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HeALTHLeADers	MeDiA	There’s an intense focus, in all 

areas of healthcare, on providing the highest value in terms 

of outcomes, patient experience, and cost. How is your health 

system working to hit all three marks in surgical services?

The world of surgical services—from pre-op to PACU, and from inpatient to outpatient—is under increasing pressure 

to deliver a new set of outcomes that blend outstanding clinical results with a high-degree of care coordination and 

patient experience. With a new set of goals comes the need for a redefined teamwork dynamic in the operating 

room, with a focus on process that eliminates variation, and a more communicative hierarchy. Executive and clinical leaders 

in surgical services at major health systems must blend demands for service, new technology, and a shifting reimbursement 

dynamic to support what is still one of their highest profit centers. Recently HealthLeaders Media convened a roundtable 

panel with leaders from St. Francis Hospital, The Mount Sinai Medical Center, Bassett Healthcare, The Methodist Hospital 

System and PwC, to gain insight on the new edge in surgical services leadership.   

Strategic Partnerships Director
HealthLeaders Media

jim
Molpus   

MoDerATors

CATHerine	giegeriCH,	rn	| The Methodist Hospital System |	a 

safe environment is the paramount expectation. The second is an 

efficient environment. and third, but no less important, is ease 

of access. I have the privilege of working for a chief executive 

OR
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officer who strongly believes that it’s more 

cost-effective to do the right thing in a 

safe fashion for our patients the first time 

regardless of cost. safety is our top priority; 

so that’s where we focus the majority of our 

efforts. 

gAry	r.	geCeLTer,	MD	| St. Francis Hospital | 

at st. Francis Hospital, our byline is “the 

heart hospital.” we are a 364-bed facility 

that really is procedure-driven. eighty 

percent of admissions have some form of 

intervention whether it’s a percutaneous 

coronary intervention or an operation. 

Clearly we all like to talk the talk of safety 

first. But how do you measure safety 

and what is the cost of quality? It is very 

difficult to do a quality audit. It requires the 

C-suite to say, “This is what we’re going to 

focus on at whatever cost.” Doing it right 

the first time is the right answer, but the 

way this healthcare system is reimbursed 

is sometimes less than stellar. surgeons 

do many operations on patients and there 

is always reimbursement. Things have 

to change in the accounting 

department if we are going to 

walk that talk completely. 

LorrAinA	sMiTH-ZUBA,	

rn	| Bassett Healthcare | we cover 

5,600 square miles for our 

service area with 25 oRs in five 

hospitals. How do you manage 

staff? How do you manage the 

same surgeon and his “clinic” 

to drive the oR cases and have consistency, 

have safe policies, have the same procedures 

no matter where they work? There is a cost 

for quality—the cost of a piece of equipment. 

Do you replicate it five times or do you ask 

patients to travel some distance? we were 

pushing high efficiency—get everybody in at 

the same time and have 100% on-time starts. 

over the last four years, we’ve also looked 

at the cost of quality when you push to have 

100% or even 85% on-time starts. what if a 

physician has 10 minutes to do a consent but 

the patient really doesn’t understand or has 

questions that take more than 10 minutes? 

You can’t lose that human touch in the drive 

to have efficiency because that’s when we 

may also discover some other things that 

helps drive what we’re doing. That’s what 

we’re trying to balance. 

giegeriCH	I try to build enough redundancy 

into the system so that should I have one 

of those outlier patients who does require 

a little bit more attention, there is someone 

else who can be queued up to keep all the 

trains running on time. The true challenge 

is to keep that transparent to the patient so 

that they are getting the attention that they 

deserve and need for a safe experience while 

D
a

n
a

 T
H

o
M

a
s

—lorraina Smith-Zuba 
Bassett Healthcare

“You can’t lose that 
human touch in the 
drive to have efficiency.”  

http://www.facebook.com/HealthLeadersMedia
http://twitter.com/#!/HealthLeaders
http://www.healthleadersmedia.com/breakthroughs/


29

share

©2011 HealthLeaders Media, a division of HCPro, Inc. 

