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A successful surgeon now and in the future is a 
member—in practical terms a leading one—of 
a surgical team. So the list of skills might also 
include “listen well, measure well, spend well, 
observe well.”

The secret to success for a surgeon, 
according to an aphorism spread by 
surgical residents, is “cut well, tie 

well, sew well, do well.” Not only is this a little 
oversimplified, but it’s also out of date.  

B Y  j I M  M o L P u s  a n d  G I e n n a  s H a w

Analysis	from	HealthLeaders	Media
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surgical services are under pressure to be as clinically and 

operationally efficient as possible, with the unspoken threat being 

that in a healthcare reimbursement model based on outcomes and 

not volume, only those surgical services that can deliver state-of the-

art care, value, and an outstanding patient experience will survive. 

The toolbox includes some new ways of approaching surgical care 

and strategy, such as creating a true surgical team built around the 

patient, taking a view of outcomes that goes against some commonly 

held practices, and adopting shared responsibility for the appropriate 

use of technology. 

In the past, surgical programs have been able to grow themselves 

out of the problem, but cuts that affect all hospital-based programs 

suggest that strategy will no longer work. although surgical services 

will remain a revenue engine for the hospital or health system, they 

won’t be immune to the global changes coming to the industry. 

“I think we’re poised in front of a tsunami, and the cuts in 

Medicare and Medicaid are so drastic that many of us will not be 

here in five years,” says Michael L. Marin, MD, chair of surgery at The 

Mount sinai Medical Center in new York City. 

Selective innovation
It may be overstating things to say the arms race in surgical 

services is over—maybe now it’s just being smarter about which 

arms to buy. The days when high admitters had carte blanche for the 

latest piece of surgical equipment or implant have been replaced by 

a view of embracing technology that advances care for the patient 

while contributing to the hospital’s bottom line.

“There was a time where a surgeon saw something at a meeting, 

heard about something from a friend, and said, ‘I want that,’ 

called the rep covering that thing, and then 50 of them were in the 

hospital,” Marin says. “There were no questions asked, there was no 

discussion done, and it led to the proliferation of a lot of technology 

that was quite useless. The paradigm has shifted. Certainly it has 

at Mount sinai, where we have a much more financially responsible 

approach to the use of technology.” 

at Mount sinai, before a new technology or device is adopted, 

a committee conducts a cost-benefit analysis of the device’s 

value to the patient. only then does the committee determine the 

technology’s potential economic impact on the hospital, Marin says. 

“so we now walk into the use of new technology with much greater 

knowledge and more careful forethought than we ever have in 

surgery in modern times.”  

“I think we’re poised in front of a 
tsunami, and the cuts in Medicare and 
Medicaid are so drastic that many of us 

will not be here in five years.” 
Michael L. Marin, MD, chair of surgery at  

The Mount Sinai Medical Center in New York City.
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extension of cardiac services. “When [patients] survive their heart 

surgery and live longer, well, what happens? They get something else, 

and a lot of times it’s cancer and it ends up being treated here,” says 

Newell Robinson, MD, chair of cardiothoracic and vascular surgery.

For others, growth may come from consolidation of services into 

a single location, as The Methodist Hospital in Houston did by building 

a 26-story, 1.6-million-square-foot outpatient center on its Texas 

Medical Center campus in 2010.

“We had an opportunity there to capture that market a little 

bit more conveniently for our patient population,” says Catherine 

Geigerich, RN vice president of operations at The Methodist Hospital. 

Pick your spot
Unfortunately, when crafting 

a surgical services growth 

strategy for the next decade, 

there are no easy answers. 

Surgical programs will need to 

carefully assess their patients’ 

need for specific services 

and balance that assessment 

against the health system’s 

capabilities and the market. In 

some cases that might mean 

building centers of excellence 

or multidisciplinary programs, 

such as the new orthopedic/

neurosurgery spine program 

that Mount Sinai created five years ago and will merge into a single 

floor this November. Any hospital surgery program should “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,” Marin says. 

St. Francis Hospital in Roslyn, NY, is known for its cardiac care. 

But with cardiac cases declining, the organization looked to expand 

its services, with a strategic focus on service lines that were a good 

fit with its existing programs. For example, as the organization 

examined caseloads, it became clear that St. Francis already had good 

medical and surgical oncology volumes—and oncology was a natural 

OR turnaround time

Pre-op holding area

Phase I PACU

Phase II PACU

Total perioperative length of stay

95 minutes

130 minutes

100 minutes

85 minutes

8 1/2 hours

30 MINUTES

60 TO 90 MINUTES

60 MINUTES

60 TO 90 MINUTES

6 1/2 HOURS

TARGET      AFTER (AVERAGE)BEFORE (AVERAGE)

Source: PwC

an exaMPle of siMulation results

Lawrence M. Hanrahan,  
MD, MBA, Principal,  
PwC Health Industries  
Advisory,
having trouble listening?  
Click here.
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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.’ ” 

Reframe the hierarchy
For a long time, it has been the culture of operating rooms that 

the surgeon is king. And if you question the king, you risk getting your 

head chopped off. But although every team has to have a leader, it’s 

clear that lack of communication, bad behavior, and running an OR as 

a monarchy all lead directly to preventable errors. 

That was certainly the case at Bassett Healthcare in 

Cooperstown, NY. 

“There was a sense from some of the staff that whatever the 

surgeon wanted, that was the way it should be,” says Michael 

Lachance, MD, chief of anesthesiology. 

The organization instituted a “see something, say something” 

policy that allowed staff to report potential safety problems directly 

to a safety officer in confidence and without fear of retribution. The 

organization took the concept a step further when it began including 

anonymous evaluations by OR nurses and technicians as part of 

physicians’ re-credentialing reviews. 

It was a “freeing experience,” says Connie Jastremski, RN, 

Bassett’s CNO and VP of patient care services. “Most of our surgeons 

are wonderful, but [there were] one or two or three that stand their 

ground and say, ‘I don’t have to listen to you. You’re a nurse.’ That 

came out in their evaluations.”

“We wanted to create an environment that was easy for them to 

access, even though it was still in the Texas Medical Center, so they still 

had access to cutting-edge care and all the technologies that afforded. 

That was really the driving factor behind the outpatient center.”

Managing growth
Growth invariably brings growing pains, and the organizations 

in this report have faced a number of challenges—from managing 

talent and developing physician leaders to designing surgical suites.

Leadership development is especially important when an 

organization is adding new services. “We have not had differentiated 

noncardiac surgeons, surgical oncologists, neurosurgeons, and 

orthopedic surgeons,” says Gary R. Gecelter, MD, chair of surgery at 

St. Francis. He’s been developing that medical leadership and growing 

programs at a careful pace, however. “Although we want to fill every 

operating room to capacity, and we have increased our capacity by 

double in the operating room in the past three years, I do not want 

to tread on that culture and overburden the system so that patients 

start feeling the consequence of volume rather than individualized 

care,” he says. 

Organizations expanding their physical space face challenges, 

too. During the design phase, “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 and these are often overlooked,” says Lawrence M. 

Hanrahan, MD, principal at PwC Health Industries Advisory. “Without 

addressing these issues up front, you’ve created a potentially 

http://www.facebook.com/HealthLeadersMedia
http://twitter.com/#!/HealthLeaders
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I was asked this question at a recent conference by a hospital system 
CEO who, like so many health leaders today, is struggling in the quest 
to deliver high-value, patient-centered surgical services and return his   

   organization’s bottom line to black.

