
Staffing models: 
Nurse shortage spurs 
hunt for perfect ratios
State legislatures codify numbers

From protests in Massachusetts to legislation in
California, from federal measures in Washing-
ton, DC, to sign-on bonuses in Texas, the

nurse staffing shortage has made the big time and
grabbed the uneasy attention of health care admin-
istrators, lawmakers, and nursing professionals
nationwide.

The federal Bureau of Labor Statistics projects
that during the next six years, the need for RNs
will grow by 21%, while the growth for all occupa-
tions will be 14%. Demand is expected to exceed
supply by 2010, and statistics suggest that by 2015,
the deficit will reach 114,000 full-time RN posi-
tions. In other words, left to its own devices, the
nursing shortage is going to get worse, not better.

Some key factors at work:
• About half the RN work force will reach retire-

ment in the next 15 years.
• The average age of new RN graduates is 31;

they are entering the profession at an older age and
will have fewer years to work than nurses have
had traditionally.

• RN enrollment in schools of nursing is down.
Entry-level BSN enrollment has fallen 6.6% from a
year ago, dropping for the third year in a row,
according to the Washington, DC-based American
Association of Colleges of Nursing.

• Modifications in managed care and a new push
for competitive quality are increasing acuity in
many units, as well as patient days, hours of nursing
care, and the recognition of the role of the RN.
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But the industry need not wait 15 years to see
fallout from all those factors. Problems are start-
ing to show up now. Mary Lee Mohr, director of
nurse recruitment at University Hospital in
Denver, has been wrestling with staffing short-
ages since she started her job there three years
ago, and she points out how frustrating the eco-
nomics of the situation can be. “I use outside
agencies,” she says, “but it costs a lot of money.
We float nurses when we can, and if we simply
can’t staff the unit then we hold beds. That means
sending patients to other hospitals, which also
costs money.”

Because of the proliferation of managed care
and the subsequent reduction of professional
staff, consumers are showing concern about the
quality of care available in hospitals, and state
legislatures are taking action. In 1998, staffing
bills were introduced in 24 states. In 1999, bills
were brought to the legislatures of 15 states. Bills
that have passed include:

• Kentucky’s new law that mandates all
licensed facilities to provide an appropriate mix
of licensed and unlicensed personnel; 

• a New Mexico appropriation of $150,000 to
fund a nursing work force study; 

• a law in New Hampshire that requires hospi-
tals to report a number of variables, including
rates of RNs per bed, to a newly established
Health Care Quality Commission.

California recently became the first state in the
nation to pass and sign into law a measure requir-
ing minimum ratios of nurses to patients in all
acute hospital and psychiatric hospital units. (See
box, p. 16.) The bill does not use actual numbers,
since the needs of any particular unit varies from
day to day, even hour to hour. 

Beverly Malone, RN, PhD, FAAN, president of
the American Nurses Association in Washington,
DC, objects strongly to the idea of prescribed num-
bers for nurse-to-patient ratios. “The idea that ‘a
nurse is a nurse is a nurse’ — that one can just
count nurse bodies and patient bodies and state
the ratio between them — just doesn’t hold,” she
insists. “Clinical knowledge, knowledge of the
unit, and getting enough downtime between shifts
also influence the quality of care.” 

So does the availability of skilled aides who can
help cut down on the nursing staff responsibilities
for cleanup, paperwork, and other nonclinical
duties. 

“Staffing decisions should be based on real
patient conditions and real provider competen-
cies,” adds Malone, “not on a cookie-cutter
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approach that treats patients and their nurses as
widgets on an assembly line.” (See decision-
making matrix, below.)

Late last year, nurses at St. Vincent Hospital in
Worcester, MA, demonstrated to protest a situa-
tion in which one nurse was caring for nine criti-
cally ill patients on a single shift. Other hospitals
in Massachusetts have been the object of nursing
strikes and protests related to dissatisfaction with
staffing levels. It’s a widespread problem that
also affects much of Europe, Australia, and the
Philippines. In the United States, it stems from
combined issues that include steep population
growth in some states, a diminishing supply of
new nurses, an aging work force, and a baby
boom bubble that will require intense health care
services just as the majority of nurses are retiring.

So, what are the solutions? “The big thing for
us right now is retention,” says Mohr. And she
notes that a lot of the motivation for a nurse to
stay on comes from the top down. “Money isn’t
the issue. A veteran nurse can earn more than $23
an hour for a straight shift and more for overtime
and weekends. The big thing is work satisfaction.
Our management incentives include turnover
levels, and I have some great directors here who
make a big difference in our retention efforts.”

