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Business

Basic Statistical Analysis 

Statistical analysis provides the empirical tools to make sound decisions. Most basic of these are measures of central tendency: the median and mean. The median is that number above and below which 50 percent of scores fall. The mean refers to the arithmetic average of all scores. The mode, on the other hand, is the most common or frequent score or number. To evaluate more completely any group of data, it is important to have some expression of the spread of scores within that group. This spread or distribution of scores is commonly called variability. A range of scores shows the distance between the highest and lowest score in the group; however, variability of scores is best represented by the standard deviation around the mean. Another tool is the control chart. It allows one to monitor, control, and improve process performance by examining variation over time. The control chart will show the process mean (centerline) and the fluctuation or variation of data. Upper and lower control limits are set to indicate “statistical control” wherein normal variation is expected. Points outside the control limits may indicate problems that should be studied. One final tool to consider is that of regression analysis. This technique uses a mathematical equation to show the relationship between sets of data or variables. This relationship is depicted by a regression line that, when extended out into the future, can be used for health planning (e.g., forecasting of patient demand). 

Strategic Planning Principles 

Planning has been defined by Longest, Rakich, and Darr as “anticipating the future, assessing present conditions, and making decisions concerning organizational direction, programs, and resource deployment.” Strategic planning is now viewed more appropriately as “strategic management” in that planning must be integrated with other management functions (i.e., organizing, directing, controlling, staffing, and decision making). Hence, current strategic planning processes usually consist of the phases and elements outlined below:

I. Assessment 

A. Review or establishment of vision, mission, values, and guiding principles 

B. External assessment of market, competition demographics, environmental conditions, and technology as well as determination of customer or stakeholder needs and expectations 

C. Internal assessment of strengths and weaknesses of the organization, including its financial status 

II. Planning 

A. Development of a plan based on the assessment. The plan would include goals, specific objectives, metrics to assess success in reaching goals and objectives, and a delineation of resources needed to accomplish goals and objectives 

B. Enhancement of the plan using the principle of “catch all” whereby drafts of the plan are reviewed by all major departments and services 

III. Implementation 

A. Leaders establish the organizational culture, communication, rewards system, support structures, and policies to ensure that the plan is effectively implemented 

B. Departments develop their own plans based on the organization’s strategic plan 

C. Cross-functional teams are established, if necessary, to plan and implement major systems change across the organization 

D. Individuals are held accountable for the implementation of plan 

IV. Evaluation and Continuous Improvement 

A. Measurement of results of plan against goals and objectives 

B. Evaluation or analysis of results 

C. Change/modification of plan based on the analysis of results 

Basic Business Contracts 

Contracts occur in a variety of situations (e.g., to purchase supplies, equipment, or services). Longest, Rakich, and Darr define a contract as “an agreement between two or more parties that identifies rights and obligations.” The authors also identify four elements of a valid contract: (1) an agreement is reached after an offer is accepted, (2) there is consideration or something of value in the agreement, (3) the agreement is reached by parties who have the legal capacity to contract, and (4) the contract’s objective/purpose is lawful. When a party does not perform certain performance requirements of the contract, a breach of contract can occur, usually resulting in a remedy (e.g., money damages) for the aggrieved party. Breaches can be avoided through careful drafting and negotiating of contract provisions. 

Marketing Principles and Tools 

Marketing is critical to the ongoing survival and competitive advantage of the healthcare organization. The most widely accepted definition of marketing comes from the American Marketing Association, which states that marketing is the “process of planning and executing the conception, pricing, promotion, and distribution of ideas, goods, and services to create exchanges that satisfy individual and organizational objectives.” Marketing usually begins with defining key customer groups (market segmentation) and determining customer needs, expectations, and buying behavior. Segmentation analysis can be done through analysis of socio-demographic variables such as age, gender, ethnicity, and geographic location. In addition, a situational assessment is made often through a SWOT analysis that examines strengths and weaknesses of the organization as well as opportunities and threats in the current or future environment. Studies of market share, brand loyalty, and brand recognition are now regularly done to better understand the competitive position of the organization as well as what changes may be needed in promotion or advertising. Modifications in product strategy are often based on a portfolio analysis in which different service lines are evaluated with regard to their profitability, consistency with organizational goals, and competitive position in the marketplace. 

Business Plan Development and Implementation 

A business plan is used as a vital communications and planning tool to channel efforts for a particular project or initiative. A business planning process enables a standardized process for market and data-driven comparisons of existing and proposed programs. Arista Associates suggests that the business planning process include four steps: (1) assess your current situation, (2) decide what you want to accomplish by drafting your objectives, (3) ensure all have input into the process, and (4) discuss whether your business planning process is meeting objectives. The actual business planning document should include a thorough description of the project, situation, target market, and objectives. In addition, the plan must include the specific steps needed to accomplish the project or program along with a timetable (milestones) for implementation. All costs relevant for the project should be delineated (operational, capital, or other resources needed), and the financial impact of the project should be shown (e.g., through a break-even analysis, net present value, etc.). Finally, the business plan should include an evaluation component that shows how the outcome of the project will be measured (e.g., utilization, revenue, expenses, etc.)

Difference between a BCA and a Business Plan

	
	BCA
	Business Plan

	Organized around…
	Single action
	Organization or the whole enterprise

	Predicts…
	Cash flow results and important non-financial impacts that follow from the action
	Business performance of the organization, especially in the main categories of the income statement

	Based on…
	Cost model and benefits rationale for the case and applied to one of the action scenarios
	Business model for the organization and expected trends


Risk in businesses.

Business risk – the uncertainty inherent in a business’s operating income (EBIT) 

BETA = A measure of a security or portfolio's volatility, or systematic risk, in comparison to the market as a whole. 


Corporate beta = a measure of a project’s risk (volatility of returns)


Market beta = a measure of a project’s risk relative to well-diversified stock portfolio – a well – diversified market has an overall corporate beta of 1.0

Discuss the nature of healthcare markets, how they differ from non-healthcare markets, and how to define and delineate market areas

Market is defined as a group of consumers who share a particular characteristic that affects their needs or wants and makes them potential buyers of a product. 
To start looking at a market area you would look at the market size, market composition, health services demand, and availability of resources.  It is important to look at the future characteristics of all of these compo tents as it will take time for a new organization to enter into the market and changes in the market could impact the decision to enter this market.
The type of business you are in has a major impact on the level of geography you will look at.  
Sales- An approach to business that emphasizes the transaction aspects of the buyer-seller relationship rather than the more information-oriented approach associated with marketing

Concerning market failure, where a market fails to promote efficient use of resources, how is HC different from other businesses (five items)? Explain this caveat. 

Market failure is a necessary, but not sufficient condition for government intervention in healthcare provision. It may cost the government $10m to correct a problem in the marketplace, but only imposes $8m in damages. While markets may fail and impose societal costs, the costs of government intervention may be greater. This is necessary because of (1) uncertainty, (2) insurance (finance method), (3) information (imperfect, Internet), (4) role of NFPs, (5) restriction of competition. NOTE: Health Insurance is the primary mechanism that enables people to obtain health care services.  Economic theory suggests that insurance lowers the out-of-pocket cost of care to the consumer and therefore they consume more, raising the costs.  

Business Strategy – A set of strategic alternatives that an organization chooses from to most effectively compete in a particular industry or market.

Finance

·   Understand managerial factors in controlling accounts receivable. 

tc \l3 "Understand managerial factors in controlling accounts receivable. Accounts receivable can be defined as one of a series of accounting transactions dealing with the billing of customers who owe money to a person, company or organization for goods and services that have been provided to the customer. This is typically done in a one person organization by writing an invoice and mailing or delivering it to each customer.
Basically, the problem of controlling the costs of accounts receivable centers on the matter of controlling the time or the length of the accounts receivable payment cycle.  The longer this payment cycle, the larger the health care organizations working capital investment in accounts receivable must be.  

Approaches can be used to monitor accounts receivables: 

1.  Days in accounts receivable  =   Net patient accounts receivable
                                                         Net patient service revenue / 365

This equation is used to measure effectiveness in managing receivables.  This measure of financial performance, which is sometimes classified as a liquidity ratio rather than an asset management ratio, has many names, including days in account receivables, average collection period, and day’s sales outstanding. 

2.  Average collection period = days inpatient accounts receivable and provider organizations is 16 days:

average daily sales (ADS) = annual sales = units sold X sales price




360


360 

Healthcare managers must monitor receivables to ensure that they are being collected in a timely manner and to uncover any deterioration in the “quality” of receivables.  Early detection can help managers take corrective action before the situation has a significant negative impact on the organization's financial condition.

Acceleration techniques may be used to get earliest possible payment: 

Charge capture systems - bar codes 

Electronic billing to tape – don’t send paper send tape to payor

Electronic billing transmission - send over telephone lines 

Prompt payment discounts - pay early get discount

Electron collections - wire money on date due

Lock boxes - PO Box # located in the area of the payers

Concentration Banks - Lock boxes are spread out and the concentration Banks collect 



from the lock boxes every day. 

In general, the following three objectives are usually associated with accounts receivable management: 

Minimize lost charges

Minimize write-offs for uncollectible accounts 

Minimize the accounts receivable collection cycle

·   Understand the elements in providing credit, including routing credit and collection costs, carrying costs, and delinquency costs.  

tc \l3 "Understand the elements in providing credit, including routing credit and collection costs, carrying costs, and delinquency costs.  General rule - The extension of credit is a costly undertaking for the lending firm and, hence, should only be utilized to the extent that it increases profits. 

The carrying cost, on accounts receivable, is the opportunity cost equal to the return that could have been obtained if the funds invested in accounts receivable were invested in some other manner.

In addition to carrying cost, the second major category of costs attached to the use of accounts receivable are routine collection and credit costs.  These costs are operating expenses that arise from extending credit.  Health care organizations extending credit must create credit departments and collection departments in order to make knowledgeable credit decisions and protect their revenue and operating position.

- A credit department identifies those purchasers who are poor credit risks and should not                 be granted credit.

-A collections department keeps track of invoices, discounts, and due dates; sends 
  payment reminders; and when necessary, takes follow-up action on unpaid accounts. 

-The credit and collections departments can be quite expensive thus creating  a high 
  operating cost.

Another cost associated with extending credit is delinquency cost.  Delinquency costs arise due to the uncertainties inherent in the credit screening and granting process.  

·   Understand the basics of investment decision making: 

tc \l3 "Understand the basics of investment decision making: There are six major categories of information that should be included in most capital expenditure proposals: 

1. Alternative available

2.  Resources available

3.  Cost data

4.  Benefit data

5.  Prior performance

6.  Risk projection

Concept of capital rationing: Limiting a company’s new investments, either by setting a cap on parts of the capital budget or by using a higher cost of capital. This might happen when a company has not enjoyed good returns from investments in the recent past. Capital rationing occurs when a firm cannot find the necessary financing for its positive NPV projects. 

Use of discount rates: AKA Cost of capital. The rate of return required to undertake a project. Accounts for time value of money and risk. Discount future cash flows, using the discount rate, into present values to account for the time value of money. 

Elements of financial risk:  Financial risk results from financial transactions. Involves prospects of returns that are less than anticipated. Elements include:

1) market risk (due to trends in the entire economy)

2) company liquidity risk (occurs when a company is in trouble and can no longer issue securities that financial markets or banks will accept)

3) counterparty risk (AKA solvency risk – risk that a creditor will lose his entire investment if a debtor cannot repay him in full)

4) political risk (risk created by a particular political situation)

Use of cost/benefit index in evaluating capital investments: Cost information is an import variable in the decision making process.  In all cases, the life cycle costs of a project should be presented.  Limiting cost information just to capital costs can be counterproductive.   We can divide benefit data into two categories: quantitative and not quantitative.  Effective management control is predicated on the use of numbers that relate to the organization(s stated goals and objectives.  Non-quantitative data will include opportunity costs and social costs.  

The profitability index method of capital project evaluation is of primary importance in cases where the benefits of the projects are mostly financial.  The profitability index attempts to compare rates of return.  

Profitability index   =            NPV         
                                                   Investment cost

Values for profitability indices that are greater than zero imply that the project is earning at a rate greater than the discount rate and should therefore, be funded.  

How net present value (NPV) is used in investment decisions: NPV represents the value of cash flows linked to the investment discounted at the rate of return required by the market for the level of risk for the investment. Hence NPV represents the amount of value creation anticipated for this investment. A bond price is the present value of all future cash flows. A positive NPV indicates that the investment return is financially feasible.

·   Know the uses of time value of money techniques, discounted cash flow (DCF), and NPV techniques.

tc \l3 "Know the uses of time value of money techniques, discounted cash flow (DCF), and NPV techniques.The uses of time value of money techniques: The financial value of any asset is based on future cash flows. However, a dollar rot be received in the future is worth less than a current dollar because a dollar in hand today can be invested. Because current dollars are worth more than future dollars, valuation analyses must account for cash flow timing differences.

Discounted cash flow (DCF): Discount future cash flows, using the discount rate, into present values to account for the time value of money. The discount rate applied to the cash flows is the rate that can be earned on alternative investments of similar risk.

Net Present Value (NPV) techniques: NPV is a profitability measure that uses DCF techniques.


1) Find the present (time 0) value of each net cash flow, including both inflows and


    outflows, discounted at the project cost of capital.


2) Sum the present values. This sum is defined as the NPV.


3) NPV: positive = profitable; zero = break even; negative = unprofitable

·   Understand how the following are used in integrating the strategic and financial plan

tc \l3 "Understand how the following are used in integrating the strategic and financial plan: It is extremely important to determine the present financial health and position of the firm. Without this information, projections about future growth can be dangerous. In most situations, past performance is usually a good basis for projecting future performance.  

Growth rate of assets - A summary of present financial position will give you a good basis for projecting growth rates for individual asset accounts. These growth rates should be related to the financial plan. Ideally, you should know what new programs and services will be introduced into the plan and these projections must be translated into specific financial requirements. This typically represents the compounded annualized rate of growth of assets.  

Debt Capacity - Debt capacity can be defined in a number of ways.  \It can be expressed as a ratio, such as a long-term debt to equity ratio, or it can be defined in terms of demonstrated debt service coverage. Whatever the method used, some limit on debt financing should be established. That limit should represent a balance between the organizations desire to avoid financial risk exposure and the investment needs of its strategic plan.    

Profitability Objectives - Profit in a health care facility is influenced by various factors including:  
1.  Rates

2.  Volume

3.  Variable cost

4.  Fixed cost

5.  Payer mix

6.  Bad debt

Break -even analysis also called cost-volume-profit analysis is used for studying the level of sales needed to cover all costs. This is helpful in planning profitability levels. Break-even analysis requires that costs be analyzed and classified as fixed or variable.  

Break-even point     =    Total Fixed Costs    
                                   Unit Price-Unit Variable Cost

·   Understand the uses of the following budgeting techniques

tc \l3 "Understand the uses of the following budgeting techniques.Zero Based Budgeting is a an approach to budgeting that continually questions both the need for existing programs and their level of funding, as well as the need for new programs. 

Incremental Budgeting is an approach to budgeting which starts with an existing budget to plan future budgets. This approach gives a slight increase, no change, or slight decrease to various line items, programs, or departments. In some cases, all programs may receive an equal increase or decrease. In other instances, management may differentially give increases or decreases.

Program Budgeting is an extension of the line item budget (shows revenues and expenses by category, such as labor and supplies). The program budget shows revenues and expenses by program or service lines. 

(See pgs 351-359 in Zelman, McCue, Millikan, and Glick) 

· Understand the concepts of cash flow and operating margin

tc \l3 "Understand the concepts of cash flow and operating margin.Cash flow is concerned with “Where did cash come from and where did it go.” Changes in cash position are categorized as either sources of cash flow (receipts) or uses of cash flow (disbursement). Sources of cash include: collection of accounts receivable, cash sales, investment income, sale of assets, financing, and capital contributions. Uses of cash include: payments to employees, payments to suppliers, payments to lenders for interest and principle, purchase of fixed assets, and investments.  

The primary factor affecting the validity of the cash budget is the accuracy of the forecasts for individual cash flow categories. The greater the degree of possible variation between and forecasted cash flow, the higher the liquidity needs of the firm. Firms that cannot predict cash flow with much certainty should increase their cash balances or negotiate lines of credit to escape the possibility of severe cash insolvency problems.  

The operating margin is a profitability ratio. The operating margin is computed by dividing operating income (total operating revenues minus total operating expenses) by total operating revenues. The margin indicates the proportion of profit earned for each dollar of operating revenue.

Operating margin =      Operating income
                                            Total operating revenues

The purpose of  profitability ratios is to determine whether the firm is making money and to what extent. It affects the flexibility and ability of the organization to survive. This ratio is of special interest to boards, owners (present and potential) and long-term lenders. Higher is better for all profitability ratios.  

·   Understand the following reimbursement methods
Per diem 


DRG 

Capitated method 

Cost-based 

Per diem Daily. The phrase is Latin for 'per day', and is often used when referring to daily employee expenses or reimbursements. The provider is paid a fixed amount for each day that service is provided, regardless of the nature of the services.  The provider bears the risk for any costs that exceed the daily (per deim) rate.  

Diagnostic Related Group (DRG)--An inpatient classification system used by the US Dept. of Health and Human Services/Health Care Financing Administration (HCFA) to determine hospital reimbursement for Medicare patients. The DRG system categorizes patients with similar medical diagnoses, treatment patterns, and statistically comparable lengths of stay in a hospital, and attaches a reimbursement rate to each DRG. Some managed care plans use the DRG payment method for setting payment rates and selecting providers. The provider is paid based on the patient’s diagnosis.  Medicare’s DRGs are used as the basis for determining the patient(s diagnosis. The provider is at risk for the portion of the care that exceeds the allowable amount for the DRG. 

Capitated Method—a fixed dollar amount for each month the patient remains under contract. This requires an explicit selection of provider by the patient, even though the patient may not seek care at all. The provider, usually a hospital-physician group combination, accepts full risk for managing the patients’ care. Capitation has proven unattractive to physicians and patients alike.

The provider is paid a fixed amount per enrollee per period (usually a year).  The enrollees can access the system as much as needed for this single period payment.  Of all payment systems, this one is the most risky for the provider.

Under a capitated form of reimbursement, the total amount of reimbursement is a function of the number of subscribers, not the volume of services provided. Once the coverage period starts, the number of subscribers is fixed; therefore, the total revenue curve is flat (i.e., does not increase with volume,

Whoever accepts the capitated rate is responsible for any over utilization of health services that exceed the premium paid. All providers, third party payors or insurance companies can also be paid on a capitated basis but it is up to the initial organization receiving the premium to negotiate the reimbursement method to the providers actually providing the care

Cost Based  The provider is paid for the cost of providing care.  Generally the payer and provider negotiate over the costs that will be reimbursed.  There are two approaches to cost based reimbursement:

(a) Retrospective- The provider is reimbursed for the allowable costs as they happen and receive a final settlement when the care is complete.

(b) Prospective- The payer knows how much they will reimburse for each category of care provided.  If costs exceed the predetermined amount sometimes the payer will upwardly adjust the reimbursement.

·   Understand the difference between community rating and experience rating

Experience-Rated Premium--Health plan premium based on the anticipated claims experience of, or utilization of services by, an enrolled group, based on attributes expected to affect its health service utilization (such as age, previous claims history, etc.). Individuals are charged different premiums based on their use of services.  (Kovner 278)

The insurer’s goal regarding experience rating is to develop highly equitable and appropriate renewal premiums for each group that’s experience rated. To accomplish this, insurers use an experience rating formula. Simply stated, an experience rating formula examines a group’s prior claims experience, makes appropriate adjustments to the claims experience for various valid reasons, then projects these adjusted claims forward in order to estimate what the expected claims level will be during the next plan year. Lastly, preliminary renewal premiums are developed such that they’ll precisely cover the expected claims, administrative expenses, and the insurer’s profit objective. In the vast majority of cases, the formula-generated preliminary renewal rates will become the actual renewal rates for a group. However, the formula-generated preliminary renewal rates for groups that are significantly “outside the norm” need to be adjusted (up or down). The reason for this is that experience rating formulas only work well for groups whose historical claims experience and “account dynamics” (i.e., participation rate, age/sex demographics, etc.) have been fairly stable in recent years. If a group’s financial vitality is changing substantially from one year to the next, or the group’s future claims experience can’t be accurately predicted because the group will be undergoing some significant changes in the next plan year, an adjustment to formula generated preliminary renewal rates is in order. Obviously, a formula can’t possibly generate appropriate renewal rates for every group without regard to the group’s specific circumstances; therefore, underwriter judgment is an essential part of the experience rating process. Although experience rating has been around for decades, the vast majority of HMOs, Blue Cross Blue Shield plans, and commercial insurers have an experience rating formula (and process) that needs improvement. There are also a great many insurance professionals of all types who would dramatically improve their job effectiveness by substantially increasing their knowledge regarding experience rating. (experience rating boot camp)

Community Rating--A system of setting health insurance premiums by which the insurer calculates the total claims or health expenditure experience of the members within a given geographic area or "community," and uses that information to determine a rate that is common for all groups, regardless of the individual claims experience of any one group (contrasts with Experience Rating).  Every individual who subscribes from a given group pays the same premium for their health insurance.  In this system, the healthy subscribers pay higher premiums than they would otherwise pay while the unhealthy subscribers pay less.  In a sense, the healthy subscribers are subsidizing the unhealthy.  (Feldstein pg 159)

·   Know the difference between the income statement, statement of cash flows, and the balance sheet

3 Main Financial Statements


For Profit


NFP

Balance Sheet

Balance Sheet


Income Statement

Statement of Operations


Statement of Cash Flows
Statement of Cash Flows

Balance Sheet – snapshot (today) [Assets = Liability + Shareholder Equity]
Income Statement – over a period (quarter, year)   [Revenues – Expenses]
Presents revenues  earned  and expense incurred over a period of timeI

Cash Flow – 3 parts Financing, Operations, Investing [REAL MONEY]

Presents either directly or indirectly the major sources of cash and the major uses of cash. Shows sources and uses from operating activities, investing activities, and financing activities. This statement is used to report cash balances as if we used the cash basis instead of the accrual basis.

Ratios


Current – CA/CL


Quick – Cash + Marketable Securities + Net Receivables/ CL


Acid – Cash + MS/ CL

Financial Accounting – historical and is mainly for external

Managerial Accounting – is used for forecasting and is for internal

·   Understand the concepts of financial leverage, growth rate, and contribution margin
Financial leverage The degree to which an investor or business is utilizing borrowed money. Companies that are highly leveraged may be at risk of bankruptcy if they are unable to make payments on their debt; they may also be unable to find new lenders in the future. Financial leverage is not always bad, however; it can increase the shareholders' return on their investment and often there are tax advantages associated with borrowing.

Financial leverage takes the form of a loan or other borrowings, the proceeds of which are reinvested with the intent to earn a greater rate of return than the cost of interest. Leverage allows greater potential return to the investor than otherwise would have been available. The potential for loss is greater because if the investment becomes worthless, not only is that money lost, but the loan still needs to be repaid. Margin buying is a common way of utilizing the concept of leverage in investing. An unlevered firm can be seen as an all equity firm, whereas a levered firm is made up of ownership equity and debt. A firm's debt to equity ratio (measured at market value, not book value) is therefore an indication of its leverage. This debt to equity ratio's influence on the value of a firm is described in the Modigliani-Miller theorem. As was true of operating leverage, degree of financial leverage measures the effect of a change in one variable on another variable. Degree of financial leverage (DFL) may be defined as the percentage change in earnings (EPS) that occurs as a result of a percentage change in earnings before interest and taxes. http://en.wikipedia.org/wiki/Leverage_(finance)
Growth rate Year-over-year change, expressed as a percentage.

Economic growth rate The pace at which economic growth increases during a given interval. The quantities most commonly used to measure economic growth rate are Gross National Product and Gross Domestic Product. The growth in Gross Domestic Product is usually a good indication of economic growth, but in an economy for which earnings from overseas are substantial in relation to Gross Domestic Product, it is better to look at Gross National Product.
Contribution margin The sales price minus the variable cost. The contribution margin is calculated by subtracting variable cost from price. This amount per item indicates the amount each sale contributes towards fixed costs. The higher the contribution margin, the faster you will cover your fixed costs and begin making money.

http://www.investorwords.com/
·   Understand the relationship of the cash budget to the revenue, expense, and capital budgets

Cash budget A forecast of estimated cash receipts and disbursements for a specified period of time. It identifies required cash balances throughout the year. The cash budget uses the capital budget to determine what capital items will be purchased in the current year.  The cash budget must be structured such that required cash balances are available when needed to purchase capital items. Effective cash budgeting means an organization holds the minimum acceptable cash balance at all times. Too much cash means lost opportunity for investment. Too little cash means the organization cannot purchase necessary items.

Revenue 

Definition 1 - For a company, this is the total amount of money received by the company for goods sold or services provided during a certain time period. It also includes all net sales, exchange of assets; interest and any other increase in owner’s equity and is calculated before any expenses are subtracted. Net income can be calculated by subtracting expenses from revenue. In terms of reporting revenue in a company's financial statements, different companies consider revenue to be received, or "recognized", different ways. For example, revenue could be recognized when a deal is signed, when the money is received, when the services are provided, or at other times. There are rules specifying when revenue should be recognized in different situations for companies using different accounting methods, such as cash basis and accrual basis.
Definition 2 - For the government, the increase in assets of governmental funds that do not increase liability or recovery of expenditure. This revenue is obtained from taxes, licenses and fees.

Operating budget (revenues and expenses) outlines when money will come to the organization in the form of revenues and leave the organization in the form of expenses.  The cash budget uses the operating budget projections to project cash balances at each point throughout the year. The operating budget is used to identify only those revenues and expenses that will occur in the coming year.

Capital budget. One of the four major types of budgets. It summarizes the anticipated purchases for the year. Typically, to be included, all items in this budget must have a minimum purchase price, such as $500. A plan to finance long-term outlays, such as for fixed assets like facilities and equipment. There are two major parts of the capital budgeting process. The first involves determining if the capital project meets the financial and non financial cut-off points of the organization.  The second involves ranking the projects that meet the initial screening criteria, which is capital rationing.

• Be familiar with the methods of cost-finding, including

Step-down 

Direct apportionment 

Double apportionment 

Multiple apportionment 
Step-down- A service or administrative department allocates its costs and breaks them out among all the departments they serve.  Generally, departments that do not generate revenues breaks out its costs or steps them down to the departments that generate the revenue. An example of this type of system is used by military treatment facilities and is called the Medical Expense Performance Reporting System (MEPRS).

Direct Apportionment- All products are counted alike, and receive an equal share of the costs with no costs passing through cost centers to products.  This is the simplest method and the most imprecise.  Example: $10000 nursing hours to be apportioned to 3 wards who used a total of 200 hours.  The ward who used 50 hours gets 10000 X 50/200.

Double Apportionment- Each cost center distributes costs to all cost centers including support centers using a step down methodology.  This leaves costs in nonrevenue centers.  Double apportionment uses a standard step down method for this final allocation of costs.

Multiple Apportionment- Same as double apportionment but when you get to the final allocation, you use a number of simultaneous equations to divide out nonrevenue center costs.

• Be familiar with the various depreciation methods, including 

Declining balance 

Straight-line 

Allowable cost 

Sum of the years in digits 

tc \l3 "Be familiar with the various depreciation methods including:Declining balance- This is MACRS.  It means that we depreciate a greater proportion of the asset in its early life and less in the latter part of its life.  This is an accelerated cost recovery system used for tax purposes but not for book purposes.

Straight-line- This is what we use for book purposes.  We subtract the salvage value from the cost of the item and divide that number by the useful life of the piece of equipment.

Allowable cost-   I do not have a clue.  This may have something to do with capital cost recovery under Medicare.  

Sum of the years digits- This is another accelerated cost recovery system.  In this system we determine the useful life of the equipment (Example 5 years).  We sum the years digits(1+2+3+4+5=15) and use that as the denominator.  Now we take 5/15 in the first year and 4/15 in the second and 3/15 third, 2/15, and finally, 1/15.  As you can see we take the majority of the depreciation in the early years.  This is for tax purposes not book.  We use straight line for book.

• Understand how the financial ratios are used, including 

- Liquidity measures - current ratio, acid test ratio, collection period 

- Activities ratios - total asset turnover, inventory turnover, fixed asset turnover ratio 

- Operating margin - operating margin, return on assets 

- Capital structure - long-term debt to fixed assets, long-term debt to equity, debt to service ratio 

tc \l3 "Understand how the financial ratios are used, including:Liquidity Measures- 

Current Ratio       = Current Assets / Current Liabilities

Acid Test             = Current Assets- inventory / Current Liabilities

Collection Period= Accounts Receivable x 365 / Revenues

Activities Ratios-

Total Asset Turnover = Net Revenues / Total Assets

Inventory Turnover    = Net Revenues / Inventory

Fixed Asset Turnover = Net Revenues / Fixed Assets

Operating Margin-

Operating Margin = Operating Income(EBIT) / Net Revenues 

Return on Assets   = Net Income / Total Assets

Capital Structure-

Long-term Debt to Fixed Assets= Long-term Debt / Fixed Assets

Long-term Debt to Equity          = Long-term Debt / Equity

Governance and Organizational Structure
• Understand the role of the governing authority in establishing policy, providing management direction for the organization, achieving organizational goals, establishing standards for quality of care, selecting and hiring the CEO, and approving the budget.

Governance is defined as a shared process of top-level organizational leadership, policy making, and decision making. Although the governing board has the ultimate authority and accountability, the CEO, senior management, and clinical leaders are also involved in top-level functions. Thus, governance is not a “board only” activity, but rather an interdependent partnership of leaders. (2005 ACHE Reference Manual, p. 32)
Major functions or roles of the governing authority or Board of Directors:

-  Appoint the chief executive - Succession planning: One of the governing board’s responsibilities is to recruit, select, and evaluate the CEO. The CEO assembles and organizes resources and develops the systems to carry out programs and policies approved by the governing board. The CEO is the direct agent of action for the board. Although overall responsibility for organization’s survival is on the Board, the CEO carries out their directives.

The CEO, governing board, and professional staff are known as a TRIAD. The three entities are also sometimes referred to as the three legged stool. Succession planning involves identifying, retaining, recruiting, and mentoring potential future CEOs. The Board determines the right skill mix or executive competencies needed to lead the organization in the future and either grooms the talent internally or actively recruits from outside when a new CEO is needed. (2005 ACHE Reference Manual, p. 34)

-  Strategic planning – The first step is to establish broad general directions/strategies that sketch important initiatives in terms of technology, markets, and products. The Board establishes or reaffirms the mission, vision, values and long-range plans of the organization. The mission statement is a statement of the basic purposes and activities of the organization. The mission focuses on the organization’s reason for being or existing and how they add value to a community. The vision extends from the mission and expresses the organizational philosophy that guides operation. The vision makes it clear what the organization would like to become. The values are an expansion of the mission statement that and define the basic rules of acceptable conduct. The long-range plans specify how the board and others will make strategic decisions and implement future actions to accomplish them. Simply put, it’s a roadmap for how the organization will achieve the goals and objective that support its mission and vision. (2005 ACHE Reference Manual, p. 37-38)

-  Ensuring financial health – Involves approving the annual budget and ensuring the budget supports the mission and vision. Additionally, it involves long range financial planning and modeling that can quickly calculate the business impacts and implications of major decisions.

-  Ensuring quality of care – The board has the ultimate responsibility for quality of care in the organization. The board relies on peer review to carry out this function. The clinical staff should conduct peer review; management should ensure this is not too costly and should contract for peer review with external agencies. (2005 ACHE Reference Manual, p. 36) The Board appoints the medical staff, evaluates patient outcomes, and determines how to measure and report performance and quality of care. For inpatient care and care delivered through employed physicians, the board has the following 5 obligations:

1.  Approval of the medical staff bylaws.

2.  Appointment of medical executives at all levels.

3.  Approval of the plan for medical staff recruitment and development.

4.  Approval of appointments of individual physicians.

5. Approval of contracts with physician organizations.

(Griffith, 6th ed., p. )

-  Recruiting new board members – The Board determines the right mix of skills required to help the organization achieve its mission and vision.

