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INSIDE iE EDGE
Implementing Standards of Care
After giving realignment of financial
incentives its proper
due, there’s probably no single factor
more important in the reformation of
American healthcare than the movement
to standardize care around best practices
or evidence-based medicine. Eliminating
variability and fragmentation in the care
process is the foundation of patient safety,
quality and efficient care, so it’s good for
providers, payers and patients. Because
standards of care cannot be achieved
without IT, we’ve always stressed IT as
a critical enabler in the adoption of these
standards.

Executive
Summary

So, where are hospitals and health systems in this process? We discovered that
just using the phrase “standards of care”
brought confused responses from even
the most astute clinician leaders. On the
one hand it can be so vague as to defy
description and on the other so granular
as to describe the minutest clinical protocol. Our definition of standards of care
implies not only best practices and evidence-based medicine but also protocols,
guidelines, clinical decision support and
ultimately, of course, the goal of improved
outcomes.
With those associations in mind, this
issue of IE seeks to paint an overview of
the implementation process for care standards both nationally as well as at the
local health system level. We interviewed
a veteran research executive at FCG for
a broad, industry perspective including
what the issue means for community

hospitals, as well as a CMIO and a CIO
at two leading health systems. All three
provide rich content for what is and will
remain a core objective of healthcare for
probably the rest of our lives.

For most hospitals, a journey
barely begun
“Generally speaking, hospitals are not
very far along in implementing standards of care,” says Erica Drazen, VP in
FCG’s emerging practices group in Boston. Typically a given hospital will have
implemented such standards in a single
department like surgery or obstetrics
which has developed protocols for its area.
“An institution with lots of hospitalists
might find standard admission protocols
for the most common diagnoses—protocols for evaluating a pneumonia patient,
for example—but most of the time these
are not standards of care across the
enterprise. The most common scenario is
for 12 doctors to practice with 12 different
protocols,” she says.
In the last couple of years, hospitals have
focused on standards for CMS-reported
measures such as community acquired
pneumonia and CHF. Drazen cites as a
representative example a client hospital
that last year implemented its first hospital-wide standard of care, for community
acquired pneumonia.
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“In an ideal world you’d have standards
of care and you’d vary them according to
patient needs. The reality is that most
practice varies by the doctor, not by
the patient. That issue comes to a head
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with CPOE, which involves order sets. It
becomes evident with CPOE that rather
than adopting one standard of care, doctors
want their own order set—‘Dr. Brown’s
community acquired pneumonia protocol,’”
she says.

It's still IE
As you may have
noticed in this issue,
we’ve changed the
name of our publication from Information
Edge to Inside Edge.
We think Inside Edge
is a bit snappier while
keeping our familiar
“IE” acronym, or as
we often call it,
“the IE report.”



Also, most hospitals do not have a
process for deciding
who both ensures
that standards are
updated regularly
Erica Drazen, VP,
and reviews how
Emerging Practices,
FCG, Boston
well clinicians are
complying with them. The exception is
pharmacy, which at most hospitals has
developed protocols for safe dispensing of
drugs through the pharmacy & therapeutics committee.
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with their referrals. You often have voluntary chiefs of staff and they’ll cajole and
educate,” but are limited themselves in
influence, says Drazen. This means that
the process for agreeing on standards is a
long one.
“Patients aren’t standard. There are a
hundred different reasons as a doctor you
want to vary from an agreed-to protocol or
order set. All standards of care have more
exceptions than rules,” she says, including
multiple phrases such as “except if” and
“and if.” “It’s pretty hard to find if a doctor is varying from the protocol for good
reasons or not,” she says.
One solution is for hospitals and health
systems to purchase databases of evidencebased medicine from firms like Thomson
Healthcare (Micromedex), which also
update them on a subscription basis.
Typically these vendors negotiate links
to the major clinical information systems

Ready or not?

vendors so they can be incorporated within

One thing is clear: it’s not possible to
implement protocols, guidelines and other
standards of care or audit them without
automation. “It’s impractical to implement
best practices for 200 common diagnoses
without IT,” says Drazen.

their products.

