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Let's say you want to justify the need for a palliative

care program. Or perhaps you would like to learn
more about your unit’s patient volumes. Where can you start?

How can you obtain the financial and operational data you need to

understand a staffing situation or see how a clinical improvement will affect

your organization’s bottom line?

“Many nurse leaders know they are
impacting costs when they reduce vent
days or length of stay,” says Pamela
Thompson, MS, RN, FAAN, CEO, Ameri-
can Organization of Nurse Executives.
“They are very good at talking about the
clinical improvement, but now they need

to translate that into financial numbers.”

The first stop for business data is almost

always finance, say seasoned nurse leaders.

Depending on the project, you may also
need to seek data from other sources,
including materials management, risk
management, business development,
marketing, and vendors. But your finance
contact can often help you identify where
to go for data and then help you crunch the
necessary numbers.

“It’s important to set up a strong relation-
ship with one person in finance,” says Sue
Sandberg, RN, MBA, vice president, Com-

munity Health Network, Indianapolis, Ind.
“The finance representative and nursing
leader will each learn more of the other’s
area of expertise. Growth and trust will
develop on both sides. Asking questions
and seeking assistance will become easier

asaresult.”

Below is some specific advice on how to
come up with the data you need for busi-
ness decisions.

Digging Up Better Staffing Data

The Issue: Nurse leaders at many hospitals
get plenty of data from finance. But that’s
often the problem—they get too much data
and very little useful information, says
Kathy White, RN, MS, healthcare executive
consultant. The budget or operational
report may be dense with numbers related
to labor costs and patient volumes, but
these numbers may not help nurse leaders

uncover, for example, why patient volumes

Determining ROI

Important Measures of Success—

Other than ROI
What Have You Done to Improve
Patient Throughput in the

Emergency Department

Delivering a Negative Performance

Review

Business Software Tip

Career Opportunities

COMING IN APRIL

10

12

14

A Special Issue on Efficient Nurse

Scheduling and Staffing



Seeking Out Good Data for Business Decisions continued from page 1

The Business of Caring

March 2007 Volume 2,No. 3

The Business of Caring is co-published 12 times a year by
the Healthcare Financial Management Association and the
American Organization of Nurse Executives.

Presorted standard postage paid in Chicago, IL 60607.
©2007 HFMA.

Editorial Board
Liz Alhand, RN, MBA, CPA
Chief Financial Officer, Harris County Hospital District

Jean Barrett Blake, BSN, MJ
Director, Patient Care Services, University of Chicago Hospitals

Linda Q. Everett, RN, PhD, CNAA, BC, FAAN
President, AONE and Sr. Associate Hospital Director and
Chief Nursing Officer, University of lowa Hospitals and Clinics

Donna Gellatly, MBA, FHFMA, CPA

Professor Emeritus, Health Administration Program,
Governors State University

Linda Groah RN, MS, FAAN

Nurse Consultant, Professional Resources of California
Margaret Pearce, RN, PhD

Chief Nursing Officer, University of Utah Hospitals and Clinics
and Assistant Dean of Clinical Affairs, The University of Utah
College of Nursing

Susan D. Root RN, MSN, CNOR

Perioperative Education Specialist, AORN Center for
Perioperative Education

Kathleen D. Sanford, RN, MA, DBA, FACHE

Past President, American Organization of Nursing Executives
Candace Smith, MPA, RN

Vice President Nursing/Patient Care Services,
Unity Health System

Rita Turley, MS, RN
Consultant and Past President, AONE

Newsletter Development
Robert Fromberg
Editor-in-Chief

Maggie Van Dyke
Editor

Maggie Ozan-Rafferty, RN, MHA, MBA
Nurse-Business Advisor

Julie Chyna
Lola Butcher
Laura Ramos
Writers

BCN Communications
Production

Kathleen Gallagher
Director of Advertising

Ellen Tarantino

Advertising Production Specialist

Contact Us

To subscribe, call 1-800-252-HFMA, ext 2.

Or visit www.hfma.org/boc. Individual subscriptions are $76
($60.80 for AONE members). Generous group discounts

are available; contact mvandyke@hfma.org

To place an ad, contact Kathleen Gallagher at

708-492-3392 or kgallagher@hfma.org.

Material published in The Business of Caring is provided
solely for the information and education of its readers.
HFMA and AONE do not endorse the published material
or warrant or guarantee its accuracy. The statements and
opinions in The Business of Caring articles are those of the
authors and not those of HFMA or AONE. References to
commercial manufacturers, vendors, products, or services
that may appear in such articles do not constitute

endorsements by HFMA or AONE.
ISSN#:1934-7502

2 March2007

don’t match reality or whether charges are
being properly captured. “Usually there’s
too much information so nobody is looking
at anything,” says White.

Potential Tactic: Before offering a solution,
White emphasizes what nurse managers
should not do: Don’t try to create your own
special report based on the data you receive
from finance. “What clinical people tend to
dois keep all these logs to explain why their
numbers [patient volumes or FTE hours]
are different than the financials. It causes
undo stress for everyone involved by taking
the team off focus, which results in wasting
precious time in solving or improving the
issues you are addressing.”

Instead, nursing executives need to work
with finance to develop an operations or
productivity report that is truly useful. The
exact makeup of this report will depend on
nurse leaders’ needs. White typically
requests a biweekly productivity summary
report that rolls up every single cost that
each particular nurse executive or manager
is responsible for. (ACNO’s report would
show all hospital costs; a unit manager’s
would only show his unit’s costs). White
requests that these reports show actual
costs versus budgeted, worked versus paid
hours, and worked versus paid dollars per
unit of service.

“Out of these reports, you can begin to
methodically request existing reports that
younow view as valuable, as well as identify
the development of other reports that will
help all involved,” says White. For example,
inresponse to a bed capacity issue, one
nurse leader at Community Health Net-
work worked with finance to develop a spe-
cial report on patients’ length of stay by
physician, says Sandberg. “She was then
able to meet individually with doctors to
say, ‘You know, I'm under fixed reimburse-
ment for this. Do you realize that your
patient is stayingx number of days versus
our average patient who is staying y num-
ber of days? Help me understand this.’