-  Evaluating board members and management – Involves monitoring performance against strategic plans and budgets. The three monitoring functions include (1) routine surveillance of performance data to detect unacceptably severe departures from the plan, (2) acceptance of reports from outside agencies (for example the management letter reflecting an outside auditor’s financial assessment) and (3) review of compliance activities within the organization. The Board must hold the CEO accountable for the quality clinical care standards, the financial health of the organization, and effective management. Key – Is there accountability at all levels? Are the mission and vision being fulfilled?  Are the strategic goals being fulfilled?

• Understand how progress toward goals is measured.  

In general, there must be a systematic way to measure and evaluate organizational performance and the quality of care. The Board must decide how it will be done and charge the CEO to ensure the process is infused into the organization. Tools such as the balanced scorecard and continuous improvement techniques help identify what patient care dimensions should be measured and where resources should be focused. Overall performance should focus on questions like, How do we measure up?  What are national benchmarks?  Are we participating in national voluntary quality initiatives?  What is being published about the organization?

• Know the functions of the CEO, including supporting external and board relations, the internal organization, and the medical/professional staff. 

tc \l3 "Know the functions of the CEO, including supporting external and board relations, supporting the internal organization, and supporting the medical/professional staffA.  Supporting external and board relations 

(1) Planning and marketing - designing the planning and marketing system; assisting the 

board with mission and vision issues.

(2) Public relations and fund raising - acts as the public spokesman for the organization.  

(3) Relations with other organizations - accountability to the parent of the system (if 

part of a multi-hospital system); responsible to regulatory agencies 

(4) Staff support for the governing board - all support activity required by the board 

should be supplied through the CEO to include training for board members, 

agendas for committees, documentation and recommendations for each agenda 

item, briefings on each agenda items, communicating and implementing the 

board’s decisions

(5) Managing the annual budget activity - responsible for initial budget decisions, 

guidelines for budgets, the operating budget proposal

B.  Supporting the internal organization

(1) Recruiting supervisory management

(2) Organization design - to include the collateral organization and the accountability 

hierarchy

(3) Managing the information system - ensuring system support is available

(4) Monitoring operations - when problems occur, the first-level manager must be given 

the opportunity to correct them; higher levels react only after he or she fails

(5) Maintaining the hospital disaster plan - big emphasis with JACHO

C.  Functions supporting the medical staff - assisting in planning and recruitment; negotiating contracts; providing staff support; assessing attitudes and needs; risk management efforts and surveillance of quality and utilizations; acting in emergencies (required to enforce bylaws of the hospital and medical staff)
• Understand the components of an organization’s bylaws. 

tc \l3 "Understand the components of an organizations bylawsThe charter and bylaws are the organization’s basic law, and all activities are subordinate to and must be consistent with them.  Written records, formal procedures, and adherence to consistent traditions are necessary for such a large group (i.e. a hospital) to work effectively together.  The by-laws of the board specify these procedures, and well-run hospitals adhere to their by-laws in order to gain predictability (Griffith, 6th ed., p ).

• Know the internal and external members that should be included on the board of both for-profit and not-for-profit organizations. 

tc \l3 "Know the internal and external members that should be included on the board of both for-profit and not-for-profit organizationsNot- for- profit - 
EXTERNAL: members of the community served - business and community leaders and those with special skills the NFP couldn’t afford (attorneys, and clergy , etc).  Called trustees.

INTERNAL: (include those employed by the organization)

CEO (article by Weil indicates 41% of CEOs are voting members of board)

Physicians According to Griffith: The practice of providing seats on the board for the medical staff has become almost universal and is an important advantage of community-based health care organizations. At a minimum the medical director is included

Chief financial officer (possibly)

For-profit - 
EXTERNAL: For-profit HSOs draw board membership from investors (owners), physicians and, to a lesser extent, from the same groups as not-for-profit organizations.  Called directors. These people have profit-making motives for the owners.

INTERNAL: as with not-for-profit

• Understand the structure of the board and how the structure differs between community, for-profit, not-for-profit, and sectarian healthcare organizations. 

The size of the Governing Board depends on mission and vision of the organization.  A general suggestion is 12-15 members representing a mix of professional, administrative, and community personnel.  The board structures differ between for-profit (FP) and not-for-profit (NFP) organizations as indicated below.  The length of time on the Board can be indefinite or limited (years) based on "ownership."  This is important to know!

-  FP:  FP Board members (directors) are made up of OWNERS, INVESTORS and STOCKHOLDERS whose focus is on maximizing profit.  Board memberships are derived from the greatest percent of "ownership" or (sometimes) through a proxy vote.  Members "may" receive compensation/remuneration.  

-  NFP:  NFP Board members (trustees) are made up of members of the community served.  They are considered to be healthcare leaders and subject matter experts (SMEs).  NFP Board called trustees because membership reflects their acceptance of the assets in trust for the community. Members are not reimbursed and generally volunteer, considering it an "altruistic duty and responsibility". Additionally, for many prestigious healthcare leaders, their remuneration might be beyond the board’s ability to pay.   

-  Terms based on discretion of the board itself (generally 2-4 years). Table 1 depicts the general make-up of FP and NFP Boards.

Table 1. Governing Board Make-up in FP and NFP Healthcare Organizations

	BOARD MEMBER
	FOR-PROFIT HEALTHCARE ORG
	NOT-FOR-PROFIT HEALTHCARE ORG

	
	   BOARD OF DIRECTORS
	BOARD OF TRUSTEES

	President
	X
	X

	CEO
	NOT ALWAYS
	NOT ALWAYS

	CFO
	X
	X

	CIO
	NOT ALWAYS
	NOT ALWAYS

	General Counsel
	X
	X

	Medical Staff Leaders
	X
	X

	Community Leaders
	
	X

	Shareholders
	X
	

	Stakeholders
	
	X

	Management
	X
	X

	Other Experts
	X
	X


·  Understand the relationship between the CEO and the board. 

Board decisions are made by committees, whereas the implementation requires the CEO. The board has competing obligations and membership turn-over, which creates the lack of continuity. The CEO helps by implementing the will of the majority and by building and supporting an effective team. .  There are four guidelines for improving the effectiveness and prolonging the tenure of CEOs.  The board and CEO should: (Griffith, 2007)

1. Have a mutual understanding of the employment contract.  It should specify procedures for termination.

2. Agree upon short-term (usually one-year) goals and expectations.  

3. Agree on compensation based upon market conditions. This includes salary, employment benefits, unusual benefits, terms for bonuses and merit increases, along with any other increases that may occur. 

4. Establish incentives for goal achievement. This should be based on the ratings from annual performance and compensation reviews.  

·  Understand the role of the board in setting the organization’s mission statement and establishing the long-range plan. 

The board is responsible for establishing the mission statement of an organization. It should reflect the stakeholders’ vision of what the organization is about. Once a direction is determined, the board should embark upon strategies and priorities that should be set in place to make the mission actually take action. This is the beginning of the long-range planning process. It is a very complex procedure and takes the board, CEO, and a dedicated staff to make the final decisions.

·  Understand the basic elements of a strategic plan, including the mission and vision statements, goals, and objectives. 

To begin with, any new idea must pass the first test: “How well does it fit the mission, vision, and values?”  Second, actual service goes through a series of specific plans or tests against market and financial realities (demands, technology, price, competitors and resources): Environmental assessment, budget decisions, long-term implementation decisions, and strategic decisions. The mission expresses what the organization is committed to do, while the vision is much broader in scope. The vision should make clear what the organization hopes to accomplish, what restriction it recognizes, and how it ultimately does business.
·  Understand the rules for operating as a tax-exempt organization. 

The IRS has proposed changes to Section 501(c)(3) of the Internal Revenue Code that could affect the tax-exempt status of not-for-profit healthcare organizations. Healthcare financial managers should ensure that their organizations maintain compliance with the tax-exempt requirements and remain above reproach, particularly 
in the areas of:

· An organization’s intent for public service

· Implications of Section 4958 on the organization’s tax-exempt status

· Political activities

· Operating an affiliated business

The tax-exempt status of many not-for-profit hospitals may soon be called into question. And it’s not the recent spate of class action lawsuits that pose the threat—it’s the IRS.

tc \l3 "Understand the rules for operating as a tax-exempt organization.Tax exempt status is granted to an organization that meets the tax definition of a charitable organization, and hence qualifies under the IRS Tax Code Section 501(c)(3).  Hence they are known as 501(c)(3) corporations.  

The tax code defines a charitable organization as any corporation, community chest, fund, or foundation that is organized and operated for religious, charitable, scientific, public safety, literary, or educational purposes.  Since the promotion of health is commonly considered a charitable activity, a corporation that provides health care services can qualify for tax-exempt status, provided it meets other requirements:

In addition to a charitable purpose, a not for profit (NFP) corporation must be organized and operated so that:

1)  it operates exclusively for the public, rather than private, interest

2)  no profits are used for private inurnment

3)  no political activity is conducted

4)  if liquidation occurs, the assets will continue to be used for a charitable purpose.

Hospital corporations that qualify for tax-exempt status have the following characteristics:

1) Control rests in a board of trustees composed of community leaders who have no 

economic interest in the organization

2) The organization maintains an open medical staff, with privileges available for all 

qualified physicians

3) If the hospital leases office space to its physicians, it can be leased by any medical staff member. 

4) The hospital operates an emergency room accessible to the general public

5) The hospital is engaged in medical research and education

6) The hospital undertakes various programs to improve the health of the community.

NB: The largest nonfederal US hospitals are tax-exempt (Baptist Memorial, LAC-USC Med Center)

Reference: Gapenski, Understanding Health Care Financial Management, pp 41-43.

	Our organization
Health Freedom Foundation
American Association for Health Freedom
AAHF Political Action Committee
Tax Status
Tax exempt; contributions to a 501(c)(3) are generally tax deductible; contributions are not subject to federal gift tax

Tax exempt; contributions to a 501(c)(4) are not generally tax deductible; contributions may be subject to gift tax

Tax exempt; contributions to a 527 are not tax deductible; contributions are not subject to gift tax.

Brief Description
Created for religious, charitable, scientific, literary and/or educational purpose.

Nonprofit civic organizations operated exclusively for social welfare, and local employees' associations whose net earnings are used solely for charitable, educational or recreational purposes

A political committee that raises and spends limited “hard” money contributions for the express purpose of electing or defeating candidates.

No-Nos
None of the earnings of the organization may inure to any private shareholder or individual. In addition, it may not attempt to influence legislation as a substantial part of its activities and it may not participate at all in campaign activity for or against political candidates.

Donations are not tax-deductible.

Very stringent regulations. Maximum donations amount.

Lobbying Activities
Limited lobbying, which includes expenditures to influence legislation and ballot measure work

No limit on lobbying expenditures

Permissible but subject to tax

Political Activities
Prohibited from engaging in any partisan candidate-related political activities; may conduct nonpartisan voter education activities. May not establish a PAC for political activities Penalties: Revocation of tax-exempt status and excise taxes on both the organization and its managers

May carry on partisan political activities subject to federal and state campaign finance laws May not be the “primary purpose” of the organization; may be “secondary” May establish a PAC for political activities Penalties: Tax on political expenditures

No limit on aggregate expenditures; subject to state and federal campaign finance laws

Adapted from IRS Publication 1828, Tax Guide for Churches and Religious Organizations


·  Understand the role of committees within healthcare organizations. Key board committees include: 

· Ethics committee 
(Shi & Singh, 2004, p. 315)
· Charged with developing guidelines and standards for ethical decisions.

· Responsible for resolving issues related to medical ethics.

· Interdisciplinary committee (physicians, nurses, clergy, social workers, legal experts, ethicists, and administrators).

· Executive committee 

(Shi & Singh, 2004, p. 311)
· Continuing monitoring responsibility and authority over hospital.
· Receives reports from other committees, monitors policy implementation, and provides direction.
· Finance and budget committee 
· Assist in selecting CFO

· Periodically review the long range financial plan and recommend the final version to the board.

· Approve annual update of the long range financial plan

· Recommend budget development guidelines to the full board

· Review price changes and recommend pricing to full board

· Recommend the annual budget to the full board

· Set the hurdle rate for capital investments

· Set the final priorities and recommend the capital and new programs budget to board

· Select and instruct the external auditor

· Receive the auditor’s report and the management letter

· Receive the monthly report comparing operations to expectations.

· Medical staff relations committee 

(Shi & Singh, 2004, p. 311)
· Reviews admitting privileges and performance of medical staff 
· Emphasis on legal and ethical obligations of hospital regarding quality of patient care. 
(JACHO.org - Std MS.1.20)
· Clinically related activities of the department.

· Administratively related activities of the department, unless otherwise provided by the hospital.

· Continuing surveillance of the professional performance of all individuals in the department who have delineated clinical privileges.

· Recommending to the organized medical staff the criteria for clinical privileges that are relevant to the care provided in the department.

· Recommending clinical privileges for each member of the department.

· Assessing and recommending to the relevant hospital authority off-site sources for needed patient care, treatment, and services not provided by the department or the organization.

· Integration of the department or service into the primary functions of the organization.

· Coordination and integration of interdepartmental and intradepartmental services.

· Development and implementation of policies and procedures that guide and support the provision of care, treatment, and services.

· Recommendations for a sufficient number of qualified and competent persons to provide care, treatment, and services.

· Determination of the qualifications and competence of department or service personnel who are not licensed independent practitioners and who provide patient care, treatment, and services.

· Continuous assessment and improvement of the quality of care, treatment, and services.

· Maintenance of quality control programs, as appropriate.

· Orientation and continuing education of all persons in the department or service.

· Recommending space and other resources needed by the department or service.

· Nominating/evaluating committee 

There is not much exact information out concerning this committee, but here is an example of what a health company’s evaluating committee looks for in a board member or CEO and the nominating committee chooses the best to recommend to the board.

· Personal qualities and characteristics, accomplishments and reputation in the business community; 

· Current knowledge and contacts in the communities in which the Company does business and in the Company’s industry or other industries relevant to the Company’s business; 

· Ability and willingness to commit adequate time to Board and committee matters; 

· The fit of the individual’s skills and personality with those of other directors and potential directors in building a Board that is effective, collegial and responsive to the needs of the Company; and 

· Diversity of viewpoints, background, experience and other demographics. 

· Planning committee
· Surveillance

· Mission Development


· Long range planning


· Development of strategic options


· Development of programmatic proposals

· Selection

· Implementation

· Promotion
· Evaluation
· Quality assessment/improvement committee 
· Review pending claims. 

· Review quality assurance issues

· Identify areas in need of improvement

· Promote movement to best practices

· Review and analysis of risk management issues

· Oversight of event management process

· Prioritize risk management activities

· Tracking and trending of data

· Patient concerns

· Physician concerns

· Investigation

· Developing risk management strategies in response, education and training

· Remedial solutions

· Determine educational endeavors

· Police quality concerns of colleagues

· Determine the need for ad hoc or focused loss control activities

· Review data and trends of events and claims

· Discuss and prioritize specific risk management initiatives in an effort to develop best practices from a risk management and quality assurance perspective.

Saxton, J.W. and Finkelstein, M. M. Quality Assurance Committee in a physician’s office, Physician’s News Digest. Retrieved from: http://www.physiciansnews.com/business/306saxton.html
Healthcare Technology and Information Management

·  Understand the purposes of automated information systems

 Information management in the modern healthcare organization is largely electronic and has five major activities – Service Line Information Support, Clinical Services Information Support, Management Information Support, Network of Input/Output Devices, Servers, and Broadband Linkages, and the Electronic Medical Record, witch is the most central element.

 The purpose of information services (IS) is to provide all associates with three different kinds of information essential to their work:

 Transaction Specific: identifiers and records for all specific transactions such as providing patient care, ordering supplies, and maintaining financial records

 Performance Aggregates: measures, goals, and values for performance at each hierarchical level and for studies of alternative operational solutions

 Knowledge drawn from external sources: benchmarks, best practices, guidelines, and published literature

 The purpose must be fulfilled subject to four critical constraints:

- The privacy rights of individual must be protected at all times.

- The reliability and validity of the information must be appropriate to the use to which it will be    put.

- The method of access must be responsive to user needs – timely, reliable, convenient, and inexpensive.

- The archive must be protected against loss or misuse.

(Griffith, 6th ed., p. 381-382)

·  Review basic approaches for measuring productivity

 In regards to Technology and Information Management, Griffith does not specifically cover measures of productivity.  From an economic standpoint, the most basic measures of productivity are total product, average product, and marginal product.  However, in figure 10.9 on page 404 of his 6th edition, Griffith lists specific measurements of IS Performance.  That list contains measure for Output and Productivity as listed below:

IS Unit





Measure
Communication and




Cost per user of contact hour


central services



Cost per adjusted discharge

User support and




Cost per consultation


system planning



Cost per trainee hour

EMR management




Cost per patient


and support

 Obviously, productivity is not measured exclusively by cost.  When relating Technology and Information Management back to the basic economic measures of productivity, capital (hardware and software) and labor (end users and IT technicians) variables must be taken into consideration.  Optimal, cost-minimizing productivity is achieved when the organization’s marginal products for labor and capital are equal.  For example, hospitals will reach optimal productivity with their Electronic Medical Records when the economic cost of the software and hardware systems used to maintain those records equals the economic costs associated with operating and maintaining those systems.  Recall, true economic costs include explicit and implicit (opportunity) costs.  Therefore, true measurement of hospital Technology and Information Management productivity must be based on the marginal products of the systems themselves, as well as those operating and maintaining them.  

·  Understand factors in guiding the development of information services, including the planning process

 tc \l3 "Understand factors in guiding the development of information services including the planning process.Four basic management principles should guide the development of information systems in healthcare organizations: 

·  Treat information as an essential institutional resource that must be carefully managed

·  Obtain top executive support for information systems planning and development

·  Employ a user driven focus in the information systems planning and project development     process

·  Begin with a strategic information systems plan that links information system priorities to the strategic goals and objectives of the organization

Information systems planning should be guided by a management information systems steering committee with representatives from administration, medical staff, major systems users, and the IS department of the organization.  The committee should not be dominated by IT techs.  (2005 ACHE Reference Manual, p. 72-73)

The committee’s purposes include guiding systems investment priorities, ensuring effective system design, and promoting effective use.  They provide insight into user needs and help gain system acceptance.  The charge to the committee includes the following:

- Participating in the development of the IS plan, resolving the strategic priorities, and recommending the plan to the governing board

- Ranking IS investment opportunities and recommending a rank-ordered list of proposal to the governing board

- Encouraging appropriate us of IS

- Supporting the definitions and standards committee

- Monitoring performance of the division, and suggesting possible improvements

 Membership should routinely include leadership from major departments that use IS, particularly finance, planning, medicine, and nursing.  Membership can be a reward for supervisory personnel who have shown particular skills in using IS.  The CIO is always a member and may chair the committee.  The committee will use a variety of task forces and subcommittees, expanding participation in component activities but using its authority to coordinate.  (Griffith, 6th ed., p. 400).   

The strategic information systems plan should establish goals and objectives linked to organizational priorities.  The plan will specify priorities for individual computer applications and resources required for systems development and implementation.  An important element of planning is specification of requirements for system integration and the ability of individual computer applications to share information and communicate electronically with one another (2005 ACHE Reference Manual, p. 73).

·  Know how to measure the performance of the management information system. 

tc \l3 "Know how to measure the performance of the management information system.Information systems should meet the needs of its users.  Measures for IS should cover a full set of six dimensions. The measures emphasize service and quality more than resources consumed.  The most important measures identified in Griffith & White, include:  (Griffith & White 6th ed, 2007, pg 407 – 410).

- Demand: Peak load system users and delays, new patient registrations, reopened patient registrations, requests for consultation and training, indicators of basic capacity and timeliness.

- Costs: Labor, supplies and equipment costs by unit and activity. Cost of improvements.

- Human Resources: Subjective estimate of satisfaction with operations. Employee recruitment training and satisfaction. Training and certification of employees. 

- Output and Productivity: Cost per; contact hour, adjusted discharge, consultation, trainee hour and patient.

- Quality: A focus of quality assessment. Machine failures, timely implementation of improvements, audit security and confidentiality, record completeness, delay to deliver record.

- Customer Service: User satisfaction, peak access delays, trainee satisfaction. 

·  Understand the role of outside contractors in establishing a management information system. 

In a complex, rapidly moving technical field, the use of a consultant is often prudent. Consultants can assist materially with the IS plan. The most important measures identified in Griffith & White, include The most important measures identified in Griffith & White, include:  (Griffith & White 6th ed, 2007, pg 407 – 410).

- Consultation and planning:  Assistance in analyzing current capabilities, benchmarking, developing an IS plan, and selecting hardware and software is available from consultants. Larger organizations frequently rely on independent consultants to assist them in identifying all opportunities and selecting a coordinated package.

- Facilities management: A few companies specializing in HCO needs operate on-site data-processing services under contract. These companies also arrange for financing for the facilities and can be hired for consultation and planning.

- Finance: Leases and mortgages on hardware are generally available from

a variety of outside sources. Software is usually available for purchase or lease from the software vendor. However, there are transaction costs in dealing with several different companies and in using general institutional debt for information systems. An outside contractor can consolidate the financing and offer a comprehensive system on a single lease.


- Integrated software support: Commercial companies develop "enterprise

systems"-integrated comprehensive software that serves several services. The companies providing the software also maintain it, incorporating changes imposed by outside agencies and technological advances. They sometimes offer customization services as well. Focusing on a few vendors reduces integration problems.

·  Understand the process for selecting and information system vendor.
Few HCOs have the expertise to forecast developments in hardware, software, and applications. Both management consulting firms and IS specialists offer consulting services. There are advantages to each type of company, but the key criteria should be a record of successful engagements and a willingness to match competition or benchmark values on actual performance. The contracting firm is expected to name an on-site leadership team with

technical skills and knowledge comparable or superior to those the orga​nization could employ. The on-site managers are supported by the broader experience and specialized knowledge of the contractor's other employees. In concept, the model provides a much richer resource than most organizations.
(Griffith & White 6th ed, 2007, pg 408).

Before considering a vendor, you must 

- Define the Project Scope: Conduct a thorough internal business analysis. Companies with successful development projects can spend up to 10 percent of a project's budget on this part of the process alone. A proper analysis results in a documented list of the business processes within your company, an important tool to help measure a vendor's capability. Next, develop a plan that monitors the quality, objectives and timelines for your development project. 

- Establish Logical Requirements: Remember that identifi​cation of the business requirements drives the entire system development; if the business requirements are not accurate or complete, there is no way the system will be successful. Regardless of whether you insource or outsource you must still gather accurate and complete business requirements. If  you choose  to outsource the requirements becomes your "request for proposal."

- Develop a Request for Proposal: Outsourcing involves telling another or​ganization ganization what you want. What you want is essentially the logical requirements for a proposed system, and you convey that information by developing a request for proposal. A request for proposal (RFP) is a formal document that describes in detail your logical requirements for a proposed system and invites outsourcing organizations (which we'll refer to as "vendors") to submit bids for its development. An RFP is the most important document in the outsourcing process. For systems of great size, your organization may create an RFP that's hundreds of pages long and requires months of work to complete. It's vitally important that you take all the time you need to create a complete and thor​ough RFP. Eventually, your RFP will become the foundation for a legal and binding RFP contract into which your organization and the vendor will enter. At a minimum your Request for Proposal should include the items in the figure below.

[image: image1.png]
- Evaluate Request for Proposal and choose a vendor: Your next activity is to evaluate the RFP returns and choose a vendor. 
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(Management Information Systems, Haag, Cummings & McCubbrey, 5th ed, 2005, pg 295-299).

Supplemental Information:

Every manufacturer should get answers to these questions before signing a vendor contract: 

1. What is the vendor's general vision for the manufacturing market, and specifically for your particular segment? Does the vendor know manufacturing and does it know the trends and issues that affect your business? 

2. Where does the vendor stand in the market? Has it been a leader in developing solutions or has it piggybacked on others' work? 

3. Has the vendor demonstrated success in your particular business segment? Are there relevant success stories or case studies available for you to review? 

4. Is the vendor's proposed solution scalable to allow for future growth, or will you need to install another system in a few years? 

5. Does the vendor provide support after the install, or will you have to contract with a different vendor for support services? 

6. Does the vendor have a strong reputation for customer service? Can you obtain a suitable service-level agreement to support your business needs? 

7. Will the solution offered by the vendor integrate with your legacy systems, or will you have to patch it into your existing applications? 

8. How flexible is the solution? Can you apply it to more than one business problem? 

9. Does the vendor meet deadlines? Many vendors make promises they cannot meet, yet managers sign contracts after hearing the vendor say, "Sure, no problem, we can do it." Make the vendor prove it can do what you need. And when you sign the contract, include a timeline for deliverables, scheduling dates, and penalties. 

10. Does the vendor meet budget projections? Check with other customers to see if they encountered cost overruns. 

11. Are other customers satisfied? Can you obtain customer references? 

12. Watch out for the vendors who exhibit poor analysis prior to issuing a price quote. For instance, if the vendor fails to factor in training, support, and future growth, its price quote might be lower than others, but cost you more in the long run. 

13. Are you choosing the right vendor for the right reasons? Don't buy based on demonstrations that stress only the product's bells and whistles. A good presentation doesn't mean the vendor has the proper expertise. 

14. Is the cost of the vendor's solution competitive? Purchasing officers often make a misstep, especially in tough economic times, are tempted to develop their own solutions, or choose the vendor with the cheapest bid or product. But that shortsighted view will ultimately cost the company more money. Patchwork in-house systems are often inefficient or fail altogether, as do cheap products, and when that happens, a CEO has to replace systems. 

·  Understand the role of the management information systems steering committee.  

tc \l3 "Understand the role of the management information systems steering committee.The role of the planning committee includes guiding system investment priorities, ensure effective design, and promote effective use of information systems (IS). The committee provides insight into user needs and help gain acceptance of systems. The committee also monitors IS performance and IS customer listening. 

· Participate in developing IS plan, resolve strategic priorities, recommend plan to governing board.

· Rank IS investment opportunities and recommend rank ordered proposals to the governing board.

· Encourage appropriate use.

· Support definitions and standards committee.

· Monitor performance and suggest improvements.

The committee should include representation from administration, medical staff, major system users, and the information systems department. The CIO is always a member and may chair the board. 

·  Understand the need for electronic data interchange as a result of managed care expansion and the development of integrated delivery systems. 

Managed care expansion has led to the development of integrated delivery systems (IDS). IDS’s are meeting the needs of Health care organizations to deliver a full range of health care services to their covered populations. IDS’s have sprung up rapidly with the expansion of managed care, in order to bring together hospitals, ambulatory care facilities, affiliated physicians’ offices, nursing homes and so on. Electronic Data Interchange (EDI) is needed in order to standardize and protect the information that moves between health care organizations. For managed care organizations who exchange administrative and clinical information internally and externally with contract providers. EDI allows them to remain profitable under flat rate capitated contracts by reducing duplicative services and managing each patient’s utilization of services. This also allows all physicians within a managed care system to have access to a fairly complete medical record when encountering a patient. It also allows management to see what resources have been expended on a patient.

Healthcare

·  Develop a general working knowledge of basic medical terminology 

Medical terminology is a vocabulary for accurately describing the human body and associated components, conditions, processes and procedures in a science-based manner. This systematic approach to word building and term comprehension is based on the concept of: (1) Word roots, (2) prefixes, and (3) suffixes. The word root is a term derived from a source language such as Greek or Latin and usually describes a body part. The prefix can be added in front of the term to modify the word root by giving additional information about the location of an organ, the number of parts, or time involved. Suffixes are attached to the end of a word root to add meaning such as condition, disease process, or procedure. In the process of creating medical terminology, certain rules of language apply. These rules are part of language mechanics called linguistics. So, when a term is developed, some logical process is applied. The word root is developed to include a vowel sound following the term to add a smoothing action to the sound of the word when applying a suffix. The result is the formation of a new term with a vowel attached (word root + vowel) called a combining form. In English, the most common vowel used in the formation of the combining form is the letter -o-, added to the word root. Prefixes do not normally require further modification to be added to a word root because the prefix normally ends in a vowel or vowel sound, although in some cases they may assimilate slightly and an in- may change to im- or syn- to sym-. Suffixes are categorized as either (1) needing the combining form, or (2) not needing the combining form since they start with a vowel. Decoding the medical term is an important process, (See: Morphology). Once experience is gained in the process of forming and decoding medical terminology, the process begins to make sense and becomes easier. One approach involves breaking down the word by evaluating the meaning of the suffix first, then prefix, and finally the word root. 

When in doubt, the result should be verified by a medical terminology dictionary. One quick reference online is the use of a dictionary search engine. The search engine allows a medical term to be input into a dialogue box and a search initiated. There are also numerous online medical dictionaries to select from. The use of a medical dictionary or Internet search engine is most helpful in learning the exact meaning of a medical term.

·  Know the key components of healthcare delivery systems

The U.S. health system has private and publicly funded components. Medicare for the elderly and disabled with a historical work record, and Medicaid for indigents, provides taxation-financed coverage. Medicare is a federal government program providing coverage to people age 65 or older. Medicaid is a federal and state program providing coverage to low-income and disabled persons. The Department of Veterans Affairs directly provides health care to injured U.S. military veterans and current service members and women through a nationwide network of government hospitals. The Military Health System (TRICARE) and Indian Health Services are also federally funded. Private insurance companies cover their beneficiaries through managed care plans or individual private health insurance plans. Many uninsured must pay out of pocket or go without care.

·  Understand the roles and relationship of the principal professionals involved in healthcare delivery 

A health profession is a profession in which a person exercises skill or judgment or provides a service related to the preservation or improvement of the health of individuals, or the treatment or care of individuals who are injured, sick, disabled, or infirm. The delivery of modern health care depends on an expanding group of highly trained professionals coming together as an interdisciplinary team. Individuals are called health professionals if they participate in delivery of health care in some way. Examples of members of the health professions include medical doctors, who have different specializations. Dentistry, optometry, podiatry, and psychology, while separate disciplines from medicine, are often considered medical fields in the wider definition of the term. These practitioners are granted independent license to practice medicine and surgery and provide or prescribe medications within their fields. Practitioners such as physician assistants, nurse practitioners and midwives also treat patients and prescribe medication in many legal jurisdictions; however, they do so under the direction and supervision of an independently licensed practitioner.

·  Know the general education and training requirements for major healthcare professions and occupation*. 

*All general education and training requirements for major healthcare professions and occupations were found in the U.S Department of Labor, Bureau and Statistics Occupational Outlook Handbook at http://www.bls.gov/oco/home.htm  

This is by no means a complete list.  Other occupations can be researched at the website above. 

Physicians and Surgeons (to include doctors of osteopathy)  

Formal education and training requirements for physicians are among the most demanding of any occupation—4 years of undergraduate school, 4 years of medical school, and 3 to 8 years of internship and residency, depending on the specialty selected. A few medical schools offer combined undergraduate and medical school programs that last 6 rather than the customary 8 years.

Premedical students must complete undergraduate work in physics, biology, mathematics, English, and inorganic and organic chemistry. Students also take courses in the humanities and the social sciences.  The minimum educational requirement for entry into a medical school is 3 years of college; most applicants, however, have at least a bachelor’s degree, and many have advanced degrees.  

Students spend most of the first 2 years of medical school in laboratories and classrooms, taking courses such as anatomy, biochemistry, physiology, pharmacology, psychology, microbiology, pathology, medical ethics, and laws governing medicine. They also learn to take medical histories, examine patients, and diagnose illnesses. During their last 2 years, students work with patients under the supervision of experienced physicians in hospitals and clinics, learning acute, chronic, preventive, and rehabilitative care. Through rotations in internal medicine, family practice, obstetrics and gynecology, pediatrics, psychiatry, and surgery, they gain experience in the diagnosis and treatment of illness.

Following medical school, almost all M.D.s enter a residency—graduate medical education in a specialty that takes the form of paid on-the-job training, usually in a hospital. Most D.O.s serve a 12-month rotating internship after graduation and before entering a residency, which may last 2 to 6 years.

All States, the District of Columbia, and U.S. territories license physicians. To be licensed, physicians must graduate from an accredited medical school, pass a licensing examination, and complete 1 to 7 years of graduate medical education. Although physicians licensed in one State usually can get a license to practice in another without further examination, some States limit reciprocity. Graduates of foreign medical schools generally can qualify for licensure after passing an examination and completing a U.S. residency.