Laura Mahlmeister, RN, PhD, president of
Mahlmeister & Associates, a California nursing
consulting firm, agrees that the attitude of man-
agement is the biggest factor in nurse retention.
“These nurses need to be treated like profession-
als,” she insists. “Don’t send nurses home with-
out pay on down days. That reduces them to

nothing more than clock punchers. There are
alternatives for them when the census is down.
They can go to the management pool and work
on policies and procedures. They can go to a con-
tinuing education program for the day if one is
available. If there is no viable option and they
must be sent home, then send them home with
pay or with comp time. But show that you value
them as professionals.”

University Hospital maintains strict staffing
minimums. “There are never fewer than two RNs
on a unit,” Mohr explains, “and we seldom use
LPNs because of the restrictions on their licenses.”
Does this mean nurses are asked to do more than
should be expected? “I don’t think they’re asked
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• The nurse staffing shortage is real, and it has
the attention of consumers and lawmakers.
Concerned that health care consumers are
being shortchanged, state legislatures are
drafting bills relating to minimum staffing levels.

• Nurses want to be treated as professionals,
and hospitals must value and appreciate their
nursing staffs. Many hospitals now add signing
bonuses and offer flexible hours as part of their
recruitment efforts.

• Nurse retention is an important element in
relieving the shortage. Proper support services
must be available on nursing units, and good
management skills translate to happier staff
nurses.

Key points

Matrix for Staffing Decision Making
Items Elements/Definitions

Patients Patient characteristics and number of patients for whom care is provided

Intensity of unit and care Individual patient intensity; across the unit intensity (taking into account 
the heterogeneity of settings); variability of care; admissions

Context Architecture — geographic dispersion of patients; size and layout of 
patient rooms; arrangement of entire patient care unit(s); technology 
(beepers, cellular phones, computers); same unit or cluster of patients 

Expertise Learning curve for individuals and groups of nurses; staff consistency, 
continuity, and cohesion; cross-training; control of practice; involvement in 
quality improvement activities; professional expectations; preparation 
and experience

Source: American Nurses Association, Washington, DC.



to do more clinically,” she says, “but they’re cer-
tainly asked to work longer hours.”

University Hospital also fills in with Canadian
nurses for whom Mohr can arrange six-month
work permits. “The permit maximum was recently
expanded to a year, and now the demand is such
that we’re hearing it could be extended to two
years,” she says.

The need for additional nurses in certain areas
is so critical that President Clinton recently
signed a bill to provide up to 500 non-immigrant
temporary visas per year to foreign nurses to
help alleviate shortages for hospitals in the most
affected areas, usually in rural or inner-city
areas. The legislation is sensitive to the needs of
domestic nurses, protecting their salaries and
positions and limiting the number of foreign
nurses per facility.

In the meantime, hospitals are working with

various incentives to recruit and retain their RNs.
For example, hospitals in Texas, Virginia, and
New York have instituted sign-on bonuses of up
to $5,000. “In California, I’ve seen bonuses as
high as $7,000,” says Mahlmeister. 

One important need that Mohr sees for many
RNs is flexibility. They want family time, per-
sonal time, perhaps part-time work, and just
plain breathing time. “Float pools are a big
help,” Mahlmeister says. “If recruitment and
staffing offices can find enthusiastic float
nurses, particularly in highly skilled areas like
critical care and labor and delivery, it gives the
float nurses the flexibility they need and the
shift nurses the added RN support they may be
missing.”

Ensuring a strong work force

But some solutions that have been developed
in response to the nursing shortage are opposed
in a joint position statement from the American
Nurses Association, The National Federation of
Licensed Practical Nurses, and the National
Council of State Boards of Nursing. The state-
ment warns against solutions that are “expedient,
inefficient, . . . and lead to unsafe delivery of
nursing care,” including:

• delivery of nursing care by non-nursing per-
sonnel not under the supervision of a licensed
nurse;

• substitution of licensed nurses with unli-
censed personnel;

• unnecessary creation of new categories of
health care personnel . . . [which] serves to frag-
ment care;

• lowering of established legal standards [for] 
. . . the licensure of persons who have not demon-
strated competence to practice nursing;

• lowering of professional nursing standards.
Hospitals already face competition for qualified

nurses from managed care, pharmaceutical, and
nonhealth-related companies, according to a sur-
vey done last year for the American Organization
of Nurse Executives (AONE) in Chicago. 

With enrollment in four-year nursing programs
dropping and the average age of nurses now at
44, hospital leaders must scramble to recruit qual-
ified RNs. The AONE survey shows that flexible
hours was the incentive most commonly used.
Bonuses and child care also were noted. 

