximately 10% of the car-
rier’s 6.1 million members use hospitalists for
inpatient care. It makes the most sense in urban
areas, she explains. In rural and smaller commu-
nities, primary care physicians can handle both
inpatient and outpatient care. (In the chart, “Four
Practice Models for Hospitalist Services,” you’ll
find descriptions of hospitalist models and their
strengths and pitfalls, p. 115.)

Convincing primary care physicians that hos-
pitalists are good for them — or for their patients
— is no easy feat, however. In the Rockford, IL,
area, where 20% of the market is at full capita-
tion, the introduction of hospitalists is up for con-
sideration at SwedishAmerican Health System.
Robert Klint, MD, president and CEO of the
facility, surmises that prime targets for affirma-
tive votes might be general internists who drive
45 minutes to see hospitalized patients as well as
those who are near retirement and weary of mid-
night treks to emergency rooms. But, Klint won-
ders, what’s going to attract the doctor who faces
income losses from hospital visits?

Patients would have their objections as well,
he adds. “The public wants a choice of doctors,
so how would people react to being transferred
away from their doctor when they get sick?”

That interference in the doctor-patient relation-
ship could cut both ways, cautions a 1998 state-
ment on the hospitalist movement issued by the
Kansas City, MO-based American Academy of
Family Physicians (AAFP). Patient satisfaction
might suffer if the patient becomes attached to
the hospitalist and is forced to sever the tie when
he or she goes home, the statement says.

Still, Humana reports that in its poll, 86% of
the Medicare beneficiaries who used hospitalist
services say they would choose a similar care
model again.

Physicians are often reluctant to accept hospi-
talists at first, concedes Sellers. But, she continues,
“the majority of physicians see the value after
they have been in the program for a time.” While
participation in Humana’s hospitalist programs 
is optional, Sellers candidly explains that the per-
suasion to join is intense. “If primary care physi-
cians can demonstrate that they can come up with
the same clinical outcomes as hospitalists, we
encourage them to continue inpatient care as well
as outpatient — if they are that superhuman!”

Humana’s criteria are based on complication
rates, length of stay, availability for consultation
with specialists, and feedback from nurses and
patients.

Cornel Lupu, MD, a Miami-based general
internist, expresses doubts about whether hospi-
talists can maintain the cost benefits they’re show-
ing at this point. “I don’t think they’re going to
save money by doing less testing because their feet
are held to the same fire as ours. Everybody seems
to forget that we are all being watched constantly,”
he says. His doubts don’t stop there, either.

Supposedly, the community and hospital
physicians share responsibility for continuity 
of care. When the hand-off from community to
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Insurer Model

Multispecialty Gr oup Model

Hospital Model

Independent
Contractor Model

Model in Brief

Insurer employs (or contracts
with) hospitalists to manage
inpatient care for enrollees,
often making ED admit
decisions as well

Group assigns responsibility
for managing practice’s inpa-
tient care to select physicians
or contracted service

Hospital employs (or contracts
with) dedicated inpatient physi-
cians to manage all acute care
needs for unassigned patients,
offers service to medical staff
at large

Physicians form independent
hospitalist practice, offer serv-
ices to insurers, groups, and
hospitals alike

Advantages

Reception:
Able to compel use

Scale:
Able to transfer learning across
many facilities (even markets)

Reception:
Physicians most likely to
accept in-house initiative

Group able to neutralize
economic impact on individual
physicians

Group best positioned to
ensure smooth handoffs

Scale:
Patient volume in facility likely
to exceed that of any one
insurer, medical group

Reception:
Elimination of unwanted call
duty likely to meet with favor-
able response

Scale:
Able to invest in best practice
identification, transfer learning
across hospitals (even markets)

May establish foothold at given
hospital, manage sufficient
volume to leverage on-site
presence

Limitations

Reception:
Mandated use likely to meet
resistance

Perceived focus on fewer
admits, fewer days may meet
resistance

Scale:
Patient base at any one hospi-
tal may be insufficient to lever-
age on-site hospitalists

Scale:
Patient volumes at individual
hospitals may be insufficient to
leverage on-site hospitalists

Reception:
Where relations already frac-
tious, physicians may question
hospital motivation, role

Some payers and large groups
may prefer using own hospital-
ists over hospital-sponsored
program

Reception:
Inherits many of the concerns
associated with motivations of
contracting party (e.g., insurer)

Assessment f or Hospitals

Most concerning model for
hospitals, given likelihood that
focus on fewer admits, fewer
days likely to adversely affect
revenues

Best posture for hospitals to
support group efforts here with
dedicated staff, infrastructure to
become preferred inpatient
facility

