
Shifts go up for bid: Hospitals see
boost in patient care, staff morale
Lower vacancies result; substantial savings seen in personnel costs

Anumber of hospitals across the country have found they
can drastically reduce the cost of staff salaries, while at
the same time ensuring full nursing shifts, through shift

bidding. This on-line vehicle also has been shown to boost staff
morale while improving patient care and satisfaction.

While it varies from facility to facility, shift bidding basically
works like an “eBay in reverse.” Available shifts are posted on-line,
and interested staff can bid for them. A starting hourly salary is
listed, and staff can bid a lower wage if they want, to win the shift.

“It has allowed us to communicate staffing needs much more
clearly to staff, allowed staff to put in more time if they elect to do
so, and to have more control over when they decide to do it,” says
Christine McCarthy, MSRN, nurse recruiter at St. Peter’s Hospital
in Albany, NY, one of the recognized pioneers of shift bidding. “It
also decreases frustration and anger levels, as there is no forced
overtime.”

“We see it as an enhancement of our ability to staff our units,”
adds Anne Davis, vice president of workforce at Sharp Healthcare
in San Diego, which uses an outside vendor called BidShift to con-
duct its on-line auctions. “We know our nurses pick up extra shifts
outside of Sharp, so we’ve tried to find ways to keep staff within
our company. If we have our own staff pick up an extra shift with
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• Having hospital staff fill all shifts leads to consistency of care,
greater quality.

• Nurses can earn much more, while hospital outlays are lower
without agency fees.

• Productivity also improves when in-house staff fill positions up 
for bid.

Key Points
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us, they know our policies and procedures and
how to take care of our patients better than any-
one; there’s a whole lot less room for error.”

Kathy Whelchel, RN, vice president of nursing
at Spartanburg (SC) Regional Medical Center,
sees another benefit. ”We found a productivity
issue with agency nurses,” she asserts. “They are
not your employees, and they do just what they
need to do to make it work. For the most part,
they are not team players.” 

The whys and hows

St. Peter’s started its program in 2002, recalls
McCarthy. “Like everyone else, we were looking
at high vacancy, loss of staff to agencies, and
travel because of perceived convenience and a

higher pay rate; and the nursing shortage did 
not help replace people when they left. So we
decided to look at how to keep our own staff
here.”

One of the hospital executives noted that he
bought all kinds of things on-line by looking for
the best price. “So we decided to kick that idea
around,” she notes. “We have a very talented IT
[information technology] department, so we had
a webmaster and another individual work with
nursing administration and human resources.”
After about a year, the program went live.

They began with their own staff, with man-
agers providing information as to who was quali-
fied for specific units, and then held informational
sessions for staff. 

“We fiddled around until we got a product that
was easy to use on the manager’s part, easy to
use on the nurse’s part, and finally developed a
methodology to bring people in from the outside
and put them through an orientation that met the
same quality indicators as our staff; and they
eventually came on staff themselves,” McCarthy
explains. 

This helped to gradually enlarge staff, through
newspaper ads and e-mail exchanges. 

The St. Peter’s system works like this: The
manager reviews the schedule, then decides to
put shifts on the site to let people know there are
openings. 

People responding must meet the qualifica-
tions necessary to work on that unit (i.e., educa-
tional requirements, certifications).

If respondents are qualified, they are allowed
to access the calendar. “We give them a salary
range, and they put in what they want to make,”
McCarthy adds. 

The negotiation starts between the manager
and the nurse. For example, the manager can call
and say, “I got your bid, but I also got three lower
bids; do you want to stay in the game?”

Spartanburg Regional was another early
adapter, after reading about the experience at St.
Peter’s. 

“Our COO and I were in a regular manage-
ment interview; and he said, ‘I wish we could 
do this to help get the agencies out,’” Whelchel
recalls. 

“We found out that what St. Peter’s was doing
was proprietary, so we met with IS [information
systems] and personnel, and the guy from IS got
real excited,” she says. 

The programmer stayed up all that night 
and wrote the entire program for Spartanburg
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Regional. (St. Peter’s now is marketing its pro-
gram to other facilities. See box, at right.) 

The program is similar to St. Peter’s — nurses
have to meet basic competencies to bid for a shift.
It went live in August 2002 and proceeded very
slowly at first. “We sent a letter to every RN’s
home but only sold 12 shifts in the first three
weeks; then, all of a sudden, it was up to 35 a
week,” Whelchel adds. “Now, we’ve sold as
many as 250 a week.” 