Complex cases demand
new best practices

A key question in FCG’s CPOE readiness-assessment tool is whether a hospital has implemented standards of care in
more than one department. “Oftentimes
they’ll have one, and it’s rarely medicine,” she says. CPOE starts the process
of agreement. However, this relates to
only the orders doctors enter, not all care
protocols.

practices for a patient with co-morbidi-

“In community hospitals, which constitute the majority of hospitals, doctors are
independent economic entities that have
privileges but also privilege the hospital

new tools do is integrate best practices for

Drazen says products are beginning to
appear on the market that integrate best
ties such as a patient with diabetes, high
blood pressure and abnormal liver function
who comes into the hospital complaining
of chest pains. That means four different
clinical protocols that might conflict with
each other, such as a drug indicated for
one condition that might be contraindicated with a drug for another. What these
these multiple maladies to create a completely new best practice for that particular patient.
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“We talk about this as if there’s one evidence-based best practice out there for
every condition. That isn’t true,” says
Drazen. She cites the example of the New
England Journal of Medicine [her husband
is editor of NEJM] which posted a clinical
case of mild persistent asthma online with
three possible treatment answers, each of
which had evidence to support it. The
results showed almost equal acceptance of
two options overall—but large variation
from country to country. That’s not to say
that there aren’t best practices for CHF,
stroke and community acquired pneumonia and diabetes.
Given the complexity of selecting a best
practice, it would seem to argue for using
the kind of heavy-duty analytics software other industries have adopted to
assess highly complex scenarios. But that
doesn’t offer a panacea either, according
to Drazen. “If you haven’t standardized
practice, you can’t do analytics. However,
if you have two protocols you can evaluate
them side by side or compare them to other
organization’s experience.”

Geisinger’s guarantee
Geisinger Health System, a three-hospital, 42-clinic integrated delivery system
based in Danville, Pa., has embraced a
process care model based on 14 evidencebased factors that decrease complications
with open heart surgery. “We decided we
would achieve 100 percent compliance
with those factors for every patient. To do
that, we rebuilt workflows and integrated
alerts and reminders into the EHR,” says
Jim Walker, MD, Geisinger’s CMIO.
A physician-led system—Geisinger employs 670 physicians—that serves 2.5
million people in 40 counties in north central Pennsylvania, Geisinger went from
an already above-the-national-average
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compliance rate to
100 percent performance of the
41 steps involved
in those 14 factors
during the last
four months. “We
went to the health
plan
and
said
Jim Walker, MD, CMIO,
we can do these
Geisinger Health
things flawlessly,
System, Danville, Pa.
we have data. We will guarantee that
if anything goes wrong with the surgery within 90 days we won’t charge
for readmission or new doctor visits,”
he says.
The strategy is such a radical departure
from traditional reimbursement practices
that it was featured in a May 17 article in
the New York Times. As the article noted,
Geisinger has to date contracted with only
its own 210,000-member health plan under the “warranty” strategy, but it plans to
offer it to other health plans as it expands
the approach to other areas of care.

“What payers want
as much as low
prices is predictability,” says Walker,
explaining that
supposedly “lowpriced” cases
can balloon into
unforeseen high costs
for health plans due
to complications.

“What payers want as much as low prices
is predictability,” says Walker, explaining
that supposedly “low-priced” cases can balloon into unforeseen high costs for health
plans due to complications. Geisinger’s
strategy is to avoid those complications by
rigorous adherence to standards of care,
clinical condition by clinical condition.

Totally hip
After implementing CABG ProvenCare™,
Geisinger is now doing the same for total
hip, cataracts and chronic disease. Diabetes, for example, involves bundling together nine targeted factors like lowering
blood sugar and cholesterol and monitoring eye and foot examinations. Financial
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Welcome
New MEMBER

The Scottsdale Institute
is proud to welcome
new member Charleston
Area Medical Center
Health System, Inc.
Charleston Area Medical
Center Health System, Inc.,
is the non-profit corporation of multiple hospitals
and heath care companies
in West Virginia, including
the following.
Charleston Area Medical
Center is the state’s largest and most advanced
medical center with more
than 5,000 employees.
As the flagship of the
CAMC Health System,
CAMC is a non-profit,
893-bed, regional referral and academic medical
center. CAMC Teays Valley
Hospital is a non-profit,
68-bed hospital located in
Hurricane, W.Va. Braxton
County Memorial Hospital
is a non-profit facility
with a 25-bed critical
access hospital that offers
24-hour emergency care,
surgical services, cardiac
stress testing, physical
therapy, women’s services
and sports medicine.
continued on next page



incentives for physician compliance support each clinical protocol, reinforced with
automated tools such as custom-generated letters from each physician to remind
patients of their progress. Workflows
were redone to allow doctors to only have
to do what doctors need to do. “One of the
problems doctors have with these systems
is that they can create more work if they
aren’t designed well,” says Walker. “In the
case of the diabetes initiative, we have
seen significant improvements in care in
just six months.”