Principal, PwC Health  
Industries Advisory

lawrence Hanrahan, 
Md, MBa

Introduction by Lawrence Hanrahan, MD, MBA

       Are efficiency and patient  
satisfaction  mutually exclusive

 in the OR?  
continued on page 8
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Simulation predicts future state conditions before implementation 

From strategy “To-be” 

 “As-is”         to implementation     

Modeling using 
Simulation and 
Optimization 

Source: PwC

siMulation Predicts future state conditions Before iMPleMentation

Lawrence M. Hanrahan,  
MD, MBA, Principal,  
PwC Health Industries  
Advisory,
having trouble listening?  
Click here.

Using statistical data and process 
information, PwC uses a simulation 
model that shows how to create 
high-value, patient-centered 
surgical services. Through our 
model interface, several scenario 
tests are run to provide predictive 

data for analysis. scenario tests 
include:

•  Mix of operating rooms

• Flexing of resources between 
Ors and primarily physicians

•   staffing requirements in 
proportion to desired utilization 

each point in a simulation shows 
the impact of each change on 
all resources in the care path. 
This helps hospitals forecast the 

appropriate size and resource mix 
for a new facility, for example, and 
helps hospitals avoid overinvesting 
in physical capital by adjusting the 
scope of operating suites to meet 
predicted demand, resulting in 
substantial savings. 

Roll over the icons to dig deeper
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The main driver of hospital profits and the single-biggest cost 

center, surgical services is understandably an area of intense focus 

by hospital executives. It is at the frontline of efforts to increase 

productivity and efficiency while also improving patient outcomes, 

safety, and satisfaction. And millions of dollars are being spent on 

new programs, platforms, and tools, with an expectation that the 

transformative power of technology will also transform surgical 

services into a high-performance, high-tech/high-touch driver 

of future profitability and quality rankings. It’s possible, but not 

guaranteed.   

Without also addressing fundamental people and process 

issues, the introduction of new technology in the surgical services 

area is may result in “paving the cow path.” It may look like 

a new road, one that is greatly improved and can handle far 

greater volumes of traffic at higher speeds, but it is still utilizing 

the same operational process or work flow. At the same time, 

your competition is utilizing the “new superhighway,” which has 

bypassed your old way of doing things operationally.

Transformation of surgical services begins with an 

understanding of Newton’s third law: that for every action there 

is an equal and opposite reaction. A technology solution in one 

area of the OR will undoubtedly change work flow, roles, and 

responsibilities in another area. The change and the impact of that 

change needs to be anticipated, redesigned, and managed.

Where we have seen the greatest examples of change in 

surgical services are:

• Where the focus is on patients as the end goal, not cost 

reduction or revenue generation, which are byproducts

• Where there is alignment among the interests of all 

stakeholders—surgeons, specialists, nurses, hospital 

executives, patients, and families.

• When hospital executives first take a long-term, realistic 

view of the OR’s impact on a hospital’s revenue, profit, and 

reputation before they change the way they operate

A department managed as a cost center focuses solely 

on costs. When managed as a profit center, it focuses on the 

relationship of revenue and costs, while enhancing safely and 

patient expectations. When managed to deliver high-value, 

patient-centered care, it is high performing from all stakeholders’ 

perspectives. 

Lawrence Hanrahan, MD, MBA

Principal, PwC Health  

Industries Advisory
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Y ou can’t tell the story of how Bassett Healthcare network 

in Cooperstown, nY, improved its surgical quality and 

patient safety without beginning here: In early 2006, a 

surgeon left a sponge inside a patient. “The count wasn’t exactly 

right at the end of the case, but the doctor didn’t want to do an 

x-ray,” says Connie jastremski, Rn, Bassett’s Cno and VP of patient  

care services. “The scrub tech and nurse felt disempowered.  

They listened to the physician.”

It took a couple of tries, but the nurse managed to convince 

her manager that something had gone wrong. “It was the next day 

when it really hit to everybody that we cannot have an incorrect 

count at the end of the procedure and allow the patient to go up to 

the [floor],” jastremski says. on that second day, a surgical team did 

an x-ray, identified the sponge’s location, and removed it. The patient 

recovered.

a meeting of the entire surgery department after the event was 

itself a framework for at least part of the solution: creating a culture 

where anyone can speak up without fear of retribution, holding 

debriefings at the end of every case, and instilling in people the 

sense that everyone—not only surgeons—is responsible for patient 

outcomes. 

“There was a sense from some of the staff that whatever the 

surgeon wanted, that was the way it should be,” says Michael 

Lachance, MD, chief of anesthesiology. “This was a new mind-set for 

the Bassett Healthcare system.”  

B Y  G I e n n a  s H a w

No Single  
       Solution  

Case	Study | Bassett Healthcare 

10
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Bassett also created an oR safety action team that quickly 

uncovered a host of problems. “we developed a list of many things 

that were surprising, like people walking in and out of an operating 

room during a procedure. They had scrub clothes on, but you can’t 

keep opening and closing the door. It’s not a good thing,” jastremski 

says. “It was bad habits that had developed over time related to lots 

of different things.”

Many of the safety and quality improvements at Bassett have 

come from the oR staff. “we are trying to get people to step up: 

step up for safety, step up for financial liability, step up to make a 

difference and make the workplace better,” says Lorraina smith-

Zuba, Rn, Bassett’s director of perioperative services. 

employees submit ideas on a simple form called a “green sheet.” 

one addressed potential MRsa contamination on oxygen tanks, 

which nurses carried into each room and placed on the bed using 

fabric carriers slung across their backs. “one day a green sheet was 

left on my desk from an anesthesiologist that says, ‘I noticed that the 

oxygen tanks are coming down on the beds of patients with MRsa; 

who cleans them?’ and the lightbulb goes on,” smith-Zuba says. It 

turned out that the fabric slings weren’t being washed at all—in fact, 

they couldn’t be washed. unable to find a satisfactory commercial 

solution, the staff worked together to make their own device. It 

allowed them to attach the tanks to a bedside IV pole holder, keeping 

them near the bed but out of contact with infected patients. 

“we slowly worked with listening, watching, hearing, and as 

barriers started to be removed, people would start bubbling up more 

issues. and again, the leadership team would then take that to heart 

to figure out how to solve it,” smith-Zuba says. 

over the next several years, the surgery department instituted 

a number of changes—some large, some small—that added up 

to a safer oR. along the way, the department also figured out 

how to operate more efficiently, increase on-time starts, eliminate 

unnecessary evening surgeries, and improve staff and patient 

satisfaction.      

one of the first steps Bassett took was to ask the american 

organization of Registered nurses in the operating Room to help the 

health system assess its problems and come up with solutions. The 

organization’s first recommendation? Get a nurse leader in place. 

“The nurse understands the work of the operating room. They 

know policy procedure inside and out,” jastremski says. “a good 

leader could do budgets, could set policy, but not having worked 

in the operating room side by side, understanding all of the rules, 

regulations, policies—that’s what was missing in our link. It has 

to be somebody with a lot of credibility in the operating room, too, 

because they are a part of a triumvirate down there: You have a 

surgeon, an anesthesiologist, and a nurse leader, and those three 

people make it hum.” 

Case	Study | Bassett Healthcare 

“There was a sense from some of 
the staff that whatever the surgeon 

wanted, that was the way it should be.”
Michael Lachance, MD, chief of anesthesiology, Bassett Healthcare 
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Case	Study | Bassett Healthcare 

Source: Bassett Healthcare.

staff are also involved in monitoring each other’s behavior. 

Department members, led by the anesthesiology team, created a 

code of conduct. Complaints—even anonymous ones—are reported 

to nursing leadership. unresolved complaints are escalated up the 

chain. staff have to trust that issues will be addressed and will not 

continue, says Karen McGinnis, MD, associate surgeon-in-chief and 

medical director of perioperative services at Bassett. 

The organization took peer reporting one step further when 

it began including anonymous evaluations by oR nurses and 

technicians as part of physicians’ re-credentialing reviews. 