HEAlTHlEAdERS MEdiA BREAkTHRougHS: The High-performing Surgical Program

in collaboration with©2011 HealthLeaders Media, a division of HCPro, Inc. 

shareshare

Roundtable | The high-value, patient-centered oR

you’re still keeping everything else moving 

behind the scenes. now there’s a balance 

there between having some redundancy in 

the system and having those clinicians who 

ask all eight of their patients to show up at 5 

o’clock in the morning knowing that only one 

of them is going to be ready at 7:15. 

HeALTHLeADers	MeDiA Dr. Hanrahan, 

what are some struggles for hospitals as 

they look to grow and improve their surgical 

services?

LAwrenCe	M.	HAnrAHAn,	MD	| PwC | 

as advisors to hospitals, one of our main 

responsibilities is to address the impact 

of new technologies on clinical and non-

clinical workflow/

operations. It is 

less about the 

specific surgical 

instrumentation 

or clinical 

technologies or 

the electronic 

medical record, 

but more about the necessary training of 

current staff and change implications, even in 

terms of shaping the new job description and 

rethinking the type of person that you want 

to hire going forward. so we tend to be more 

focused on ensuring that the appropriate 

change management program is put in 

place across all the stakeholders and how 

you’re going to communicate to all of them 

of the new requirements and expectations. 

executing that change management over 

the specific time frame to help achieve those 

safety objectives and efficiency objectives—

that sounds great theoretically, but there are 

always some additional pieces that need to 

be put in place beyond the specific piece of 

technology. 

HeALTHLeADers	MeDiA what are the 

challenges in managing patient-experience 

expectations with surgeons?

geCeLTer our patient satisfaction scores 

are in the 99th percentile, which means 

that surgeons who want to work at the 

hospital acknowledge that they must give an 

outstanding physician-customer experience. 

we have very few behavioral issues among 

surgeons because it’s a small shop and you 

can be very agile and responsive to anybody 

who misbehaves. In terms of patient 

experience, patients love the continuum of 

care between nursing and the doctors. It’s 

probably based upon our ability to hire more 

nurses. our case-mix index is about 2.51, 

which is very high for a community hospital. 

we don’t have to focus as aggressively on 

the bottom line and throughput. so when 

the patient has a concern, we stop for that 

concern and it’s known that the patient 

comes first. 

MiCHAeL	L.	MArin,	MD	| The Mount Sinai 

Medical System | There isn’t an active practicing 

surgeon in any major community today that 

doesn’t recognize the importance of patient 

satisfaction, making sure the patients are not 

just getting a good operation but are getting 

a good experience. and today, there are few 

patients who don’t check the online available 

databases to evaluate our physicians and 

having trouble  
viewing? Click here.
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surgeons. so physicians and surgeons who 

don’t develop highest levels of civility in their 

relationships with patients, their families, 

and the hospital community will no longer 

be able to develop a practice and actually 

have patients coming to seek them out for 

their care. and I want to emphasize the piece 

about civility in the hospital setting since 

patients do pick up on that. They do have a 

very strong receptivity to the way doctors 

interact with nurses and staff members. 

adverse interactions on those levels are 

immediately received by the patients 

as an environment which is probably an 

unfavorable one to receive care.

HeALTHLeADers	MeDiA In every 

organization it seems there are exceptions to 

that rule: surgeons who either bring in a lot 

of volume or are so talented that they get a 

pass. 

MArin	You don’t get a pass. any 

organization that gives a surgeon a pass 

for imperfect behavior is shorted-sighted. 

But there are practical levels of activity for 

hospitals and we all need to maintain our 

high-volume providers. If there is a physician 

who is having difficulties, there are things 

you can do that will result in a return to more 

favorable activity. It’s not just about coaching 

them or sending them to anger management 

but about providing resources that eliminate 

the responses to the behavior, such as when 

there’s a delay to get their patient up to 

the operating room and they’re responding 

unfavorably toward the staff. well, maybe 

there’s a process improvement opportunity 

that eliminates that frustration and that 

behavior. The more important a physician is 

to your organization, the more focused you 

need to be on those processes. In the long 

term that’s the way to manage it because 

dismissing or discrediting someone who isn’t 

acting exactly as you want without seeing 

the full picture may be short-sighted. 

