
Information management, Internet
access determine tomorrow’s quality
Biggest gains will go to biggest innovators and best networkers

Hardly any part of health care remains untouched by technology,
and, in many respects, we’re better for it. Information manage-
ment systems have already produced dazzling improvements.

Inpatient procedures are faster and more accurate. Wait times are down.
And the near future promises even more. But the technologies are only
as effective as the human skills and judgments behind them.

Indeed, some QI leaders and clinicians believe that unless we discern
exactly what the technical solutions can — or should — fix, advances
are worthless. The most sophisticated machines make little difference
unless health care workers actually use them. For all its wizardry, we
must not succumb to complete dependence, for technology is notori-
ously temperamental. That’s why some advise us to keep the pencil and
paper systems ready at all times.

While no one doubts that technology will continue to revolutionize
health care, experts caution us to consider continually how and whether
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This is the first of a three-part Special Report on the technological innova-
tions in health care. In this issue, we put the revolution into perspective with a
cross-section of views from clinicians and QI specialists. They discuss tech-
nology’s promise and offer a few cautions about how we should proceed.
Without exception, they emphasize the human side of the equation — the
low-tech components of planning, communication, and wise judgment in
applying new technology. 

In parts two and three, look for program profiles on upgrading the infor-
mation management infrastructure and developing an electronic medical
record. Other stories will explore speech and handwriting recognition pro-
grams as well as bar-coded tracking of radiology reports.

(See also “New products integrate care at all levels,” pp. 128-132.)
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each new change improves health through the
patient’s eyes.

It takes human ingenuity to figure out which
of our problems really need a technical fix. “If not
thoughtfully applied to a discrete need, technol-
ogy will not be worthwhile,” insists Charles M.
Kilo, MD, MPH, director of the Idealized Design
Initiative at the Institute for Healthcare Improve-
ment (IHI) in Boston. 

The initiative develops designs for optimum
work flow in ambulatory care offices. Kilo notes
that when we plunk a new technical step into the
middle of a process without first adjusting users’
attitudes and the tasks that dovetail with it, we
have chaos. “Like thinking the electronic medical
record will solve all our problems. It’s costly and
there are big disparities between the needs and
the information technology solutions.” This is
more apparent in the ambulatory realm than the
inpatient, he adds.

To align ambulatory care needs with technical
solutions, IHI’s Idealized Design Initiative has
identified 20 to 30 discrete information manage-
ment needs. They will eventually become a set of
standards for technology vendors. Sizing up the
current state of affairs, he observes, “If you pic-
ture a grid with 30 needs across the top and solu-
tions from vendors down the side, and you fill in
vendors who meet the needs, a lot of the cells are
empty.” For example, a critical feature of a patient
information management system would be the
ability to create registries of patients to facilitate
proactive contact and management of popula-
tions needing regular care, such as diabetics. 

“That registry function is not present in any of
the electronic medical record software packages
out there at this time,” Kilo notes. “The product
vendors are fragmented, and the products don’t
talk to each other.” That’s why, he reiterates,
before we spend the first dollar on solutions, we
can do ourselves a big favor by asking, “How do
we thoughtfully use information management to
solve some of the problems we have?”

When James Espinosa, MD, director of the

Emergency Department at Overlook Hospital 
in Summit, NJ, has his way, new technologies
meet one simple, rigid criteria before they go
into use. He wants to know, “Does the tool make
a difference the day it’s installed at the bedside?”

The cardiac markers system passed with hon-
ors, Espinosa says. It performs bedside enzymes
tests. Within one minute of applying eight drops
of blood to a pre-treated card, the nurse knows the
presence of three cardiac enzymes indicating an
infarction. “If a patient had a nonspecific cardio-
gram, it used to take us 24 hours to know whether
he or she was infarcting. Now it’s 15 minutes.”

On the inpatient side, “clinical information sys-
tems are the biggest duck we have in our row of 
QI advances,” says Marge Freundl, MSN, RN,
CNAA, corporate director of Disease Management
at St. John’s Health System in Warren, MI. Still, the
systems are only as good as the input data that
drive them. “With the job market as tight as it is,
and health system budgets being what they are, are
we going to have people who understand the seri-
ousness of what they are doing when they transfer
data into the computer? And are we going to build
in validation of data accuracy in our systems?”

Sometimes a simple device makes more impact
than its smarter counterpart — even if your budget
could support more. Joyce Thomas, PharmD,
supervisor of clinical services in the pharmacy
department at Deaconess Hospital in Evansville,
IN, explains why. “The environment where you
want to implement the technical advances — the
cooperation of your staff and the training resources
at your disposal — are often more influential in the
speed with which you adopt technology than the
availability of the technology in the marketplace.”

Case in point: Thomas explains that Deaconess
is currently looking at ways to improve the legi-
bility of fax copies of pharmaceutical orders
because “it’s always difficult to read some physi-
cians’ writing,” she says. “For example, if some-
one writes lightly, the legibility of the fax copy is
compromised. The ideal would be to eliminate
the handwriting altogether by having the doctors

126 QI/TQM ® / November 1999

■ Disease
management — 
What, how, and why?