“That’s a bit touchy, but I think it’s the way of the future,” 

McGinnis says. “It’s good for people to know how they’re being 

perceived, and we have a number of surgeons who said, ‘I had no 

Bassett healthcare’s communication model is designed 
to empower employees to speak up without fear of 
repercussions if they see something that compromises 
surgical safety. safety complaints go through a separate 
information pathway outside of everyday management. In 
addition to easing information flow, the model is designed 
to build a sense of team throughout the different sites and 
shifts that previously had little contact with each other. The 
model includes four modes of communication. hover over 
each symbol for their descriptions. 

Roll over the icons to dig deeper

Connie Jastremski, RN, 
CNO and VP of patient care 
services at Bassett Healthcare
having trouble listening?  
Click here.

CoMMuniCATing FoR SAFETy

“We slowly worked with listening, 
watching, hearing, and as barriers 

started to be removed, people would start 
bubbling up more issues. And again, the 
leadership team would then take that to 

heart to figure out how to solve it.” 
Lorraina Smith-Zuba, RN, Bassett’s director of perioperative services 
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idea I was being perceived as being too harsh,’ and they do try to 

take corrective action.”

It was a “freeing experience,” Jastremski says. “Most of our 

surgeons are wonderful, but there were one or two or three that 

stand their ground and say, ‘I don’t have to listen to you. You’re a 

nurse.’ That came out in the physicians’ evaluations.”

Creating a more civil and collaborative team in the surgery 

department also led to greater efficiencies and more satisfied staff 

and patients. 

“We went through a very big bump in volume and people were 

staying extra shifts,” McGinnis says. “We kept telling people our goal 

is to get everybody home—lights off in the OR at night—unless it’s 

a true emergency. Because we were doing elective cases until 11 

o’clock at night, and that’s just not good.” 

Case Study | Bassett Healthcare 

Changes to staffing levels during different shifts that 

accommodated individuals as well as the goals of the OR went a 

long way to increasing staff satisfaction and improving productivity, 

she says. 

Increasing coverage later in the afternoon helped finish cases in 

the same time or even less time than in the past, when volumes were 

lower. “That’s great for the institution because it generates revenue, 

but it’s also great for patients because they’re done in a more timely 

manner, and it’s great for staff because we want to work hard and 

they want to have reasonable hours and we were able to accomplish 

that,” McGinnis says. 

“Before we really rallied around this safety incident that 

occurred, people really worked in their own worlds,” Jastremski 

says. “Occasionally we still have that surgeon who doesn’t speak 

kindly to the scrub tech about something. But now either the 

circulating nurse will say, ‘Doctor, you cannot speak to the scrub tech 

that way,’ or vice versa. Or anesthesia will step in. We’ve become a 

real team around the patient.” 

McGinnis has firsthand evidence that the efforts have made a 

difference in the organization’s culture. “I was doing an operation, 

putting an instrument in, and the surgical tech just took it out of my 

hand. Unheard of, right? Took it out of my hand. And I looked at him 

and there was a little screw that had come loose that could have 

caused trouble and I was just so proud, and this was … not a real 

aggressive guy, but he felt comfortable enough that he knew that 

was the right thing to do.”

Karen McGinnis, MD, 
associate surgeon-in-chief 
and medical director of 
perioperative services, 
Bassett Healthcare
having trouble listening?  
Click here.

“We kept telling people our goal is to 
get everybody home—lights off in 
the OR—at night unless it’s a true 
emergency. Because we were doing 

elective cases until 11 o’clock at night, 
and that’s just not good.”

Karen McGinnis, MD, associate surgeon-in-chief and medical director of 
perioperative services, Bassett Healthcare
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There is a hint of truth even in an expression as corny as 

“everything is bigger in Texas.” But when the leadership team 

at The Methodist Hospital in Houston set out to build a new 

outpatient center, it wasn’t to prove its Texas pride.

The Houston market—already the nation’s fourth largest 

metropolitan area—is expected to grow by more than 3 million 

residents in the next 30 years. Located in the 14-hospital Texas 

Medical Center (TMC), The Methodist Hospital needed to expand 

and consolidate its surgical and outpatient offerings. Being part of 

the world’s largest medical campus has its advantages, but also its 

challenges for patients, says Catherine Giegerich, Rn, vice president of 

operations at The Methodist Hospital.

“Texas Medical Center is not the easiest location in the world 

to navigate, for inpatients and outpatients,” Giegerich says. “In the 

Houston market area, we started to see a lot of our outpatient volume 

going outside of the Texas Medical Center for those reasons. we 

wanted to create an environment that was easy for them to access, 

even though it was still in the Texas Medical Center, so they still had 

access to cutting-edge care, etc., and all the technologies that that 

afforded, and yet make it as convenient as we possibly could for them.”

In july 2010, the system opened the 26-story, 1.6 million-square-

foot Methodist outpatient Center, which houses the Methodist 

Cancer Center, Methodist DeBakey Heart & Vascular Center, and 

Methodist Bone and joint Center. Beyond the need for patient 

convenience, the center enables the strategic migration of more 

surgical services from inpatient to outpatient. The move allowed 

for many operational efficiencies, in particular, the ability to share 

the MRI suite with the 10 centers that use the same technology, 

says Roberta schwartz, senior vice president of operations for The 

Methodist Hospital.

B Y  j I M  M o L P u s

Texas- 
    sized 

Case	Study | The Methodist Hospital
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outpatient services would be in the building, nimon says.

 “In order to accommodate not knowing what physicians or 

services were going to be using these oRs, and not having an exact 

handle on what procedures were going to be done in the future, 

we came up with a layout of the oRs in terms of the utility booms, 

lights, integration, and all of the different elements that could 

accommodate multiple surgical interventions on a multidisciplinary 

basis,” nimon says. “we worked with the hospital, architects, and 

engineers to make sure that these adaptations were planned and 

that the staff understood what we were doing so they could get best 

utilization out of these spaces later on.”

“what we did with the building is try—to the best of our 

ability—to co-locate services that made sense,” Roberta schwartz, 

senior vice president of operations for The Methodist Hospital says. 

“For services such as cancer that have all-encompassing services, we 

gave them a home. This is the first building where they’ve really had 

a comprehensive home for all cancer services, and that was inclusive 

of their location for tumor boards, their physician clinics, their 

infusion space. Cancer isn’t located on six floors; they’ve got a floor 

in the building. Could we have built a stand-alone cancer center? 

sure. But we could co-locate that with all of the imaging services 

that they needed.”

The challenge with any brick-and-mortar bet is to determine 

how much capacity the new unit can manage, and how long that 

flexibility can be sustained through technological innovation. when 

the center was conceptualized in 2005, system executives weren’t 

sure what surgical services and technology would be needed in the 

future. The Methodist outpatient Center was built to support the 

migration of services toward the outpatient setting now and in the 

long-term. To do that, parts of the building had to be able to blend 

universality—to accommodate any surgeon who uses it—with 

specificity required of certain services. 

Bob nimon, managing director at Genesis Planning, a healthcare 

technology consultancy, and manager of medical technology 

planning at The Methodist Hospital, says technology can account for 

as much as a quarter of the building costs, but given construction 

lag times and other strategic decisions, that cost may be difficult to 

pin down. at the time the center was being conceptualized in 2005, 

the health system could not say exactly what surgical and other 

Case	Study | The Methodist Hospital

“The ophthalmologists did not say, 
‘We need 600-square-foot ORs,’ but 
the architects said to us, ‘You’ll never 
know what you’ll need them for in the 
future, and you want to build them to 
as standardized a way as possible so 
you could put whatever services you 

needed to in there.’ ” 
Roberta Schwartz, senior vice president of operations,   

The Methodist Hospital, Houston 

“
Roberta Schwartz, senior  
vice president of operations,  
The Methodist Hospital, 
Houston
having trouble listening?  
Click here.
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Case	Study | The Methodist Hospital

The original idea was to house certain outpatient-centric 

services such as otolaryngology and ophthalmology in the building, 

schwartz says. But about a year and a half into planning, they 

decided to add orthopedic surgery, which demanded larger oRs and 

different technology needs. Luckily the planners had opted to build 

600-square-foot oRs for just such a contingency.

