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One of the most popular strategies in this 
volume tug of war: integrating or affiliating 
with physicians.

“Eighty-five percent of tertiary care refer-
rals are still driven by a physician’s recom-
mendation,” says Kriss Barlow, RN, MBA, 
principal with Barlow/McCarthy, a con-
sulting group focused on hospital-physi-
cian solutions.

In other words, engage physicians and 
patients will follow. Across the country, 
hospitals are experimenting with a variety 
of physician integration strategies, includ-
ing jointly owned ambulatory facilities, 
employment contracts, and the creation of 
physician advisory councils. The growing 
physician shortage only adds to the urgen-
cy to build and retain a strong physician 

base if hospitals want to continue to  
provide needed services.  

Physicians need hospitals, too. Many  
physicians are coping with declining 
incomes and rising expenses—and may  
be interested in economically agreeable 
relationships with hospitals. Primary care 
physicians saw their average net income 
decline 10 percent over the last decade, 
and specialists experienced a 2 percent 
income decline (Losing Ground: Physician 
Income, 1995-2003, Center for Studying 
Health System Change, June 2006). 

As physician integration gains popularity, 
CNOs and nurse senior executives may 
find themselves embroiled in discussions 
about joint ventures, gainsharing arrange-
ments, or other physician integration 

Courting MDs: What Is the Nurse 
Manager’s Role?

The buzz about “physician integration” is essentially 
about patient volumes. In simplest terms, the tradeoff 
comes down to inpatient versus outpatient and hospitals versus non-
hospitals. Traditional hospitals are fighting for market share with im-
aging centers, surgicenters, urgent care centers—in short, facilities 
without beds. For hospitals to survive, they must defend and grow their patient 
volumes (both inpatient admissions and outpatient visits).
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How hospitals are reducing RN  

vacancy rates
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Courting MDs: What Is the Nurse Manager’s Role?  �continued from page 1

strategies in order to build a patient care 
program and/or reduce costs. (See the 
exhibit on page 4 for more.) 

Nurse managers may not be involved at 
such a high level, but their role in engaging 
physicians—and growing volume—is still 
vital, experts say. 

Improving Physician Relations

There are practical, tangible strategies that 
nurse managers can use to grow volume, 
say experts. One way is by focusing on phy-
sicians who split their referrals and send 
part of their business to other hospitals. 

“Nurses can play a vital role in helping 
administrators understand physicians’ 
perceptions of the hospital, as well as their 
views on competition for services in the 
market,” says Katrina King, RN, BSN, 
CRRN, director of network development at 
Novant Health, Winston Salem, N.C.

Having accurate, objective data makes all 
the difference when responding to physi-
cian perceptions. For example, Dr. Smith 
may perceive that the hospital “never starts 
a case on time.” By gathering OR data and 
case specifics, nurse managers and other 
administrators can target the problem or 
correct misperceptions.

“Get your staff actively involved in fixing 
the problem, as well as communicating the 
fix back to the physician,” says King. 

Nurses as Physician Advocates

Hospitals can gain indirectly by helping 
physicians connect with other physicians–
to build their practices. At Indianapolis-
based Community Health Network, 

administrators sought to improve physi-
cian relations by launching “Doc to Doc” 
events to help primary care physicians and 
specialists meet, so they might generate 
future referrals and grow their practices.

“As fewer physicians were coming to the 
hospital, we noticed a disconnect between 
primary care physicians and specialists,” 
says Jane Callahan, RN, MBA, executive 
director of the Exceptional Physician 
Experience at Community Health Net-
work. “Some doctors were referring 
patients to other doctors whom they had 
never met in person before.” 

About four times a year, the hospital rents a 
hotel meeting room and allows physicians 
to set up tables—like miniature exhibit 
booths—to introduce themselves to others. 
The events are popular, sometimes attract-
ing more than 200 physicians at a time. 
Participation in the event is limited to the 
hospital’s CEO, president, and physicians.

While nurses aren’t involved in the Doc to 
Doc events, their role in establishing good 
physician-hospital relations throughout 
the network is vital, says Callahan. To many 
physicians, nurse leaders are the most vis-
ible “voice” of the hospital, serving as 
ambassadors of the organization each day. 
“Nurse leaders should ask themselves how 
they can help represent physicians’ inter-
ests to the hospital,” says Callahan.

More Ways Nurses Can Help

“Improving communications between 
nurse managers and physicians can have a 
major impact on the quality of the working 

Nurse executives: Would you like to learn more 
about the nuances of joint ventures and other 
physician affiliation strategies? Read more in-
depth information on this topic at www.hfma.org/
boc. Only subscribers to The Business of Caring 
can access web exclusive material.

Web Exclusive  /////

There are practical, tangible 
strategies that nurse managers 
can use to grow volume, say 
experts. One way is by focusing 
on physicians who split their 
referrals and send part of their 
business to other hospitals.



“Improving communications 
between nurse managers and 
physicians can have a major 
impact on the quality of the 
working environment for all 
staff members—and patient 
care.”
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The Business of Caring Is Supported by the Following Providers

environment for all staff members—and 
patient care,” says Colleen Person, RN, 
MMA, vice president of Creative Health 
Care Management, a Minneapolis-based 
consulting firm focused on building rela-
tionship-based care. Here are some ways 
to make physicians happier—and drive 
growth in volume.
>	� Develop your team’s clinical competen-

cies. Physicians want to send their 
patients to hospitals that provide the 
best nursing care. A nurse manager can 
do this by asking physicians about their 
expectations for care on the unit—and by 
stating what RNs need from physicians 
to be successful. Also, managers can 
routinely review patient care experi-
ences with physicians. In other words, 
what went well and why? In what ways 
did the RN-MD relationship have a pos-
itive impact on the patient experience? 

>	� Connect with your vice president of 
business development, or whomever 
“owns” physician integration. Network 
with your chief medical officer, COO, 
and finance team for ideas on improving 
physician relations.

>	� Step forward and share clinical outcomes 
and patient satisfaction data with physi-
cians, including those who split refer-
rals. Encourage physicians to shift their 
business by sharing data on quality, 
patient satisfaction, and access from 
your service lines.

>	� Make sure you have the staff and equip-
ment to support new physicians. If a new 
neurosurgeon comes on board, staff the 
ICU with the right kind of nurses to sup-
port these patients. Also, you might 
identify nurses to serve as “go-to” 
resources during the crucial first months 
after a physician comes on board.

>	� Ask referring physicians to serve on unit 
or service line committees and quality im-
provement teams. Or seek their opinions 
before making changes or improvements 
that will affect patient care delivery. 

>	� Treat physicians as your customers. 
Write thank you letters to key physicians 
or find other ways to support your  
champions.  