There is no agency nursing left in the system
today, although at one point, the facility was
using up to 54 full-time equivalents through
agencies. 

A newly added module has self-scheduling for
the flow pool. Managers post the schedule, and
the person goes on-line and fills in when he or
she wants to work. 

“This has totally changed how we do the flow
pool,” Whelchel notes. “If a shift is not selected, it
goes into auction. We put out six weeks of sched-
ules at a time; so if a shift is not picked, the man-
agers can know four weeks ahead if they need to
bid it out.” 

Additionally, Spartanburg Regional now has 
a quick-pick module, through which nurses can
guarantee they get the shift they want by imme-
diately accepting the stated wage. 

At Sharp, not only do nurses bid for shifts, but
also nurse assistants, respiratory staff, and physi-
cal therapists. Soon radiology staff will partici-
pate as well. Otherwise, the BidShift program,
which was initiated in September 2002, is similar.

“The nursing units fill schedules as normal,
and any open shifts not filled typically go to our
large resource pool; those not filled are posted to
BidShift,” explains Angela Athis, director for the
staffing resource network. 

“Nurses have the ability to log on and view
what is available. They see the wage we have
posted, and they can take it, but then someone
else can come on and take it for less,” she says.

More money, more flexibility

The health care professionals using shift bid-
ding cite a wide range of benefits, but perhaps
the most significant is the boost in staff morale
and the ability to make more money while saving
the hospital money at the same time.

“There’s no mandatory overtime; people make
choices,” McCarthy points out. 

And while the nurses can make more than they
would on overtime, “the costs to the hospital are

absolutely less than when they used temp nurses,”
she says. 

“There’s probably a minimum 20% difference
between agency fees and those bid on-line. We do
expect the people bidding to make more than they
would otherwise,” McCarthy notes.

While agency use is way down at St. Peter’s,
she stresses, “We want to keep good relationships
with the agencies.” 

Nonetheless, it is an advantage to have the
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New York hospital markets 
successful job-bidding site

After saving a lot of administrative time and at
least $1 million per year in expenses, St. Peter’s

Hospital in Albany, NY, is marketing its job-bidding
web site to other hospitals. 

Mercy Miami and Mercy Pittsburgh, and two other
members of Catholic Health East (CHE), bought the
first copies to improve their filling of vacant shifts for
nurses and other key job titles. The buyers received
a CD with the program, a manual, and one day of
training. 

In February 2004, St. Peter’s signed an agree-
ment for First Consulting Group (FCG) of Lexington,
MA, (www.fcg.com) to market the plan to non-CHE
facilities. St. Peter’s will receive a fee for each site
arranged by FCG. St. Peter’s nformation manage-
ment staff created the site and added it to St. Peter’s
web site.

For the two weeks ending May 24, 2003, 143
nurses bid for 383 shifts. The average bid accepted
was $37.81 per hour, or 40% to 50% above the typi-
cal RN rate at St. Peter’s. About two-thirds are St.
Peter’s regular employees who are seeking addi-
tional work. In 2002, 43,400 hours were filled by bid-
ding at an average of $37 per hour. Compared to
filling those shifts with agency nurses, costing about
$54 per hour, St. Peter’s saved $980,000.

At the height of the nursing shortage in 2000,
St. Peter’s Hospital’s overall nurse vacancy rate
was nearly 11%. Thanks to a comprehensive strat-
egy involving pay and benefits, scheduling, profes-
sional development opportunities, and one-on-one
recruiting efforts, by early 2003, it was cut to less
than 5%. (In recent months, hospitals in eastern
New York averaged 11%, according to the
Iroquois Healthcare Association.)

[For more information, contact: Richard Chady,
APR, St. Peter’s Health Care Services, Albany,
NY. Phone: (518) 525-1232. E-mail: rchady@
stpetershealthcare.org. Web site: www.stpeters
healthcare.org.]  ■



open shifts filled by your own staff, she says. 
“They are on board with the mission and phi-

losophy and how that is carried out in patient
care. Someone from the outside may not know
all the resources available to them; and if they
feel frustrated, they may show that to patients
and family. We have found that patient satisfac-
tion has improved [since the system was imple-
mented].” The vacancy rate also has vastly
improved, McCarthy notes.

Athis has had similar experiences. “Before we
went live, we conducted focus groups with our
RNs,” she recalls. “To a person, they all said they
preferred not to work with outside agency nurses,
because it took time to orient them and then to
follow up. We think this has been such a savings
of time and has increased the quality of people
who come to our unit.”