Own program (not surprising-
ly) best enables alignment of
incentives with hospital’s inpa-
tient re-engineering agenda;
first-mover advantage (if avail-
able) allows for differentiated
service to groups and most
payers

Best posture for hospitals to
support independent hospital-
ist services, consider as option
for handling own unassigned
patients

Four Practice Models for Hospitalist Services

Source: © 1998 Clinical Information Center. The Advisory Board Co., Washington, DC.
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hospital works as it should, the hospitalist faxes
or e-mails admission notes to the community-
based doctor within 12 to 24 hours. Similar time
frames apply for detailed discharge summaries.
“The most important thing the outpatient physi-
cian wants is a phone call on both ends of the
hospitalization,” asserts NAIP’s co-president,
Winthrop F. Whitcomb, MD.

Lupu retorts, “In my personal experience with
hospitalists, I have yet to receive meaningful
information on my patients’ inpatient care!”

Weak communication links raise questions
about accountability, Lupu points out. “Hospital-
ists will get better lengths of stay than we have
now because they will push patients out sicker
than they are now! But when something goes
wrong, I suspect we’ll be blamed, even if the
decision was made in the hospital — and even 
if we were not part of the decision.” The use of
hospitalists provides fertile ground for medical
and legal problems to develop, he fears. “And
the primary care doctor or the internist will end
up with the blame.”

Doctors on the West Coast share Lupu’s dis-
content. The chief complaint about hospitalists,
according to a recent survey by the California
Academy of Family Physicians in San Francisco,
is poor communication between primary care
physicians and hospitalists.

The point is not lost on the California Academy,
which advises its members to investigate the mech-
anisms for continuity of care and patient satisfac-
tion when they consider the switch to a hospitalist
program.

In a word, it’s still too early to say whether
patients do better when hospitalists take care of
them. However, early data suggest that outcomes
might improve as time goes on. For example, in 
a study of 144 Humana myocardial infarction
patients in Kansas City, MO, 68% received beta
blockers under the care of hospitalists. Compare
that to the Cooperative Cardiovascular Project
study of 201,752 eligible patients, in which 34%
received the medication.1

Yet, Whitcomb says frankly, “The jury is still
out whether the quality of care improves in a
hospitalist system.” However, he notes, hospi-
talists tend to introduce and support processes
that are known to improve patient outcomes. 
By virtue of their availability, hospitalists can
participate in team projects with nurses, phar-
macists, social workers, chaplains, and case
managers on care decisions and guideline
development.

The burgeoning number of hospitalists leads
Lupu to wonder where health systems find peo-
ple with that much expertise in inpatient care. “In
Israel and Europe, they train and pass exams in
hospital-based medicine,” he notes. In the United
States, at this stage anyway, “It’s another source
of income for an internist who has not built a
busy practice,” he observes.

Klint confesses he is unconvinced that a desire
for better patient outcomes drives the hospitalist
movement. “If nobody knows about the quality
produced by this new service,” he observes, “I
have to assume it’s a matter other than patient
outcomes. When I’m studying something like this
and I don’t know what’s driving it, I follow the
money.”

Reference

1. Gottlieb SS, McCarter RJ, Vogel RA. Effect of beta-
blockade on mortality among high-risk and low-risk
patients after myocardial infarction. N Engl J Med 1998;
339:489-497.  ■

116 QI/TQM ® / October 1999

Need More Information?
On the growth and types of hospitalist programs,
contact:
❏ Winthrop F. Whitcomb , MD, Co-president,

National Association of Inpatient Physicians,
190 N. Independence Mall West, Philadelphia,
PA 19106-1572. Telephone: (800) 843-3360 or
(215) 351-2740. Web site: www.naiponline.org.

❏ Robert Klint , MD, President and CEO,
SwedishAmerican Health System, 1313 State
St., Rockford, IL 61104. Telephone: (815) 489-
4003.

❏ Mary Sellers , Corporate Media Relations
Manager, Humana Inc., 6th floor, Louisville, KY
40202. Telephone: (502) 580-3689. Web site:
www.humana.com.

On the points of concern in joining or establishing
a hospitalist program, contact:
❏ American Academy of Family Physicians ,

Attn: Denise Grow, Division of Socioeconomics,
8880 Ward Parkway., Kansas City, MO 64114-
2797. Telephone: (800) 274-2237, ext. 3468.