■ What you said:
QI/TQM’s fax-back
survey results

■ Multidisciplinary
redesign of medication
error reporting system

■ Facing consumer
demands for
complementary
medicine

■ Evidence-based
protocols improve
outcomes for stroke
patients

COMING IN FUTURE MONTHS

Special Report: Health Care’s High-Tech Boom



place their orders on the computer,” she con-
cedes. But that would be easier to accomplish
with hospital-employed physicians than with the
community-based doctors who admit patients to
Deaconess, she adds.

Even with simple technology and good train-
ing, it’s dangerous to assume that people will
welcome it. We see two distinct cultures among
health care workers, notes Mike Rudolf, director
of Improvement Services for VHA East Coast, the
Berwyn, PA-based local division of VHA Inc., an
Irving, TX-based national alliance group of not-
for-profit organizations. You pretty well know
them by their age, Rudolf explains. Take e-mail.
“It has taken a while for us 35- to 55-year-olds to
get used to it, and we’re not there yet,” he says.
“But once we get comfortable with it, it will
change the way we do business.”

All caveats aside, quality experts and clinicians
agree that any system that provides access to clini-
cal data on-line can improve care. It shortens diag-
nosis to treatment cycles. It reduces duplicate tests.
Built-in rules and triggers reduce the risk of error.

“When I think back to the 1980s compared to the
‘90s, I think of the profound effect of the ability to
look at data from a systems perspective,” observes
Barry Malinowski, MD, medical director of Group
Health Associates, a multispecialty ambulatory
care facility in Cincinnati. “We used to look at
infection rates and the like. But we have really
tuned in to looking at outcomes. It’s had a pro-
found effect on accountability, and it’s just the tip
of the iceberg. In the future, we’re going to be look-
ing at much deeper issues like how care affects the
quality of a patient’s life.”

One breakthrough, which the Group Health
clinicians love, is the five-minute cycle between
hospital discharge to discharge summary.
Malinowski describes it as “so real-time, it’s
incredible!” The system’s hospitalist-nurse team
e-mails the summary via laptop computer to the
primary care physician within five minutes of the
patient’s departure.

Thanks to a clinical management software pro-
gram, Malinowski says, “We’ve taken Coumadin
management from the physician and given it to
the nurse. The program shows when a patient
needs to increase or decrease the dose. Compliance
is much greater, and the outcomes are better.”

The systems view of data enables instant
adjustment of processes to correct “dis-quality”
in real time, “which is where the patients 

experience it,” says Espinosa. 
At Overlook’s emergency department, for

instance, the standard is to have patients in and
out within 60 minutes. To uphold the standard,
the staff are authorized to call in extra help if
waits for radiology or lab results exceed a pre-set
threshold for 15 minutes. “This way, we can
smooth out the bumps in real time instead of
waiting six months for the aggregate data to
show up. Patients don’t experience their emer-
gency room visit in the aggregate,” he adds.

The concern for patient satisfaction and the
impact of care on quality of life have driven tech-
nologies, insofar as they influence the way care is
planned, delivered, and measured. “The advent
of patient satisfaction into medicine has led to
breakthroughs in the way we do business,” says
Espinosa. It has led to new measuring tools such
as provider report cards and the strategies for
validating them. 

The most exciting breakthrough we have ahead
of us, he continues, is the assessment of how med-
ical treatments shape the human experience. “This
is one we have yet to fully embrace in our quality
measures. Can patients walk better because of a
new technology? It’s the old question — the cat
lives, but will it ever catch mice again?”

While physicians may retain a modicum of
control over when or whether they adopt clinical
technologies, a more fundamental change is 
complete, and there’s no going back. Kilo says,
“Physicians used to be the keepers of medical
knowledge. It was within their power to dispense
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or not to dispense it. But the Internet has changed
all that, and many physicians are hardly aware of
the revolutionary power of this development.”

Doctors no longer hold gatekeepers’ privileges
over medical information, Kilo notes. However,
the physician can become a positive force in the
change. Instead of being intimidated when
patients come to appointments with papers from
an Internet search, doctors could serve as knowl-
edge brokers, guiding people to credible Web
sites and helping them filter the information.

Don’t let anyone tell you it’s foolish sentimen-
tality to keep your manual systems tuned up.
Remember that electronic networks will fail. The
only unknowns are when and how often. “That’s
my biggest fear as we move forward,” Freundl
admits. People used to carry the procedures in
their heads — how to deliver specimens and
orders to the lab, for example. “But as we get
comfortable with using the new ways, we forget
the old ones. And many of the new people have
never used the manual systems.”

Backup procedures for automation breakdowns
should be a routine component of training for all
systems, Freundl believes. “We need to keep peo-
ple tuned in to the old methods of processing the
paper slips and handling lab orders.”  ■

New products integrate
care at all levels 
Automation accommodates flow of information

The four technological devices described here
represent a smattering of the products that hit

the market every month. We selected them
because they represent innovations that expedite
information flow across the continuum of care.