As at St. Peter’s, the posted rate on bid shifts
is higher than what all the nurses make on an
hourly basis (about $10 an hour more), but less
than Sharp would pay to outside registries. “I
know we have filled close to 3,000 shifts, and
they would have gone to outside registries,”
Athis says. 

Whelchel sees similar financial results. “Our
average wage for an RN is around $23 an hour,
and an agency nurse costs around $50. On shifts
bid for, we average around $35 to $37.” She adds,
however, that bids have gone as low as $27 for
the more popular units and shifts.

Again, however, this is not the greatest benefit.
“It completely changes how staff feel valued by
the system,” Whelchel notes. “You give $50 to
that agency, and they think you give that to the

nurse, who they perceive as not working as hard,
and that builds resentment. This takes them out
of the equation, and lets our nurses choose when,
where, and what to work. They came through 
for us and covered shifts, and we got the agency
out,” she says.

As for the hospital, “We are able to cover shifts
with people who want to be at work,” Whelchel
explains. “And in terms of patient satisfaction,
that is huge. You see it in demeanor at the bedside;
if you want to be somewhere, you are happy, and
it shows.” 

In the past, she notes, even though the hospital
never had mandatory overtime, “We had to beg,
and people were tired.”

Vacancies today are way down, she reports. “In
2002, our high might have been 104, and now we
are probably at 30 today,” Whelchel says. Other
departments, she adds, have begged to be included
in the program.

Davis sees another major benefit. “I sit on a lot
of patient safety committees, and as we have our
own staff working here, they will clearly know
what those efforts are about, what our resources,
policies, and procedures are; and that puts our
patients at far less risk. 

“It also unburdens the nurses on the unit,
because when you have outside registry nurses,
a lot of that burden falls on those nurses. So we
now have a safer, less stressful environment, and
that improves quality all the way around,” she
adds.  ■

Study: Top performers 
also can be top improvers
Lower baseline doesn’t guarantee improvement 

In a finding that many would consider counterin-
tuitive, research by Evanston, IL-based Solucient

demonstrates that continuous improvement over
time is strongly associated with top performance. 

“This research refutes the assumption that
poorly performing hospitals are most likely to be
advantaged when measured by rate and consis-
tency of improvement while very high performers
experience difficulty in showing continual high
rates of improvement,” notes Jean Chenoweth,
senior vice president of performance improve-
ment and the 100 Top Hospitals programs at
Solucient’s Center for Healthcare Improvement. 
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“I was delighted to find that link between the
two,” she adds.

The finding is the result of the latest research
conducted about hospitals recognized through
one of Solucient’s 100 Top Hospitals programs
and the 100 Top Hospitals programs at Solucient’s
Center for Healthcare Improvement. 

Data from previous studies of the 100 Top Hospi-
tals: Performance Improvement Leaders and the 100
Top Hospitals: National Benchmarks for Success were
analyzed to determine the relationship between
improvement and performance.

The research found a “robust and statistically
significant” link between performance in the
Benchmarks for Success and the Performance Improve-
ment Leaders studies. 

Specifically, it found that more than one-quar-
ter of the variability on benchmark performance
may be accounted for by sustained performance
improvement. There also is a weaker but signifi-
cant association between rank in the Performance
Improvement Leaders study and the number of
years a hospital has won the national study —
that is, the more times a hospital has won the
national study, the greater its improvement dur-
ing the studied time period.

Tracking the trends

“We’ve been doing the 100 Top Hospitals study
since 1993; and a couple of years ago, we tested
out a trended database,” Chenoweth recalls. “It
took a year to build that database and normalize it
so we could use the 100 top measures and apply
them backward across time.” The performance
measures used by Solucient are:
• risk-adjusted mortality index;
• risk-adjusted complications index;
• severity-adjusted average length of stay;
• expense per adjusted discharge, case mix- and

wage-adjusted; 
• profitability (operating profit margin);
• proportion of outpatient revenue;

• productivity (total asset turnover rate);
• coding specificity.

By using six years of data, she explains, hospi-
tal executives can ask themselves and their staffs
important questions. 

“For example, if you have a high complication
rate — but three years ago, it was even higher —
you’d continue what you were doing. On the
other hand, if you show high expenses and the
previous year they were low, you need to ask
what suddenly changed in terms of your cost of
operations vs. those of other hospitals. Did they
get better, or did you just get worse?” asks
Chenoweth.

