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I
n 1998, after strategy sessions with mem­
bership from across the na t ion , the 
Catholic Heal th Association (CHA) 
launched its breakthrough initiative enti­
tled "Living Our Promises, Acting On 

Faith: A National Program of Performance 
Improvement for the Catholic Health Ministry." 
The impetus for this initiative came from a grow­
ing desire for accountability in the ministry and 
to sustain "who we are." 

G r o u n d e d in the Ethical and Religious 
Directives for Catholic Health Care Services, this 
effort focuses on helping CHA members more 
effectively articulate and realize their Catholic 
identity. The overall purpose of this work is per­
formance improvement for the Catholic health 
ministry. The approach designed to help achieve 
this purpose required gathering facility perfor­
mance data and compiling that data into a com­
parative report. The first round of acute-care data 
was collected in February 2000 and published in 
June 2000; the second round of data collection 
occurred in November 2001 and will be distribut­
ed to members in May 2002.* 

THE ROLE OF COMPARATIVE DATA 
Comparative performance data serve several use­
ful purposes. First, the data describe the min­
istry's overall performance in quantifiable mea­
sures, which allows the ministry to discuss these 
topics in concrete terms. Second, the data inform 
the entire ministry about collective opportunities 
for improvement. Analysis reveals potential per­
formance gaps and provides direction for moving 
the entire ministry. Third, potential sources of 
successful practices that lead to improved perfor-

Living Our Promises, 
Acting On Faith 
1 Snliiinal Program fnr Performance 
Improi emeut for the Catholic Health Ministry 

^Copies of these reports are available to CHA members 
at no cost; visit our online Resource Catalog at 
www.chausa.org/RESOURCES/ or call 314-253-3458. 

mance are revealed. Comparative data indicate 
which factors influence performance, which is 
vital to the benchmarking process, fourth, com 
parative data offer individual facilities a wealth of 
information with which they can stimulate inter­
nal performance improvement. 

By comparing individual facility performance 
with ministry-wide and peer group performance, 
facility leaders can incorporate performance 
improvement of the measures included in this 
dataset into the organization's overall perfor­
mance improvement initiatives. 

Comparative data provide powerful motivation 
for organizational change by identifying opportu­
nities for improvement and assisting in setting 
improvement goals. With the outcomes reported 
in the "Living Our Promises, Acting On Faith" 
comparat ive da tase t , leaders can establish 
improvement goals that are motivational, realisti­
cally achievable, and rooted in the demonstrated 
performance of others in the ministry. 

A TWO-PART APPROACH 
The "Living Our Promises, Acting On Faith" 
report provides two types of interconnected data. 
Performance Measures Data The data collection tool 
included 21 different measures of organizational 
performance. These ranged from satisfaction 
measures (the percent of employees indicating 
satisfaction with their involvement in decision 
making) to volume-related measures (the percent 
of total pastoral care visits performed in acute 
inpatient care settings) to selected financial mea­
sures (long-term debt to capitalization ratios). 
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The Table below presents a hypothetical facili­
ty's comparative data for a selected performance 
measure: "The percent of patients who died in 
the facility in the last calendar year who received 
palliative care." This hypothetical hospital is a 
250-bed urban facility that belongs to a health 
care system. As such, the comparative peer 
groups include all participants, system partici­
pants, urban facility participants, and those par­
ticipants that have between 200 and 299 beds. 
Characteristics Data Characteristics used in the per­
formance comparison arc factors believed to 

influence performance, as gauged by the measure. 
The characteristics applicable to each measure 
were developed from discussions with practition­
ers active in each field. 

The characteristics are affirmative statements 
about the presence of some attribute within the 
facility, such as "1 he facility provides education on 
supportive services such as palliative care and/or 
hospice tor all physicians.''' Each performance mea­
sure in the data collection tool has a group of relat­
ed characteristics statements. 

When data were collected, study participants 

SAMPLE PARTICIPANT DATA AND COMPARATIVE GROUPS REPORT 
Study System Urban 

Measure 

200 - 299 Beds 

Your 25th 50th 25th 50th 25th 50th 25th 50th 
hospital percentile percentile percentile percentile percentile percentile percentile percentile 

M14: The percent of patients 
who died in the facility in the 
last calendar year who 
received palliative care 

35.0% 95.0% 54.0% 95.0% 50.0% 91.2% 45.0% 87.7% 35.0% 

Measure 
Your 

hospital 
Study 
%Yes 

System 
%Yes 

Urban 
% Yes 

200 - 299 
Beds 
% Yes 

C98: The facility provides education on supportive services such as palliative 
care and/or hospice for all physicians. 