“The ophthalmologists did not say, ‘we need 600-square-foot 

oRs,’ but the architects said to us, ‘You’ll never know what you’ll 

need them for in the future, and you want to build them to as 

standardized a way as possible so you could put whatever services 

you needed to in,” schwartz says. nimon says one common problem 

is not considering structural requirements, including large pieces of 

imaging equipment that are usually hung from the ceiling.

Patient-centered service
ultimately, any successful design has to accommodate not only 

the surgeons and staff that use it, but also the patients. one of the 

concepts was to create “onstage and offstage” areas, says Maggie 

Duplantis, project director for the Methodist outpatient Center. The 

concept is carried throughout the building design, right down to 

having different elevators for staff and patients. 

Consult rooms have separate entrances and exits for patients 

and surgeons, who can access them directly from the oR 

environment. The pre-op rooms are all private rooms (not bays), 

which allow for more privacy for the patient and family. 

all 36 pre-op rooms, 14 oRs, and 30 post-anesthesia care 

unit (PaCu) bays flow together. “The patients go to pre-op, and 

one corridor will take you into the oR, and when they’re done the 

opposite corridor brings you back through PaCu,” Duplantis says. 

“It’s almost like a circular motion, if you will, so you never have to go 

back through pre-op to get to PaCu or vice versa.”

no design can build perfect patient flow, so the staff observes 

patient movement and adapts processes as necessary. “we noticed 

enormous wait times when we first moved into the building, so we 

put into play a couple of key things around the IT structure that are 

allowing our patients to complete their pre-op checklist and their 

pre-op history prior to arrival,” Giegerich says. “so that streamlined 

the process. Is that part and parcel of the building? no, but it was 

something that definitely needed to be addressed.”

 The Methodist health system in houston 
is participating in an initiative to deal with 
horizontal incivility, which is defined as 
disrespectful or inconsiderate words or deeds 
between peers. studies have found that the issue 
is especially difficult in the surgical environment.

450%450% a nurse from the ICu is 4.5 
times more likely to agree 
that their manager is able 

to handle workplace incivility than those from the oR. 

inCivil ACTion

$11,581	$11,581	The cost in loss of 
annual productivity 
per registered nurse 

in the state of Texas as a result of workplace incivility.

Source: journal of nursing administration, Vol. 41, No. 1.
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The function of the center continues to evolve. Even though it is an 

outpatient center, a certain number of inpatient surgeries are performed 

in it, requiring transport via Zoom™ stretcher to the inpatient side via 

sky bridge. And in some cases the center’s design means physicians and 

patients in certain services spend more time getting from place to place. 

Still, it seems patients are happier since the center opened.   

Case Study | the Methodist Hospital

The team at Methodist knows that patients like the new 

outpatient center because patient satisfaction scores jumped 

three times since it opened, despite some inconvenience for patient 

transport between buildings. “The amount of time they are spending 

seems to be offset by the experience that they are having in the 

building,” Schwartz says.

insight  //  CLICk on THE IMAgES for more information on each photograph.

Catherine Giegerich, RN,  
vice president of operations,  
The Methodist Hospital, 
Houston 
having trouble listening?  
Click here.
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“The whole problem is, you can have a checklist, but to actually 

get people in the trenches, so to speak, to internalize these as a 

valuable part of their job experience is a bigger challenge,” Reich 

says. “we don’t just make our leaders talk about it; we’re really 

working on the culture at the level of the people who are involved.” 

Mount sinai is one of eight medical centers participating in the joint 

Commission’s Center for Transforming Healthcare’s wrong site 

surgery Project, which is scheduled to release a toolkit this fall for 

preventing wrong site surgery. some of the issues identified in the 

project relate to timeouts, such as when the timeout occurs before 

the staff is ready or when staff is rushed or distracted. 

Reich says the research is focusing on refinement. “The initial 

challenges with timeouts included making the proper markings 

on the patient or following the scripts,” Reich says. “now we’ve 

learned that we have to really do several timeouts. we’re now doing 

B Y  j I M  M o L P u s

Resharpening  
the Cutting Edge 

Case	Study | The Mount Sinai Medical Center
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The surgical program at The Mount sinai Medical Center 

and Mount sinai school of Medicine is a lot of things in one. 

Like all academic medical programs, the medical center 

focuses on continuing excellence in training, research, and clinical 

care. Consistently ranked among the nation’s best in a variety 

of disciplines, Mount sinai is focusing much of its attention on 

understanding and testing some commonly held beliefs and time-

honored practices in surgical care.

Take, for example, the focus on surgical checklists. Borrowed 

from the airline industry and given popular attention by author and 

Harvard physician atul Gawande, MD, checklists and preoperative 

surgical timeouts have been shown to reduce errors. However, if 

checklists become so routine, a timeout becomes a “tune out.” David 

L. Reich, MD, chair of anesthesiology at Mount sinai, says his organi-

zation is working to make sure that never happens.
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the new York patient
Mount sinai is subject to the intense competition within new 

York City for patients and surgeons. one of the perhaps unique 

facets of the physician-patient relationship in new York City is that 

patients in new York tend to be more loyal to their physicians than 

to institutions. That relationship weighs on everything from patient 

satisfaction to physician compensation. For example, evan Flatow, 

MD, chair of orthopaedics at Mount sinai, and a renowned shoulder 

specialist, observes that “in new York people are very concerned 

that they have the best surgeon.” 

as a result, “If a surgeon leaves a program, they’ll tend to take 

80% of their practice with them,” Flatow added. Patients may 

“sometimes be willing to put up with things like waiting in the office, 

but they don’t want to feel that they’re not going to the right person.”

even considering such loyalties, Mount sinai has worked to 

improve the patient experience. In 2010, Mount sinai opened 

a timeout before we do an anesthesia block because we learned we 

have to. we’re pretty much discovering that we also need a timeout 

when we identify a surgical level, such as for spine surgery. so we’re 

discovering that it isn’t one timeout and one checklist; there needs to 

be many timeouts and many checklists.”

The goal is to take the checklists—in six sigma terms—to 

“industrial levels” of safety, Reich says. “That is a tough standard to 

achieve. we can’t just implement it and say we are great. It’s about 

internalizing the processes and accepting their value.”

Beyond checklists and timeouts, much of the current research in 

anesthesiology is focused on the data and procedures that influence 

surgical outcomes. Mount sinai is participating in a study with 

Cleveland Clinic to understand how two key surgical measures—

blood pressure and a depth of anesthesia calculation—affect patient 

outcomes. anesthesiologists have generally believed that if a patient 

is “stable” by those two measures during surgery, their outcomes are 

fine. By analyzing data on 45,000 patients, the research looks at how 

a combination of the two could lead to complications later, Reich says. 

The idea is to put some science into some commonly held beliefs 

about “normal” surgery by analyzing data on 45,000 patients.

“what’s ‘normal’ during surgery?” Reich says. “normal during 

surgery is relatively low blood pressure. surgeons like that because 

[patients] don’t bleed as much. But perhaps the blood pressure is 

lower than is good for the patient. The reason we need to do this 

research is to find out whether or not a stable blood pressure, which 

is low and which we previously accepted as normal, is in the best 

interest of the patient.”