Clarification 

The September Quality Talk with Patrice Spath men-
tions Brown-Spath & Associates’ Web site. The Web

site’s address is: www.brownspath.com.  ■



QI pros cast wary eye 
on OIG recommendations
Random reviews OK; regulatory mode troubling

As a quality manager, you can expect some
important job changes in the wake of the

Office of Inspector General’s (OIG) recent report
of a two-year study on weaknesses in the nation’s
hospital review system. Recommendations from
the study are aimed at the Health Care Financing
Administration (HCFA) and the Joint Commis-
sion on Accreditation of Healthcare Organiza-
tions (JCAHO). The report chastises HCFA and
JCAHO for falling short on their responsibility
for the inpatient safety of Medicare beneficiaries
by allowing loose accountability from hospital
reviewers.

The recommendations call for a shift toward a
regulatory approach to oversight activities. This
worries quality professionals who have painstak-
ingly laid the foundations of “safe organizational
cultures.” Such environments design or refine
systems to minimize errors in patient care. Less
emphasis is placed on blame and punishment of
individuals. If the recommendations are adopted
in a strict sense, oversight activities could have a
less “collegial” style than they’ve had in recent
years. 

Probable result: More maintenance chores

OIG’s call for more random inspection of
records during surveys carries fewer philosophi-
cal implications. The sources who discussed this
provision with QI/TQM agree that while it could
mean more work in the short term, it will proba-
bly settle into a series of maintenance chores in
the long run.

Within days after the OIG report hit the streets,
JCAHO modified its policy on random unan-
nounced surveys as follows:

• Effective Jan. 1, 2000, organizations will
receive no advance notice (instead of the current
24 hours) for surprise visits.

• Visits may occur nine to 30 months following
the triennial full survey.

• The scope and focus of the review will
depend on recommendations made during the
previous triennial survey, known sentinel
events, and other information regarding the
organization’s performance.

(See September QI/TQM’s cover story, “OIG’s
blast of JCAHO/HCFA hospital surveys raises
the bar for QI directors,” for coverage of the key
recommendations in the report.) 

The recommendation for a shift away from
JCAHO’s recent educational tone toward a focus
on problems alarms many quality managers. The
report notes, “A collegial mode of oversight is
one that focuses on education and improved per-
formance. It emphasizes a trusting approach to
oversight, rooted in professional accountability
and cooperative relationships. A regulatory mode
focuses on investigation and enforcement of min-
imum requirements. It involves a more challeng-
ing approach to oversight, grounded in public
accountability.” The report goes on to say: “As
the system increasingly tilts toward the collegial
mode, however, it could result in insufficient
attention to investigatory efforts intended to pro-
tect patients from questionable providers and
substandard practices.”

This troubles many QI specialists who are cru-
sading to change punitive attitudes toward clinical
and administrative mistakes. In some organiza-
tions, these quality professionals have won the
support of senior managers in the drive to bring
errors out into the open as opportunities for sys-
tems improvement.

While calling the report “a thoughtful piece of
work,” Jennifer Daley, MD, is concerned about
the impact of a knee-jerk shift toward a regulatory
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• The Office of Inspector General’s recommenda-
tions for reforms in the hospital review process
have significant implications for quality man-
agers’ responsibilities. Some changes are just
around the corner; others will take shape over
the next few months.

• As of Jan. 1, 2000, for instance, the Joint Com-
mission will conduct unannounced inspections
in the interim between regular triennial surveys. 

• The call for review activities to have a heavier
regulatory tone worries some QI professionals
who believe that advances in patient safety
depend more on correcting unsafe systems than
on punishing individual practitioners for errors.

• Unannounced inspections and random file
reviews may well provide the needed push for
timely maintenance of documentation. The
change will involve extra work in the immediate
future, but fewer presurvey crises in the long
term.

Key Points



mode of inspection. Daley wears several hats,
including director of the Center for Health System
Design and Evaluation, Institute for Health Policy,
at Massachusetts General Hospital/ Partners
HealthCare System and associate professor of
medicine at Harvard Medical School.

“We need a modest mid-course correction,”
she advises, “not a swing all the way back to a
regulatory approach. There is already a general
movement in hospitals toward making the medi-
cal environment more safe — a culture of safety,
if you will.”

(For further perspectives on institutional
responses to patient care errors, see QI/TQM’s
July 1999 cover story, “Bare-bones resources’
effects on safety, best practices worry clinicians.”)

Whether the recommendations actually materi-
alize into more punitive climates for clinical or
administrative mistakes will depend on how
individual institutions implement them, suggests
Mara Fellhoelter, director of quality and resource
management at White Memorial Medical Center
in Los Angeles. “If we allow it to, the recommen-
dation will result in a more punitive environ-
ment. When you get cited on something, it will
take discipline to use a process improvement
approach instead of taking the easier course of
singling out a person. It’s easier to censure some-
body than to say, ‘What was the process that
allowed them to make an error?’”