No 71.4% 83.1% 

C99: The facility provides education on supportive services such as palliative 
care and/or hospice for all patient care staff. 

No 79.7% 84.3% 

C100: Facility discharge planning staff initiative requests from physicians 
and/or patient and/or family for supportive services. 

Yes 96.5% 97.5% 

80.9% 

83.7% 

96.3% 

82.3% 

85.1% 

93.9% 

C101: Effectiveness of supportive services is evaluated from the perspective 
of the bereaved family members. 

C102: Clinical care paths include pastoral care intervention when death is 
imminent. 

No 

No 

50.6% 51.5% 

65.4% 73.2% 

50.1% 

71.5% 

49.8% 

69.7% 

C103: The facility provides patient care staff with trainiing in end-of-life 
issues such as reconciliation, conflict resolution, and grieving. 

No 67.1% 71.9% 72.1% 

C106: The facility provides training to staff to raise awareness about the influ- Yes 
ence of cultural and ethnic background in the pain and end-of-life process. 

99.6% 99.2% 98.4% 

68.4% 

C104: The facility staff completes spiritual assessments of patients admitted 
with diagnosed terminal illness and implements appropriate interventions. 

C105: The facility ensures the availability of sacraments 24 hours a day. 

Yes 

Yes 

99.6% 

100.0% 

99.4% 

100.0% 

98.9% 

100.0% 

99.3% 

100.0% 

99.5% 
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C O M P A R A T I V E D A T A 

responded to the characteristics statements with 
either a "yes" or "no." The final report presents 
the hospital's response alongside the four peer 
group comparisons listed. The percent of partici­
pants in each peer group who responded "yes" 
appears for each characteristic. 

When comparative performance measures data 
are supported by detailed comparative characteris­
tics data, hospitals can use the composite informa­
tion to analyze differences in organizational poli­
cies, processes, and practices that influence perfor­
mance. Discerning these differences and acting on 
them unleashes the power of comparative data in 
the hospital's internal improvement process. 

INCORPORATING COMPARATIVE DATA IN EXISTING 
PERFORMANCE IMPROVEMENT EFFORTS 
Once a management team decides to incorporate 
comparative data in the organization's improve­
ment efforts, the team needs a pathway to guide 
its application. Without such a pathway, the man­
agement team risks missed opportunities or mis­
application of the data. To accomplish this, hos­
pital leadership must treat improving perfor­
mance in demonstrating its ministry the same 
way it treats improving performance in clinical 
and operational areas. 

The comparative data report now available for 
acute-care facilities can assist hospital leadership 
with setting improvement goals and can provide 
direction for better performance. This effort, 
however, does not require m entirely new initia­
tive. Today, virtually all hospitals have some type 
of performance improvement structures in place. 

In a manner similar to clinical or operational 
improvement, leadership can create a perfor­
mance improvement team. The performance 
improvement team, in turn, uses the hospital's 
designated process to address the challenge. As it 
works to accomplish its mission, the improve 
ment team reports its progress using the existing 
reporting channels. 

AN APPROACH TO USING COMPARATIVE DATA 
The Figure (see page 15) presents an approach 
for using comparative data to drive internal 
improvement. Figure 1 presents the hypothetical 
comparative data to use in the algorithm. 
Assessment The approach begins with the manage­
ment team reviewing the data and determining 
the hospital's comparative standing. As the sam­
ple report shows, in palliative care, the hospital 
compares unfavorably with all its peer groups 
except for bed size: Only 35 percent of patients 

who died in the facility received palliative care. 
The important point to take away from that is 
that 65 percent of dying patients did not receive 
this care. The hospital performs below the overall 
study, system, and setting participants in this 
important service to patients. 

The management team then asks if perfor­
mance, as assessed by this measure, is consistent 
with the organization's values, mission, strategy, 
and operating model. Given the measure and the 
organization's mission and values, along with its 
pledge of the fidelity to the Ethical and Relijji-
OUS Directives for Catholic Health ('arc Services. 
the management team affirms that improvement 
in this measure is consistent with its core values. 

