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Iit's About Time:
What CEOs and Boards Can Do For Doctors, Nurses
and Other Healthcare Professionals
By James L. Reinertsen, MD

ospital CEOs and board members have important
H things on their minds, such as strategic plans, capital

and operating budgets, and community partnerships.
But few issues cause more sleepless nights for hospital lead-
ers than relationship problems with physicians and nurses.
After al, physicians and nurses deliver the carethat is at the
heart of any hospitd’smission. If hospitals
lose key physiciansor are chronicaly short-
staffed in nursing, quality and safety will be
at risk, leaders will fail to execute strate-
gies, plans and budgets, and the hospital’s
mission will bein seriousjeopardy.

So what is to be done? Hospital lead-
ers often say: “Wetried buying the physi-
cians practices. Wethought we were help-
ing them out by managing their business af -
fairs, dlowing them to focus on practicing
medicine, but it turned out to be a disaster.
We lost enormous amounts of money, and
the doctors were even unhappier under our
ownership than they wereon their own! And
now that they’ re back on their own, they're
thinking of starting up their own facilities.
What can we do?” And with respect to
nursing, the lamentis. “Wetried any num-
ber of things to engage the nurses—Patient Focused Care,
Shared Governance...you hame it—but we till can’t attract
enough nurses to staff all our units properly. And the future
looks even worse, what with baby boomers needing more
hospital services, and fewer nurses entering the field. What
can we do?’

It would be foolish to give smple answersto such compli-
cated questions. But thetheory of complex adaptive systems
might allow us to posit a “Simple Rule” that could have a
profoundly positiveimpact on hospitas' relationshipswith doc-
torsand nurses. That simpleruleis: Hospital leaders should
systematically remove everything that steals ‘Touch Time’
from doctors and nurses.

Therule may sound simple, but applyingitisnot. Touse
thisrule well, hospita leaders must have a deep understand-

ing of the basic reasons why patients have sought out
healthcare practitioners over the centuries. Isthereany com-
mon reason why patients have come to star-reading astrolo-
gersin ancient Mesopotamia, enema-widlding priestsin an-
cient Egypt, entrails-readers in the Roman Empire, bone-
throwing shamansin Africa, and now white-coated scientific
doctors and nurses? What do patients want
doctorsand nursesto do? Andwhat do these
professiona s need to servetheir patientswel | ?

Down through the millennia, three funda-
mental needs have driven people to seek out
practitioners of the healing arts. the need for
an explanation of the present situation, the
need for a prediction of the future, and the
need for afuture that is changed for the bet-
ter.

Explain the Present

Patients seek not only a diagnosis, a
“what.” They aso want to know why their
suffering has occurred. They need an expla-
nation that fitsthe context of their lives: fam-
ily structures, knowledge bases, work, super-
gtitions, and beliefs. When patients have lumps, or pains, or
fears, doctors and nurses cannot explain the situation fully
without knowing the patient well enough to be able to set a
scientific explanation into this deeply personal context.

Predict the Future

This need is not just about a prognosis. The questions
asked by patients—“Will | ever have a baby?’ “Will | live
long enough to see my grandchild graduate?” “Will | ever
play hockey again?’—do not have easy answersin textbooks.
In order to answer them well, physicians and nurses must not
only have ascientific understanding of the course of disease.
They must aso understand the hopes, fears, and dreams of
the person behind the question.
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Change the Future

Virtualy al of the miracles of mod-

spend their time. And so, out of a core

process of health care—developing

healing relationships—and a funda-

ern eraof medicine have come about as | ental requirement of that process—

adirect result of the new-found
ability of science-based health
professions to meet this third
need. Because of the applica-
tion of the scientific method to
thehealing arts, physiciansand
nurses can now change the fu-
ture from what it would other-
wisebefor patientswith mgjor
trauma, infections, abdominal
emergencies, childhood leuke-
mias, and many other acute and
chronic diseases. Thiswork is
not simply amatter of choosing
the right antibiotic, or chemo-
therapy agent or surgical ap-
proach. Patients futures are
morereliably changed whenthe
physician and patient trust, re-
spect, and care for each
other—i.e., when they have es-
tablished arelationship capable
of enhancing healing. And
such arelationship iseven more
important when cureis not pos-
shle but hedingis.