Geisinger Health System
at a glance
• Physician-driven, integrated health services
organization based in Danville, Pa.
• Service area: 2.5 million in 40 counties of central
and northeastern Pennsylvania
• 3 acute care hospitals
• 1 specialty hospital
• 862 beds
• 38 family practice sites
• Geisinger Clinic multispecialty group practice
employs 670 physicians
• 9,902 employees
• Geisinger Health Plan members: 210,000
• $1.5B in assets; $1.5B in revenue

Geisinger is now using the same approach
to attack coronary disease, CHF and asthma. “This goes beyond traditional clinical decision support like reminders and
alerts. For instance, a standard order set
lets a doctor schedule a year’s worth of
patient monitoring with a few clicks. And
the doctor knows it represents the Geisinger standard,” says Walker.
When evidence-based standards change—
like the maximum level of LDL drops to
100 from 130, for example—“we don’t have
to re-educate everyone. We simply change
the recommendation in the system. As
a doctor, you don’t have to memorize all
those details,” he says.
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Another standard Geisinger is targeting is administration of pneumonia vaccine to high-risk patients (people over 65
and those with diabetes, heart or lung
disease) to decrease hospitalizations and
deaths. Vaccination has been proven to
reduce by 70 percent the chance of getting
pneumonia. By sending an automatically
generated letter to every at-risk patient in
the EHR, Geisinger was able to increase
the proportion of those patients getting
a pneumonia vaccine and an annual flu
shot from 60 percent to 80 percent in one
flu season.
That’s another case of using the system
to free doctors up to provide standardized
care rather than increasing their work
loads. “We don’t want to rely on doctors
or nurses remembering to ask patients.
We’re trying to make clinical decision support invisible,” says Walker. He acknowledges that having employed rather than
independent physicians “makes it easier
to get over the initial energy bump of using an EHR. But it’s important to remember that doctors in private practice are
very astute business people; pay-for-performance will ultimately drive adoption
of high-performance EHRs. Ninety-seven
percent of private practices already have
automated billing systems because you
can’t get paid without them. They will get
high-performance EHRs when we all are
paid for quality of care that isn’t feasible
without EHRs.”

Hunting and gathering
the evidence
Walker says there’s no lack of evidence for
best practices from which to select. “Our
experience is that the evidence is there.
It will take us years to implement all of
the existing high-quality evidence for better care. The hard part is building teams
who can achieve clinical consensus and
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then build processes to make the consensus reality.”
So far the approach seems to be working.
Perhaps the best evidence of this is that
recently Walker received a request from
many doctors for an alert. (It’s almost always the other way around for physicians
suffering from alert fatigue.) He says it’s
still too early in these initiatives to provide the kind of data for a peer-reviewed
article, but “it’s good enough for GE or
Motorola to make a business decision on”
in terms of selecting healthcare providers
for their employees.
And here’s another reason why: Depression is both one of the most common and
yet one of the least diagnosed illnesses in
this country, causing billions of dollars
in lost productivity each year. To address
this problem, patients in Geisinger’s waiting rooms are offered a paper depression
test with questions for them to answer.
The forms are scanned and digitized and
the depression scores entered into the
EHR as a lab result. Those patients determined not depressed are sent a letter
notifying them of the good news. Moder-
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ately depressed patients are invited to
their primary care physician’s office for
care. Severely depressed patients are assigned to a psychiatric social worker for
more intense management.