Our supporters share the newsletter’s goal of aligning the business and clinical sides of health care. 
These health systems have purchased bulk subscriptions to The Business of Caring as a training tool 
for their nurse leaders. 

To find out more about bulk subscriptions to The Business of Caring, contact Maggie Van Dyke  
at mvandyke@hfma.org. Supporters receive a generous discount off the newsletter’s subscription 
price—and many other value-added benefits.
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Business Strategies

Physician-Hospital Engagement Strategies

Physician engagement strategies are highly varied, ranging from physician participation on boards and  
committees to joint ventures, employment, and integrated clinics. The laws and regulations related to joint 
ventures, gainsharing, and other affiliation strategies (for example, Stark and antikickback) are very com-
plex and change regularly. Nurse executives who are involved in exploring potential physician integration 
strategies should seek legal and financial advice early and often. 

Strategies Alignment 
Strength Advantages Disadvantages

Physician input through boards and committees. Physicians are invited to be 
members of hospital committees to provide critical strategic input, decision making, 
and implementation insights and expertise. 

Historically low, 
but increasing

Low cost; low risk Longer-term benefits;  
no or little economic 
alignment

Medical directorships. The employment of physicians, or granting of titles to phy-
sicians, as medical directors of service lines or programs. Medical directors are 
given managerial authority over clinical and operational issues in specific areas.

Low Flexible; can include 
as many physicians 
as necessary

Can create political con-
flicts; requires physician 
time commitment

Income guarantees or forgivable loans. Financial methods to recruit physicians 
to work for a hospital or in a hospital’s service area. 

Low Flexible as  
long as there is 
demonstrated need

Short-lived; no  
guarantees of loyalty  
or collaboration

Physician hospital organization (PHO) or physician network. A separate 
legal entity formed by one or more hospitals and one or more physicians or physi-
cians groups with the objective of negotiating contracts with insurance plans and 
employers. A PHO may provide financial, marketing, and administrative services to 
its members.

Medium Some economic 
alignment

Loyalty is to the contracts, 
not the other party

Centers of excellence. A state-of-the art clinical program, generally operated 
within a hospital, for which top specialists are recruited, and which is recognized for 
the provision of quality care in the relevant specialty(ies). 

Medium Ties physicians to 
program; improves 
service offering

Little economic align-
ment unless combined 
with another strategy

IT connection. Hospitals provide physicians with IT systems, hardware, software, 
and training assistance or equipment.  

Medium Easy to “touch” 
many physicians

No economic alignment; 
costly

Management services organization. Organization wholly owned by a hospital 
(or health system) or jointly owned with physicians, whose function is to provide ad-
ministrative and support services and/or asset management to physician practices.

Medium Ties hospital to 
physicians’ business 
success

Costly; can hurt more 
than help if not done well

Gainsharing. A hospital shares cost savings related to specific cost-reduction 
initiatives with designated physician(s)/physician groups; the goal is to encourage 
the implementation of such initiatives.   

Medium Provides economic 
benefits for hospital 
and physicians

Short-lived; takes time to  
implement

Per-click arrangements. Payment on a per-use, per-service, or unit-of-time basis 
(for example, a fixed amount per CT scan use). A typical arrangement involves the 
leasing of equipment by a physician or hospital. The lessee then pays an agreed-
upon, per-click fee for use of that equipment.

Medium Some economic 
alignment

Represents small piece of 
overall physician income; 
recent legal challenges to 
the approach

Real estate investment. A hospital might offer a physician a small percentage of 
ownership in a new medical office building in which the hospital is investing. The 
arrangement can involve many types of real estate, from physician office buildings 
to the land on which ambulatory centers are built. 

Medium/high Opportunity to 
include primary 
care physicians

Limited strategic  
alignment unless  
building investment  
tied to strategy

Participating bond transactions. A transaction in which a hospital allows its phy-
sicians to invest in its sponsored, tax-free municipal bonds potentially at a higher-than-
usual rate of return (for example to fund a new ambulatory surgery center or a facility 
replacement). The amount of interest investors earn on these bonds is based on the 
economic performance of the entity on whose behalf the bonds have been issued.

High Strong economic  
alignment

More difficult to sell/
implement
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Strategies Alignment 
Strength Advantages Disadvantages

Leasing or comanagement of facilities and/or service offerings. A lease 
involves a contractual agreement between two parties (for example, a hospital and a 
physician group) for use of space, equipment, personnel, etc. One party owns the 
asset and leases it to the other party. Comanagement typically involves a contrac-
tual agreement between a hospital and select physicians for management services 
of certain service lines.

High Strong economic 
and strategic align-
ment; somewhat 
easier to unwind if 
necessary

Contracting potentially 
complex; requires strong, 
combined vision and 
agreement on strategic 
goals and operating  
principles

Joint ventures. A short- or long-term arrangement involving risk and benefit shar-
ing between a hospital or health system and one or more entity(ies)—in this case, 
physicians or physician groups—in order to form and operate a common enterprise 
for a new or existing purpose. The parties fund the joint venture, such as an ambula-
tory surgery center, and share the revenues and expenses.

High Strong economic 
and strategic align-
ment

Costly; challenging to  
implement and govern; 
may increase operating 
costs

Physician employment. Employment of physicians—primary care physicians or 
specialists—through a compensation plan, whether based on salary, salary plus bo-
nus, productivity, or a combination thereof. 

High Strong alignment;  
minimizes  
economic risk  
for physicians

Significant economic and 
political risk, especially if 
incentive compensation 
is not set up properly

Integrated delivery system/clinic model. This involves reorganizing a hospital 
or health system as a physician-driven clinic organization, representing a new legal 
entity whose focus is on integration between all levels of care across the continuum. 
A clinic model is a multi-specialty clinic with fully-employed physicians, such as the 
Mayo Clinic or the Cleveland Clinic. 

High Physician-driven  
organization means 
high collaboration

High hurdles for imple-
mentation; must have 
significant support from all 
physicians in a community

Source: Kaufman, Hall & Associates, Inc. Skokie, Ill. Reprinted with permission from Warden, J., and Woodward, K., “Creating a Sustainable Physician Strategy,” hfm, January 2008.

Reining in labor, supply and other  expenses

Cost control is one of the biggest challenges that 
healthcare CFOs and other executives face in today’s 
healthcare climate.  HFMA’s new newsletter,  
Healthcare Cost Containment, provides innovative and
practical strategies for controlling labor, supply and other
expenses while enhancing productivity and revenue.  

HFMA member price: $94        Non-member price: $105

Premieres June 2008

Subscribe today!  Call 800.252.4362, ext. 2, or visit www.hfma.org/hcc

Healthcare Cost Containment
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How We Did It

How Are You Getting Into Retail Health?