The management team takes this information, 
adds detailed know ledge of its own operation, 
and discusses the appropriateness of setting an 
improvement goal. In this instance, given the 
nature of the measure, 100 percent represents a 
desirable long-term goal. However, the team 
wishes to set some short-term objectives for 
incremental improvement over the next three 
years. For the purpose of the example, the team 
chooses to increase this number to 60 percent by 
the end of the first year, 85 percent by the end of 
the second year, and 100 percent at the end of 
the third year. 

Performance Improvement Initiatives Once the manage­
ment team reaches agreement on ,m improve­
ment goal, it incorporates the project into the 
Organization's existing performance improve­
ment (PI) initiative. The practices of the hospi­
tal's PI initiative call for establishing a PI commit­
tee to analyze performance and develop recom­
mendations for actions that will accomplish the 
set improvement target. 

The PI committee reviews the improvement 
goal and comparative data. It then analyzes the 
characteristics to determine how the hospital per­
forms when compared with the peer groups. As 
the sample report demonstrates, the hospital per­
forms consistent with the peer groups in charac­
teristics C100, (104 , ( 1 0 5 , and C106. The hos­
pital appears to differ from the majority ot peer 
group participants in characteristics C98, C99, 
( 1 0 1 , ( 1 0 2 , and C103. These differences mav 
represent factors that contribute to the perfor­
mance measure. 

For example, characteristics C98 , C99, and 
( 1 0 3 relate to education and training. In each of 
these characteristics, the hospital differs from the 
majority of its peer groups. The hospital does, 
however, provide training about the influence of 
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culture and ethnic background (C106), which is 
consistent with its peer groups. The PI commit­
tee reviews existing training practices and discuss­
es the appropriateness of expanding education 
and training offerings into more areas and broad­
ening the audiences for those offerings. The PI 
committee recommends ,\n objective for the first 
year to increase education and training programs 
on palliative care. 

The hospital also differs from its peer groups in 
the evaluation of the effectiveness of supportive 
services by bereaved families. Approximately half 
the participants in each peer group responded 
that they conduct such evaluations. The PI com­
mittee discusses these results <\nd researches an 
appropriate mechanism with which to conduct 
evaluations of the effectiveness of supportive ser­
vices by bereaved families. It ultimately recom­
mends the use of structured telephone interviews 
as the assessment mechanism. 

The third difference revealed by the compara­
tive data lies in the inclusion of pastoral care 
interventions in clinical care paths. The PI com­
mit tee discusses the hosp i ta l ' s ineffective 
attempts to develop and deploy clinical care paths 
and the reluctance of the clinical staff to engage 
in that developmental process. Although the PI 
commit tee recognizes this may represent a 
method to improve performance in this measure, 
the current organizational climate precludes act­
ing effectively on this potential improvement 
idea. The PI commit tee identifies the work 
required to create ,\\i accepting atmosphere to act 
on the idea, but defers a specific objective. 
Action Plans Once the PI committee reaches agree­
ment on the actions it will take to improve per­
formance, it develops detailed action plans. These 
action plans identify the specific steps to be taken 
to transform the action from MI idea to reality. 
The action plans also identify the time frame 
within which the steps will be completed and the 
individuals responsible for completion. 

The PI committee carries these recommenda­
tions back to the management team. Once 
approved, implementation of the action plans 
begins. Once implemented, performance is moni­
tored to determine the level of improvement 
achieved. 

As depicted in the Figure at right, after a 
reasonable amount of time has elapsed the com 
mittee takes new measurements and determines if 
performance has reached the desired level. If it 
hasn't, the team cycles through the approach 

('ontinued on page 6S 

ALGORITHM FOR THE USE 
OF COMPARATIVE DATA 

( Start ) 

_3_ 
Compare facility performance data 

Is facility 
performance 
worse than 

median 
data? 

Doc 5 
topic align 

with values. 
mission, strategy. 

and strategic 
plan? 

Discuss potential for improvement 

Reach agreement on improvement goal 

Review characteristics for insights 
into area of focus 

Compare facility performance to data 

Discuss appropriateness of changing 
characteristics as means of improvement 

Discuss changing factors 
as a means of improvement 

Reach agreement on actions 
to take on means of improvement 

I Develop actions plans to guide 
implementation of actions 

T 
Implement planned actions 

Monitor new level of performance 

Is facility 
performance at 
desired level? 