Punitive environments often flourish when top
managers insulate themselves. Removed from an
understanding of the complexities of patient care
and support services, leaders can fall into think-
ing that censure of individuals is the most effec-
tive way to correct mistakes. Maureen Bisognano,
executive vice president and chief operating offi-
cer at the Institute for Healthcare Improvement in
Boston, notes, “I am worried that a more inspec-
tion-oriented approach [from external reviewers]
will thwart improvement.” While hopeful that
institutions can build openness about systemic
problems that breed errors, she observes, “the
only way to work this is for senior leaders to
become part of uncovering problems in order to
fix them, not to punish people. But [the shift] has
to start at the top.”

Increased attention to regulations could hamper
the rational apportionment of scarce health care
resources, warns Fellhoelter. “The more prescrip-
tive reviewers become, the more institutions end
up auditing things that are not critical to their hos-
pitals. For example, if you’re in a hospital that per-
forms very few surgeries, you might have to put

extra resources into auditing surgical wound infec-
tions when it’s not critical to your operation.”

While random reviews and unannounced sur-
veys will demand more continual attention from
quality managers, the result will be higher qual-
ity overall, notes Daley. “It’s like, when you know
your mother-in-law is coming, you clean the
house. But if you don’t know when your mother-
in-law might drop in, you keep your house in
order all the time. With random surveys, quality
managers might have the same amount of work
over three years as they would have over a few
months when they know a survey is coming.”

Drop-in surveys could be gifts

The technology for real-time documentation
is there, contends Bisognano. She adds, how-
ever, that many of us are crisis-oriented, espe-
cially when it comes to accreditation surveys. 
In her experience as a hospital CEO, Bisognano
admits that she never arrived at the Japanese
view of the review process as an ever-present
gift of knowledge and opportunity for improve-
ment. Our industry has yet to make that shift,
she opines. “When we know an inspection is
due, we tend to rely on heroics. We pull people
off of projects in the months before the visit and
heave a sigh of relief afterward — and then go
back to business as usual. It’s time for us to
abandon the heroics!”
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Need More Information?
For information on documentation of inpatient
care and error prevention, contact:
❏ Maureen Bisognano , Executive Vice

President & Chief Operating Officer, Institute
for Healthcare Improvement, 135 Francis St.,
Boston, MA 02215. Telephone: (617) 754-
4820. E-mail: mbisognano@ihi.org.

❏ Jennifer Daley , MD, Director, Center for
Health System Design and Evaluation, Institute
for Health Policy, Massachusetts General
Hospital/Partners HealthCare System, 50
Staniford St. (9th floor), Boston, MA 02114.
Telephone: (617) 724-3202. Fax: (617) 724-
4738. E-mail: jdaley1@partners.org.

❏ Mara Fellhoelter , Director of Quality &
Resource Management, White Memorial
Medical Center, 1720 Cesar Chavez, Los
Angeles, CA 90033. Fax: (323) 260-5872.
Please contact by mail or fax.



We have much to learn from manufacturing
industries, many of which treat inspection readi-
ness as routine business, suggests Bisognano. 
“It requires a constant tension around improve-
ment,” she notes. We might borrow the “the walk
of shame” concept, as it’s called in manufacturing
circles. It’s nothing more than a senior leader tak-
ing a patient’s footsteps through a stay at the facil-
ity, or following a nurse through half of a shift.

That sort of front-office-to-front-line connec-
tion could nurture a realistic balance of quality
care and regulatory compliance — a balance
Fellhoelter fears could get lost in the wake of this
shake-up. “As resources dwindle,” she argues,
“all of us are working pretty lean. It could drain
our resources even more if we feel compelled to
audit our compliance with all the minor state
regulations.”

And, as one expert points out, all oversight
agencies need to make sure they are promulgating
the best and latest processes. Mary R. Grealy,
chief Washington counsel for the Chicago-based
American Hospital Association, writes in her
response to the Inspector General’s report: “HCFA
needs to create a more dynamic process to ensure
that their standards do not lose relevance. . . . For
example, they are still requiring an outmoded Life
Safety Code of 1985, even though the field has
moved, including JCAHO, to the current state of
the art in life safety as recognized in the 1997
code.”  ■

GHA lowers cesareans
through patient counseling
Expectant moms appreciate extra time with doctors

Patient expectations posed the biggest chal-
lenge in reducing cesarean rates at Group

Health Associates (GHA) in Cincinnati. When
expectant moms told obstetricians they wanted
cesareans, the doctors conceded without pursu-
ing the option of vaginal birth after cesarean
(VBAC). Cesarean rates for the nine obstetricians
at GHA, who attended 75 to 100 deliveries a
month, averaged 20% to 21%. While this was in
line with regional and national rates, there was
room for improvement.