Retail health clinics, one of the fastest-growing trends in healthcare delivery, are popping up in 
grocery stores, pharmacies, and shopping malls across the country. Designed to provide quick 
service to low-acuity patients in a convenient, low-cost manner, the clinics are a big hit with 
health insurers, employers, patients, and the nurse practitioners who staff them.

Case Study 1

Physicians Warm to Retail 
Health Clinics
On a weekend at the height of flu season, 
Elaine Schurr, APRN, saw 54 patients dur-
ing two, six-hour shifts at Alegent Health’s 
Quick Care clinic in a suburban Omaha 
grocery store.

She treated most of those patients, and 
referred two to other care sites: A severely 
ill, wheezing patient needed to be seen in 
an emergency department, and an infant 
younger than the age treated at Quick Care 
clinics was referred to an urgent care clinic.

Meanwhile, four of the patients Schurr 
treated had been referred to the grocery 
store clinic from physician offices where 
waiting rooms were overrun and the single 
physician on duty needed relief.
 

“They know me,” says Schurr of the com-
munity physicians. “And they know that 
their patients will get good care.”

Winning Physicians Over

How quickly things change. When Alegent 
Health, the largest health system in the 
Omaha, Neb., area, opened its first Quick 
Care clinic in early 2006, most physicians 
were dead set against the idea. Alegent 
Health operates its retail clinics through 
partnerships with a regional grocery chain 
and a regional discount department store.

“The physicians were very fearful that we 
were going to be in direct competition to 

them,” says Russ Mulert, operations direc-
tor for Alegent Health Quick Care, which 
operates seven retail clinics. “Really, the 
clinics have turned out to be an extension 
of their practice, and we built a very good 
referral relationship back and forth with 
some of our clinics. A lot of the physicians 
are advocates for us.”
 

The change in attitude, says Mulert, has 
come from three things: communication, 
evidence that nurse practitioners provide 
high-quality care, and patient referrals to 
physician practices. 

The nurse practitioners who staff the clin-
ics work two days per month in a collabo-
rating physician’s office practice. That 
establishes a good working relationship 
that has increased physicians’ comfort with 
the Quick Care concept, says Mulert.

Additionally, physicians are notified when 
their patients have visited a Quick Care 
clinic, with information about the reason 
for the visit and the treatment provided.  

Perhaps most pivotal to the physicians’ 
acceptance, Quick Care is helping physi-
cians build their practices. Nearly 25 per-
cent of the Quick Care patients had no pri-
mary care physician, creating an 
opportunity for Alegent Health to market 
its physician services to those patients.

“Alegent Health now has data to show phy-
sicians that our new clinics have not affect-
ed their volumes at all, and that we’ve actu-
ally brought new patients to the table,” says 

Mulert. “They’ve been able to make more 
money than they were making before.”   

Indeed, more than 1,500 patients have 
gone on to see an Alegent Health Clinic 
physician after their first-touch with Ale-
gent Health through the Quick Care Clin-
ics, says Mulert.
 

The clinics have also brought revenue into 
the Alegent Health system. Of the roughly 
20,000 patients who visited a Quick Care 
clinic during the first two years of opera-
tions, about 40 percent of the Quick Care 
patients went on to receive additional care 
at an Alegent Health full-service clinic or 
one of its nine hospitals in eastern Nebras-
ka and southwestern Iowa. (See the sidebar 
on page 8 for more ROI information.) 

Nurses Are Their Own Bosses

Schurr finds that the retail health clinic is a 
terrific job for a nurse practitioner who 
enjoys working independently. The trade-
off for having sole responsibility for man-
aging a clinic—reception, patient care, and 
copying insurance cards—is autonomy, 

“Alegent Health now has data 
to show physicians that our 
new clinics have not affected 
their volumes at all, and that 
we’ve actually brought new 
patients to the table. Our 
physicians have been able to 
make more money than they 
were making before.”
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Where Are Retail Clinics?

About 700 retail health clinics were in opera-

tion at the end of 2007, and forecasters ex-

pect 1,500 clinics to be seeing patients by the 

end of 2008, according to a study sponsored 

by the California HealthCare Foundation. 

Longer-term forecasts range from 2,500 to 

6,000 clinics by 2012. Wal-Mart, which cur-

rently hosts about 55 health clinics in its 

stores, recently announced plans to open 

400 new retail clinics by 2010.

says Schurr. “If you are a patient care per-
son, this is the place for you,” she says. 

Schurr sees herself at the forefront of this 
new type of patient care that is very much 
appreciated by the patients who use it. 
After that busy Saturday during flu season, 
the mother of a boy who got a throat culture 
without spending hours in a physician’s 
waiting room expressed her gratitude in a 
hand-written note to Schurr. “She said, 
‘He thinks you are the best, and isn’t this a 
wonderful service. I appreciate your time, 
and I appreciate your easing his tension,’” 
says Schurr. “That makes the day worth it.”

Elaine Schurr, APRN, is a nurse practitioner at Alegent 

Health Quick Care in Omaha, Neb. (elaine.schurr@

alegent.org). Russ Mulert is operations director at  

Alegent Health Quick Care (rmulert@alegent.org).

Case Study 2

Practitioners Can Focus  
on the Whole Patient 
When Diane Whitcomb, CRNP, moved her 
career from an emergency department to a 
grocery store retail clinic, she went from a 
frenetic atmosphere to a setting where she 
could really focus on the patient as a whole 
package. “I get the opportunity to look at 
patients very holistically,” she says. “What 
kind of jobs do they have? What are their 
concerns about their children? How is the 
newly prescribed medicine going to affect 
their other medicines? How does the ill-
ness affect other things in their lives?”

A Focus on Prevention

Whitcomb is a family nurse practitioner at 
CareWorks Convenient Healthcare clinic 
in a  grocery store in Stroudsburg, Pa. Of 
course, understanding many factors of a 
patient’s life is a goal for most nurses. But 
many care settings—certainly, an ED—
demand full attention be paid to an acute 
or serious medical situation.

By contrast, patients who come to Care-
Works clinics with a severe or chronic  

condition are referred to a Geisinger  
physician’s office, an urgent care clinic, or 
an ED. The retail clinic is appropriate for 
preventive care (for example, sports physi-
cals and flu shots) and the treatment of 
common ailments, such as bronchitis, 
strep throat, and the flu. 

Thus, a typical 15-minute appointment  
frequently allows Whitcomb to visit with 
the patient and offer some helpful advice 
ranging from heart disease prevention to 
healthy nutrition tips. “We have the oppor-
tunity to do a lot of health teaching—which 
is a real privilege—on how to stay healthy, 
and on what kinds of things are good for you 
or maybe not good for you,” says Whitcomb.