Welcome continued

Also in the System is the
Charleston Area Medical
Center Foundation, a
fund-raising organization dedicated to funding

Good stuff

advanced medical research

The depression initiative uses an evidence-based screening tool and provides
physicians with an order set with treatment options listed by the evidence of
their effectiveness and safety. “We want to
provide as much care as possible outside
the exam room. This increases patient
convenience and quality of care, and can
decrease the unit cost of providing care,”
Walker says.
He cautions that implementing standards
of care requires an organizational commitment from the top down. “This is not
cheap. We have 140 people who support
the EHR.” Geisinger devotes 4.2 percent
of its operating expenditures to IT. “But
using an EHR brings many benefits. One
is that you get great process-improvement
suggestions from all parts of the organization, especially from doctors.”

and education, health programs and services unique
to the state, as well as
indigent patient care.
CAMC Health Education
and Research Institute
coordinates the medical
education of more than
100 third-and-fourth-year
medical students as well
as providing continuing
education for hundreds of
medical and health care
professionals.
Integrated Health Care
Providers Inc. is a nonprofit, multi-specialty
medical practice including
family practice including
family practice, pediatrics,
maxillofacial surgery and
urgent care.

Geisinger Medical Center Overall Results

Welcome to David Ramsey,

Geisinger
2004-2005

Top 10%

Average

Aspirin at arrival: % of patients given aspirin at arrival

99%

100%

95%

Aspirin at discharge: % of patients given aspirin at discharge

99%

100%

95%

Beta Blockers at arrival: % of patients given beta blocker at arrival

99%

99%

91%

Beta Blockers at discharge: % of patients given beta blocker at discharge

99%

100%

93%

ACE Inhibitor or ARB medications at discharge for heart patients: % of
patients given ACE inhibitor or ARB for left ventricular systolic dysfunction

80%

100%

81%

Advice for heart attack patients to quit smoking: % of patients
given smoking cessation advice/counseling

92%

100%

86%

Time to treat Percutaneous Coronary Intervention (PCI): % of
patients given PCI within 120 minutes of arrival

48%

88%

64%

In-hospital mortality rate: % of heart attack patients who die
while hospitalized

5.7%

7%

9%

HEART ATTACK CARE

CEO , Glenn Crotty, MD,
COO, Lynn Brookshire,
CIO and the entire
CAMC team.

Source: Geisinger website
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Sharp vision

For information on any
of these teleconferences,
please register on our
Website www.scottsdale
institute.org
August 8
KLAS on Speech Recognition
• Jeremy Bikman, VP,
Strategic Research, KLAS
Enterprises, Orem, Utah
August 15
Managing Access to Care at
Ascension Health: Strategies,
Partnerships, and IT Enablers
• Mary Paspalas, senior
director, Advocacy and
External Relations,
Ascension Health,
St. Louis
August 23
CHRISTUS Health’s IT
Management Dashboard
• George Conklin, senior VP
and CIO, CHRISTUS Health,
Irving, Texas
September 10
Community Management
of Asthma at Seton
• Steve Conti, MBA, RRT,
AE-C, director, Disease
Management, Seton Family
of Hospitals, Austin, Texas
September 11
KLAS on Nursing Adoption
• Kent Gale, president, KLAS
Enterprises, Orem, Utah
September 14
Hosting Community-based
Physician EMRs: Five Years in
the Making at Partners
•	Cindy Bero, CIO, Partners
Community Healthcare,
Boston
more events on next page



Sharp Healthcare, a San Diego-based
integrated delivery system with four acute
care and three specialty hospitals serving
about three million people in San Diego
County, is using technology to implement
standards of care, especially under the
rubric of patient safety.

Beginning three
years ago, Sharp
initiated installation of computerized IV pumps
from Alaris (now
Cardinal). “The
Bill Spooner, CIO, Sharp
Healthcare, San Diego
whole purpose,”
says Sharp CIO Bill Spooner, “is to ensure
that we have another patient-safety check
by instituting automatic limits for drugs
according to the particular patient category, and alerts if those limits are crossed.
While these come under the auspices of
patient safety, the initiative brought us
to standards of care by implementing uniform control tables [for IV-pumps] across
the enterprise.”
In another such example, Sharp worked
closely with a vendor to develop a software
component for its clinical charting system
that will trigger alerts if it recognizes lab
or other values that portend a patient’s
decline. Those alerts allow clinicians to
intervene in the case of a diabetic patient,
for example, before her condition deteriorates and requires more catastrophic
care. “Again, this is done under patient
safety but provides a single set of rules as
to what triggers alerts, and that supports
Joint Commission core measures and other
standards of care,” says Spooner.

institute

Sharp’s major initiative in implementing
standards of care, however, involves the
biggest IT initiative the organization has
ever undertaken. Based on a decision a
year ago, Sharp is replacing its slew of
best-of-breed applications with a single
Cerner CIS platform, including clinical
documentation, laboratory, radiology,
pharmacy and order entry. “The objective
is to implement a single model across our
enterprise. A good example is pharmacy.
Our existing formularies vary from hospital to hospital. A systemwide collaborative pharmacy implementation will help
us develop a single set of formularies,”
he says.