Case	Study | The Mount Sinai Medical Center

“We’re discovering that it isn’t one  
timeout and one checklist; it is many  

timeouts and many checklists.” 
David L. Reich, MD, chair of anesthesiology,  

The Mount Sinai Medical Center
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Case Study | the Mount sinai Medical Center

a new Joint Replacement 

Center,  a 5,000-square-foot-

floor that includes the Samuel 

and Ethel LeFrak Center for 

Patient Education. The center 

features HDTV monitors for 

video presentations on joint 

replacement as well as a 

computer bank for knee and 

hip education, safety, and 

rehabilitation. Mount Sinai has 

also begun patient education 

programs such as spine and joint 

schools, which allow patients 

scheduled for procedures to 

come 10 to 15 days in advance 

to see the facility and talk with 

nurses, social workers, and 

therapists. 

“These do not replace 

physician-patient discussions, 

but they augment them 

powerfully because sometimes 

patients feel embarrassed to 

ask simple questions like how do 

they get to the bathroom after 

surgery,” Flatow says. “They feel 

embarrassed asking that in the 

David L. Reich, MD, chair of 
anesthesiology at Mount Sinai 
Medical Center, New York
having trouble listening?  
Click here.

solving problems

The Mount sinai Medical Center is one of eight hospitals nationwide participating in the 

Wrong site surgery Project, initiated by the Joint Commission Center for Transforming 

healthcare and the Lifespan system in rhode Island. The goal of the project is to 

improve the safeguards to prevent patients from wrong site, wrong side and wrong 

patient surgical procedures. Other study sites include anMed health, Center for health 

ambulatory surgery Center, holy spirit hospital, La Veta surgical Center, Lifespan-

rhode Island hospital, seven hills surgery Center and Thomas Jefferson University 

hospital. Below are selected causes for wrong site surgery and suggested solutions 

identified in the project.

Source: The Joint Commission Center  
for Transforming Healthcare,  
The Wrong Site Surgery Project Roll over the chart keys to dig deeper into the findings.
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Case	Study | The Mount Sinai Medical Center

physician’s office, but when they’re there with the floor nurse, these 

kinds of things come up, and it can be very reassuring to them to 

understand how it’s managed.”

The team has also taken multidisciplinary rounds to the patient, 

so to speak. In addition to the usual huddles where the team meets 

to go over patient issues, Flatow regularly joins colleagues including 

the heads of nursing, food services, social work, and housekeeping 

to walk the surgical floors and interview patients about their 

experience. simple questions about how the food was or whether 

they had to wait in transport can lead to vital feedback, Flatow says. 

“I found that extremely helpful because a lot of that gets lost in the 

noise and the statistical aggregation of the typical quality measures. 

But when a patient says to you, ‘This was outrageous; just last 

night I was waiting two hours for someone to answer the buzzer,’ 

sometimes you’ll find a smoking gun immediately. You’ll find out last 

night there was someone on who’s been complained about before, 

and then we can move quickly to correct the problem.”

new alignment, new role
Mount sinai has a history of inter-department collegiality and 

cooperation, says Michael L. Marin, MD, chair of surgery. so turf 

wars that may exist in other hospitals when technology throws two 

specialties together—such as vascular surgeons and interventional 

radiologists—have been relatively non-existent at Mount sinai, 

Marin adds. That allows the health system to react to the market, 

creating centers and other subspecialty, multidisciplinary services 

that can attract patients and increase volume. The hospital 

developed a spine program a few years ago, and in november 

a brand-new center will open on a single floor and combine the 

orthopedists and neurologists. 

Michael McCarry, Rn, senior vice president of perioperative 

services at Mount sinai, says the quaternary academic medical 

center has strengths in many specific areas, such as liver transplant, 

cardiac transplant, cardiac catheterization, and Crohn’s disease. The 

hospital is growing areas such as spine, enT, and certain cancers 

such as colon and head and neck. “so our plan is to grow complex 

surgeries that sort of belong in a tertiary referral medical center,” 

McCarry says.

Mount sinai is not immune to the reimbursement and physician 

alignment challenges that affect all hospitals in the switch from 

volume-based reimbursement to outcomes and quality, and is 

investigating and modeling how that will work. For now, Marin says, 

the evolution of the relationship shows up in areas such as more 

selective choices of technology, for example, due to a mutual interest 

in effectiveness and cost.

“The paradigm has shifted where we have a much more 

financially responsible approach to the use of technology,” Marin 

says. “we actually look at new ideas that physicians want to 

explore and carefully ask, ‘Does it really have an asset potential for 

the patients?’ and then we can define whether or not there is an 

economic impact, adversely or otherwise, on the hospital. so we now 

walk into the use of new technology with much greater knowledge 

and, I would say, a more careful forethought than we have ever in the 

history of surgery in modern times.”

Evan Flatow, MD, chair of 
orthopaedics at Mount Sinai 
Medical Center
having trouble listening?  
Click here.
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procedures. In fact, noncardiac procedures account for about three-

quarters of the organization’s volume. 

“we’re maintaining our center of excellence and volume and 

focus on cardiac care, but at the same time we’re attempting—and I 

think so far successfully—to enter into other areas to develop these 

centers of excellence and focus on what our strengths are,” Robinson 

says. 

“one of the natural areas to look for expansion was medical 

and surgical oncology,” he says. after digging into the numbers, 

the organization found that it was already an oncologic center—

patients didn’t think of the organization as only a heart hospital. 

“They like the doctors. They like the nurses. They like the convenience 

of the community. and so when they survive their heart surgery and 

live longer, well, what happens? They get something else and a lot of 

times it’s cancer and it ends up being treated here.”

B Y  G I e n n a  s H a w

The Path to  
Diversification 

Case	Study | St. Francis Hospital

22

over the past decade, cardiac cases at st. Francis Hospital in 

Roslyn, nY, have declined. From a business perspective, the 

organization needed to expand its offerings. But how does 

an organization that’s known as “The Heart Center” become known 

as a center of excellence in other services as well?

“we have great confidence that we do heart well,” says newell 

Robinson, MD, chair of cardiothoracic and vascular surgery. “so 

taking that as a base, understanding that we could project into 

the future that the decline of volume of cases would continue, we 

started as a board to look at what other things we could do.”

The organization started looking for growth opportunities in 

areas in which they already had a presence. Cardiac care has been 

the 330-bed hospital’s history, reputation, and focus for decades 

with about 4,000 cardiac procedures per year. But it also had high 

volumes in oncology, neurology, orthopedics, and general surgical 
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growing programs at a careful pace. “although we want to fill every 

operating room to capacity, and we have increased our capacity by 

double in the operating room in the past three years, I do not want to 

tread on that culture and overburden the system so that patients start 

feeling the consequence of volume rather than individualized care.” 

st. Francis also needed to make some smart investments in new 

clinical equipment, technology, and facilities. 

“There’s more to the beginnings of an oncologic service than 

providing surgical care,” Robinson says. “In fact, surgical care is only 

one significant component, but the migration of hospital services to 

outpatient services in oncology has been substantial over the past 

decade. we were lacking in the provision of and the facilities for 

outpatient care of that patient population, so that’s one thing that 

we’re focusing on. and then of course the technology, the technological 

advances in equipment necessary for world-class oncologic treatment 

represents a substantial capital investment.”

st. Francis has a new building with 17 operating rooms. six new 

oRs, one of which is a hybrid cardiac endovascular suite that enables 

imaging and surgery in one sterile environment, are slated to open this 

summer. 

The organization ultimately chose to focus on three main areas in 

addition to cardiology: oncology, orthopedics, and neurosurgery. Gary 

R. Gecelter, MD, who was hired as  chair of surgery three years ago 

and tasked with developing a structure for its noncardiac programs, 

was impressed with the organization’s overall reputation. 

“st. Francis is known for its cardiac care. But I was hearing and 

seeing patients who were choosing st. Francis preferentially for 

noncardiac care,” he says. “surgeons were preferentially bringing 

their breast cancer patients to st. Francis … The breast surgeons on 

the staff will tell you that their patients leave there feeling a much 

greater sense of compassion than ... at any other hospital in which the 

surgeons work.”

st. Francis was, he says, a gem waiting to be “strategically 

enhanced.”