Time, and Time Again

If healthcare professionals are to
meet any of these three needs, they must
capably perform the core process in
hedlth care: developing healing rela-
tionships. And although this core pro-
cessis complex and dependent on many
factors, one processelement isabsolutely
essential: fime. Without timeto listen,
probe, touch and think, doctors and
nurses cannot adequately explain the
present, predict the future and change
the future for the better. Their deepest
frustrations about their work are about
time: fear that rushed patient visits will
cause them to make serious mistakes,
anger about thetime they waste in cum-
bersome regulatory and organizational
workflow processes, and a profound
sense of loss of control over how they

sufficient time in close enough prox-
imity to the patient in order to develop
a healing relationship (“touch time”)
—comes a simple rule for health care
leaders: Remove everything that
steals touch time from doctors and
nurses.

Where Does The Time Go?

Surveys of nurses on hospital shifts
and of doctorsin office practices show
that approximately half of their timeis
spent actually providing patient care—
in the patient’s room or exam room as-
sessing, listening, explaining, administer-
ing treatments and comforting. Therest
of their timeis spent in documenting their
work, searching for information about
patients or diseases, waiting on hold try-
ing to schedul e procedures, trying to con-

nect with colleagues, filling out formsre-
quired by payers and regulators, and in
generd, navigating a complex maze of
organizational and externa environmen-
tal “touch time toxins.” The
doctors and nurses don’t nec-
essarily think that each of these
activitiesiswrong—they know
that it isimportant to document
care, schedule diagnostic pro-
cedures, communicate with
colleeguesand bill correctly for
services. What bothers them
is how much time is wasted
while doing these and other
things, and how loss of time
impairstheir ability to give safe
and effective careto patients.
And when hedlth care admin-
istrators respond to budget
pressures by reducing staffing
ratios, without aso deding with
these time toxins, our doctors
and nurses grow understand-
ably angry, trust breaks down,
and organizationa performance
startsto dlip.

Many touch time toxins
are within the control of hospi-
tals and healthcare systems.
Other toxins are a product of
aconfusing mix of regulatory and pay-
ment environmenta signals sent to doc-
torsand nurses: “Don’t do too much care
or you'll be punished, don’'t dotoo little
care or you'll be punished, don’t coop-
erate too much in the care of patients,
don’'t make any mistakes while you're
at it, and by theway, fill out another form
at every turn.” Thisarticlewill dedl only
with thosetimetoxinsthat are within an
organization’ sdirect control—thingsthe
board, CEO and administration of ahos-
pital could do something about.

Your Frontline Staff Knows

Where to begin removing toxins to
time? Oneof the best approaches| have
seenisbeing developed in several Pitts-
burgh hospitals with the support and
leadership of the Pittsburgh Regional
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It's About Time: What CEOs and Boards Can Do (cont...)

Hedth Initiative. Theseorganizationsare
implementing a comprehensive perfor-
mance improvement process based on
the Toyota Production System (TPS).
(Seewww.prhi.org.) Inthishighly struc-
tured approach, exceptionally capable
improvement ad-
visersobserveand
describe the work
of the front line
staff, ask the staff
what they want to
improve, and then
the adviser and
staff make im-
provementsimme-
diately, using the
scientific method, while the staff’ swork
isongoing. The key ruleis. “The only
people who havetheright to improvethe
work are the people doing the work.”
The improvement agenda s not driven
from above—it arisesfrom the concerns
of those delivering the care.

In one hospita, the nurses stated that
their biggest problem was batteries—
specifically, the batteriesin the comput-
ers used in the medication administra-
tion system. The medication cartswere
driven by laptop computers, and batter-
iesin the laptops frequently went dead
while admini stering medications, requir-
ing agreat dea of rework and frustra-
tion for the nurses. Within hours, under
the guidance of the TPS improvement
adviser, the nurses had built areliable
“kan-ban” systemwith visua controlsfor
managing the batteries so that a well-
charged battery was always in the
laptop. And that simple change freed
up three hours of nursing time per
shift—about 25 minutes per nurse.

By using similar approaches to the
other problems the nurses identified—
streamlining communication processes at
shift change, creating areliable system
for supply of gloves and gowns for in-
fection precaution rooms, etc.—signifi-
cant additional amounts of time were
freed up. And what did the nurses do
with thetime? Among other things, they
took the time to wash their hands prop-

erly between patients, and serious in-
fectionswith multiple-drug-resistant Sta
phylococcus aureus (a major problem
inthat hospital) plummeted. They also
used thetimeto explain procedures, and
assess patients, and communicate with

"Your frontline staff knows where their time is being
wasted. If you want to know, just observe them at
work, and ask them what is stealing time from the
work they think is important."
James L. Reinertsen, MD

family members. Clinical results, and
patient and staff satisfaction all im-
proved dramatically. One comment
from a smiling nurse speaks volumes:
“Thisisthefirst timesincel’veworked
here that administration has actually
been hel pful to my primary work—tak-
ing care of patients.” By solving “time-
geding” and annoying problemsindaily
work, the TPS gave back touch time,
and the nurses were able to explain,
predict and heal.

