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The Congress on Healthcare Leadership has attracted over 4,000 healthcare executives for a 

number of years. Begun in 1958, attendees come from all parts of the United States, Canada, and 

from foreign nations to take examinations, participate in seminars, renew acquaintances and 

learn about managing healthcare organizations more effectively.   

 

A special event, initiated in 1984, is the Management Innovations Poster Session. Executives, 

consultants and researchers present the new ideas and methods they have investigated and 

implemented in organizations, not only to share their successes with their colleagues, but also to 

obtain suggestions to further refine their innovations. ACHE applauds their initiative. 

 

This document will serve to help those attending the Congress recall the ideas presented for 

possible implementation in their own organizations. In addition, all of the abstracts are available 

on ACHEôs website:  

 

http://www.ache.org/PUBS/Research/mgmtinnovations.cfm   
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Title:  Care Management Improvement Initiative  
 
 
Objective of Program:    
Vancouver Acute (ñVAò) is a teaching academic centre in Vancouver, Canada and is the largest Health 
Services Delivery Area within the Vancouver Coastal Health Authority (ñVCHAò).  VA has three facilities: 
Vancouver General Hospital (tertiary/quaternary facility with 700 beds), University of British Columbia 
Hospital (150 beds), and GF Strong Rehabilitation Centre (Provincial Rehab Centre ï 92 beds).  VA had 
major capacity issues and was unable to meet its Provincial mandate of serving patients needing 
specialty care (e.g. trauma, burns, and spine).  In order to deal with its inpatient bed capacity restrictions, 
long LOS for inpatient admissions and ED visits, long waitlists for the Rehab hospital and a lack of focus 
on discharge planning, VA launched a two year Care Management Improvement Initiative (CMII).  The 
objectives of the CMII were to: 
Ç Improve access, increase admissions and ICU/OR cases 
Ç Improve overall patient flow and discharge planning 
Ç Decrease length of stay (LOS) 

Ç Improve savings to be reinvested to support the additional capacity 

Planning Methods: 
VA conducted an assessment to identify opportunities for improvement in four strategic areas: 1) 
Capacity and care management; 2) Clinical/care redesign; 3) Patient care services; and 4) Perioperative 
services. CMII consisted of three phases including design, implementation and monitoring that started in 
January 2007 and went through November 2008. The VA organizational structure involved in all phases 
consisted of over 20 workgroups and included the participation of over 300 front-line staff and physicians.  

Implementation Methods: 
Ç Designed and implemented the first Care Management Model (CMM) in Canada, serving as the 

foundation for capacity management and implemented 30 care management leaders including an 
orientation program 

Ç Redesigned and implemented functions/processes to support patient flow for the ED, and efficient 
access, throughput and disposition of the patient across all three hospitals 

Ç Redesigned care processes and practices for the care of ICU Vent/Trach and Stroke Patients with a 
focus on LOS, clinical practice patterns and resource utilization to improve LOS and quality of 
care/safety   

Ç Defined the Bed and Care Management Technology requirements including vendor selection and 
implemented Bed Management Technology  

Ç Defined and implemented a Collaborative Practice Model to support the realignment of patient care 
processes/functions and staffing skills/ competencies to support staffing to demand/capacity 

Ç Realigned the overall perioperative and capacity management processes/functions to support the 
efficient patient flow and throughput of Surgical patients 

Ç Defined and implemented Key Performance Indicators (KPIs) and a monthly CMII scorecard for 
reporting  

Results: 
CMII was a major transformational initiative for VA that was very successful. The results achieved within 
the first year of CMII exceeded both the patient access and dollar saving targets and have since then 
proven to be sustainable: 
Ç Financial benefits achieved exceed $11M  
Ç Saved over 11,000 patient days, equal to creating an additional 31 bed capacity 
Ç Increased inpatient admissions by 4%, ED visits by 6% and ED admissions by 7% 
Ç Decreased ED Left Without Being Seen/Discharged Against Medical Advice by 29% 
Ç Decreased Alternate Level of Care (ALC) days by 30% 
Ç Increased weekly discharges by 17% post implementation of the CMM 
Ç Increased ICU cases by 4% and decreased ICU LOS by 1.6 days 
Ç Decreased stroke LOS by 4.6 days 
Ç Decreased overtime and improved skill match ratio to baseline 
Ç Increased OR cases by 7% and unscheduled OR cases by 6% 
Ç Decreased ICU PAR patients by 17% and ICU PAR hours by 52% 

 
Contact:  Marj Bogaert, RN MS  Authors:   Marj Bogaert, RN MS  

 925-698-0083                     Senior Manager, Accenture 

 marjorie.p.bogaert@accenture.com Gerry Latham, RN MS   

  Executive Director, Vancouver Acute 
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WEILL CORNELL MEDICAL CENTER        

 
 
Title:  NewYork-Presbyterian Hospital/Weill Cornell Medical Center Emergency Department 
Laboratory Test Turnaround Time Project  
 
Objective:  The objective of this project was to develop a process that would provide 
Emergency Department (ED) laboratory test results to clinicians within 60 minutes.  A 
multidisciplinary project team consisting of ED physicians, nurses, and ED and Laboratory 
operations managers convened to achieve this goal.  
 
Planning/ Research Methods:  The scope of ED laboratory process was broken down into 
nine key steps in order to determine a baseline turnaround time (TAT).  Following baseline data 
collection, sub-cycle times were analyzed, critical factors were identified and improvements 
were made.   
 
Implementation Methods:  Project implementation involved five phases: 

Phase 1 March 2007:  A baseline TAT was determined. 
Phase 2 May 2007:  Project team identified and eliminated wasteful steps that were 

associated with using the ED pneumatic tube system 
Phase 3 December 2007:  ED nurse practitioners piloted Eclipsys XA computerized 

laboratory order entry on a small subset of ED patients     
Phase 4 July 2008:  ED physicians began using Eclipsys XA for computerized laboratory 

order entry for all patients in one area of the Adult ED   
Phase 5 Early November 2008:  Use of Eclipsys XA computerized laboratory order entry 

was expanded to all ED physicians and nurse practitioners for all patients in all 
areas of the Adult ED   

 
Results: 

 The March 2007 baseline median turnaround time was 87 minutes from time of 
specimen collection to time laboratory results made available to the provider.   

 The December 2007 post-improvement pilot of Eclipsys XA computerized 
laboratory order entry resulted in a median TAT of 36 minutes. 

 The Phase 4 project sequence resulted in a median TAT of 38 minutes.   
 Through November 2008, while using computerized laboratory order entry in all 

Adult treatment areas, the median laboratory result TAT was 40 minutes.   
 
Conclusions:  Streamlining the laboratory test order entry process and implementing a highly-
reliable computerized laboratory order entry system facilitated a significant and sustainable 
reduction in ED laboratory test TAT.  This success represents a meaningful contribution to 
NewYork-Presbyterianôs commitment to put patients first and continuously improve the 
efficiency and quality of health care delivery.    
 
Team Members: 
Michael J. Dardia, Quality and Patient Safety Improvement Manager (mid9029@nyp.org) 
Neal Flomenbaum, MD FACP FACEP, Emergency Physician-In-Chief 
Steven Kaplan, MD FACEP, Associate Director, Emergency Medicine Operations (through 10/2009); 
Chief Medical Director, Quality and Patient Safety Officer, Ambulatory Care (current) 
Brian Miluszusky, RN, Director of Nursing, Emergency Department 
Catherine McHugh, RN, Clinical Manager, Emergency Department 
Tonya Chisholm, Unit Clerk, Emergency Department 
Francis M. Starrett, Manager, Central Laboratory  
Christina Bernard, Lead Technologist, Central Laboratory 
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Background 
The Emergency Department (ED) at Mercy Medical Center has historically accounted for up to 75% of inpatient 

admissions and is one of the most public faces of the organization. With long wait times and large numbers of patients 

leaving without being seen by a physician, this busy urban ED was a leading source of patient dissatisfaction and 

patient complaints. Beginning January 1, 2009 hospitals in Massachusetts are banned from the practice of diverting 

ambulances when their EDôs are crowded, requiring hospitals to more effectively manage sudden ED rushes.   