“They have a palliative care team that just worries about patients 

in end-stage cardiac disease. There are such similarities between the 

ways they handle cardiac disease and how they could handle cancer 

… all we needed to do was develop a strategy and create focused 

leadership on noncardiac care. and that’s what we’re in the middle of 

doing right now.”

growing pains
of course, there was a little more to it than that. one hurdle was an 

absence of physician leadership in newly expanded services.

“we have outstanding cardiac surgeons. we have outstanding 

cardiologists. But we have not had differentiated noncardiac surgeons, 

surgical oncologists, neurosurgeons, and orthopedic surgeons,” 

Gecelter says. He’s been developing that medical leadership while 

Case	Study | St. Francis Hospital

“There’s more to the beginnings of an 
 oncologic service than providing surgical care.”

Newell Robinson, MD,  chair of cardiothoracic and vascular surgery,  
St. Francis Hospital
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Case Study | st. Francis Hospital

 Robinson said the hybrid 

ORs will help with a national 

percutaneous valve implants 

trial it’s conducting. “We’re 

currently using our cath labs, but 

the cardiac hybrid is the ideal 

location. Just the technology 

alone, the robotic nature of the 

c-arm, and being able to convert 

in seconds from an imaging 

facility to an operating facility 

is going to make work a more 

pleasurable experience.”   

Expansion into new specialty 

programs means new clinical 

procedures, technology, and 

settings—which puts a lot of 

new demands on staff.  “One 

of the challenges that we face 

continually is preparing our staff 

and keeping our staff current and updated to be able to address the 

surgical needs of the patient,” says Dianne Mamounis-Simmons, RN, 

director of perioperative services. 

St. Francis has high staff retention, Robinson says. But “no 

institution is immune to adversity, whether in terms of outcomes or 

just getting along in the operating environment.” St. Francis employs 

crew resource management tactics to keep teams working well 

together. 

Newell Robinson, MD,  
chair of cardiothoracic  
and vascular surgery at  
St. Francis Hospital
having trouble listening?  
Click here.

Source: St. Francis Hospital. Roll over the chart key to dig deeper into the findings.

“We would like to move toward creating what’s known in the 

industry as a ‘just environment,’ which means that even though there 

are certain hierarchies, obviously, within the organization that have 

to exist because you need to have some semblance of organization 

in that regard, the ability of empowering everyone to speak up 

and say something when they see something that they think might 

be of importance to the patient’s care,” Robinson says. “We’re 

confident that it’s going to make a difference overall in terms of the 

interactions of staff.”
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Case	Study | St. Francis Hospital

The relatively high degree 

of risk in perioperative services 

demands training everyone on 

the oR staff—from radiology 

to central supply to mid-level 

practitioners to physicians, 

Mamounis-simmons says. “one 

of the things that we’ve initiated 

is briefings and debriefings at 

the beginning and at the end of 

each procedure, and that’s just 

one component that we’ve just 

recently started. and we hope 

through this process to always 

ensure that we’re delivering the 

highest quality of care, but we’re 

also developing mechanisms to 

identify and resolve issues and 

problems as they occur and also 

an opportunity to escalate any issue that needs intervention at a 

higher level. we feel not only will this help us in our quality initiative, 

but it’s also going to help us with our initiative for efficiency because 

it’s going to help us identify where our roadblocks are.”

Moving the focus from finger pointing to problem solving and 

finding ways to prevent the problem from happening again is key, 

Robinson says. “when you walk away from that experience, you 

don’t feel like you’ve been called on the carpet, but rather everybody 

is on the carpet … and you walk away with a better sense of having 

achieved something.”  

“we want people to feel that they can speak up and identify any 

of their concerns or issues without fear of retribution,” Mamounis-

simmons says. 

a well-trained staff doesn’t just ensure current safety and 

success—it can also help an organization through future growth, 

Robinson says. “once you establish a team of people that can fulfill 

these requirements and address these components—you know, 

you’re ready to go, so to speak. You have a development team that 

can adapt to the situation regardless of whatever new initiative that 

you’re undertaking.”  

Diane Mamounis-Simmons, RN, 
director of perioperative  
services 
having trouble listening?  
Click here.
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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
Senior Editor for Technology
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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 
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—lorraina Smith-Zuba 
Bassett Healthcare

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

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


31

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

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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evolve it. You certainly didn’t have to set a 

formal policy. They just wanted to hear from 

their leader (and leadership at the highest 

level) that it was safe for them to speak up.

HeALTHLeADers	MeDiA	How does a 

health system decide which areas of surgery 

to grow? How do you balance the need for 

growth and volume with the mission?

geCeLTer There was a perception that 

st. Francis was only a heart hospital. when 

I arrived there in 2008, there were 4,200 

cardiac-related interventions in the operating 

room and 7,450 noncardiac operations. we 

found that we were doing a lot of cancer 

surgery and breast cancer surgery, and there 

was a colorectal group that was using the 

hospital. But there 

was no structure 

that created a 

service line model 

that improved 

efficiency. and 

so we looked 

at that as an opportunity. First we have to 

have capacity. so we built an additional 

14 operating rooms. It was clear that 

laparoscopic colon cancer and lung cancer 

were both big opportunities for growth if you 

could bring in the right teams or surgeons, 

just by virtue of the incidence of those two 

diseases. From that we built order sets, 

created specific length of stay parameters, 

team building, multidisciplinary teams, 

tumor points for the oncology piece, and 

obviously the imperative came from executive 

leadership, from the C-suite, saying, “This is 

where we’re going to focus.” 

MArin	well, there’s the politics of it. There’s 

the competitive side. There are a lot of 

service lines that are just not productive. Yet 

our mission and mandate as an academic 

medical center and a medical school is that 

we provide pediatrics, oB, and breast surgery, 

even though those are very low margin for 

most hospitals. But while we do accept our 

responsibility to provide those services, we 

do hone our efforts toward areas that may 

be more important to maintain the financial 

viability of the institution, such as micro-valve 

repair or certain areas in the cancer portfolio 

that are very important to our business 

objectives and our ability to survive.

HeALTHLeADers	MeDiA	any last piece of 

advice for hospitals looking to improve their 

surgical service lines?

sMiTH-ZUBA	I would say, invest in your 

culture. understand your culture and build 

from there.

geCeLTer That’s easy to say when you 

have an existing culture which you’re proud 

of. The hard part is how do you invest in 

changing a culture that you’re not proud of? 

I’ve seen hospitals in busy markets with very 

bad patient satisfaction that remain very 

busy because the financial model is just not 

conducive to delivering quality. That has to 

change somewhere down the line. and you 

have to have a board that has a culture of 

looking out five years and asking how we can 

make it better. 

having trouble  
viewing? Click here.
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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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Executive	Summary

a much more careful selection of technology that advances care 

for the patient, while also contributing to the hospital’s bottom 

line. at The	Mount	sinai	Medical	Center in new York City, a 

new device committee starts with a cost-benefit analysis of the 

value of the technology to the patient. only after that analysis is 

complete does it determine the technology’s potential economic 

impact on the hospital.

There was a time when surgical programs revolved around 

the surgeon. The organizations in this report prove that it 

is possible to create a patient-centered surgical program, 

improve safety, quality, and efficiency, and run a successful 

program from a business standpoint.

The days when surgeons could order the latest piece of surgical 

equipment or the implant of their choosing have been replaced by 

Patient-focused

Programs
Surgical
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Executive	Summary | Patient-Focused Surgical Programs 

surgical programs must do a careful assessment of their patients’ 

need for specific services and balance that against the health 

system’s capabilities and the market. That might mean building 

centers of excellence or multidisciplinary programs, expanding 

into new service offerings, or consolidating services and the most 

advanced (and expensive) technology at one location. 

with a 5,600-square-mile service area and 25 oRs in five 

hospitals,	Bassett	Healthcare, based in Cooperstown, nY, aimed 

for safety and consistency by consolidating surgical services. 