A culture of performance improvement

As Solucient started examining the data, it real-
ized that since its measures covered clinical, effi-
ciency, financial, and coding data, “We could tell if
the hospital was improving only clinically, but not
financially, or vice versa, and thus whether across
the organization there was actually a culture of
performance improvement [PI],” Chenoweth says.
“That goes to the heart of one of our findings —
that ranking and performance improvement
appeared to be linked together.”

Her team didn’t believe that initially, she
admits. “We thought that if you looked for the
most improved hospitals, the best performers
would be the big losers, but it wasn’t that way 
at all.”

Ultimately, it became clear “the reason hospi-
tals that are already high performers also seem to
be able to improve quickly is that they have that
culture already built. Across the pattern of the
organization they do PI well — they are used to
it,” Chenoweth says,

For example, if a hospital tries to improve finan-
cially but is not working on other areas, its perfor-
mance graph will look like a zigzag. “You can’t
just improve in one area,” she asserts. “We’ve just
never shown it in data before.”

The top performers/improvers also had some-
thing else in common: areas in which they are
concentrating. 

“We did an analysis of where the top 100 best
of the best were placing their emphasis. And we
found they tended to focus on cardiovascular
technologies, adopting new stroke treatment, and
new technologies for neurosurgery,” Chenoweth
notes. 

“Think about it: Cardio is a cash cow; stroke 
is high volume, neurosurgery is one of the few

October 2004 / HEALTHCARE BENCHMARKS AND QUALITY IMPROVEMENT 113

• More than one-fourth of the variability on bench-
mark performance may be accounted for by
sustained performance improvement.

• Hospitals were compared over several years
using eight different performance measures.

• Most successful performers develop a culture
of performance improvement.

Key Points



growth areas for the future. These hospitals have
a sense of what the community is going to need,
what makes business sense, and a sense of the
growth of their population. They are being very
selective,” Chenoweth adds.

Does improvement have limits?

So, after years and years of improvement, can a
hospital come so close to its goals that significant
improvement is no longer possible? Chenoweth
is not sure. 

“I don’t think anyone knows, but technology
changes so rapidly and readily it would be hard
to find a case where no improvement could be
generated,” she asserts. “Hospitals are very com-
plex and mostly dependent on the behavior of
human beings, so tell me — how can there not be
improvement?”

In any organization, she continues, improve-
ment is always an option. 

“You can always do something better,” insists
Chenoweth. “In every single top 100 hospital, I
can find areas where they perform poorly — no
matter how many times they have won. They do
tend to be early adopters [of new PI techniques],
but not in everything.”

She concludes by pointing out how rare PI suc-
cess still is. “To give you a sense of how rare it is:
Only 25% of all the U.S. hospitals significantly
reduced mortality or length of stay over five
years,” Chenoweth notes. “Only 2% actually
reduced expenses; only 4% were able to improve
their profitability significantly.”

PI is an enormous challenge to the health care
industry, she continues, making it that much
more important to be able to measure it and to
measure the impact of consistently improving,
and to show that it actually leads to performing
at national levels. 

“This is very doable; but you have to use busi-
ness tools to get there, and you have to measure
your performance,” Chenoweth adds.  ■

Study finds much higher
rate of annual errors
Research examines three years of Medicare records

According to a new study of 37 million patient
records by HealthGrades, a Lakewood, CO-

based health care quality company, an average 
of 195,000 people in the United States died due 
to potentially preventable, in-hospital medical
errors in each of the years 2000, 2001, and 2002. 

The HealthGrades Patient Safety in American
Hospitals study finds nearly double the number
of deaths from medical errors found by the 1999
Institute Of Medicine (IOM) report, To Err is
Human, with an associated cost of more than $6
billion per year. 

The discrepancy in numbers should not be 
the focus of attention, however, insists Samantha
Collier, MD, HealthGrades’ vice president of
medical affairs. 

“A lot of what IOM did was chart review and
input from clinicians and physicians, asking them
if there was a mistake or not,” she explains. 

“Any time you have health care workers pore
over charts, there is some bias. That’s one possi-
ble explanation for the lower numbers in IOM.
It’s hard to make an apples to apples comparison,
but the new thinking is it’s 98,000 up to 195,000,”
Collier adds. 

No matter which number you accept, “The mag-
nitude is horrendous. We need to focus on ways to
improve our delivery system to make sure patients
have safe outcomes when they come to our hospi-
tals,” she emphasizes.