Objective  
A major quality and service initiative in the ED to improve access, patient satisfaction, patient volume, and market 

share.  The name PROJECT 10K reflects the goal of increasing access to quality care to 10,000 more members of our 

community over a 3-year period (2005-2008).   

Planning Methods  
In December 2004 the PROJECT 10K team was established with representatives from executive leadership, clinical 

management and staff from many hospital departments.  The team convened with an initiation meeting to review 

performance data, identify core problems, to establish project parameters and determine individual and department 

assignments. Key performance indicators  and improvement targets (metrics) were established including decreased 

wait times for patients to be seen and discharged, decreased wait times for admission to an inpatient bed, decreased 

number of patients leaving without being seen, and improvement in patient satisfaction scores related to the ED 

experience.  These elements were distilled into an implementation plan that became the projectôs roadmap.   

Implementation  
The two major, concurrent elements of PROJECT 10K were redesign and expansion of the ED and significant process 

improvements in the ED and inpatient service areas.  Team members worked with their departments on discrete tasks 

and the team met weekly to review progress and address project issues.  A Project 10K Dashboard was utilized to track 

implementation progress.  Tactical elements of PROJECT 10K included: 

 

Results  
Á Goal of 10,000 additional ED patients attained a full year ahead of schedule.  

Á ED volume has grown over 25% per year, from an average of 115 to almost 200 patients per day  

Á ED went from last to first place, achieving the top rating in patient satisfaction among the 32 CHE hospitals 

Á Improvements in Fast Track turnaround times from approximately 3 hours (arrival to discharge) to approximately  

1 hour; left without being seen rates fell from an average 5% to 2.5% per month.   

Á Consistently scored above both regional peers and the Massachusetts and national averages in ED applicable core 

measures (correct and timely antibiotic use, beta blocker use and aspirin use) 

Presenter:    Mark M. Fulco  È  SVP, Strategy and Marketing  È  SPHS, Springfield MA È  mark.fulco@sphs.com 
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VA Salt Lake City Health Care System              Authors:  Ronald Gebhart, M.D. 
500 Foothill Drive     Robin Korogi, MS, HRM 
Salt Lake City, UT 84148    RimaAnn O. Nelson, RN, MPH/HSA 
       Shella Stovall, RN, MSN 
       Lisa Jensen, DNP, APRN 
       Matthew O. Stuart, BS  
 

Increased Revenue Streams and Improved Patient Flow  
Through Operational Efficiencies 

 

Objective     
To decrease the inefficient utilization of beds, improve patient throughput and optimize revenue streams.   
 

 
Planning/Research Methods     
The VA Salt Lake City Health Care System began its efforts to improve patient flow in 2006. The overall 
patient flow process was examined, barriers creating flow impedance were identified and recommended 
processes for improvement including systems redesign plans were initiated. The focus of the initiatives 
were on increasing bed availability, decreased waiting times, minimizing diversions and improved patient 
satisfaction. The roles and responsibilities of staff members involved were identified and flow processes 
mapped out.  Patient throughput priorities were established for the Health Care System and a daily 
reporting system was identified as a tool to assist in managing patient flow.      
 

Implementation Methods    
An electronic version of the morning report was implemented.  This report allows for continuous 
monitoring of the organizationôs operational systems, systems impacting the capacity to efficiently flow 
patients through the health care system.  The Utilization Management (UM) review process is used as a 
tool to review and monitor admissions and continued stays for all inpatients.  The UM data is used to 
identify focus areas for improvement, decrease variation in the flow process, right size bed capacity with 
the demand for care allowing for the appropriate placement of patients once the decision to admit is 
made.   
 

Results    
The results from the VA Avoidable Days Report, based on the Length of Stay Efficiency Index has shown 
that our initiatives to improved patient flow and throughout in the organization has proven to be very 
successful. The VA Salt Lake Cityôs avoidable days in medicine were 9%; our percentage of avoidable 
days was 50% lower compared to the Medicare population in Utah which was 18%. After implementing 
the action plans, the avoidable days report showed we continued to drop in medicine resulting in a 2% 
improvement over the year before. The VA Salt Lake City Health Care System continues to have the 
lowest percentage of avoidable days in medicine service compared to the rest of the VAôs in the country 
and has been able to continually improve with the implementation of the inpatient flow and systems 
redesign efforts. The low avoidable day percentage in medicine has increased revenue streams through 
cost avoidance and savings.  We were able to achieve these results in a highly complex VA facility that is 
affiliated with a major University with hundreds of trainees rotating through the health care system 
annually.   
 
Presented by: Matthew O. Stuart for Robin Korogi, MS, HRM Å Acting Medical Center Director Å VA Salt 
Lake City Health Care System Å 801-582-1565 ext. 1212 
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LeanSigma in Endoscopy Practice to Reduce Patient Wait Time and Improve NOI 
Mayo Clinic Arizona 

 

Authors:  Adrienne L. Palmer, MHA, Jonathan A. Leighton, M.D., Cuong C. Nguyen, M.D., G. Anton Decker, 

M.D., Catherine R. Yows, R.N., Kathleen L. Scheele, MBA, PMP, Sean W. Glenn, MBA, MHSA, Jacqueline 
M. Lamis, R.N. 
 
Objective:  As the healthcare industry becomes more competitive and complex, organizations are faced with 
the challenge of improving efficiency while maintaining safety, service and clinical outcomes.  Mayo Clinic 
Arizona (MCA)ôs Division of Gastroenterology and Hepatology recognized the need to enhance our patientsô 
experience in the endoscopy suite and optimize expenses to meet financial targets. The aim of this project 
was to reduce the patient process time for colonoscopy in the endoscopy suite by 30%, eliminate waste, 
improve quality outcomes, and enhance patient satisfaction in the system. 
 
Methods:    Lean and Six Sigma tools, such as value stream mapping, takt time charts, and impact difficulty 
matrixes, were used to redesign system workflow.  The team, comprised of management, front-line staff and 
physician members from all aspects of the process, spent two full-days learning the Lean methodology before 
building the current value stream map and designing the future state.  The team then mapped the entire 
workflow through the endoscopy suite from the time the order for the procedure was placed to the time the 
patient received results.  The group identified the following areas of waste in the process: multiple handoffs, 
duplication of tasks, excess inventory, inconsistency in room set-up, ad-hoc supply placement in procedure 
rooms, scheduling errors, significant patient and staff delays, lack of teamwork, and suboptimal 
communication.   
 
Implementation: A 5S (Sort, Straighten, Sweep, Standardize, and Sustain) event was conducted to analyze 
supply and equipment utilization for potential efficiency gains.  Immediate changes were made including 
reorganization of the stock room, standardized room set-up, transition to an automated par system for all 
stock and non-stock supplies and establishment of minimum par levels for each procedure room with 
determined stock placement.  Spaghetti charts were drawn to map personnel movement with time graphs for 
each step.  Pilots were performed the next day and immediate changes implemented to streamline the patient 
experience.  Redesigned procedure rooms with predetermined stock placement and PAR levels were 
created. 
 
Results:  Substantial improvement was seen in multiple areas: financials, patient and employee satisfaction, 
efficiency of process steps and wait times.   

Å Financials: The endoscopy suite saw an immediate improvement upon the redesign of the supply room 
and the transition to a par system, resulting in a 4.5% ($46,000) annual reduction in supply expenses.  
Standardization of procedure rooms and reduction of unnecessary movement by personnel to retrieve 
supplies improved the efficiency during the procedure and decreased the turn-over time between procedures. 
Through review of the scope utilization data, the endoscopy practice was immediately able to decrease their 
scope inventory by 33% resulting in a reduction in depreciation and service agreement costs of $90,000 
annually.   

Å Patient and Employee Satisfaction: One of the biggest benefits of the project was the elimination of a 
nurse-to-nurse handoff between admission and procedure rooms by having the same nurse with the patient 
throughout the process, reducing duplication and increasing patient satisfaction 

Å Process Steps and Wait Times: The changes made throughout the Lean Sigma project decreased the 
process steps from 226 to 115, a 49% reduction.  It also shortened the total allied health time required per 
procedure by over 55 minutes (out of 175 total minutes), an estimated reduction of almost 5.0FTEs and over 
$486,000 in savings based on current endoscopy practice volumes.   
 