M.D.s and D.O.s seeking board certification in a specialty may spend up to 7 years in residency training, depending on the specialty. A final examination immediately after residency or after 1 or 2 years of practice also is necessary for certification by a member board of the American Board of Medical Specialists (ABMS) or the American Osteopathic Association (AOA). The ABMS represents 24 specialty boards, ranging from allergy and immunology to urology. The AOA has approved 18 specialty boards, ranging from anesthesiology to surgery. For certification in a subspecialty, physicians usually need another 1 to 2 years of residency.

Doctor of Podiatry

All States and the District of Columbia require a license for the practice of podiatric medicine. Each State defines its own licensing requirements, although many States grant reciprocity to podiatrists who are licensed in another State. Applicants for licensure must be graduates of an accredited college of podiatric medicine and must pass written and oral examinations. Some States permit applicants to substitute the examination of the National Board of Podiatric Medical Examiners, given in the second and fourth years of podiatric medical college, for part or all of the written State examination. Most States also require the completion of a postdoctoral residency program of at least 2 years and continuing education for license renewal.

Prerequisites for admission to a college of podiatric medicine include the completion of at least 90 semester hours of undergraduate study, an acceptable grade point average, and suitable scores on the Medical College Admission Test (some colleges also may accept the Dental Admission Test or the Graduate Record Exam). All of the colleges require 8 semester hours each of biology, inorganic chemistry, organic chemistry, and physics, as well as 6 hours of English. The science courses should be those designed for premedical students. Potential podiatric medical students also are evaluated on the basis of extracurricular and community activities, personal interviews, and letters of recommendation. About 95 percent of podiatric students have at least a bachelor’s degree.

In 2005, there were seven colleges of podiatric medicine accredited by the Council on Podiatric Medical Education. Colleges of podiatric medicine offer a 4-year program whose core curriculum is similar to that in other schools of medicine. During the first 2 years, students receive classroom instruction in basic sciences, including anatomy, chemistry, pathology, and pharmacology. Third- and fourth-year students have clinical rotations in private practices, hospitals, and clinics. During these rotations, they learn how to take general and podiatric histories, perform routine physical examinations, interpret tests and findings, make diagnoses, and perform therapeutic procedures. Graduates receive the degree of Doctor of Podiatric Medicine (DPM).

Most graduates complete a hospital-based residency program after receiving a DPM. Residency programs last from 2 to 4 years. Residents receive advanced training in podiatric medicine and surgery and serve clinical rotations in anesthesiology, internal medicine, pathology, radiology, emergency medicine, and orthopedic and general surgery. Residencies lasting more than 1 year provide more extensive training in specialty areas.

There are a number of certifying boards for the podiatric specialties of orthopedics, primary medicine, and surgery. Certification means that the DPM meets higher standards than those required for licensure. Each board requires advanced training, the completion of written and oral examinations, and experience as a practicing podiatrist. Most managed-care organizations prefer board-certified podiatrists.

 Doctor of Dental Surgery/Doctor of Dental Medicine 

All 50 States and the District of Columbia require dentists to be licensed. To qualify for a license in most States, candidates must graduate from 1 of the 56 dental schools accredited by the American Dental Association’s (ADA’s) Commission on Dental Accreditation in 2004, and then must pass written and practical examinations. Candidates may fulfill the written part of the State licensing requirements by passing the National Board Dental Examinations. Individual States or regional testing agencies administer the written or practical examinations.

Dental schools require a minimum of 2 years of college-level predental education, regardless of the major chosen. However, most dental students have at least a bachelor’s degree. Predental education emphasizes coursework in science, and many applicants to dental school major in a science such as biology or chemistry, while other applicants major in another subject and take many science courses as well. A few applicants are accepted to dental school after 2 or 3 years of college and complete their bachelor’s degree while attending dental school.

All dental schools require applicants to take the Dental Admissions Test (DAT). When selecting students, schools consider scores earned on the DAT, applicants’ grade point averages, and information gathered through recommendations and interviews. Competition for admission to dental school is keen.

Dental school usually lasts 4 academic years. Studies begin with classroom instruction and laboratory work in basic sciences, including anatomy, microbiology, biochemistry, and physiology. Beginning courses in clinical sciences, including laboratory techniques, also are provided at this time. During the last 2 years, students treat patients, usually in dental clinics, under the supervision of licensed dentists. Most dental schools award the degree of Doctor of Dental Surgery (DDS). The rest award an equivalent degree, Doctor of Dental Medicine (DMD).

In 2004, 17 States licensed or certified dentists who intended to practice in a specialty area. Requirements include 2 to 4 years of postgraduate education and, in some cases, the completion of a special State examination.

Registered Dental Hygienists 

Dental hygienists must be licensed by the State in which they practice. To qualify for licensure in nearly all States, a candidate must graduate from an accredited dental hygiene school and pass both a written and clinical examination. The American Dental Association’s Joint Commission on National Dental Examinations administers the written examination, which is accepted by all States and the District of Columbia. State or regional testing agencies administer the clinical examination. In addition, most States require an examination on the legal aspects of dental hygiene practice. Alabama allows candidates to take its examinations if they have been trained through a State-regulated on-the-job program in a dentist’s office.

In 2004, the Commission on Dental Accreditation accredited 266 programs in dental hygiene. Most dental hygiene programs grant an associate degree, although some also offer a certificate, a bachelor’s degree, or a master’s degree. A minimum of an associate degree or certificate in dental hygiene is generally required for practice in a private dental office. A bachelor’s or master’s degree usually is required for research, teaching, or clinical practice in public or school health programs.

A high school diploma and college entrance test scores are usually required for admission to a dental hygiene program. Also, some dental hygiene programs prefer applicants who have completed at least 1 year of college. Requirements vary from one school to another. Schools offer laboratory, clinical, and classroom instruction in subjects such as anatomy, physiology, chemistry, microbiology, pharmacology, nutrition, radiography, histology (the study of tissue structure), periodontology (the study of gum diseases), pathology, dental materials, clinical dental hygiene, and social and behavioral sciences.

Optometrists

All States and the District of Columbia require that optometrists be licensed. Applicants for a license must have a Doctor of Optometry degree from an accredited optometry school and must pass both a written National Board examination and a National, regional, or State clinical board examination. The written and clinical examinations of the National Board of Examiners in Optometry usually are taken during the student’s academic career. Many States also require applicants to pass an examination on relevant State laws. Licenses are renewed every 1 to 3 years and, in all States, continuing education credits are needed for renewal.

The Doctor of Optometry degree requires the completion of a 4-year program at an accredited optometry school, preceded by at least 3 years of preoptometric study at an accredited college or university. Most optometry students hold a bachelor’s or higher degree. In 2004, 17 U.S. schools and colleges of optometry offered programs accredited by the Accreditation Council on Optometric Education of the American Optometric Association.

Requirements for admission to schools of optometry include courses in English, mathematics, physics, chemistry, and biology. A few schools also require or recommend courses in psychology, history, sociology, speech, or business. Because a strong background in science is important, many applicants to optometry school major in a science such as biology or chemistry, while other applicants major in another subject and take many science courses offering laboratory experience. Applicants must take the Optometry Admissions Test, which measures academic ability and scientific comprehension. Admission to optometry school is competitive. As a result, most applicants take the test after their sophomore or junior year, allowing them an opportunity to take the test again and raise their score. A few applicants are accepted to optometry school after 3 years of college and complete their bachelor’s degree while attending optometry school.

Optometry programs include classroom and laboratory study of health and visual sciences, as well as clinical training in the diagnosis and treatment of eye disorders. Courses in pharmacology, optics, vision science, biochemistry, and systemic disease are included.

Business ability, self-discipline, and the ability to deal tactfully with patients are important for success. The work of optometrists requires attention to detail and manual dexterity.

Optometrists wishing to teach or conduct research may study for a master’s or Ph.D. degree in visual science, physiological optics, neurophysiology, public health, health administration, health information and communication, or health education. One-year postgraduate clinical residency programs are available for optometrists who wish to obtain advanced clinical competence. Specialty areas for residency programs include family practice optometry, pediatric optometry, geriatric optometry, vision therapy and rehabilitation, low-vision rehabilitation, cornea and contact lenses, refractive and ocular surgery, primary eye care optometry, and ocular disease.

Chiropractors

All States and the District of Columbia regulate the practice of chiropractic and grant licenses to chiropractors who meet the educational and examination requirements established by the State. Chiropractors can practice only in States where they are licensed. Some States have agreements permitting chiropractors licensed in one State to obtain a license in another without further examination, provided that their educational, examination, and practice credentials meet State specifications.

Most State boards require at least 2 years of undergraduate education; an increasing number are requiring a 4-year bachelor’s degree. All boards require the completion of a 4-year program at an accredited chiropractic college leading to the Doctor of Chiropractic degree.

For licensure, most State boards recognize either all or part of the four-part test administered by the National Board of Chiropractic Examiners. State examinations may supplement the National Board tests, depending on State requirements. All States except New Jersey require the completion of a specified number of hours of continuing education each year in order to maintain licensure. Chiropractic associations and accredited chiropractic programs and institutions offer continuing education programs.

In 2005, 15 chiropractic programs and 2 chiropractic institutions in the United States were accredited by the Council on Chiropractic Education. Applicants are required to have at least 90 semester hours of undergraduate study leading toward a bachelor’s degree, including courses in English, the social sciences or humanities, organic and inorganic chemistry, biology, physics, and psychology. Many applicants have a bachelor’s degree, which may eventually become the minimum entry requirement. Several chiropractic colleges offer prechiropractic study, as well as a bachelor’s degree program. Recognition of prechiropractic education offered by chiropractic colleges varies among the State boards.

Chiropractic programs require a minimum of 4,200 hours of combined classroom, laboratory, and clinical experience. During the first 2 years, most chiropractic programs emphasize classroom and laboratory work in basic science subjects such as anatomy, physiology, public health, microbiology, pathology, and biochemistry. The last 2 years stress courses in manipulation and spinal adjustment and provide clinical experience in physical and laboratory diagnosis, neurology, orthopedics, geriatrics, physiotherapy, and nutrition. Chiropractic programs and institutions grant the degree of Doctor of Chiropractic.

Chiropractic colleges also offer Postdoctoral training in orthopedics, neurology, sports injuries, nutrition, rehabilitation, radiology, industrial consulting, family practice, pediatrics, and applied chiropractic sciences. Once such training is complete, chiropractors may take specialty exams leading to “diplomate” status in a given specialty. Exams are administered by specialty chiropractic associations.

Physician Assistants

All States require that PAs complete an accredited, formal education program and pass a National exam to obtain a license. PA programs usually last at least 2 years and are full time. Most programs are in schools of allied health, academic health centers, medical schools, or 4-year colleges; a few are in community colleges, the military, or hospitals. Many accredited PA programs have clinical teaching affiliations with medical schools.

Admission requirements vary, but many programs require 2 years of college and some work experience in the health care field. Students should take courses in biology, English, chemistry, mathematics, psychology, and the social sciences. Many PAs have prior experience as registered nurses, while others come from varied backgrounds, including military corpsman/medics and allied health occupations such as respiratory therapists, physical therapists, and emergency medical technicians and paramedics.

PA education includes classroom instruction in biochemistry, pathology, human anatomy, physiology, microbiology, clinical pharmacology, clinical medicine, geriatric and home health care, disease prevention, and medical ethics. Students obtain supervised clinical training in several areas, including family medicine, internal medicine, surgery, prenatal care and gynecology, geriatrics, emergency medicine, psychiatry, and pediatrics. Sometimes, PA students serve one or more of these “rotations” under the supervision of a physician who is seeking to hire a PA. The rotations often lead to permanent employment.

All States and the District of Columbia have legislation governing the qualifications or practice of physician assistants. All jurisdictions require physician assistants to pass the Physician Assistant National Certifying Examination, administered by the National Commission on Certification of Physician Assistants (NCCPA) and open only to graduates of accredited PA education programs. Only those successfully completing the examination may use the credential “Physician Assistant-Certified.” In order to remain certified, PAs must complete 100 hours of continuing medical education every 2 years. Every 6 years, they must pass a recertification examination or complete an alternative program combining learning experiences and a take-home examination.

Some PAs pursue additional education in a specialty such as surgery, neonatology, or emergency medicine. PA postgraduate educational programs are available in areas such as internal medicine, rural primary care, emergency medicine, surgery, pediatrics, neonatology, and occupational medicine. Candidates must be graduates of an accredited program and be certified by the NCCPA.

Registered Nurses

In all States and the District of Columbia, students must graduate from an approved nursing program and pass a national licensing examination, known as the NCLEX-RN, in order to obtain a nursing license. Nurses may be licensed in more than one State, either by examination or by the endorsement of a license issued by another State. Currently 18 States participate in the Nurse Licensure Compact Agreement, which allows nurses to practice in member States without recertifying. All States require periodic renewal of licenses, which may involve continuing education.

There are three major educational paths to registered nursing: A bachelor’s of science degree in nursing (BSN), an associate degree in nursing (ADN), and a diploma. BSN programs, offered by colleges and universities, take about 4 years to complete. In 2004, 674 nursing programs offered degrees at the bachelor’s level. ADN programs, offered by community and junior colleges, take about 2 to 3 years to complete. About 846 RN programs in 2004 granted associate degrees. Diploma programs, administered in hospitals, last about 3 years. Only 69 programs offered diplomas in 2004. Generally, licensed graduates of any of the three types of educational programs qualify for entry-level positions as staff nurses.

Many RNs with an ADN or diploma later enter bachelor’s programs to prepare for a broader scope of nursing practice. Often, they can find a staff nurse position and then take advantage of tuition reimbursement benefits to work toward a BSN by completing an RN-to-BSN program. In 2004, there were 600 RN-to-BSN programs in the United States. Accelerated master’s degree programs in nursing also are available. These programs combine 1 year of an accelerated BSN program with 2 years of graduate study. In 2004, there were 137 RN-to-MSN programs.

Accelerated BSN programs also are available for individuals who have a bachelor’s or higher degree in another field and who are interested in moving into nursing. In 2004, more than 165 of these programs were available. Accelerated BSN programs last 12 to 18 months and provide the fastest route to a BSN for individuals who already hold a degree.

Individuals considering nursing should carefully weigh the advantages and disadvantages of enrolling in a BSN program, because, if they do, their advancement opportunities usually are broader. In fact, some career paths are open only to nurses with a bachelor’s or master’s degree. A bachelor’s degree often is necessary for administrative positions and is a prerequisite for admission to graduate nursing programs in research, consulting, and teaching, and all four advanced practice nursing specialties—clinical nurse specialists, nurse anesthetists, nurse midwives, and nurse practitioners. Individuals who complete a bachelor’s receive more training in areas such as communication, leadership, and critical thinking, all of which are becoming more important as nursing care becomes more complex. Additionally, bachelor’s degree programs offer more clinical experience in nonhospital settings. In 2004, 417 nursing schools offered master’s degrees, 93 offered doctoral degrees, and 46 offered accelerated BSN-to-doctoral programs.

All four advanced practice nursing specialties require at least a master’s degree. Most programs last about 2 years and require a BSN degree and some programs require at least 1 to 2 years of clinical experience as an RN for admission. In 2004, there were 329 master’s and post-master’s programs offered for nurse practitioners, 218 master’s and post-master’s programs for clinical nurse specialists, 92 programs for nurse anesthetists, and 45 programs for nurse midwives. Upon completion of a program, most advanced practice nurses become nationally certified in their area of specialty. In some States, certification in a specialty is required in order to practice that specialty.

All nursing education programs include classroom instruction and supervised clinical experience in hospitals and other health care facilities. Students take courses in anatomy, physiology, microbiology, chemistry, nutrition, psychology and other behavioral sciences, and nursing. Coursework also includes the liberal arts for ADN and BSN students.

Supervised clinical experience is provided in hospital departments such as pediatrics, psychiatry, maternity, and surgery. A growing number of programs include clinical experience in nursing care facilities, public health departments, home health agencies, and ambulatory clinics.

Nurses should be caring, sympathetic, responsible, and detail oriented. They must be able to direct or supervise others, correctly assess patients’ conditions, and determine when consultation is required. They need emotional stability to cope with human suffering, emergencies, and other stresses.

Some RNs start their careers as licensed practical nurses or nursing aides, and then go back to school to receive their RN degree. Most RNs begin as staff nurses, and with experience and good performance often are promoted to more responsible positions. In management, nurses can advance to assistant head nurse or head nurse and, from there, to assistant director, director, and vice president. Increasingly, management-level nursing positions require a graduate or an advanced degree in nursing or health services administration. They also require leadership, negotiation skills, and good judgment.

Some nurses move into the business side of health care. Their nursing expertise and experience on a health care team equip them to manage ambulatory, acute, home-based, and chronic care. Employers—including hospitals, insurance companies, pharmaceutical manufacturers, and managed care organizations, among others—need RNs for health planning and development, marketing, consulting, policy development, and quality assurance. Other nurses work as college and university faculty or conduct research.

Foreign-educated nurses wishing to work in the United States must obtain a work visa. Applicants are required to undergo a review of their education and licensing credentials and pass a nursing certification and English proficiency exam, both conducted by the Commission on Graduates of Foreign Nursing Schools. (The commission is an immigration-neutral, nonprofit organization that is recognized internationally as an authority on credentials evaluation in the health care field.) Applicants from Australia, Canada (except Quebec), Ireland, New Zealand, and the United Kingdom are exempt from the language proficiency exam. In addition to these national requirements, most States have their own requirements.

Licensed Practical and Licensed Vocational Nurses

All States and the District of Columbia require LPNs to pass a licensing examination, known as the NCLEX-PN, after completing a State-approved practical nursing program. A high school diploma or its equivalent usually is required for entry, although some programs accept candidates without a diploma, and some are designed as part of a high school curriculum.

In 2004, approximately 1,200 State-approved programs provided training in practical nursing. Most training programs are available from technical and vocational schools, or from community and junior colleges. Other programs are available through high schools, hospitals, and colleges and universities.

Most practical nursing programs last about 1 year and include both classroom study and supervised clinical practice (patient care). Classroom study covers basic nursing concepts and patient care-related subjects, including anatomy, physiology, medical-surgical nursing, pediatrics, obstetrics, psychiatric nursing, the administration of drugs, nutrition, and first aid. Clinical practice usually is in a hospital, but sometimes includes other settings.

In some employment settings, such as nursing homes, LPNs can advance to become charge nurses who oversee the work of other LPNs and of nursing aides. Some LPNs also choose to become registered nurses through numerous LPN-to-RN training programs.

Pharmacists

A license to practice pharmacy is required in all States, the District of Columbia, and all U.S. territories. To obtain a license, the prospective pharmacist must graduate from a college of pharmacy that is accredited by the Accreditation Council for Pharmacy Education (ACPE) and pass an examination. All States require the North American Pharmacist Licensure Exam (NAPLEX), which tests pharmacy skills and knowledge, and 43 states and the District of Columbia require the Multistate Pharmacy Jurisprudence Exam (MPJE), which tests pharmacy law. Both exams are administered by the National Association of Boards of Pharmacy. Pharmacists in the eight states that do not require the MJPE must pass a state-specific exam that is similar to the MJPE. In addition to the NAPLEX and MPJE, some States require additional exams unique to their State. All States except California currently grant a license without extensive reexamination to qualified pharmacists who already are licensed by another State. In Florida, reexamination is not required if a pharmacist has passed the NAPLEX and MPJE within 12 years of his or her application for a license transfer. Many pharmacists are licensed to practice in more than one State. Most States require continuing education for license renewal. Persons interested in a career as a pharmacist should check with individual State boards of pharmacy for details on examination requirements, license renewal requirements, and license transfer procedures.

In 2004, 89 colleges of pharmacy were accredited to confer degrees by the Accreditation Council for Pharmacy Education. Pharmacy programs grant the degree of Doctor of Pharmacy (Pharm.D.), which requires at least 6 years of postsecondary study and the passing of a State board of pharmacy’s licensure examination. Courses offered at colleges of pharmacy are designed to teach students about all aspects of drug therapy. In addition, schools teach students how to communicate with patients and other health care providers about drug information and patient care. Students also learn professional ethics, how to develop and manage medication distribution systems, and concepts of public health. In addition to receiving classroom instruction, students in Pharm.D. programs spend about one-forth of their time learning in a variety of pharmacy practice settings under the supervision of licensed pharmacists. The Pharm.D. degree has replaced the Bachelor of Pharmacy (B.Pharm.) degree, which is no longer being awarded.

The Pharm.D. is a 4-year program that requires at least 2 years of college study prior to admittance, although most applicants have completed 3 years. Entry requirements usually include courses in mathematics and natural sciences, such as chemistry, biology, and physics, as well as courses in the humanities and social sciences. Approximately two-thirds of all colleges require applicants to take the Pharmacy College Admissions Test (PCAT).

In 2003, the American Association of Colleges of Pharmacy (AACP) launched the Pharmacy College Application Service, known as PharmCAS, for students who are interested in applying to schools and colleges of pharmacy. This centralized service allows applicants to use a single Web-based application and one set of transcripts to apply to multiple schools of pharmacy. A total of 43 schools participated in 2003.

In the 2003–04 academic year, 67 colleges of pharmacy awarded the master-of-science degree or the Ph.D. degree. Both degrees are awarded after the completion of a Pharm.D. degree and are designed for those who want more laboratory and research experience. Many master’s and Ph.D. degree holders do research for a drug company or teach at a university. Other options for pharmacy graduates who are interested in further training include 1-year or 2-year residency programs or fellowships. Pharmacy residencies are postgraduate training programs in pharmacy practice and usually require the completion of a research study. There currently are more than 700 residency training programs nationwide. Pharmacy fellowships are highly individualized programs that are designed to prepare participants to work in a specialized area of pharmacy, such clinical practice or research laboratories. Some pharmacists who run their own pharmacy obtain a master’s degree in business administration (MBA). Others may obtain a degree in public administration or public health.

Areas of graduate study include pharmaceutics and pharmaceutical chemistry (physical and chemical properties of drugs and dosage forms), pharmacology (effects of drugs on the body), toxicology and pharmacy administration.

Pharmacy Technicians

Although most pharmacy technicians receive informal on-the-job training, employers favor those who have completed formal training and certification. However, there are currently few State and no Federal requirements for formal training or certification of pharmacy technicians. Employers who have insufficient resources to give on-the-job training often seek formally educated pharmacy technicians. Formal education programs and certification emphasize the technician’s interest in and dedication to the work. In addition to the military, some hospitals, proprietary schools, vocational or technical colleges, and community colleges offer formal education programs.

Formal pharmacy technician education programs require classroom and laboratory work in a variety of areas, including medical and pharmaceutical terminology, pharmaceutical calculations, pharmacy record keeping, pharmaceutical techniques, and pharmacy law and ethics. Technicians also are required to learn medication names, actions, uses, and doses. Many training programs include internships, in which students gain hands-on experience in actual pharmacies. Students receive a diploma, a certificate, or an associate’s degree, depending on the program.

Prospective pharmacy technicians with experience working as an aide in a community pharmacy or volunteering in a hospital may have an advantage. Employers also prefer applicants with strong customer service and communication skills, as well as those with experience managing inventories, counting tablets, measuring dosages, and using computers. Technicians entering the field need strong mathematics, spelling, and reading skills. A background in chemistry, English, and health education also may be beneficial. Some technicians are hired without formal training, but under the condition that they obtain certification within a specified period to retain their employment.

The Pharmacy Technician Certification Board administers the National Pharmacy Technician Certification Examination. This exam is voluntary in most States and displays the competency of the individual to act as a pharmacy technician. However, more States and employers are requiring certification as reliance on pharmacy technicians grows. Eligible candidates must have a high school diploma or GED and no felony convictions, and those who pass the exam earn the title of Certified Pharmacy Technician (CPhT). The exam is offered several times per year at various locations nationally. Employers—often pharmacists—know that individuals who pass the exam have a standardized body of knowledge and skills. Many employers also will reimburse the costs of the exam as an incentive for certification.

Certified technicians must be recertified every 2 years. Technicians must complete 20 contact hours of pharmacy-related topics within the 2-year certification period to become eligible for recertification. Contact hours are awarded for on-the-job training, attending lectures, and college coursework. At least 1 contact hour must be in pharmacy law. Contact hours can be earned from several different sources, including pharmacy associations, pharmacy colleges, and pharmacy technician training programs. Up to 10 contact hours can be earned when the technician is employed under the direct supervision and instruction of a pharmacist.

Massage Therapists

Training standards and requirements for massage therapists vary greatly by State and locality. In 2004, 33 States and the District of Columbia had passed laws regulating massage therapy in some way. Most of the boards governing massage therapy in these States require practicing massage therapists to complete a formal education program and pass the national certification examination or a State exam. Some State regulations require that therapists keep up on their knowledge and technique through continuing education. It is best to check information on licensing, certification, and accreditation on a State-by-State basis.

There are roughly 1,300 massage therapy postsecondary schools, college programs, and training programs throughout the country. Massage therapy programs generally cover subjects such as anatomy; physiology, the study of organs and tissues; kinesiology, the study of motion and body mechanics; business; ethics; as well as hands-on practice of massage techniques. Most formal training programs require an application and some require an in-person interview. Training programs may concentrate on certain modalities of massage. Several programs also provide alumni services such as post-graduate job placement and continuing educational services. Both full- and part-time programs are available.

These programs vary in accreditation. Massage therapy training programs are generally accredited by a State board or other accrediting agency. Of the many massage therapy programs in the country, about 300 are accredited by a State board or department of education-certified accrediting agency. In States that regulate massage therapy, graduation from an approved school or training program is usually required in order to practice massage therapy.

After completion of a training program, many massage therapists opt to take the national certification examination for therapeutic massage and bodywork. This exam is administered by the National Certification Board for Therapeutic Massage and Bodywork (NCBTMB), which has eligibility requirements of its own. Several States require that a massage therapist pass this test in order to practice massage therapy. In States that require massage therapy program accreditation, an exam candidate must graduate from a State-licensed training institute with at least 500 hours of training or submit a portfolio of training experience for NCBTMB review; in locations that do not require accredited training programs, this is unnecessary. After the applicant is approved for testing, the applicant may schedule a test time at a local testing center. Tests are available six or seven days a week, depending on the test site, and are entirely computer based with multiple choice questions. The exam covers six areas of content: general knowledge of the body systems; detailed knowledge of anatomy, physiology and kinesiology; pathology; therapeutic massage assessment; therapeutic massage application; and professional standards, ethics, business and legal practices.

When a therapist passes the national certification exam for therapeutic massage and bodywork, he or she can use the recognized national credential: Nationally Certified in Therapeutic Massage and Bodywork (NCTMB). The credential must be renewed every four years. In order to remain certified, a therapist must perform at least 200 hours of therapeutic massage during the four year period, and complete a minimum of 48 credit hours of continuing education. In 2005, the NCBTMB introduced a new national certification test and corresponding professional credential. These are the national certification exam for therapeutic massage and the Nationally Certified in Therapeutic Massage (NCTM) credential. The new test covers the same topics as the traditional national certification exam, but covers fewer modalities of massage therapy. Recognition of this new national certification varies by State.

Many of the national, State, and local requirements coincide. States that require the national credential also require accredited training programs to comply with NCBTMB standards of training. Professional associations require that a professional member graduate from a training program that meets NCBTMB standards, have a State license, and/or have a national certification from the NCBTMB. Actual requirements differ on a State-by-State basis.

Physical Therapists

All States require physical therapists to pass a licensure exam before they can practice, after graduating from an accredited physical therapist educational program.

According to the American Physical Therapy Association, there were 205 accredited physical therapist programs in 2004. Of the accredited programs, 94 offered master’s degrees, and 111 offered doctoral degrees. All physical therapist programs seeking accreditation are required to offer degrees at the master’s degree level and above, in accordance with the Commission on Accreditation in Physical Therapy Education.

Physical therapist programs start with basic science courses such as biology, chemistry, and physics and then introduce specialized courses, including biomechanics, neuroanatomy, human growth and development, manifestations of disease, examination techniques, and therapeutic procedures. Besides getting classroom and laboratory instruction, students receive supervised clinical experience. Among the courses that are useful when one applies to a physical therapist educational program are anatomy, biology, chemistry, social science, mathematics, and physics. Before granting admission, many professional education programs require experience as a volunteer in a physical therapy department of a hospital or clinic. For high school students, volunteering with the school athletic trainer is a good way to gain experience.

Occupational Therapists

Currently, a bachelor’s degree in occupational therapy is the minimum requirement for entry into the field. Beginning in 2007, however, a master’s degree or higher will be the minimum educational requirement. As a result, students in bachelor’s-level programs must complete their coursework and fieldwork before 2007. All States, Puerto Rico, Guam, and the District of Columbia regulate the practice of occupational therapy. To obtain a license, applicants must graduate from an accredited educational program and pass a national certification examination. Those who pass the exam are awarded the title “Occupational Therapist Registered (OTR).” Some States have additional requirements for therapists who work in schools or early intervention programs. These requirements may include education-related classes, an education practice certificate, or early intervention certification requirements.

In 2005, 122 master’s degree programs offered entry-level education, 65 programs offered a combined bachelor’s and master’s degree, and 5 offered an entry-level doctoral degree. Most schools have full-time programs, although a growing number are offering weekend or part-time programs as well. Bachelor’s degree programs in occupational therapy are no longer offered because of the requirement for a master’s degree or higher beginning in 2007. In addition, post baccalaureate certificate programs for students with a degree other than occupational therapy are no longer offered.

Occupational therapy coursework includes the physical, biological, and behavioral sciences and the application of occupational therapy theory and skills. The completion of 6 months of supervised fieldwork also is required.

Formal training is necessary for entry into this field. Training is offered at the postsecondary level by colleges and universities, medical schools, vocational-technical institutes, and the Armed Forces. An associate’s degree is required for entry into the field. Most programs award associate’s or bachelor’s degrees and prepare graduates for jobs as advanced respiratory therapists. A limited number of associate’s degree programs lead to jobs as entry-level respiratory therapists. According to the Commission on Accreditation of Allied Health Education Programs (CAAHEP), 51 entry-level and 329 advanced respiratory therapy programs were accredited in the United States, including Puerto Rico, in 2005.

Among the areas of study in respiratory therapy are human anatomy and physiology, pathophysiology, chemistry, physics, microbiology, pharmacology, and mathematics. Other courses deal with therapeutic and diagnostic procedures and tests, equipment, patient assessment, cardiopulmonary resuscitation, the application of clinical practice guidelines, patient care outside of hospitals, cardiac and pulmonary rehabilitation, respiratory health promotion and disease prevention, and medical record keeping and reimbursement.

The National Board for Respiratory Care (NBRC) offers certification and registration to graduates of programs accredited by CAAHEP or the Committee on Accreditation for Respiratory Care (CoARC). Two credentials are awarded to respiratory therapists who satisfy the requirements: Registered Respiratory Therapist (RRT) and Certified Respiratory Therapist (CRT). Graduates from accredited entry-level or advanced-level programs in respiratory therapy may take the CRT examination. CRTs who were graduated from advanced-level programs and who meet additional experience requirements can take two separate examinations leading to the award of the RRT credential.

All States (except Alaska and Hawaii), the District of Columbia, and Puerto Rico require respiratory therapists to obtain a license. Passing the CRT exam qualifies respiratory therapists for State licenses. Also, most employers require respiratory therapists to maintain a cardiopulmonary resuscitation (CPR) certification. Supervisory positions and intensive-care specialties usually require the RRT or at least RRT eligibility.

Speech-Language Pathologists

In 2005, 47 States required speech-language pathologists to be licensed if they worked in a health care setting, and all States required a master’s degree or equivalent. A passing score on the national examination on speech-language pathology, offered through the Praxis Series of the Educational Testing Service, is needed as well. Other requirements typically are 300 to 375 hours of supervised clinical experience and 9 months of postgraduate professional clinical experience. Forty-one States have continuing education requirements for licensure renewal. Medicaid, Medicare, and private health insurers generally require a practitioner to be licensed to qualify for reimbursement.

Only 11 States require this same license to practice in the public schools. The other States issue a teaching license or certificate that typically requires a master’s degree from an approved college or university. Some States will grant a temporary teaching license or certificate to bachelor’s degree applicants, but a master’s degree must be earned in 3 to 5 years. A few States grant a full teacher’s certificate or license to bachelor’s degree applicants.