Other findings of the report include:
• About 1.14 million patient-safety incidents

occurred among the 37 million hospitaliza-
tions in the Medicare population during 2000
to 2002. 

• Of the total 323,993 deaths among Medicare
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patients in those years who developed one or
more patient-safety incidents, 263,864 or 81%
of these deaths were directly attributable to the
incidents. 

• One in every four Medicare patients who were
hospitalized from 2000 to 2002 and experienced
a patient-safety incident died. 

• The 16 patient-safety incidents accounted for
$8.54 billion in excess inpatient costs to the
Medicare system over the three years studied.
Extrapolated to the entire country, an extra $19
billion was spent and more than 575,000 pre-
ventable deaths occurred from 2000 to 2002. 

• Patient-safety incidents with the highest rates
per 1,000 hospitalizations were failure to res-
cue, decubitus ulcer, and postoperative sepsis,
which accounted for almost 60% of all patient-
safety incidents that occurred. 

• Overall, the best performing hospitals (hospi-
tals that had the lowest overall patient safety
incident rates of all hospitals studied, defined
as the top 7.5 % of all hospitals studied) had
five fewer deaths per 1,000 hospitalizations
compared to the bottom 10th percentile of hos-
pitals. This significant mortality difference is
attributable to fewer patient-safety incidents at
the best performing hospitals. 

• Fewer patient safety incidents in the best per-
forming hospitals resulted in a lower cost of
$740,337 per 1,000 hospitalizations as compared
to the bottom 10th percentile of hospitals. 
The first statistic is one of the key findings of

the study, Collier says. “The 1.14 million events
just in the Medicare population alone in the three-
year study average out to be just over 300,000 
a year, which equates to $2.85 billion a year in
excess Medicare costs.

“Those are incidents; they did not all turn out 
to cause death. The 195,000 is how many deaths
were potentially preventable, which corresponds
to IOM’s 45,000 to 98,000,” she notes.

The second key finding, she says, is that the
better hospitals had five deaths per 1,000 less
than the hospitals identified in the bottom 10th
percentile. 

“This also equated to significant cost savings,
because [the better hospitals] had fewer inci-
dents,” Collier explains. 

“There’s a quality economic impact, and most
people believe these statistics, at minimum, help
make the business case for improving,” she says. 

By extrapolation, if all the Medicare patients
who were admitted to the bottom 10th per-
centile of hospitals from 2000 to 2002 instead

were admitted to the best hospitals, approxi-
mately 4,000 lives and $580 million would have
been saved,  Collier notes.

Building on past research

The HealthGrades study applied the mortality
and economic impact models that were devel-
oped by Chunliu Zhan and Marlene R. Miller in 
a research study published in the Journal of the
American Medical Association in October 2003.1

That study supported the IOM 1999 report
conclusion, which found that medical errors
caused up to 98,000 deaths annually and should
be considered a national epidemic. 

Whereas the IOM study extrapolated national
findings based on data from three states, and the
Zhan/Miller study looked at 7.5 million patient
records from 28 states over one year, HealthGrades
looked at three years of Medicare data in all 50
states and Washington, DC. 

This Medicare population represented approxi-
mately 45% of all hospital admissions (excluding
obstetric patients) in the United States from 2000 
to 2002.

HealthGrades examined 16 of the 20 patient-
safety indicators defined by the Agency for
Healthcare Research and Quality (AHRQ), from
bedsores to postoperative sepsis, omitting four
obstetrics-related incidents not represented in
the Medicare data used in the study. 

Of these 16, the mortality associated with two,
failure to rescue and death in low-risk hospital
admissions, accounted for the majority of deaths
that were associated with these patient safety
incidents. 

“If we could focus our efforts on just four key
areas — failure to rescue, bed sores, postoperative
sepsis, and postoperative pulmonary embolism —
and reduce these incidents by just 20%, we could
save 39,000 people from dying every year,” Collier
points out.

Laying the groundwork

Although it would appear at first glance that
not much has changed since the IOM report, 
“the good groundwork of change has begun,” 
she adds. 

“We have gotten people over the denial stage
and into the acceptance stage, which allows us 
to advance to the change stage.” It takes time to
change culture, Collier concedes. 

“[However], unlike other health care issues,
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this is one in which every stakeholder has a sig-
nificant stake. For the first time, we all have a
similar agenda, a shared vision.”

That shared vision involves running a health
care organization like a public company, she con-
cludes. “In other words, you meet certain metrics
or you shut down. We have to get out of this box
that ‘health care is different.’”