Conclusion: At the conclusion of this first Kaizen event, the patient time spent in the endoscopy suite for a 
colonoscopy decreased by 11% and the team is on their way towards meeting the overall goal of a 30% 
reduction.  The immediate implementation of the Lean process tools allowed the team to see real-time 
changes, resulting in tremendous savings.  The entire project produced the potential for more than a five 
times ROI and a total department expense reduction of almost $700,000.   
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Cut It Out! - Lean Methodology in Referring Physician Office (RPO) Operations 
 

 

Objective:  As a large, multi-specialty, tertiary care practice, Mayo Clinic Arizona continues to focus 

attention on referring physician relationships.  Recent additions of required processes (payer/insurance 

complexities), manual data entry and increased volumes resulted in less than optimum turn-around-times 

and declining service levels.  This mandated a focused review to remove ñwasteò from workflows, 

improve turn-around-times, and restore expected service levels while decreasing rework and variances 

among support staff.   

 

Planning Methods:  A multi-disciplinary team was trained by our lean/six sigma experts and the team 

was tasked with understanding the process flow, creating the current and future state value stream maps, 

identifying waste and opportunities, establishing baseline performance measures and accounting for 

process and cultural barriers that could impact optimal outcomes.  All future changes proposed and 

implemented needed to maintain our core value of ñthe needs of the patient come firstò.  Although not a 

typical factory setting, the work of the RPO could be classified as high volume, production work. 

 

Implementation Methods:  The team identified a standard work station that included desk set-up, file 

storage and clear visual markers to identify work.  Although simple in theory, this remains one of the 

hardest barriers in most lean projects.  Other workflows that were impacted included a standardized 

process on how to contact and complete referral requests, consistent guidelines for documentation and a 

new ñpullò rather than ñpushò system for distribution of new work.  Next, the team identified all pending 

work so inventory (referral requests) could be assessed and the impact to future changes considered. 

 

Results:  The workflow changes resulting from the single Kaizen event decreased unprocessed work by 

over 65%.  Additional improvements included the time required to make the first attempt to reach the 

patient after receiving the initial referral (pre 77 hours, post 18 hours, 77% improvement) and the time 

required for our staff to make contact with the patient post the first attempt (pre 157 hours, post 28 hours, 

82% improvement).  These changes produced a 53% improvement from when the request was received to 

the time the patient/referring provider was notified of the appointment (pre 93 hours, post 44 hours).  

Lean initiatives require significant resources to be successful that include front-line staff and may require 

resources such as Facilities and Information Technology who may have other change process timelines 

not conducive to rapid-cycle change. 

 

Conclusion:  Based on these improvements, the RPO increased internal efficiency in 
handling referring physician office requests while simultaneously improving staff satisfaction 
with a workflow that provides improved and consistent service levels for scheduling 
appointments.   Sustainability will be critical in ensuring that changes made today will reflect 
our service metrics of tomorrow. 

 

Dr. Richard A. Helmers, Chair, Clinical Practice Committee  

Kevin A. Paige, Chair, Outpatient Operations 

John D. Custer, Associate Administrator    

Patricia R. Ryno, Operations Supervisor, Referring Physician Office 

Richard D. Nelson, Business Process Engineer, Systems & Procedures 

David L. Mapes, Quality Improvement Advisor, Quality Management Services  

Darin V. Goss, Operations Administrator 
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Authors:  J. Gregory Collins, Roshanak Didehban, Vibhuti Srivastava, Stephanie L. Alexander, Darin V. Goss, 

Cynthia L. Lessow, Arthur H. West, Eric A. Nelson 

Background: 

In 2004, Joint Commission announced their 2005 National Patient Safety Goal to òaccurately and completely reconcile 
medications across the continuum of care." Accredited organizations were required to develop and test processes for 
inpatient and outpatient medication reconciliation to be implemented by January 2006. The requirements, as set forth by 
Joint Commission, are twofold:  implement a process to obtain and record a complete list of current medications at 
admission and to communicate this complete list to the next provider when the patient needs to be referred or 
transferred. As a result, Joint Commission expected this process would avoid medication errors such as omissions, 
duplications, dosing errors, or drug interactions.  

Problem Statement:     

Mayo Clinic in Arizona (MCA) is an integrated, multi-specialty, and academic practice delivering tertiary health care 
services. Each year, MCA treats over 100,000 unique patients with complex disease processes who receive care in more 
than 65 specialty and surgical disciplines.  These patients are often on a wide range of prescribed medications, over-the-
counter products, and herbal supplements.  This presents a challenge in successfully obtaining and maintaining a current 
and comprehensive medication list as patients move through multiple outpatient specialties.   

Implementation:  

From March through June 2008, the Medication Reconciliation Task Force assembled to identify methods of achieving 
optimal compliance with all the standards set forth by the Joint Commission.  

In review of the multiple components of medication reconciliation, the Task Force narrowed the scope of their activity 
to the initial identification and entry of medications into the electronic medical record. Task Force members took an 
inventory of current solutions and resources utilized across the practice.  These were reviewed and analyzed to identify 
best practices for a long term, institution-wide solution.  The Task Force identified a pilot in an internal medicine 
specialty that was particularly innovative. In this pilot, a pharmacy technician was used to contact patients prior to their 
appointment by phone, review medications, and enter the initial medication list into the electronic medical record. This 
pilot was innovative for two reasons: 

1. The use of Pharmacy Technicians ensured that an individual trained and knowledgeable about medications was 
discussing and entering the initial list of medications. It was felt this would achieve the highest accuracy, 
efficiency, and improve patient satisfaction with the process. 

2. Contacting patients prior to their scheduled appointment ensured a complete medication list was available for 
the provider at the time of the visit, and reduced time needed for provider entry into the medical record; thus 
making the practice more efficient. This improved provider satisfaction with the process. 

Task Force members decided to limit initial order entry of medications to only those patients who were new to the 
institution or specialty, approximately 40,000 patient appointments per year. Although this would not capture all patient 
appointments, such as return visits, post-operative visits, and referrals for consultations within the institution, it was felt 
that it would ensure that all patients coming into the institution had an initial discussion and creation of a comprehensive 
medication list. The Task Force decided to focus on this patient population because the initial creation of a medication 
list consumes the most provider time. Thus, providers would focus on the ongoing maintenance of the medication list, 
but the initial population would be completed by Pharmacy Technicians. 

Outcome:   

Following the Task Forceõs efforts, the implementation of a Call Center approach was organizationally endorsed and the 
proposed resources were approved.  The Call Center was rapidly implemented and began contacting patients a mere 90 
days after the Task Force efforts began. Achieving rapid implementation was largely due to the contributions of a 
multidisciplinary team including: Pharmacy, Management, IT, Telecommunications, Human Resources, and Facilities. 
Medication Reconciliation audits indicate a high degree of compliance in the initial population of the medications list. 
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Tapping Experts at Every Level to Achieve Medication Reconciliation in the 
Outpatient Setting 

 

http://www.mayoclinic.org/scottsdale/


 

 
 

Objective:  The Afghanistan National Police have strived to take care of the 82,000 active 

policemen that keep their country in some sense of stability.  On a daily basis, there are many of 

those young, energetic police personnel that place their lives in front line against insurgents.  For 

last six years, since the toppling of the Taliban, the countriesô police force has achieved many 

positive measures to hold their ground and provide the civilian population a safe and secure 

home place.  This Patient Movement initiative process takes care of the wounded Afghan 

National Police at the point of injury to their movement from the hot zone to US/Coalition 

medical treatment and then to re-introduction back to Afghan medical system for both Afghan 

National Army and Afghan National Police members. 

Planning/research methods:  This research was conducted during my 365 day deployment in 

support of Operation Enduring Freedom in Afghanistan.  Working close with the Patient 

Movement office at Bagram Craig Hospital and seeing the injured policeman being treated by 

US military staff with high class medical standard.  The treatment provided is ñState-of-the-Artò 

and big reason why survival rate has increased.  Also worked with the Afghan Armyôs National 

Military Hospital in Kabul and Afghan National Police Medical Facility were the continuity of 

care is vital for the patient.  The most important part was communicating with both US/Coalition 

medical staff and Afghan medical staff members to provide the patients best care and treatment. 