These products are also good examples of how
automatic data collection will improve the ability
to monitor and care for patients.

✔ Cyber-SIGN electronic signatures and bio-
metric signature verification. Founded in 1996.

Description: By signing their name on a “digi-
tizing tablet,” clinicians may sign off on medical
records and orders from an off-site computer. A
digitizing tablet (approximately $35 each) beside

a computer keyboard can transmit signatures to
medical documents and replace the mouse to
drive the computer, according to Cyber-SIGN
spokesman Dennis Quiggle. 

How does it work? For biometric signature
verification, the user provides three sample sig-
natures at sign-up. Since people never sign their
names in exactly the same way twice, three signa-
tures capture variations. A secured Cyber-SIGN
server creates and stores a template of composite
data from the original signatures. Each time a
user signs an electronic document, the server
compares the shape, speed, stroke, pen pressure,
and timing of the motion to the data stored on the
secured biometric template. Once authenticated,
the sign-off is complete.

A physician may write and sign orders from a
computer terminal at home, in the office, or on
another floor of the hospital. The system also
handles faxed orders. For example, if the phar-
macy faxes a suggested meds adjustment for a
patient, the doctor scans the fax into his or her
computer. The image of the order change comes
up on the screen. The doctor signs it and sends it
on its way. For health care organizations with
electronic records, the biometrically verified sig-
nature is an added layer of automation and
security.

Key benefits: Biometric signature authentica-
tion replaces passwords and personal identifica-
tion numbers which can be forgotten, shared, 
or stolen. Remote log-on can shorten order-to-
patient care cycles and speed the billing process.

Who uses Cyber-SIGN? Several health care
systems are currently exploring the application,
however, it is not yet on-line in this industry.
“The application is keyed to the smaller hospi-
tal,” Quiggle notes. The system is in use in the
banking community.

Cost: A one-time fee of $2,750 covers develop-
ment of the platform to integrate Cyber-SIGN
with the user’s existing application. The turnkey
system works with software setups based on
Word, WordPerfect, Lotus, and, for a slight extra
cost, Adobe Acrobat. After platform installment,
the per-user cost for a two-year license covering
maintenance and upgrades starts at $35 each for
up to 10 authorized signatures. As the number of
authorized signatures increases, the per-signature
costs decrease.

For information: Cyber-SIGN, 2635 N. First St.,
Suite 103, San Jose, CA 95134. Telephone: (800)

128 QI/TQM ® / November 1999

Special Report: Health Care’s High-Tech Boom



876-4605 or (408) 324-1001. E-mail: info@csign.
com. Web site: www.cybersign.com.

✔ NEON Physician Access, by New Era of
Networks Inc.: Patient information via secure
Internet site. Founded in 1994.

Description: The system, driven by a Web
browser, provides physicians with a consoli-
dated view of patient data on a familiar-looking
screen. Users may update patient files as well as
place orders through the program. (See NEON
Physician Access screen, below.)

How does it work? The Physician Access
browser pulls information, which health care enter-
prises often store in multiple applications, onto a
Web page. Web pages are created for each autho-
rized user. Test results, order status, medication
profiles, and other data are available on easy-to-use
screens. Each user sets up criteria for filtering infor-
mation delivery, such as all abnormal lab results or
status changes within the last 24 hours.

Doctors may enter the system through their
health care organization’s network or through the
Internet. Entry requires a password and log-in
name. Access is secured through two types of
encryption which have satisfied the criteria of

clinicians in organizations currently using the
program. Confidentiality protections meet the
Joint Commission on Accreditation of Healthcare
Organizations’ security requirements.

Key benefits include point of entry to data
stored in multiple software formats and elimina-
tion of changes in existing departmental software
programs. Product delivers real-time information
to users’ Web pages, thus reducing the occurrence
of redundant tests and treatment delays. The sys-
tem requires little or no training because it dis-
plays information through a browser.

Who uses NEON Physician Access? Baptist
Healthcare System, Information Services
Department, Louisville, KY.

Cost: Base price, $50,000.
For information: New Era of Networks, 7400

E. Orchard Road, Englewood, CO 80111.
Telephone: (800) 815-6366. Web site: www.neon
soft.com.

✔ SmartRack Systems for ambulatory care.
Founded in 1992.

Description: The wall-mounted devices, resem-
bling ordinary chart racks, automate and collect
data on each hand-off in the patient flow process. 

How does it work? The SmartRack
System activates when an employee
puts a “patient token” into one of its
slots. A patient token might be a chart,
a super bill, or a form. The slot has sen-
sors programmed to read and record
the insertion and removal of patient
tokens. 

The sensors trip communication
devices to notify the appropriate 
person that a patient is waiting. For
example, if a receptionist puts a
patient token in the slot at the front
desk, the system alerts the nurse that
the patient is waiting. This eliminates
trips to the waiting room by nurses to
check on patients’ arrivals or wait
times. (See SmartRack Systems, p.
130.)