But the larger question is: What can health 
care administrators do to ensure a strong work
force in the years to come? Sigma Theta Tau, the
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California passes first 
nurse staffing quota law

In October 1999, California became the first state
to pass legislation spelling out minimum nurse-to

patient ratios for all patient care units in hospitals.
The bill requires nurse staffing numbers to be
based on:
✔ the severity of illness;
✔ the need for specialized equipment and 

technology;
✔ the complexity of clinical judgment needed to

manage the patient care plan;
✔ ability for self-care;
✔ licensed level of staff.

The bill also prohibits the use of unlicensed per-
sonnel for nursing functions when an RN is not
available and prevents non-RNs from performing
nursing functions such as: 
✔ medication administration;
✔ venipuncture or intravenous therapy;
✔ parenteral or tube feedings;
✔ invasive procedures, including inserting naso-

gastric tubes, inserting catheters, or tracheal
suctioning;

✔ assessment of patient condition;
✔ patient and family education and post-

discharge care;
✔ moderate complexity laboratory tests.

The bill also requires that orientation be provided
for an RN coming into a nursing unit or clinical
area as well as for temporary personnel.  ■



International Honor Society of Nursing, based in
Indianapolis, has a number of recommendations: 

• Reposition nursing as a highly versatile pro-
fession in which young people can learn science
and technology, customer service, critical think-
ing, and decision making.

• Construct practice environments that are
interdisciplinary and build on relationships
between nurses, physicians, other health care
professionals, patients, and communities.

• Create patient care models that encourage
professional nurse autonomy and clinical deci-
sion making.

• Develop additional evaluation systems that
measure the relationship of timely nursing inter-
ventions to patient outcomes.

• Develop career enhancement incentives for
nurses to pursue professional practice.

The bottom line: It appears that administrators
must learn to understand what patients require for
adequate professional care; what nurses want in
the way of professional incentives, leadership, and
assistance in their workplace; and what makes
nurses love their jobs. Then they must address
those issues on a consistent and generous basis.
That seems to be the message nurses are sending,
and the most realistic way to avoid what could be
a potentially major health care crisis, boost the
image of nursing across the board, and stimulate
enrollment in schools of nursing.

[For more information, contact: 
• American Nurses Association at (202) 651-7000.
• Mahlmeister & Associates at (415) 564-6490.
• Sigma Theta Tau International Honor Society of

Nursing, Andrea McDonald at (888) 634-7575.] ■
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Patient flow QI program
garners Codman Award
Health system turned its scores around in a year

Trinity Regional Health System of Rock Island,
IL, had a problem. For ambulatory care, patient

satisfaction scores in fall 1997 were barely above
50%. As the system got ready to move outpatient
care into a dedicated facility, Marcia Rose, MBA,
CPHQ, administrative director for quality manage-
ment and pharmacy services, and Bonnie Leinart,
RN, MSN, chief operating officer, knew they had to
do something.

“There were long wait times,” says Leinart.
“We were not doing well with outpatients. And
since we were closing the old building, we spent
a lot of time identifying areas to focus on.”

Improving patient flow

The resulting effort improved patient flow,
simplified patient registration, eased parking and
lost-visitor/-patient problems, and took on post-
surgical charting problems. As a result of the
Trinity team’s efforts, within a year, ambulatory
care patients were ranking the system as high as
the 99th percentile, and never lower than 95%.
Those efforts won the system an Ernest A.
Codman Award from the Joint Commission on
Accreditation of Healthcare Organizations in
November.

Leinart says the team that was put together to

improve patient satisfaction included people
from across the organization. “The key teams that
worked on things were the diagnostic delivery
departments like X-ray. They worked on creating
as seamless a visit as possible. But everyone was
involved in this process.”

They started with an organizationwide retreat
that included architects, engineers, nurses, chap-
lains, and physicians. Part of the program,
Leinart explains, was to do role-playing of what
would happen if a patient came into the system
for something. “If I came for a mammogram and
EKG, and some blood work, I had to walk more
than a mile. I had to get in my car and go to
another building. And the departments didn’t
communicate well with each other.”

Itinerary follows patient

A routing slip, called an itinerary, goes with
the patient from department to department. (See
sample itinerary, p. 18.) Another way to ease the
process was to have some departments start
doing more tests than they used to do, and do
them in the new facility to keep those diagnostic
testing facilities close together. 

The lab and EKG tests are now done in the
same place. Travel time is minimized, and wait
times have been reduced from a high of 45 min-
utes to almost instantaneous service when a
patient presents at the testing site.