New hospital = new platform
The move to a single platform was driven
by two issues. “We found our best-of-breed
system wasn’t that well integrated and it
also created inconvenient workflows. But
the catalyst for change was our new hospital, which was designed with only two
file drawers per nursing unit. It’s our best
chance to become paperless,” says Spooner,
adding that Sharp is already paper-free
in all nursing and ancillary documentation but not in physician progress notes
or order entry.

Sharp HealthCare
at a glance
• Integrated regional healthcare delivery system
based in San Diego
• Service area: 3 million in San Diego County
• 4 acute care hospitals
• 3 specialty hospitals
• 3 medical groups
• 1,870 beds
• 2,600 physicians on medical staffs; 1,582
affiliated physicians
• 13,000 employees
• $1.3 B in assets; $1.8B in revenue
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Sharp HealthCare Overall Results
Measure
Percent of heart attack patients who received aspirin within 24 hours of arrival
How Sharp Rates
Consistently better than the national rate

Trending Over Quarter

Indicator Definition
This measure reports the percent of heart attack patients receiving aspirin within 24
hours of hospital arrival. Aspirin reduces the formation of blood clots that cause heart
attack. Early use of aspirin has been shown to reduce complications and mortality in
heart attack patients. (JCAHO)
Source: Sharp website

Sharp will open the new 300-bed tower in
July 2008 as a replacement for an existing facility on its main campus. In the
meantime the organization, which counts
2,600 affiliated physicians, has tasked a
100-person clinical-IS-design team to plan
and implement the new system. Half the
team consists of nurses and other non-physician clinicians, a quarter are physicians
and another quarter IT people. Overseeing that team is an executive steering
team that includes Sharp’s executive VP
of hospital operations, a CNO, quality
executive, two physicians (CMIO and a
hospital chief of staff) a VP of IS and CIO
Spooner. They expect to achieve a very fast

14-month ramp up to the first go live at the
old hospital this November. “We want to
get the system changes behind us before
we make the move into the new hospital,”
says Spooner. The remaining hospitals will
be live by the end of 2009.
A 22-physician group has been building
standardized physician order sets. “Physicians have reached agreement on nearly
200 orders, with 400 more to go, and that’s
going to push standardized care,” he says.
Sharp has licensed the Zynx content as the

Upcoming Events continued
October 1
Seton Ambulatory Case
Study
• Pat Beal, Outpatient Case
Management Supervisor,
Seton Healthcare, Austin,
Texas
October 4
Provena Health Multi-Site
BCMA Planning Project:
Key Design Decisions and
Lessons Learned
• Jim Witt, RN, MBA, system
VP, Clinical Integration,
Provena Health, Mokena,
Ill.
•	David Troiano, RPh, MSIA,
senior manager, First
Consulting Group, Long
Beach, Calif.
October 9
Palm Beach County
Community Health Alliance
Case Study: Technology
Enabling Access to Care
• Robert Olmedo, Director
of Technology, Palm
Beach County Community
Health Alliance, Palm
Beach, Fla.
October 11
Digital Hospital
• Baldur Johnsen, HP,
Palo Alto, Calif.
• Ben Wilson, Intel, Santa
Clara, Calif.
October 18
IHC Data Warehouse
Case Study
• Steven Barlow,
manager, Enterprise
Data Warehouse,
Intermountain Healthcare,
Salt Lake
For information on any
of these teleconferences,
please register on our
Website www.scottsdale
institute.org

basis of those order sets. “We use it where
it works and change it where it doesn’t,”
says Spooner. While the physician team
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has taken responsibility for developing

yellow sheets. Leadership is required,

the order sets, ultimately they must be

especially in the form of a CMO or chief

approved by individual hospital executive

of staff. Often a strong departmental

medical committees. The steering commit-

chief such as head of orthopedics can

tee will sanction updates.