The nurse practitioner who enjoys that 
kind of interaction is the type of person 
CareWorks CEO Dean Lin is looking for. 
CareWorks has opened five clinics so far, 
with a sixth location under way and more 
being planned. 
 
A “Wow” Service

Lin says the key to success in retail clinics 
is hiring competent, approachable nurse 
practitioners to staff them, and the mea-
sure of success is patient satisfaction. He 
takes pride in CareWorks’ 99 percent 
patient satisfaction rating to date.

“Retail and medical establishments rarely 
achieve this level of customer satisfaction,” 

he says. “This is a ‘wow’ service, and 
patients love it so much that they’re  
telling their friends and family.” 

When patients have a “wow” experience  
at a CareWorks clinic, their impression of 
the entire Geisenger Health System is posi-
tively affected, believes Lin. While the clin-
ics are still going through a growth phase, 
the health system as a whole has benefitted. 
(See the ROI sidebar on page 7.) More than 
50 percent of CareWorks patients are new 
or not active with the health system. Thus, 
when CareWorks refers patients to other 
Geisinger services (for example, labora-
tory, imaging, or emergency services), 
downstream revenues are generated.  

The CareWorks clinics help provide conti-
nuity of care for patients. The clinics are 
equipped with Geisinger’s electronic 
health record technology, so a Geisinger 

“Not only can we provide 
clinical diagnosis and 
treatment, but we can also 
take patients on tours 
through the grocery store to 
help them design tasty meals 
that are also healthful. It’s a 
very exciting way to leverage 
your environment that isn’t 
possible in other settings.”

15%

20%

65%

Drug Store

Grocery Store

Mass Merchandiser

Source: California HealthCare Foundation, 2007.
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How Are You Getting Into Retail Health? �continued from page 7

physician can view a patient’s CareWorks’ 
visit summary from  his or her office.  

Promoting Healthy Living

To move into retail, Geisinger partnered 
with a major grocery chain with stores in 
several mid-Atlantic states. That broad 
geographic presence will allow CareWorks 
to expand outside of Geisinger’s primary 
service territory. Additionally, Lin intends 
to increase the range of services that the 
clinics provide. For example, CareWorks is 
developing programs that support Geis-
inger’s community health initiatives, such 
as healthy weight management and smok-
ing cessation.

The retail setting provides convenience  
and a unique educational opportunity for 
patients, says Lin. “Not only can we provide 
clinical diagnosis and treatment, but we can 
also take patients on tours through the gro-
cery store to teach them how to read food 
labels and help them design tasty meals that 
are also healthful,” he says. “It’s a very 
exciting way to leverage your environment 
that isn’t possible in other settings.”
 
Diane Whitcomb, CRNP, is a nurse practitioner at 

CareWorks Convenient Healthcare, a service of Geis-

inger Health System in Danville, Pa. (dwhitcomb@

geisinger.edu). Dean Lin is CEO of CareWorks (dqlin@

geisinger.edu).

Case Study 3

Quick Clinics Help  
Control Costs 
Aurora Health Care opened its first Aurora 
QuickCareTM clinic in early 2004, making it 
the first health system to start a retail clin-
ic. It now operates 19 such clinics, far more 
than any other U.S. health system.

Why did Aurora Health Care embrace the 
idea with such enthusiasm? “Our long-
term strategy is simplified care for the 
patients,” says Kim Hodgkinson, director of 
finance and operations for Aurora Health 
Care Ventures in Milwaukee. “Because of 

the hours and the location, the retail clinics 
are more convenient for patients’ lifestyles 
than the medical center concept.”

Convenience Contains Costs

Aurora QuickCareTM clinics are located in 
seven Aurora-owned pharmacies, in seven 
big-box chain stores, in three regional 
malls, and in two grocery stores. By making 
them convenient to where consumers 
shop, the clinics help keep a lid on health-
care costs, says Hodgkinson. She points to 
two specific reasons:
>	� One-third of QuickCareTM patients sur-

veyed would have sought more expensive 
care at an urgent care clinic or ED if a 
retail clinic had not been an option. At a 
minimum, an ED visit costs the patient 
two to three times what a QuickCareTM 
visit costs, says Hodgkinson.

>	� Unnecessary duplication can be avoided 
through the continuity of care provided 
by an integrated health system that 
includes retail clinics. “It’s so critical 
nowadays that all of a patient’s providers 
know what’s going on,” says Hodgkinson. 
“That’s why we make sure our providers 
keep the patient’s primary care physi-
cian informed about the results of the 
visit.”

Customer Service Skills Needed

Janet Teske, MSN, APN, manager of Aurora 
QuickCareTM (the business unit that oper-
ates the retail clinics), is assisted by three 
lead nurse practitioners responsible for 
staffing and scheduling the clinics in three 
geographic areas. “That allows me more 

Where’s the ROI?

Using a narrow view of return on investment—

the amount of profit generated directly from 

an investment—to judge a retail health clinic 

might discourage hospital executives from 

jumping on the bandwagon. But  executives at 

Milwaukee’s Aurora Health Care are willing 

to wait two or three years for a clinic to be-

come profitable. 

It takes 14 to 16 patients a day year-round for 

a clinic to break even, and hitting that target is 

by no means guaranteed, says Russ Mulert, 

operations director for Alegent Health 

Quick Care in Omaha, Neb. “With cold and 

flu season, we are pretty busy, seeing up to 20 

to 30 patients a day,” says Mulert. “But that 

will slow down in the spring, and in the sum-

mer, we’ll see eight to 10 patients a day.”

So why are retail health clinics the fastest-

growing healthcare setting in the country? 

Because these clinics are relatively inexpen-

sive to open. Mulert says it costs about 

$100,000 to open a retail health clinic, or 

less if the retail partner pays for all or part of 

the construction costs. 	

 

Dean Lin, CEO at CareWorks Convenient 

Healthcare, a venture of Geisinger Health 

System, says cash collected at a retail clinic is 

only one factor in measuring its ROI—and not 

the most important one. Although he thinks 

retail clinics can achieve profitability, he sees 

the small clinics accomplishing big goals in 

the near term:

>	� Reducing inappropriate use of the ED, the 

most expensive healthcare setting, by un-

insured patients with minor conditions.

>	� Reinforcing the Geisinger brand. Lin con-

siders every CareWorks clinic to be an in-

store “billboard” that reminds shoppers of 

Geisinger’s commitment to health care.

>	� Increasing the health system’s overall mar-

ket share. By referring patients to other 

Geisinger services (for example, lab, imag-

ing, or emergency services), the Care-

Works clinics generate downstream rev-

enue for the health system.