In 2004, 239 colleges and universities offered graduate programs in speech-language pathology that are accredited by the Council on Academic Accreditation in Audiology and Speech-Language Pathology. While graduation from an accredited program is not always required to become a speech-language pathologist, it may be helpful in obtaining a license or may be required to obtain a license in some States. Courses cover the anatomy, physiology, and the development of the areas of the body involved in speech, language, and swallowing; the nature of disorders; acoustics; and psychological aspects of communication. Graduate students also learn to evaluate and treat speech, language, and swallowing disorders and receive supervised clinical training in communication disorders.

Speech-language pathologists can acquire the Certificate of Clinical Competence in Speech-Language Pathology (CCC-SLP) offered by the American Speech-Language-Hearing Association. To earn a CCC, a person must have a graduate degree and 400 hours of supervised clinical experience, complete a 36-week postgraduate clinical fellowship, and pass the Praxis Series examination in speech-language pathology administered by the Educational Testing Service (ETS).

Psychologists

A doctoral degree usually is required for employment as an independent licensed clinical or counseling psychologist. Psychologists with a Ph.D. qualify for a wide range of teaching, research, clinical, and counseling positions in universities, health care services, elementary and secondary schools, private industry, and government. Psychologists with a Doctor of Psychology (Psy.D.) degree usually work in clinical positions or in private practices, but they also sometime teach, conduct research, or carry out administrative responsibilities.

A doctoral degree generally requires 5 to 7 years of graduate study. The Ph.D. degree culminates in a dissertation based on original research. Courses in quantitative research methods, which include the use of computer-based analysis, are an integral part of graduate study and are necessary to complete the dissertation. The Psy.D. may be based on practical work and examinations rather than a dissertation. In clinical or counseling psychology, the requirements for the doctoral degree include at least a 1-year internship.

A specialist degree is required in most States for an individual to work as a school psychologist, although a few States still credential school psychologists with master’s degrees. A specialist (Ed.S.) degree in school psychology requires a minimum of 3 years of full-time graduate study (at least 60 graduate semester hours) and a 1-year internship. Because their professional practice addresses educational and mental health components of students’ development, school psychologists’ training includes coursework in both education and psychology.

Persons with a master’s degree in psychology may work as industrial-organizational psychologists. They also may work as psychological assistants under the supervision of doctoral-level psychologists and may conduct research or psychological evaluations. A master’s degree in psychology requires at least 2 years of full-time graduate study. Requirements usually include practical experience in an applied setting and a master’s thesis based on an original research project.

Competition for admission to graduate psychology programs is keen. Some universities require applicants to have an undergraduate major in psychology. Others prefer only coursework in basic psychology with courses in the biological, physical, and social sciences and in statistics and mathematics.

A bachelor’s degree in psychology qualifies a person to assist psychologists and other professionals in community mental health centers, vocational rehabilitation offices, and correctional programs. Bachelor’s degree holders may work as research or administrative assistants for psychologists. Some work as technicians in related fields, such as marketing research. Many find employment in other areas, such as sales or business management.

In the Federal Government, candidates having at least 24 semester hours in psychology and one course in statistics qualify for entry-level positions. However, competition for these jobs is keen because this is one of the few areas in which one can work as a psychologist without an advanced degree.

The American Psychological Association (APA) presently accredits doctoral training programs in clinical, counseling, and school psychology, as well as accrediting institutions that provide internships for doctoral students in school, clinical, and counseling psychology. The National Association of School Psychologists, with the assistance of the National Council for Accreditation of Teacher Education, also is involved in the accreditation of advanced degree programs in school psychology.

Psychologists in independent practice or those who offer any type of patient care—including clinical, counseling, and school psychologists—must meet certification or licensing requirements in all States and the District of Columbia. Licensing laws vary by State and by type of position and require licensed or certified psychologists to limit their practice to areas in which they have developed professional competence through training and experience. Clinical and counseling psychologists usually require a doctorate in psychology, the completion of an approved internship, and 1 to 2 years of professional experience. In addition, all States require that applicants pass an examination. Most State licensing boards administer a standardized test, and many supplement that with additional oral or essay questions. Some States require continuing education for renewal of the license.

The National Association of School Psychologists (NASP) awards the Nationally Certified School Psychologist (NCSP) designation, which recognizes professional competency in school psychology at a national, rather than State, level. Currently, 26 States recognize the NCSP and allow those with the certification to transfer credentials from one State to another without taking a new certification exam. In States that recognize the NCSP, the requirements for certification or licensure and those for the NCSP often are the same or similar. Requirements for the NCSP include the completion of 60 graduate semester hours in school psychology; a 1,200-hour internship, 600 hours of which must be completed in a school setting; and a passing score on the National School Psychology Examination.

The American Board of Professional Psychology (ABPP) recognizes professional achievement by awarding specialty certification, primarily in clinical psychology, clinical neuropsychology, and counseling, forensic, industrial-organizational, and school psychology. Candidates for ABPP certification need a doctorate in psychology, postdoctoral training in their specialty, five years of experience, professional endorsements, and a passing grade on an examination.

Mental Health Counselors

All States require school counselors to hold a State school counseling certification and to have completed at least some graduate course work; most require the completion of a master’s degree. Some States require public school counselors to have both counseling and teaching certificates and to have had some teaching experience before receiving certification. For counselors based outside of schools, 48 States and the District of Columbia have some form of counselor licensure that governs their practice of counseling. Requirements typically include the completion of a master’s degree in counseling, the accumulation of 2 years or 3,000 hours of supervised clinical experience beyond the master’s degree level, the passage of a State-recognized exam, adherence to ethical codes and standards, and the completion of annual continuing education requirements.

Counselors must be aware of educational and training requirements that are often very detailed and that vary by area and by counseling specialty. Prospective counselors should check with State and local governments, employers, and national voluntary certification organizations in order to determine which requirements apply.

As mentioned, a master’s degree is typically required to be licensed as a counselor. A bachelor’s degree often qualifies a person to work as a counseling aide, rehabilitation aide, or social service worker. Some States require counselors in public employment to have a master’s degree; others accept a bachelor’s degree with appropriate counseling courses. Counselor education programs in colleges and universities usually are found in departments of education or psychology. Fields of study include college student affairs, elementary or secondary school counseling, education, gerontological counseling, marriage and family counseling, substance abuse counseling, rehabilitation counseling, agency or community counseling, clinical mental health counseling, counseling psychology, career counseling, and related fields. Courses are grouped into eight core areas: Human growth and development, social and cultural diversity, relationships, group work, career development, assessment, research and program evaluation, and professional identity. In an accredited master’s degree program, 48 to 60 semester hours of graduate study, including a period of supervised clinical experience in counseling, are required.

Graduate programs in career, community, gerontological, mental health, school, student affairs, and marriage and family counseling are accredited by the Council for Accreditation of Counseling and Related Educational Programs (CACREP). While completion of a CACREP-accredited program is not necessary to become a counselor, it makes it easier to fulfill the requirements for State licensing. Another organization, the Council on Rehabilitation Education (CORE), accredits graduate programs in rehabilitation counseling. Accredited master’s degree programs include a minimum of 2 years of full-time study, including 600 hours of supervised clinical internship experience.

Some counselors elect to be nationally certified by the National Board for Certified Counselors, Inc. (NBCC), which grants the general practice credential “National Certified Counselor.” To be certified, a counselor must hold a master’s degree with a concentration in counseling from a regionally accredited college or university; must have at least 2 years of supervised field experience in a counseling setting (graduates from counselor education programs accredited by CACREP are exempted); must provide two professional endorsements, one of which must be from a recent supervisor; and must have a passing score on the NBCC’s National Counselor Examination for Licensure and Certification (NCE). This national certification is voluntary and is distinct from State licensing. However, in some States, those who pass the national exam are exempted from taking a State certification exam. NBCC also offers specialty certifications in school, clinical mental health, and addiction counseling, which supplement the national certified counselor designation. These specialty certifications require passage of a supplemental exam. To maintain their certification, counselors retake and pass the NCE or complete 100 credit hours of acceptable continuing education every 5 years.

Another organization, the Commission on Rehabilitation Counselor Certification, offers voluntary national certification for rehabilitation counselors. Some employers may require rehabilitation counselors to be nationally certified. To become certified, rehabilitation counselors usually must graduate from an accredited educational program, complete an internship, and pass a written examination. (Certification requirements vary according to an applicant’s educational history. Employment experience, for example, is required for those with a counseling degree in a specialty other than rehabilitation.) After meeting these requirements, candidates are designated “Certified Rehabilitation Counselors.” To maintain their certification, counselors must successfully retake the certification exam or complete 100 credit hours of acceptable continuing education every 5 years.

Other counseling organizations also offer certification in particular counseling specialties. Usually, becoming certified is voluntary, but having certification may enhance one’s job prospects.

Some employers provide training for newly hired counselors. Others may offer time off or provide help with tuition if it is needed to complete a graduate degree. Counselors must participate in graduate studies, workshops, and personal studies to maintain their certificates and licenses.

Persons interested in counseling should have a strong desire to help others and should possess the ability to inspire respect, trust, and confidence. They should be able to work independently or as part of a team. Counselors must follow the code of ethics associated with their respective certifications and licenses.

Prospects for advancement vary by counseling field. School counselors can move to a larger school; become directors or supervisors of counseling, guidance, or pupil personnel services; or, usually with further graduate education, become counselor educators, counseling psychologists, or school administrators. (Psychologists and education administrators are covered elsewhere in the Handbook.) Some counselors choose to work for a State’s department of education. For marriage and family therapists, doctoral education in family therapy emphasizes the training of supervisors, teachers, researchers, and clinicians in the discipline.

Counselors can become supervisors or administrators in their agencies. Some counselors move into research, consulting, or college teaching or go into private or group practice.

Mental Health Social Workers

A bachelor’s degree in social work (BSW) degree is the most common minimum requirement to qualify for a job as a social worker; however, majors in psychology, sociology, and related fields may qualify for some entry-level jobs, especially in small community agencies. Although a bachelor’s degree is sufficient for entry into the field, an advanced degree has become the standard for many positions. A master’s degree in social work (MSW) is typically required for positions in health settings and is required for clinical work as well. Some jobs in public and private agencies also may require an advanced degree, such as a master’s degree in social services policy or administration. Supervisory, administrative, and staff training positions usually require an advanced degree. College and university teaching positions and most research appointments normally require a doctorate in social work (DSW or Ph.D.).

As of 2004, the Council on Social Work Education (CSWE) accredited 442 BSW programs and 168 MSW programs. The Group for the Advancement of Doctoral Education (GADE) listed 80 doctoral programs in social work (DSW or Ph.D.). BSW programs prepare graduates for direct service positions, such as caseworker, and include courses in social work values and ethics, dealing with a culturally diverse clientele, at-risk populations, promotion of social and economic justice, human behavior and the social environment, social welfare policy and services, social work practice, social research methods, and field education. Accredited BSW programs require a minimum of 400 hours of supervised field experience.

Master’s degree programs prepare graduates for work in their chosen field of concentration and continue to develop the skills required to perform clinical assessments, manage large caseloads, take on supervisory roles, and explore new ways of drawing upon social services to meet the needs of clients. Master’s programs last 2 years and include a minimum of 900 hours of supervised field instruction, or internship. A part-time program may take 4 years. Entry into a master’s program does not require a bachelor’s degree in social work, but courses in psychology, biology, sociology, economics, political science, and social work are recommended. In addition, a second language can be very helpful. Most master’s programs offer advanced standing for those with a bachelor’s degree from an accredited social work program.

All States and the District of Columbia have licensing, certification, or registration requirements regarding social work practice and the use of professional titles. Although standards for licensing vary by State, a growing number of States are placing greater emphasis on communications skills, professional ethics, and sensitivity to cultural diversity issues. Most States require two years (3,000 hours) of supervised clinical experience for licensure of clinical social workers. In addition, the National Association of Social Workers (NASW) offers voluntary credentials. Social workers with an MSW may be eligible for the Academy of Certified Social Workers (ACSW), the Qualified Clinical Social Worker (QCSW), or the Diplomate in Clinical Social Work (DCSW) credential, based on their professional experience. Credentials are particularly important for those in private practice; some health insurance providers require social workers to have them in order to be reimbursed for services.

Social workers should be emotionally mature, objective, and sensitive to people and their problems. They must be able to handle responsibility, work independently, and maintain good working relationships with clients and coworkers. Volunteer or paid jobs as a social work aide offer ways of testing one’s interest in this field.

Advancement to supervisor, program manager, assistant director, or executive director of a social service agency or department is possible, but usually requires an advanced degree and related work experience. Other career options for social workers include teaching, research, and consulting. Some of these workers also help formulate government policies by analyzing and advocating policy positions in government agencies, in research institutions, and on legislators’ staffs.

Some social workers go into private practice. Most private practitioners are clinical social workers who provide psychotherapy, usually paid for through health insurance or by the client themselves. Private practitioners must have at least a master’s degree and a period of supervised work experience. A network of contacts for referrals also is essential. Many private practitioners split their time between working for an agency or hospital and working in their private practice. They may continue to hold a position at a hospital or agency in order to receive health and life insurance.

Dietitians and Nutritionists

High school students interested in becoming a dietitian or nutritionist should take courses in biology, chemistry, mathematics, health, and communications. Dietitians and nutritionists need at least a bachelor’s degree in dietetics, foods and nutrition, food service systems management, or a related area. College students in these majors take courses in foods, nutrition, institution management, chemistry, biochemistry, biology, microbiology, and physiology. Other suggested courses include business, mathematics, statistics, computer science, psychology, sociology, and economics.

Of the 46 States and jurisdictions with laws governing dietetics, 31 require licensure, 14 require certification, and 1 requires registration. Requirements vary by State. As a result, interested candidates should determine the requirements of the State in which they want to work before sitting for any exam. Although not required, the Commission on Dietetic Registration of the American Dietetic Association (ADA) awards the Registered Dietitian credential to those who pass an exam after completing their academic coursework and supervised experience.

As of 2004, there were about 227 bachelor’s and master’s degree programs approved by the ADA’s Commission on Accreditation for Dietetics Education (CADE).

Supervised practice experience can be acquired in two ways. The first requires the completion of a CADE-accredited program. As of 2004, there were more than 50 accredited programs, which combined academic and supervised practice experience and generally lasted 4 to 5 years. The second option requires the completion of 900 hours of supervised practice experience in any of the 265 CADE-accredited internships. These internships may be full-time programs lasting 6 to 12 months or part-time programs lasting 2 years. To maintain a registered dietitian status, at least 75 credit hours in approved continuing education classes are required every 5 years.

Students interested in research, advanced clinical positions, or public health may need an advanced degree.

Experienced dietitians may advance to management positions, such as assistant director, associate director, or director of a dietetic department, or may become self-employed. Some dietitians specialize in areas such as renal, diabetic, cardiovascular, or pediatric dietetics. Others may leave the occupation to become sales representatives for equipment, pharmaceutical, or food manufacturers.

Clinical Laboratory Technologists and Technicians

The usual requirement for an entry-level position as a clinical laboratory technologist is a bachelor’s degree with a major in medical technology or in one of the life sciences; although it is possible to qualify through a combination of education, on-the-job, and specialized training. Universities and hospitals offer medical technology programs.

Bachelor’s degree programs in medical technology include courses in chemistry, biological sciences, microbiology, mathematics, and statistics, as well as specialized courses devoted to knowledge and skills used in the clinical laboratory. Many programs also offer or require courses in management, business, and computer applications. The Clinical Laboratory Improvement Act requires technologists who perform highly complex tests to have at least an associate degree.

Medical and clinical laboratory technicians generally have either an associate degree from a community or junior college or a certificate from a hospital, a vocational or technical school, or one of the U.S. Armed Forces. A few technicians learn their skills on the job.

The National Accrediting Agency for Clinical Laboratory Sciences (NAACLS) fully accredits 469 programs for medical and clinical laboratory technologists, medical and clinical laboratory technicians, histotechnologists and histotechnicians, cytogenetic technologists, and diagnostic molecular scientists. NAACLS also approves 57 programs in phlebotomy and clinical assisting. Other nationally recognized accrediting agencies that accredit specific areas for clinical laboratory workers include the Commission on Accreditation of Allied Health Education Programs and the Accrediting Bureau of Health Education Schools.

Some States require laboratory personnel to be licensed or registered. Information on licensure is available from State departments of health or boards of occupational licensing. Certification is a voluntary process by which a nongovernmental organization, such as a professional society or certifying agency, grants recognition to an individual whose professional competence meets prescribed standards. Widely accepted by employers in the health care industry, certification is a prerequisite for most jobs and often is necessary for advancement. Agencies certifying medical and clinical laboratory technologists and technicians include the Board of Registry of the American Society for Clinical Pathology, the American Medical Technologists, the National Credentialing Agency for Laboratory Personnel, and the Board of Registry of the American Association of Bioanalysts. These agencies have different requirements for certification and different organizational sponsors.

Clinical laboratory personnel need good analytical judgment and the ability to work under pressure. Close attention to detail is essential, because small differences or changes in test substances or numerical readouts can be crucial for patient care. Manual dexterity and normal color vision are highly desirable. With the widespread use of automated laboratory equipment, computer skills are important. In addition, technologists in particular are expected to be good at problem solving.

Technologists may advance to supervisory positions in laboratory work or may become chief medical or clinical laboratory technologists or laboratory managers in hospitals. Manufacturers of home diagnostic testing kits and laboratory equipment and supplies seek experienced technologists to work in product development, marketing, and sales. A graduate degree in medical technology, one of the biological sciences, chemistry, management, or education usually speeds advancement. A doctorate is needed to become a laboratory director; however, Federal regulation allows directors of moderately complex laboratories to have either a master’s degree or a bachelor’s degree, combined with the appropriate amount of training and experience. Technicians can become technologists through additional education and experience.

Radiologic Technologists and Technicians

Preparation for this profession is offered in hospitals, colleges and universities, vocational-technical institutes, and the U.S. Armed Forces. Hospitals, which employ most radiologic technologists and technicians, prefer to hire those with formal training.

Formal training programs in radiography range in length from 1 to 4 years and lead to a certificate, an associate degree, or a bachelor’s degree. Two-year associate degree programs are most prevalent.

Some 1-year certificate programs are available for experienced radiographers or individuals from other health occupations, such as medical technologists and registered nurses, who want to change fields or specialize in CT or MRI. A bachelor’s or master’s degree in one of the radiologic technologies is desirable for supervisory, administrative, or teaching positions.

The Joint Review Committee on Education in Radiologic Technology accredits most formal training programs for the field. The committee accredited 606 radiography programs in 2005. Radiography programs require, at a minimum, a high school diploma or the equivalent. High school courses in mathematics, physics, chemistry, and biology are helpful. The programs provide both classroom and clinical instruction in anatomy and physiology, patient care procedures, radiation physics, radiation protection, principles of imaging, medical terminology, positioning of patients, medical ethics, radiobiology, and pathology.

Federal legislation protects the public from the hazards of unnecessary exposure to medical and dental radiation by ensuring that operators of radiologic equipment are properly trained. Under this legislation, the Federal Government sets voluntary standards that the States may use for accrediting training programs and certifying individuals who engage in medical or dental radiography.

In 2005, 38 States certified radiologic technologists and technicians. Certification, which is voluntary, is offered by the American Registry of Radiologic Technologists. To be eligible for certification, technologists generally must graduate from an accredited program and pass an examination. Many employers prefer to hire certified radiographers. To be recertified, radiographers must complete 24 hours of continuing education every two years.

Radiologic technologists and technicians should be sensitive to patients’ physical and psychological needs. They must pay attention to detail, follow instructions, and work as part of a team. In addition, operating complicated equipment requires mechanical ability and manual dexterity.

With experience and additional training, staff technologists may become specialists, performing CT scanning, angiography, and magnetic resonance imaging. Experienced technologists also may be promoted to supervisor, chief radiologic technologist, and, ultimately, department administrator or director. Depending on the institution, courses or a master’s degree in business or health administration may be necessary for the director’s position. Some technologists progress by leaving the occupation to become instructors or directors in radiologic technology programs; others take jobs as sales representatives or instructors with equipment manufacturers.

Medical Assistants

Most employers prefer graduates of formal programs in medical assisting. Such programs are offered in vocational-technical high schools, postsecondary vocational schools, and community and junior colleges. Postsecondary programs usually last either 1 year, resulting in a certificate or diploma, or 2 years, resulting in an associate degree. Courses cover anatomy, physiology, and medical terminology, as well as typing, transcription, record keeping, accounting, and insurance processing. Students learn laboratory techniques, clinical and diagnostic procedures, pharmaceutical principles, the administration of medications, and first aid. They study office practices, patient relations, medical law, and ethics. Accredited programs include an internship that provides practical experience in physicians’ offices, hospitals, or other health care facilities.

Both the Commission on Accreditation of Allied Health Education Programs (CAAHEP) and the Accrediting Bureau of Health Education Schools (ABHES) accredit programs in medical assisting. In 2005, there were over 500 medical assisting programs accredited by CAAHEP and about 170 accredited by ABHES. The Committee on Accreditation for Ophthalmic Medical Personnel approved 17 programs in ophthalmic medical assisting and 2 programs in ophthalmic clinical assisting.

Formal training in medical assisting, while generally preferred, is not always required. Some medical assistants are trained on the job, although this practice is less common than in the past. Applicants usually need a high school diploma or the equivalent. Recommended high school courses include mathematics, health, biology, typing, bookkeeping, computers, and office skills. Volunteer experience in the health care field also is helpful.

Although medical assistants are not licensed, some States require them to take a test or a course before they can perform certain tasks, such as taking x rays or giving injections.

Employers prefer to hire experienced workers or certified applicants who have passed a national examination, indicating that the medical assistant meets certain standards of competence. The American Association of Medical Assistants awards the Certified Medical Assistant credential; American Medical Technologists awards the Registered Medical Assistant credential; the American Society of Podiatric Medical Assistants awards the Podiatric Medical Assistant, Certified credential; and the Joint Commission on Allied Health Personnel in Ophthalmology awards credentials at three levels: Certified Ophthalmic Assistant; Certified Ophthalmic Technician; and Certified Ophthalmic Medical Technologist.

Medical assistants deal with the public; therefore, they must be neat and well groomed and have a courteous, pleasant manner. Medical assistants must be able to put patients at ease and explain physicians’ instructions. They must respect the confidential nature of medical information. Clinical duties require a reasonable level of manual dexterity and visual acuity.

Medical assistants may be able to advance to office manager. They may qualify for a variety of administrative support occupations or may teach medical assisting. With additional education, some enter other health occupations, such as nursing and medical technology.

Medical Transcriptionists

Employers prefer to hire transcriptionists who have completed postsecondary training in medical transcription, offered by many vocational schools, community colleges, and distance-learning programs. Completion of a 2-year associate degree or 1-year certificate program—including coursework in anatomy, medical terminology, legal issues relating to health care documentation, and English grammar and punctuation—is highly recommended, but not always required. Many of these programs include supervised on-the-job experience. Some transcriptionists, especially those already familiar with medical terminology from previous experience as a nurse or medical secretary, become proficient through refresher courses and training.

The American Association for Medical Transcription (AAMT) awards the voluntary designation Certified Medical Transcriptionist (CMT), to those who earn a passing score on a certification examination. As in many other fields, certification is recognized as a sign of competence. Because medicine is constantly evolving, medical transcriptionists are encouraged to update their skills regularly. Every 3 years, CMTs must earn continuing education credits to be recertified.

In addition to understanding medical terminology, transcriptionists must have good English grammar and punctuation skills, as well as proficiency with personal computers and word processing software. Normal hearing acuity and good listening skills also are necessary. Employers require applicants to take pre-employment tests and usually prefer individuals with experience.

With experience, medical transcriptionists can advance to supervisory positions, home-based work, editing, consulting, or teaching. With additional education or training, some become medical records and health information technicians, medical coders, or medical records and health information administrators.

Medical, Dental, and Ophthalmic Laboratory Technicians

Most medical, dental, and ophthalmic laboratory technicians learn their craft on the job; however, many employers prefer to hire those with formal training in a related field.

Medical appliance technicians begin as a helper and gradually learn new skills as they gain experience. Formal training is also available. There are currently 4 programs actively accredited by the National Commission on Orthotic and Prosthetic Education (NCOPE). These programs offer either an associate degree for orthotics and prosthetic technicians or one-year certificate for orthotic technicians or prosthetic technicians. The programs instruct students on human anatomy and physiology, orthotic and prosthetic equipment and materials, and applied biomechanical principles to customize orthoses or prostheses. The programs also include clinical rotations to provide hands-on experience.

Voluntary certification is available through the American Board for Certification in Orthotics and Prosthetics (ABC). Applicants are eligible for an exam after completing a program accredited by NCOPE or obtaining two years of experience as a technician under the direct supervision of an ABC-certified practitioner. After successfully passing the appropriate exam, technicians receive the Registered Orthotic Technician, Registered Prosthetic Technician, or Registered Prosthetic-Orthotic Technician credential.

High school students interested in becoming medical appliance technicians should take mathematics, metal and wood shop, and drafting. With additional formal education, medical appliance technicians can advance to become orthotists or prosthetists.

Dental laboratory technicians begin with simple tasks, such as pouring plaster into an impression, and progress to more complex procedures, such as making porcelain crowns and bridges. Becoming a fully trained technician requires an average of 3 to 4 years, depending upon the individual’s aptitude and ambition, but it may take a few years more to become an accomplished technician.

Training in dental laboratory technology also is available through community and junior colleges, vocational-technical institutes, and the U.S. Armed Forces. Formal training programs vary greatly both in length and in the level of skill they impart.

In 2004, 25 programs in dental laboratory technology were approved (accredited) by the Commission on Dental Accreditation in conjunction with the American Dental Association (ADA). These programs provide classroom instruction in dental materials science, oral anatomy, fabrication procedures, ethics, and related subjects. In addition, each student is given supervised practical experience in a school or an associated dental laboratory. Accredited programs normally take 2 years to complete and lead to an associate degree. A few programs take about 4 years to complete and offer a bachelor’s degree in dental technology.

Graduates of 2-year training programs need additional hands-on experience to become fully qualified. Each dental laboratory owner operates in a different way, and classroom instruction does not necessarily expose students to techniques and procedures favored by individual laboratory owners. Students who have taken enough courses to learn the basics of the craft usually are considered good candidates for training, regardless of whether they have completed a formal program. Many employers will train someone without any classroom experience.

The National Board for Certification, an independent board established by the National Association of Dental Laboratories, offers certification in dental laboratory technology. Certification, which is voluntary, can be obtained in five specialty areas: crowns and bridges, ceramics, partial dentures, complete dentures, and orthodontic appliances.

In large dental laboratories, technicians may become supervisors or managers. Experienced technicians may teach or may take jobs with dental suppliers in such areas as product development, marketing, and sales. Still, for most technicians, opening one’s own laboratory is the way toward advancement and higher earnings.

A high degree of manual dexterity, good vision, and the ability to recognize very fine color shadings and variations in shape are necessary. An artistic aptitude for detailed and precise work also is important. High school students interested in becoming dental laboratory technicians should take courses in art, metal and wood shop, drafting, and sciences. Courses in management and business may help those wishing to operate their own laboratories.

Ophthalmic laboratory technicians start on simple tasks if they are trained to produce lenses by hand. They may begin with marking or blocking lenses for grinding; then, they progress to grinding, cutting, edging, and beveling lenses; finally, they are trained in assembling the eyeglasses. Depending on individual aptitude, it may take up to 6 months to become proficient in all phases of the work.

Employers filling trainee jobs prefer applicants who are high school graduates. Courses in science, mathematics, and computers are valuable; manual dexterity and the ability to do precision work are essential. Technicians using automated systems will find computer skills valuable.

A very small number of ophthalmic laboratory technicians learn their trade in the Armed Forces or in the few programs in optical technology offered by vocational-technical institutes or trade schools. These programs have classes in optical theory, surfacing and lens finishing, and the reading and applying of prescriptions. Programs vary in length from 6 months to 1 year and award certificates or diplomas.

Ophthalmic laboratory technicians can become supervisors and managers. Some become dispensing opticians, although further education or training generally is required in that occupation.

Dental Assistants

Most assistants learn their skills on the job, although an increasing number are trained in dental-assisting programs offered by community and junior colleges, trade schools, technical institutes, or the Armed Forces. Assistants must be a second pair of hands for a dentist; therefore, dentists look for people who are reliable, work well with others, and have good manual dexterity. High school students interested in a career as a dental assistant should take courses in biology, chemistry, health, and office practices.

The Commission on Dental Accreditation within the American Dental Association (ADA) approved 265 dental-assisting training programs in 2005. Programs include classroom, laboratory, and preclinical instruction in dental-assisting skills and related theory. In addition, students gain practical experience in dental schools, clinics, or dental offices. Most programs take 1 year or less to complete and lead to a certificate or diploma. Two-year programs offered in community and junior colleges lead to an associate degree. All programs require a high school diploma or its equivalent, and some require science or computer-related courses for admission. A number of private vocational schools offer 4-month to 6-month courses in dental assisting, but the Commission on Dental Accreditation does not accredit these programs.

Most States regulate the duties that dental assistants are allowed to perform through licensure or registration. Licensure or registration may require passing a written or practical examination. States offering licensure or registration have a variety of schools offering courses—approximately 10 to 12 months in length—that meet their State’s requirements. Other States require dental assistants to complete State-approved education courses of 4 to 12 hours in length. Some States offer registration of other dental assisting credentials with little or no education required. Some States require continuing education to maintain licensure or registration. A few States allow dental assistants to perform any function delegated to them by the dentist.

Individual States have adopted different standards for dental assistants who perform certain advanced duties, such as radiological procedures. Completion of the Radiation Health and Safety examination offered by the Dental Assisting National Board (DANB) meets those standards in more than 30 States. Some States require completion of a State-approved course in radiology as well.

Certification is available through DANB and is recognized or required in more than 30 States. Other organizations offer registration, most often at the State level. Certification is an acknowledgment of an assistant’s qualifications and professional competence and may be an asset when one is seeking employment. Candidates may qualify to take the DANB certification examination by graduating from an ADA-accredited dental assisting education program or by having 2 years of full-time, or 4 years of part-time, experience as a dental assistant. In addition, applicants must have current certification in cardiopulmonary resuscitation. For annual recertification, individuals must earn continuing education credits.

Without further education, advancement opportunities are limited. Some dental assistants become office managers, dental-assisting instructors, or dental product sales representatives. Others go back to school to become dental hygienists. For many, this entry-level occupation provides basic training and experience and serves as a steppingstone to more highly skilled and higher paying jobs.

Medical Records and Health Information Technicians

Medical records and health information technicians entering the field usually have an associate degree from a community or junior college. In addition to general education, coursework includes medical terminology, anatomy and physiology, legal aspects of health information, coding and abstraction of data, statistics, database management, quality improvement methods, and computer science. Applicants can improve their chances of admission into a program by taking biology, chemistry, health, and computer science courses in high school.

Hospitals sometimes advance promising health information clerks to jobs as medical records and health information technicians, although this practice may be less common in the future. Advancement usually requires 2 to 4 years of job experience and completion of a hospital’s in-house training program.

Most employers prefer to hire Registered Health Information Technicians (RHIT), who must pass a written examination offered by the American Health Information Management Association (AHIMA). To take the examination, a person must graduate from a 2-year associate degree program accredited by the Commission on Accreditation for Health Informatics and Information Management Education (CAHIIM). Technicians trained in non-CAHIIM-accredited programs or trained on the job are not eligible to take the examination. In 2005, CAHIIM accredited 184 programs for health information technicians.

Experienced medical records and health information technicians usually advance in one of two ways—by specializing or managing. Many senior technicians specialize in coding, particularly Medicare coding, or in cancer registry. Most coding and registry skills are learned on the job. Some schools offer certificates in coding as part of the associate degree program for health information technicians, although there are no formal degree programs in coding. For cancer registry, there were 11 formal 2-year certificate programs in 2005 approved by the National Cancer Registrars Association (NCRA). Some schools and employers offer intensive 1- to 2-week training programs in either coding or cancer registry. Once coders and registrars gain some on-the-job experience, many choose to become certified. Certifications in coding are available either from AHIMA or from the American Academy of Professional Coders. Certification in cancer registry is available from the NCRA.