take the lead in that department. Hospi-

Spooner says there’s no underestimat-

“The work we’re

ing the monumental effort required to
implement standards of care. “The work

doing right now is

we’re doing right now is the biggest single

the biggest single

advance in our ability to serve our patients

advance in our

we’ve ever made. There’s no question in
the organization about the focus.”

ever made. There’s
no question in the
organization about
the focus.”

tals typically lack governance structures
for reviewing standards of care. “There’s
usually no organizational structure for
agreeing to best practice and monitoring compliance with best practices,”
she says.
Despite the looming obstacles, Drazen
says that even small hospitals can and

ability to serve
our patients we’ve

institute

Conclusion

should begin implementing standards

FCG’s Drazen suggests that community

of care on a small scale. “It will be an

hospitals can begin the process of imple-

unusual hospital that is not talking

menting standards of care as simply as

about standards of care now and won’t be

possible using just four diagnoses, such as

implementing some in the next two years.

those monitored by CMS—and on paper,

There’s lots of fertile ground. You should

with color-coded red, green, blue and

get going on them.”

REGISTER NOW
www.scottsdaleinstitute.org

FALL CONFERENCE 2007
Hosted by Piedmont Healthcare

September 27-28, 2007
The Ritz-Carlton, Buckhead
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S cottsd a l e I n stit u te M E M B E R O R G AN I Z A T I O N S
Advocate Health Care,
Oak Brook, IL

Integris Health,
Oklahoma City, OK

Rush University Medical
Center, Chicago, IL

Allina Hospitals & Clinics,
Minneapolis, MN

Intermountain Healthcare,
Salt Lake City, UT

Saint Luke’s Health System,
Kansas City, MO

Ascension Health,
St. Louis, MO

Legacy Health System,
Portland, OR

Saint Raphael Healthcare
System, New Haven, CT

Billings Clinic, Billings, MT

Memorial Health System,
Springfield, IL

Scottsdale Healthcare,
Scottsdale, AZ

Memorial Hermann
Healthcare System,
Houston, TX

Sentara Healthcare,
Norfolk, VA

Catholic Healthcare West,
San Francisco, CA
Catholic Health Initiatives,
Denver, CO
Cedars-Sinai Health System,
Los Angeles, CA
Charleston Area Medical
Center, Charleston, WV
Children’s Hospital of
Pittsburgh, PA
Children’s Hospitals &
Clinics, Minneapolis, MN
CHRISTUS Health,
Irving, TX
Cincinnati Children’s
Hospital Medical Center,
Cincinnati, OH
DeKalb Medical Center,
Decatur, GA

Munson Healthcare,
Traverse City, MI
New York City Health &
Hospitals Corporation,
New York, NY
New York Presbyterian
Healthcare System,
New York, NY
North Memorial Health
Care, Minneapolis, MN
Northwestern Memorial
Healthcare, Chicago, IL
Norton Healthcare,
Louisville, KY
Parkview Health,
Ft. Wayne, IN

Hackensack University
Medical Center,
Hackensack, NJ

Partners HealthCare
System, Inc., Boston, MA

HealthEast, St. Paul, MN

Piedmont Healthcare,
Atlanta, GA

Heartland Health,
St. Joseph, MO

Sharp HealthCare,
San Diego, CA
Sparrow Health,
Lansing, MI
Spectrum Health,
Grand Rapids, MI
SSM Health Care,
St. Louis, MO
Sutter Health,
Sacramento, CA
Texas Health Resources,
Arlington, TX

Scottsdale Institute
Conferences 2007/09
Fall Conference 2007
Hosted by Piedmont
Healthcare
Sept. 27-28, 2007
The Ritz-Carlton,
Buckhead
Atlanta
Spring Conference 2008
April 16-18, 2008
Camelback Inn,
Scottsdale, Ariz.
Fall Conference 2008
Hosted by Northwestern
Memorial Hospital
Sept. 25-26, 2008
Chicago
Spring Conference 2009
April 29-May 1, 2009
Camelback Inn,
Scottsdale, Ariz.

Trinity Health, Novi, MI
Truman Medical Center,
Kansas City, MO
University of Chicago
Hospitals & Clinics,
Chicago, IL
University of Missouri
Healthcare, Columbia, MO

Provena Health,
Mokena, IL
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