“If you see an opportunity to
reduce costs from medications
or supplies, then you want to
do that as much as you can
because waste is benefiting
nobody. But the opportunity
cost for bringing in additional
patients dwarfs the amount
that you could save by reduc-
ing medication or supply costs.”

What she found was that the physicians
didn’t realize we were under DRG pay-
ments for those cases. They thought we
were under a percent of charges.”

[ Determining the Value of Clinical
Improvements

The Issue: A nurse manager wants to “sell” a
palliative care program to her hospital gov-
erning body and CEO. The quality-of-care
benefits from end-of-life care are well
documented. But she needs to come up
with a financial rationale. Similar pro-
grams have reduced length of stay on the
ICU. But will that translate into saved costs
or additional revenue—and, if so, how
much?

Potential Tactic: Turn your clinical improve-
ment project into a story, says Ken Smith-
son, MD, vice president of research, VHA
Inc., Irving, Texas. “You basically have to
say, ‘Okay, we're going to dox, and that’s
goingto resultiny’. Once you've come up
with that story, then you could start to say,
‘All right, what are the economic conse-
quences of this particular intervention'?”

To develop your story, White advises gath-
ering a team of “good thinkers™—which
usually includes a finance person, a physi-
cian, and a staff nurse—for a meeting, says
White. Then, get the clinicians talking
about “what they want and why they want
it.” Let’s say the clinicians are seeking

funding for a telemetry unit. “The finance
continued on page 13 -
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By Donna Gellatly

Business School for Nurses

Determining Return on Investment

Do you want to acquire a magnetic resonance imaging scanner? Or add a nursing position to
improve patient flow through the emergency department? Be prepared to answer the question:
“What's the return on investment?” Asking for the ROl is just another way of saying, “Is it really
worth the money?” It is a question finance managers like to ask—and can help you answer.

ROl estimates are often used to evaluate various potential projects. Theoretically, the project with
the largest estimated ROI gets the thumbs up. In the real world, howeyer, other factors—such as
physician preferences, quality of care, and operating costs—may carry more weight than RO

ROI Formula ROl Is Used for Making

Investment Decisions
When someone asks about ROI, they want to know the amount of profit from aninvestment,
expressed as a percentage of the total project cost. For example, if a $100 investment generates If a nursing leader wants to add capacity to an
$10inincome, the ROl is 10 percent. However, few real-life ROl calculations are so simple. s el

The following formula can be used to determine ROI: cath lab), then ROl may be a critical factor in

making a decision on whether to proceed.

Revenue from the Initiative + Total Cost of the Asset* = ROI

Step 1. Start by asking the hospital CFO what

* Total cost of the asset refers to all the costs related to the initiative, including equipment costs,
return—10 percent or more would not be un-

space renovation costs, staff costs, interest on any money borrowed to finance the project, etc.
usual—would be required to win approval from

Hos.pital fi nance d?pariments may use more technical formulas to determine the ROl of various e oo
projects and initiatives.

Step 2. Work with an architect, contractor,
and equipment vendors to estimate construc-

What Does a Good ROI Look Like? tion and equipment costs. Look to the finance

department for estimated labor, supplies, and
Average ROl for all hospital assets* P il
other operating costs, based on the experi-

Type of hospital Median 90th percentile ence in the existing cath lab.
Urban hospitals 10.00% 18.60%
Rl sl 950% 15.60% Step 3. Knowing all the costs and the mini-
Teaching hospitals 9.80% 1690% mum ROI, work with finance to calculate how
Non-teaching hospitals 0.80% 19.40% much revenue the new cath lab must generate
to be economically feasible. How many proce-
System affiliated hospitals 1090% 23.80% v =
dures—and at what charge to the patient—will
Non-system affiliated hospitals 9.00% 1510%
it take to hit that number?
*Calculated based on 2005 data from more than 1,500 hospitals; 90th percentile figures show ROl for top-performing hospitals.
Source: 2007 Almanac of Hospital Financial and Operating Indicators, Ingenix ©2007. Reprinted with permission. Step 4. fthe procedures must be priced

CFOs track the ROl of all hospital assets—from the land that the hospital owns to the patient beds significantly more than competitors are

and everything in between—as one measure of financial strength. As these numbers show, aver- charging—and the ROl expectations are not
age ROl rates vary, depending on a hospital’s geographic location and other factors. Knowing a negotiable—costs will have to be decreased
hospital’s overall ROl helps a nurse leader understand the expectation the CFO may have when

new initiatives are proposed. before the project can fly.

4 March2007 The Business of Caring



Nurse leaders should not goit alone when
determining whether a particular projectis
worth the cost. Ask afinance manager which
calculationis most appropriate for the initia-
tive thatyou are proposing—and go to the cost

accountant to get the specific numbers (for

example, interest expense) that plug into the

formula. Nursing-friendly software programs
are available to calculate ROl but, in many
hospitals,amember of the finance department

will do the calculation for you.

ROl Is Used to Make the Case for Clinical Improvements

Not every piece of equipment generates afat ROI, and everyone knowsiit. Say a nurse manager

wants to buy bili lights for the neonatal nursery.

Working with a vendor, the nurse leader can learn how much the equipment will cost, plus mainte-

nance and supply expenses. Then, she should check with the hospital's managed care officer to learn

how much the hospital will be paid for the service—and calculate an estimated ROI.

The ROl number may be low—or even negative—meaning bili lights are a money-losing proposition.

This does not mean that buying the lights is a bad decision. Rather, armed with ROl information, a

nurse executive knows that she must use a cost-benefit analysis to advocate for the purchase (see the

definition of cost-benefit analysis below). She can point out the intangible benefits, such as parent or

physician satisfaction, to make the case for bili lights.