In large medical records and health information departments, experienced technicians may advance to section supervisor, overseeing the work of the coding, correspondence, or discharge sections, for example. Senior technicians with RHIT credentials may become director or assistant director of a medical records and health information department in a small facility. However, in larger institutions, the director usually is an administrator with a bachelor’s degree in medical records and health information administration.

Medical and Health Services Managers

Medical and health services managers must be familiar with management principles and practices. A master’s degree in health services administration, long-term care administration, health sciences, public health, public administration, or business administration is the standard credential for most generalist positions in this field. However, a bachelor’s degree is adequate for some entry-level positions in smaller facilities, at the departmental level within health care organizations, and in health information management. Physicians’ offices and some other facilities may substitute on-the-job experience for formal education.

Bachelor’s, master’s, and doctoral degree programs in health administration are offered by colleges; universities; and schools of public health, medicine, allied health, public administration, and business administration. In 2005, 70 schools had accredited programs leading to the master’s degree in health services administration, according to the Commission on Accreditation of Healthcare Management Education.

For persons seeking to become heads of clinical departments, a degree in the appropriate field and work experience may be sufficient early in their career. However, a master’s degree in health services administration or a related field might be required to advance. For example, nursing service administrators usually are chosen from among supervisory registered nurses with administrative abilities and graduate degrees in nursing or health services administration.

Health information managers require a bachelor’s degree from an accredited program and a Registered Health Information Administrator (RHIA) certification from the American Health Information Management Association. In 2005, there were 45 accredited bachelor’s programs in health information management according to the Commission on Accreditation for Health Informatics and Information Management Education.

Some graduate programs seek students with undergraduate degrees in business or health administration; however, many graduate programs prefer students with a liberal arts or health profession background. Candidates with previous work experience in health care also may have an advantage. Competition for entry into these programs is keen, and applicants need above-average grades to gain admission. Graduate programs usually last between 2 and 3 years. They may include up to 1 year of supervised administrative experience and coursework in areas such as hospital organization and management, marketing, accounting and budgeting, human resources administration, strategic planning, law and ethics, biostatistics or epidemiology, health economics, and health information systems. Some programs allow students to specialize in one type of facility—hospitals, nursing care facilities, mental health facilities, or medical groups. Other programs encourage a generalist approach to health administration education.

New graduates with master’s degrees in health services administration may start as department managers or as staff. The level of the starting position varies with the experience of the applicant and the size of the organization. Hospitals and other health facilities offer postgraduate residencies and fellowships, which usually are staff positions. Graduates from master’s degree programs also take jobs in large medical group practices, clinics, mental health facilities, nursing care corporations, and consulting firms.

Graduates with bachelor’s degrees in health administration usually begin as administrative assistants or assistant department heads in larger hospitals. They also may begin as department heads or assistant administrators in small hospitals or nursing care facilities.

All States and the District of Columbia require nursing care facility administrators to have a bachelor’s degree, pass a licensing examination, complete a State-approved training program, and pursue continuing education. Some States also require licenses for administrators in assisted living facilities. A license is not required in other areas of medical and health services management.

Medical and health services managers often are responsible for millions of dollars’ worth of facilities and equipment and hundreds of employees. To make effective decisions, they need to be open to different opinions and good at analyzing contradictory information. They must understand finance and information systems and be able to interpret data. Motivating others to implement their decisions requires strong leadership abilities. Tact, diplomacy, flexibility, and communication skills are essential because medical and health services managers spend most of their time interacting with others.

Medical and health services managers advance by moving into more responsible and higher paying positions, such as assistant or associate administrator, department head, or CEO, or by moving to larger facilities. Some experienced managers also may become consultants or professors of health care management.
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      AcademyHealth (also AHSR)
Academy of Managed Care Pharmacy  
Accreditation Association for Ambulatory Health Care (AAAHC)
Accreditation Council for Continuing Medical Education (ACCME)
Accreditation Council for Graduate Medical Education (ACGME)
Acute Long Term Hospital Association (ALTHA)
Advanced Medical Technology Association (AdvaMed) [formerly HIMA]
Air Ambulance Association (AAA) [patient transportation]
Alliance for Health Policy and Systems Research (AHPSR) [international]
Alliance of Claims Assistance Professionals (ACAP)
Alliance of Community Health Plans [ACHP]
Alliance for Health Reform  
Alliance of Independent Academic Medical Centers (AIAMC)
America's Blood Centers (ABC)
America's Health Insurance Plans - 1,300 members
American Academy of Medical Administrators (AAMA)
American Academy of Neurology 
American Academy of Orthaepedic Surgeons 
American Academy of Pediatrics 
American Academy of Peridontology 
American Academy of Physician Assistants 
American Academy of Physical Medicine and Rehabilitation 
American Academy of Procedural Coders (AAPC)
American Accreditation HealthCare Commission / URAC
American Ambulance Association (AAA)
American Association for Accreditation of Ambulatory Surgery Facilities (AAAASF)
American Association for Homecare (AAHomecare)
American Association for Medical Transcription 
American Association of Ambulatory Surgery Centers (AAASC)
American Association of Association Executives 
American Association of Blood Banks 
American Association of Colleges of Nursing  
American Association of Eye and Ear Hospitals (AAEEH)
American Association of Community Psychiatrists 
American Association of Healthcare Administrative Management (AAHAM) [patient accounting]
American Association of Healthcare Consultants (AAHC)
American Association of Homes and Services for the Aging (AAHSA)
American Association of Hospital Dentists (AAHD)
American Association of Integrated Healthcare Delivery Systems (AAIHDS) 
American Association of Medical Assistants (AAMA)
American Association of Medical Billers (AAMB) [insurance claims]
American Association of Medical Review Officers 
American Association of Medical Transcriptionists
American Academy of Nurse Practitioners  
American Association of Operating Room Nurses 
American Association of Physicists in Medicine 
American Association of Poison Control Centers (AAPCC)
American Association of Preferred Provider Organizations (AAPPO) 
American Association of Retired Persons (AARP) 
American Association of Tissue Banks (AATB) [transplants]
American Baptist Homes and Hospitals Association (ABHHA)
American Bar Association, Health Law Section (ABA)
American Board of Medical Specialties (ABMS)
American College of Cardiology Administrators (ACCA)
American College of Contingency Planners (ACCP) [disaster planning]
American College of Health Care Administrators (ACHCA) [long term care]
American College of Healthcare Architects (ACHA)
American College of Healthcare Executives (ACHE)
American College of Healthcare Information Administrators (ACHIA)
American College of Legal Medicine (ACLM)
American College of Medical Quality (ACMQ) 
American College of Oncology Administrators (ACOA) 
American College of Physician Executives (ACPE)
American College of Surgeons/Commission on Cancer (ACS/COC) [standards]
American Dental Association (ADA)
American Health Care Association (AHCA)
American Healthcare Radiology Administrators (AHRA)
American Health Information Management Association (AHIMA)
American Health Insurance Plans (AHIP) [AAHP, HIAA]
American Health Lawyers Association  
American Health Planning Association (AHPA) [certificate of need]
American Health Quality Association (AHQA) [quality improvement organizations (QIO), peer review organizations (PRO)]
American Healthcare Radiology Administrators (AHRA)
American Heart Association
American Institute of Architects/Academy of Architecture for Health (AIA/AAH)
American Lung Association 
American Managed Behavioral Healthcare Association (AMBHA)
American Medical Association (AMA)
American Medical Billing Association (AMBA)
American Medical Directors Association (AMDA)
American Medical Group Association (AMGA)
American Medical Informatics Association  (AMIA)
American Medical Rehabilitation Providers Association (AMRPA)
American Medical Resources Foundation (AMRF) [donations for developing countries]
American Medical Women's Association  
American National Standards Institute - Healthcare Informatics Standards Board (ANSI HISB)
American Nurses Association (ANA)
American Occupational Therapy Association 
American Organization of Nurse Executives 
American Osteopathic Association (AOA)
American Osteopathic Healthcare Association (AOHA)
American Physical Therapy Association  
American Podiatric Medical Association 
American Psychiatric Association (APA) 
American Psychiatric Nurses Association 
American Psychological Association  (APA)
American Public Health Association (APHA)
American School Health Association (ASHA)
American Society for Geriatric Psychiatry (AAGP)
American Society for Healthcare Environmental Services  (ASHES)
American Society for Healthcare Food Service Administration (ASHFSA)
American Society for Quality - Health Care Division (ASQ)
American Society for Testing and Materials - Committee E31 on Healthcare Informatics (ASTM)
American Society of Anesthesiologists
American Society of Directors of Volunteer Services (ASDVS)
American Society of Healthcare Publication Editors (ASHPE)
American Society of Health System Pharmacists (ASHP)
American Society of Law, Medicine & Ethics (ASLME)
American Society of Plastic and Reconstructive Surgeons 
American Society of Safety Engineers / Healthcare Practice Specialty (ASSE)
American Speech-Language-Hearing Association  
American Surgical Hospital Association (ASHA)
American Telemedicine Association (ATA)
America’s Blood Centers (ABC) Assisted Living Federation of America (ALFA)
Association for Accreditation of Human Research Protection Programs (AAHRPP) 
Association for Ambulatory Behavioral Healthcare  
Association for Benchmarking Health Care (ABHC) [incorporates Health Care Benchmarking Association (HCBA)]
Association for Clinicians for the Underserved (ACU) 
Association for Electronic Health Care Transactions (AFEHCT) [internet, MIS]
Association for Health Center Affiliated Health Plans (AHCAHP)
Association for Healthcare Philanthropy (AHP) [fund raising, foundations]
Association for Hispanic Healthcare Executives (AHHE)
Association for Professionals in Infection Control and Epidemiology (APIC)  
Association for the Advancement of Medical Instrumentation (AAMI) [equipment]
Association for Worksite Health Promotion  
Association of Academic Health Centers (AAHC)
Association of Air Medical Services (AAMS) [patient transportation]
Association of American Medical Colleges  
Association of Behavioral Healthcare Management (ABHM)
Association of Cancer Executives (ACE)
Association of Clinical Research Organizations (ACRO)
Association of Freestanding Radiation Oncology Centers (AFROC)
Association of Healthcare Internal Auditors (AHIA)
Association of Health Care Journalists (AHCJ) 
Association of Maternal and Child Health Programs (AMCHP) [state directors]
Association of Medical Device Reprocessors (AMDR) 
Association of Medical Directors of Information Systems [AMDIS]
Association of Operating Room Nurses


 HYPERLINK "http://www.aopo.org" \t "_blank" Association of Organ Procurement Organizations (AOPO) [transplants]
Association of Professional Chaplains (APC)
Association of Public Health Laboratories (APHL)
Association of Staff Physician Recruiters (ASPR)
Association of State and Territorial Directors of Health Promotion and Public Health Education (ASTDHPPHE)
Association of State and Territorial Health Officials (ASTHO)
Association of Telehealth Service Providers [telemedicine]
Association of University Programs in Health Administration  (AUPHA)
Association of Vision Science Librarians  
Australian Healthcare Association (AHA) 

Best Practice Network [quality]
Biotechnology Industry Organization (BIO)
Blue Cross and Blue Shield Association (BCBSA) 

Canadian College of Health Service Executives (CCHSE)
Canadian Healthcare Association (CHA)
Case Management Society of America (CMSA)
Catholic Health Association of the United States (CHA)
Center for Studying Health System Change 
Center on Budget and Policy Priorities  
Clinical Laboratory Management Association (CLMA)
Coalition for Affordable Quality Healthcare [managed care, guidelines]
Coalition for Affordable and Reliable Health Care (CARH) [liability, malpractice]
Coalition for Healthcare e-Standards (Internet, e-commerce)
COLA (formerly Commission on Office Laboratory Accreditation)
College of Healthcare Information Management Executives (CHIME)
Commission of Graduates of Foreign Nursing Schools (CGFNS)
Commission on Accreditation of Ambulance Services (CAAS)
Commission on Accreditation of Rehabilitation Facilities (CARF)
Common Good [malpractice liability reform]
Consumer Driven Health Care Association (CDHCA) [insurance, employee benefits]
Consumer Healthcare Products Association (CHPA) [over-the-counter drugs, supplements]
Council for Responsible Telemedicine (CRT)
Council of Ethical Organizations - Health Ethics Trust [compliance]
Council of Teaching Hospitals and Health Systems (COTH)
Council of Women's and Infants Specialty Hospitals (CWISH)

Dental Group Management Association (DGMA)
Dietary Managers Association (DMA) [food service]
Digital Imaging and Communications in Medicine (DICOM) [information systems, standards]
Disease Management Association of America (DMAA) 

eHealth Initiative (eHI) [internet, information technology]
eHealth Institute [internet; information technology]
EHR Collaborative [electronic health record standards, information systems, medical records]
Educational Commission for Foreign Medical Graduates (ECFMG)
Electronic Healthcare Network Accreditation Commission (EHNAC)
Emergency Department Practice Management Association (EDPMA)
Emergency Nurses Association  
Employee Benefit Research Institute (EBRI)
Employers' Managed Health Care Association (MHCA) [managed care]
European Healthcare Management Association 
Eye Bank Association of America (EBAA) [transplants] 

Federated Ambulatory Surgery Association (FASA) [surgicenters]
Federation of American Hospitals (FAH) [formerly Federation of American Health Systems (FAHS)]
Federation of State Medical Boards of the United States (FSMB)
Forum on Privacy and Security in Healthcare (FPSH)  

Governance Institute  

Healthcare Billing and Management Association (HBMA)
HealthCare Chaplaincy  
Health Care Compliance Association (HCCA)
Healthcare Convention and Exhibitors Associations (HCEA)
Healthcare Distribution Management Association (HDMA) [formerly National Wholesale Druggists Association]
Healthcare EDI Coalition (HEDIC) [electronic data, internet]
Health Care Education Association (HCEA)
Healthcare Financial Management Association (HFMA)
Healthcare Information and Management Systems Society (HIMSS)
Health Insurance Association of America 
Healthcare Leadership Council (HLC)
Health Care Liability Alliance (HCLA) [malpractice, law]
Healthcare Manufacturers Marketing Council (HMMC) [equipment and supplies]
Health Care Resource Management Society (HCRMS)
Healthcare Roundtable 
Health Care Without Harm (HCWH) [environment, ecology, medical waste]
Health Industry Business Communications Council (HIBCC)
Health Industry Distributors Association (HIDA) [equipment, supplies]
Health Industry Group Purchasing Association (HIGPA)
Health Industry Representatives Association (HIRA) [manufacturer sales representatives; equipment; supplies]
Health Insurance Association of America  
Health Level Seven (HL7) [electronic data interchange standards]
Health Occupations Students of America (HOSA)
Health Technology Center (HealthTech) [emerging technologies, internet, e-health]
Hi-Ethics [Health Internet, consumer security, privacy, quality standards]
Hospice Association of America (HAA)
Hospital Fire Marshals' Association (HFMA) [safety]
Hospital Home Care Association of America (HHCAA)
HSA Coalition (formerly Business Coalition for Affordable Health Care) 

Institute of Certified Healthcare Business Consultants (ICHBC)
Insurance Information Institute (III)
Integrated Healthcare Association


 HYPERLINK "http://www.iahss.org" \t "_blank" International Association for Healthcare Security & Safety (IAHHS)
International Association for Medical Assistance to Travellers (IAMAT)
International Association of Healthcare Central Service Materiel Management (IAHCSMM)
International Association of Physicians in AIDS Care  
International Association of Privacy Professionals (IAPP) [formerly Privacy Officers Association (POA) and Association of Corporate Privacy Officers (ACPO)]
International Executive Housekeepers Association (IEHA)
International Foundation of Employee Benefit Plans (IFEBP)
International Health Economics Association  
International Interior Design Association - Healthcare Forum (IIDA)
International Red Cross  
Internet Healthcare Coalition (IHC) [quality, ethics]
IPA Association of America (TIPAAA) [physician] 

Joint Commission on Accreditation of Healthcare Organizations (JCAHO) 
Joint Healthcare Information Technology Alliance (JHITA) 

Leapfrog Group [patient safety, quality] 

Medical Banking Project (Medical Banking Association, Society of Medical Banking Excellence, Charitable Communities Network)
Medical Device Manufacturers Association (MDMA) [equipment]
Medical Fitness Association (MFA)
Medical Group Management Association (MGMA)
Medical Library Association (MLA)
Medical Outcomes Trust 
Medical Records Institute (MRI)
Medical Transcription Industry Alliance (MTIA)
Medicare Rights Center (MRC)
Mobile Healthcare Alliance (MoHCA) [wireless communication/computing] 

National Adult Day Services Association (NADSA) - National Council on Aging
National Alliance for Caregiving (NAC) [family caregivers, home care]
National Assembly on School-Based Health Care (NASBHC)
National Association Medical Staff Services (NAMSS) [includes credentialing]
National Association for Health Care Recruitment (NAHCR)
National Association for Healthcare Quality (NAHQ)
National Association of Health Services Executives 
National Association for Home Care and Hospice (NAHC)
National Association for Medical Direction of Respiratory Care (NAMDRC)
National Association for Rehabilitation Leadership (NARL) [formerly National Rehabilitation Administration Association (NRAA)]
National Association for Subacute / Post Acute Care (NASPAC) [formerly National Subacute Care Association (NSCA)]
National Association for Women's Health (NAWH)
National Association of Addiction Treatment Providers (NAATP) 
National Association of Alcoholism & Drug Abuse Counselors


 HYPERLINK "http://www.nacds.org" \t "_blank" National Association of Chain Drug Stores (NACDS) [retail pharmacy services]
National Association of Childbearing Centers (NACC) [birthing centers]
National Association of Children's Hospitals and Related Institutions (NACHRI)
National Association of County and City Health Officials (NACCHO)
National Association of Dental Plans (NADP) [managed care]
National Association of Directors of Nursing Administration in Long Term Care (NADONA/LTC)
National Association of Health Consultants (NAHC)
National Association of Health Data Organizations (NAHDO)
National Association of Health Services Executives (NAHSE)
National Association of Health Underwriters (NAHU) [health insurance]
National Association of Health Unit Coordinators (NAHUC)
National Association of Healthcare Access Management (NAHAM) [admissions, registration]
National Association of Healthcare Transport Management (NAHTM) [patient transportation]
National Association of Hospital Hospitality Houses (NAHHH)
National Association of Insurance Commissioners


 HYPERLINK "http://www.nalboh.org" \t "_blank" National Association of Local Boards of Health (NALBOH)
National Association of Long Term Care Hospitals (NALTH)
National Association of Managed Care Regulators (NAMCR)
National Association of Medical Staff Services (NAMSS) [includes credentialing]
National Association of Physician Recruiters (NAPR)
National Association of Professional Geriatric Care Managers (NAPGCM)
National Association of Psychiatric Health Systems  (NAPHS)
National Association of Public Hospitals  
National Association of Rural Health Clinics (NARHC)
National Association of Social Workers  
National Association of State Medicaid Directors (NASMD)
National Association of State Mental Health Program Directors (NASMHPD)
National Association of Urban Hospitals (NAUH) [private, safety net hospitals]
National Board of Medical Examiners 
National Business Coalition on Health (NBCH) [purchasing employee health benefits]
National Center for Assisted Living (NCAL) 
National Coalition on Health Care (NCHC)
National Commission on Correctional Health Care (NCCHC) [jails, prisons]
National Committee for Quality Assurance (NCQA)
National Comprehensive Cancer Network (NCCN)
National Conference of State Legislatures (NCSL) - Health Issues
National Consortium of Breast Centers (NCBC)
National Consortium of Health Science and Technology Education (NCHSTE)
National Coordinating Council for Medication Error Reporting and Prevention (NCCMERP)
National Council for Community Behavioral Healthcare (NCCBH)
National Council for Prescription Drug Programs (NCPDP) [IS, data interchange standards]
National Council of Health Facilities Finance Authorities (NCHFFA) [municipal bonds; public finance]
National Council of State Boards of Nursing (NCSBN)
National Council on Interpreting in Health Care (NCIHC) [cultural diversity, translation]
National Council on Patient Information and Education (NCPIE) [safe pharmaceutical use]
National CPA Health Care Advisors Association (HCAA) [accounting, consulting]
National Electronic Billers Alliance (NEBA) [insurance claims processing]
National Forum for Health Care Quality Measurement and Reporting / National Quality Forum (NQF)
National Health Care Anti-Fraud Association (NHCAA)
National Health Care for the Homeless Council (NHCHC)
National Health Council (NHC)
National Healthcare Cost and Quality Association (NHCQA)
National Hospice and Palliative Care Organization (NHPCO) [formerly NHO]
National Institute for Health Care Management (NIHCM)
National Institute for the Certification of Healthcare Sterile Processing and Distribution Personnel (NICHSPDP)
National League for Nursing (NLN)
National Medical Association (NMA)
National Mental Health Association  
National PACE Association (NPA) [All-Inclusive Care for the Elderly]
National Rural Health Association   
National Spine Network [spine centers]
National Uniform Claim Committee (NUCC) [3rd party administrators, electronic data interchange]
North American Association for Ambulatory Urgent Care (NAFAC)
North American Association of Central Cancer Registries (NAACCR)
Nurses for a Healthier Tomorrow  

Paraprofessional Healthcare Institute [allied health]
Partnership for Patient Safety (P4PS)
Patient Safety Institute (PSI)
People's Medical Society [consumers]
Pharmaceutical Care Management Association (PCMA) [benefit management]
Pharmaceutical Research and Manufacturers Association (PhRMA)
Pharmacy Benefit Management Institute (PBMI)
Physician Insurers Association of America (PIAA)
Professional Association of Health Care Office Managers (PAHCOM) 
Public Relations Society of America/Health Academy (PRSA) 

Radiology Business Management Association (RBMA)
Rx2000 Solutions [information systems, internet] 

Scottsdale Institute [information systems]
Self-Insurance Institute of America (SIIA) [employers, workers comp, ERISA]
Society for Healthcare Epidemiology of America (SHEA) [infection control]
Society for Radiology Oncology Administrators (SROA)
Society for Social Work Leadership in Health Care 
Society for the Internet in Medicine (SIM)
Society of Chest Pain Centers and Providers (SCPCP) [early heart attack care]
Society of Hospital Medicine (SHM) [formerly National Association of Inpatient Physicians (NAIP)] [hospitalists]
Society of Medical-Dental Management Consultants (SMDMC) [practice management] 

Texas Association for Home Care  
Tissue Banks International (TBI) [eye banks, transplants] 

United Hospital Fund


 HYPERLINK "http://www.unos.org" \t "_blank" United Network for Organ Sharing (UNOS) [transplants]
Universal Health Care Action Network (UHCAN) [national health insurance, access]
The Urban Institute   

Visiting Nurse Association of America (VNAA) [home care]
Volunteer Trustees
Volunteers in Health Care (VIH) [uninsured, free clinics] 

Washington Business Group on Health (WBGH) [employers, health promotion, employee health benefits]
Wellness Councils of America (WELCOA) [worksite health promotion]
World Health Organization   

·  Understand the principal types of healthcare delivery settings in which inpatient and ambulatory care is delivered
There are many different ways to look at the component parts of healthcare delivery and how they fit together. One of these is to consider healthcare services as a continuum ranging from acute, curative care, to long-term rehabilitative or custodial care, to palliative care for persons at the end of life. Within the acute, curative system, it is common to define care delivery by the site or location of the services such as outpatient (or ambulatory) or inpatient (or institutional) care. Ambulatory care may be an alternative or a prelude to acute inpatient care and is delivered in community-based settings ranging from home to physician offices to clinic-based settings or in outpatient or emergency departments of hospitals. Acute inpatient care is rendered in hospitals that reflect wide variation on many dimensions including size, service complexity and specialization, medical staff membership, and ownership. An impressive range of ancillary services including laboratory, radiology, and other therapies are offered in both ambulatory and inpatient settings, sometimes within existing provider organizations such as hospitals or on a freestanding basis. 

Technological

·  Understand the differences in ownership, mission, service specialization, and other important features among hospitals
Hospitals in the US are mostly community hospitals that have three major types of ownership: Government, not-for-profit, and for profit.  Government hospitals can be special group (military) or education.  Mission is generally service to the poor and they are held to a slightly higher standard because they must honor any citizen’s economic rights and religious freedom.  Not-for –profit ownership is by a corporation for the common good rather than an individual gain.  Therefore, they get a tax break.  Mission is to the community they serve.  For profit are owned by private corporations which declare dividends or otherwise distribute profits to individuals.  Mission is to serve the community and their stockholders.  Service specialization: Primary care, medicine, surgery, and diagnosis.  Primary care is the first point of contact, diagnoses and treats most ailments, and refers appropriately.  Medicine, surgery and diagnosis are called referral specialties.   Pages 6-14.

·  Understand how and why hospitals and health systems have engaged in vertical and horizontal integration in recent years 
Vertical integration is the affiliation of organizations providing different kinds of service, such as hospital care, ambulatory care, long-term care, and social services.

Horizontal integration is organizations that provide the same kind of service, such as two hospitals or two clinics.

Most consolidation over the last decade has been horizontal, involving mergers of units with similar functions.   Technology support services (information, human resources, marketing) can be received from the parent company (vertical integration) or buy it from a national service company (horizontal integration).  Page 603.

·  Know how different types of ambulatory care settings differ in structure and operations 

Ambulatory services for many people with moderate disability are social and recreation events, shopping, meal delivery, day services while family is at work, and transportation to medical services.  Health care organizations promote volunteer opportunities, training, equipment and insurance protection.  Two types of Adult Day Services are health/rehabilitation; the other is social support for mentally impaired persons.  2/3 of the cost is paid through Medicare and Older Americans Act, charity pays the other third.  Page 349-50.

·  Understand some of the varied configurations for physician practice arrangements. 

Figure 6.11 (p. 239)

Compensation Relationships Between HCOs & Individual Physicians   

	Relationship
	Type
	Example

	Independence
	Traditional
	Physician arranges own payments & contracts

	Salaried for Clinical Services
	Employment
	Physician spends full or part time providing medical care at site operated by institution, in return for a salary

	Salaried for Management Services
	Employment
	Physician spends full or part time providing administrative services for the organization, in return for a salary

	Purchase of Service
	Service Contract
	Physician leases office, personnel services, or information services from the institution 

	Joint Sales Agreement
	Preferred Provider Panels
	Physicians and institution agree to participate for separate fees

	Shared-Risk Contracts
	Capitation or Fee-Based Risk Sharing
	Physicians and institution agree to a payment arrangement and share risk for appropriate utilization

	Shared Ownership
	Joint Ownership
	Physician and institution hold joint ownership in real property

	Shared Equity
	Joint Venture
	Physicians and institution hold joint ownership in a business venture
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Maybe also Figure 6.8 on p. 229???

·  Know the major types of managed care organizations and the products they offer. 

HMOs

· Emphasize preventive care

· Capitation is the method used to pay providers

· Carve outs for certain specialty services

· In-network access

· Gate-keeping

· Standards of quality

· HMO Models

· Staff – hire new people (military on a base concept)

· Group – group of providers band together to create healthcare for their patients

· Network – contract shared among providers, but not working together

· Independent practice associations (IPAs) PPOs

· Sickness care

· Discounted fees is the method used to pay providers (no risk sharing)

· Both in-network and out-of-network access

· Generally, no gate-keeping 

· Generally, less rigorous utilization management POS Plans

· Cross between HMO and PPO

· HMO features are retained 

· PPO features are available at the point of service

·  Understand how managed products and contracting arrangements differ across models. 

Healthcare study questions (p. 103-109)

·  Understand how purchaser and consumer preferences have shaped managed care markets and how preferences may be changing over time 

Managed care and managed competition among providers and payors has led to patients being consumers. Choice is of central concern to the patient. Evolution from the doctor-patient relationship to the doctor-purchaser-payor-patient relationship. 50% of people surveyed ranked the ability to choose their own physician as the most important factor in choosing a health plan. 20% higher patient satisfaction in HMO’s that allow patients to choose his or her own physician rather than assigned one. 

·  Know how managed care organizations may differ in terms of ownership and affiliations 

Managed care is a mechanism of providing health care services where a single organization takes on the management of financing, insurance, delivery, and payment. MCOs exercise formal control over the utilization of health care services.

HMOs – the first type o managed care plans to appear on the market. An HMO is distinguished from other types of plans by its focus on wellness care, capitation to pay providers, and the use of in-network providers by enrollees. Four types of HMOs: Staff Model, Group Model, Network Model and Independent Practice Association Model. They all differ according to the arrangements made with participating physicians. Staff model: employs its own fixed salaried physician, usually in common specialties. Group model: contracts with a multi-specialty group practice. Physicians are employed by the practice, not the HMO. Network model: the HMO contracts with more than one medical group practice. Independent Practice Association (IPA) model: has been the most successful in terms of enrollment. The IPA establishes contracts with solo and group practices. The IPA functions as an intermediary representing many physicians. The IPA provides an expanded choice of providers and allows small physician groups to be a part of managed care. 

PPOs – differentiate themselves by offering out-of-network options for enrollees. Enrollees agree to use preferred providers with whom the PPO has contracts, but the patient is also allowed to use providers outside the network. Instead of capitation, PPOs make discounted fee arrangements with providers.

EPOs – Exclusive Providers Organization are similar to PPOs in it organization and purpose. Enrollees, however, are restricted to the list of preferred providers called “exclusive providers.” EPOs are mostly implemented by employers where cost savings is the goal. 

POS – Point of Service Plans combine features of HMOs with patient choice found in PPOs. Free choice of providers is a major selling point for POS.

·  Understand how consumerism is affecting healthcare organizations and professionals 

Medical technology has influence consumers to want the newest and greatest.

Physician’s, hospitals and managed care organizations have resorted to mainstream business techniques such as marketing and advertising to gain market share.

Internet has led to more informed patients that ask intelligent questions, requiring the doctor to divulge all pertinent information instead of what the doctor deems important.

Patient satisfaction is an indicator of quality and measures to capture high patient satisfaction have also led to organizations rethinking their strategy and listen to their patients/consumer. 



Consumers want looser products (less restrictive plans).



HMOs will survive but more as niche-product.



Patient friendly billing

Information management available to the consumer, i.e. making appointments online, research/compare physicians based on outcomes, etc.

Human Resources

·  Understand how to plan for the numbers and types of personnel needed by the organization

The workforce plan is a subsection of the organization’s strategic plan.

It develops forecasts of the number of persons required in each skill by year for 3-5 years.

It also projects HR, including additions, attritions, retirements, and succession plans.

The plan must be developed using forecasts of activity from the services plan.

The services plan is developed from the epidemiological needs of the community and the long-range financial plans.

The workforce plans technically includes, and is always coordinated with, the medical staff plan.

The plan should include the following:

· Anticipate size of the associate and employee groups by skill category, major site and department

· Schedule of adjustments through recruitment, retraining, attrition and termination

· Wage and benefit costs forecasts from national projections tailored to local conditions

· Planned changes in employment or compensation policy, such as the development of incentive payments or the increased use of temporary or part-time employees

· Summary of strategic activities that will allow the plan to become reality

It  must be based on the epidemiological planning model, incorporating the strategic decisions made by the governing board.

Develop employment needs by job category.

Identification of strategic responses in recruitment, downsizing, training and compensation.

Supply measures: count number of workers available, by skill level or job classification.  Human resource supplies are inventory measures as opposed to cost measures – they reflect an asset that does not appear on the standard balance sheet.

For example: the strategy of a well-managed Clinical Support Service should be: 

1. develop long term forecasts of employment needs and limit permanent employment to the lowest reasonable forecast: will avoid forced terminations and boost morale. 

2. develop a cadre of trained part-time or temporary workers: will be less costly than agency workers and more familiar with hospital’s needs 

3. provide systems support and incentives for increased output 

4. use overtime to accommodate short-term increases in demand 

5. cross-train employees in several operations so that jobs can be reassigned without loss of quality. 

·  Understand basic human resources functions of recruitment and selection, training and development, performance appraisal and compensation, and retention

tc \l3 "Understand basic human resources functions of recruitment and selection, training and development, performance appraisal and compensation, and retentionTo develop an effective recruiting program requires an answer to the famous questions: Why, What, Who, When, Where, and How.  The organization’s plan explains why the positions must be filled, and what types of people are needed for them.  It also should explain who will recruit them, where they will be recruited from, and when they need to be recruited.  After all these questions are answered, the plan can be implemented, with an emphasis on how the individuals are selected/screened.  The process is then evaluated for effectiveness, and begun anew.  The Strategic Plan articulates a strategy and sets goals, the Tactical Plan Specifies objectives, and sets manpower needs including amount and type, and the operational plan sets goals by job category. 