The notification method is the cus-
tomer’s choice. Options include light
signals, pagers, or messages on com-
puter monitors. Once the nurse com-
pletes the first step of the visit, the
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patient token goes into the SmartRack outside the
exam room to signal the doctor that the patient is
waiting. When the doctor finishes, instead of
spending several minutes looking for the nurse to
come and complete the visit, notification occurs
automatically when the doctor drops the patient
token into the slot.

Hugh Deaner, president of Queue Corp., man-
ufacturer of SmartRack, says, “The most impor-
tant function of this system is to communicate
that a patient is waiting. Best practices in hand-
offs have not changed in 85 years from the man-
ual system of the red flag at the exam room door.
This system manages every hand-off by putting
the token into the slot.”

In addition to managing hand-offs, the system
collects data on the movement of patient tokens
through the slots. The user chooses what type
of data to collect. Information can include wait
times in the reception area, intervals between 
the time a physician finishes with a patient and 
a nurse arrives to finish the visit, as well as the
volume of patients per provider. 

Key benefits: Automatic data collection facili-
tates identification of improvement opportuni-
ties. Users manage and change each component
of the system to meet evolving needs.

Cost: Varies depending on the size of user’s
system and complexity of data collection capabil-
ities. Each system is custom-built, pre-tested, and

installed ready for
immediate use.

Who uses Smart-
Rack? Regional
Medical Center, Dover,
OH; Department 
of Orthopaedics,
University of North
Carolina Hospitals,
Chapel Hill, NC.

For information:
Queue Corp., P.O. Box
350, Chapel Hill, NC
27514. Telephone: (919)
929-0222. Fax: (919)
929-0905. E-mail:
queuecorp@mind
spring.com. Web site:
www.queuecorp.com.

✔ TeleHealth
Systems: Automated

telephony patient follow-up and disease man-
agement. Founded in 1993.

Description: Safekeeping TeleHealth —
Women’s Health packages monitor high-risk
obstetrics patients and provide post-partum and
breast-feeding follow-up. Cardio-TeleHealth pack-
ages monitor congestive heart failure, anticoagula-
tion management, and chronic obstructive
pulmonary disease. Systems work for home care
organizations, hospitals, and ambulatory practices.

How does it work? The PC-based TeleHealth
system uses recorded voice files. It asks condition-
specific questions and records responses as num-
bers are punched in on the telephone keypad. 

Each two- to four-minute call offers the nurse
page option, enabling the patient to talk with a
nurse on the same connected call. (See “TeleHealth
Systems - Outbound Call Flow Chart,” p. 131.)

The system includes triggers for nurse inter-
vention should patient responses indicate prob-
lems. The process also works on inbound calls,
for which the patient enters customer identifica-
tion and personal identification numbers. Those
codes connect the patient to appropriate question
sets for his or her condition.

Users may customize patient interview questions
and educational components as well as administra-
tive options. The basic telephone set-up is four lines
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with expansion capability up to 64 lines.
Key benefits: Monitoring is convenient for

patients and cost-effective for health care organi-
zations. Health outcomes improve due to close,
regular observation by clinicians. The files are
available in multilingual formats.

Who uses TeleHealth Systems? St. Vincent
Hospitals & Health Services’ Family Life Center
(mother-baby unit), Indianapolis; Memorial
Home Health and Hospice, part of Memorial
Hospital of Salem County in Salem, NJ.

Cost: One-time fee of approximately $37,500
covers configuration, assembly, installation, and
on-site training. The annual license fee for unlim-
ited use is $6,000.

For information: G.H. “Gerry” Roesener,
President, TeleHealth Systems Inc., 520 N. State
Road 135, Suite M78, Greenwood, IN 46142.
Telephone: (317) 535-6161. Fax: (317) 535-6166.
Pager: (800) 830-5808. E-mail: groesener-tele
health@worldnet.att.net. Web site: www.telehlth
sys.com.  ■
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Patricia Drury, MBA, joins us this month. Drury
is senior consultant for Buyers Health Care Action

Group (BHCAG) in Minneapolis. Renowned as the
boldest health care delivery innovation of recent years,
BHCAG is a coalition of 28 self-insured employers
who purchase their health benefits directly from
providers. Altogether, the coalition insures roughly
130,000 individuals. Providers set their own fees and
practice guidelines. BHCAG bestows Excellence in
Quality awards annually. Last year, $100,000 went to
the Gold Award winner, St. Croix Valley HealthCare
of Stillwater, MN. Three systems won Silver Awards
of $50,000 each. BHCAG received a 1999 Ellwood
Award from the Foundation for Accountability
(FACCT) of Portland, OR. FACCT praised it as “the
major health care experiment in the country.” (For
details on BHCAG, see related stories, QI/TQM,
November 1998, pp. 145, 148, 150, 151.)

Q. How does the patient care outcomes agenda
of an employer purchasing group such as BHCAG
differ from that of other third-party payers like
HMOs or commercial insurance plans?