“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?” says Lorraina smith-Zuba, Rn, Bassett’s director of 

perioperative services. 

one common challenge of surgical programs is managing talent—

creating cohesive teams that work well together, focus on the 

patient first and foremost, and communicate effectively. 

To create a safe, efficient, patient-centered surgical program, healthcare 

organizations must focus on changing the typical hierarchical model, 

build teams that work well together, pay attention to physical plant 

requirements, and make careful decisions about service offerings. 

“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,” says Gary R. Gecelter, MD, chair of the Department of 

surgery at st.	Francis	Hospital in Roslyn, nY. “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.”

Incivility in the oR can no longer be tolerated—and the days 

of those rainmakers getting a “pass” for their bad behavior are 

over. The organizations in this report have all worked to create a 
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of their patients through our operating rooms and interventional 

areas in that building,” says Catherine Giegerich, Rn, vice 

president of operations at The	Methodist	Hospital	system in 

Houston. “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.”

Conclusion
To create a safe, efficient, patient-centered surgical program that 

has a positive impact on the bottom line, healthcare organizations 

must focus on changing the paradigm of surgeon as God, build 

teams that work collaboratively and communicate well, pay 

close attention to physical plant requirements, and make careful 

decisions about service offerings based on local and regional 

market conditions and patient populations. 

Executive	Summary | Patient-Focused Surgical Programs 

culture where any member of the team can speak up without fear 

of repercussion. without all of these crucial ingredients, patient 

safety is at risk. 

“any organization that gives a surgeon a pass for imperfect 

behavior is short-sighted. But there are practical levels of activity 

for hospitals and we all need to maintain our high-volume 

providers,” says Michael L. Marin, MD, chair of the Department 

of surgery at Mount sinai. “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.”

Designing physical spaces is another important consideration for 

any surgical program. Trends such as hybrid oRs and integrated 

interventional units, along with the logistics of purchasing and 

placing advancing technology, are major considerations. 

“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 

“Crew resource management is really 
focused on making the hierarchy  

more horizontal.”
Gary R. Gecelter, MD, department of surgery chair,  

St. Francis Hospital, Roslyn, NY

“
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Additional Resources
orthopedic leaders describe ‘Cruising to Recovery’ Strategy
The MemorialCare Health system in southern California has worked to improve 
patient outcomes and RoI in its joint replacement center. Hospital leadership 
discussed their program in a HealthLeaders Media Rounds program on “orthopedic 
Leadership strategies: engage, Measure, and Perform.”

www.healthleadersmedia.com/page-1/PHY-264408/Orthopedic-Leaders-
Describe-Cruising-to-Recovery-Strategy

Surgical Survival Predictors May Be next Big Quality Metric
what’s next for value-based purchasing metrics, hospital transparency, and quality 
scoring? a healthcare performance coalition suggests hospitals and health systems 
may be rushing to improve predictors of death during hospitalization.

www.healthleadersmedia.com/page-1/QUA-266394/Surgical-Survival-Predictors-
May-Be-Next-Big-Quality-Metric

Surgeon Cuts out Third-Party Payers
Frustrated by bureaucracy and reimbursement rates, this Las Vegas physician 
decided to no longer accept patients with insurance. He now works less and makes 
more money.

www.healthleadersmedia.com/content/FIN-269440/Surgeon-Cuts-Out-
ThirdParty-Payers

5 Ways to Energize your Patient Experience Strategy
every hospital leader wants to boost patient experience performance scores, and 
with federal payments soon to be tied to performance, motivation is accelerating. 
an expert looks beyond amenities and shares strategic tips for elevating the 
patient experience.

www.healthleadersmedia.com/page-1/HEP-265446/5-Ways-to-Energize-Your-
Patient-Experience-Strategy

From courtship to marriage: A two-part series on physician-
hospital alignment 
www.pwc.com/us/PhysicianHospitalAlignment   

gridlines:  Reinventing healthcare infrastructure 
www.pwc.com/gx/en/capital-projects-infrastructure/gridlines.jhtml 

Publisher 
MATTHew	CAnn
mcann@healthleadersmedia.com

Breakthroughs Editor &
Strategic Relationships Director
JiM	MoLpUs
jmolpus@healthleadersmedia.com

Senior Editor
giennA	sHAw
gshaw@healthleadersmedia.com

Managing Editor
BoB	werTZ
bwertz@healthleadersmedia.com

Senior Director of Sales
Northeast/Western Regional Sales Manager
pAUL	MATTioLi
pmattioli@healthleadersmedia.com

Media Sales Operations Manager
ALeX	MULLen
amullen@healthleadersmedia.com

Copyright ©2011 HealthLeaders Media, 5115 Maryland 
Way, Brentwood, TN 37027 • Opinions expressed are not 
necessarily those of HealthLeaders Media. Mention of 
products and services does not constitute endorsement. 
Advice given is general, and readers should consult 
professional counsel for specific legal, ethical, or clinical 
questions.

For more information about our case study participants, go to:

Bassett	Healthcare
www.bassett.org

The	Methodist	Hospital	
www.methodisthealth.com

About PwC
Committed to the transformation of healthcare through innovation, collaboration 
and thought leadership, pwC	Health	industries	group offers industry and 
technical expertise across all health-related industries, including providers and 
payers, health sciences, biotech/medical devices, pharmaceutical and employer 
practices. The firms of the PwC global network (www.pwc.com) provide industry-
focused assurance, tax and advisory services to build public trust and enhance 
value for clients and their stakeholders. PwC has aligned its professional service 
offerings around the future direction of the health system. By applying broad 
understanding of how individual, specialized sectors work together to drive 
the performance of the overall health system, the Health Industries Group is 
positioned to help clients, industry and governments address the changing market 
forces of globalization, consumerism, consolidation and expansion, regulation, 
technology, and margin compression. More than 163,000 people in 151 countries 
across our network share their thinking, experience and solutions to develop fresh 
perspectives and practical advice.

diSCLAiMER: © 2011 PwC LLP. All rights reserved. “PwC” refers to PwC LLP, a delaware limited liability partnership, or, as the 
context requires, the PwC global network or other member firms of the network, each of which is a separate and independent 
legal entity. This document is for general information purposes only, and should not be used as a substitute for consultation with 
professional advisors.”

Sponsorship
For information regarding underwriting opportunities for HealthLeaders	
Media	Breakthroughs, contact:

Paul Mattioli, senior Director of sales
800/639-7477
pmattioli@healthleadersmedia.com

About us
HealthLeaders	Media is a leading multi-platform media company dedicated 
to meeting the business information needs of healthcare executives and 
professionals. To keep up with the latest on trends in physician alignment  
and other critical issues facing healthcare senior leaders, go to:  
www.healthleadersmedia.com