Why

New Strategy

Human Resources Planning

Job Analysis and Redesign

Position Requisitions

Legal Constraints

Unions

Luring Targets

What & When

How many positions?

What kind of positions?

What qualifications?

Where? Who’s responsible? How?

Internal

 Sources

Employee Referrals

Promote

Transfer

Methods

Posting

Skills Inventory

Replacement Chart

Career Planning

External

Sources

Applications

Employee Referrals

Employment Agencies

Search Firms

Special Events

Schools

Methods

TV, newspaper

Journal Advertising

Result: 

Pool of qualified applicants

Screening of the obviously unfit

Applicant Pool

Selection

Prudent Use of Training & Development plans can promote attainment of individual, work unit, departmental, and organizational goals if they incorporate:

1.  Needs assessment to identify SWOT

2.  Consideration of using staff development in resolving the problems identified in the 

needs assessment. 

3.  Program formulation including setting objectives, defining curriculum, and preparing 

sessions

4.  Implementation of the developed program

5.  Evaluation and control to improve effectiveness.

Performance Appraisal:  

5 Strategic Functions

1.  To provide a source of human resources planning information

2.  To provide a control mechanism for management

3.  To activate and support the motivation system (whatever you have in place)

4.  To provide a means for employee development.  (ID weakness and strengths)

5.  To provide a basis for personnel actions (good or bad)

Personnel Records should include:

Evaluation of Background, ability and potential

Work history

Education and training

Assessment of factors such as motivation, leadership skills, and potential to assume greater responsibilities

Compensation

Three objectives:

1) Distributive justice (equity, or equal pay for an equal job, and tied to performance appraisal)

2) Incentives for employees to improve productivity and performance (CQI, benefit 
package choices, tax incentives, pension plans, perks

3) Cost control: using a plan such as market pricing to 

define the market price for different jobs

define where the company is going to be placed in relation to the market (example: top third)

Define which measure of compensation it will use, such as average of the top 3 

Retention

Begins with recruiting the right people for the right job: Matching the organizational environment and culture with the individual psyche is key.  Meeting the individuals expectations for pay, experience, & working conditions are all essential items.

Remember: Not all turnover is bad

Functional turnover

Low performers leave

People who create conflict and turmoil leave

Effective downsizing occurs

People leaving allows for hiring enthusiastic, dynamic individuals and dramatic change

Dysfunctional Turnover
High performers leave

A number of people all leave at the same time, causing scheduling and other conflicts

Difficult to replace staff leave

Competent staff in crucial positions leave.

·  Identify methods to influence the motivational levels of employees.  

tc \l3 "Identify methods to influence the motivational levels of employees.  There are many different theories that deal with this topic.  

Maslow theory of motivation suggests that people’s needs are arranged in a hierarchical order of importance and that a person will attempt to satisfy the more basic needs before directing behavior toward satisfying higher level needs. The 5 needs from lowest to highest are 1)physiological; 2)safety and security; 3)belongingness, social, and love; 4) esteem; and 5)self-actualization.

Herzberg suggest there are 2 sets of factors: Motivators are intrinsic conditions and include achievement, recognition, advancement, the work itself, the possibility of growth, and responsibility.  Hygienes are extrinsic conditions and include salary, working conditions, status, personal life, technical supervision, interpersonal relations with supervisor, peers and subordinates, and job security.

Money is perhaps the most powerful motivator of all for most people.  However, a manager needs to understand that not all people will be motivated by money.  It is important for them to look at people on a one to one basis to determine what factors may motivate a person (be it money, recognition, job title, etc.). 

·  Identify alternative strategies for downsizing.  

tc \l3 "Identify alternative strategies for downsizing.  If a health care employer has determined the need to downsize their organization, they need to be sure that it is done in a manner that does not violate the antidiscrimination statues, particularly the Age Discrimination in Employment Act, and does not breach a contract that a person had with an employer.  Alternative strategies include offering early retirements, pay reductions, and a cutback in hours or job sharing such that 2 employees work fewer hours but neither is laid off.

·  Describe the roles of outplacement services in downsizing.  

tc \l3 "Describe the roles of outplacement services in downsizing.  Outplacement occurs most often when jobs are eliminated because services are retrenched or abandoned or facilities close or merge.  Outplacement recognizes a social and financial commitment by the employer to assist employees in securing employment because their services have been valued.  Contacts with other employers, advertising on employees behalf, counseling, and retraining are typical.

·  Understand the processes used for approving staff privileges for professionals.  

tc \l3 "Understand the processes used for approving staff privileges for professionals.  Privilege delineation has two elements.  The first is the determination of specific content of clinical privileges.  The second is ongoing and systematic review of care delivered to determine if changes in privileges, either and increase or a decrease, are justified.  Clinical privileges should be specific to the HSO- for hospitals this is a JCAHO requirement.  All initial appointments to the medical staff and all initial clinical privileges shall be provisional for a period of 12 months.  Provisional clinical privileges shall be adjusted to reflect clinical competence at the end of the provisional period or sooner if warranted.   

·  Ensure that appropriate processes for granting staff privileges are used.  

tc \l3 "Ensure that appropriate processes for granting staff privileges are used.  Appointment to the medical staff is a privilege that shall be extended only to professionally competent individuals who continuously meet the qualifications, standards, and requirements set forth in the hospital bylaws and policies.  Physicians, dentists, oral surgeons and podiatrists must have a license to practice in that state; possess current valid professional liability coverage in amounts satisfactory to the hospital; and can document their background, experience, training, and demonstrated competence; their adherence tho the ethics of their profession, their good reputation and  character; and their ability to work with others. 

·  Understand different types of conflict.  

tc \l3 "Understand different types of conflict.  Conflict is inevitable in organizations.  Intergroup conflict, however, can be both a positive and a negative force, so management should not strive to eliminate all conflict, only conflict that will have disruptive effects on the organizations efforts to achieve goals.  
Two types of conflict are functional and dysfunctional.  Functional conflict is a confrontation between groups that enhances and benefits the organization’s performance.  It can be thought of as a creative tension.  A dysfunctional conflict is any confrontation or interaction between groups that harms the organization or hinders the achievement of organizational goals.

Management must seek to get rid of this type of conflict.

·  Understand how to apply appropriate conflict management techniques.  

tc \l3 "Understand how to apply appropriate conflict management techniques.  Different conflict management techniques include: 

1)Problem solving-the confrontation method of problem solving seeks to reduce tensions through 
face to face meetings of the conflicting groups.  

2) Superordinate goals- this technique involves developing a common set of goals and objectives 
that cannot be obtained without the cooperation of both groups.  

3) Expanding resources is a very successful technique for solving conflicts.  

4) Avoidance-may not bring any long-run benefits, but it is effective in some circumstances.  It is 
useful particularly in heated conflicts because it allows parties the opportunity to cool 
down and regain perspective.  

5)Forcing-is a technique whereby a resolution to a conflict is forced upon conflicting parties.  
Arbitration is a form of formal forcing.  

6) Smoothing-emphasizes the common interests of the conflicting groups and de-emphasizes 
their differences.  

7) Compromise-traditional method whereby there is no district winner or loser and the decision 
reached is not ideal to either group.  

8) Altering the human variable-involves trying to change the behavior of the members of the 
groups involved.  

9) Altering the structural variable-this involves changing the formal structure of the 

organization.  Altering the structure of the organization involves such things as

transferring, exchanging, or rotating members of the groups or having someone serve as a 
coordinator, liaison, or go-between who keeps groups communicating with one and other.  10) Identifying a common enemy- this is the negative side of superordinate goals. Groups in 
conflict may temporarily resolve their differences and unite to combat a common enemy 
(ex. a competitor who has just introduced a superior product).

·  Identify the principles of negotiation.  

tc \l3 "Identify the principles of negotiation.  Negotiations may be viewed as a process in which two or more parties attempt to reach acceptable agreement in a situation characterized by some level of real or potential disagreement.  In an organizational context negotiations may take place between two people, within a group, and between groups.  

     Negotiations have at least four elements.  
1) Interdependence-each party is in some way affected by, or depends on, the other.  

2) Conflict or disagreement exists-this may be real or perceived.

3) The situation must be conducive to opportunistic interaction-this means that each party has 
both the means and inclination to attempt to influence the other.  

4) There exists some possibility of agreement.

·  Understand how to apply negotiation principles to improve the negotiation process.

tc \l3 "Understand how to apply negotiation principles to improve the negotiation process.1. Begin the bargaining with a positive overture-perhaps a small concession-and then reciprocate 
the opponent’s concessions.

2. Concentrate on the negotiation issues and situational factors, not on your opponent or his 
characteristics.

3. Try to determine your opponent’s strategy.

4. Don’t allow accountability to your constituents or surveillance by them to spawn competitive 
bargaining.

5. If you have power in a negotiation, USE IT!

6. Be open to accepting third-party assistance.

7. Attend to the environment and be aware that the opponent’s behavior and power are altered by it.

·  Understand the role of performance appraisal systems in evaluating managers.

tc \l3 "Understand the role of performance appraisal systems in evaluating managers.Performance appraisal systems for evaluating managers are used to evaluate their managerial competencies.  It is useful in making retention and compensation decisions, and in identifying internal managers who have the potential for advancement to higher level positions.  Their performance can be evaluated by measuring financial targets for operative revenue, operating income, receivable days, and productivity measures.  In addition to financial goals, emphasis is placed on measures ensuring high-quality standards, as well as on personal, strategic, and innovative goals requiring attention.  Measurement targets can be of 3 major types:

1.  Group or team goals

2.  Individual goals

3.  A combination of group/team and individual goals

·  Understand methods available for identifying internal managers with potential for advancement.

tc \l3 "Understand methods available for identifying internal managers with potential for advancement.The performance appraisal system, evaluating the manager’s performance in planning, directing, controlling, and evaluating programs for which he is responsible, is one method.  Developing a career plan with the manager, and evaluating his independence in attaining his individual goals may be a measure of potential advancement.  Evaluating his performance in group activities, and his interpersonal relationships with staff, peers, and other departments is another method.   Offering the manager opportunities for special projects of significant complexity, and evaluating the outcomes to the organization may be another method of identifying those with potential for advancement.

·  Describe factors that affect work group cohesion and performance.  

tc \l3 "Describe factors that affect work group cohesion and performance.  (Ivancevich, 299-300)Formal and informal groups possess a closeness or commonness of attitude, behavior, and performance, called cohesiveness.  It acts on the members to remain in a group and is greater than the forces pulling the members away from the group.  It involves individuals who are attracted to one another.  Some of the sources of attraction to a group include: group and individual goals are compatible; there is a charismatic leader; group has a reputation of success; group is small, permitting member opinions to be heard; members support one another and help one another overcome obstacles and barriers to personal growth and development.  Just because a group is cohesive does not necessarily mean effective group performance will follow.  As the cohesiveness of a work group increases, the level of conformity to group norms also increases.  These norms may be inconsistent with those of the organization.    The following Exhibit reflects the relationship between group cohesiveness and organizational goals, and the resulting performance:
Agreement with Organizational Goals
Low




High
Performance probably oriented
Performance probably oriented

Low
away from organizational goals.
Toward achievement of org. goals.

Degree of 
__________________________________________________________________

Group

Cohesiveness

Performance oriented away from
Performance oriented toward

          High
organizational goals


achievement of org. goals.

·  Identify factors that increase intergroup and intragroup conflict.

tc \l3 "Identify factors that increase intergroup and intragroup conflict.Conflict is inevitable.  

Intergroup conflict (conflict between groups)can be both positive and negative.  Factors affecting intergroup conflict are: interdependence (when two or more groups must depend on one another to complete their tasks); differences in goals; differences in perceptions (often accompanied by differences in goals, and is differing perceptions of reality, and disagreements over what constitutes reality); and increased need for specialists in jobs, resulting in managers perceiving a diminution of line authority, social and physical differences between specialists and staff, and different loyalties.  This intergroup conflict results in groups developing distorted perceptions about their importance, existing negative stereotypes about the other group is reinforced, and communications between the groups breaks down. 

Intragroup conflict occurs when different individuals define roles according to different sets of expectations, making it impossible for the person occupying the role to satisfy all of them, i.e. a supervisor having expectations by management, but also has close friendship ties with members of the command group who may be former working peers. 

·  Describe strategies available for reducing conflict and apply the strategy appropriate for the situation.  (Application to situations must be determined by student, given the situation.)

tc \l3 "Describe strategies available for reducing conflict and apply the strategy appropriate for the situation.  (Application to situations must be determined by student, given the situation.)A number of techniques exist for resolving intergroup conflict that has become dysfunctional.  Among them are problem solving, creating superordinate goals, expanding available resources, avoidance, forcing (in which a third party mandates a resolution), smoothing (emphasizing the common interests of the conflicting parties), compromise, changing the behavior of conflicting parties, changing the structure of the organization, and attempting to identify a common enemy 

·  Understand basic approaches for measuring productivity.  (Based on Human Resources perspective)

tc \l3 "Understand basic approaches for measuring productivity.  (Based on Human Resources perspective)The measures of productivity reflects the ability of the organization to produce the quantity of output that the environment demands (excludes efficiency).  The measures of productivity include profit, sales, market shares, students graduated, patients released, documents processed, clients served, & the like.  These measures relate directly to the output consumed by the organizations customers and clients.  The value of productivity measures is dependent upon acceptable outcomes & standards being spelled out, which reflect goals and objectives usually found in accounting, production, marketing, financial, budgeting documents, procedures, performance criteria, rules of conduct, professional ethics, & work rules 

·  Describe methods for encouraging productive behaviors by employees.

tc \l3 "Describe methods for encouraging productive behaviors by employees.One must first understand the individual variables that influence productive work behaviors:   demographic factors, abilities and skills, perception (of job, self, organization), attitudes (about job performance), and personality - all of which make up the individuals culture and the organizations culture.  These combine with various organizational variables (resources, leadership, reward systems, job design, and structure), to shape productive, nonproductive, and counterproductive work behaviors.  Motivation and Reinforcement theories support individual rewards, and intrinsic and extrinsic rewards as methods of providing methods of encouraging productive behaviors.  The reward process is dependent upon the person being motivated to exert effort to apply skills, abilities, and experience to perform a function.  Performance leads to evaluation, resulting in intrinsic (satisfaction with task completion, achievement, autonomy, and personal growth) and external (salary and wages, fringe benefits, status and recognition, and promotions)  rewards.  For these awards to positively affect job performance or employee behavior, the rewards must be valued by the person, and they must be related to the level of job performance that is to be motivated.  Therefore, the HCA must come to understand the individuals values, beliefs, or globally stated - the culture. 

·  Understand federal statues that prohibit workplace discrimination and ensure individual employment rights.

tc \l3 "Understand federal statues that prohibit workplace discrimination and ensure individual employment rights.Federal law and most states prohibit employers from considering certain characteristics about an applicant or an employee when making employment-related decisions.  These characteristics include race, color, religion, age, sex, disability, national origin, citizenship status, or veteran status.  Many states also prohibit discrimination based on marital status, and a few state and city jurisdictions prohibit discrimination based on sexual preference.  The major federal statutes prohibiting discrimination in employment include the following:

Title VII of the Civil Rights Act of 1964 (42 U.S.C. 2000e): forbids employment discrimination based on race, color, religion, sex, or national origin.  The term sex was amended by the Pregnancy Discrimination Act of 1978 to include pregnancy or pregnancy-related conditions.

The Age Discrimination in Employment Act (29 U.S.C. 621): forbids employment discrimination against individuals who are 40 years of age or older.  No employee, except certain highly compensated ones, may be required to retire.  (There are exceptions for public safety officers and college faculty.)

Title I of the Americans with Disabilities Act (ADA): prohibits discrimination in employment based on an individuals disability.  It protects approximately one in five American adults, who have or had either: cancer, long-term physical or psychological conditions that impair major life functions, disease perceived as disability (i.e. hypertension), contagious diseases, substance abuse, and alcoholism.  If an applicant or an employee has a disability that may interfere with job performance, the employer must assess whether it is possible to reasonably accommodate the individual in the job.

Pregnancy Discrimination Act of 1978: prohibits employers from treating pregnancy differently from other medical conditions.  

The Civil Rights Act of 1991 (42 U.S.C. 1981 (A)): persons who claim discrimination under Title VII and the ADA have the right to try their case to a jury, and to receive compensatory and punitive damages if they prevail.  Under the Age Discrimination Act, double damages may be awarded if the employer was willful in its violation of the Act.

The Equal Pay Act of 1963 (29 U.S.C. 201): addresses the issue of men and women who receive different pay based on performing similar work under similar working conditions, requiring similar skill, effort, and responsibility.  A difference in pay must be based on something other than sex, such as length of service, quality or quantity of work, or any other factor other than sex.

The Vocational Rehabilitation Act of 1973: extended protection to those who were physically or mentally handicapped and requires employers with federal contracts of more than $2500 to take Affirmative Action to hire and promote these individuals 

·  Understand regulations on employee compensation and benefits.

tc \l3 "Understand regulations on employee compensation and benefits.The Fair Labor Standards Act (FLSA) (29 U.S.C. 201)(passed in 1938): contains provisions unique to health care employers.  Unless an employee is exempt from minimum wage and overtime, he or she must be paid at least the minimum wage for each hour worked up to 40 hours in a work week, and time and one-half of that amount for any hours worked over 40 in that work week.  Section 7(I) permits a health care employer to pay its employees under a system called 8/80, which means that during a 14-day period, if an employee works not more than 8 hours in a day or 80 hours for the entire 14 days, the employee is not eligible for overtime.

The Employee Retirement Income Security Act of 1974 (ERISA) (29 U.S.C. 1001): covers retirement, pension plans, and welfare plans, such as health insurance or segregated funds intended for employee benefits, covering sick days, vacation pay, and severance benefits.  It addresses issues concerning nondiscrimination regarding eligibility for retirement and certain welfare benefits, eligibility for vesting in a retirement program, circumstances of forfeiture of retirement funds, and the duty that is owed by retirement plan administrators to plan beneficiaries.  The Consolidated Omnibus Budget Reconciliation Act (COBRA): covers situations in which an employee or an employee’s dependents may be eligible for health insurance continuation coverage on the employee’s layoff, termination from employment, or death.  Employees must be notified of their COBRA rights.  COBRA is not available if the employee is terminated due to gross willful misconduct.

The Equal Pay Act of 1963 (29 U.S.C. 201): addresses the issue of men and women who receive different pay based on performing similar work under similar working conditions, requiring similar skill, effort, and responsibility.  A difference in pay must be based on something other than sex, such as length of service, quality or quantity of work, or any other factor other than sex 

·  Understand the collective bargaining strategy and the importance of good faith bargaining.

tc \l3 "Understand the collective bargaining strategy and the importance of good faith bargaining.The preparation for bargaining begins long in advance of the actual face-to-face sessions.  The institution must decide on the issues that cannot be compromised.  Knowing the style of the negotiator is critical, but it is also of fundamental importance to know how that individual has negotiated in the past.  You must also be aware of your negotiating style and anticipate how it will influence the negotiations.  

Fisher and Ury support the concept of principled negotiations or negotiations on the merits.  The following four basic points are involved: 

1.  People: separate the people from the problem,       

2. Interest: focus on interests, not positions, 

3. Options: generate a variety of possibilities before deciding what to do.  

4. Criteria: insist that the results be based on some objective standards.  

Clearly the win-win negotiating style creates opportunities for successful negotiations because the negotiator is open to new possibilities and opportunities for resolving conflicting positions.   

The National Labor Relations Act (NLRA) of 1935 requires bargaining in good faith, but does not force the employer to agree with the union.  To participate in good faith bargaining, the employer must be prepared to receive proposals of the union and to meet with the union from time to time to discuss such proposals.  The key to satisfying the duty to bargain in good faith is approaching the bargaining table with an open mind, negotiating in good faith with the intention of reaching final agreement.  A take it or leave it approach, a refusal to furnish information requested by the union during the negotiations, and an intensive communications campaign designed to discredit the union with employees during the negotiations are considered unfair labor practices.  

·  Describe components of grievance procedures and arbitration processes under a union contract.

tc \l3 "Describe components of grievance procedures and arbitration processes under a union contract.The typical steps in the grievance procedure are: 

Step 1 Varies considerably across companies and union contracts.  Usually an employee who believe the company has violated the contract complains to the union steward, who may accept or assist in the writing of a grievance.  Then the steward presents the grievance to the grievant’s supervisor, who has the opportunity to answer or adjust it.  Some companies will not allow supervisors to settle at this step because their decisions can establish precedents for future grievance settlements. 

Step 2 The unions steward presents the grievance to the companies employee relations representative.  Both of these individuals are familiar with the contract, and both are aware of how previous grievances have been settled.  Often grievances are settled at this step.  If the grievance has major precedent setting implications or involves possibilities of major costs but have merit, the employee relations representative may deny it and send the grievance to this step.  

Step 3 Participants may vary in this step depending on the contract.  Typically the union represented by their local negotiating committee discusses the grievance with someone from  upper management in an attempt to resolve this grievance.  Most unresolved grievances are settled at this step.  

Step 4 At this step, the grievance is submitted to an arbitrator who hears evidence from both sides and renders an award.  Procedures for selecting an arbitrator are typically in the contract.  The steps involved in the arbitrations is as follows: 

Prehearing - This step includes reviewing the history of the case, studying the contract, interviewing each of your own witnesses, examine all records and relevant documents, and other activities related to the grievance. 

Hearing Process - The actual hearing may take many forms.  Most simply, a case may be completely stipulated with the arbitrator ruling on his or her interpretation of the written documents submitted given the contract.  However, the arbitrator may insist on calling witnesses and examining evidence on site. 

Representatives of the Parties - The parities’ positions may be advocated by anyone they choose.  This may be an attorney, union officials, company officials, the grievant, etc.  

Presentation of the Case - Because the union generally has initiated the grievance, it is responsible for presenting its case first, except in discipline and discharge cases. When the union has completed its case, management offers its evidence.  At the end, both side may present closing arguments.  During the earlier presentation, the arbitrator may question witnesses, but is not required to do so.

Posthearing - Following the hearing, the parties may submit briefs to support their positions.  The arbitrator will study the evidence, take the briefs into account, and perhaps examine similar cases.  The arbitrator then prepares an award and send it to the parties.  This decision is binding.  

Government Regulations and Law

tc \l2 "Government Regulations and Law
·  Identify regulations and government policies that affect health care organizations.

tc \l3 "Identify regulations and government policies that affect health care organizations.The following represent the most prominent of the many regulations and policies affecting healthcare organizations (HCOs).

Hill-Burton Act - Also called the brick and mortar act, Hill-Burton provided federal grants given to states for new community hospital beds.  It was the greatest factor to increase nation’s bed supply. By 1980, reached the goal of 4.5 beds per 1,000 population. Grew the number of not-for-profit community hospitals resulting in NFPs outnumbering for-profits (Shi & Sing, 2003).

Sherman Act - Antitrust regulation (see below).

Clayton Act - Antitrust regulation (see below).

Amendments to the Social Security Act (1965) - These amendments established Medicaid and Medicare.

Amendments to the Social Security Act (1972) - Established professional standards review organizations to review the quantity and quality of care provided for Medicare patients.

HMO Act of 1973 – Proposed and approved by President Nixon as a means of promoting private-sector medicine through self-regulation, while at the same time incorporating some incentives for containment of health care costs.

Occupational Safety and Health Act - Safeguard the work environment.

Omnibus Budget Reconciliation Act of 1989 - Mandated that HCFA implement a fee schedule (Resource Based Relative Value Scale, or RBRVS) for physicians participating in Part B of Medicare.

Stark II - Prohibits providers from referring patients to ancillary healthcare facilities that they have ownership interest in.

Balanced Budge Act of 1997 – Allowed for Medicare Part C. Allowed Medicare recipients option to receive benefits through private health insurance plans, known as "Medicare+Choice."

Medicare Prescription Drug, Improvement, and Modernization Act – Provided for Medicare Part D (prescription drug plan), created Medicare Advantage plans

Health Care Quality Improvement Act - This act mandates reporting of loss of credentials or other disciplinary action to a federal information bank; initiated development of the National Provider Data Bank.

Health Information Portability and Accountability Act (HIPAA) of 1996 – The major tenets of HIPAA are to improve portability of health insurance coverage; simplify administration of health care; protect confidentiality of health information; and ensure security of health information. 

·  Understand the medical/legal aspects of patient care, including the release of patient information.

tc \l3 "Understand the medical/legal aspects of patient care, including the release of patient information.Ownership of medical records rests with the hospital, or with the physician who keeps records of private patients.  The owner of the record thus has the right of physical possession and control.  Neither a patient nor an authorized representative has a right to physical possession of the medical record.  However, the majority of states recognize that the patient has property and privacy rights regarding the information in the medical record. As a legal matter, HIPAA guarantees the security and privacy of health information.  Accordingly, local statutes and judicial decisions must be consulted to determine reliable answers to the particular questions that continually arise concerning the release of medical information by an institution, physician, or other depository.  

·  Understand antitrust regulations as they apply to the merger, consolidation, or acquisition of competitor healthcare organizations.  

tc \l3 "Understand antitrust regulations as they apply to the merger, consolidation, or acquisition of competitor heatlhcare organizations.  Sherman Antitrust Act - Passed by Congress in 1890, this act declared any contracts or conspiracy that restrains trade or commerce is illegal.  If a person or organization is found guilty of antitrust actions, they can pay up to three times the amount of losses suffered by the plaintiff and pay for their legal fees.

Clayton Antitrust Act - Is an amendment to the Sherman Act and prohibits monopolistic practices. As healthcare organizations merge, acquire, or consolidate with other HCOs, they must remain aware of these antitrust regulations.  Failure to do so could result in an antitrust lawsuit.  

·  Understand the basics of Congressional procedures and how legislation is proposed and enacted.

tc \l3 "Understand the basics of Congressional procedures and how legislation is proposed and enacted.
Statutes are enacted by state legislatures and the United States Congress.  Local governments perform comparable legislative activities in the form of ordinances.  After enacted, these laws and ordinances are binding but may be challenged in court if they violate constitutionally protected rights or were improperly enacted because of procedural irregularity.  The legislative branch relies on the executive branch to implement and enforce the laws.  (Rakich, pg. 149)

Legislation proposed and enacted by Congress is monitored to ensure it reflects the primary concerns of the people. Lobbyists, political action committees (PAC), and various other special interest groups typically handle this task. Presenting the views of current law and proposed legislation through a trade association or PAC is one way lobbyists create change.  Lawsuits are another way to create change.  (Rakich, pg. 150)

Major health service organizations have offices in Washington so they can participate in developing federal laws and regulations that affect them.  At their best, associations provide legislators and their staffs with information important in drafting legislation through their lobbyists. These positions must enter the process through a representative or a senator. Bills may be amended at several points in the process. Additionally, committees or subcommittees may hold hearings to learn more about the problems before drafting bills.  (Rakich, pg. 150)


In the past decade, most major health care trade associations have organized PACs whose purpose is to organize campaign contributions to incumbents or challengers.  PACs permit aggregation and targeting of contributions and protect contributors that are often charitable organizations from losing their tax-exempt status.

Once enacted, laws must be implemented.  The executive branch, responsible for implementation, has numerous departments and agencies, in addition to independent regulatory bodies such as the FTC. Congress established all of the independent regulatory bodies responsible for implementing relevant laws and enforcing their provisions.

To be implemented, laws must be made specific, and this is done through regulations that are issued by the executive department or agency with jurisdiction.  The Administrative Procedures Act of 1946, as amended, governs this process.  The executive department or agency may implement interim regulations that both test the effect of the proposed regulation and regulate until the final regulation is in effect.

Actions at the various steps in the implementation process are published daily in the Federal Register.  The final regulations are compiled in the Federal Code of Regulations.

·  Know which activities tax-exempt organizations cannot legally engage in.


tc \l3 "Know which activities tax-exempt organizations cannot legally engage in.Tax-exempt status gives numerous advantages, including exemption from federal income and excise taxes and the ability of donors to deduct their gifts to these organizations from federal income taxes. Tax-exempt HCOs usually pay no local property taxes.  (Rakich, pg. 166)


Numerous state and local governments have challenged the tax-exempt status of hospitals because they feel these facilities perform too little public service and charitable care to justify their special status.  (Rakich, pg. 167)

Organizations with this classification are prohibited from conducting political campaign activities to influence elections to public office. Public charities (but not private foundations) are permitted to conduct a limited amount of lobbying to influence legislation. Although the law states that "no substantial part" of a public charity's activities may be devoted to lobbying, charities with very large budgets may lawfully expend a million dollars (under the "expenditure" test) or more (under the "substantial part" test) per year on lobbying. 

Collateral businesses run by HCOs such as filling prescriptions for persons who have not been hospitalized, sales to the general public of hearing aids through an audiology service, and selling or leasing durable medical equipment bring up another concern for not-for-profit HCOs. The test used by the IRS is whether the activity furthers the organization's exempt purpose.  A hospital cafeteria does further the tax exempt status of an HCO.  (Rakich, pg. 167)

Tax-exempt HCOs may participate in a limited amount of activity not related to its exempt purpose, provided that the activity is not a substantial part of its overall activities.

In recent years, the IRS has looked closely at income earned through partnerships and joint ventures between exempt HCOs and taxable parties such as physicians.  Such arrangements raise questions of income unrelated to the tax-exempt purpose as well as private inurnment.  The IRS has been especially vigilant as to arrangements that return substantial profits or capital gains to physicians who invest little in a joint venture with an exempt hospital.  This focus is likely to continue.  (Rakich, pg. 168)

·  Know what constitutes violation of antitrust laws for health care organizations.

tc \l3 "Know what constitutes violation of antitrust laws for health care organizations.
The federal government's interest in prohibiting private business activity that impedes competition in the marketplace dates from the Sherman Act of 1890, passed against a background of rampant cartelization and monopolization of the American economy. In 1914, Congress passed additional antitrust legislation in the Federal Trade Commission (FTC) and the Clayton Act. The Department of Justice (DOJ) and the FTC share responsibility for enforcement. States have laws patterned after the federal statutes.  (Rakich, pg. 164)


Mergers have been of special interest to both the DOJ and the FTC because of the great potential they have for lessening competition.  (Rakich, pg. 164)

Peer review as part of QA and QI activities has resulted in antitrust actions against physicians and HCOs.  Usually these cases arise in hospitals because the professional staff organization (PSO) formally reviews the performance of its members.  Staff members who lose privileges or are denied privileged because of peer review have challenged adverse decisions as anticompetitive actions based on economics, not QA/I.  (Rakich, pg. 165)

The Health Care Quality Improvement Act of 1986 (HCQIA) provides immunity from private damage lawsuits under federal or state law for any professional review action if that professional review action follows standards set out in the law.  (Rakich, pg. 165)

Per se violations of the Sherman Act include discussion of prices and division of paying customer markets among competitors. (Griffith & White, p. 91).

·  Know the legal requirements for the maintenance of patient records, including length of time that they must be retained by the organization and the release of information contained within medical records.

tc \l3 "Know the legal requirements for the maintenance of patient records, including length of time that they must be retained by the organization and the release of information contained within medical records.During a patient's episode of inpatient or outpatient care, it is necessary to maintain a comprehensive, current record of the many activities contributing to diagnosis and treatment. Generally, the information must include symptoms and complaints, concurrent disease or complication, working diagnosis, medical orders and nursing care plan integrated into an interdisciplinary plan of care, diagnostic orders and results, treatment-to-date, and the patient's response. The patient record, also called the medical record, is increasingly computerized. In electronic form, it is accessible to all caregivers and is constantly up-to-date. (Griffith & White, p. 268). 

Hospital policies regarding the length of time that medical records are retained vary but federal and state laws are generally a minimum of 10 years or until a minor reaches the age of 21. Electronic medical records have made issues regarding space less of a concern. 

The confidentiality of the medical records contents and release of information are governed by the HIPAA Privacy Rule and the Freedom of Information Act (FOIA) (Griffith & White, p. 269). Release of information without the proper authorization may result in charges of defamation, invasion of privacy, and breach of contract.  Physicians and hospital personnel must be familiar with local and federal statutes which create a positive duty not to release medical information except as specified. 