HeALTHLeADers	MeDiA How can you 

involve surgeons in creating those process 

improvements that will, in turn, improve 

behavior?

HAnrAHAn a couple of examples that 

we’ve seen around the country are around 

design elements that many of the architects 

are building into the new facilities. on an 

acuity adaptable unit where you bring the 

care to the patient you can build and design 

a unit and put in the appropriate technology 

to achieve that objective, but the change 

management, the governance issues, the 

financial issues, the P&L issues, the new 

staffing model and other issues all need to 

be applied to that new operational concept D
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—Michael l. Marin, Md 
 The Mount Sinai Medical System 

“I want to emphasize the 
piece about civility in the 
hospital setting since 
patients do pick up on that.”
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and these are often overlooked…it’s not just 

about the technology or the space. and once 

the technology or space is implemented, it’s 

too late to make changes based on end-user 

input. without addressing these issues up 

front, you’ve created a potentially frustrating 

future environment for your clinicians who 

really never had an opportunity to say, “That’s 

a great idea, but here’s what else has to be 

refined to make it work in our environment.” 

It’s the same with an integrated interven-

tional unit. Most of the new hospitals I see 

have a specific floor designed as the platform 

for all interventional procedures. But it’s 

never really discussed who’s going to lead the 

unit and how it will be governed. and that 

can be a very heated conversation if it’s done 

a month before the new facility is going to be 

opening up. 

giegeriCH	I would echo that. when we 

worked on the flow of a new outpatient 

building, one of the key success factors was 

engaging not just our surgeons but many of 

our physicians very early in the process to 

look at the flow of their patients 

through our operating rooms 

and interventional areas in 

that building. There were some 

geographical constraints and 

nothing we could do to address 

them. Certain care needed to be 

delivered across the street (in 

the inpatient oR)—but these 

are some process issues that 

we can address through the 

addition of ZoomTM stretchers or 

an additional elevator, whatever 

the case might be—but it wasn’t until we 

engaged our clinicians very early on in that 

process that we were able to clearly identify 

some very serious mistakes we were about to 

make. we were able to pause early enough so 

that now what we have is a fully functioning 

building that they’re absolutely delighted 

with. 

HAnrAHAn I know of a large system with 

multiple hospitals in one city that planned to 

identify the “standard” design elements for 

the “hospital of the future.” one would think 

that the practice patterns within one city and 

the resulting design needs within one system 

would be pretty consistent among various 

suburban locations, but as it turned out, they 

were not. when planning started with the 

first hospital, leadership’s first objective was 

to include all of the clinicians in the design 

of the new “standard” hospital. with the 

first design, the idea was to focus a lot of 

resources on the design and incorporate all of 
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lawrence M. Hanrahan, Md  
PwC  

“One would think that  ...  
design needs within one  
system would be pretty  
consistent  ...  as it turned 
out, they were not.”
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the stakeholders input into the final design 

elements. The plan was that subsequent to 

this primary planning effort, the next hospital 

can be “stamped-out” with significantly less 

effort. what they found was, however, that 

even within their own city—within their own 

system—they could not apply all of the same 

principles to subsequent hospitals (some just 

30 miles away from each other) to another 

facility because of local geographical needs 

and local clinical needs of the surgeons and 

other physicians. They still had to incorporate 

the input of those local clinicians and other 

stakeholders into each new design. It was a 

real wake-up call for them. 

HeALTHLeADers	MeDiA	one of the issues 

in performing more value-based healthcare 

services is how to develop physician 

alignment and compensation structures 

for surgeons. How do you start to at least 

identify the key questions and parameters? 