A. First, it should be said that the outcomes
we are interested in are quite similar, but with
some important differences. HMOs’ agendas are,
in part, driven by the HEDIS measures. We are
interested in some of the same things, plus out-
comes in other areas — as are they. But they have
to focus where their accreditation criteria demand.
The difference is that we are interested in seeing
those measures at a unit-of-analysis level. We are
interested in what we call “care systems.” Care
systems are what other people might call clinic
groups, medical groups, or medical systems. 

Q. Will you define care systems as the term is
used by BHCAG?

A. We have a legal definition. A care system,
for us, is an entity that is able either, in-house or
through its contractual relationships, to deliver
the whole range of benefits that our member
companies provide to their employees (from pri-
mary care to specialty and inpatient care). Care
systems can take any corporate structure, but
they must be entities that can provide the whole
range of care. One of the rules in our contractual
relationships is no overlap. In other words, to
contract with BHCAG, primary providers may
only participate in one care system.

Q. When you say no overlap, do you mean
that when they contract with BHCAG, they for-
feit the option of contracting with other health
plans?

A. No. They can contract with anybody they
want to. But under BHCAG, if Dr. X is part of
care system A, he cannot also be a part of care
system B. Some specialists may be a part of A
and B, but a primary care doctor has to pick the
system through which he or she is going to prac-
tice for us. We think it’s important, for account-
ability, for physicians to have an organization
they feel loyal to. I don’t know of anybody else
who does it. Although it’s terribly important for
accountability, it’s hard for political reasons. It
doesn’t tend to be the norm.

Q. How does the no overlap requirement
ensure accountability?

A. It doesn’t. It just focuses attention on the
individual care system level. By contrast, what
happens at the health plan level is that when all
the health plans have all the same doctors and



you measure the quality of care, you just measure
the same doctors’ care from different angles. And
it’s not clear who is accountable for what.

In our market (Minneapolis-St. Paul) for exam-
ple, all the health plans are huge networks with
multiple medical groups. If one group gets really
good at certain kinds of care, that will be aver-
aged against everyone else in town. Nobody real-
izes the excellence in that medical group. But if
you want the medical group to get excited and
committed to the hard work of re-engineering
and serious quality improvement, that group has
to be recognized for its achievements. They can-
not just be averaged in with everybody else in a
huge health plan network. 

Q. What contributions have employer pur-
chasing groups made to QI measurement and
outcomes measurement?

A. Although we are not doing original
research, we have taken the application down to
the care system level. When we do that, we see
greater variability. So the measures get much
more interesting in our world than they do in the
HEDIS world. Things are not averaged out. Once
you get variability, the interest level for con-
sumers goes way up. We have actually started to
bring consumers this information because now it
has some fire to it.

Q. Do the quality improvement managers in
the care systems do special data gathering and
reporting to meet BHCAG contract requirements?

A. We do not impose any new reporting
requirements. While we require our care systems
to engage in formal, continuous quality improve-
ment efforts, we don’t tell them what areas to
focus on. Most of them are engaging in improve-
ment efforts anyway. We accept what they’re
doing — they just have to be doing it. We expect
them to identify projects with goals. We also
expect them to establish and conduct measures of
progress toward the goals. They are required to
create a feedback loop to the providers or sys-
tems producing those results. And we expect
them to do continuous rounds of improvement.

Q. Do you rely on the care systems to validate
their measures and make severity adjustments?

A. Right now we do because we are not
reporting those measures to the public. We look

to see that they have articulated a goal, have
actual measures, and the feedback wheel. Now if
they apply for our quality award, we scrutinize
their measures more closely.

The health care field, as a whole, has higher
sophistication in measurement methods than
BHCAG, but the measures have such a high level
of aggregation that their usefulness to purchasers
and consumers is low. We would like to bring
that level of sophistication down to the care sys-
tem level. But we have two problems: 

1. We don’t have the legal approval to look at
the records, which is what it takes to construct a
lot of the HEDIS measures.

2. We also only have jurisdiction over our mem-
bers, and the numbers are small in any given care
system. Our population is spread over 24 care sys-
tems in the Twin Cities and a five-state area. We’re
still trying to figure out a solution to that.

We choose not to publicly report our measures
because we have both an “n” (total numbers)
problem and a validation problem. First, we are
not imposing the same projects on everybody.
Second, we don’t have the ability to go in and
audit their records to verify their improvement
reports. Until we have the structure to do exter-
nal audits of measures at the care system level,
we won’t be able to report our outcomes. It’s just
going to take some development time.

Q. Do you see any signs that this type of direct
purchasing from the providers might eventually
replace the go-between of the insurance plan?

A. Great question. Health plans firmly believe
that this cannot possibly go anywhere, that it’s only
a flash in the pan. And then there are others who
say it’s a fragile movement, but it still can grow. 