Rose says patients also benefited from new
registration procedures. Prior to moving to the

(Continued on page 19)
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Trinity Medical Center
ITINERARY

Patient Name: Account Number:

* Please present this form to each department you visit *

Date of Service: ___/___/___ Acct Activated or Reg by: _______________Time: __________

PRE-SURGICAL TEACHING DEPARTMENT:

Test Arrival Departure Initials

PST-RN ___________ ____________ ___________ 1 2 3 4 5

PST LAB ___________ ____________ ___________ 1 2 3 4 5

PST EKG ___________ ____________ ___________ 1 2 3 4 5

PST XRAY ___________ ____________ ___________ 1 2 3 4 5

OUTPATIENT DIAGNOSTIC TESTING VISITS

Arrival Departure Initials

LAB ___________ ____________ ___________ 1 2 3 4 5

EKG ONLY! ___________ ____________ ___________ 1 2 3 4 5

NON-INVASIVE DIAGNOSTICS DEPARTMENT:

Arrival Departure Initials

EKG ___________ ____________ ___________ 1 2 3 4 5

ECHO ___________ ____________ ___________ 1 2 3 4 5

STRESS ___________ ____________ ___________ 1 2 3 4 5

HOLTER ___________ ____________ ___________ 1 2 3 4 5

VASC LAB ___________ ____________ ___________ 1 2 3 4 5

PULM FUNCT ___________ ____________ ___________ 1 2 3 4 5

OTHER: ___________ ____________ ___________ 1 2 3 4 5

NEURO-DIAGNOSTICS DEPARTMENT:

Arrival Departure Initials

EEG ___________ ____________ ___________ 1 2 3 4 5

EVOK POT ___________ ____________ ___________ 1 2 3 4 5

IMAGING SERVICES:

Arrival Departure Initials

RADIOLOGY ___________ ____________ ___________ 1 2 3 4 5

CT SCAN ___________ ____________ ___________ 1 2 3 4 5

NUC MED ___________ ____________ ___________ 1 2 3 4 5

ULTRASOUND ___________ ____________ ___________ 1 2 3 4 5

MAMMOGRAPHY ___________ ____________ ___________ 1 2 3 4 5

OTHER: ___________ ____________ ___________ 1 2 3 4 5

DIAB/DIET EDUC DEPARTMENT:

Arrival Departure Initials

___________ ____________ ___________ 1 2 3 4 5

* Each department is responsible for documenting arrival and departure time *

Source: Trinity Regional Health System, Rock Island, IL.



new building, there was always the risk that a
scheduled outpatient would have to be bumped
for an acute care patient who came into the
facility. “The outpatient is the priority now,”
says Rose.

Another situation patients identified as irritat-
ing was that multiple staff often asked for the
same information. “If a patient had a cataract
surgery on one eye, when he came to do the other
he had to provide the same information,” says
Leinart. The computer staff at Trinity developed a
computerized documentation process that is
fairly unique to outpatient settings. It includes
laptops with antennae that pick up information
immediately as it is typed in, Leinart explains.
They are on carts that can be wheeled from place
to place.

“Once you give the health history now, it’s
there in the computer,” she says. “The only
written documentation is the OR record the
anesthesiologist uses. Anyone can pull up that
chart live and access the information. Vitals are
live in the computer when they are taken, and
the documentation is there, right next to the
patient. The quality of the documentation also
improved.”

The results of these efforts were not only
improved patient satisfaction, but more legible
documentation, increased compliance with chart-
ing, a decrease in the time spent preparing charts
and looking for missing paperwork, and the ability
to do continuous quality improvement tracking.

Effort cited by JCAHO

This effort in particular, says Leinart, was cited
by the Joint Commission as one of the highlights
of the whole patient satisfaction improvement
program. 

Trinity also decided that patients should have
more help when they entered the outpatient facil-
ity, says Rose. It instituted a greeter and valet ser-
vice. Greeters are on site from 5:30 a.m. until 6
p.m., and the valet service is available from 6:30
a.m. to 5 p.m. 

“We have committed dollars to that. The
greeters are at the front, checking on our patients
and will walk them to the area where they need
to be,” she explains. There is also an “empower-
ment” fund that any employee can use to fulfill
simple needs for patients. “If someone is waiting
for a patient for a long time, we will give them a
lunch voucher,” Rose says. “If someone forgets a
hairbrush, [we can provide one], or if someone is

having a really hard time, we can get them flow-
ers. The fund is for use at the discretion of the
employees without approval.”

Surprisingly, there has been no abuse of that
fund. Leinart says one department has a lot of
indigent patients, and the money was being used
for prescriptions. “We have to watch that kind of
use, but for the one-time things like buying a
teddy bear for a scared kid, it’s a really positive
thing.”