Important Measures of Success—Other than ROI

The term ROl is used as shorthand for many “is
it worthit?” calculations. Technically, however,
ROl is most appropriate when evaluating the
purchase of capital assets, such as buildings,
property, or equipment that have a useful life
beyond the year they are purchased. lf anurse
executive is considering a new hire or anim-
provement initiative, other calculations are
typically used. Here are some other financial

measures to know.

Cost-benefit analysis: A popular tool for
making financial decisions, cost-benefit analysis
compares the costs and benefits of a particular
service orinitiative. Ideally, all costs and ben-
efits are expressed in terms of dollars. In health
care this is not always possible because “human
lives saved” might be among the benefits. Thus,
think of cost-benefit analysis as a concept of
weighing costs versus benefits when some ben-

efits cannot be reduced to dollars.

Consider asituation in which anurse executive is

trying to unclog a chronically overcrowded emer-
gency department without adding space. One
possible solution: add an ED admitting nurse. The
nurse in this position would prepare patient assess-
ments and start paperwork, making it easier for

floor nurses to accept new patients.

The costs of adding a new position—such as salary,
benefits, and recruitment expenses—are easy to
calculate. But sizing up the benefits is not. If add-
ing this position would reduce ambulance diver-
sion hours, allowing more patients to be admitted
to the hospital, that is a benefit. By working with
the finance department, a nurse executive can
estimate the financial worth of these and other

potential benefits.

Non-financial benefits should also be considered.
Although difficult to measure in monetary terms,
eliminating long ED waits is likely to improve pa-
tient satisfaction and word-of-mouth advertising.
That benefit does not fit neatly into the equation,

butit could fit nicely into the nurse leader’s pre-

sentation when she makes the case for adding a

new staff member.

Payback period: The length of time for cash
comingin from aninvestment to equal the
amount of cash originally spent. Let’s say a hos-
pital buys new imaging technology, and more
patients start choosing the hospital for diagnos-
tic tests. Within 10 months, the hospital has
broughtin enough extra revenue to cover the
costs of the imaging equipment. In this example,

the payback period is 10 months.

Break-even point: The point at which pay-
ments frominsurers, the government, and pa-
tients match the money spent on labor, supplies,
and other expenses. The break-even point is
frequently calculated in terms of patient vol-
ume. How many scans does an MR| unit need to
performin order to be financially self-sufficient?
If the revenue generated by 500 scans covers
the cost of operating the unit, it has reached its

break-even point.

Donna Gellatly, MBA, FHMFA, CPA, is professor emeritus in the Health Administration Program at Governors State University (DLG2727@aol.com).
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How We Did it

What Have You Done to Improve Patient
Throughput in the Emergency Department?

Once every minute in the United States, an emergency patient is

diverted from a full emergency department to one that is farther

away (Institute of Medicine). The problem is unneryving, even to

veteran nursing directors who have seen it all. There are, of

course, the serious patient care issues to consider. There is also

the cost. A study conducted at Oregon Science & Health

University in Portland found that every hour spent on ambulance

diversion cost the hospital $1,086 in lost revenue from ambulance

patients, who typically generate higher charges than other

patients (Annals of Emergency Medicine, December 2006)

Adding more ED beds to prevent diversion may not be an option

for every hospital—the cost of building more space and adding

beds to an ED averages about $1 million per bed. What else

works? We asked healthcare leaders at three hospitals to explain

some of their tactics for tackling crowded EDs. They have not yet

solved the issue. But they are slowly working toward answers.

Case Study 1
Boarding ED Patientsin
Acute Care Hallways

The ED at New York’s Stony Brook Univer-
sity Hospital was originally built in the
1970s to handle about 24,000 visits a year.
By the 1990s, the hospital’s ED volumes

were nearly triple that amount.

Soin 2000, the 405-bed hospital adopted a
“full capacity protocol,” also known as an
“adopt-a-boarder” program. Per the pro-
tocol, patients awaiting admission are
transferred to beds in acute care hallways
when the ED is no longer able to treat
patients in a timely manner. No more than

two boarders are added to any unit.

“When patients go to the hallway on the
floor where they will be admitted, the

6 March2007

experts in their care actually start their
care. But downstairs, they are still just
waiting,” says Carolyn Santora, MS, RN,
CNAA-BC, associate director for cardiac
trauma and emergency services at Stony

Brook University Hospital.

In the first year after the protocol was
implemented, ED patient satisfaction
increased from the bottom percentile to
the 8oth percentile, while inpatient satis-
faction held steady. The new approach has
also impacted length of stay. A study con-
ducted at Stony Brook found that the aver-
age length of stay is 0.8 days shorter when
patients are moved to an inpatient hallway,
compared with an ED hallway. A 2002
study by the Health Care Advisory Board
found that reducing LOS by one day is
equivalent to adding 4.9 new beds in a typi-
cal 3oo-bed hospital.

Nurse-to-Patient Ratios Affected—but
Not Severely

In the first year, the hospital found that
“full capacity” was sometimes a relative
term. More than one-quarter of patients
who were slated to board in an inpatient
hallway actually got a bed right away.
Another 25 percent of patients spent less
than an hour in a hallway. Inpatient nurse-
to-patient ratios did increase for some
nurses, though they never increased

beyond a 7-to-1ratio.

Over the years, the hospital has liberalized
the policy so that the medical director no
longer needs to approve when the protocol
is setin motion. Only the bed coordinator
needs to be notified by the ED.

Policy Defines Boarder Patients

The hospital’s updated policy also simpli-

fies patient priorities for hall bed place-

ment:

> Patients with minimal to moderate risk
factor co-morbidity are the first to be
considered.

> Adults can be considered for a pediatric
bed, if available.

Patients who are excluded from a hall bed

include:

> Those requiring the intermediate care
unit or the ICU

> Patients on ventilators

> Those requiring negative pressure room
placement

> Patients requiring 4, L or greater of oxygen

> Those who require suction

> Those who are incontinent

The policy also maps out steps that staff

must take to make hallway patients more

comfortable, such as giving them a nurse

call device and providing privacy screens.