Implementation:  The process was broken and had high rate of Afghan dying of wounds rate; 

71%.  Through collaboration from US/Coalition medical staff at Bagramôs Craig Hospital, 

Afghan Army National Military Hospital and Afghan National Police medical staff, the wounded 

Afghans survivability has increased dramatically and Die of Wounds rate has decreased to 50% 

in 5 months.  A vital addition to the improvement of transportation was the newly addition of the 

issued ambulances to provide seamless movement of patientsô process. 

Results:  Most important result has been improved quality of care for the Afghan Police and 

Army members.  The Died of Wounds rate has decreased and is steadily improving the 

survivability of Afghan Police and Army.  Another result was the collaboration, which 

previously was non-existent, between US/Coalition forces, Afghan Army and Afghan Police to 

cooperate in moving wounded patients from point of injury to higher echelon of medical care to 

back into the Afghan medical healthcare system for continuity of care. 

Team Members:           
Ruben Garza, Maj, USAF, CAAMA     

Sean P. Murphy, LtCol, USAF, FACHE       

Dawn R. Freeman, Lt, USN 
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Perinatal Proven Care:  Applying Reliability Science to Drive Outcomes and Increase 
Revenue 
 

Objective:  Applying the concepts of continuous quality improvement and reliability science, we 

developed an innovative process to address gaps in prenatal care.  This resulted in a 

standardized, evidence based prenatal plan.  The new plan is efficient in both human and 

material resource.  These principles can be applied in any service line to address either service 

line-specific or system wide process concerns. 

 

Background:  Geisinger Health System (GHS) consists of 3 hospitals, 40 clinics, and an 

affiliated health plan.  It serves 41 of 67 counties in Pennsylvania.  The main campus, Geisinger 

Medical Center (GMC), is a 403 bed hospital in Danville, PA.  The Womenôs Health Service 

Line (WHSL) has 22 obstetrical clinics across 31 counties.   

 

The WHSL partnered with the Division of Quality and Safety to begin a quality improvement 

initiative, ProvenCare
®
 Perinatal.  The concept of ProvenCare is to embed evidence-based 

medicine into the patient process, ensuring high quality care is reliably delivered to each and 

every patient. ProvenCare is grounded in the Institute of Medicineôs seven tenets of quality care 

(safe, timely, effective, efficient, equitable, and patient-centered) along with Geisingerôs three 

additional tenets (accountable, reliable, transparent).  ProvenCare initiatives are guided by 

improvement science and reliability methodology. 

 

Method:  Reliability and improvement science were used to design and drive each step.  One 

approach used throughout the initiative was a three-step model for applying reliability 

methodology to the improvement of health systems proposed by the Institute for Healthcare 

Improvement (IHI).  This three-step approach includes preventing failures, identifying and 

mitigating failures, and redesigning processes.
1
  This model allows for reduction of errors and 

increased reliability of care processes. 

 

Preliminary Results: 

o 9% Reduction in C-section rates within 6 months 

o Time savings- 28 minutes of nursing time per patient to complete OB needs assessment 

form 

o Standardization of patient education materials with reduction yielding a savings of 

$10,000 annually 

o 17% improvement in postpartum visit compliance in 6 months 

o Increased administration of flu vaccine by 150% in 1 month 

o 100% Improvement in compliance with postpartum depression screening 

 
Team members: 
Ruth A. Nolan, Ph.D.(c), RNC, Vice President of Operations Womenôs Health (ranolan@geisinger.edu) 

Andrea A. Wary, MEd, RN, Operations Manager 

Leslie A. Laam, MS, Quality Improvement Specialist 
1Nolan T, Resar R, Haraden C, Griffin FA. Innovation Series 2004: Improving the Reliability of Health Care.  Institute for 

Healthcare Improvement.  Cambridge, MA, 2004. 
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Abstract for ACHE Poster Session (2009 Congress) 

 

 

Title:  Delivering Tomorrow's Technology, Today 

 

Objective of program:  Ever-increasing administrative complexity in the health care industry is the primary 

source of waste in the system. Not only do Americans spend significantly more on health care than any 

other country, but our system's complexity also directly contributes to strained relationships between 

health plans and providers.   This poster session will demonstrate that a collaborative vision combined 

with the technological advancements and a renewed way of thinking is creating a revelation in health 

care. 

 

Planning/research methods:  Incorporating input from providers (hospitals and physician practices) and 

realizing that one size doesn't fit all, Humana has been at the forefront of working to provide multi-payer 

solutions (as in Availity) and other technology designed to make the relationship between providers and 

payers easier.  This effort involves working closely with other payers, providers, clearinghouses and 

others.  Piloting many of these efforts with providers has led to increased learning and improved the 

implementation experience. 

 

Implementation methods:  Most technology implementation efforts involve working one-on-one with 

individual providers to better understand their work flow and make sure the technology is appropriate and 

a good fit for their particular situation and setting.  Communication is another key element in successful 

implementations, making sure providers understand any system requirements and/or process changes.  

Additionally, transparent information is critical to measuring progress and Humana's Provider Summary 

Statement is the tool Humana currently uses with hospitals and preparing to launch with other provider 

types. 

 

Results:  An example of key results include:  (1) More than twice as many providers are motivated to have 

access to Availity's multi-payer portal compared to any single payer access. (2) Providers connected to a 

multi-payer portal perform over twice as many web transactions as those offices with only single payer 

systems. 

 

Submitters and contacts:   

Michael T. Funk (Director, Humana's National Network Operations) 

mfunk@humana.com 

502-580-4472  

 

Tim McClure (Director, Humana's Provider Relationship Management) 

tmcclure@humana.com 

502-580-1012 
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Objective: Demonstrate cost savings available through the use of Telemedicine when providing specialty 
provider services to inmates to both correctional and healthcare organizations. 
 
Planning/Research Methods: 

Ê Evaluate savings based on program statistics 2006-2008 
Ê Track medical and surgical specialty provider visits from daily Telemedicine log 
Ê Define distance between various correctional facilities and hospital 
Ê Obtain salary information from Arizona Department of Corrections 

 
Implementation: The Eighth Amendment to the United States Constitution reads, in part, no ñécruel and 
unusual punishments [shall be] inflicted.ò In a number of cases, for example, Estelle v. Gamble, 429 US 
97 (1976), the ñdeliberate medical neglect of a prisoner violates [the] Eighth Amendmentò; hence, 
prisoners are Constitutionally entitled to medical care.  Providing medical care to prisoners brings unique 
challenges. These include security risks, transport costs, finding clinicians and facilities who will agree to 
provide treatment, protecting the public from potential exposure to communicable disease acquired in 
prison and public discomfort with having inmates in close proximity

1,2
. 

 
One solution to these dilemmas is Telemedicine. Telemedicine has a number of definitions, all using 
some variant of ñmedicine at a distanceò and touting ease of ñaccess to careò. One states ñThe essence of 
telemedicine is the exchange of information at a distance, whether that information is voice, an image, 
elements of a medical record, or commands to a surgical roboté[It is] the remote communication of 
information to facilitate clinical care.ò 
 
Maricopa Integrated Health System (Phoenix, Arizona) joined the Arizona Telemedicine Program and 
was the successful bidder for the contract to provide specialty and inpatient healthcare services to 
inmates of the Arizona Department of Corrections.  As part of the contract, specialty medical services are 
to be provided, whenever possible, via Telemedicine.  A telemedicine encounter is scheduled and 
conducted in an identical manner to a traditional clinic visit with the exception that it is conducted through 
a sophisticated videoconference (including such tools as an electronic stethoscope).  A quantitative 
analysis of these encounters was conducted for the calendar years 2006 through 2008. 
 
Results:  
Ê Cost savings to the various prisons when considering mileage and straight salary: $52,924.83 

(2006), $63,459.94 (2007), $77,125.54 (2008) for a three-year accumulated savings of 
$193,509.91 

Ê Additional savings were accrued through decrease in officer and clinic staff overtime, decrease                                                                                                                          
in inmate grievances and lawsuits, avoidance of escape risks (flight, chase, collateral property 
damage, officer and/or civilian injury and/or death, court costs), vehicle depreciation 

Ê Revenue stream was generated to the healthcare facility in provider and facility fees.  The 
telemedicine program is being evaluated for enhancement and recruitment of additional specialist 
providers. Reimbursement is at the equivalent of Medicaid rates 

Ê Increased customer satisfaction and educational opportunities 
 
References: 
1
Doarn, C.R., Justis, D., Chaudhri, M.S., Merrell, R.C. (2005). Integration of telemedicine practice into 

correctional medicine: An evolving standard. Journal of Correctional Health Care, 11(3), 253-270. 
 