( rl.y. ) 
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COMPARATIVE DATA 
Continued from page 15 

again, seeking new insights into 
mechanisms for change. If it has, the 
team turns its attention to other areas 
needing improvement. 

Incorporat ing the "Living Our 
Promises, Acting On Faith" compara­
tive data by using existing resources 
and methods, takes advantage of the 
flexibility and rigor in the current 
improvement structures and process­
es and involves more staff in a broad­
er array of areas. In addition, incor­
poration precludes development of a 
new structure to address these oppor­
tunities for improvement, thereby 
promoting organizational alignment 
and integration. 

A CALL TO ACTION 
One of the recurring lessons from 
"Living Our Promises, Acting On 
Faith" has been that hospitals that 
have worked to align their values, 
mission, s trategy, and opera t ing 
model tend to perform more effec­
tively. And most importantly, they 
serve their patients better. The data 
resulting from the project provide a 
rich, informed description of the cur­
rent status of the ministry. This infor­
mation has begun to drive collabora­
tive benchmarking s tudies at the 
national level through CHA and at 
regional levels through individual sys­
tems. In turn, these benchmarking 
studies are beginning to indicate suc­
cessful pract ices that can help 
improve performance across the min­
istry. 

Much more can be done, however, 
to foster breakthrough improvement 
within Catholic health care. If each 
study part icipant conduc ted one 
improvement project over the next 
year, the collective improvement 
across the ministry could be astound­
ing. If the entire CHA membership 
launched one such internal improve­
ment project using the data to help 
set an improvement goal, the min­
istry-wide impact would increase 
three-fold. 

When does your improvement proj­
ect begin? a 

BACK TO BASICS IN MANAGED CARE 
Continued from pujif 22 

expenses through additional adminis­
trative processes. The CMCC has rec­
ommended that its members undertake 
the following strategies as a counter­
vailing force to plan efforts. 
Reexamine Traditional Points of Negotiating 
Leverage Critically evaluate the true 
potential for plans to terminate hospi­
tal cont rac ts . Most hospitals have 
found that the risk of losing a contract 
is relatively small and have begun to 
negotiate accordingly. 
Develop a Contract Language Template Make 
sure that the organization's negotiators 
agree on and understand the contract's 
language before negotiations start. Too 
often, poor contract language is the 
result of perceived pressures to finalize 
negotiations. The time to make ratio­
nal decisions about contracting strate­
gy is not when $1 million in patient 
revenue is in play. 

Don't Automatically Use the Existing Rate as the 
Starting Point in Negotiations A 10 percent 
increase on a crummy rate is still a 
crummy rate. View managed care con­
tracts as a portfolio, not as individual 
business arrangements. Understand the 
relationship between price and volume 
for the entire portfolio .md determine 
which contracts are underperforming. 
Make it a priority to improve those 
contracts to the level at which other 
contracts are performing. 
Develop or Invest in Systems that Measure Your 
Expected Payments from Managed Care Plans 
The claims recovery industry has 
grown out of the difficulties hospitals 
have had in collecting accurate pay­
ments from managed care plans, in 
combination with hospitals' inability to 
actually determine the amounts owed. 
Without resolving underlying claim 
denial or underpayment issues, claims 
audits can become an annual event. 
Hospitals should develop and staff 
efforts designed to accurately calculate 
expected reimbursement and collect all 

monies owed at the time the claims are 
paid. 
Manage Claim Denials The Health Care 
Advisory Board reports thai the per­
centage of Maryland hospital claims 
denied increased from 3 percent in 
1996 to 6 percent in 1997 and 9 per­
cent in 1998." As the number of denials 
and the dollars denied continue to 
increase, hospi tals must begin to 
understand the reasons for denials M\I\ 
take corrective action. Until they begin 
understanding basic information—such 
as that involving a claim's attending 
physician, DR.G, place of service, and 
denial category—hospitals will find it 
impossible to correct the problem in a 
systematic way. 

Even successful managed care de­
partments will be under continuing 
pressure from both senior managers 
(who require contracts to be profi­
table) and managed care plans adminis­
trators (who want to reduce expendi­
tures) . To satisfy management and 
resist plan administrators, managed 
care departments require a back-to-
basics approach that aggressively man­
ages solidlv dratted contracts, negotiat­
ing appropriate rates, mi\ collecting all 
monies owed. D 
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