The results of these efforts included an increase
in the patient satisfaction scores for wayfinding
from a low of 28% in the fourth quarter of 1997 to
98% a year later. The parking scores improved
from 38% at the end of 1996 to 72% by the fall of
1998.

Registration was improved by more than dou-
bling registration staff, decreasing the turnover in
the positions, and increasing the amount of pre-
registration among ambulatory patients. Training
registration staff and increasing their pay have
helped to decrease the turnover rate from 33% in
1997 to 20% in 1998. And pre-registration is now
nearly 90%, accomplished in great part because
Trinity extended pre-registration hours into the
evening. 

Great, but can it get better?

Although the results of these combined efforts
have been astounding enough to gain the acco-
lades of the Joint Commission, all is not complete.
The testing department group continues to meet
monthly or every other month, says Leinart.
“They found that some things that they did ini-
tially stopped working. We found you can never
overcommunicate, and communication can still
break down.” Some things the group tried to
improve patient flow didn’t work. For instance,
they hoped walkie-talkies would improve com-
munication among different testing areas. But
they were annoying to patients. 

There is a continuing feeling that the better the
system gets, the higher the bar gets. “That’s the
whole thing about quality improvement,” says
Leinart. “You are really never done.” The organi-
zation has a goal of an average patient satisfac-
tion score of 95% throughout the system, and that
goal is woven into staff evaluations so that every-
one knows it is important, she says. 

Its success has been predicated on support
throughout the organization, including from the
board and the chairman. “Our chairman has been
instrumental,” Leinart says. “She was the one
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who encouraged us to apply for the Codman. She
knew we had something special enough to share
with others.”

Rose also thinks the whole PI program Trinity
undertook worked because they made sure that
everyone who should be on individual improve-
ment teams was. “We took the time to evaluate
everyone who was involved in the process.”

One more thing to note: Not only did Trinity
improve its patient satisfaction, it did so at a time
when patient volume increased by 19% and
patient revenues rose by 12%. 

“Here we were, expending resources to
achieve better performance while at the same

time our market share increased,” says Leinart. 
“We can now treat more people in a timely

manner. Our throughputs are improved. We are
more efficient. That just shows that these things
are all woven together — increasing patient satis-
faction, increasing efficiency, and increasing mar-
ket share,” she says.

[For more information, contact:
• Marcia Rose, MBA, CPHQ, Administrative

Director for Quality Management and Pharmacy
Services, and Bonnie Leinart, RN, MSN, Chief
Operating Officer, Trinity Regional Health System,
Rock Island, IL. Telephone: (309) 779-2979.] ■
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Home Care Under Fire

Benchmarking takes a
back seat in home care
Survival is more important to agencies now

(This is the first of a two-part series that looks at
benchmarking and quality initiatives in the home care
industry. In the first installment, we ask some home
care experts how the industry as a whole is using best
practices. Next month, we’ll talk to agencies about
some of their most recent efforts.)

On the surface, the home care industry, would
seem to place a premium on best practices,

quality improvement, and benchmarking. The
Health Care Financing Administration is asking
agencies to provide a new set of data called
OASIS (outcome and assessment information set)
on Medicare and Medicaid beneficiaries. 

This extensive information could be used by
the agencies in the future to provide better care.
At the same time, the Joint Commission on
Accreditation of Health Care Organizations
(JCAHO) is pushing for a nearly two-year-old
benchmarking initiative called ORYX. In this,
agencies pick the performance measures they are
interested in and submit them to JCAHO for
comparison with other like agencies. 

But according to Mary St. Pierre, RN, BSN,
the director of regulatory affairs at the National
Association of Home Care (NAHC) in Washing-
ton, DC, home health care is a beleaguered
industry. Many agencies are concentrating
harder on making it through the next year, the
next month, or even the next week rather than
learning how to implement new benchmarking

programs and quality initiatives.
As a result of the Balanced Budget Act (BBA) of

1997, agencies are being forced to cap the cost per
visit they charge, and also limit how much an
agency can spend on any one beneficiary — a
per-beneficiary limit which is calculated on an
aggregate basis throughout an agency.

“Agencies were caught in a bind,” says St.
Pierre. “They were trying to lower the number of
visits when costs went up, but the cost limits
were lowered. They ended up going over their
aggregate per-beneficiary limit and ran into
financial problems.” Some 90% of the home care
agencies exceeded one limit or another, she adds.
About 2,000 Medicare-certified home health
agencies have closed since 1997.

“With all that, who has time to think about
benchmarking?” she asks. After much lobbying
by the industry and senior groups, there were
moves in Congress in the latter part of 1999 to roll
back some of the most onerous parts of the BBA
and bring some more money into the home care
system.