A 23-week study at Stony Brook found that
approximately half of all patients admitted
to the hospital qualify for placement in
acute care hallways when regular inpatient
beds are not available.

continued on page 8 -
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What Have You Done to Improve Patient Throughput in the Emergency Department? continued from page 6

Despite the program’s success, Santora
concedes that a full capacity protocol is not
a cure for the problem. As she says, “Your
real goal should be that a patient never
winds up in a hallway, so you need to keep
working on the patient flow issues in your

institution.”

Carolyn Santora, MS, RN, CNAA-BC, is associate
director for cardiac trauma and emergency services at
Stony Brook University Hospital in Stony Brook, N.Y.
(carolyn.santora@stonybrook.edu). Stony Brook's full
capacity protocols are published online at www.hospi-

talovercrowding.com.

Increasing ICU Capacity

“More research is showing that ED over-
crowding is not a problem about getting
patients in the front door, but getting them
out the back door—in other words, out of
the ED,” says K. John McConnell, PhD, a
health economist and research assistant
professor at Oregon Health & Science Uni-
versity in Portland.

Some hospitals like OHSU are trying the
tactic of increasing ICU capacity. Prior to
August 2002, the hospital was on diversion
approximately 47 percent of the time. But
when the 400-bed hospital increased its
staffed ICU beds from 47 to 67, diversion
decreased 63 percent—from an average of
3o7to 114, hours per month. In addition,
the hospital received an additional 68
patients per month and gained $175,000 in
monthly revenues from ambulance
patients over about 15 months.

Many hospitals would welcome the addi-
tional revenue OHSU gained from
decreasing diversions. Yet the gain only
represented a 0.4 percent increase in total
monthly revenues of $4,6 million. Such a
modest increase might not be enough to
motivate many hospitals to add additional
ICU beds orlook at other strategies to tack-
le the diversion problem, McConnell says.
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“Hospitals have to weigh those revenues
against the opportunity cost [potential lost
profits] of keeping a bed open to avoid
diversion,” he adds. They must also con-
sider the operating costs of an available

bed, which includes the cost of nursing.

The way hospitals are currently paid for
services is part of the problem, McConnell
says. “[Currently,] the incentives are there
for the hospital to prioritize non-emer-
gency patients over emergency patients,
because non-emergency patients are easi-
er to manage and they are prescreened with
estimated revenues,” he says. “A policy
response to that is to restructure payments

> Create a patient flow team that has support
from upper management.

>Use abed control office to manage outflow
from the ED.

>Hire hospitalists in the ED, orimprove physi-
cian staffing.

> Consider using a charge nurse with admis-
sion, discharge, and transfer duties to help
process pending discharges.

> Add aclinical decision unit, or observation
unit, to channel ED patients (for example,
those requiring rapid rule-outs of chest
pain), and to determine which ED patients
require admission.

> Adjust elective surgery booking to take ad-
vantage of slower OR times and spread
schedules more evenly over the week.

> Review housekeeping policies that can slow
turnaround time throughout the hospital.

> Creating a discharge lounge for patients
awaiting medication or transportation.

> Add FTEs to the transport team.

> Establish a community-wide task force to
look at ED diversion and capacity issues.

> Use formal quality improvement methods to
establish objectives and track results.

> Add centralized processes, such as physician

order entry.

“When patients go to the
hallway on the floor where
they will be admitted, the
experts in their care actually
start their care. But downstairs,
they are still just waiting.”

to hospitals so that they are rewarded for
having decreased length of stay in the ED.
This gives hospitals the incentive to keep
those beds open.”

How has the ICU expansion affected
throughput in the ED? “Not as much as we
had hoped,” says Judi Huffman, MS, RN,
division director for emergency, trauma,
orthopedics, and neurology. “We had very
successful surgeon recruitment, and as a
result, the percentage of our OR growth—
specifically surgical cases—was greater
than anticipated. So we have continued to
need additional beds.”

OSHU’s experience emphasizes the con-
tinually changing—and organizationwide—
nature of the ED diversion issue. To
accommodate the extra surgical load, the
hospital has budgeted for the FTEs to add
six more ICU beds this spring. “We hope
that, with the addition of these beds, we
will have a greater downstream effect on
the ED than we have had to date,” Huffman
adds.

Judi Huffman, MS, RN, is division director for emer-
gency, trauma, orthopedics, and neurology at Oregon
Health & Science University, Portland, Ore. (hutfma-
ju@ohsu.edu) K. John McConnell, PhD, is a health

economist and a research assistant professor at Oregon

Health & Science University. (mcconnjo@ohsu)

Tracking ED Patients with
Technology

Until October 2004, awhite board was the
only tool that ED registrars used to track

The Business of Caring



patients arriving at Virtua Health’s four New
Jersey EDs. But Virtua has since automated
the process using an emergency department
information system that combines triage,
tracking, and reporting functions.

The system gives staff a snapshot of what’s
happening in the ED—including the
patients’ acuity level, who is treating the
patients, and how long patients have been
waiting. It also helps staff prioritize
patients—for example, it alerts nurses and
physicians when lab findings come back
abnormal. The system uses color-codingto
identify how patients are triaged using the
five-level triage system: orange means
high-acuity patients, while red is the high-
estacuity.

Fine-Tuning the System

In January 2007, Virtua West Jersey Hospi-
tal Voorhees was the last of the system’s
EDs to go live with the nursing assessment
record component of its EDIS system. All
staff—including weekend Baylor nurses—
were required to attend four hours of
training ahead of time. Virtua’s IS team
cloaked personal information on real
patient charts so nurses could practice
using the system. At the time of launch, the
IS team and software representatives were
there to help staff.

Janice Quay, RN, BSN, nursing director at
the Virtua Voorhees ED, reports few glitch-
es so far. But they are still ironing out some
reporting issues. “We found that it is more
efficient for nurses to complete charts in
real time,” Quay says. “That way the chartis

up-to-date before the patient leaves.”