·  Understand the legal status of the physician-patient relationship and informed consent.

tc \l3 "Understand the legal status of the physician-patient relationship and informed consent.
Upon admission of any patient, an HCO should obtain general consent for routine treatment.  The HCO should also participate in obtaining specific (special) consent for nonroutine diagnostic procedures, as well as all surgical procedures.  Sometimes, getting specific consent is the physician's responsibility, and the HCOs role is only to determine that the medical record contains a signed statement.  In such cases, the patient signs an authorization that allows HCO staff to participate in treatment rendered by the physician.  Nonparticipation in the consent process by HCOs is a less prudent course of action and is inconsistent with the desirable ethical relationship between patient and HCO, as well as the increasingly broad legal liability of HCOs.  (Rakich, pg. 155)

A major element of informed consent is how much to tell the patient, and a judgment must be made as to the extent of the patient's knowledge.  One of 3 legal standards applies to the decision of how much information to give the patient:

1) the information that would be given to the reasonable patient, and

2) the information that would be given by the reasonable physician,

3) as a distinctly minority view, the information that this patient would want to 

    have


A legal concept known as therapeutic privilege allows a physician to withhold information if, in the physician's judgment, the patient might be harmed by having it.

·  Know what constitutes sexual harassment and the legal requirements for investigating it.


tc \l3 "Know what constitutes sexual harassment and the legal requirements for investigating it.Title VII of the 1964 Civil Rights Act did not specifically address sexual harassment in the workplace; however, subsequent court rulings recognized it as a form of discrimination.  EEOC guidelines define sexual harassment as follows:

Unwelcome sexual advances, requests for sexual favors, and other verbal or physical conduct of a sexual nature constitute sexual harassment when:

  (1) submission to such conduct is made either explicitly or implicitly a term or condition
of an individual's employment,

  (2) submission to or rejection of such conduct by an individual is used as the basis for employment decisions affecting such individual, or

  (3) such conduct has the purpose or effect of unreasonably interfering with an individual's work performance or creating an intimidating, hostile, or offensive working environment.


The first 2 forms are quid pro quo because an employer or supervisor links specific employment outcomes to the individual's granting sexual favors. The 3rd is hostile environment harassment.


Co-workers or customers can also cause the employer to be liable if the employer knows or should have known of the conduct and fails to take immediate and appropriate action.


The following actions by employers are recommended to prevent sexual harassment:

  - Developing a policy and distributing a copy to all employees.

  - Identifying ways in which individuals who feel they have been harassed can report the 
incident without fear of retaliation, and creating procedures to ensure that complaints are 
satisfactorily investigated and appropriate action is taken.

  - Communicating to all employees, especially to supervisors and managers, concerns and 
regulations regarding sexual harassment and the importance of creating and maintaining a 
work environment free of sexual harassment.

  - Disciplining offenders by using organizational sanctions up to and including firing the 
offenders.

  - Training all employees, especially supervisors and managers, about what constitutes sexual 
harassment, and alerting employees to the issues and behaviors involved.

·  Understand the liability of health care organizations regarding the actions of the medical staff.

tc \l3 "Understand the liability of health care organizations regarding the actions of the medical staff.
Trustees must use reasonable care in supervising the agents whom they appoint and in holding them accountable. They have an individual duty to remove an incompetent chief executive officer when they know or should have known of the officer's failure to perform properly.  Negligence concerning the appointment or the subsequent supervision of hospital employees can lead to personal liability.  This rule applies equally to professional and nonprofessional hospital employees whom the board appoints and delegates authority.  (Southwick, pg. 51)

Hospital liability is fundamentally based on either corporate negligence or vicarious liability.  The latter is the doctrine of respondeat superior, which literally means "let the master answer." Corporate negligence is the breach of a duty owed directly to the patient by the hospital. On the other hand, liability founded upon respondeat superior is imposed upon the hospital when an agent or servant has been negligent within the scope of his or her employment and thereby caused injuries to a third person. One must always remember that even if an employer is found to be liable under respondeat superior the employee who committed the tort can also be held individually and personally liable.  (Southwick, pg. 358)

The basis for applying the doctrine of respondeat superior is the right of the employer to control the activities of the employee.  In the hospital setting, this raises two questions: (1) the existence of an employment relationship; and second, the right of control with respect to an employee's responsibilities.  In general, a staff physician with no closer relation to the hospital corporation than having the privilege of treating his private patients hospitalized there, is not an employee of the institution, he is a contractor.  Changing methods for the delivery of modern medical health care; however, create more opportunities for the courts to circumvent the independent contractor doctrine.  These open the door to applying respondeat superior and holding the hospital responsible.  (Southwick, pg. 378)

·  Know the rights of AIDS patients in medical treatment.


tc \l3 "Know the rights of AIDS patients in medical treatment.OSHA requires that employers workplace and place of employment are free from recognized hazards that cause, or are likely to cause, death or serious physical harm.  Universal blood and body substance precautions are required by OSHA. OSHA is also expected to require employee education programs about hazards and precautions, and to engage in its own educational activities.  (Rakich, pg. 162)


In their efforts to protect the staff, HCOs must be certain to avoid discriminating against the disabled - persons who have AIDS are considered disabled.  (Rakich, pg. 163)

The second legal dimension concerns the risk to patients and staff from an employee infected with HIV.  HCOs are subject to Section 504 of the federal Rehabilitation Act of 1973, which prohibits discrimination against otherwise qualified handicapped persons.  (Rakich, pg. 163)

Other legal aspects of AIDS focus on confidentiality, including reporting HIV infection and the duty to warn third parties.  Legal protections against breaching medical confidentiality are well established in state law.  (Rakich, pg. 163)

·  Understand that the Notice of Proposed Rulemaking, issued by the Department of Health and Human Services, provides a process for public input into a regulating body's decision making.

tc \l3 "Understand that the Notice of Proposed Rulemaking, issued by the Department of Health and Human Services, provides a process for public input into a regulating bodys decision making.
Know the legal status of a corporation when considered a "person".

tc \l3 "Know the legal status of a corporation when considered a person.(Page 161, Rakish, Longest, and Darr; & law notes)

Under respondent superior (i.e., let the master answer)the master (individual/corporation) is held liable for individual negligence in scope of employees.  This is a social policy that spreads risk to people who can theoretically approve it.  Employer responsibility for the end scope of duty of employees.

Know the requirements of the Americans with Disabilities Act as it relates to healthcare organizations.

The Americans with Disabilities Act of 1990 prohibits discrimination against qualified individuals with disabilities and requires reasonable accommodations to known physical and mental limitations of otherwise qualified individuals (Griffith & White, p. 91). The law primarily effects personnel/ human resource managers in selection and retention activities and applies to employers with more than fifteen workers.  During the selection process employers may not make inquiries or conduct medical exams designed to identify applicants with disabilities.

Know what legal factors are important in securing informed patient consent.
Elements of consent are:(DIVA)

1. Decision making capacity (LA3)

-legal age: legal age for the procedure by statute.

-Ability to take in information.

-Ability to process information.

-Ability to communicate information.

2. Information (Professional Bull Rider's Association, PBRA)

-the procedure


-the benefits
-the risks
-alternatives including the likely effect of no medical intervention at all.



3. Voluntariness

-acceptance cannot be coerced and be voluntary, patient can be influenced and be voluntary

4. Agreement/ Request

Management

·   Understand the management functions and their link to decision making. 

Maintain a culture of service excellence and evidence-based continuous improvement.  This establishes a culture by advertising the mission, vision, and values; by training; by rewards; and by example.

Design the organization to meet the day-to-day needs of clinical and other work teams.  This helps by: identifying the work teams and the communication mechanisms that allow them to work together; ensuring that each team gets the associates, information, knowledge, supplies, equipment, and facilities it needs to do its job and to improve; maintain reference sources and archives.

Meet strategic needs of the work teams and stakeholders.  This will assist in conducting an environmental assessment.  It helps decision making by supporting analyses such as epidemiologic planning model; design and implementation of a business model that provides long-term financial support; and transplant the mission to achievable short-term goals for each team, and allocate funds for growth, new technology, and replacement.

Maintain relations with patients and other external stakeholders.  This links to decision making by managing communications with patients and other stakeholders; ensure compliance with law and regulations; and respond to various licensing and certification agencies.

·   Know the various management skills, roles, styles, and contingency (situational) leadership theories.

Management skills and roles include:

· Listening and responding to customer and team member needs

· Teaching team members both technical and behavioral skills

· Leading team discussions of opportunities to improve process and performance

· Recognizing and celebrating success and exceptional effort

· Resolving problems that arise with work processes and conflicts between team members

· Using the hierarchy to bring opportunities to the attention of teams that can take advantage of them

Health Leadership Competency Model

Transformation

· Achievement Orientation

· Analytical Thinking

· Community Orientation

· Financial Skills

· Information Seeking

· Innovative Thinking


· Strategic Orientation

Execution

· Accountability

· Change Leadership

· Collaboration

· Communication Skills

· Impact and Influence

· Information Technology Management

· Initiative

· Organizational Awareness

· Performance Measurement

· Process Management/Organizational Design

· Project Management

People

· Human Resource Management

· Interpersonal Understanding

· Professionalism

· Relationship Building

· Self Confidence

· Self Development

· Talent Development

· Team Leadership

·  Comprehend the concepts of designing and redesigning formal organizations

Healthcare organizations are built around work teams.  These teams are cybernetic systems.  This system has a monitor at its core.  A monitor takes inputs like measures, demand, costs and resources and reports them to the rest of the team.  The team then takes on an action.  This action could be an improvement, continuing monitoring, or establishing new expectations.  These actions will produce outputs like measures, count, productivity, quality and contribution that are observed by the monitor.

Management must define sets of cybernetic teams that fulfill the organization’s mission.  For each team, management must identify the monitor, install the measures, and negotiate the expectations.  The healthcare organization holds each team accountable for achieving the expectations, so the teams are also called accountability centers or responsibility centers.  To be effective, accountability centers need to be 

· Small enough to work together

· Geographically, vocationally, and temporally focused enough to work

· Knowledgeable and comfortable with the service excellence and continuous improvement culture

· Knowledgeable and comfortable with a realistic and clear, preferably quantified, set of goals that forwards some part of the organization’s mission

· Supported with appropriate day0to-day and strategic resources

Accountability centers have a designated leader.  They are coordinated and supported by an accountability hierarchy that groups teams with similar goals or functions together.  Two-way communication about needs and achievements flows through this hierarchy, and the hierarchy is used for many recurring decisions.

·  Differentiate the formal and informal organization and how each can aid in achieving objectives.

 Informal organization – people learn to respect the power/rights of others, share information and gratification, make partnerships and friendships, divide and specialize the work. Culture is created as a result of this process.  Culture – related to informal organizations, but also developed by management activities. 

Characteristics 

1. Informal organizations are powerful communication links 

2. As size, distance and complexity grow, informal organizations lose some of their power, but they never disappear and should never be ignored 

3. The formal organization strengthens the informal one and does what the informal one cannot.  At the same time, the formal relies on the informal organization to do what it cannot 

4. The organization culture is closely related to the informal organization, but it is more directly controlled by the executive. 

5. Healthcare organizations of all sizes have informal organizations. (e.g.  Doctors, night-shift crew) 

 Formal or Hierarchical Organization – members are granted authority over certain activities, held accountable for certain results, given incentives for achieving them. 

Characteristics 

1. Groups of fewer than 25 people 

2. Work groups arise from actual groups in similar working conditions with usually one or more of four dimensions 

a. Service or patient need (e.g. the operating room is divided into general heat, urology, gynecology) 

b. Function or technical activity (e.g. the laboratory is divided into chemistry, hematology, bacteriology, and histology work groups) 

c. Geography (e.g. home care teams are divided into their geographic region, or the housekeeping teams by building or floor) 

d. Time (e.g. the security department is divided by shift) 

3. The accountability commitment or expectations – the work group makes certain commitments to the central organization and receives certain assurances in return. 

4. In traditional management, an accountable leader for the group was often designated.  This leader is referred to as the work group leader, responsibility center manager or first-line supervisor. 

5. New trend under continuous improvement – use team or group accountability.  The leader remains, but the group becomes more participative and democratic.  Leader’s role now emphasizes coordination, coaching and external communication. 

6. New accountability approach vs. traditional accountability approach 

a. Shared vision vs. adversarial competition 

b. Negotiated agreement vs. imposed decision 

c. Coaching vs. commanding 

d. Full performance measures vs. partial performance measures 

e. Encouragement vs. threats 

· Distinguish strategic and operational planning and know their elements and processes

Strategic decisions are those relating the organization as a whole to its stakeholders.  They typically include issues like scope and location of services, affiliations with other organizations, and facility investments.  They are made by the governing board, but the board usually works from alternatives and proposals developed by management.  It also relies on management to conduct the environmental assessment that provides the background for strategic decisions, and it expects management to propose detailed short-term implementation plans as part of the annual budget and capital budget.  Strategic proposals are generated by performance improvement teams and other task forces; the need is to have enough realistic proposals to improve overall achievement of stakeholder goals.  If the strategic decision process fails, the organization drifts away from some or all stakeholder needs and the strategic balanced scorecard begins to deteriorate.

Operational planning is short term planning (usually less than 3 years) that supports the governing board’s strategic planning.  This type of operational planning is conducted by management with assistance from performance improvement teams.  The biggest difference between the two types of planning is time.

· Know the uses of negotiation and how managers use their skills as negotiators

tc \l3 "Identify the principles of negotiation.  Negotiations may be viewed as a process in which two or more parties attempt to reach acceptable agreement in a situation characterized by some level of real or potential disagreement.  In an organizational context negotiations may take place between two people, within a group, and between groups.  

     Negotiations have at least four elements.  

· Interdependence-each party is in some way affected by, or depends on, the other.  

· Conflict or disagreement exists-this may be real or perceived.

· The situation must be conducive to opportunistic interaction-this means that each party has both the means and inclination to attempt to influence the other.  

· There exists some possibility of agreement.

· Understand alternative dispute resolution and the roles of mediation and arbitration

Alternative Dispute Resolution is any lawful means of resolving disputes without resort to litigation.

Arbitration

· Formal hearing procedure

· Most like litigation

· Case is presented to an arbiter or panel of arbiters

· Rules of evidence are somewhat relaxed

· Binding or non-binding

Mediation

· Neutral seeks to bring disputants to agreement

· May be facilitative, evaluative, or a combination of both

Quality Assessment and Improvement

· Understand basic principles of TQM/CQI   

tc \l3 "Understand basic principles of TQM/CQIContinuous quality improvement in health care comes in a variety of shapes, colors, and sizes and is referred to by many names.  Whether it is called total quality management (TQM), continuous quality improvement (CQI), or some other term, TQM/CQI is a structured organizational process for involving personnel in planning and executing a continuous stream of improvements in systems in order to provide quality health care that meets or exceeds customer expectations. 

While TQM/CQI has various names, it usually involves a common set of characteristics, including: (1) a quality council made up of the institution’s top leadership; (2) training programs for personnel; (3) mechanisms for selecting improvement opportunities; (4) formation of process involvement teams; (5) staff support for process analysis and redesign; and (6) personnel policies that motivate and support staff participation in process improvement.  

Elements of CQI
Philosophical Elements - Those aspects of CQI that, at a minimum, have to be present in order to constitute a CQI effort and include:  

1.  Customer Focus - Emphasis on both customer satisfaction and health outcomes as 
performance measures.

2.  Systems View - Emphasis on analysis of the whole system providing a service or influencing 
an outcome.

3.  Data-Driven Analysis - Emphasis on gathering and use of objective data on system operation 
and system performance.

4.  Implementer Involvement - Emphasis on involving the owners of all components of the 
system in seeking a common understanding of its delivery process.

5.  Multiple Causation - Emphasis on identifying the multiple root causes of a set of system 
phenomena.

6.  Solution Identification - Emphasis on seeking a set of solutions that enhance overall system 
performance through simultaneous improvements in a number of normally independent 
functions.

7.  Process Optimization - Emphasis on optimizing a delivery process to meet customer needs 
regardless of existing precedents and on implementing the system changes regardless of 
existing territories and fiefdoms.  To quote Dr. Deming:  “Management’s job is to 
optimize the system.”

8.  Continuous Improvement - Emphasis on continuing the systems analysis even when a 
satisfactory solution to the presenting problem is obtained.

9.  Organizational Learning - Emphasis on organizational learning so that the capacity of the 
organization to generate process improvement and foster personal growth is enhanced.

Structural Elements - Beyond the philosophical elements cited above, a number of highly useful structural elements can be used to structure, organize, and support the continuous improvement process.  Almost all CQI initiatives make intensive use of these structural elements, which reflect the operational aspects of CQI and include:

1.  Process Improvement Teams - Emphasis on forming and empowering teams of employees to 
deal with existing problems and opportunities.

2.  Seven Tools - Use of one or more of the seven quality tools so frequently cited in the 

industrial and the health quality literature: flow charts, cause-and-effect diagrams, check 
sheets, histograms, Pareto charts, control charts, and correlational analysis.

3.  Parallel Organization - Development of a separate management structure to set priorities for 
and monitor CQI strategy and implementation, usually referred to as a quality council.

4.  Top Management commitment - top management leadership to make the process effective 
and foster its integration into the institutional fabric of the organization.

5.  Statistical Analysis - Use of statistics, including statistical process control, to identify and 
minimize variation in processes and practices.

6.  Customer Satisfaction Measures - Introduction of market research instruments to monitor 
customer satisfaction at various levels.

7.  Benchmarking - Use of benchmarking to identify best practices in related and unrelated 
settings to emulate as processes or use as performance targets.

8.  Redesign of Processes from Scratch - Making sure that the end product conforms to customer 
requirements by using techniques of quality function deployment and/or process 
reengineering.

Health-Care-Specific Elements - The use of CQI in health care is often described as a major management innovation, but it also blends with past and ongoing efforts within the health services research community.  The health care quality movement has had its own history with its own leadership and values that must be understood and respected.  Thus in health care there are a number of additional approaches and techniques that health managers and professionals have successfully added to the philosophical and structural elements associated with CQI including:

1.  Epidemiological studies, coupled with insurance payment and medical records data.

2.  Involvement of the medical staff governance process, including quality assurance, tissue 
committees, pharmacy and therapeutics committees, and peer review.

3.  Use of risk-adjusted outcome measures.

4.  Use of cost-effectiveness analysis.

5.  Use of quality assurance data and techniques and risk management data.

Source:  Curtis P. McLaughlin and Arnold D. Kaluzny.  Continuous Quality Improvement in Health Care: Theory, Implementation, and Application.  1992.  Aspen Publishers, Inc.  

Gaithersburg, MD 20878.

· Understand the function of the Quality Council

tc \l3 "Undersatnd the function of the Quality CouncilThe quality council of quality steering committee is made up of the top management team, who meet to carry out the planning that must precede and then govern the implementation of CQI.  They normally meet as a group around other issues, so one might well question the need for the quality council.  First, their act of setting aside a specific time to deal only with quality, rather than the welter of other issues circulating in the institution, emphasizes the organization’s commitment to CQI.  Second, they are then the source of critical components of the program, such as a quality mission statement, quality objectives, and a quality plan.  The quality council also becomes a role model for the participants in the program and the place where the teams are expected to present their findings on a regular basis.

Source:  Curtis P. McLaughlin and Arnold D. Kaluzny.  Continuous Quality Improvement in Health Care: Theory, Implementation, and Application.  1992.  Aspen Publishers, Inc.  

Gaithersburg, MD 20878.

The quality council or similar entity is formed to act as the steering body that will direct the healthcare quality process organizationally. Experience shows that organizing the quality council is necessity. Careful selection of these individuals should rest with the top official of the organization (CEO) with advice and assistance from the quality coordinator. Members should be prominent individuals in the organization representing different disciplines and units. The roles of the council are similar to the roles of the quality coordinator, giving it collective perspective and establishing itself as the central organizational resource in healthcare quality. Similarly, quality council members need to be prepared for their roles adequately and should be exposed to the concept of healthcare quality and its principles early on.

Source: Stephen M. Shortell and Gail L. Warden. The Healthcare Quality Book: Vision, Strategy, and Tools. 2005. Health Administration Press, Chicago, Illinois, AUPHA Press, Washington, D.C.

· Know what the Health Plan Employer Data and Information Set (HEDIS) is

tc \l3 "Know what the Health Plan Employer Data and Information Set (HEDIS) isDeveloped in 1989 by the Washington, D.C.-based National Center for Quality Assurance (NCQA), HEDIS (Version 2.0) measures 60 indicators broken into four categories that include quality, utilization, member access, and member satisfaction. Aside from defining a core set of performance measures, the most important aspect of HEDIS 2.0 is its effort to systematize the measurement process.  By recommending standardized definitions and specific methodologies for deriving performance measures, HEDIS enables plans and employers to accurately trend health plan performance, and as the performance measures are refined, use the measures in a comparative manner.   NCQA uses the results to help determine HMO accreditation, which in turn is used by employers and eventually consumers to choose health plans.  

While HEDIS does not yet provide information about treatment outcomes, which are still hard to define and measure, future versions will use current indicators to measure the performance of hospitals and physicians participating in health plans.  As HEDIS expands, it will directly affect hospitals that form their own managed care organizations if they want these plans accredited by NCQA.  

Source: Johnson Stout, Nancy.  “Understanding HEDIS Can Help Providers Attract Health Plan Contracts.”  Health Care Strategic Management.  August 1994: 14.

HEDIS is the MDS that NCQA has created to evaluate the quality of care and customer service provided by each health plan. The HEDIS data elements include quality of care, access to care, and member satisfaction with the health plan and the doctors they see. Managed care organizations generally participate in a national data set known as HEDIS, which compares a variety of outpatient clinical performance indicators at the physician practice level, such as immunization rates and breast cancer screening rates in the covered population.

HEDIS is a set of reliable, valid, and standard clinical performance measures.

Since 1999, HEDIS has expanded to now include a version of the Consumer Assessment of Health Plans Survey (CAHPS 2.0H). More than 80% of HMOs now report most or all of the HEDIS measures annually to NCQA. In 1999, NCQA began to incorporate performance on selected HEDIS measures as an integral and substantial portion (25% in 2001) of the overall accreditation score. This represents a major change in accreditation practice. Nearly all accreditation and certification have relied exclusively on adherence to standards or on cognitive testing, rather than on an analysis of quantitative measures of performance.

Source: Stephen M. Shortell and Gail L. Warden. The Healthcare Quality Book: Vision, Strategy, and Tools. 2005. Health Administration Press, Chicago, Illinois, AUPHA Press, Washington, D.C

· Know what the Malcolm Baldrige National Quality Award is and how it relates to healthcare organizations

The Malcom Baldridge National Quality Award was created by Public Law 100-107, signed in 1987. This law led to the creation of a new public-private partnership to improve the United States’ competitiveness. The Baldridge criteria were originally developed and applied to businesses; however, in 1997, healthcare-specific criteria were created to help healthcare organizations address challenges such as focusing on core competencies, introducing new technologies, reducing costs, communicating and sharing information electronically, establishing new alliances with healthcare providers, or just maintaining market advantage. The criteria can be used to assess performance on a wide range of key indicators: healthcare outcomes; patient satisfaction; and operational, staff, and financial indicators. The criteria can also help organizations to align resources and initiatives such as ISO 9000, PDSA cycles, and Six Sigma; improve communication, productivity, and effectiveness; and achieve strategic goals.


The Baldridge healthcare criteria are built on the following set of interrelated core values and concepts:

· Visionary leadership

· Patient-focused excellence

· Organizational and personal learning

· Valuing staff and partners

· Agility

· Focus on the future

· Managing for innovation

· Management by fact

· Social responsibility  and community health

· Focus on results and creating value

· Systems perspective

The criteria are organized into seven interdependent categories (National Institute of Standards and Technology 2003):

· Leadership

· Strategic planning

· Focus on patients, other customers, and markets

· Measurement, analysis, and knowledge management

· Staff focus

· Process management

· Organizational performance results

Source: Stephen M. Shortell and Gail L. Warden. The Healthcare Quality Book: Vision, Strategy, and Tools. 2005. Health Administration Press, Chicago, Illinois, AUPHA Press, Washington, D.C

tc \l3 "Know what the Malcolm Baldrige National Quality Award is and how it relates to healthcare organizationsSince the Malcolm Baldrige National Quality Award’s inception in 1987, it has emerged as the standard of excellence for American companies.  The Baldrige Award provides a framework for systematically examining products, services, and processes.  Although this award has only been given to 22 companies, thousands of others have recognized the power of self-assessment and the value of comparing themselves to others using the Baldrige criteria and scoring system.

The award, named in honor of former Secretary of commerce Malcolm Baldrige, was created by public law to create a partnership between government and industry.  The award program seeks to stimulate quality improvement throughout the country through this partnership.  The office of the Secretary of Commerce and NIST are responsible for the development and management of the award.  The American Society of Quality Control assists in the administration of the award process.  A group of volunteer examiners serves as the evaluators in the process.  

Baldrige-winning companies report outstanding results in customer satisfaction, product and service quality, and overall company performance.  The core values and concepts are embodied in seven criteria categories: I only see 6 listed 

1.  Leadership

2.  Information and analysis

3.  Strategic quality planning

4.  Human resources development and management

5.  Management of process quality and operational results

6.  Customer focus and satisfaction

Within the seven categories are 28 examination items focusing on major management requirements.  These items solicit specific information about each category.

Four elements provide the framework for the criteria:

1.  Driver - Senior executive leadership creates the values, goals, and systems, and guides 

the sustained pursuit of customer value and company performance.

2.  Goal - The basic aim of the quality process is the delivery of ever-improving value to 

customers.  The criteria assess:

- Customer satisfaction

- Customer satisfaction in comparison to competitors

- Customer retention rates

- Market share gains

3.  System - The system comprises the set of well-defined and well-designed processes 

for meeting the company’s goals and objectives.

4.  Measures of progress - Measures of progress provide a results-oriented basis for 

channeling actions to delivering constantly improving customer value and results.

Baldridge Relation to Healthcare Organization

Prior to 1996, only for-profit manufacturing, service, and small business entities could apply for this award.  In January 1995, a special option was made available to healthcare organizations.  Those organizations desiring to apply received a thorough evaluation, including a consensus review of the examiners reviewing the application.  Selected organizations received a site visit from a team of examiners, and all pilot applicants received a detailed feedback report.  The goal of this process was to help healthcare organizations prepare for the opportunity to apply for the award in 1996.  

This award is important to healthcare organizations because in the past they have not traditionally benchmarked processes.  The excuse “we’re different” was used.  Today, the evolution of healthcare quality improvement efforts has compelled many organizations to seek valid comparative tools.  According to Joseph Juran, a leading US quality expert and consultant for over 50 years, the most complete list of those actions needed to get worldwide quality in contained in the Malcolm Baldrige National Quality Award.  These criteria are directed toward improving customer satisfaction and achieving results in both operational and financial performance.  

Source: Gaucher, Ellen and Eric Kratocvhwil.  “The Malcolm Baldrige National Quality Award: Implications and Uses for Healthcare Organizations.”  Infection Control and Epidemiology.  May 1995: 302-307.

· Understand the rights of patients in planning their own care-giving.

tc \l3 "Understand the rights of patients in planning their own care-giving.According the JCAHO 1996 Accreditation Manual (Vol 1), Standard R1.1.2, patients are to be involved in all aspects of their care.  Hospitals are to promote patient and family involvement in all aspects of care through implementation of policies and procedures that are compatible with the hospital’s mission and resources, have diverse input, and guarantee communication across the organization.  Patients are to be involved in at least the following aspects of their care: giving informed consent, making care decisions, resolving dilemmas about care decisions, formulating advance directives, withholding resuscitative services, forgoing or withdrawing life-sustaining treatment and care at the end of life.  Structures are developed, approved and maintained thorough collaboration among the hospital’s leaders and others.  The patients’ psychosocial, spiritual, and cultural values affect how they respond to their care.  The hospital allows patients and their families to express their spiritual beliefs and cultural practices, as long as these do not harm others or interfere with treatment.

COMMENT: The philosophy behind the JCAHO standard reflect the change in JCAHO’s approach to a more patient centered, performance focus.  The Joint Commission completely revised the hospital standards in 1995 to mirror the new intent.  Some health care organizations will obviously be more attune to patient involvement than others.  The Planetree Hospital concept actively seeks to incorporate the patient into treatment decisions and care-giving.  Such innovations are wrapped in the cloak of “patient-centered care.”  For elaboration, see Lathrop’s book, Restructuring Healthcare.  The last statement in the JCAHO standard raise some potential ethical and legal conflicts, especially from some religious viewpoints (Jehovah’s Witness and Christian Science).  Our law text dealt with some of these cases (Matter of Charles P. Osborne and Fosmire v. Nicoleau.

·   Understand the Joint Commission standards for withholding life-sustaining care.

The principle of patient autonomy requires that physicians respect the decision to forego life-sustaining treatment of a patient who possesses decision-making capacity. Life-sustaining treatment is any treatment that serves to prolong life without reversing the underlying medical condition. Life-sustaining treatment may include, but is not limited to, mechanical ventilation, renal dialysis, chemotherapy, antibiotics, and artificial nutrition and hydration.

The tc \l3 "Understand the JCAHO standards for withholding life-sustaining care.Joint Commission specifically addresses the hospital’s need to address forgoing or withdrawing life-sustaining treatment. No single process can anticipate all of the situations in which such decisions must be made. It is important for the hospital to collaboratively develop a framework for making these difficult decisions. The framework helps the hospital identify its position in initiating resuscitative services and using/removing life-sustaining treatment, ensures that the hospital conforms to the legal requirements of its jurisdiction, addresses situations in which these decision are modified during the course of care, offers guidance to health professionals on the ethical and legal issues involved in these decisions, and decreases their uncertainty about the practices permitted by the hospital. The decision-making process is applied consistently, and the lines of accountability are clear. To ensure this, it is vital that a guiding process be formally adopted by the hospital’s medical staff and approved by the governing body.

COMMENT: The Patient Self-determination Act, part of the Omnibus Budget Reconciliation Act  (OBRA) of 1990 required health service organizations participating in Medicare and Medicaid to give all patients written information on policies regarding self-determination and living wills. The primary purpose is to assure that beneficiaries are made aware of advance directives and are given the opportunity to execute directives, if they so desire. The Health Service Ombudsman (HSO) must inquire and document in the medical record whether a patient has an advanced medical directive (AMD) and , if so, to ensure compliance with state law. The HSO must also convey information concerning their policies with respect to such rights.

·   Know the laws and the Joint Commission standards for maintaining and documenting medical records.

tc \l3 "Know the laws and the JCAHO standards for maintaining and documenting medical records.Joint Commission Standards for maintaining a patient record fall under the Management of Information section of the Accreditation Manual. The hospital must initiate and maintain a medical record for every individual assessed or treated and only authorized individuals make entries in medical records. The medical record must contain sufficient information to identify the patient, support the diagnosis, justify the treatment, document the course and results, and promote continuity of care among health care providers. The intent of additional substandards are to document all aspects of a surgical patient’s preoperative, operative and postoperative care. The record includes the preoperative diagnosis, a complete description of the surgical procedure and findings, the names of all practitioners involved in the patient’s care, the postoperative course, evidence of the patient’s readiness for discharge from postanesthesia care and details of the discharge. 

Operative notes are consistently placed in the medical record consistent with hospital policies and procedures and state laws. This applies to outpatients as well as inpatients, including donors and recipients of organs and tissues. If no report is immediately available, a progress note must reflect the same pertinent information.

Postoperative documentation must at least include vital signs, medications (to include IVS and blood products), and unusual events or complications, names of the various providers, and the patient’s discharge from postanesthesia care.  If discharge criteria are used, they must be approved by the medical staff and rigorously applied.  

Documentation is also required for ambulatory care services. The facility must maintain a record on any patient who is seen at a facility for three or more outpatient visits. The record may be known as a summary list(in a standardized location in the chart), which indicates significant medical diagnoses and conditions, operative and invasive procedures, adverse and allergic drug reactions and medications prescribed/used by the patient. This promotes continuity of care over time and among providers. Emergent care must also be documented with additional information specific to the emergency visit (time /means of arrival, did the patient leave against medical advice, final disposition/condition at discharge and follow-up care). The patient or the legal representative of the patient must approve the release of emergency care information to the provider of follow-up care--it is not automatic.