Getting outcomes data for patients

But St. Pierre admits the agencies that have
been involved in OASIS, in particular, do under-
stand there is value they can get from the data.
“The whole intent is to move toward more out-
come-based assessment of home health agencies.”

Greg Solecki, vice president for home health
care at the Henry Ford Health System in Detroit,
agrees that the industry sees itself as “belea-
guered” right now, but doesn’t see the situation
as being forever bleak. “We are a strong industry,
and we have been through a lot in the last two
decades,” he says. “This isn’t the end of home



care, but certainly many agencies will have to
close.”

His objections to OASIS stem from the large
amount of work it has added to agencies that are
already cut to the bone. Solecki says OASIS has
added “at least 1 million new pieces of paper a
year to shuffle. Even as we try to blend our exist-
ing clinical database with the OASIS set of ques-
tions, and try not to be redundant or duplicative,
we found we still have about 27 or 28 pages of
paperwork we have to complete on every new
home health patient.”

Last year, Henry Ford Home Care admitted
almost 23,000 new patients, Solecki says, noting
that for the average agency the number is about
3,000. “But OASIS is based on an average of some
480 per year. So for us, OASIS has been extremely
unwieldy and cumbersome.”

‘Swatting at a mosquito with a blowtorch’

He agrees that home care has “done a poor job
in telling its story with data. OASIS may help
with that. But I do think we are swatting at a
mosquito with a blowtorch. We don’t need all the
data Medicare has mandated, and I think we
could pare back the questions and make it easier
for the clinician.”

Kathryn Crisler, MS, RN, assistant director at
the University of Colorado Center for Health
Services and Policy Research in Denver, says she
realizes that there is a lot of “moaning and groan-
ing in the industry.” 

The center was involved in creating OASIS,
and Crisler says that some of the staff who
attended the October NAHC conference got an
earful of grief from other attendees. 

“But I do think that very soon agencies are
really going to be able to see what the outcomes
of their patients are. What has happened to
their patients as a result of receiving home care?
And they are going to be able to receive out-
come reports that literally do allow them to
benchmark against a representative sample of
agencies. They will be able to see how they are
doing in providing care,” she says.

That means they can focus their quality and
performance improvement activities where they
need to, rather than guessing where they will
have the greatest impact, Crisler says. More than
100 agencies were involved in the OASIS demon-
stration program and received some benchmark-
ing data. “And they have frankly found it to be
invaluable,” she says.

[For more information, contact:
• Mary St. Pierre, RN, BSN, Director of

Regulatory Affairs, National Association of Home
Care, Washington, DC. Telephone: (202) 547-7424.

• Kathryn Crisler, MS, RN, Assistant Director,
University of Colorado Center for Health Services and
Policy Research, Denver. Telephone: (303) 756-8350.

• Greg Solecki, Vice President for Home Health
Care, Henry Ford Health System, Detroit. Telephone:
(313) 874-6539.

For more information on benchmarking in home
care, as well as some actual benchmarking data, visit
the NAHC Web site at http://www.nahc.org, or the
Center for Health Policy and Research site at
http://www.chpr.org.]  ■

Re-engineering strategies

ZLUH eases patients’ 
journey through the system
Complex admitting procedures streamlined

Taking a patient from pre-admission through
discharge can be a complicated, expensive

enterprise. The sheer number of people and
departments involved, the myriad entities whose
needs have to be met, the avalanche of paper-
work, and the ultimate goal of a successful
patient outcome can make the process a recurring
nightmare for all involved. 

“We are seeing the emergence of the empow-
ered consumer,” says Philip A. Newbold, CEO of
Memorial Hospital and Health Systems in South
Bend, IN. 

“Much of the re-engineering activity within the
health care field is being driven by customer ser-
vice issues. Consumers are accustomed to mov-
ing through retail and financial systems with
their information being gathered once and then
being shared throughout the system to make
their interactions run more smoothly. The health
care field, on the other hand, has built in a lot of
redundancy,” he says.

Many health care facilities recognize their
redundancy, procedural inefficiency, and the fact
that their customers — patients and their refer-
ring physicians — are becoming dissatisfied. And
like any other industry, dissatisfaction ultimately
results in a loss in revenue.

This was the case at Zale Lipshy University
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Hospital (ZLUH) in Dallas, explains Dale
Leach, process redesign coordinator for the 152-
bed med/surg tertiary hospital. “In order for us
to remain competitive, our systems and tech-
nologies for our high-quality service hospital
needed to be radically redesigned,” she says.
“What brought the admitting and care manage-
ment departments to the re-engineering table
was that our physicians requested to have the
capability to make one phone call to schedule
an admission.”