One-third of QuickCareTM 
patients surveyed would have 
sought more expensive care 
at an urgent care clinic or ED 
if a retail clinic had not been 
an option. At a minimum, an 
ED visit costs the patient two 
to three times what a 
QuickCareTM visit costs.

kremish1
Highlight

kremish1
Highlight
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assistants must limit themselves to the ser-
vices appropriate for the setting. “You may 
feel at times, ‘Oh, I could treat a migraine, I 
know how,’” says Teske. “But you have to 
accept the limited scope of practice.” 

There is also some mundane paperwork 
involved. Currently, the clinicians at Auro-
ra QuickCareTM clinics are responsible for 
copying patients’ insurance cards and cap-
turing a few pieces of information needed 
to file insurance claims. As the patient vol-
ume expands, Teske expects to add medical 
assistants at its busiest retail clinics. 
 

time to do the overall management of this 
new entity that is ever-growing,” says Teske.

Her staff includes 65 nurse practitioners 
and physician assistants. In addition to 
clinical competence, Teske looks for clini-
cians who are comfortable with the 
responsibilities that come with the unusual 
healthcare setting. “One of the most 
important things is the front-end custom-
er service skills, or the personality skills to 
greet someone,” she says.

Other responsibilities unique to the retail 
setting: Nurse practitioners and physician 

Splitting Time

Quick clinics are expected to proliferate 
(see the exhibit on page 8). The explosive 
growth is fueling competition for mid-
level practitioners to staff them. Hodgkin-
son says the competition is increasing the 
salaries that nurse practitioners can com-
mand. To be an attractive employer, Aurora 
Health Care offers its QuickCareTM staffers 
the opportunity to split their time between 
a retail clinic and another venue.

“We have them work at one of our other 
settings—a physician practice, an urgent 
care clinic, or some other clinical area—so 
they stay interested and keep their skills 
up,” she says.  “The biggest thing is not  
getting bored.”  

Janet Teske, MSN, APN, is a nurse practitioner and 

manager of Aurora QuickCareTM for Aurora Health 

Care in Milwaukee (janet.teske@aurora.org).  

Kim Hodgkinson is director of finance and operations 

for Aurora Health Care Ventures in Milwaukee  

(kim.hodgkinson@aurora.org).

Retail Clinics Offer Simple—and Important—Services

Illnesses Treated Other Services

>  Allergies  >  Pink eye and styes >  Immunizations

>  Bladder infections >  Sinus infections >  Flu diagnosis

>  Bronchitis >  Strep throat >  Camp and sports physicals

>  Diarrhea/vomiting >  Pregnancy tests

>  Ear infections >  Suture removal
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Business School for Nurses

The Continuing Growth of Outpatient Services

The shift toward outpatient, same-day care began about 25 years ago. And it’s far from over. Hospitals and 
health systems are still navigating their way through this monumental change toward outpatient delivery—and 
determining the best way to respond. For instance, some are getting into the retail health business. Others 
are affiliating with physicians and/or building ambulatory facilities that increase visibility and revenues for the 
entire health system. Successful hospitals—and patient care programs—are adapting to this new care delivery 
model and positioning themselves as key players along the continuum of care.

Outpatients Are Outpacing Inpatients
Outpatient growth in community hospitals, 1981-2005
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Inpatient admissions have picked up 

after a decline in the 1990s—but are 

still being outpaced by outpatient visits. 

Between 1995 and 2005, outpatient 

visits increased by about 50 percent. In 

comparison, inpatient admissions only 

grew by about 13 percent during this 

same time period, from about 31 million 

to about 35 million.

Source: The American Hospital Association and 
Avalere Health, LLC. TrendWatch Chartbook 2007. 
Reprinted with permission.

The Majority of Surgeries Now Outpatient
Percentage share of inpatient vs. outpatient surgeries, 

1981-2005
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Source: The American Hospital Association and Avalere Health, LLC. 
TrendWatch Chartbook 2007. Reprinted with permission.

Inpatient Surgeries Outpatient Surgeries

Hospitals Losing Surgery Business 
Percent of outpatient surgeries by facility type, 1981-2005*

Source: The American Hospital Association and Avalere Health, LLC. TrendWatch Chartbook 2006. 
Reprinted with permission.
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Physician 
Offices

The percentage of outpatient 

surgeries performed in hospital-

based facilities has fallen by about 

10 percent between 1995 and 

2005. The number of freestand-

ing surgery centers almost dou-

bled between 2000 and 2005, 

from 2,864 facilities to 5,095 

facilities. 

* �From Verispan’s Diagnostic Imaging 
Center Profiling Solution, 2004. 
2005 values are estimates.
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Managing Non-Nursing Departments

Ask a Nurse Leader Kathleen D. Sanford, RN, MA, DBA, FACHE

I’ve just been promoted to a vice president 

position. In addition to managing nurs-

ing departments, I will also be overseeing 

housekeeping and a few other non-nursing 

departments. I’ve only managed nurses in 

the past, so I don’t know much about these 

other departments. How can I build a rap-

port with the managers and staff, and help 

them run their departments well?

Sanford: As clinical support services and 
other hospital departments are frequently 
being consolidated for financial reasons, 
more and more nurse leaders are being 
called upon to oversee these non-nursing 
departments. This reorganization makes 
sense for many hospitals. Many of these 
departments already work together and 
support each other, and in some cases, they 
exchange responsibilities. For example, 
housekeeping may now take care of some 
clean-up duties that were once handled by 
nurses, and nurses may obtain some 
patient samples that used to be taken by lab 
staff. If all of these groups are overseen by 
the same senior manager, that leader can 
make sure that work is flowing smoothly 
from one department to the next. Here are 
some strategies for making that happen.

Recognize non-nurse roles. As a nurse, you 
may have the tendency to focus primarily 
on the nursing departments, so be careful 
not to overlook the rest of your staff. When 
you discuss patient care, you should 
emphasize that they are a single team. Staff 
in ancillary departments frequently do not 
get credit for patient care, despite the 
important role that they play. Be sure to 
publicly acknowledge the role that non-
nursing staff play in patient care, and make 
them aware that you understand the 
importance of their work.

Be inclusive. Some leaders talk “team,” but 
when it’s time to make decisions or change 
patient care processes, non-nursing 
departments are left out. You cannot forget 
that patient care is not solely provided by 
nurses. Do policies and procedures need to 
include the work of other departments? Be 
sure that these groups are invited to meet-
ings and involved in decision making. In 
addition, make sure that the managers in 
those departments are given the same 
leadership development opportunities that 
nurse managers are.

