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ow do you cut costs and main-
tain quality?

That is the question virtually
cvery Massachusetts hospital confronts
today. For many, improved use of avail-
able technology, thoughtful revision of
case management policy, consolidation
of services, evaluation of clinical and
administrative processes, and reductions
of inpatienttreatment have and will con-
tinue to be priorities in the quest for
elficiency.

There is work to do. According to
health carc expert and professor at IB/()s-
ton University School of Public Health,
Alan Sager, care in Massachusetts I;O;ﬁ-
tals to date has been expensive.

“The bottom line numbers are still a
littlediscouraging.” he saidrecently. “Ac-
cording to the latest data from the Ameri-
can Hospital Association, for Example,
hospital costs per person in Massachu-
setts are still right around 35 percent
above the national average.”

“Asmallamountis attributable toserv-
ing people from other states. There is
more commitment to teaching, and re-
search. There is greater reliance on hos-
pitals for outpatient care than in other
states. The wages are alittle higher.” But
Sager secs all of those and other legiti-
mate inflations to the cost as only about
a third of the excess. The remainder, he
said. likely reflects “a relatively expen-
sive and elaborate pattern of clinical ser-
vices.”

“The surgery rate in Massachusetts
hospitals is about 20 percent above the
national average, forexample. More tests,
more measurements.... more treatments,”
he said. “This may be associated with
higher quality of care, but certain studies
by John Wennberg (a Dartmouth-based
health care researcher) and others in New
Haven have shown thatcostof care there is
about half that in Boston with no identifi-

able, measurable differences in guality.”
—Tontinu mueé1 on page 10
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When inpatient surgery is called for, new minimally invasive surgical procedures, ke microsurgery and laparoscopic surgery, keep the physical invasion less disruptive...
and help lower costs. Above is Mark Stoker, M.D., director and founder of the Center for Laparoendoscopic and Laser Surgery at Worcesler's St. Vincenl Hospital. This facility,
established in 1991, has served as a traming and resource center for surgeons from throughout the world.
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Sager has raised publicly his concern
about the risk of rapid removal of dollars
from the health care system.

Still, he acknowledged that figures like
these reflect that “there’s room to qpend
money better.” The hope, he noted,
that increased efficiencies will not be
simply drawn out of the system, but re-
turned in the form of at least equal, if not
better care.

He is not alone in recognizing there is
plenty of room for improved efficiencies
Many Massachusetts hospitals are begin-’
ning to roll up sleeves and clean house.

“Most of them have worked to become
more efficient,” Sager said.

“There’s no single path to efficiency,”
said Andrew Dreyfus, vice president of
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Massachusetts Hospital Association. “But
hospitals have worked hard to lower their
costs. Through everything from better
scheduling of medical and surgical proce-
dures to the extension of new medical
technology, and the redesign of the pro-
cess of care itself.”

Among the major goals has been to mini-
mize costly acute care stays.

“More and more we are treating patients
onan outpatient basis, so we are doing a lot
more same day and outpatient surgery,”
explained Robert E. Maher, Jr., president
and CEO of St. Vincent's Hospital in
Worcester. “We're putting patients in
skilled nursing facilities much more quickly
than we used to. We're sending them
home with home care. More and more
physicians arc treated patients on the
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outpatient side than the inpatient side.
That all drives cost down.”

LEss DiSRUPTIVE SURGERY

When inpatient surgery is called for,
new minimally
invasive surgical
procedures, like

delays from setup errors.

Another efficiency in the OR is paperless
procedure for a case, Keogh-Frione ex-
plained. Outcome analysis—what went
right, what went wrong—for a case can be
considered immediately, with related data.

Nursing is one area hospitals are examin-
ing closely for improved efficiency. New-

microsurgery
and laparoscopic
surgery - using
smaller inci-
sions, micro-
scopes, and
smaller instru-
ments keep the
physical inva-
sion less disrup-
tive.