Doesyour hospital haveitsequiva
lent of the dying laptop batteries? Y our
frontline staff knows where their time
is being wasted. If you want to know,
just observethem at work, and ask them
what is gtedling time from the work they
think isimportant. Before you do, how-
ever, you should be aware of two cave-
as:

* Don't ask staff where their time is
being wasted if you don’'t have a ca-
pable method for dealing with what
they tell you. Implementing the TPS
involves a major investment in learn-
ing—for everyone including the CEO.

* Don't ask staff
where their time is
being wasted if
your primary objec-
tive is to remove
the wasted time so
that you can cut
staff. You need to
show them that
your primary objec-
tiveisimprovement
intheir joy and pridein work—because
that isthe primary determinant of your
hospital’ sperformance.

A Sense of Control of Time

If acore strategy for hedthcarelead-
ers is to increase the amount of touch
time for doctors and nurses, it would be
a mistake for us to think about time in
purely quantitative terms—the “ number
of minutes per shift of touchtime.” Itis
just as important that the frontline staff
perceive a sense of control over their
time. Thebest illustration of thiscomes
from the experience of Luther Midelfort
Mayo, (LMM) afully integrated health
system in Western Wisconsin. (See
Rozich, J, Resar, R. Using a unit as-
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It's About Time: What CEOs and Boards Can Do (cont...)

sessment tool to optimize flow and
staffing in a community hospital. Jt
Comm J Qual Improv 2002; 28: 31-
41.)

The hospital leaders of LMM were
struggling with a problem shared by
many hospitals—backups and bottle-
necksintheflow of patientsamong vari-
ous units. They heard about a*“ Traffic
Light” system
for managing
flow, in which
each unit was
designated
Green (ready
to accept pa-
tients), Yellow
(caution, add
patientsonly if
really neces-
sary) and Red (stop, the unit is not ac-
cepting patients—commonly termed
“capped.”) Intrying out the system, they
realized that the key issue was not flow,
but rather, control of work andtime. Yes,
it was useful for flow management for
everyone in the hospital to know each
unit’ s status—Green, Y ellow, or Red—
but the real issue was who decides the
status of each unit? The hospital ad-

ministration? The nurse manager? Or
the frontline staff?

After careful consideration, LMM
decided to implement the traffic light
syseminthefollowingway. Thescreen
saver for every computer in the hospital
became a display of each unit’s status,
Green, Yéellow, or Red. It isupdatable
minute to minute, and the updates are
“public” to everyoneinthe hospital. The
decision to change from one color to an-
other ismade by each unit’ sfrontline staff
and unit supervisor, based on their as-
sessment of unit staffing, patient sever-
ity, anticipated turnover of beds, and other
factors. In other words, those doing the
work make ajudgment about qudity and
safety, and their unit status changes ac-
cordingly. Interestingly, LMM didn't cal
this system “The Traffic Light System
for Managing Patient Flow.” They called
it “The Nurse Capping Trust Policy.”

The effect of the policy was pro-
found. Nursing moraleimproved almost
overnight. Turnover rates for nurse
dropped to unheard-of levels. Flow and
throughput improved. And interestingly
enough, the actua rate of “capping”—
i.e. unitsgoing to Red status—actually
declined fromits historical levelsprior
to implementing this policy.

"If we are to start dealing with major problems such
as staffing shortages, nursing morale and bottlenecks
in patient flow, we must begin to rebuild trust."

James L. Reinertsen, MD

There is often alot of distrust be-
tween hospital leaders and front line
staff. It was not easy for the adminis-
trators of LMM to give control of cap-
pingtothenurses. Butif weareto start
dealing with mgjor problems such as
staffing shortages, nursing morale, and
bottlenecksin patient flow, we must be-
gintorebuildtrust. Inessence, we must
not only help our staff to build healing
relationships with their patients—we
must aso build heding relationshipswith
our own staff. A great placeto start is
to givethem a sense of control over the
qudity and safety of their work—in par-
ticular, the time pressures under which
the work must be done.

Make the Right Thing the Easy
Thing to Do

But what about the doctors? There
is no question that the principles of the
TPS—especidly, “the only peoplewho
have the right to change the work are
those who do thework,” apply to physi-
cians just as much as to nurses. Itis
also apparent that physicians, who bear
an enormous professiona and legal re-
sponsibility, ofteninlife-or-death situa

tions, have an even greater need for con-
trol of their time, and of the safety of
their work, as do nurses and other care
professionas. Hospital leaders must ook
for opportunitiesto work with physicians
to remove wasted time from their
workflow, and to apply thelessons of the
“Nurse Capping Trust Policy” to their
staff physicians.