The Joint Com
mission also has substandards that deal with the timeliness of record data and information management and the handling of verbal orders.  Medical record entries must be dated and authenticated by an identifiable author. Probably the biggest challenge is to insure that the treatment facility can quickly assemble all components of a patient’s record, regardless of location in the facility, when the patient is admitted/seen for ambulatory or emergency care… hence, the importance of Electronic Health Records.

The medical record is a legal document and is admissible in court as evidence. One can easily see the importance of the requirements for timeliness, accuracy and legibility in court proceedings.

·   Understand the concept of customer needs analysis

tc \l3 "Understand the concept of customer needs analysisSupplier/customer analysis is a technique that involves your suppliers in the development of your requirements and their conformance to them.  In addition, it provides insight into your customers’ needs and expectations and the ways you can meet those expectations.

Customer Analysis

1.  Communication - Are you communicating to ensure that you are satisfying customers?

2.  s(Understanding - Do you understand customer needs and expectations?

3.  Survey - Have you conducted a survey to determine whether you are satisfying your customers?

4.  Thoroughness - Have you completed a thorough analysis to ensure that the focus is on customer needs and expectations?

5.  Owner - Does the owner understand the impact of the process on the customer?

6.  Measurement - Are process outputs measured in relation to customer expectations?

7.  Expectations - Are you satisfying mutually agreed upon customer expectations?

8.  Relationship - Have you developed a relationship with key customers?

Customer Analysis Steps

1.   Identify the customer or customers, both internal and external, of the process.

2.   Determine the needs and expectations of your customer.

3.   Identify the products or services you provide to meet these needs and expectations.

4.   Develop measures of your output that reflect customer expectations.

5.   Determine whether customer expectations have been met.

6.   Determine who owns or influences the product or service.

7.   Identify your principal inputs (manpower, machine, material, method, environment).

8   Determine whether suppliers know their requirements and their impact on your success at 
meeting customer expectations.

9.   Involve your suppliers in the development of your requirements and their conformance to 
them.

10.  Identify suppliers that are not meeting requirements.

11.  Use structured improvement methodology to improve supplier performance, the process, and 
customer satisfaction.

Further, marketing usually begins with defining key customer groups (market segmentation) and determining customer needs, expectations, and buying behavior. Segmentation analysis can be done through analysis of socio-demographic variables such as age, gender, ethnicity, and geographic location. In addition, a situational assessment is made often through a SWOT analysis that examines strengths and weaknesses of the organization as well as opportunities and threats in the current or future environment. Studies of market share, brand loyalty, and brand recognition are now regularly done to better understand the competitive position of the organization as well as what changes may be needed in promotion or advertising. Modifications in product strategy are often based on a portfolio analysis in which different service lines are evaluated with regard to their profitability, consistency with organizational goals, and competitive position in the marketplace.

·   Know what the seven basic tools used in TQM are, including:

Flowcharts, Control charts, Cause-and-effect diagrams, Histograms, Check sheets,

Pareto charts, & Scatter diagrams

Source: 

• RAC Publication, QKIT, Quality Toolkit, 2001. 

For More Information: 

• RAC Publication TQM, The TQM Toolkit, 1993. 

• Goal/QPC, The Memory Jogger, 1988. 

• Handbook of Quality Tools, By Ozeki, Kazuo & Tetsuichi, Productivity Press, Cambridge, 

MA, 1990. 

Quality Tools, The Basic Seven  

Total Quality Management (TQM) and Total Quality Control (TQC) literature make frequent mention of seven basic tools.  Kaoru Ishikawa contends that 95% of a company's problems can be solved using these seven tools.  The tools are designed for simplicity. Only one, control charts require any significant training.  The tools are: 

Flow Charts 

 Ishikawa Diagrams 

 Checklists 

 Pareto Charts 

Histograms 

 Scattergrams 

 Control Charts 

1. Flow Charts 

A flow chart shows the steps in a process i.e., actions which transform an input to an output for the next step.  This  is a significant help in analyzing a process  but it must reflect the actual process used rather than what the process owner thinks it is or wants it to be.  The differences between the actual and the intended process are often  surprising  and  provide many ideas for improvements.  Figure 1 shows the flow chart for a hypothetical technical report review process.  Measurements  could  be  taken  at each  step  to  find  the most  significant  causes  of delays,  these may then be flagged for improvement.
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Figure 1. Flow Chart of Review Process 

In making a flow chart, the process owner often finds the actual process to be quite different than it  was  thought  to  be.    Often,  non-value-added  steps  become  obvious  and  eliminating  these provides an easy way to  improve the process.  When the process  flow  is satisfactory, each step becomes a potential target for improvement. Priorities are set by measurements.  In Figure 1, the average time to complete peer review (get from Step 2 to Step 4) and to complete management review  (get  from  Step  4  to  Step  8)  may  be  used  to  decide  if  further  analysis  to  formulate corrective action  is warranted.   It may be necessary  to  expand  some  steps  into  their own  flow charts to better understand them.  For example, if we have an unsatisfactory amount of time spent in management review we might expand Step 4 as shown in Figure 2. 
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Figure 2 shows many possibilities  for delay in management review.  It may be that it  takes too long for the manager to  get around to reading the  document.    Or, too much time may be consumed in rework to address the comments of the manager.  Only some more measurements will tell.  Corrective actions to the former may include the delegation of review authority.  Training the technical writers to avoid the most frequent complaints of the managers could possibly cure the latter.   It may also be found that  the manager feels obligated to make some comment on each  report  he  reviews,  and  changing  this  perception may  be  helpful.  Whatever  the  solution, information provided by the flow chart would point the way. 

A danger in flow charting is the use of assumed or desired steps rather than actual process steps in making the chart.  The utility of the chart will correlate directly to its accuracy.  Another danger is that the steps plotted may not be under the control of the user.  If the analyst does not "own the process" the chart may not be too helpful.   It may, however, be quite useful to a process improvement team including all the functions involved.

2. Ishikawa Diagrams 

Ishikawa diagrams are named after their inventor, Kaoru Ishikawa.  They are also called fishbone charts, after their appearance, or cause and effect diagrams after their function.  Their function is to identify the factors that are causing an undesired effect (e.g., defects) for improvement action, or to identify the factors needed to bring about a desired result (e.g., a winning proposal).  The factors  are  identified  by  people  familiar  with  the  process  involved.    As  a  starting  point,  major factors could be designated using the "four M's":  Method, Manpower, Material, and Machinery; or the "four P's":  Policies, Procedures, People, and Plant.  Factors can be subdivided, if useful, and the identification of significant factors is often a prelude to the statistical design of experiments.  

Figure 3 is a partially completed  Ishikawa  diagram attempting to identify potential causes  of  defects in a wave solder process.
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Ishikawa diagrams are named after their inventor, Kaoru Ishikawa. They are also called fishbone
charts, after their appearance, or cause and effect diagrams after their function. Their function is
to identify the factors that are causing an undesired effect (e.g., defects) for improvement action,
or to identify the factors needed to bring about a desired result (e.g., a winning proposal). The
factors are identified by people familiar with the process involved. As a starting point, major
factors could be designated using the "four M's": Method, Manpower, Material, and Machinery; or
the "four P's": Policies, Procedures, People, and Plant. Factors can be subdivided, if useful, and
the identification of significant factors is often a prelude to the statistical design of experiments.
Figure 3 is a partially completed Ishikawa diagram attempting to identify potential calises of
defects in a wave solder process.

Manpower Methods
Defects
Others
Solder Wave Solder Machine
Lead-in Ratio Operating Temperature
Material Machinery
Flux Wave Height

Figure 3. Partially Completed Ishikawa Diagram
Checklists

Checklists are a simple way of gathering data so that decisions can be based on facts, rather than
anecdotal evidence. Figure 4 shows a checklist used to determine the causes of defects in a
hypothetical assembly process. It indicates that "not-to-print” is the biggest cause of defects,
and hence, a good subject for improvement. Checklist items should be selected to be mutually
exclusive and to cover all reasonable categories. If too many checks are made in the "other”
category, a new set of categories is needed.
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3. Checklists

Checklists are a simple way of gathering data so that decisions can be based on facts, rather than anecdotal  evidence.    Figure  4  shows  a  checklist  used  to  determine  the  causes  of  defects  in  a hypothetical  assembly  process.   It  indicates  that  "not-to-print"  is  the  biggest  cause  of  defects, and hence, a good subject for improvement.  Checklist items should be selected to be mutually exclusive  and  to  cover  all  reasonable  categories. If  too many  checks  are made  in  the  "other" category, a new set of categories is needed.
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Lead-in Ratio Operating Temperature
Material Machinery

Wave Height
Figure 3. Partially Completed Ishikawa Diagram

Checklists

Checklists are a simple way of gathering data so that decisions can be based on facts, rather than
anecdotal evidence. Figure 4 shows a checklist used to determine the causes of defects in a
hypothetical assembly process. It indicates that "not-to-print” is the biggest cause of defects,
and hence, a good subject for improvement. Checklist items should be selected to be mutually
exclusive and to cover all reasonable categories. If too many checks are made in the "other”
category, a new set of categories is needed.

Defect Monday Tuesday _Wednesday _ Thursday Friday Total
Solder T I T 1
Part [l ] [} 6
Not-to-Print it i 11
Timing ] ] 3
Other i 1

Figure 4. Checklist for Detects Found
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Figure 4 could also be used to relate the number of defects to the day of the week to see if there is any significant difference in the number of defects between workdays.  Other possible column or  row  entries  could  be  production  line,  shift,  product  type,  machine  used,  operator,  etc., depending  on  what  factors  are  considered  useful  to  examine.    So  long  as  each  factor  can  be considered mutually  exclusive,  the  chart  can provide useful  data.  An  Ishikwa  Diagram may be helpful in selecting factors to consider.  The data gathered in a checklist can be used as input to a Pareto chart for ease of analysis.  Note that the data does not directly provide solutions.  Knowing that "not-to-print" is the biggest cause of defects only starts the search for the root cause of "not-to-print"  situations.    (This  is  in  contrast  to  the  design  of  experiments  which  could  yield  the optimal settings for controllable process settings such as temperature and wave height.)

4. Pareto Charts 

 Alfredo  Pareto  was  an  economist  who  noted  that  a  few  people  controlled  most  of  a  nation's wealth.  "Pareto's Law" has also been applied to many other areas, including defects, where a few causes  are  responsible  for  most  of  the  problems.    Separating  the  "vital  few"  from  the  "trivial many" can be done using a diagram known as a Pareto chart.  Figure 5 shows the data from the checklist shown in Figure 4 organized into a Pareto chart.  
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many" can be done using a diagram known as a Pareto chart. Figure 5 shows the data from the
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Figure 5, like Figure 4, shows the "not-to-print" category as the chief cause of defects.  However, suppose the not-to-print problems could be cheaply corrected (e.g., by resoldering a mis-routed wire) while a defect due to "timing" was too expensive to fix and resulted in a scrapped assembly.  It may then be useful to analyze the data in terms of the cost incurred rather than the number of instances of each defect category.  This might result in the chart shown in Figure 6, which would indicate eliminating the timing problems to be most fruitful.
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Figure 5, like Figure 4, shows the "not-to-print” category as the chief cause of defects. However,
suppose the not-to-print problems could be cheaply corrected (e.g., by resoldering a mis-routed
wire) while a defect due to "timing” was too expensive to fix and resulted in a scrapped assembly.
It may then be useful to analyze the data in terms of the cost incurred rather than the number of
instances of each defect category. This might result in the chart shown in Figure 6, which would
indicate eliminating the timing problems to be most fruitful.

Money Lost

Timing Not-to-Print. Part Solder Other
Figure 6. Pareto Chart of Costs of Defects

A useful application of Pareto Charts is Stratification, explained in the subtopic Stratification
Stratification is simply the creation of a set of Pareto charts for the same data, using different
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A useful application of Pareto Charts is Stratification, explained in the subtopic Stratification. 

Stratification is simply  the creation of a set of Pareto charts for the same data, using different possible  causative  factors.    For  example,  Figure  7  plots  defects  against  three  possible  sets  of potential  causes.    The  figure  shows  that  there  is  no  significant  difference  in  defects  between production lines or shifts,  but product type three has significantly more defects than  do the others.  Finding the reason for this difference in number of defects could be worthwhile.
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Figure 6. Pareto Chart of Costs of Defects

A useful application of Pareto Charts is Stratification, explained in the subtopic Stratification

Stratification is simply the creation of a set of Pareto charts for the same data, using different
possible causative factors. For example, Figure 7 plots defects against three possible sets of
potential causes. The figure shows that there is no significant difference in defects between
production lines or shifts, but product type three has significantly more defects than do the
others. Finding the reason for this difference in number of defects could be worthwhile.

Defects
12 12 3 12 3 a s
By Production Line By shift By Product Type
Figure 7. Stratification
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5. Histograms 

Histograms are another form of bar chart in which measurements are grouped into bins; in this case  each bin  representing  a  range of  values of  some  parameter.   For example,  in  Figure  8,  X could represent the length of a rod in inches.  The figure shows that most rods measure between 0.9 and 1.1 inches.  If the target value is 1.0  inches, this could be good news.  However, the chart also shows a wide variance, with the measured values falling between 0.5 and 1.5 inches.  This wide a range is generally a most unsatisfactory situation.
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This wide a range is generally a most unsatisfactory situation.

Histograms are another form of bar chart in which measurements are grouped into bins; in this

case each bin representing a range of values of some parameter.
could represent the length of a rod in inches. The figure shows that most rods measure between

0.9 and 1.1 inches. If the target value is 1.0 inches, this could be good news. However, the
chart also shows a wide variance, with the measured values falling between 0.5 and 1.5 inches.

For example, in Figure 8, X

Number
of
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—_—————————» X
Figure 8. Histogram

Besides the central tendency and spread of the data, the shape of the histogram can also be of
interest.  For example, Figure 9 shows a bi-modal distribution. This indicates that the
measurements are not from a homogeneous process, since there are two peaks indicating two
central tendencies. There are two (or more) factors that are not in harmony. These could be two
machines, two shifts, or the mixed outputs of two suppliers. Since at least one of the peaks must
be off target, there is evidence here that improvements can be made.
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Besides the central tendency and spread of the data, the shape of the histogram can also be of interest. For example,  Figure  9  shows  a  bi-modal  distribution. This  indicates  that  the measurements  are  not  from  a  homogeneous  process,  since  there  are  two peaks  indicating  two central tendencies. There are two (or more) factors that are not in harmony.  These could be two machines, two shifts, or the mixed outputs of two suppliers. Since at least one of the peaks must be off target, there is evidence here that improvements can be made.
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Figure 8. Histogram

Besides the central tendency and spread of the data, the shape of the histogram can also be of
interest.  For example, Figure 9 shows a bi-modal distribution. This indicates that the
measurements are not from a homogeneous process, since there are two peaks indicating two
central tendencies. There are two (or more) factors that are not in harmony. These could be two
machines, two shifts, or the mixed outputs of two suppliers. Since at least one of the peaks must
be off target, there is evidence here that improvements can be made.

Figure 9. Bi-modal Histogram

System Reliability Center
201 Mill Street
Rome, NY 13440-6916
i 888.722.8737

KELIABILITY
or 315.337.0900

CENTER
Page 8 Sec 1 85 Aes In42 ol REC TRK EXT O Englsh@Us DK

Bstert| | @ 2] =] Bl E O @ | cipocments andsetin...|[ 5 ACHE seven basic tool | () My Documents | 81 ace qualty Tods.doc-.| [ TR @D B RS 113

o





In contrast, the histogram of Figure 10 shows a situation in which the spread of measurements is lower on one side of the central tendency than on the other.  These could be measurements of miles per gallon attained by an  automobile.  There are many situations that decrease fuel economy,  such  as  engine  settings,  tire  condition,  bad  weather,  traffic  jams,  etc.,  but  few situations that can significantly improve it.  The wider variance can be attacked by optimizing any of  the controllable factors such as  tuning  the engine, replacing  the tires used,  etc.  Moving  the central tendency in the direction of the smaller variance is unlikely unless the process is radically changed (e.g., reducing the weight of the vehicle, installing a new engine, etc.).
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In contrast, the histogram of Figure 10 shows a situation in which the spread of measurements is
lower on one side of the central tendency than on the other. These could be measurements of
miles per gallon attained by an automobile. There are many situations that decrease fuel
economy, such as engine settings, tire condition, bad weather, traffic jams, etc., but few
situations that can significantly improve it. The wider variance can be attacked by optimizing any
of the controllable factors such as tuning khe engine, replacing the tires used, etc. Moving the
central tendency in the direction of the smaller variance is unlikely unless the process is radically
changed (e.q., reducing the weight of the vehicle, installing a new engine, etc.).
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6. Scattergrams 

Scattergrams are a  graphical, rather than statistical, means of examining whether or not two parameters are related to each other. It is simply the plotting of each point of data on a chart with one parameter as the x-axis and the other as the y-axis.  If the points form a narrow "cloud" the  parameters  are  closely  related  and  one  may  be  used  as  a  predictor  of  the  other. A wide "cloud" indicates poor correlation.  Figure 11 shows a plot of defect rate vs. temperature with a strong positive correlation, while Figure 12 shows a weak negative correlation. 
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ure 10. Skewed Histogram

Scattergrams

Scattergrams are a graphical, rather than statistical, means of examining whether or not two
parameters are related to each other. It is simply the plotting of each point of data on a chart
with one parameter as the x-axis and the other as the y-axis. If the points form a narrow "cloud”
the parameters are closely related and one may be used as a predictor of the other. A wide
"cloud” indicates poor correlation. Figure 11 shows a plot of defect rate vs. temperature with a
strong positive correlation, while Figure 12 shows a weak negative correlation.

o 0]

Defect Rate
(¢}
o

Solder Temperature
Figure 11. Scattergram Showing Strong Correlation
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Figure 12. Scattergram Showing Weak Correla
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It should be noted that the slope of a line drawn through the center of the cloud is an artifact of
the scales used and hence not a measure of the strength of the correlation. Unfortunately, the
scales used also affect the width of the cloud, which is the indicator of correlation. When there is
a question on the strength of the correlation between the two parameters, a correlation
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It should be noted that the slope of a line drawn through the center of the cloud is an artifact of the scales used and hence not a measure of the strength of the correlation.  Unfortunately, the scales used also affect the width of the cloud, which is the indicator of correlation.  When there is a question  on the  strength  of the correlation between the two parameters, a  correlation coefficient  can  be  calculated. This  will  give  a  rigorous  statistical  measure  of  the  correlation ranging from -1.0 (perfect negative correlation), through zero (no correlation) to +1.0 (perfect correlation). 

7. Control Charts 

Control charts are the most complicated of the seven basic tools of TQM, but are based on simple principles.  The charts are made by plotting  in sequence the measured values of samples taken from a process.  For example, the mean  length of a sample of  rods from a production  line, the number of  defects in a sample of a  product, the miles per gallon of automobiles tested sequentially  in  a  model  year,  etc. These  measurements  are  expected  to  vary  randomly  about some  mean  with  a  known  variance. From  the  mean  and  variance,  control  limits  can  be established.  Control  limits  are  values  that  sample  measurements  are  not  expected  to  exceed unless some special cause changes the process.  A sample measurement outside the control limits therefore indicates that the process is no longer stable, and is usually reason for corrective action. Other causes for corrective action are non-random behavior of the measurements within the control limits.  Control limits are established  by statistical methods depending  on whether the measurements are of a parameter, attribute or rate.  
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A generic control chart is shown as Figure 13. 

Additional Quality Tool information:

Seven (Plus) Basic Quality Tools 

1. Cause & Effect Diagram (Ishikawa or fish-bone) 

2. Flow Diagrams and Process Maps 

3. Pareto Diagrams 

4. Trend Chart 

5. Histogram (and Bar Chart and Stem&Leaf Plot) 

6. Scatter Diagram 

7. Control Chart 



1. Cause & Effect Diagram also known as: 

· Ishikawa diagram, after its originator, Kaoru Ishikawa, or 

· fish-bone diagram after its appearance 

· A technique of diagramming "root causes" 

· an "effect" is a desirable or undesirable situation, condition, or event produced by a system of "causes" 

· Minor causes are often grouped around 4-5 basic categories: 

· materials, methods, manpower, machines 

· equipment, policies, procedures, people 

· handling, methods, people, design, tools 

· There are two major formats: 

· Dispersion Analysis Type - place cause within a major cause and applying the 5 Whys 

· Process Classification Type - uses the major steps of the process in place of the major cause 

· The causes are derived either from brainstorming or check lists (or other data collection mechanisms) 

2. Flow Diagrams and Process Maps 

· Used to explore if there is a process 

· A Flow Diagram, also known as a flow chart, is a diagrammatic technique to document a procedure, within a role or department. "Structured" flow diagrams are created using a single entry (with inputs), a single exit (with outputs), and a combination of three building structures: 

· sequence - any series of 1-n sequential steps can be represented as a single step 

· choice - a decision between two or more paths (structured subpaths) [e.g., if-then, case/select] 

· loop - a structured subpath (single entry and single exit) that is executed 0-n times 

· A Process Map is an adaptation of the Flow Diagram to document a process where steps are aligned by role (or department). Usually the vertical axis defines the role and the horizontal axis displays increasing time. Typically used with cross-functional teams, starting with the customer's most critical characteristic and working backwards. Can be defined fairly rapidly with a team using Post-it notes for each step and aligning them in sequence, by role. 

· Deming Flow Diagram was the general process map or flow diagram that was used to show the "system" that managers should focus on for improvement: 

· "receipt and test of materials, production, assembly, inspection" as process steps with 

· "suppliers of materials and equipment" as external inputs 

· "design and redesign" as internal inputs 

· products as output going to consumers/customers, and 

· "consumer research" as a feedback loop 

3. Pareto (pah-ray-toe) Diagrams 

· Also called Juran Diagrams 

· A histogram or bar chart where categories are ordered by frequency or percentage of occurrence 

· It is used to help focus on the 80% of the problems that result from 20% of the potential causes (the significant few) 

4. Trend Chart 

· A type of Line Graph used as a visual technique for showing relationship (trends) between two variables. The independent variable is related to time (runs, releases, projects, hours, months, etc.). 

· Also called a run chart 

· Compare with Pie Chart and Histogram. 

5. Histogram 

· A type of Bar Chart -- a graph where a discrete variable (categories, items, ranges of data, etc.), on the (typically) horizontal x-axis, is compared to one or more values on the (typically) y-axis. 

· Histograms are only effective for data that come from a process that is in a state of statistical control (because trends can be masked). 

· Stem & Leaf Plot -- An adaptation of the histogram, by John Tukey, showing values within each range 
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6. Scatter Diagrams 

· A method of charting the relationship between two variables (e.g., time leaving the house and travel time to work) 

7. Control Chart 

· a trend chart with statistically determined upper and lower limits on either side of the process average 

· Used to help distinguish common causes from special causes 

· The formula for the control limits is designed to provide an economic balance between searching too often for special causes when there are none, and not searching when a special cause can be found 

· Used to monitor stable systems so that a special cause can immediately be detected 

· Control charts come in two broad varieties 

· measured or continuous data (lengths, temperature, volume, pressure, voltage) 

· counted or discrete data (defects, typographical errors, mislabeled items, occurrences) 

· Steps for use: 

· measure the population to see if under statistical control 

1. the average and standard deviation (or sigma) plotted 

2. if actual data are within 3 standard deviations the process is predictable, in statistical control 

· if one is outside the control limits 

1. remove outlier data 

2. recalculate the control limits without the "bad" data 

3. see if the remainder is in control 

4. if not in control, repeat until a "system" is isolated 

· for all "outliers" see if there is another system 

· for individuals, measure performance over time 

1. if performing unsatisfactory 

· if under control then 

· retrain for new job (uneconomical to try to retrain him on the same job) 

· else 

· attempt to determine special cause (illness, etc.); compare with other data over time (bad batch of input which affected all employees?) 

· attempt to remove cause 

· end 

Other Tools 

· Affinity Diagram -- A technique for sorting large quantities of unorganized information into logically related categories or topics (e.g., classification of errors). Can put data items on Post-it notes and move around on wall. 

· Brainstorming -- A technique for balancing group discussion (involving everyone in the discussion) and generating as many original ideas as possible in an uninhibited atmosphere. Promotes a common understanding of the problem. 

· Each person takes a turn stating one idea, thought, or opinion. 

· No one may criticize or discuss (may clarify if you don't understand) 

· All comments are recorded 

· People may add to or expound on comment (when it is there turn) or state a completely new idea 

· A person may "pass" if they are not ready to contribute 

· May be followed by Multivoting to reduce the list 

· Check Sheet -- A form, or tally sheet, used to physically track the frequency of one or more specific events or problems (usually one mark per occurrence) 

· Decision Matrix -- A diagramming technique used to help compare several issues or items against quality criteria or goals. Criteria may include: defect rate, lower cost, shorter cycle time, safety, morale, etc. Each potential issue can be scored based on its impact on each criteria (high, medium, low). This technique is used to decide priority (e.g., if issues have a high impact on more than one criteria). 

· Feedback Cards -- A technique for collecting qualitative (possibly subjective) information. Typically volunteer card soliciting comment. 

· Five Whys -- For a given problem (or effect), determining causes by asking "Why is this happening?" "Why is that?" "Why is that?" "Why is that?" "Why is that?" [the goal is to get increasing more detailed and explore possible causes. 

· Focus Groups -- A technique for collecting qualitative (possibly subjective) information. May be done internally, with customers, or with suppliers. 

· Force Field Analysis -- A technique for analyzing the "restraining forces" (causes, barriers) which attempt to keep you at the current state and attempting to identify the "driving forces" (solutions, support) which will help move you to the desired state. Multivoting can be used to prioritize the driving forces that would allow the most movement toward the desired state. Developed by Kurt Lewin. Combined with Ishikawa diagrams by A. Donald Stratton (therefore sometimes called Stratton Force Field Analysis). 

· Interview -- A technique for collecting qualitative information. Similar to a Survey, but done interactively (which allows clarification of issues). 

· Impact Diagram -- A technique for determining who needs to be involved in a process improvement effort. The issue is placed in the center of a "wavy bulls-eye".  Business roles , "stake holders", are listed (e.g., customer, ground crew, controller, caterer, flight attendants, pilots, baggage handlers, etc.). The proximity of each role to the center illustrates the degree of impact (direct or indirect). This technique can also be adapted to explore related issues. 

· Koe-Kikaku Tables -- or K-K Table, meaning "voice planning", a table used to map user requirements against planning requirements as a tool for discovering improvement opportunities 

· Median chart -- 

· Multivoting -- A group technique for reducing a long list of items, by consensus, to a manageable few (usually 3-5): 

· Combine similar items if possible to reduce redundancy 

· Letter the items 

· Count the items and divide by 5 to get the number of votes per person 

· First Vote: Vote on the entire list. A person has a set number of votes, and can distribute them any way they wish (e.g., all votes could be placed on one item) 

· Circle the high scores 

· Second Vote: Only vote on the high score items 

· Further narrowing of the options may be done using a Decision Matrix 

· Pie Chart -- A circular graph that displays the relationship between the parts and the whole, where 360 degrees equals 100% (the whole). Typically, starts at 12 o'clock and displays the largest to the smallest categories. 

· QC Circles -- Quality Control Circles 

· Typically a cross-functional team, given a defined scope and problem area, whose purpose is to identify quality improvement opportunities, to propose alternative processes or improvements, following one of the Quality Processes, and to measure results. May be sponsored by an SEPG and/or a Steering Committee. 

· CMM-related material usually refers to them as Process Action Teams (PATs) 

· Also called: Process Working Groups (PWG), Quality Improvement Process (QIP) Team, Total Quality Management (TQM) Team, etc. 

· R-Chart -- 

· Radar Chart -- A technique for rating organizational performance, typically using 5-10 categories of information. It is displayed on a radial graph, as a wheel (typically zero at the hub) with a spoke for each category. The actual values from each axis are connected forming a polygon. The polygon areas are compared to historic data, averages, or "ideal" values. 

· Survey -- A technique for collecting qualitative information. Typically a series of questions. May be a census (of the entire population) or a sample (of a portion of a population) 

· "Three Actuals" Rule -- A method of deciding on data sources and getting the facts 

· Go to the actual place 

· See the actual problem 

· Talk to the actual people involved 

· X bar Chart -- 

·   Understand the uses of critical paths in surgical and medical diagnosis


tc \l3 "Understand the uses of critical paths in surgical and medical diagnoses.Critical pathway guidelines have emerged as one of the most popular new initiatives intended to reduce costs while maintaining or even improving the quality of care.  Developed primarily for high-volume hospital diagnoses, critical pathways display goals for patients and provide the corresponding ideal sequence and timing of staff actions for achieving those goals with optimal efficiency.  Critical pathways are specific to an episode of care and consist of expected defined outcomes of care, including all tests, monitoring, and interventions.

·   Understand the concept of self-directed work teams


tc \l3 "Understand the concept of self-directed work teams.A self directed work team is a small group of people who are empowered to perform certain activities based on procedures established and decisions made within the group with minimum or no outside direction.  They take many forms, including task forces, project teams, quality circles, and new venture teams.  
·   Know the standard for administering medication in a healthcare facility

    See chart below.  For further detail see chart on page 167.



tc \l3 "Know the standard for administering medication in a healthcare facility. 


·   Understand the Joint Commission guidelines regarding the design of new patient care processes

tc \l3 "Understand the JCAHO guidelines regarding the design of new patient care processes.Care treatment, and rehabilitation are planned to ensure that they are suited to the patient’s needs and the severity of disease, condition, impairment, or disability.  Care is planned to respond to each patient’s unique needs (including age specific needs), expectations, and characteristics with effective, efficient, and individualized care.  An essential element in the planning process is assessment of the severity of the patient’s disease, condition, impairment, or disability.  

·   Understand the importance of keeping a written record of quality assurance activities

tc \l3 "Understand the importance of keeping a written record of quality assurance activities.Quality assurance activities serve several important functions.  QA programs are inspectable items by the Joint Commission and other accrediting organizations.  Often QA information is requested by the Governing Boards or CEO’s for various reasons such as: 1. Monitoring critical measures. 2. Helping align the organization mission and strategic goals with day-to-day activities.  3. Ensure that quality planning and management processes are in place.  QA information can also be used to measure performance and in evaluating employees.

Professionalism and Ethics

·  Learn the specific expectations found in AAMA’s Code of Ethics 

The purpose of the Code shall be that of a guide to assist the Healthcare Leader in attaining a high level of competent and ethical conduct in the practice of medical administration. All members of the American Academy of Medical Administrators, upon acceptance of membership, shall commit themselves to the following standards of conduct:  The AAMA Code of Ethics is available at the AAMA website. www.aameda.org/AboutAAMA/codeofethics.html
·  Become generally knowledgeable about the codes of other major medical professional groups 

Two moral philosophies are especially important as a context for solving ethical problems. The first, utilitarianism, is a type of teleology (telos is Greek for “end”) that measures the ends or results produced by a certain action; the action producing the greatest good is that which is morally correct. The second philosophy is deontology (deon is Greek for “duty”), which is based on duty; there are right and wrong actions, regardless of the end produced by that action.

Four principles that can be used to guide healthcare executives in developing a personal ethic: respect for persons, which incorporates autonomy, confidentiality, fidelity (promise keeping), and truth telling; beneficence; nonmaleficence; and justice.

·  Know the rights and responsibilities of patients 

Patient bills of rights suggest appropriate ethical relationships between the patient and the organization and its employees. Titles vary, but bills of rights have been published by organizations such as the American Hospital Association (AHA), the Joint Commission on Accreditation of Healthcare Organizations, the U.S. Department of Veterans Affairs. Some are more paternalistic than others, but they all emphasize maximization of patient autonomy while recognizing the needs of the health services organization.
·  Learn the types and functions of various types of committees that deal with ethical issues 

Two specialized types of ethics committees are likely to be found in acute care hospitals. Infant care review committees (ICRCs) institutional review board (IRB).

·  Understand the concept of conflict of interest and be able to apply it in operational settings
Conflicts of interest are a common and insidious problem in organizations of all types. A number of actions and activities can help healthcare executives and their organizations avoid conflicts of interest or minimize their effect if they have already occurred. Awareness of the potential for conflicts of interests in all decisions and relationships and consciously seeking to avoid situations where they can occur—prevention—is the most useful approach.
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