Quality managers “must know what their
adverse event rates are, whether they use the
indicators in our study or others,” and get
beyond looking at medical errors as only com-
mission and omission, Collier explains.

“You can’t change what you don’t know,” she
adds. Once you have your information, “You
need to share it with your board and employees.
When we start sharing information, that’s when
we make changes.”

Reference

1. Zhan C, Miller MR. Excess length of stay, charges, 
and mortality attributable to medical injuries during hospi-
talization. JAMA 2003; 290:1,868-1,874.  ■

‘Most wired’ hospitals
widen gap over others
Wide range of offerings, emphasis on IT education 

In much the same way as top performing hospi-
tals continue to improve at a more rapid pace,

so too are the most technologically adept facilities
widening the gap between themselves and their
competitors, according to the sixth annual Most
Wired Survey and Benchmarking Study. 

The study is a joint venture of Hospitals & Health
Networks, the journal of the American Hospital
Association, IDX Systems Corp., and the College of
Healthcare Information Management Executives.
(See related article, p. 112.)

The survey asks hospitals to report on their use

of information technology (IT) to address five key
goals: safety and quality, customer service, busi-
ness processes, work force, and public health and
safety. A total of 482 hospitals and health systems
completed the survey, representing 1,298 hospi-
tals contacted. 

This year, there were actually four categories
recognized:
• 100 Most Wired — The 101 organizations that

scored highest on the survey. 
• The Most Wireless — The 25 organizations that

scored highest on the survey questions focused
on wireless applications. 

• The Most Improved — The 25 organizations
not appearing on the Most Wired list whose
score improved the most from 2003 to 2004. 

• The Most Wired-Small and Rural — The 25
small and rural organizations not appearing 
on the Most Wired list that scored highest on
the survey. 
And what are these top facilities doing differ-

ently? According to this year’s survey, the nation’s
“100 Most Wired Hospitals and Health Systems”
accomplished the following:
• More than 90% of the most wired conduct

either pre- or post-implementation return-on-
investment analyses to justify expenditures,
compared with only 59% of the least wired.
(The least wired are the 100 respondents who
scored the lowest on the survey.) 

• The most wired have a wide variety of offer-
ings available over the Internet for patient 
service and customer support, ranging from
on-line patient registration to disease-specific
self-triage. 

• IT education is a priority among the most
wired hospitals and health systems. The most
wired have physicians and nurses dedicated
to IT training and support. The most wired
also are beginning to offer continuing medical
education credits to participate in technology
training. 

• The most wired have significantly higher
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• More than 90% of most wired conduct return-
on-investment analyses to justify expenditures.

• Computerized physician order entry is 10 times
more likely to be used at most wired organiza-
tions than at least wired facilities.

• Information technology education of staff takes
high priority at hospitals ranking high in survey.

Key Points



adoption rates among physicians and nurses
across a broad set of clinical activities, such as
clinical order entry and results review, com-
pared with the least wired hospitals. 
In addition, the survey found that 90% of the

most-wired hospitals provide access to current
patient medical records on-line; 87% provide on-
line access to medical history; 88% provide on-
line access to patient demographics; and 69%
provide on-line access to nurses’ notes. 

Furthermore, 90% of the most-wired hospitals
provide on-line radiology report reviews; 88%
provide on-line lab results; and 84% have on-line
radiology image review.

CPOE is widespread

CPOE, or computerized physician order entry,
is 10 times more likely to be used at most wired
organizations than at least wired facilities. 

On average, nearly 27% of medication orders
are entered electronically by physicians at most
wired organizations, compared with 2.7% at the
least wired institutions.

What’s more, the least wired also are more
likely to have medications that are ordered man-
ually. In fact, 20% of medications at the least
wired organizations are ordered manually, com-
pared with an average of 3.1% of medications
ordered manually at the most wired.

Furthermore, nearly 35% of the most wired say
81% to 100% of their medications are matched
electronically to the patient and order at the time
of administration. This compares with only 5% of
the least wired, 84% of which do not electroni-
cally match any medications to the patient at the
time of administration.

Education is emphasized

Training in IT is another strategy that sets the
most wired facilities apart. According to the sur-
vey, more than 95% of these facilities have a
nurse dedicated to IT training, compared with
41% of the least wired. 

In addition, more than 60% of the most wired
have a physician dedicated to IT training, com-
pared with 3% of the least wired; and 8% of the
least wired do not provide any educational
resources on IT whatsoever.