“Youarcinandouta
lot faster, less trauma to the patient,
quicker recovery as a result, and you've
gotthem under anesthetiaalotless time,”
Maher said.

“Hospitals have been working hard to
eliminate the waiting period between pro-
cedures, to ensure that when patients are
scheduled for surgery,™ Dreyfus said, “that
the follow-up tests are close as possible to
the surgery,” with the goals being “to try to
both eliminate from the patient’s perspec-
tive alot of the waiting time, but also, asonc
way to climinate the number of days the
patient actually stays in the hospital.”

“If you think about the patient as being
the center of a process with [ewer resources,
the less time that you take, generally
speaking, the healthicr the patient is,
when they are dont. And there's less cost
to it,” Maher said.

Casc managers oversce the process off
patient care, with the goal of improving the
efficiency of service delivery, suchas mini-
mizing medically unnecessary delays be-
tween tests and treatment. Cases are re-
viewed hefore patients enter the hospital,
and plans for discharge are often begun
even before treatment or surgery.

Parer TrAIL DELAYS PROCESS

Incfficient paperwork can slow cascs.
New opportunities are arising in the quest
for centralized butdiscreetinformation sys-
tems that willallow cfficiencies throughout
the hospital, within virtually every clement
of the business, from the operating room (o
the nursing station.

Dianc Kcogh-Frione, director of Infor-
mation Services at Newton-Wellesley Hos-
pital, has secn a geometric improvementin
cfficiency attributable to technology.

Onc arcaimpacted is the operating room.
At Newton-Wellesley, an automated sys-
tem matches a patient’s case withadoctor’s
supplies preference for the scheduled pro-
cedure. “It makes sure the proper supplics
are there,” Keogh Frione said. The result:
less waste of unnecessary supplies to the
case (which must be disposed), and fewer
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—Nan Sager
Professor
Boston University School of Public Health

ton-Wellesley is one of the firstto cut down
on drug treatment errors with an automated
system for nursing stations.

Adrug dispensing system called Meditrol
“is aunit that sits on the nursing station with
an interface to the pharmacy. It’s kind of
like a vending machine,” Keogh-Frione
explained. The nurses “enter the patient’s
name and the vending machinc knows what
medication the patientis on and will spit out
the appropriate dose.”

Asin the operating room, documentation
is a major time absorber. “Nurses have to
document everything that they do for a
patient,” explained Maher. So one effi-
cicncy goal, he said, is to remove handwrit-
ing, replacing it with exception reporting,
or better still, computerized reports to a
central system. “You're going to save an
inordinate amount of time. And if you save
that time, and choose more productively to
do other things, you save money,” he said.

For many hospitals, this is happening
alrcady in home care, with visiting nurses
using hand held computers to input treat-
ment and patient status.

Order entry is yet another arca where
technology has cutdown on time and labor,
said Maher. A doctor comes in and sees a
patient in the morning, and writes a bunch
of orders. In alabor intensive situation, you
would have a unit secretary taking those
orders and writing out requisitions for an x-
ray, foralaboratory test, for physical therapy
treatment, and so forth. With a computer
you can simply go in, make the request, it
gets transferred automatically.” Fewer
people involved, faster results.

Tur COMPUTER ADVANTAGE

Iikewise, Maher and Keogh-Frione both
noted the advantagesrealized by using com-
puters for results reporting. “If the labora-
tory has done your lab tests, they can firc
that back via the computer to the nursing
unit, to the doctor’s office,” Maher said.
Excessive follow-up phone calls arc climi-
nated, and, with positive results, patients
can head out sooner. “To the extent you can




discharge a patient in a more timely man-
ner, you're going to save resources, save
costs,” he said.

Automationimproves paticnt satisfaction
as well, Maher said, noting the endless times
a patient entering the hospital has to repeat
personal information. “Itmakesalotof sense
for patient satisfaction and for efficiency to
ask the question once, get it in the database,
and be able to send it to whoever needs it,”
Mabher said. “So on the administrative side of
medicine,computersare playingamajorrole
in reducing
wasted time.”