2
Zincone, L.H., Doty, E., Balch, D.C. (1997). Financial analysis of telemedicine in a prison system. 

Telemedicine Journal, 3(4), 247-255. Retrieved May 22, 2008 from http://www.library.mihs.org. 

Team Members: 
Marjorie H. Reiter, MPH, FACHE, Manager, Ambulatory Specialty Services (Marjorie.Reiter@mihs.org) 
David W. Robertson, DO, Medical Director, Telemedicine & Burn/Trauma Clinic 
 

Affiliated with the University of Arizona College of Medicine and the Mayo Graduate School of Medicine 
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A LEAN SIGMA APPROACH TO IMPROVING  

THE EFFICIENCY OF MULTIDISCIPLINARY CLINIC CARE VISITS  

 

LT Chad Smith, MSC, USN, FACHE, Navy Medicine, Manpower, Personnel, Training, and Education, 

Bethesda, MD; Chad.Smith@med.navy.mil; 301- 319-4536 

 

LT Suzanne J. Wood, MSC, USN, PhD, FACHE, Assistant Professor, Army-Baylor Graduate Program in 

Health and Business Administration, Ft Sam Houston, TX; suzanne.wood@amedd.army.mil; 210-418-8691 

 

ABSTRACT 

 

The timely coordination of care in clinics that require frequent assessments by multiple specialists can be 

challenging for both patients and providers. The cornerstone of care at Cystic Fibrosis (CF) Centers with superior 

clinical outcomes is frequent clinical encounters coupled with aggressive therapies. However, inefficiencies in the 

clinical practice structure prevent optimal utilization of resources. To decrease non-value added time without 

altering the time patients spend with care providers, the application of Lean Sigma methods were employed to see if 

reducing variation could significantly decrease lead time, defined as the length of patient visits, within a CF Clinic 

setting. Lean Sigma analyses were conducted at a world renowned academic medical center on the East Coast 

between August 2007 and January 2008. The initial baseline capability analysis documented only 19.3 % of patient 

visits were completed in 60 minutes or less, with mean and median visit times of 84 and 81 minutes respectively. 

The final baseline capability analysis demonstrated that after Lean Sigma efforts, 41.5 % of patient visits were 

completed in 60 minutes or less, 25 % greater than the baseline capability. Mean and median visit times decreased 

by 10 minutes per visit. Research efforts increased the available capacity by 500 patient visits per year, representing 

additional revenue of $165,000 annually with no real cost for implementation.  

 

LEAN SIGMA: DMAIC FRAMEWORK  

 

The Lean Sigma framework is distilled into a single acronym, DMAIC, which stands for the steps involved in the 

process: define, measure, analyze, improve, and control. The purpose of employing Lean Sigma methods is to 

identify and reduce variability so as to eliminate waste, better organize facilities, maintain a continuous process 

flow, and satisfy customer needs as perfectly as possible. (Each step is discussed separately and in detail within the 

poster itself.) 

 

Results 

 

  n Mean SD Median Min Max 

Baseline 

Quick-hits 

Implementation 

Post Implementation 

171 

48 

67 

176 

84.3 

74.1 

72.6 

74.0 

29.5 

32.0 

29.6 

27.3 

81 

67 

68 

71 

26 

30 

19 

10 

182 

178 

172 

170 

 

Results of the study indicated mean and median visit times decreased by ten minutes, the percentage of patient visits 

completed within 60 minutes or less was increased from 23% to 41.5 %, and the available clinic capacity increased 

by 500 patient appointments per year. Considering the average revenue per patient visit was $331.00, the additional 

revenue from these efforts was estimated to be $165,000 annually.  

 

Conclusion 
 

Lean Sigma can be a valuable framework for improving efficiency that provides benefits to patients, their families, 

and the organization. The patient care model devised, in its entirety or in part, could be adapted and packaged for 

implementation in any multidisciplinary clinic, leading to higher quality care, increased revenue potential, and more 

efficient utilization of resources.  
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Driving Quality Outcomes Using 
Innovative Laboratory Middleware  
Pathology Associates Medical Laboratories  
 
The Goal 
Because 80% of laboratory error is made in the pre and post analytic stages of the testingin other words 

during collection of the sample, labeling, transporting, ordering, delivering results, and billing, PAML 
focused on implementing middleware solutions to address these processes and now uses these new tools 
and business intelligence to drive quality management efforts. 
 
Our goal was to decrease pre and post analytical service failures (achieving levels of 5.0 Sigma or above) 

and improve responsiveness to client specimen resolution issues by improving our companys ability to 

view and react to enterprise client account activity and specimen status.  

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

 
 

 

 

 

Rosalee Allan, FACHE, Chief Operations Officer, (509) 755-8901 
13 

Objective 2005 
Actual 

 Goal for 
2008 

Goal Results 

Missed 
Pick-ups 

.008% .005% .001% 
5.3 Sigma 

Lost 
Specimens 
(received) 

8.1/ 
100,000 

3.0/ 
100,000 

1.8/ 
100,000 

5.4 Sigma 

Problem 
Resolution 

59% in 
24 hours 

80% in 
24 hours 

73% in 24 
hours 

Client 
Satisfaction 

<3.0 3.5 4.03 

 

Planning and Research 
 
We studied the paper driven client services, logistics 
and QA processes and workflow.  We also studied 
other industries handheld functionalities to see 
established best practices (Fed Ex, Itronix). 

Using process improvement techniques and innovation, 
PAML created solutions to give staff a dynamic view of 
service and QI data.  By implementing customer 
relationship management (CRM), we have automated 
our client services process for every customer facing 

employeemore than 1000 in allso that not only the 

client services staff but employees in supply, billing, IT, 
logistics, dispatch, client retention, quality improvement 
and testing can see an up-to-date history of a physician 

or hospital s contact.  This has improved our response 

time and workflow, which in turn speeds the patients 

diagnosis and treatment.   
 

Implementation 

We have also implemented our mobility solution for 
over 200 laboratory couriers across our enterprise.  
They now carry a wireless handheld device that has 
built in route management, dispatching and in-field 
specimen tracking functionality.  This has reduced 
missed pick-ups, lost specimens and time to transport 

a specimen for STAT testing requests.   

Results 
 Decreased service failures With the use of the 
new logistics tools, missed pick-ups and lost 
specimens have significantly decreased. 
  
Decreased service delays Prior to using CRM, our 
response times for specimens that needed 
resolution action could take up to 3 days.  These 
resolution times have been reduced to under a 
dayðoften to just hours or minutes. With these 
improved results, healthcare providers are able to 
provide more timely diagnosis & treatment for their 
patients. 
 
Increased client satisfaction with specimen 
handling We have improved client survey score of 
responsiveness to specimen issues.  
 
Cost savings  We have documented $1.5 million 
per year in retained clients as well as reduction in 
labor, paper, storage and outside contracted courier 
expense. 
 

73% in 24 
hours 

80% in 24 
hours 

59% in 24 
hours 

Problem 
Resolution 

4.03 3.5 <3.0 Client 
Satisfaction 

1.8/ 
100,000 

5.4 Sigma 

3.0/ 
100,000 

8.1/ 
100,000 

 

Lost 
Specimens 
(Received) 

.001% 
5.3 Sigma 

.003% .005% Missed Pick-
ups 

Goal 
Results 

Goal for 
2008 

2005 
Actual 

Objective 

73% in 24 
hours 

80% in 24 
hours 

59% in 24 
hours 

Problem 
Resolution 

4.03 3.5 <3.0 Client 
Satisfaction 

1.8/ 
100,000 

5.4 Sigma 

3.0/ 
100,000 

8.1/ 
100,000 

 

Lost 
Specimens 
(Received) 

.001% 
5.3 Sigma 

.003% .005% Missed Pick-
ups 

Goal 
Results 

Goal for 
2008 

2005 
Actual 

Objective 



 

 

Unbundling the Complexity of CMSôs AMI Bundle: Achieving Improved Compliance Through 

Six Sigma and Lean Techniques 
 

Objective:  To improve compliance with CMS AMI bundle through a Rapid Improvement Event. 