A resounding wake-up call came from the man-
aged care companies that review cesarean rates in

contract negotiations. Lisa Yang, MD, director 
of the department of obstetrics and gynecology,
notes that, in most cases, patient outcomes follow-
ing vaginal birth are superior. The length of stay 
is one or two days, compared to three or four days
following cesareans. Recovery time from vaginal
delivery is shorter, as well.

Old baggage blocked any illusions that change
would come swiftly, Yang explains. “In the 1970s
and 1980s, many women had unnecessary proce-
dures for the convenience of a scheduled deliv-
ery. And the doctors didn’t have to sit through
labor when a patient came in for a cesarean.” 

The process of reducing cesarean rates at
GHA started in 1995 when a group of GHA’s
doctors attended a learning session sponsored
by the Boston-based Institute for Healthcare
Improvement. Since that time, they’ve pared the
numbers down to 16%-17%, significantly below
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Location: Group Health Associates (GHA),
Cincinnati; multispecialty ambulatory
care facility with 105 physicians, nine 
of whom are obstetricians. They deliver
75 to 100 babies per month.

Situation: GHA sought to reduce its rate of
cesareans. Although its 20% to 21%
rate was in line with national and
regional averages, lower numbers
would improve patient outcomes 
as well as the group’s competitive-
ness for managed care contracts.
Obstacles included a belief among
patients that once a woman has a
cesarean, all subsequent deliveries
will be cesarean. Doctors tended to
follow expectant mothers’ wishes
regarding cesareans.

Solution: Physicians learned how to counsel
patients on the possibility for vaginal
birth after cesarean (VBAC). When
patients pursue the cesarean option,
obstetricians present the case to a
committee for a second opinion. Most
of the expectant mothers choose a trial
of labor, at least. In general, the patient
satisfaction feedback shows that
women appreciate the extra time their
doctors spend counseling them about
their options. Cesareans now run 16%
to 17%. A voice mail system expedites
obstetrical billing and data collection
while reducing physicians’ paperwork.

Key Points



the regional average. Their method, as Yang tells
us, was low-key and hardly noticeable to the
patients. And, one reward for the obstetricians
was less paperwork.

When it came to changing patient attitudes,
the doctors had their work cut out for them.
“There’s the old adage, ‘once a cesarean, always
a cesarean,’” Yang observes. “Women had a fear
of doing it any other way. For some, it was a fear
of labor.”

As far as the physicians were concerned, “once
they met resistance from patients, they agreed to
do cesareans,” Yang says. Much of GHA’s cesarean
committee work involved teaching doctors how to
counsel patients regarding VBAC. With stronger
counseling skills, obstetricians were less likely to
make automatic concessions to patient expecta-
tions. “Instead of allowing patients to control the
process, the doctors were coached on how to offer
a trial of labor,” she explains.

Doctor-patient interaction changes

More than any tangible intervention, Yang
credits success to the attitude shift among the
doctors. Now, unless clear contraindications exist,
they offer VBAC to each expectant mom with a
cesarean history. Counseling begins at the first of
the 14 standard prenatal visits.

The doctor sits down and explains the poten-
tial for successful VBAC and asks the expectant
mother to consider it. He or she provides refer-
rals to prenatal classes on labor and delivery
preparation. Each counseling encounter is docu-
mented in the chart. Most women agree to a
trial of labor after a few conversations with
their doctors. 

During the last month of pregnancy, obstetri-
cians document the fetus’ position. If it is breech,
they perform external cephalic version (ECV),
turning the baby to a head-down presentation
through external manipulation. Yang explains
that for the 3% of fetuses who present in breach
position, ECV is successful for 60% to 70%.

To schedule a cesarean, obstetricians must go
through a committee for approval. If patients
decline a trial of labor after counseling at several
appointments, the doctor takes the case to a com-
mittee. If the committee deems the woman a can-
didate for successful VBAC, the doctor explains
that “several physicians agreed that we should go
through a trial of labor before doing a cesarean.”
In the rare instances where patients still insist on
cesareans at this point, they are offered cesareans.

Most women report high satisfaction after a
successful VBAC, Yang says. They are especially
pleased with the short recovery period after vagi-
nal birth and the extra opportunity to talk with
their doctors during prenatal visits.

GHA tracks each obstetrician’s cesarean rates.
But when you do that, stresses Yang, you need
accurate data collection. “Doctors will question
the accuracy of the system, especially if their rates
happen to be high. If there is one mistake in the
numbers, they’ll throw out the whole data set.”