The techno-

to hammer out better routines.

“Hospitals have employed a variety of
quality management techniques which tend
totry to break down the process of care into
individual steps,” Dreyfus said.

“On the clinical side, that means we look
at how, for example, we take care of pa-
tients with pncumonia,” Maher explained.
“We get a bunch of doctors, nurses, and
pharmacists, and other pertinent parties to-
gether and say, let’s look at how we take
care of these patients. Let's actually flow
chartthe entire process, when interventions

logical improve-
ments are partof
anoverall goal of
looking at pro-
cesses and how
to change them
for the better.
“We'respending
a lot of time, as
are other hospi-
tals, trying to re-engi-

neer processes, hoth clinical and adminis-
trative,” Maher said.

Hospitals now are group purchasing or-
ganizations that can buy supplies at lower
rates. Supply standardization has helped
also in this effort.

“For example, if you've got 20, 30 or 50,
physicians, each one of whom prefers a
certain kind of suture, what you try to do is
get them to agree to reduce it from 50
different kinds to five. So you buy those
five in greater volume and lower yourcosts,”
Mabher said.

LLikewise, hospitals are outsourcing.
Food service and building services are the
kinds of responsibilities that can often be
moreefficiently contracted to outside firms.
Hospitals are finding that national food
service companies like Marriot and Seilers
frequently can do it better and more inex-
pensively.

Sometimes the necessary changes arc
simple better matching of the services to
the most effective available resources to
treat the specific needs of the patient. For
that, hospitals are drawing on focus groups

take place. Let's look at our data again and
come up with a better way to do it.”

“And that happens on the clinical side
and on the administrative side. And it re-
sults in much more standardization, and it
also eliminates wasteful and sometimes
duplicative, and sometimes non-value-
added work. So there's a tremendous
amount of that going on.”

Labor is a hospital’s most expensive and
valuable resource. “They reallydrive costs,
satisfaction and quality,” Maher said. But
in the era of major mergers, “It the whole
human factor that needs to be dealt with,”
he explained. “People need to feel valued.
Youneed to give them time tochange. You
need to involve the doctors and nurses - all
the key players - or it won't work, they will
be resistant.”

EFriCciENCY THE KEY

Nevertheless, efficiency is the “e-word™
for survival formany Massachusetts hospi-
tals. “I’s an industry in revolution right
now. You're sceing, generally spcaking, |

Hospitals Are Getting It Done

that each employee is expected to do more
than they were formerly asked to do. That
meanscach of usneedsto find the things we
are doing that perhaps aren’t very valued-
laden and stop doing them. If you look at
your day, and how you spend your time,
you always find there were things that were
wasted, and that’s being required of virtu-
ally everybody who works in health care,™
Maher said.

While Massachusetts hospitals have a
challenge before them, the trend is favor-
able, Dreyfus said, noting, “Hospitals costs
are growing at less than half the rate they
were growing atonly several years ago, so
the last few years we have scen among the
lowest rates of growth in hospital costs
over the past 10 to 20 years. So while some
of that may be attributed to the overall
slowing of health care costs, clearly the

-

efforts by hospitals to manage themselves |
more cfficiently are a major factor in low-
cring the growth in health care costs.”

Sager, who remains concerned about the
balancing of patient needs and the industry
quest for efficiency, said that he hopes any
improvement “means we have more re-
sources with which to save lives,” and not
loss of health care quality. “Efficiency,” he
said, “usually mcans keeping quality con-
stant but lowering costs.”

Similarly, Dreyfus said that in the quest
for efficiency, and survival, the industry
must return to its purpose for being as an
ultimate guide. “As the pace of change
intensifies,”™ he concluded, “it’s impor-
tant not to lose sight of why we went into
the health care field, and what our true
mission is - to take care of people with
compassion.” (1