There are purchasers around the country who
express a very high degree of interest in our model.
We have national companies with a presence in
Minnesota joining us. We have other coalitions
looking at how it would apply in their markets —
and they are looking hard. It’s no longer “Come
and tell us about it.” They are saying, “Let’s talk
about how we would go about it; let’s get some
real numbers.” There are advisors to various con-
gressional committees and others in the political
parties who are very interested in this model as a
possibility for HCFA, under certain circumstances.
No one has made any commitments, but there is a
high degree of appreciation of the possibilities in
significant places. Of course, there are enormous
difficulties to overcome. We have an entire industry
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that says this cannot grow, and they will work to
make sure that’s true.

For coalitions to work, all the employers have
to be prepared to take a long-term view. This
doesn’t pay off in six months. It’s something you
have to invest in and understand. Do it for the
principle, not just for the quick fix. It’s a whole
restructuring of a market.

Q. What kind of feedback are you getting
from the providers and support staff in BHCAG’s
care systems?

A. Everything we get is very positive. If they
are not happy, they’re telling somebody else. I
have been on the podium with one doctor who

said, “This is the best deal in town for us. It
allows us to do the right thing and be compen-
sated for it.” This is a system that supports pre-
ventive care and allows care systems to develop
excellence in caring for a chronic illness. We look
at the illness burden of the people who actually
select each care system, and we adjust payments
accordingly. They are not penalized as they could
be under non-risk-adjusted capitation. It’s a cli-
mate that nurtures excellence; it doesn’t guaran-
tee it, but it nurtures it.

[For further information, contact BHCAG, 7900
Xerxes Ave. S., Suite 2420, Bloomington, MN 55431.
Telephone: (612) 896-5186. Web site: www. choice
plus.com.]  ■
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Study finds state of 
the art IM departments

What does it take to build a state-of-the art
information management (IM) function?

The question was the subject of the Medical
Records Benchmarking project completed early
this year by the University HealthSystem
Consortium (UHC) of Oak Brook, IL. Reasons
for the study included the longstanding prob-
lems of backlogs and the challenges presented
by industrywide pressures to convert to elec-
tronic medical records. The project focused on
medical records departments at academic health
centers.

The best performers excel in internal functions
as well as customer relations: global enablers,
meaning leadership and staff development
within the records department; cost of opera-
tions; use of technology; record completion and
availability; release of information; and physi-
cian satisfaction.

Here are the better performers and a few of their
areas of outstanding performance: 

University of Kansas — unbilled dollars, infor-
mation release and coding. Vanderbilt University
Medical Center — release of information and

physician satisfaction. University of Utah Hospitals
and Clinics — inpatient record completion time,
loose filing, cost, and unbilled days and dollars.
University of Texas Medical Branch, Galveston —
re-engineered health information management
department, introduc-tion of the team concept, 
and retrieval system. University of Virginia Health
System — inpatient record completion cycle,
unbilled days and dollars. Loyola University
Medical Center — inpatient record completion
cycle, unbilled days and dollars. Loyola University
Medical Center — inpatient record completion
cycle, unbilled days and dollars. NYU Medical
Center and Georgetown University Hospital and
Clinics — physician satisfaction. UCLA Medical
Center, UCSD Medical Center, Shands HealthCare
— coding. Medical College of Georgia Hospitals
and Clinics, Brigham & Women’s Hospital,
Harborview Medical Center — use of technology.

For more information, see: Best practices: What
Works? D Carrier J AHIMA 1999; 70(7):61-68. 

(Editor’s note: QI/TQM featured the re-engineer-
ing project at the University of Texas Medical Branch
in the article “Faster billing time increases cash flow,”
May 1998, p. 62.)  ■

Correction

The correct e-mail address for Janice Schriefer,
co-author of the guest column “Measuring out-

comes for diabetes DM” on pp. 121-122 of the
October 1999 issue of QI/TQM, is janice.schriefer
@spectrum-health.org. ■



Study links spirituality 
to health and healing 

People who have a personal connection with
God or a Higher Power are more likely to

experience better health. The finding comes from
a random survey of more than 440 patients at a
suburban family medicine clinic. 

The researchers explain that a personal connec-
tion or an “intrinsic” spirituality is one that gives
life meaning and guides choices. It shows more
potent health benefits than “extrinsic” spirituality
such as believing in God or having membership
in a church or synagogue. The latter may or may
not affect one’s internal motivations.

The investigators write, “Differences in health
were greatest between patients having a low level
of spirituality and those with either moderate or
high levels.” This confirms other research that
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spiritual commitment may enhance prevention 
of health problems. It may also strengthen the
ability to cope with and recover from illness and
surgery.

An unexpected finding centered on physical
pain. Moderately spiritual patients experienced
the least pain; highly spiritual patients, more
pain; and the low-spirituality group experienced
the most pain. Still, we have much to learn about
this phenomenon.

“Spirituality may exert some influence over
health,” the researchers note, “but health is also
likely to influence patients’ spiritual experi-
ences, making relationships more difficult to
untangle.” They point out that the study is
important because it shows significant differ-
ences in health and pain for those with various
levels of internalized spirituality. 