Promote interdepartmental dialogue. Encour-
age leaders on your team to communicate 
with each other, preferably proactively and 
on a regular basis. For example, sit down at 
least monthly to talk about what is working 
well and address opportunities for improve-
ment. This will promote teamwork between 
departments and improve patient care.

Maintain high standards. Don’t be afraid to 
hold the leaders of ancillary areas to the 
same performance standards as your nurs-
ing leaders, even if you don’t have technical 
expertise or didn’t “grow up” in a non-
clinical department. Collaborate with your 
managers to set realistic goals and measur-
able accomplishments that complement 
the activities of the departments.
 

Make the rounds. Just as you make rounds to 
the nursing departments, you should also 
visit the other departments that you over-
see. This will give you the chance to talk to 
staff in those areas and learn more about 
day-to-day operations. In addition, at least 
once a year, you should shadow someone in 
each area to see what they really do every 
day. And don’t forget people who work on 
shifts other than the day shift.

Managing a non-nursing department introduces new challenges for 
nurse leaders.

Talk the talk. Become familiar with the 
terms and nuances of your non-nursing 
areas. Subscribe to their industry journals 
and attend conferences to stay abreast of 
trends—the same way that you do with your 
clinical areas. You don’t have to be a tech-
nical expert in all areas, but make sure that 
you know enough about their department 
level challenges and issues to be able to 
address them and ask informed questions. 
 

Celebrate other departments. We have 
National Nurses Week to help us celebrate 
the work we do and gain recognition from 
hospital staff and management. Many 
ancillary departments have similar obser-
vances, such as National Medical Labora-
tory Professionals Week, and those should 
be noted by nurse leaders as well. For 
departments that do not have an official 
celebration, consider “inventing” one for 
the staff in your organization.  

Kathleen D. Sanford, RN, MA, DBA, FACHE, is past 

president of the board of directors of the American 

Organization of Nurse Executives and senior vice pres-

ident and chief nursing officer of Catholic Health Initia-

tives. Do you have a question for Kathleen? Send it to 

kathyaone06@yahoo.com.

“Become familiar with the 
terms and nuances of your 
non-nursing areas. Subscribe 
to their industry journals and 
attend conferences to stay 
abreast of trends—the same 
way that you do with your 
clinical areas.”

Are you clear and concise when you communi-
cate with your employees? Find out by playing 
“Participative Management Bingo” at your next 
staff meeting. Learn more about this leadership 
skills exercise at www.hfma.org/boc. Only sub-
scribers to The Business of Caring can access 
web exclusives.

Web Exclusive  /////
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with technology, the Internet, and MTV. 
They watched current events from around 
the world unfold from their computers and 
TVs. Because of this exposure to other cul-
tures, they are comfortable with diversity. 
As workers, Generation Xers do not care 
about authority and are not motivated by 
what’s good for the company. They are not 
comfortable with bureaucracy or micro-
management. As managers, they appreci-
ate two-way communication and want to 
know how things are going. They often sur-
vey their staff for feedback on their own 
performance.

Generation Y. The youngest generation cur-
rently in the workforce is known as Gen-
eration Y (or Nexters), which is made up of 
people ages 7 to 27. They are the most tech-
nologically-savvy generation and are com-
fortable with multitasking. Like Generation 
Xers, Nexters are globally minded. One of 
their biggest priorities is spending time 
with family. 

As workers, they love information. They 
enjoy continuing education opportunities 
and networking. They will follow a strong 
leader, but not one who is perceived to be 
incompetent. As managers, they believe  
in allowing people to get the job done on 
their own schedule as opposed to punching 
a clock. Experienced nurses should provide 
positive and constructive input to the 
younger staff members. New nurses want 
to excel and will live up or down to  
expectations.

Managing the Generations

Mixing the generations in the workplace 
isn’t easy, and it often requires the manager 
to act as referee. To build a successful team, 
you must pay attention to the needs of the 
different generations. Here are some  
how-tos.

Communicate effectively. One of the most 
important ways to manage the generation 
gap is with proper communication. How 

generations are actually a measure of 
diversity in the workplace. 

Traditionalists. The generation of workers 
over age 64 is called Traditionalists. They 
identify with traditional family values such 
as religious faith and country. They grew up 
with the Great Depression and the advent 
of Social Security. As workers, they func-
tion well in a hierarchal system and have a 
profound respect for authority. As manag-
ers, they want decision making to be top-
down, and they may not be comfortable 
thinking outside the box. 

Baby Boomers. Baby Boomers are ages 47 to 
64. Their generation was defined by the 
civil rights movement, women’s rights, the 
Vietnam War, and Watergate. As workers, 
they want to build consensus and accom-
plish this by holding frequent meetings. 
They want to be the heart of the team and 
crave recognition. As managers, they are 
good delegators and want people to work as 
a cohesive team.

Historically, nurses (especially in hospi-
tals) retire or cut their hours between the 
ages of 53 and 56. Currently, the fastest 
growing segment of nurses re-entering the 
workforce falls within the Baby Boomer 
category. Changes in life expectancy and 
attitudes toward retirement have led to this 
shift. 

Generation Xers.  Xers, ages 27 to 47, grew up 

Strategies for Effectively Managing an 
Intergenerational Workforce

Talk the Talk By Susan Sanders, RN, MSN, CNAA

“Young people today have no work ethic.” 

“Why should I train that person? She’ll be gone in a year.” 

“I can’t work Saturday. I have another life outside this hospital!”

Have you ever heard statements like these 
from your nurses? Each of these state-
ments reflects the attitudes and beliefs of a 
different generation of workers. For the 
first time in history, there are four genera-
tions in the workforce. Each of these gen-
erations thinks and acts differently, and 
each generation has prejudices against the 
others. 

In this new climate, the key to creating a 
cohesive team lies in managing the 
strengths and weaknesses of each group. 
Encouraging your nursing staff to appreci-
ate the unique characteristics of their peers 
will result in a professional work environ-
ment that improves recruitment and 
retention. 

The following generational observations 
can help you in understanding staff nurses 
and other employees of various ages; how-
ever, these are not hard and fast rules. 
Remember, these generational character-
istics don’t fit everyone. Also, it is known 
that characteristics of generations may 
cross over. People born on the cusp of  
two generations may exhibit traits of both 
generations. 

Characteristics of the Generations

A generation is defined as a group of peo-
ple who were born during the same gen-
erational life span. They share common 
life experiences, such as historically sig-
nificant events. The differences between 
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does each group want to receive informa-
tion? For example, Traditionalists do not 
like emails. They prefer formal documents 
such as business plans. Generations X and 
Y prefer the fast pace of electronic commu-
nication.