Approximately 60% of the most wired offer con-
tinuing education credits to pharmacists and IT
professionals who participate in technology train-
ing. This compares with 6% or less among the least

wired. More than 75% of the most wired provide
education credits to physicians and nurses; but
only 31% of the least wired provide credits for
physicians, and 15% provide them for nurses.

Adoption rates at the most wired facilities also
are much higher. For example, in terms of routine
access to patient medical histories, 72% of most
wired organizations say that their physicians have
achieved the highest adoption rate measured on
the survey: that 81% to 100% of their physicians
routinely use IT to access medical histories. This
compares with 29% of the least wired organiza-
tions responding that their physicians have
achieved the highest adoption rate.

Clinical quality a key area

There also is a dramatic difference between the
most wired and the least wired in terms of tools
for improving clinical quality. 

More than half of the most wired (54%) report
they have achieved the highest level of adoption
for physician use of drug interaction alerts — an
81% to 100% use rate — compared with 16% of
the least wired. And 56% of the most wired report
they have achieved the highest level of adoption
for nurse use of drug interaction alerts, compared
with 17% the least wired.

More than 80% of the most wired provide bed-
side access to drug interaction alerts, compared
with only 15% of the least wired. In terms of bed-
side pharmacy order entry, 79% of the most wired
provide this service, compared with 19% of the
least wired.

Many of the most wired, and all of the 25 orga-
nizations named to this year’s Most Wireless list,
are providing ubiquitous access throughout their
organizations using wireless systems. 

Many organizations are beginning their initia-
tives by providing wireless access in clinical areas
of their institutions. 

More than 75% of the most wired provide
wireless access to clinical information functions
such as drug interaction alerts, pharmacy order
entry, and lab results review. 

Only 13% of the least wired provide wireless
access to drug alerts; 14% provide wireless phar-
macy order entry; and 24% provide wireless lab
results review. Adoption rates among the least
wired for wireless access to clinical information
are minimal.

(The 2004 Most Wired and Benchmarking Study
can be found at: www.hhnmag.com.) ■
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NCQA’s Quality Plus will
highlight web plans
Program to recognize health plan innovators

The Washington, DC-based National Committee
for Quality Assurance (NCQA) has released

for public comment draft standards for Quality
Plus, a new supplemental accreditation program it
claims “breaks new ground” in content and intent. 

The program is designed to highlight health
plans whose innovative approaches to member
communication, care management, physician
compensation, and other activities are models for
the industry. 

The voluntary program also seeks to engage
newer health plan types such as consumer-
directed health plans that represent a growing
sector of the health care industry.

“Quality Plus will allow us to better recognize
leaders and innovators regardless of plan type,”
says NCQA president Margaret E. O’Kane. 

“Recognizing these innovations will speed
their adoption so that in the future, we’ll all be
able to do things like track claims on the web,
order prescription refills on-line, and get answers
to our questions 24-hours a day,” she adds.

The initial set of draft standards focus on how
well a plan uses technology to provide members
with interactive health tools and information
about pharmacy benefits, claims, and health
improvement. The main categories include:
• health risk appraisals;
• interactive consumer health tools;
• functionality of claims processing;
• using pharmacy benefits;
• personalized information on health plan 

services;
• innovations in member service.

The new standards will allow NCQA to recog-
nize plans that lead the market in areas such as
leveraging the web to promote members’ self-
management of chronic conditions and allowing
members to track claims on-line.

The organization initially began exploring a
next-generation accreditation program in late
2003. A group consisting of 18 people represent-
ing employers, health plans, physicians, con-
sumers, and the federal government produced
comments focusing on three areas:
1. ensuring all organizations meet basic customer

service expectations;

2. ensuring all members, regardless of health 
status, receive appropriate care and support to
promote better health;

3. standardizing performance expectations of
health plans and providers.
The program was then designed with these

goals in mind:
• Set the stage for a new generation of NCQA

programs designed with the broad range of
current health plan offerings in mind.

• Drive measurement and reporting at the physi-
cian and hospital level of the system.

• Enable consumers and employers to make
comparisons between different types of plans.
Participation in Quality Plus is voluntary, and

plans that meet the standards will be entitled to
promote this fact in advertising and marketing
materials, on their web sites, and among staff. It
is strictly a pass-fail program; NCQA will not
publicly report any fails. 

The final standards will be released in March
2005. At that time, NCQA also expects to release
the next two groups of standards for public com-
ment: Physician and Hospital Quality and Health
Improvement. ■

Tool locates alternative
sites during bioterrorism
Initiative draws from integrated network process

Early this summer, several factors brought
renewed attention to the possibility of terror-

ist attacks and appropriate responses on the part
of the health care profession. 