The	Mount	sinai	Medical	Center
www.mountsinai.org

st.	Francis	Hospital
www.stfrancisheartcenter.com

Additional Materials

BEST digiTAl 
PuBliCATion

Healthleaders Media 
Breakthroughs

http://www.facebook.com/HealthLeadersMedia
http://twitter.com/#!/HealthLeaders
http://www.healthleadersmedia.com/breakthroughs/
http://www.pwc.com
http://www.healthleadersmedia.com/page-1/PHY-264408/Orthopedic-Leaders-Describe-Cruising-to-Recovery-Strategy
http://www.healthleadersmedia.com/page-1/PHY-264408/Orthopedic-Leaders-Describe-Cruising-to-Recovery-Strategy
http://www.healthleadersmedia.com/page-1/PHY-264408/Orthopedic-Leaders-Describe-Cruising-to-Recovery-Strategy
http://www.healthleadersmedia.com/page-1/PHY-264408/Orthopedic-Leaders-Describe-Cruising-to-Recovery-Strategy
http://www.healthleadersmedia.com/page-1/PHY-264408/Orthopedic-Leaders-Describe-Cruising-to-Recovery-Strategy
http://www.healthleadersmedia.com/page-1/PHY-264408/Orthopedic-Leaders-Describe-Cruising-to-Recovery-Strategy
http://www.healthleadersmedia.com/page-1/PHY-264408/Orthopedic-Leaders-Describe-Cruising-to-Recovery-Strategy
http://www.healthleadersmedia.com/page-1/QUA-266394/Surgical-Survival-Predictors-May-Be-Next-Big-Quality-Metric
http://www.healthleadersmedia.com/page-1/QUA-266394/Surgical-Survival-Predictors-May-Be-Next-Big-Quality-Metric
http://www.healthleadersmedia.com/page-1/QUA-266394/Surgical-Survival-Predictors-May-Be-Next-Big-Quality-Metric
http://www.healthleadersmedia.com/page-1/QUA-266394/Surgical-Survival-Predictors-May-Be-Next-Big-Quality-Metric
http://www.healthleadersmedia.com/content/FIN-269440/Surgeon-Cuts-Out-ThirdParty-Payers
http://www.healthleadersmedia.com/content/FIN-269440/Surgeon-Cuts-Out-ThirdParty-Payers
http://www.healthleadersmedia.com/content/FIN-269440/Surgeon-Cuts-Out-ThirdParty-Payers
http://www.healthleadersmedia.com/content/FIN-269440/Surgeon-Cuts-Out-ThirdParty-Payers
http://www.healthleadersmedia.com/content/FIN-269440/Surgeon-Cuts-Out-ThirdParty-Payers
http://www.healthleadersmedia.com/content/FIN-269440/Surgeon-Cuts-Out-ThirdParty-Payers
http://www.healthleadersmedia.com/page-1/HEP-265446/5-Ways-to-Energize-Your-Patient-Experience-Strategy
http://www.healthleadersmedia.com/page-1/HEP-265446/5-Ways-to-Energize-Your-Patient-Experience-Strategy
http://www.healthleadersmedia.com/page-1/HEP-265446/5-Ways-to-Energize-Your-Patient-Experience-Strategy
http://www.healthleadersmedia.com/page-1/HEP-265446/5-Ways-to-Energize-Your-Patient-Experience-Strategy
http://www.healthleadersmedia.com/page-1/HEP-265446/5-Ways-to-Energize-Your-Patient-Experience-Strategy
http://www.healthleadersmedia.com/page-1/HEP-265446/5-Ways-to-Energize-Your-Patient-Experience-Strategy
http://www.healthleadersmedia.com/page-1/HEP-265446/5-Ways-to-Energize-Your-Patient-Experience-Strategy
http://www.pwc.com/us/en/health-industries/publications/from-courtship-to-marriage-series.jhtml
http://www.pwc.com/gx/en/capital-projects-infrastructure/gridlines.jhtml

	Button 212: 
	Button 203: 
	Page 2: 

	Button 204: 
	Page 2: 

	Button 195: 
	Page 1: 
	Page 10: 
	Page 11: 
	Page 12: 
	Page 14: 
	Page 15: 
	Page 16: 
	Page 18: 
	Page 19: 
	Page 21: 
	Page 22: 
	Page 23: 
	Page 25: 
	Page 27: 
	Page 28: 
	Page 29: 
	Page 30: 
	Page 31: 
	Page 32: 
	Page 33: 
	Page 34: 
	Page 35: 
	Page 36: 
	Page 37: 
	Page 38: 
	Page 39: 
	Page 40: 
	Page 41: 
	Page 3: 

	Button 196: 
	Page 1: 
	Page 10: 
	Page 11: 
	Page 12: 
	Page 14: 
	Page 15: 
	Page 16: 
	Page 18: 
	Page 19: 
	Page 21: 
	Page 22: 
	Page 23: 
	Page 25: 
	Page 27: 
	Page 28: 
	Page 29: 
	Page 30: 
	Page 31: 
	Page 32: 
	Page 33: 
	Page 34: 
	Page 35: 
	Page 36: 
	Page 37: 
	Page 38: 
	Page 39: 
	Page 40: 
	Page 41: 
	Page 3: 

	Button 201: 
	Page 1: 
	Page 10: 
	Page 11: 
	Page 12: 
	Page 15: 
	Page 16: 
	Page 18: 
	Page 19: 
	Page 21: 
	Page 22: 
	Page 23: 
	Page 25: 
	Page 39: 
	Page 3: 

	Button 202: 
	Page 1: 
	Page 10: 
	Page 11: 
	Page 12: 
	Page 15: 
	Page 16: 
	Page 18: 
	Page 19: 
	Page 21: 
	Page 22: 
	Page 23: 
	Page 25: 
	Page 39: 
	Page 3: 

	CS5-Fran TOC 2: 
	MOnarch TOC 2: 
	Nebraska TOC 2: 
	CS VAM 6: 
	Fran-orange 2: 
	Nebraska Orange 2: 
	NovTit-orange 2: 
	Button 2015: 
	Button 2014: 
	Monarch orange 2: 
	basset blue: 
	basset orange tab: 
	Ed Note Up VA Mason 3: 
	ED NOTE VA Mason 3: 
	bassett IN person: 
	basset phone: 
	bassett @: 
	bassett person: 
	Bassett news: 
	Basset IN web: 
	Bassett IN phone: 
	Bassett IN news: 
	Button 213: 
	Page 14: 
	Page 27: 

	Button 207: 
	Page 14: 
	Page 27: 

	methodist blue: 
	methodist orange tab: 
	Ed Note Up VA Mason 4: 
	ED NOTE VA Mason 4: 
	boerner small 6: 
	berner large 6: 
	skea large 6: 
	bregm small 6: 
	canedy small 6: 
	mac small 6: 
	skea small 6: 
	mac large 6: 
	Canedy large 6: 
	OR control desk 2: 
	Pre-op block room 2: 
	OR LOUNGE 2: 
	PACU 2: 
	OR Suite: 
	brehm large 6: 
	novant bluetab 3: 
	novant orangetab 5: 
	Ed Note Up VA Mason 5: 
	ED NOTE VA Mason 5: 
	Siani OC tab 2: 
	Sinai preop tab: 
	Button 233: 
	Siani PREOP chart 2: 
	Siani OP chart 4: 
	Siani OC chart 4: 
	white bar: 
	St: 
	 Francis Blue tab: 

	Orange st francis: 
	Ed Note Up VA Mason 6: 
	ED NOTE VA Mason 6: 
	Button 238: 
	BW RED Insights 12: 
	BW RED Insights 13: 
	st francis chart2: 
	Button 214: 
	Button 2010: 
	Button 215: 
	Page 28: 
	Page 29: 
	Page 30: 
	Page 31: 
	Page 32: 
	Page 33: 
	Page 34: 
	Page 35: 
	Page 36: 
	Page 37: 
	Page 38: 

	Button 216: 
	Page 28: 
	Page 29: 
	Page 30: 
	Page 31: 
	Page 32: 
	Page 33: 
	Page 34: 
	Page 35: 
	Page 36: 
	Page 37: 
	Page 38: 

	Button 205: 
	Page 40: 
	Page 41: 

	Button 206: 
	Page 40: 
	Page 41: 

	PWC AS IS: 
	PWC to implementation: 
	PWC TO BE: 
	PWC As Is text: 
	PWC To Implement text: 
	PWC TO BE text: 
	PWC From strategy text: 
	PWC From Strategy: 