Manage expectations and motivations.  
Expectations must be managed for each 
group. For example, Traditionalists and 
Baby Boomers will gladly give you more 
than 40 hours a week. However, the young-
er generations want to finish their work 
and get on with enjoying life outside the 
hospital. They appreciate flexible sched-
ules and opportunities for telecommuting. 
To accommodate the needs of each group, 
focus on flexibility and involve your nurses 
in the decisions that affect their units. Seek 
new scheduling opportunities and care 
delivery models. 

There are also different ways of motivating 
each group of workers:
>	� To motivate Traditionalists, praise them 

with a handwritten note or an award. 
They want to receive the gold watch at 
retirement. 

>	� Boomers also like formal recognition. 
They like to see their names in the news-
paper. They want to be the team leader. 

>	� Xers hate micromanagement, so give 
them a project and let them take owner-
ship of it. They also like to have fun at 
work and appreciate celebrations. 

>	� Nexters are motivated by mentors and 
opportunities for learning. They like the 
feeling of success and appreciate work-
ing with diverse groups.

Provide appropriate technology. Technology is 
an important factor for Boomers, Genera-
tion Xers and Nexters. For the younger 
workers, it is important to provide them 
with adequate technological resources, 
such as computers and software.

Appreciate different work ethics. Each genera-
tion has its own work ethic. One work ethic 
is not better than the others, just different. 
It’s important to encourage your team 
members to accept and appreciate the dif-
ferent work styles of each group and the 
unique contributions that each brings to 
the table.

Encourage diversity. Generational and cul-
tural diversity is another important factor 
in managing the different generations. We 
need to think about diversifying our groups 
of workers to more closely mirror the pop-
ulation at large. 

To solidify positive working relationships 
between the generations, establish multi-
generational teams. Challenge organiza-
tional paradigms and realize that one size 
does not fit all. Benefit packages should 
reflect the needs and desires of each group. 
Create a “generation friendly” facility by 
highlighting the strengths of each group.

Maximize Generational Talents

The first step in creating a solid multigen-
erational workforce is to determine your 
own personal biases and eliminate stereo-
types. Assess your generational mix and 
hire more new workers to prepare for the 
future. You should also develop a program 
to share generational information with 
your workforce and establish a plan to 
maximize the talents of each member of the 
nursing staff. Encourage each generational 
group to recognize the positive attributes of 
the other groups and measure and cele-
brate outcomes and successes. As you build 
appreciation and understanding between 
the generations, you will lay the foundation 
for a successful, highly-functioning multi-
generational team.  

Susan Sanders, RN, MSN, CNAA, is the director of 

patient care for QHR Consulting Services and is based in 

Nashville, Tenn. (susan_sanders@qhr.com).

RN Age Distribution Trends

Source: What is Behind HRSA’s Projected Supply, Demand, and Shortage of Registered Nurses?, Health Resources and Services Administration, 2006.
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Career Opportunities

The AONE Online Career Center provides a 
comprehensive array of services for nurse  
leaders and employers alike. Whether you are  
a recruiter who is seeking to hire a nurse 
 leader, a staff nurse aspiring to your first man-
agement position, or a seasoned chief nursing 
officer with a lifetime of experience in the pro-
fession, we hope you will find the resources you 
need in the AONE Online Career Center.

Visit AONE’s Online Career Center 
at:  http://careers.aone.org/

Place your ad in The Business of Caring newsletter! 
2008 Recruitment Advertising Rates
Print ad Rates: 
	 Line ad: 	 $17 per line (approx. 41 characters per line)
	 Display:	 $120 per column inch (2.25” x 1”)

Additional Advertising Options*:
	 30-day Online Job Bank posting (www.hfma.org/jobs):  	 $183
	 Add a hyperlink to posting: 	 $110
	 Bi-weekly Career Opportunities E-newsletter:  	 $250
*Sold only in conjunction with a print ad. 

2008 Recruitment Advertising Deadlines
Month		  Deadline 
May		  4/14/08
June		  5/16/08

Month		  Deadline 
July		  6/13/08

To receive a price quote, please send ad copy to:  jobbank@hfma.org 
For more information, visit www.hfma.org/jobs, or contact:

Michele Rodriguez
(800) 252-4362, ext. 343 

Sharon Malik-Specht
(800) 252-4362, ext. 386

Associate Dean for the Division of Nursing:  
Winston-Salem State University seeks 
nominations for and expressions of inter-
est in the position of Associate Dean for the 
Division of Nursing in the School of Health 
Sciences. Winston-Salem State University, 
a premier regional, comprehensive, liberal  
arts university, is one of 16 constituent  
institutions in the University of North 
Carolina. The School of Health Sciences 
(SOHS) offers programs leading to both 
the bachelor of science in nursing and the  
master of science in nursing degrees. The 
Division of Nursing has an enrollment of 
1,215 students. The Associate Dean’s position  
is the top position within the Division of 
Nursing and reports to Dr. Peggy Valentine, 
the Dean of the School of Health Sciences.  
Electronic submissions are strongly encour-
aged and should be sent to: WSSU-Nursing@ 
wittkieffer.com. Materials that are mailed 
should be sent to: Howard T. Jessamy, 
WSSU Nursing Search, 7201 Wisconsin 
Avenue, Suite 675, Bethesda, Maryland 
20814. Phone: (301) 654-5070; Please visit  
http://www.wittkieffer.com/education/
index.cfm/page/cur_srch/job_id/1029 for 
more information.

Changing jobs?

hfm’s career opportunities section 
is available online! Updated daily, 
the online listing provides access to 
the latest job postings scheduled to 
appear in the next issue of hfm. 

Visit our site at: www.hfma.org/jobs.

MANAGEMENT OPPORTUNITIES

in a patient-focused 
environment,

in over 300 days of 
sunshine a year!

KADLEC MEDICAL CENTER   |   WWW.KADLECMED.ORG   |   EOE

About Kadlec Medical Center:
Progressive 188-bed, nationally recognized, 
locally-governed, not for profit regional 
medical center.

Offering comprehensive services including 
open heart surgery, interventional cardiology, 
neonatal intensive care, level 3 trauma, and 
state-of-the-art digital imaging.

Nearing completion of a brand new six story 
expansion which is expected to generate 400 
new jobs over the next 5 years. 

About the Tri-Cities:
225,000+ population, with one of the
largest number of PhDs per capita in the US!

Average price of homes:  $180,000.

Commutes measured in minutes.

308 days of sunshine annually.

Over 150 wineries within 50 miles.

For more information:

(800) 765-1140, ext. 2040 
or Email:  gauntk@kadlecmed.org

A PLANETREE Hospital
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Business School for Nurses

In an increasingly pressured reimburse-

ment environment, it is becoming more 

and more important to pay close attention 

to managing operating costs in order to 

maintain profi tability. One of the largest 

components of operating costs in any 

ambulatory surgery center is staffi  ng, rais-

ing the question in ASC administrators’ 

minds: Is my facility staff ed appropriately?