As for clinical applications, they offer that fam-
ily physicians may want to ask patients questions
like, “What aspects of religion/spirituality would
you like me to keep in mind as I care for you?” or
“How has your religious or spiritual history been
helpful in coping with your illness?”

(For further details, see: McBride JL, Arthur G,
Brooks R, et al. The relationship between a patient’s
spirituality and health experiences. Family Medicine
1998; 30(2):122-126.) ■
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On the 22-bed inpatient psychiatric unit at St. Marys
Hospital and Medical Center in Madison, WI, the

census can vary from eight to 19 patients, according to
staff nurse Therese Kroll , RN. With the advent of new
antidepressants, the patient population has shifted from
geriatric depressed patients to young schizophrenic
patients. The challenges of care have evolved as well.

✔✔ IMPROVEMENT OPPORTUNITY
Surveys indicated that patients did not have enough

to do, and they wished for more structured activities.

✔✔ SOLUTIONS
A team of a nurse, occupational therapist, recre-

ational therapist, and social worker reviewed literature
on the needs of the schizophrenic. They compared
findings to the unit’s daily offerings: Individual patient
goals, group therapy, occupational therapy, and relax-
ation classes. “Really, the structure was there,” Kroll
says, “but the patients were not participating in it.”

As of January 1999, each patient receives a daily
goal sheet. “It may seem simple, but these are things a
schizophrenic has trouble with,” Kroll explains: 

1. Getting out of bed, grooming, and hygiene. 
2. Attending group sessions. 
3. Starting a conversation with another person. 
“We observed patients carrying the sheets in their

back pockets and sitting around the table talking about
them,” says Kroll. Nurses collect and discuss goal
sheets with patients in 20-minute DART (Daily Activities
Reinforcement Therapy) meetings Monday through
Friday (M-F).

✔✔ RESULTS
In group therapy, patients more often respond

appropriately to each other instead of making unre-
lated remarks. Second-quarter 1999 patient survey
results: 

1. 67% learned about their illness and acquired
better coping skills (improvement target: 85% to 90%). 

2. 83% thought the unit program offered enough
structure and activity (up from 62% in the first survey). 

3. 85% made progress with problems and symp-
toms during hospitalization (up from 60%).

Plans for continued improvement: Increase regular-
ity of M-F DART meetings from 73% to nearly 100%.

✔✔ KEYS TO SUCCESS
1. Consistent emphasis on goal completion. 
2. Goal sheets direct patients’ efforts toward skills

required for normal functioning in the community.

✔✔ CONTACT
Therese Kroll , Inpatient Psychiatric Unit, St. Marys

Hospital and Medical Center, Madison, WI. E-mail
only: Therese_Kroll@ssmhc.com. ■
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Over 34% of our survey
respondents have been in

health care twice as long as in
QI. In fact, the skills and trade
words you use today were prob-
ably unheard of when you took
your first job. So you’ve already
spent many weekends feverishly
writing papers and cramming
for exams to learn the tools you
use today. Yet, you know the
learning can never stop if you
want to stay in the game.

To help you maintain per-
spective on the matter, two
QI/TQM readers share their

views on learning new skills
while re-cycling those that will
never be obsolete.

(Please note, as you peruse the
graphs presenting pertinent find-
ings from the 1999 Salary Survey,
that due to the 6% return rate on
the 700 surveys mailed, these data
are not projectable to our entire
readership nor to the industry as a
whole.)

Admittedly, quality specialists
are in a bit of a bind, given your
disparate backgrounds and the
speed of change. Nearly 90% of
our survey respondents work

between 41 to 60 hours a week,
which leaves precious little time
to keep up with the latest. 

One of the paradoxes of the
job is the need to be conversant
with so many knowledge areas
while possessing the ability to
pull them together into sys-
temwide initiatives. 

On an optimistic note, how-
ever, Mike Rudolf, director of
Improvement Services at VHA
East Coast in Berwyn, PA, sees
no problem in making a staunch
commitment to being a general-
ist. His recent training includes
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quality improvement and management. For the past
seven years, Rudolf has served as adjunct faculty at
Pennsylvania State University. “First and foremost,” he
advises, “align your personal goals with the organiza-
tion. And it goes without saying that we have to be life-
long learners. But, that said, we always need generalists
who have the ability to see how all the pieces of the
organization function as a whole.”

Oddly enough, it might even pay not to be the best and
the brightest, except in diplomacy and team building.
Rudolf says, “It’s hard to admit that you can’t do every-
thing. But how to do it in a way that makes the system
function better — that’s the key. As long as you use a col-
legial approach to seeking help, people won’t feel like
they get hammered every time you come around.”

Last year, Eileen Craig, RN, MSN, CPHQ, capped her
nursing credentials with an official quality improve-
ment credential, the Certified Professional in Healthcare
Quality or CPHQ. Craig, director of Clinical Risk
Management and Nursing Performance Improvement
at Our Lady of Lourdes Medical Center in Camden, NJ,
says, “It increased my understanding of the global
dimension of my job from the risk management ele-
ments to the quality improvement end.”