MArin	we all know that the future will be 

hospitals compensated or punished, if you 

will, by bad outcomes and by bad quality 

measures. so we have begun to look at the 

parameters that hospitals will be judged 

by and create a similar paradigm for the 

physicians. and it’s a very challenging thing to 

tell a surgeon that we’re going to compensate 

you on the basis of keeping your mortality 

at a certain level. Mortality is not something 

you need to financially reward any surgeon 

to reduce. But you can create an awareness 

of it that initiates a series of processes in the 

surgeon so that they can reduce those things, 

either by carefully thinking about the risks 

before they make a judgment and advise a 

patient to go forward with a complex, high-

risk surgery. and then you can get data out 

far enough so you can have a statistically 

meaningful number—which for most 

surgeons will be three to five years’ worth or 

more—to determine whether or not they’re 

outliers. Then you build compensation plans 

around that. This is a big part of what we’re 

doing as we go to the next phase from the 

relatively primitive RVu-based systems to 

partnership around quality and outcomes. 

HeALTHLeADers	MeDiA	well, isn’t the 

challenge you’re really talking about how to 

align the hospital and physician in a new way? 

Mistrust still exists.  

MArin	You bridge the gap with quality. 

a half-a-day length of stay can have 

multimillion dollar impacts on any medium- to 

large-size institution. and that may be taking 

the responsibility to get the urinary Foley 

catheter out within 48 hours of a surgical 

procedure. not only does that impact the 

length of stay but it impacts on quality and 

outcomes because those are things that can 

result in adverse events. and so it’s not about 

should I do this and, therefore, the hospital 

having trouble  
viewing? Click here.
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will benefit. I should do this because the 

patient will benefit and then the spilloff to 

that is the hospital will benefit because we’ll 

have shorter length of stays. we’ll have lower 

complication rates and we’ll have a better 

outcome of those levels of procedures. so 

the alignment starts with the patient at first 

and then those quality pieces will spin off 

into economic advantages to institutions. 

sMiTH-ZUBA It has to be that you educate 

the physicians and you build a redundant 

system so that the physician doesn’t have to 

remember whether they wrote that order. 

we generate a computerized list from the 

oR to every nursing floor that says this 

patient left the oR with a Foley and the clock 

is ticking. and we 

have nurses who 

will round and say 

to a physician, “Did 

you remember 

that order?” 

we have people 

who will call a 

physician or the resident when the clock 

gets close. Then I get a call. when building 

new cultures or building a team that has 

been doing something the one way, you 

build in at least a little bit of redundancy to 

help change. That would be like stepping in 

front of a Monopoly game and not telling the 

physician how to negotiate the board to pass 

go and collect $200. You can’t just say you 

are going to do it and then monitor it at the 

end of the three months. so you start ahead, 

have a little bit of redundancy, have some 

people there helping, watching, growing, 

communicating—and it takes off. 

HeALTHLeADers	MeDiA	everything 

you frame has to be around the needs of 

the patient, but in process improvement, 

ultimately, it’s about identifying waste, and 

in today’s environment a lot of that is about 

identifying cost. 

MArin	You started off separating the 

patient outcome from cost and waste, and 

I think they should be considered together. 

any organization that says we need to cut 

back on financial investments regardless 

of their impact on patient care is a short-

lived organization. You have to start with 

the patient side. and, trust me, there is still 

plenty of low-hanging fruit there in the 

process improvement side that will cut cost 

and cut resources and also end up improving 

patient care.

sMiTH-ZUBA You need to listen to 

your staff. we have a “green sheet” and 

a suggestion program and our staff is 

rewarded monetarily for suggestions. every 

suggestion that comes to me, I look at with 

our business manager and determine the end 

result for savings. It is about not ignoring 

your staff member who is working eight 

hours or 10 hours and asking why we throw 

out 50% of that surgical pack. a nurse asked 

me why we were using a $69 drape when the 

$3.50 drape that radiology was using was 

just as good, even better. That’s the power 

that we should be tapping every day.

MArin	That’s a great idea. 