Voice mail reduces paperwork

To solve the ever-present challenges of accu-
rate and timely data gathering, GHA turned to
voice mail technology. As soon as a doctor charts
a delivery, the paperwork is finished. Then, in
just 30 seconds of phone time, they can complete
the billing. To do it, they call a special phone
number and dictate billing information including
the patient identification number and baby’s
birth weight, specifying whether delivery was
cesarean or VBAC. Each doctor has a card, simi-
lar to a credit card, listing the data they need to
report. “Everyone can get to a phone 24 hours a
day,” Yang notes.

The system eliminates a piece of paperwork for
the physicians. She explains, “You don’t have to
take a piece of paper to your office and fill it out
later.” Sometimes weeks or months would go by
before billing slips made their way back for pro-
cessing. Yang wouldn’t be surprised if some were
lost forever.

For the GHA billing staff, downloading data
from the voice mailbox speeds up claims process-
ing and the turnaround of accurate labor and
delivery statistics for the cesarean committee.  ■

120 QI/TQM ® / October 1999

Need More Information?
On teaching physicians to counsel expectant
moms regarding VBAC, contact:
❏ Lisa Yang , MD, Director, Department of

Obstetrics and Gynecology, Group Health
Associates, Cincinnati. E-mail contacts, please:
lisa_yang@cgha.com.

On additional proven strategies, as well as collab-
oration opportunities for reducing unnecessary
cesareans, contact:
❏ Institute for Healthcare Improvement , 135

Francis St., Boston, MA 02215. Telephone:
(617) 754-4800. World Wide Web: www.ihi.org.



Measuring outcomes 
for diabetes DM
Collaboration invitation for QI/TQM readers

By Janice Schriefer, Continuous Improvement
Department, and Pat Spoelhof and Mark
Huizenga, Care Management Group, Spectrum
Health

Tom Peterson, MD, and Laurie Levknecht,
Michigan Medical, P.C.

Grand Rapids, MI

Over the last year, Spectrum Health and
Michigan Medical, P.C. (MMPC) in Grand

Rapids, MI, established a diabetes disease manage-
ment pilot program. This is a collaborative effort
between Spectrum Health Care Management
Group; Michigan Medical P.C., a multispecialty
physician group; and the local HMO, Priority
Health. The primary goal of the program is to
improve glycemic control and complication moni-
toring in diabetic patients. Another program goal is
to educate MMPC physicians about recent changes
recommended for the care of the diabetic patient.

Improvement efforts include increased patient
and staff education and case management of high-
risk diabetic patients. The aim is to move diabetic
patient management toward nationally recognized
diabetic management standards established by 
the American Diabetic Association1 and HEDIS
(Health Care Employer Data and Information Set).
Also, we hope to improve patient satisfaction and
reduce preventable complications of diabetes.

The clinical leaders of Spectrum Health Care
Management Group and MMPC jointly identified
the need for this project. Diabetes is a prevalent
and serious disease with the potential for multi-
ple complications. We based our decision to pur-
sue a diabetes disease management program on
patient volume data derived from claims data.
On average, diabetes patients cared for by MMPC
physicians use more resources than other patient
populations.

The following research studies supported some
of our interventions:

• Rubin, Dietrich, and Hawk2 note that diabetes
places a significant burden on the U.S. health care

system and is the target of many disease manage-
ment programs. The authors found that intensive
patient education and case management of dia-
betic patients resulted in savings of more than $50
per patient per month. Hospital admissions were
reduced by more than 18% and bed days by 21%. 

• Gilmer, Manning, O’Connor, and Rush3 note
the importance of maintaining HbA1c levels below
8%. Using regression analysis, the researchers
found that the cost for medical care was closely
associated with HbA1c levels. 

Medical charges increased significantly for
every 1% increase above a HbA1c of 7%:

— Patients with levels between 7-8 had 10%
more health expenses;

— between 8-9, 20% more health expenses;
— over 9, 30% more health expenses.
• Testa and Simonson4 performed a double-

blind, randomized, controlled trial of 569 Type 2
diabetic patients. The researchers found that
improved glycemic (blood sugar) control of Type
2 diabetics is associated with substantial short-
term symptomatic, quality of life and health eco-
nomic benefits. Favorable health economic
outcomes included higher retained employment,
less absenteeism, greater productive capacity,
fewer bed days, and fewer restricted activity days.

• Eastman et al.5 used simulation models and
discovered that comprehensive diabetes treatment
that maintains a HbA1c value of 7.2% or less is pre-
dicted to reduce the cumulative incidence of blind-
ness, end-stage renal disease, and lower-extremity
amputation by 72%, 87%, and 67% respectively.
Life expectancy increased by 1.39 years.