She started the transition from clinical nursing into QI
in 1992. Much of what she learned along the way, as well
as positions she held, are now incorporated into other
jobs. Her responsibilities involve integrating all of the
functions related to QI. The quality credential “gives me
a clearer perspective on how the pieces of the whole pic-
ture fit together.” The real measure of success in QI, she
adds, is whether staff throughout the system view per-
formance improvement as their personal responsibility.

The CPHQ credential is not earned by wimps. Spon-
sored by the Glenview, IL-based National Association for
Healthcare Quality (NAHQ) (www.nahq. org, (800) 966-
9392), the exam was first administered in 1984. Formerly,
it tested for recall of material — in other words, if you
could memorize, you could probably pass. But today,
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candidates must show their ability to apply the
knowledge by solving case studies. “It was a valuable
opportunity for me,” Craig recalls, “because it helped
me pull together a lot of the knowledge I had
acquired through the years. But when I walked out of
the exam, I did not think I passed. The questions
were so complicated — pretty much like real life!”

Last year, out of the 1,014 candidates who took the
exam, 695, or 69%, passed, according to an NAHQ
report. Knowledge areas include strategic manage-
ment, data analysis, leadership, and the basics of
managed care. The NAHQ ensures the authenticity
of the exam by inviting QI professionals to “spon-
sor” or submit questions for possible inclusion.
Exam content changes annually. “The examiners
suggest that candidates meet with people in the field
who are working with pieces of the exam material
you need to concentrate on,” Craig notes.

All told, preparation required a heavy investment
of time. Her countdown: Three months prior to the
exam, Craig took the two-day review course. At two
months, she launched an intensive routine of study-
ing her notes. At three weeks, she identified her
knowledge gaps and bore down on them.

How does Craig’s investment stack up against the
payoffs? Besides the time, the cash outlay amounted
to approximately $500 for the NAHQ membership,
review course, and exam fee. Her employer covered it
as a continuing education (CE) benefit. Maintenance
requirements include CE credits every two years.
Those can be satisfied by attending NAHQ’s annual
review courses as well as other approved offerings.

The payoff has been rich in terms of Craig’s job
mastery and confidence. Her salary has not
increased. She notes that the CPHQ credential does
give QI job candidates an upper edge. In fact, many
employment ads list it as a requirement. There are
currently over 7,000 active CPHQs in the United
States and overseas.  ■

QI professional’s job: 
A 2-year comparison

Here is a snapshot of QI/TQM readers’ work situa-
tions comparing key points from 1998 and 1999

salary surveys. 
• Length of work week (it’s getting longer):
— 1999, 89% work 41 to 60 hours a week. This year,
14% log in 55 to 60 hours a week while none of 
last year’s respondents reported that long a work
week. 
— 1998, 92% worked 41 to 55 hours a week.
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• 22-25+ years in health care: 
— 1999, 51%
— 1998, 53%
• Number of years in posi-

tions with the same or similar
responsibilities: 

— 1999 mode (largest concen-
tration of responses), 31% with
7-9 years. 1998 mode, 37% with
10-12 years.

• Age: 
— 1999, no respondents age

26-30, 24% ages 31-40, 76% ages
41-65. 75% of the respondents
are concentrated in the 36-50
age group.

— 1998, 23% ages 26-40, 
77% ages 41-65. 83% of the

respondents were concentrated
in the 36-50 age group.

• Gender:
— 1999, 86% female, 14%

male. 
— 1998, 86% female, 14%

male.
• Number of employees in

the department: 
— 1999, 41% report increase,

31% report decrease, 28% report
no change. 

— 1998, 37% reported
increase, 26% reported decrease,
37% reported no change.

• Ownership or control of the
employer: 

— 1999, 69% work for 

nonprofit employers, others
work for academic institutions,
local governments, and for-
profit organizations. 

— 1998, 61% worked for non-
profit employers.

• Size of hospital:
— 1999, of the 79% who work

in hospitals, the highest concen-
tration of respondents, 57%,
work in facilities of fewer than
100 to 300 beds. 

— 1998, of the 91% who
worked in hospitals, the 
highest concentration of
respondents, 83%, worked 
in facilities of fewer than 100 
to 500 beds.  ■
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$105,000 to $109,999
$110,000 to $114,999
$115,000 to $119,999
$120,000 to $124,999
$125,000 to $129,999
$130,000 to $134,999
$135,000 to $139,999
$140,000 to $144,999
$145,000 to $149,999
$150,000 to $154,999
$155,000 to $159,999
$160,000 or more

0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%

100%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%

0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
17%
0%
0%
0%
0%
0%
33%
33%
0%
0%
0%
17%
0%
0%
0%
0%
0%
0%
0%
0%

0%
0%
0%
0%
0%
11%
0%

22.5%
22.5%

0%
0%
11%
11%
0%
0%
11%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
11%
0%

0%
0%
0%

12.5%
12.5%

0%
0%
25%

12.5%
0%

12.5%
25%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%
0%

Salary Levels by Title