HeALTHLeADers	MeDiA ultimately 
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controlling oR costs means working 

with surgeons on technology and supply 

preference. How do you accomplish that? 

MArin	as a surgeon practicing 10 or 15 

years ago, you could have 15 different sutures 

of the same type from different companies 

to choose from on the shelf because one felt 

particularly nice to you or you liked the color 

of the package. Most institutions that are 

surviving have eliminated that philosophy and 

go to a single vendor so they can negotiate 

the lowest prices. so maybe the surgeon 

does not get the exact suture they want. You 

get what you need to do a perfect job, but 

it may not be the same broad spectrum of 

technology that was once available. 

geCeLTer	no matter how hard you try and 

create easily amendable preference cards, it 

takes a person to acknowledge that and to do 

it. and at the end of the day, the quality of the 

team depends upon who’s running the team. 

There are no great secrets to this.

HeALTHLeADers	MeDiA	That’s a nice 

transition into the surgical team. what are 

the elements of a high-performing surgical 

team?

MArin	The whole team concept, to me, 

breaks in a simplistic way to two pieces. You 

need people who have the skills to perform 

those procedures. and then you need to 

entertain the issues of managing the amount 

of staff you have and its cost. The days are 

over when a surgeon had, you know, Dr. 

jones was my anesthesiologist, and Millie 

was my circulating nurse, and joan was my 

scrub nurse, and I always had those people. 

First, there’s no data to suggest that having 

your own exact team each time results in 

better outcomes. There is a sense of comfort 

in that for surgeons of old training got with 

having the same staff. But there’s no way to 

accomplish that in today’s world because that 

much overlap is just financially not possible. 

and there’s really no patient-centered reason 

to do it.

sMiTH-ZUBA	The team that routinely does 

a case becomes very efficient. If I work 

with Dr. X every day, I know his ins and outs 

like the back of my hand. we measured 

turnaround time, setup time, and start-to-

finish time on the cases of two different 

teams. we have an orthopedic team that 

can turn over in 12 minutes. They never miss 

a step, and we can get that doctor through 

eight cases, and he’s out the door at 1:30.

MArin	But arguably, if it’s not a high 

technology case, you could train a group 

of staff to accomplish the same thing. The 

doctor’s comfort is one thing. But training a D
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gary R. gecelter, Md 
St. Francis Hospital  

“At the end of the day, 
the quality of the team 
depends upon who’s 
running the team.” 
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series of nurses to provide the same service 

and perform the same procedures for 

different doctors is just about being attentive. 

and it means that the surgeon needs to be 

civil, if you would, and accommodate things 

that are not done exactly as they were the 

day before.

sMiTH-ZUBA	You can train the arthroscopy 

to be done. It’s the nuances of, well he likes 

it exactly this way, or he doesn’t even have to 

look up and his instrument is right in his hand.

MArin	why do you think that that’s a 

specialty of that particular nurse? There’s a 

unified language that exists in the oR, and 

the training isn’t always in that language. I 

can put my hand out 

and make a cutting 

motion for scissors 

in any part of the 

world, and they’ll 

understand that 

without language. 

If it doesn’t happen 

here, it just means 

we haven’t spent the time in training those 

teams to be able to accomplish that.

sMiTH-ZUBA	sometimes it is the time and 

training. sometimes it’s the amount that you 

rotate through. If I’m usually doing eyes and I 

now step today into orthopedics, there will be 

some catch-up time. That’s just human nature.

MArin	The culture has to be that the 

physician has some degree of patience. If 

you’re doing a laparoscopic case and it’s not 

someone who does that all the time—they 

don’t have a hot sponge available to defog 

the scope exactly as you want—you have to 

just be a little more accommodating. what 

you described is a much more complicated 

problem, when you have technology and 

procedures that are too specialized to 

generalize. we have a very high micro-

vascular reconstruction surgical group in 

plastics as well. But they don’t do that all 

the time. If you look at their volume, they’re 

doing a tremendous number of complicated 

microsurgeries, but they’re also doing bread-

and-butter plastic surgery that could take 

a different team. The exception being in 

cardiothoracic surgery, where there are so 

many differences in the equipment there that 

you really need a specialized team.