Prior to the redesign, a physician may have
had to call radiology, surgery, and various other
departments to schedule an admission, Leach
notes. “And there were long waiting times in our
admissions process. The satisfaction ratings from
our patients and physicians were declining.”

Taking the urgency out of discharge planning

Assessment for case management revolved
around discharge planning, she says. “We had
social workers performing the discharge plan-
ning and utilization management personnel
securing the insurance and certifications for the
medical care. Our discharge planning began the
day of discharge, which resulted in an urgency
mentality. This created a trickle-down effect of
late planning in placement, in transfers, in patient
and family communications, and in delays in
equipment sourcing,” Leach says.

“We were ready to totally redesign this depart-
ment targeting two vital areas: admitting and
care management,” she adds. “But, unlike many
other re-engineering efforts in health care that
seek to cut costs by reducing labor costs, Zale’s
promise to each employee is that there will be a
job in the house for you.

“Administration requested that the re-engi-
neering department evaluate the existing status
of the two areas for the purpose of launching a
redesign team and project,” she recalls. The pro-
ject began in July 1998, and by October 1999, it
was 80% complete. “On Oct. 18, 1999, central
reservations launched one-stop scheduling. We
began with orthopedics as a pilot and will add
one service at a time, refining the process as we
go along.” Other ZLUH re-engineering projects
have been pharmacy, radiology, observation, and
patient services.

The scheduling is performed by a licensed RN
who schedules the necessary events such as the
operating room, radiology, the laser center, ancil-
lary services, and pre-admission testing. At that

time, the scheduler also gathers the patient’s
demographics and other information such as
advance directives. Simultaneously, the patient’s
insurance is electronically verified, including
copay and deductibles, if available. 

Then a phone call is made to the physician’s
office and the patient to confirm the itinerary
and to discuss any special needs — such as sup-
plies or allergy/isolation needs — for the patient
prior to arrival. “The patient’s financial and
logistical education is also addressed at this
phase. This reduces repetitive questioning and
wait time for the patient. It is also less confusing
and more informative to have one area schedule
and coordinate for the patient’s convenience,”
says Leach.

The patient is then sent a packet of information
including the itinerary and signs off on the itiner-
ary. “This makes your patient better informed
about his or her stay and may increase patient
satisfaction,” Leach states. Once at the facility, a
care coordinator sees all new patients.

“The goal should be to make a patient’s health
care experience as seamless, warm, and terrific as
possible,” says Newbold. “It shouldn’t be like
going to the bureau of motor vehicles. If we
remove our inefficiency and redundancy, we will
be more productive and have more time to inter-
act with our patients and to make their experi-
ence more personalized.”

An enterprisewide approach

A key to attaining such a complicated objective
is a facilitator whose responsibility it is to ensure
that the project stays on track. “I was the facilita-
tor for the admitting and care management pro-
ject, which included the creation of central
reservations,” says Leach. She was the natural
choice for the role as she is the hospital’s process
redesign coordinator and has experience in
research and development.

“The goals of the projects were to identify and
eliminate activities that add no value to our cus-
tomers and to capitalize on the knowledge of the
redesign team to develop new and more effective
processes,” she says. The overall strategy was to:

• Identify gaps between the current process
and an ideal system.

• Design a new delivery system to meet cus-
tomer and cost target goals.

• Facilitate in redefining jobs and accountabili-
ties, setting performance standards and produc-
tivity targets, and to define work-scheduling
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systems for the optimum use of the staff.
• Develop and implement work measurements

and monitoring tools to allow evaluation of staff
performance relative to the targets.

• Add resources such as training, technology,
and space requirements to support the imple-
mentation of the re-engineered delivery systems.

• Evaluate the results of the project relative to
the plan and then to revise the plan as indicated.

• Train staff members to maintain and extend
the new programs throughout the organization.

Leach outlines the redesign team’s approach to
the re-engineering as follows:

1. A multidisciplinary team met for four hours
per week for three months. After three months,
the management team began meeting for two
hours weekly for a year.

2. The team initially created the vision and
objectives for the project. Then it gathered data to
determine the hierarchy of customers (including
hospital staff and physicians), identified the core
processes, and developed goals and measure-
ments. Additionally, to validate productivity
measurements as well as costs, overall target
goals tied to admissions and weighted patient
days were stated.

3. An evaluation of staffing levels in admitting
helped the team forecast the development of the
central reservations re-engineering project.