Another change took place in February
2005, when the EDs implemented their
“Quick Reg” system. During this expedited
registration, the patient is greeted upon
arrival to the ED. That staff member col-
lects the patient’s basic personal data, such
as name and social security number, for

identification purposes and the reason for

The Business of Caring

the visit. “From a data perspective, this is
when you are starting the clock,” Quay says.
“Many quality indicators, such as care of
the pneumonia patient, are measured from
the arrival time. Therefore, capturing this
information accurately is key to our com-

pliance.”

Fast Track and Swing Beds

Leaders at Virtua Voorhees recognize that
ED overcrowding is a hospitalwide prob-
lem. Changes in hospital census and ED
triage level status set off a chain of proto-
cols, which begins with a page to all man-
agers throughout the house. “If we are ata
level red, our [ED] wait times have hit the
four-hour mark. Our protocols include
putting a physician assistant in the [ED]
waiting room, instituting treatment proto-
cols, and getting additional supplies from
housekeeping, dietary, and other depart-
ments as needed,” she says. The thought is
that when you are functioning at alevel red,
allhands are on deck. The ancillary
departments call in to see what additional
resources are needed. This eliminates the
need for ED statfto call other hospital staff
for support.

Ofthe ED’s 34 beds, four are dedicated to
fast track and another four can “swing” to a
higher acuity as needed. The hospital also
can flip eight to 10 of its post-partum

“More research is showing that
ED overcrowding is not a
problem about getting patients
in the front door, but getting
them out the back door—in
other words, out of the ED.”

obstetric unit beds to med-surg beds as the

need arises.

Building an Ideal ED for the Future
Long-term, Virtua Health hopes to further
improve throughput issues by redesigning
its EDs. Over the next 10 to 15 years, the
health organization will have two new
state-of-the-art regional medical centers

in Voorhees Township and Mount Holly.

Quay is leading the team responsible for
planning the ED on its new campus. “We
went into the project looking at automation
tools and how we could bring the tools to
the nurses,” she says. Part of the new tech-
nology will include electronic tablets that
give ED nurses the option of charting
information at the bedside. &

Janice Quay, RN, BSN, is nursing director for the Virtua
Voorhees emergency department, Virtua Health,

Voorhees, N.J. (jquay@virtua.org)

Why Are Hospitals Having to Divert ED Patients?

Mean percentage of ambulance diversion hours by reasons of diversion, 2003-04:

Lack of inpatient beds

High number of ED patients
Complexity of ED cases

Hospital staffing shortage

ED staffing shortage: 41
35

Equipment failure

Source: Staffing, Capacity, and Ambulance Diversion in Emergency Departments: United States, 2003-04. Centers for Disease Control and Prevention,
National Center for Health Statistics, September 27,2006. Visit www.cdc.gov/nchs for the full report.

Between 40 to 50 percent of hospital emergency departments reported overcrowding between
2003 and 2004, according to arecent CDC report. About one-third of hospitals had to divert an
ambulance to another ED in the last year because of overcrowding or staffing shortages in the ED.
Besides the lost revenue, overcrowding is associated with longer patient waiting and treatment

times.
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Ask a Nurse Leader

Kathleen D. Sanford, RN, MA, DBA, FACHE

Delivering a Negative Performance Review

Properly handled, anegative performance review can produce

positive change.

How do | give someone a negative perfor-
mance review? | really want this person to
change her behavior, but | don't want to

hurt her feelings or put her on the defensive.

Sanford: Whenever you talk to staff about a per-
formance concern, you need to be hard on the
issues but soft on the people. This means that you
need to focus on how they need to change their
work practicesin order to help the department
and organization meet its goals and to maintain a
high level of patient care. Keep the conversation
on how their behaviors need to be changed, not
onthem as people. Also, be specific about which

behaviors need changing.

For example, if the employee has a habit of com-
ing to work late, discuss how this lateness affects
the organization—for example, it delays neces-
sary patient care duties and prevents outgoing
staffers from leaving on time. But avoid theorizing

about the cause of the tardiness. Do not say things

like, “l don't think you care enough about this job”
or “You need different child care arrangements.”
Those are emotional issues that detract from the

primary problem.

In general, you should never wait until the annual
review to tell someone that he or she needs to
work on something. Performance reviews usually
should notinclude any surprises. However, when
you obtain feedback from others as you develop a
person’s review, you may uncover some perfor-
mance problems that you were unaware of, be-
cause someone didn’t have the courage or time to
say something sooner. In these cases, don't disre-
gard this information simply because it never

came up earlier.

After you present your concerns to the staff peo-
ple under review and provide opportunities for
them to offer feedback, discuss how you can help
that person change. Part of your job as manager is

to help your staft be successful, so work together

to set specific objectives for improvement, and
then make a plan to get together again in the fu-

ture to discuss his or her progress.

For instance, if a staff person has been making
patient care-related errors, perhaps he or she
needs some additional training or education. In
that case, during the performance review, deter-
mine a date by which the individual must partici-
pate in such training and set a specific goal for
improvement. For example, a nurse whoisn't
completing all of his or her patient assessments
each day could be given the objective of complet-
ing all assessments before the end of his or her
daily shift. In addition, set dates that the employ-
ee’s patient charts will be reviewed to check on
his or her progress (such as the 15th of each
month), and then select a date that you both will
meet again to discuss whether the objective has

been met. &

Kathleen D. Sanford, RN, MA, DBA, FACHE, is past
president of the board of directors of the American
Organization of Nurse Executives and senior vice pres-
ident and chief nursing officer of Catholic Health Initia-
tives. Do you have a question for Kathleen? You can

email her at kathyaone06@yahoo.com.
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Somewhere between your
full ED and your empty
hospital beds, there’s a
throughput challenge that's
stifling your hospital's
efficiency and profitability.

THE PROBLEM IS THROUGHPUT.
QHR CONSULTING SERVICES IS THE SOLUTION.