HeALTHLeADers	MeDiA	with all 

the focus on teamwork, does that cause 

confusion about leadership?

geCeLTer Crew resource management is 

really focused on making the hierarchy more 

horizontal. There is a perception that the 

surgeon is the team leader. He or she may 

be the person to bring the patient into the 

hospital or may be the rainmaker. But I feel 

a sense of comfort when I know that other 

people in the room know what I’m doing and 

have a granular knowledge of what’s about 

to take place. we had a minor event in which 

the appropriate special investigation was not 

available for review, and nursing leadership 

came to me and said, “why are you expecting 

us to interpret a duplex carotid study? 

and I said, “I don’t expect you to do that. 

I expect you to understand the gist of the 

conversation.” and now, in our preoperative 
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timeout, we put up a CaT scan and we’ll 

put an arrow on it, and I’ll circle it, start 

looking at it, and they can start identifying 

things, and they feel that they are truly part 

of the team. Immediately prior to starting 

the surgery, I point to the person who is 

least familiar with me and say, “If you see 

anything that looks vaguely unsafe, I expect 

you to speak up.” and that gives people the 

sense that there is a shared responsibility to 

honestly speak up. It’s all very well checking 

off a box to say that the timeout safety 

statement was made—the statement must 

be conveyed with sincerity.

giegeriCH we took a global approach 

with our stop-the-line policy, and made it a 

universal hospital statement. If at any point 

in time, any transporter, any surgeon saw 

something that they felt was unsafe, they 

were empowered to say something’s not 

right. and until we identify whatever that 

person’s concern was, and either clarify it or 

substantiate it, we were not going to proceed. 

Trying to mandate things by policy is not, 

in my humble opinion, the most effective 

approach. It’s really how that policy is then 

implemented, communicated, and supported 

from the C-suite down. 

HAnrAHAn Recently I was working 

with a client on an information systems 

implementation that included modules 

that would impact workflow in the 

operating room.  The client leader (and 

executive sponsor) of the project initially 

communicated informally to the group of 

about 120 employees participating in the 

implementation that if “I see any of you in 

my office, there’s something wrong with the 

project.” This statement had set the tone 

and created an environment where it was 

not safe to speak up. Complex information 

systems implementation have constant daily 

challenges and unplanned decisions. when 

a complex issue came up, employees were 

just burying the issue, and later played the 

blame game and began finger-pointing. 

no one wanted ownership of the issue and 

project morale was becoming worse every 

day. when the client leader became aware 

of the negative impact his statement had on 

the effectiveness of his team, he immediately 

got right in front of all of them and said, “If 

you see something that’s not working, speak 

up.” He was able to flip it around immediately. 

we’ve never seen anything move quite so fast. 

The whole tone, the morale, every part of the 

project changed, because the experts down 

there in the weeds felt safe to come back 

and say certain things were not working. so 

it was a case where you didn’t really have to D
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Catherine giegerich, Rn 
The Methodist Hospital System 

“Trying to mandate 
things by policy is not 
... the most effective 
approach”
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will benefit. I should do this because the 

patient will benefit and then the spilloff to 

that is the hospital will benefit because we’ll 

have shorter length of stays. we’ll have lower 

complication rates and we’ll have a better 

outcome of those levels of procedures. so 

the alignment starts with the patient at first 

and then those quality pieces will spin off 

into economic advantages to institutions. 

sMiTH-ZUBA It has to be that you educate 

the physicians and you build a redundant 

system so that the physician doesn’t have to 

remember whether they wrote that order. 

we generate a computerized list from the 

oR to every nursing floor that says this 

patient left the oR with a Foley and the clock 

is ticking. and we 

have nurses who 

will round and say 

to a physician, “Did 

you remember 

that order?” 

we have people 

who will call a 

physician or the resident when the clock 

gets close. Then I get a call. when building 

new cultures or building a team that has 

been doing something the one way, you 

build in at least a little bit of redundancy to 

help change. That would be like stepping in 

front of a Monopoly game and not telling the 

physician how to negotiate the board to pass 

go and collect $200. You can’t just say you 

are going to do it and then monitor it at the 

end of the three months. so you start ahead, 

have a little bit of redundancy, have some 

people there helping, watching, growing, 

communicating—and it takes off. 