 

Planning/Research Methods: Public reporting by Centers for Medicare and Medicaid Services (CMS) of 

hospital compliance with a number of quality bundles has increased pressure on providers to improve 

performance.  Good Shepherdôs 2007 second quarter compliance rate with the CMS AMI bundle was 

93.4%, which only garnered a 69
th
 percentile national ranking.  While the average time to perfusion was 

75.5 minutes - below the 90 minute bundle requirement - 18% of cases were over 90 minutes.  As part of 

an Enterprise Value Stream Analysis of Good Shepherdôs Emergency Department, a weeklong Rapid 

Improvement Event (RIE), or kaizen event, was undertaken using a Six Sigma DMAIC approach to 

address AMI bundle compliance.  A multidisciplinary team undertook the project.  The team was led by 

the hospitalôs president and included cardiac cath leadership and staff, Emergency Department leadership 

and staff, floor nurses, cardiologists and ED physicians.  The entire process was mapped out from patient 

arrival to discharge and delays were identified and quantified at each step.  Looking at the variation time 

in door-to-balloon times helped to identify problems as opposed to merely looking at average times.  

Opportunities for Improvement (OFIs) were also identified and grouped from patients experiencing 

noncompliance in the previous two years.  For the first time, staff and physicians in different departments 

discussed the complexity of the AMI bundle and how each department contributed to its success.   

 

Implementation Methods:  Three failure modes common to all process elements demanding immediate 

attention were: 1) documentation (missing, conflicting, incomplete); 2) lack of standard work; and 3) 

ownership and staff knowledge of bundle requirements.  Two specific outliers were identified that were 

contributing to noncompliance: identification of patients with subtle AMI symptoms and determining the 

true cause for the patient complaint (for example, a patient entering the ED with a bone break or 

laceration due to a fall caused by an AMI).  One of the top five OFIs identified was primary PCI within 

90 minutes of arrival.  The team discussed root causes causing variation in times and action items were 

laid out to improve compliance.  First, a standard definition for a cardiac alert was agreed upon by the 

cardiologists and ED physicians.  Lack of a standard definition meant that staff mobilization was delayed, 

prolonging the transport time from the ED to the cath lab.  EMS improvement in the process was initiated 

by providing education to EMS field personnel to improve their EKG interpretation skills.  Twelve-lead 

EKG machines were used for remote transmission of EKGs directly into Good Shepherdôs MUSE cardiac 

information system so ED personnel had an patientôs EKG prior to patient arrival.  A formalized feedback 

loop was also created so that EMS staff are now aware of patient outcomes, instilling a sense of 

ownership in the process.  Firehouses contributing to the fastest times received hospital recognition and 

the competition among EMS helped to improve times among all participating crews.  The ED created 

standard cardiac alert kits that contain all critical medication and documentation forms to reduce delays.  

Finally, there was a standard definition created by both ED and cardiac cath staff on patient ñreadinessò 

for transport to the cath lab.  ñTrystormingò was performed at the end of the week on mock patients using 

the new standard work for both walk in and EMS patients.   

 

Results:  The average minutes from door to balloon improved from 75.5 minutes in Calendar Year 2007 

to 65.9 in 2008 - a 9.6 (13%) minute improvement.  The fastest time in 2008 was 25 minutes.   

 

Candace Cymerman, RT(R), Manager, Cardiac Cath Lab 

Roseanne Niese, RN, Clinical Director, Emergency Services 

Kathi Knop, RN, EMS Manager 

Nancy Trujillo, RN, Director, Cardiovascular Services 

Trent Gordon, FACHE, Manager, Strategic Planning (trent.gordon@advocatehealth.com), 847-842-4259 

Don Calcagno, MBA, Vice President, Performance Improvement 
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An Innovative Approach to Improving Governance Led Accountability  
for Quality & Patient Safety 

Objective: 

In response to the Institute for Healthcare Improvement (IHI)ôs campaign to protect 5 million patients from harm and a 
recommendation from the Daughters of Charity Health Systemôs Task Force on Quality, the St. Francis Medical 
Centerôs Board of Directors created the Quality and Patient Safety Committee of the Board in 2006 to: 

 Enhance Board accountability for quality and patient safety 

 Improve performance in clinical quality, as reflected in the core measures 

 Reduce mortality (Big Dot) through the adoption of best practices  

 Improve accountability across the organization and disciplines  

 Improve the comprehensiveness and timeliness of the peer review process 

 Improve patient satisfaction and foster a culture of patient safety 

Planning & Research Methods: 

One of the first commitments of the Boardôs Quality and Patient Safety Committee was to educate itself about key 
quality and patient safety initiatives, metrics, the medical staff credentialing and re-appointment process, and patient 
satisfaction.  The members recognized the need to identify best practices including the value of learning about 
innovative strategies.  The action steps which initiated the approach were: 

 Education of the Board regarding best practices, the principles of quality improvement and patient safety   

 Site visit to best practice facility by the Board/Hospital Leadership Team 

 Board member attendance at Institute for Healthcare Improvement (IHI) and Leapfrog Group conferences focused 
on the role of the Board  

 Identification of innovative strategies such as crew resource management, Board rounding, patient throughput, 
and Just Culture® 

 Engaging physicians through aligned incentives (i.e. adoption of core measure fall-outs as peer reviewed cases 
and the incorporation of performance goals in physician administrative contracts) 

 Developed metrics, benchmarks and reporting tools 
An ongoing commitment to education is maintained not only through conference attendance, but through the regular 
provision and discussion of pertinent literature at each committee meeting. 
The Quality & Patient Safety (QPS) subcommittee of the Board began meeting in March 2006, using the committeeôs 
objectives as the key meeting agenda topics.  A reporting calendar was developed to ensure the regular reporting of 
core measure data, patient safety data, medical staff peer review, credentialing, reappointment, proctoring, risk 
management claims, workers compensation, accreditation and licensure information. 

Implementation Methods:   

In an effort to improve accountability, the QPS adopted new approaches: 

 Purposeful selection of committee members representing key stakeholders  (Community, academe, physicians, 
Catholic sponsor) 

 Rounds to various hospital and ambulatory units to interact with frontline staff, physicians and managers, using 
tracer methodology.  Some assessments were core measure processes, MRSA screening, pressure ulcer 
prevention, ED and hospital throughput, the case management process and spiritual care. 

 Inviting department managers and directors to the QPS meetings to communicate their plans for improving their 
areaôs performance and convey accountability 

 Create a culture of transparency for performance results, use of rewards and recognition 

 Removal of intimidation and fear of reporting errors 

 Recommendations to the Medical Executive Committee (MEC) aimed at improving the peer review proctoring, 
credentialing and the reappointment processes including disruptive behavior 

 Assessment of meeting effectiveness 

Results: (Metrics, tools and publications will be displayed on the poster) 

 16% reduction in mortality (our ñBig Dotò): non-trauma mortality from 3.7% (fy2005) to 3.09% (fy2008)  

 Improved core measure perfect care scores (i.e. Heart Failure Perfect Score 64.8% (Janô07) to 100% (Septô08)) 

 ED Throughput (i.e. Reduction in ñLeft Without Being Seenò from 16% (Janô08) to 6% (Decô08)) 

 Shift to performance based MD reappointment (Limited reappointment pre-QPS: 0; post-QPS: 13) 
 Sharing our approaches with others (Two peer reviewed journal articles and a chapter in a health sciences 

 textbook and featured in the inaugural AHRQ Innovations website) 

Louis G. Rubino, Ph.D., FACHE  Marsha Chan, Pharm.D., MBA, FACHE   
Professor, California State University, Northridge Chief Quality Officer & Corporate Responsibility Officer  
Chairman, SFMC Quality & Patient Safety Committee St. Francis Medical Center, Lynwood, CA 

lrubino@earthlink.net                       15 marshachan@dochs.org 

mailto:lrubino@earthlink.net
mailto:marshachan@dochs.org


 
 

 
 

IMPLEMENTING A SURGICAL HOSPITALIST PROGRAM                                                                               

IN A COMMUNITY MEDICAL CENTER  

 

 

OBJECTIVE OF PROGRAM  

In January 2008, Sutter Medical Center Sacramento (SMCS), a 654 bed, two campus, not for profit medical center, 

implemented a 24/7 on-site Surgical Hospitalist program. 