4. The team established an extensive educa-
tion process about the central reservations
redesign and the newly developed care coordina-
tor positions for the outpatient offices. It also
educated in-house staff and physicians about
one-stop admitting and the discharge planning
aspects of the project.

5. The team identified and implemented uti-
lization management software to assist in the
standardization of the care coordinator positions
and the reporting of insurance.

6. The team brought in seven vendors to
demonstrate their enterprisewide scheduling
software. Then the team evaluated the software
based on its benefits, how well it would integrate
with systems, and the cost. The team chose the
top three programs and recommended them to
the information systems committee for budget-
ing, purchase, and implementation.

Has it worked? “Our productivity was
increased significantly and our labor costs were
reduced significantly throughout the depart-
ment,” Leach says. Within months of launching
the project, care coordinators were retained or
hired and were performing their duties. 

“The continuity of care, patient education,
and communication surrounding discharge pro-
cedures were well received by the physicians,”
says Leach. “The rapport created has estab-
lished, according to the physician offices, a
more personal approach. And the patients and
their families were very complimentary as
well.” 

The results of the other aspects of the re-engi-
neering were equally positive, according to
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Leach. “The admitting office began to be able to
predict crunch times caused by a high number
of surgeries and to predict a high census as
well. This advance knowledge allowed it to
make suitable adjustments, thus diffusing staff
tension.”

Early in year two of the study, central reserva-
tions began to assume scheduling duties for the
hospital including OR, radiology, laser surgery,
seminars for the laser surgery department, and
pre-admission testing. Also during the second
year, the insurance verification and utilization
management software was implemented. Once
the enterprisewide scheduling software is in
place — it’s in the 2000 budget — the combina-
tion should allow for the reduction of at least one
full-time equivalent housewide by centralizing
the schedulers from each department into one.

Buoyed by the success of its initial re-engineer-
ing efforts, ZLUH continues to launch task forces
to tackle other areas and bring them into state-of-
the-art proficiency.  ■

Won’t lend to health care,
say commercial lenders

If an addition or renovation of your health care
facility is in the cards for 2000, it may be a

tougher trick to pull off than you think. According
to the latest Phoenix Lending Survey, the health
care industry is being sidestepped by commercial
lenders. Survey results show 85% said they would
not lend to a health care concern. 

The score is the highest negative score recorded
since the first such survey in 1995, said Phoenix
Lending executives. 

For a third consecutive quarter, more than half
of the 95 lenders participating in the survey
named health care as the least attractive industry
among a list of 16 to which they lend. In the fall
quarter, 69% of lenders named health care an
unattractive industry. In July, 55% said health
care was unappealing.

Does anyone hear the ‘Code Blue’?

“There’s clearly a ‘Code Blue’ being signaled in
the health care industry,” said E. Talbot Briddell,
president of Philadelphia-based Phoenix
Management Services, in a statement with the
survey’s release in mid-December. “The question
is, is anybody listening?”

Topping the list of health care concerns were
not-for-profit hospitals, which 56% of respon-
dents said were unattractive to their lending
institution. Also listed as unattractive segments
within the industry were:

❒ Managed care companies, 53%

❒ For-profit hospitals, 49%

❒ Home health care agencies, 45%

❒ Physician practices, 45%

❒ Nursing homes, 43%  ■
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6th Annual Same-Day Surgery
Conference

New Millennium Challenges
for SDS: Putting Quality First

March 12 - 14, 2000 
Grand Hyatt  •  Atlanta

Main Conference — $595
($695 after Early Bird deadline)

• Quality: Lip Service or Full
Service

• Containing Cost,
Maintaining Quality: Getting
Your Physicians Involved

• The Art of Becoming
Organized & Getting the
Most Out of Your Employees

• SDS Benchmarking: What
Doctors Really Want

• Documentation: Recording
Your Patient’s Pathway

• APCs: The Final Word?
• The Big Debate: Do I Dare

Reprocess a Single Use
Device? 

• The Challenge of Infection
Control: Maintaining the Bug
Watch

• and much more!

Pre-Conference — $95
($125 after Early Bird deadline)

• Accreditation Issues —
What’s New for 2000?

Post-Conference — $95
($125 after Early Bird deadline)

• Patient & Employee
Satisfaction: The Driving
Force of Success

Save up to $160 by
registering on or before

February 11, 2000.

For a full brochure with
information on price packages,
key speakers, program topics,

approximately 20.5 hours 
of free CE, and more — 

call 1-800-688-2421,
e-mail your request to

customerservice@ahcpub.com,
or view a full brochure 

online at www.ahcpub.com. 

Call 1-800-688-2421 • Online www.ahcpub.com
e-mail customerservice@ahcpub.com
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