Being understaff ed could result in bottle-

necks and other ineffi  ciencies in providing 

care, as well as in patient dissatisfaction 

due to long waits and lack of attention. 

Being overstaff ed results in higher costs, 

which, in turn, eat away at profi t margins. 

The key is to fi nd a balance that will maxi-

mize effi  ciency of operations internally 

and consequently maximize the return on 

invested capital.

Benchmarking, using centers of similar 

size and type as a point of comparison, can 

be a very useful tool to help identify proper 

staffi  ng levels and costs. Total staffi  ng 

expense is typically around 23 percent of 

total net revenue (28 percent including 

benefi ts). If your center’s staffi  ng costs 

are signifi cantly diff erent, you should 

be asking why.

Take, for example, a facility with three 

operating rooms currently accommodating 

3,350 cases annually from four specialties: 

orthopedics, pain management, podiatry, 

and endoscopy. The total staffi  ng costs, 

including benefi ts, are $1.31 million, or 

30.1 percent of net revenue. This facility is 

staff ed with 27.1 FTEs, including 13 nurses, 

5.8 techs, 7.3 administrative staff ers, and 

one administrator. The average hours per 

case (FTEs x 2,080 hours/number of cases) 

is 8.1 hours of nurse time, 3.6 hours of tech 

time, and 4.5 hours of administrative time.

Staffi  ng expenditures as a percentage of 

total net revenue at this facility are higher 

than industry benchmarks for comparable 

facilities. A closer look suggests some 

reasons why.

Staffi  ng levels at this facility appear to be 

higher than at similar facilities across all 

staffi  ng categories. Because the relevant 

benchmark includes both three- and four-

OR facilities, it is important to compensate 

when making the comparison. In this case, 

FTEs appear higher than in similar facili-

ties and are likely the culprit in driving up 

staffi  ng costs.

Drilling down further to better understand 

the drivers of staffi  ng expenses, including 

the hours per case and the average costs, 

will provide further insights for improving 

operations management going forward. If, 

for example, it turns out that average hour-

ly rates for nurses and techs at the facility 

are below industry benchmarks, it might 

mean that any turnover would result in 

increased costs for new staff , worsening 

the problem. Alternatively, if average wage 

rates are higher than norms, it might mean 

the staff  is over qualifi ed or too heavily 

weighted toward management.

Other factors play an important role too, 

including case mix and case volume. The 

case mix from higher-volume specialties 

such as pain management and endoscopy 

might demand increased staffi  ng on the 

administrative side, while orthopedics 

might require additional nursing or 

tech staff .

Analyzing performance is an important 

part of actively managing any facility, and 

Evaluating Staffi ng Costs in ASCs

Staffi ng Summary
All Facilities

1 – 2 ORs
3 – 4 ORs

> 5 ORs

Nurse FTE

13.1

7.7

11.7

18.2

Tech FTE

5.3

3.3

4.9

8.2

Administrative FTE

7.0

4.4

6.0

10.5

Administrator FTE
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1.0

1.0

Total FTE
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Staff Hours per Case
All Facilities

1 – 2 ORs
3 – 4 ORs

> 5 ORs

Nurse HPC

6.7

5.9

7.0

6.3

Tech HPC
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2.9

2.8

Administrative HPC

3.7

3.2

3.7

3.7

Administrator HPC
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0.6
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0.3
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–
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-
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Hourly Salaries and Wages
All Facilities

1 – 2 ORs
3 – 4 ORs

> 5 ORs

Nurse Staff

$26.41

$25.82
$26.39

$26.51

Tech Staff

$17.03

$17.43

$17.37

$16.66

Administrative Staff

$16.02

$15.94

$15.95

$16.26

Total Hourly

$22.10

$22.48
$21.97

$22.14

Administrator – Salary

$92,765

$86,987
$91,292

$97,089

–

0

5

10

15

20

25

30 $26.41

$17.03 $16.02

0

5

10

15

20

25

30 $25.82

$17.43 $15.94

0

5

10

15

20

25

30 $26.39

$17.37 $15.95

0

5

10

15

20

25

30 $26.51

$16.66 $16.26

Nurse Staff
Tech Staff

Administrative Staff

comparisons with similar facilities are a 

key component in such analysis. Further 

evaluating issues raised in the process 

allows you to identify, and address, root 

causes—before they adversely aff ect your 

business. 

Chad E. Coben is president, InforMed Healthcare 

Media, Dallas (chad@informedLLC.com).

Source: InforMed’s 2006 Multi-Specialty ASC Intellimarker. Used with permission.
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The statistics support Gelinas’ fears. A 

2006 AONE survey revealed that 62 per-

cent of CNO respondents anticipate retir-

ing or making a job change in less than fi ve 

years. (See the exhibit on page 4 for survey 

results.)

Gelinas takes these results personally. “We 

are in a very tough time right now. In VHA’s 

Central Atlantic region, 13 of our 25 hospi-

tal CNOs have turned over in one year. 

Thirteen of 25. I can go across the country 

and give you more scenarios just like that.” 

Just as disturbing: There are few nursing 

leaders applying for these vacant positions: 

One of VHA’s search fi rm vendors only gets 

three resumes for every CNO search, says 

Gelinas. In comparison, the fi rm gets 300 

resumes for every CEO search.  

The Quality/Cost Battle

Gelinas is hesitant to blame any one issue 

for this frightening exodus of top nursing 

leaders. But she does pinpoint one major 

contributor: “I honestly believe that part of 

the nursing leadership crisis in America is 

that fi nance tends to trump quality in 

America’s boardrooms. Quality is not the 

key driver. For 50 years in American health 

care, fi nance has been the key driver.” 

Gelinas is quick to point out that there are a 

lot of hospitals where quality reigns. But 

more C-level executives need to embrace 

clinical quality if the hospital industry as a 

whole hopes to hold onto its nurse leader-

ship talent, she says.  

“I think experienced CNOs are tired of 

fi ghting the war. Nurses want to practice in 
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Stopping the CNO Exodus … 

with Quality

“I tell you what keeps me up at night: The worrisome 

egress of nursing leaders out of our hospitals,” says 

Lillee Smith Gelinas, RN, MSN, FAAN, vice president and CNO 

for VHA Inc., the national healthcare alliance. “They’re either taking 

early retirement or they’re going overseas to Dubai or Singapore or 

Thailand. Or they are moving to other hospitals for a myriad of reasons. Bottom 

line: The turnover is real, and a real threat to clinical quality and patient safety.”
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