The ultimate result and goal of the diabetes
disease management program is an improved
medical condition for diabetes patients. The fol-
lowing outcome measures are based primarily on
the Provider Recognition Program (PREP) mea-
sures, which are national standards from the
American Diabetes Association:
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PREP Measure Frequency
1. HbA1c 1 time/year
2. Dilated retinal exam 1 time/year
3. Foot exam 1 time/year
4. Blood pressure check 2 times/year
5. Urinary protein/micro-

albuminuria check 1 time/year
6. Lipid profile 1 time/year
7. Self-management education Annual
8. Medical nutrition therapy Annual
9. Self-monitoring blood glucose Annual
10. Tobacco status and 

counseling referral Annual



The success of the project will be determined
by the improvement in specific measurable out-
comes. Implementation will take place in three
stages:

Stage 1: Continued development of the out-
comes measurement system. 

Stage 2: Launch of the patient education pro-
gram and case management of complicated
patients. 

Stage 3: Re-measurement of outcomes.
Project evaluation: Through application of the

measurable objectives listed above.
Our purpose in writing this article is to assist

other integrated delivery systems in the clarifica-
tion of outcomes measures for diabetes disease
management programs. The most important
point of the entire study is to demonstrate that a
collaborative effort between physicians, HMOs,
patient educators, social workers, nurses, and
diabetic patients can work to improve the care of
the diabetic patient. The collaborative feature is
what makes this type of program truly unique.

[Editor’s note: For more information on the
Spectrum Health Diabetes Disease Management
Outcome Measures and to explore collaboration with
other QI/TQM readers, contact Janice Schriefer,
Mail Code 74, 100 Michigan St., Grand Rapids, MI
49503. Telephone: (616) 391-2974. Fax: (616) 391-
3570. E-mail: janice-schriefer@spectrum-health.org.

Also, more information on diabetes disease manage-
ment can be found at the following Web sites:

• www.ncqa.org (National Committee on Quality
Assurance and HEDIS);

• www.diabetes.org (American Diabetes Association
and DQIP);

• www.facct.org (Foundation for Accountability).]
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Asthma Center story
raises program visibility
Coverage generates numerous inquiries

The folks at Lahey Clinic in Burlington, MA,
are thrilled with the response to QI/TQM ’s

story on their Asthma Center. (See the July 1999
issue, p. 84.) The program’s director, Andrew
Villanueva, MD (andrew_g_villanueva@lahey.
org), has had over 20 e-mail inquiries thus far.
The most interesting one, he says, is from a state
official who is so impressed with the Lahey pro-
gram that he would like to use it as the prototype
for a statewide asthma care project. Others are
from clinicians, mainly nurses, who either run
asthma programs or are developing them.
“They’re not only asking for our materials, but
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Annual Compliance Institute
comprehensive for all

Whether you are a seasoned veteran or
new to health care corporate compli-

ance, and whether you work in a hospital,
home health agency, nursing home, or physi-
cian practice, the Health Care Compliance
Association’s 3rd Annual Compliance Insti-
tute will answer all your training needs. 

This year’s Institute, “Advanced Compli-
ance: Discovering the Hallmarks of Effective
Compliance Programs, a Critical Step in
Compliance,” scheduled for Oct. 24-27 at the
Chicago Marriott, is designed to provide
practical workshops for experienced compli-
ance professionals. To assist those attending
the Institute, HCCA has labeled all sessions as
either basic, intermediate, or advanced. The
Institute also will devote an entire track to
case studies, offering specific examples on
various aspects of compliance programs.

For the beginner, HCCA will offer Compli-
ance 101, a three-hour compliance primer,
during a preconference on Sunday, Oct. 24.
To learn more about HCCA’s Annual Com-
pliance Institute or to register, call (888) 580-
8373 or visit Conference Central on HCCA’s
Web site: www.hcca-info.org and register 
on-line.  ■



they’re looking for practical advice on how we
worked through this or that problem,” he says.

“This has been very exciting for us,”
Villanueva continues. The Asthma Center has
had a fair amount of national publicity through
professional publications and the Internet. “But
we’ve had the most response from this story,” he
says. “I think it reflects your readership’s interest
in the practical how-tos of launching health pro-
grams. I’ll probably learn as much from them as
they will from me!”

There you have it — a way to showcase your
programs and network with people who have
similar interests or problems. Everybody wins
when you tell us which of your projects would
make good program profile stories or “Grass-
Roots QI” columns. Contact QI/TQM Editor
Mary Kouri. Telephone: (303) 771-8424. Fax:
(303) 740-0520. E-mail: marykk@abwam.com.  ■
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QI tools to ignite improvement
By Duke Rohe , FHIMSS
Performance Improvement specialist
M.D. Anderson Cancer Center
Houston

Most organizations are not short on think-
power from their employees; they are simply

short on the tools to make improvement happen
and an environment to stimulate this type of
thinking.