QHR consultants have more
experience than anyone in
improving throughput.
All while maintaining
quality care.

We’ll analyze your current
processes to:

* Reduce ED wait times

* Unclog bottlenecks to quickly
move patients to beds

* Avoid surgical cancellations

* Improve interdepartmental
communications

How does your hospital’s
throughput performance
stack up against national
averages and benchmarks?
Click the Smart Tools button
at www.ghr.com, then click
the ED Throughput
Comparison Tool. Or call Pat
Cooper, Vice President, at
800-233-1470 to learn how
QHR can help you bridge
performance gaps and
maximize the value of your ED.

ZConsuIting

Services
SURVIVE and THRIVE™.

www.ghr.com




Business Software Tip

Using Excel®to Sort Data and ldentify Trends

The Challenge: Karen Ramirez, a nurse
executive who oversees a total of 60 nurses
in three separate units, would like to be
able to create “snapshots” of her staff. She
wants to quickly see, for example, how
many of her nurses are currently working
toward advanced degrees, or the average
tenure of the nurses within a particular

unit.

This type of information is, of course,
available from her hospital’s human
resources department. But Karen wants to
be able to manipulate the data herself so
she can quickly review different scenarios
as she develops individual plans for
recruiting and retaining nursing staff on
each unit. How can Karen maintain this
information in an easily accessible, easy-

to-use database?

The Solution: Karen realizes that Micro-
soft® Excel® has a “sort” function that

would allow her to view data on her nursing

staff in a variety of configurations. To
begin, she asks human resources to gener-
ate an Excel file that includes the names of
all of her nursing staff, along with various
information such as their birth dates,
degrees, certifications (for example, RN,
LPN), start dates, and the unit in which
they work.

After she opens the Excel document, Karen

sorts the data by following these steps:

> She clicks on a data cell within her
spreadsheet. Then, she clicks on the
“Data” menu at the top of the window,
and selects “Sort.”

> A “Sort” pop-up window appears. Karen
can choose to sort the data by three vari-
ables at once. In this case, she would like
to see which unit has the highest number
of nurses in school. She wants to use this
data to determine the need for an on-site
BSN completion program. So, she choos-
es to sort by unit (in the “Sort by” menu)
and then by graduation date (in the

Nursing Staft Data—by Unit and Advanced Degrees

“Then by” menu).

> She selects “Ascending” to see the data
sorted from beginning to end (for exam-
ple, AtoZor1to10). If she had wanted to
see the data in reverse order, she could

have selected “Descending.”

The Result: Karen can now easily review
data on her staff and make more effective
plans for recruitment and retention. For
instance, she found that more than half of
the nurses in her ICU were working toward
or had already obtained additional degrees.
Karen determined that she needs to devel -
op a customized plan for this unit that
focuses on strategies beyond the on-site
BSN program. She is also going recognize
this unit as having the highest percentage
of “internal students” in the division. &

Windows is a registered trademark of Microsoft Corpo-

ration in the United States and other countries.

Last Name First Name  Certification Start Date Date on unit  In School Grad Date
Johnson Darlene RN 5/9/1948 2/4/1971 ICU 10/18/1992 N

Jackson Tina RN, MBA 1/6/1972 3/6/1999 ICU 9/4/2001 N

Krakowski Lisa RN 11/17/1954 7/6/2006 ICU 7/6/2006 Y (BSN) 5/07
Christianson Diane RN 9/16/1969 10/12/1994 ICU 12/1/1996 Y (BSN) 1/08
Sullivan Mary RN, BSN 3/1/1953 2/2/1976 ICU 10/11/1980 Y (BSN) 5/07
Christopher James LPN 4/15/1955 1/15/1986 OB 1/15/1986 N

Smith Paula RN, MSN 4/21/1957 71711977 OB 71711977 N

Forrest Rose LPN 9/29/1981 4/13/2004 OB 4/13/2004 Y (RN) 5/07
Greene Delores LPN 6/12/1959 9/12/1987 PACU 10/31/1992 N

Schneider Kathleen RN, BSN 1/3/1983 7/1/2004 PACU 12/10/2005 N

Williams Matt RN 711211972 6/30/1983 PACU 7/4/2005 Y (BSN) 5/07

Using the “Sort” function in Microsoft Excel® allows you to organize data in a spreadsheet according to select variables. For example, this sample spread-
sheet was sorted to see which nurses on each unit were working toward another degree.
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Seeking Out Good Data for Business Decisions continued from page 2

person will hear things like, ‘I have too
many patients in the ED,” “We have patient
flow issues, ‘Everybody’s in the ICU,” says
White. “The nurse manager’s job is to work
with that finance manager to translate the
clinicians’ descriptions into data points
that help justify the project. For example,
how many patients is the hospital turning
away? What was the impact on the cardiac
program? Have we had to turn down any

surgeries?”

Try to think big when exploring financial
justifications for a clinical improvement,
says Smithson. “The real brass ring is if
you can translate your project into short-
ened length of stay and additional reve-
nue,” he says. “If you see an opportunity to
reduce costs from medications or supplies,
then youwant to do that as much as you can
because waste is benefiting nobody. But the
opportunity cost for bringing in additional
patients dwarfs the amount that you could
save by reducing medication or supply costs.”

Business News for Clinicians

Turning Auto Workers into RNs

Nursing executives need to
work with finance to develop
an operations or productivity
report that is truly useful.

What about the palliative care example
cited above? By working closely with end -
of-life patients and their families, pallia-
tive care staff can discharge many of these
patients to a hospice, or move them out of
critical care to a lower level of care at the
hospital. As a result, additional ICU beds

often open up.

But don’t get too excited yet. “Opening up
beds, by itself, means virtually nothing
from a financial standpoint,” says Smith-
son. “I've always said that focusing on cut-
ting length of stay by one day isn’t the right
objective, since the last day in the hospital
isn't the most expensive day when it comes
to resource utilization, and hospitals have
to pay fixed costs, such as salaries and utili-
ties, whether a patient is in abed or not. In

addition, many patients use up the major-

Circulatory Disorders Top Causes for

Hospitalization

ity of expensive supplies during their first
days in the hospital, meaning chopping off
aday at the end is not going to save much.”