To help prepare for an effective response for
such an event, the Agency for Healthcare Research
and Quality (AHRQ) has released a tool to help
state and local officials quickly locate alternate
health care sites if hospitals are overwhelmed by
patients due to a bioterrorism attack or other public
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health emergency. The alternate care site selection
tool, produced by Denver Health, one of AHRQ’s
Integrated Delivery System Research Network
(IDSRN) partners, was shared with emergency
response planners at the 2004 Summer Olympics in
Athens, Greece. (The program links the nation’s
top researchers with some of the largest health
care systems to conduct fast-track research on cut-
ting-edge issues in health care. For more informa-
tion, see Healthcare Benchmarks and Quality
Improvement, September 2004, p. 101.)

In the aftermath of a bioterrorist event or other
public health emergency, hospitals may be over-
whelmed by a sudden influx of patients, AHRQ
explains. 

The new alternate care site selection tool is
designed to allow regional planners to locate 
and rank potential alternative sites — stadiums,
schools, recreation centers, motels, and other
venues — based on whether they have adequate
ventilation, plumbing, food supply, and kitchen
facilities, for example. It is available free as an
Excel spreadsheet on AHRQ’s web site: www.
ahrq.gov.

The effort to develop the tool began in October
2002, recalls Stephen Cantrill, MD, associate direc-
tor in the department of emergency medicine at
Denver Health Medical Center. 

“It started with a task order from AHRQ that
dealt with regional planning for bioterrorism,” he
notes. “We brought together partners from all of
Federal Region 8 [Colorado, Utah, Wyoming,
Montana, North Dakota, and South Dakota].”
The team included representatives from state
departments of health, medical societies, and all

the large hospital groups in the Denver metro
area. Federal partners included the Public Health
Service; the U.S. Northern Command in Colorado
Springs, CO; the Department of Veterans Affairs;
and the Federal Emergency Management Agency.

“We built on some of the earlier work that had
been done by the command in terms of criteria,”
Cantrill says. 

“We enhanced those, developed a kind of a
grading scale to be used to look at facilities to
be able, in a gross way, to determine the accept-
ability of potential alternative care sites — i.e.,
whether they fulfilled specific needs.” The tool
includes a list of about 30 different attributes,
such as availability of toilet facilities, availabil-
ity of communication lines, availability of a
food service area, and so on.

“Basically, it’s a big spreadsheet,” he explains.
“You go down, put your potential sites on one
axis, your needs on another, rate them on a 0-5
scale [5 being the highest], add up your total, and
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• Following a bioterror event, hospitals may be
overwhelmed by an influx of patients.

• An Agency for Healthcare Research and
Quality tool includes 30 different attributes by
which to compare and rank facilities.

• The tool was made available to representatives
at Olympics venues in Athens, Greece.
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see if it makes logical sense.”
This process aids in prioritizing different poten-

tial sites, to see which would be best to use, Cantrill
adds. 

“In an ideal situation, you do this as part of
your advanced planning,” he advises, so you are
prepared if traditional health care sites are over-
whelmed in a bioterror event.

While much of the data were specific to his
region, Cantrill says the new tool demonstrates
an approach of assessment of resources in any
given region. 

“We tried to develop some generalized tools.
Naturally, there are variables, like the time of
year, the nature of the incident,” he points out.
“If it’s summertime, you may not care if you
have heating, but you will want air condition-
ing. In Northern Montana, you want heating.”

Therefore, there is no magic number in terms
of a total score for a given alternative site. “What
the tool does is give you the ability to do relative
scaling,” Cantrill adds.  ■

JCAHO establishes 
standards advisory board

The Joint Commission on Accreditation of
Healthcare Organizations has created a

Hospital Standards Advisory Group to provide
feedback to the Joint Commission on the hospital
field’s experience with revised standards, ratio-
nales, elements of performance, and scoring
methodologies. 

According to a report in its on-line newsletter,
the group also will provide advice on issues that
have been identified through feedback as unclear,
not relevant to quality and safety, or not essential
to the operation of the organization. 

The 16-member group includes representatives
from hospitals and health systems, VHA, the
Phoenix Area Indian Health Service, Premier, and
the American Medical Association. 

The Hospital Standards Advisory Group
planned to convene its first meeting in August
and complete its work by 2006.  ■
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