Here’s a squirt of starter fluid to ignite the
grass fires of improvement in your area. These
files are a free collection of ready-to-use tools
that have helped improve performance in a vari-
ety of projects over the past decade. They bor-
row from a myriad of sources and can help your
organization’s change effort be faster and more
effective.

They are organized for ready access, sharing,
and expansion. For most effective results, place
them on a shared server to be accessed by any-
one making improvement. Simply open the file,
then save it under another name on a personal
drive.

Kno wledg e management notes: The design
here is for a growing tool set that is collectively
expanded and groomed for freshness and acces-
sibility. To add to the “tool chest,” file your newly
created tool in a given folder (or make a new
one) and update the index with the file name and
title. There is a “new stuff” folder for new tools
that were created and are candidates for contin-
ued use. Evaluate the new tools each month for
benefit and file accordingly. There is a red-tag file
for tools that don’t have a ready home or whose
use is questionable.

If you have tools that might benefit others, e-
mail them to Duke Rohe at drohe@pdq.net for
future tool sets or updates. These files are free to
use, copy, and share. To receive them, e-mail a
request to drohe@pdq.net with your postal mail-
ing address. I’ll make a copy on diskettes (around
6 MB) and send them your way. There will be a
request for $20 to cover the copying and mailing.
If you have counterparts in other organizations,
just pass the diskettes along.

The files are meant to be self-explanatory.
But if you need help, call Duke Rohe at (713)
460-3601. ■

Good Ideas!



Promising news for digitalis

Doctors may be changing the way they think
about digitalis again, says lead Bertram Pitt,

MD, of the University of Michigan in Ann Arbor.
In 1997, the Digitalis Investigation Group (DIG)

found digoxin reduced CHF hospitalization by
28% and lowered general hospitalizations by 6%.
Although patients on digoxin could improve their
exercise tolerance, DIG found no change in patient
survival between patients who took digoxin and
those who did not. 

That finding may change, however. Pitt explains
that when digitalis is used with spironolactone,
the drug may have a synergistic effect in CHF
patients. He notes that some of the fatalities that
occurred in the DIG trial among the participants
receiving digitalis were due to arrhythmia. 

“Spironolactone may be working to lessen
these risks, and it looks like you would get
increased survivability,” he says.  ■
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On the Pediatrics Unit at William Beaumont
Hospital of Royal Oaks, MI, nurses ask parents five
simple questions — first thing, each shift, every
day. They ask if parents understand the child’s
diagnosis, tests, treatment, medications, and perti-
nent dietary or activity restrictions. In minutes, the
discussion clears up misunderstandings, calms
anxieties, and involves parents in care plans. Ellen
Sneider , RN, NM, Pediatrics, says, “Sometimes
you might assume that someone else has asked
the questions, but parents don’t have a problem
with being asked several times. In fact, they appre-
ciate it because they feel cared for.”

✔✔ IMPROVEMENT OPPORTUNITY
Historically, staff sought and used family feed-

back. But a recent switch to Press, Ganey [(800)
232-8032 or (219) 232-3387; www.pressganey.com]
patient satisfaction surveys turned up “excellent” rat-
ings of 70% to 90%, and that wasn’t high enough.

✔✔ SOLUTIONS
A nurse research assistant, "borrowed" from one

of the pediatricians, administered to each family the
five-question survey described above. Satisfaction
improved immediately. "However, we didn't have
resources to hire one person to survey families,"
Sneider says. So, nurses incorporated the questions,
printed on pocket cards, into their daily routines. "It
was a change of mindset, to see ourselves as being
here to provide customer service," Sneider says. "We
have to remember that while we understand that a
kid's going to get better, a parent takes it differently."

Improvements in progress: (1) Remodeling
the 1950s-vintage unit. (2) Shift to care plan man-
agement model with one clinician coordinator for
each patient.

✔✔ RESULTS
Parents appreciate each nurse’s knowledge of

what’s going on with their child. Press, Ganey
scores average 85% to 90%.

✔✔ KEYS TO SUCCESS
• Inservice training presented the questions as

review of existing skills, rather than new technique.
• Nurses like how it calms parents' anxieties and

simplifies clinical work.
• Sneider continually "keeps the questions in the

forefront," discussing feedback at staff meetings
and modeling interactions as she meets parents in
the halls and in patient rooms.

✔✔ CONTACT
Ellen Sneider, Pediatrics, William Beaumont

Hospital, 3601 W. 13 Mile Road, Royal Oak, MI
48073. Telephone: (248) 551-4789; long-range
pager (810) 518-2091.  ■
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