“However, by reducing length of stay, you
open the opportunity to get another paying
patient in that bed,” Smithson says. You
then need to find what kind of patient that
is likely to be (a Medicare patient, a per
diem patient)—and what the hospital is
likely to get paid for that patient’s care.

“That’s where you need to sit down with the
finance people,” Smithson says. “They can
say, ‘Well, on average, we think it’s going to
be this type of patient based on your unit’s
history.” Then, the finance people can help
you put together a pro forma, which will
show the potential benefits of the palliative

care program.”

(For more on this topic, you can read
“Building a Business Case for Clinical
Quality” in the December 2006 hfim maga-
zine. An excerpt of this article is posted at
www.hfma.org.) &

Patient-Centered Case Management Cuts
Admissions by 38%

Michigan hospitals and universities are using
layoffs in the depressed auto industry to their
advantage by enticing unemployed workers to
consider accelerated nursing programs, reports
The Detroit News. Oakland University has
teamed with the Henry Ford Health System to
create afast-track nursing program specifically
for unemployed Ford Motor Company workers.
For those without a college degree, the program
is three years, and those who already have a de-

gree can earn anursing degree in ayear.

The hospitals are hoping not only to help solve
their nursing shortage but also to train new
healthcare employees in the culture and prac-

tices of their institutions right from the start.

The Business of Caring

Circulatory diseases accounted for one out of
every six hospital stays—the most prevalent rea-
son for hospitalization in 2004 with the exception
of pregnancy and childbirth, according to the
Agency for Healthcare Research and Quality.
Coronary atherosclerosis was the most common
circulatory disease requiring hospitalization (3.1
percent of all admissions), followed by congestive
heart failure (2.9 percent of admissions). Here
are some other findings:
> More patients died in the hospital with circula-
tory diseases (3.3 percent) than all other
patients.
> The average cost per hospitalization for circula-
tory diseases was 41percent higher than for

other conditions ($10,800 versus $7,700).

A novel patient-centered case management pro-
gram designed for those with late-stage illness-
es—mostly cancer—resulted ina 38 percent de-
crease in hospital admissions, accordingto a
study in The American Journal of Managed Care.
The case management approach also reduced
costs by more than $18,000 per patient, and

garnered high satisfaction rates among patients.

Survival rates were the same as a control group
that received usual case management. After ac-
counting for the additional cost of the program,

the return oninvestment was 2:1.

Visit www.hfma.org/news for up-to-date

business news.
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Place your ad in The Business of Caring newsletter!
2007 Recruitment Advertising Rates

Print ad Rates:

Line ad:
Display:

$15 per line (approx. 41 characters per line)
$111 per column inch (2.25" x 1")

Additional Advertising Options*:

30-day Online Job Bank posting (www.hfma.org/jobs):  $174

Add a hyperlink to posting: $105
Bi-weekly Career Opportunities E-newsletter: $200
*Sold only in conjunction with a print ad.
2007 Recruitment Advertising Deadlines
Month Deadline Month Deadline
April 3/21/07 June 5/22/07
May 4/20/07 July 6/20/07

To receive a price quote, please send ad copy to: jobbank@hfma.org
For more information, visit www.hfma.org/jobs, or contact:

Victoria Quinn

(800) 252-4362, ext. 394

Sharon Malik
(800) 252-4362, ext. 386

P

hfma

healthcare financial management association

The AONE Online Career Center provides a
comprehensive array of services for nurse
leaders and employers alike. Whether you are
a recruiter who is seeking to hire a nurse
leader, a staff nurse aspiring to your first
management position, or a seasoned chief
nursing officer with a lifetime of experience in
the profession, we hope you will find the
resources you need in the AONE Online
Career Center.

Visit AONE’s Online Career Center

at: http://careers.aone.org/

® 00606

The American Organization of Nurse Executives

Receive HFMA Classifieds by E-Mail

To receive healthcare finance job ads plus
some professional development tips, sign
up for HFMA's free, biweekly e-newsletter,
Career Opportunities. Visit www.hfma.org/
careeropportunities.

Service Line Administrator: Outstanding
opportunity; Orthopedics located in Con-
necticut. Oversee and grow the hospital’s
Human Motion Institute, which provides
comprehensive orthopedics and neurosur-
gery services in a 3os bed acute-care facil-
ity boasting Magnet and Planetree Status.
Work collaboratively with area physicians
on best practices and needs analysis, create
and implement the service line’s marketing
plan and community education program.
The ideal candidate will have previous ex-
perience in leading a successful orthopedic
service line or physician practice, a solid
clinical background along with manage-
ment experience, excellent communication
skills, and the ability to lead and influence
others. The position offers a great salary,
benefits, and relocation assistance. For im-
mediate consideration, please contact:
Patrick Brennan; E-mail: pbrennan@
ctlrecruitment.com; Phone: (866) 334-
1069.

Surgical Services Manager: Mad River
Community Hospital has an immediate need
for a Surgical Services Manager to join our
team. We are a 78 bed, acute-care facility,
committed to providing the best care to our
patients by combining advanced technol-
ogy with a deep commitment to our commu-
nity. We are located on the beautiful Pacific
Northwest coast in Northern California nes-
tled among the magnificent redwood trees.
Arcata is home to Humboldt State University
and offers many amenities of much larger
cities: music, art, live theater, educational
programs, award-winning schools, fabulous
cuisine, farmer’s markets, and nightlife.
Mad River Community Hospital employ-
ees are dedicated professionals who enjoy
working in a friendly and team-oriented
environment. The Surgical Services Man-
ager will be responsible for the assessment,
planning, implementation and evaluation
of delivery of patient care across life spans.
This position has responsibility for all sur-
gical departments: same day surgery, sur-
gery, PACU, central processing, pain clinic
and Endoscopy suites. The Manager will be
responsible for all operational components
of the department on a 24-hour basis un-
der the direction of the Nurse Executive.
The successful candidate must have a cur-
rent California license and BLS certificate.
Five years of clinical acute-care experience
is required with a BSN preferred. Must have
proven leadership and management skills.
For immediate consideration please submit
resume to: Mad River Community Hospi-
tal, P.O. Box 1115, Arcata, CA 95518. Or
apply online at: www.madriverhospital.
com.