 

PLANNING/RESEARCH METHODS  

SMCS was experiencing increasing difficulty in maintaining adequate and timely physician coverage for emergency 

general surgery for both its ED and inpatient populations.  The shift in traditional general surgery towards an out-

patient practice, combined with a growing uninsured population, had exacerbated physician resistance to call and 

related coverage.  The result was an increasing physician demand for higher stipends, less timely physician response 

times for emergencies, and overall physician dissatisfaction. 

 

A business plan and proforma for a surgical hospitalist program was created to include the following: 

ǒ 24/7 on-site coverage from board-certified general surgeons 

ǒ Full-time physician extender 

ǒ Responsibility for all ED and in-patient no-doc patients requiring the services of a general surgeon 

ǒ Follow-up clinic for post-operative visits 

 

Historical hospital data was used to project number of patient consultations, surgical procedures, and other minor 

procedures, along with projections for total revenue, collections, and expenses the program would generate. 

 

IMPLEMENTATION  

SMCS implemented a 24/7 Surgical Hospitalist Program, one of the first of its kind in the nation.  The surgical 

medical group, anticipating the need for about 4.3 FTEôs of general surgeons to staff the program, used a 

combination of general surgeons recruited from within and outside the community.  All the full-time general 

surgeons are dedicated all their time to the program, and have no private practice.  Group staffing is supplemented 

by additional community based physicians when the needs arise.  Group compensation is based on group revenue 

plus hospital support, which the parties review on an annual basis, with hospital reducing support as group revenue 

increases. 

 

RESULTS 

ǒ Hospital LOS for appendectomy patients decreased from 3.1 to 1.9 days, and total hospital costs decreased 

by 31.4%. 

ǒ Hospital LOS for cholecystectomy patients decreased from 5.1 to 3.7 days, and total hospital costs 

decreased by 25.9%. 

ǒ Profit margins for general surgery procedures admitted through the ED improved by 196%. 

ǒ Patients presenting to our ED with cholecystitis receive a general surgery consult 5 hours sooner, and get to 

the OR 19 hours quicker. 

ǒ ED physician, medical hospitalists, and nursing satisfaction increased. 

ǒ Readmission rates for appendectomy and cholecystectomy procedures declined. 

ǒ No mortality. 

 

 

 

Tim Daly, RRT, MBA    Leon J. Owens, MD, FACS 

Assistant Administrator    President, Surgical Affiliates Medical Group, Inc.  

Sutter Medical Center Sacramento   Sacramento, California 

(916) 733-8334     (916) 965-3311 

dalyt@sutterhealth.org    lowens@samgioncall.com 
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VANIHCS AMAZING RACE  

Innovation in Staff Education and Training 
 

Authors: Laura A. Johnson, MSN, RN, Manager Education Department 

               Cynthia Goodman, ACSW, LCSW, MBA/HCM,  

               Acting Chief Social Work Service; Chair, Diversity Advisory Committee 
 

      VA Northern Indiana Healthcare System (VANIHCS) had an AMAZING RACE ! Over a period of 

five days in September, 2008, the Education Department in collaboration with the Diversity Advisory 

Committee provided an innovative learning environment in which facility staff members had the 

opportunity to complete required education, competency validation, and diversity awareness. The theme 

for the learning event was modeled after the popular television show ñThe Amazing Race.ò Four 

countries/continents were chosen which best represented the special emphasis programs within the 

Diversity Advisory Committee, and diversity within staff and patient populations.  

     Upon arriving at the start line at the passport station, each employee received a colored passport 

representing the learning stations they were required to visit based on their occupation within the facility. 

The passports were stamped by staff to verify completion of the learning activity at each station. For 

example, Mexico hosted ñhand washingò with an excursion to Cancun for ñneedle sticksò. China hosted 

ñrestraintsò with an excursion to the Special Olympics for ñLearning Management Systemò training; 

Africa represented ñdocumentationò with an excursion to the Safari for ñSuicide Preventionò and USA 

managed ñAED and airwayò with an excursion to the Iditarod for ñEvacusledò. There were additional 

diversity education booths incorporated into the main country and excursion areas including Hispanic-

American, African-American, Veterans, Federal Womenôs Program, Native American, Asian American-

Pacific Islander, and People with Disabilities. Colorful decorations were utilized to represent the country, 

continent, or culture group. Participants also received a themed memento from each area for educational 

reinforcement, i.e., animal crackers at the Safari. To keep the employees motivated during the completion 

of learning stations, small door prizes were awarded intermittently throughout the training sessions, and 

three grand prizes were given as the result of a drawing from all staff that completed their training. 

     A total of 1,054 staff members participated in The Amazing Race over the five day period. This 

number represented 83.3% of total staff members (1265) employed at the time. In comparing the number 

of staff attending required training (medical providers, nursing, and ancillary providers) in 2007 with 

2008, an additional 21% (97) attended The Amazing Race.  Staff instructor hours and staff preparation 

hours to provide education, training, and diversity awareness was also significantly reduced through the 

provision of the five day Amazing Race. In 2006, for example, over a four to five month period, 62 

sessions were offered by the Education Department to nursing personnel to complete their required 

training and competency validation; in 2007 34 sessions were offered.  In 2006 and 2007 The Diversity 

Advisory Committee offered several diversity awareness events, spending hours planning the event, 

arranging for speakers, promoting the event to staff, and decorating event locations for enhanced cultural 

awareness. The Amazing Race allowed more staff the opportunity to participate in a fun, upbeat learning 

environment in a shorter period of time with reduced staff hours and preparation. The Diversity Advisory 

Committee also gained two new Special Emphasis Program Managers and one committee member at 

large through the displays and staff promotion of the Amazing Race.  Evaluations completed by staff 

were overwhelmingly positive. 
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The STAR Partnership - A Case Study in Successful Talent Acquisition and Retention  
Objective: 

In this time of shrinking healthcare labor pools and fierce competition for candidates, healthcare organizations are 

constantly challenged to hire and retain highly qualified candidates.  The St. Louis area is a market that is 

particularly competitive for healthcare organizations.  After an assessment of hiring practices, SSM Health Care ï 

St. Louis decided they needed to quickly transform their approach to stay ahead of the competition. 

 

Planning/Research Methods: 

A thorough assessment uncovered opportunities for improvement and defined the core objectives and priorities 

needed for SSM to achieve best practices.  Recommendations were to design a proactive and aggressive talent 

acquisition process to compete in the highly competitive St. Louis market; leverage technology solutions to 

maximize capabilities, such as a talent relationship management system and applicant tracking system; source and 

hire more diverse candidates; and establish consistent and accurate HR metrics, e.g. time to fill, source effectiveness, 

cost per hire, and vacancy. 

 

Implementation Methods: 

Together, SSM and Pinstripe Healthcare created the STAR (SSM Talent Acquisition and Retention) Partnership to 

encompass their relationship and capture the true spirit of partnership at the core of their business agreement.  STAR 

combines the three critical components of optimal talent management:  attracting the best people, using the most 

effective process, and applying the most innovative and efficient technology.  As part of the partnership, STAR 

operates SSMôs internal recruitment function and engages candidates throughout the recruiting process.  STAR 

developed a detailed plan to propel SSM ahead of the competition.  Key components included designing a new 

technology enabled Talent Acquisition Process for SSM to gain greater efficiencies and provide better customer 

service for all key stakeholders; leveraging talent relationship management (TRM) technology; leveraging, 

scheduling and reference checking technology for efficiency and consistency; developing consistent and 

organization wide metrics (and tracking them via new ATS); improving compliance with processes to validate 

licensure, credentials, consistency, etc.; and designing recruitment marketing plans and building pipelines for current 

and future needs. 