HeALTHLeADers	MeDiA	everything 

you frame has to be around the needs of 

the patient, but in process improvement, 

ultimately, it’s about identifying waste, and 

in today’s environment a lot of that is about 

identifying cost. 

MArin	You started off separating the 

patient outcome from cost and waste, and 

I think they should be considered together. 

any organization that says we need to cut 

back on financial investments regardless 

of their impact on patient care is a short-

lived organization. You have to start with 

the patient side. and, trust me, there is still 

plenty of low-hanging fruit there in the 

process improvement side that will cut cost 

and cut resources and also end up improving 

patient care.

sMiTH-ZUBA You need to listen to 

your staff. we have a “green sheet” and 

a suggestion program and our staff is 

rewarded monetarily for suggestions. every 

suggestion that comes to me, I look at with 

our business manager and determine the end 

result for savings. It is about not ignoring 

your staff member who is working eight 

hours or 10 hours and asking why we throw 

out 50% of that surgical pack. a nurse asked 

me why we were using a $69 drape when the 

$3.50 drape that radiology was using was 

just as good, even better. That’s the power 

that we should be tapping every day.

MArin	That’s a great idea. 

HeALTHLeADers	MeDiA ultimately 
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in collaboration with

giegeriCH I’m going to have to go with the 

eMR and data mining to help communicate 

that information from handoff to handoff.  

surgical services are a very handoff-heavy 

environment. we receive our patients from 

one source and we transfer them to another 

source. This is an area where we’re truly 

struggling with bidirectional interfaces and 

being a part of the overall medical record, 

so that we can, if you will, tell the patient’s 

story. we have to focus on that intently 

so that we can make those handoffs as 

seamlessly as possible for the best safety, 

efficiency, and quality outcomes for the 

patients that we serve. 

HAnrAHAn	The organization and the 

specific department have to understand the 

future state of work flow and make that a 

part of your daily thinking. any new piece of 

technology, whether it’s the eMR or medical 

technology, will change local, departmental 

work flow. so you can’t “pave the cow path” 

operationally and think that your team is 

going to be as effective doing it the way 

they have always done it with a new piece 

of technology in their workflow. Today even 

the most simplistic piece of technology or 

medical equipment is capable of wirelessly 

transmitting data into the eMR. what are 

clinicians going to do with that data? That’s 

going to change work flow. In contrast, the 

organization may identify a new process 

that needs to be put in place.  Many times, 

there is a technology enabler that must be 

implemented as well to achieve the goal of a 

new operational process. without the new 

technology the new operational vision cannot 

be achieved.  Lastly, the new big wave is the 

impact on workflow of all the new healthcare 

applications (apps). There are thousands of 

healthcare apps out there right now that 

literally thousands of different companies are 

developing. Clinicians are downloading them 

and one can download them for free. This is 

going to cause a lot of disruption in current 

clinical workflow. 

MArin	The cuts in Medicare and Medicaid 

are so drastic that many hospitals in the 

marketplace now will not survive in their 

current form for the next five years—maybe 

even not the next two years. Two things: 

make a careful differentiation of what your 

core services are and what your commodity 

services are; and analyze them with a 

very strict vision of contribution margin. 

Determine what areas you invest in and hold 

yourself up as the wave goes by and hope 

that you’re alive at the end of this change, 

because this is not a moderate problem. It’s 

about to change the course of healthcare in 

this country. 

lawrence M. Hanrahan, Md  
PwC  

“The organization and 
the specific department 
have to understand  
the future state of 
work flow.”
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