Cut Through the Clutter!

How many publications do you search
through every month for articles address-
ing revenue cycle topics? When you need
information that focuses on key issues that
directly affect you, turn to Revenue Cycle
Strategist, a monthly newsletter designed
to address your needs. You'll find valuable
information on key issues, such as billing
and collections, coding, denials manage-
ment, legal issues, Medicare, revenue cycle
management, technology. To subscribe,
call (80o) 252-HFMA, ext. 2, or visit www.
hfma.org/rcs.
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Looking for a career in healthcare
finance? Check out the Online Job Bank at
www.hfma.org/jobs. Updated daily!

At HFMA, we are committed to helping em-
ployers find the best-qualified healthcare
finance professionals in the industry. See
our listing of available positions in the job
bank section at www.hfma.org/jobs.
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Senior Clinical Consultant Cardiovas-
cular: This professional is responsible for
staffing and managing cardiology consulting
engagements for Premier Inc., one of the
country’s largest healthcare alliance organi-
zations. Will work closely with the managing
principal to design the methodology, gather
data, perform on-site interviews, analyze all
findings, formulate meaningful recommen-
dations and deliver the final report. The
consultant will also participate in additional
activities that support the overall develop-
ment of a contemporary multi-specialty
cardiology practice such as provides input
to the design and delivery of new service of-
ferings or purchase contracts, educational
and marketing presentations, interaction
with members and support to relationship
managers. The consultant will maintain a
professional focus in clinical and adminis-
trative cardiology. Education & experience:
BS and RN required, MS, MBA, or other ad-
vanced degree preferred; combined 5 years
of management consulting, cardiovascular
lab, and surgery department management
experience; experience in designing and
managing projects; demonstrated ability to
work with medical staff and clinicians on the
improvement of Cath. lab, CV, and surgery
operations and supply cost management;
strong understanding of cardiovascular
markets including suppliers, payors, and
regulatory requirements; travel up to 75%
of time. For more information contact: Ju-
lie Osborne, Premier Inc.; Phone: (740)
881-4488; E-mail:  julie_osborne@

premierinc.com.

HFMA's Healthcare Finance Essentials

As a Clinical Leader would you like a resource that would build your literacy in healthcare financial
management? Would you like a better understanding of key issues unique to healthcare finance?
HFMA's Healthcare Finance Essentials is a web-based training program that will improve your
understanding of:

* both payer and provider perspectives

+ the financial management skills unique to healthcare

* what national issues impact the healthcare industry

* how Medicare and managed care payment systems affect the economics and operations of providers
+ the regulatory environment of healthcare finance

For only $99 you can access 4 hours of online training with 6 months to complete the course work.
To learn more visit our website:

https://commerce.webinservice.com/hfmacommerce/
Click on “Course by Topic”, then
“Healthcare Finance Essentials”

hfm is the #1 monthly magazine for Develop your career; become
healthcare CFO’s. certified!

Place your ad in iifin & Online Job Bank

today! To find everything you need to know about

HFMA's professional certification program
For more information, please contact: . . . .
and obtain a registration form, study aids, and

Sharon Malik Victoria Quinn sample test questions online, go to www.hfma.
(708) 492-3386 (708) 492-3394 org/careers/certification_program/index.htm.

Visit our website at: www.hfma.org/jobs
E-mail ad copy to: jobbank@hfma.org

Register today for HFMA's seminars.
*Online Job Bank postings are sold in con- www.hf ma.org/events
junction with hfm.

Recruit nurse leaders with AONE and HFMA'’s new newsletter!

The Business of Caring

Business essentials for nurse leaders

Advertise your organization’s open positions in The Business of Caring to reach highly qualified nurse
executives and managers. Nurses are in need of aresource that helps them manage the business
responsibilities of their jobs. After all, many nurses have no business training or experience when they
are promoted to unit or department manager. The Business of Caring fills this gap with practical, how-to
information. Distribution is approximately 10,000.

hfma

healthcare financial management association

To purchase recruitment advertising, or for a price quote e-mai
your ad copy to Jobbank@hfma.org

Or contact: Sharon Malik (708) 492-3386
Victoria Quinn (708) 492-3394

The Business of Caring
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To subscribe, call 1-800-252-HFMA,

ext. 2. Or visit www.hfma.org/boc

T Arssrican Organirasion of Murse Enstuties
AONE is comprised of approximately 5K nursing professionals whose titdes include: # Chief executive officer
# Chicl operating officer # Chief nursing officer # Vice president of patient care services # Direcior of nursing

# Nurse manager # Sl nurse # Nurse consuliant # Nurses who hold management/leadership positions in
venidor organi zations

AONE provides i members with Educational and Career Enhancement Oppormumnitics.

AONE hodds annuad meetings such as the 40* Anniversary Celebration: Erw the Legaey: Poaver, Podittey and Persursion,
10 be held in Washingron DO, April 12-16, 2007,

AONE offers iss members publicaions such as Voiee of Nursing Leadeabip, Nurse Leaoder and e-News Update,

AONE"s Institute for Patient Care Research and Edvcation was launched i 1999, and & designed 1o promote patient
care excellence throwgh healthcare leademship, community health mprovement, health policy aclhievements and
recognition of membsers oustanding accomplishments for improving health and healtheare delivery,

ADNE's online store offers the Eitest and best publications Ffor nurse beaders in an eass-to-order, convenient e-Store
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