 

Results: 

As a result of the partnership, SSM Health Care - St. Louis has enjoyed improvements across the board.  SSM has 

been able to maintain a pool of highly qualified candidates, enhance customer service and establish useful metrics to 

help the organization make better decisions surrounding talent acquisition and management.  SSM has been able to 

meet their goal of accelerating change in a short period of time, propelling them to best practice and market 

leadership.  As a result of STAR, SSM now has accurate and real time talent management metrics to continually 

track and improve effectiveness.  During the first five months of the relationship, STAR was able to increase the 

overall number of external RN hires by more than 25%.  Additionally, survey results comparing leader satisfaction 

with recruitment services prior to, and since, the inception of STAR, reflect impressive improvement.  As one 

example, when surveyed, hiring leaders reported a 15% increase in their satisfaction levels with respect to being 

kept informed on status and hiring activities.  New hire impressions of SSM have also been improved through the 

work of the partnership.  According to a survey, new hires reported extremely favorable initial impressions of SSM, 

with greater than 96% and 93% respectively, applauding the clarity and appeal of job postings, and the website 

quality and content. 

 

Paula Just       Jill Schwieters 
SSM Health Care       Pinstripe Healthcare 

1173 Corporate Lake Drive     200 S. Executive Drive, Suite 400  

St. Louis, MO 63132      Brookfield, WI 53005 

314-989-2023       (262) 754-5061 

Paula_Just@ssmhc.com      jschwieters@pinstripehealthcare.com  
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The Value of Value Stream Mapping 

Objective 

 To reduce the hiring times of Title 38 (nurses) and Title 5 (housekeeping aid) employees by 40%.  

Originally, Title 38 cycle time (signed selection sheet to firm offer) was 89.8 days and Title 5 (close of 

announcement to firm offer) was 203.7 days. 

Planning 

 A flowchart of each process was created.  Once the processes were flowcharted, loops and areas of 

rework were identified and eliminated.  Once the loops and areas of rework were eliminated, a value stream 

map was created.  By using the value stream map, queues were identified. 

Implementation 

 In order to make the Title 38 process more efficient applicants were asked to enroll in the VETPRO 

(primary source verification software) as part of the application process.  Standing interview panels were 

implemented for Title 38 nursing employees.  Due to scheduling physicals being a queue in the process 

human resources was given scheduler training and access keys to schedule new employees for physicals.  In 

addition, all human resources forms began to be sent as an entire packet with applications.  Also, due to the 

fingerprinting results being a queue in the process the fingerprinting process was improved.   

Results 

 -Title 38 nursing positions have seen a 59.9% cycle time improvement from 89.9 days to 36 days with 

13.3% having cycle times of 30 days or less.   

 -Title 5 employees have seen a 10.2% reduction in cycle time from 203.7 days to 183 days.   

Team Members 

April Kirkley, Administrative Fellow (April.Kirkley@va.gov) 
Rachael Fernandez, Administrative Fellow 
Patty Hendrickson, Chief, Quality and Performance Management 
Marie Lewis, Manager, Human Resources 
Michelle Brown, Associate Director, Patient/Nursing Services 
Brenda Heitz, Assistant Manager, Human Resources 
Marsha Behnen, Specialist, Human Resources 
Cathy Miller, Associate Chief, Nursing Services 
Julie King, Administrative Officer, Nursing Services 
Mary Coleman, Recruiter, Nursing Services 
Kimberly Smith, Specialist, Human Resources 
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Rosalee Allan, FACHE 

Senior Vice President/Chief Operations Officer 

Pathology Associates Medical Laboratories 

110 W. Cliff Drive 

Spokane, WA  99204-3638 

(509) 220-7851 

rallan@paml.com 

 

 Marjorie Bogaert, RN 

Senior Manager 

Accenture: Health & Life Sciences 

6021 Golden Eagle Way 

Clayton, CA  94517-1933 

(925) 698-0083 

marjorie.p.bogaert@accenture.com 

Candace Cymerman 

Manager, Cardiac Cath Lab 

Advocate Good Shepherd Hospital 

450 West Highway 22 

Barrington, IL  60010 

(847) 842-3735 

candace.cymerman@advocatehealth.com 

 Timothy Daly 

Assistant Administrator 

Sutter Medical Center Sacramento 

2800 L Street, Suite 420 

Sacramento, CA  95816-5616 

(916) 733-8334 

dalyt@sutterhealth.org 

Michael Dardia 

Quality & Patient Safety Improvement Manager 

New York-Presbyterian Hospital 

525 East 68
th
 Street, Box 448 

New York, NY  10065 

(212) 746-3903 

mdardia@comcast.net 

 

 Roshanak Didehban  

Operations Administrator 

Dept. of Gynecology, Dept. of Surgery 

Mayo Clinic  

13400 E. Shea Boulevard 

Scottsdale, AZ  85260 

(480) 342-2846 

didehban.roshanak@mayo.edu 

 

Mark M. Fulco 

Senior Vice President, Strategy and Marketing 

Sisters of Providence Health System 

P.O. Box 9012 

Springfield, MA  01102-9012 

(413) 748-9704 

mark.fulco@sphs.com 

  

Michael T. Funk, FACHE 

Director 

Humanaôs National Network Operations 

500 W. Main Street, FL 5 

Louisville, KY  40202-2946 

(502) 580-4472 

mfunk@humana.com 

  

Maj Ruben Garza  

ANP Administrator ETT Mentor 

Combined Security Transition Command ï  

    Afghanistan 

Office of the Command Surgeon 

Camp Eggers, Kabul, Afghanistan 

APO AE 09356  

070 0699 068 (cell) 

Ruben.Garza@afghan.swa.army.mil 

  

Ronald Gebhart, MD 

Chief of Staff 

VA Salt Lake City Healthcare System 

500 Foothill Drive 

Salt Lake City, UT  84148-0001 

(801) 584-1207 

Ronald.Gebhart@med.va.gov 
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Darin V. Goss 

Operations Administrator 

Mayo Clinic 

13400 E. Shea Boulevard 

Scottsdale, AZ  85259 

(480) 301-4866 

goss.darin@mayo.edu 

 
 

 

Shelley Neal 

President and Chief Executive Officer 

Jewish Hospital Medical Center East 

3920 Dutchmans Lane  

Louisville KY 40207 

(502) 259-6561 (check) 

shelley.neal@jhsmh.org 

 

   

   

 

 

Laura A. Johnson 

Manager, Education Department 

VA Northern Indiana Healthcare System 

2121 Lake Avenue 

Fort Wayne, IN  46805 

(765) 674-3321 Ext. 73291 

laura.johnson2@va.gov 

 

Paula Just 

Network Vice President of Human Resources 

   Effectiveness 

SSM Health Care 

1173 Corporate Lake Drive 

St. Louis, MO  63132 

(314) 989-2023 

Paula_Just@ssmhc.com 

 

 April Kirkley  

Administrative Fellow 

St. Louis VA Medical Center 

915 North Grand Boulevard 

St. Louis, MO  63106 

(314) 652-4100 

april.kirkley@va.gov 

 

 

Ruth Nolan, RNC 

VP Operations, Womenôs Health Service Line 

Geisinger Health System 

100 N. Academy Ave, MC 29-20 

Danville, PA  17822-9800 

(570) 271-6296 

ranolan@geisinger.edu 

ranolan@geisinger.edu 

 

Adrienne Palmer 

Operations Administrator 

Mayo Clinic 

13400 E. Shea Boulevard 

Scottsdale, AZ  85259 

(480) 202-4917 

palmer.adrienne@mayo.edu 

 

Marjorie Reiter 

Manager, Ambulatory Specialty Services 

Maricopa Integrated Health System 

2525 E. Roosevelt Street, Fl 3 

Phoenix, AZ  85008-4948 

(602) 344-1183 

Marjorie.Reiter@mihs.org 

 

 

Louis G. Rubino, PhD, FACHE 

Professor and Program Director 

California State University-Northridge 

18111 Nordhoff Street 

Northridge, CA  91330-8285 

(818) 677-7257 

lrubino@earthlink.net 

 

 

 LT Chad A. Smith, FACHE 

Medical Service Corps Officer 

Navy Medicine, Manpower, Personnel, Training  

   and Education Command 

8901 Wisconsin Avenue 

Bethesda, MD  20889 

(301) 319-4536 

chad.smith@med.navy.mil 
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