The overarching
principle for working
with physicians to im-
prove touch time, how-
ever, is very simple:
make the right thing
the easy thing to do.
This phrase was first
articulated by David
Abelson, MD, at Park
NicolletinMinnegpalis,
and has been an extremely important
technique to create more touch time for
busy physicians, and simultaneously, to
improve the quality of care.

The best exampleisthework of Jack-
son Thatcher MD, acardiologist at Park
Nicollet and M ethodist Hospital who has
led ateam of colleagues on a multiyear
effort to improve the care of patientswith
coronary artery disease. At the begin-
ning in the 1990s, the team focused on
acute myocardial infarction (AMI), and
struggled to get the staff physicians to
use the evidence-based care model sthey
were developing. Then they hit on a
good idea: Why not make evidence-
based care the easiest option for busy
physicians? Theteam arranged to place
ready-made “standing orders’ for the
admission of a patient with AMI on the
front of each chart at the time of admis-
sion. Theattending physicianwould have
two options: to smply sign the standing
orders (including al the proper treat-
ments for the patient, according to the
most current scientific evidence) or to
open the chart and begin a 10- to 15
minute process of writing one to one-
and-a-half pages of orders, (a process
which, datashowed, used the current best
evidence with high degree of variation).
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What do you think happened? Natu-
raly, the vast majority of physicians
chose to sign the standing orders. It
saved time!  Within a short time, AMI
patients at Methodist Hospital were re-
ceiving the best known treatment at an
astonishingly high level, and outcomes
started toimproveaccordingly. Thepro-
cess has continued for seven years, with
new evidence being incorporated as
needed into these “ standing order guide-
lines’ by the medical staff, with the re-
sult that 94% of patients admitted to
Methodist with AMI now
survive. The team has
extended this method to
post-AMI care, and to
upstream prevention of
coronary disease in pri-
mary care offices, with
smilarly excellent results.
Based on thisexperience,
Park Nicolletisinthepro-
cess of implementing a
wide array of common
standing orders, designed
by their physicians, and
clearly focused on making
better care easier to do by
saving time—five minutes
here, 15 minutes there—it adds up sig-
nificantly by the end of the day. (See
Thatcher JL, Gilseth TA. Experience
with Process Improvement and Out-
comes Analysis in Acute Myocardial
Infarction in a Community Hospital,
1990 - 1999. J Invas Cardiology
2000;12:574.)

In ahospital or health system envi-
ronment, it might beinteresting to inven-
tory dl the policiesand initiatives of the
past few years to see which ones have
given physicians more touch time, and
which have stolen touch time from them.
What about your new billing and coding
requirements? Your JCAHO-driven
policies and procedures? The comput-
erized order entry system you put into
place last year? Anything that dows
downwork (makestheright thing harder
todo, if youwill) itisalmost certain to
generate enormous amounts of ill will

~ %

among physicians. This isn't because
physicians are lazy prima donnas who
don’'t want to make important changes.
As described above, the Methodist phy-
sicians made extensive changes to their
care processes, in part becausethey were
changing their ownwork (asinthe TPS),
and in part because, with the help of
nurses and administrators, they madethe
change “the path of least wasted time.”

The lesson from Park Nicollet, and
many other similar stories, isclear—phy-

It's About Time: What CEOs and Boards Can Do (cont...)

outcome of the patient’s care, they are
acutely aware of wasted time, and will
eagerly take any opportunities to con-
vert wasted time into touch time.

High Stakes

When | ask hospital CEOs what's
at stakein maintaining good relationships
with physicians and nurses, they usu-
ally mention businessrisks—e.g. loss of
key admitting physiciansto competitors,

or decreased vol-
umes because of in-

N M s ability to staff li-
/j - %_—}% = cense)(j beds with
(i e\ i capable nurses.

These are extremely
important issues for
any  hospital—

sicians are extraordinarily sensitive to
timeissues. Why? Because they want
to rush even faster through their patients
so that they can generate more billings?
That cynical view might apply to afew
physicians, just as a similar view might
apply toafew nursesand “capping.” But
the vast majority of physicians value
time—specifically, touch time, because
they need timein order to build relation-
ships with patients and families. With-
out good relationships, they cannot take
good clinica histories, explain diagnoses
and procedures in sufficient detail, and
answer al the questions patients have.
If they areawaysrushed, they will never
feel they are doing a good job of these
things—and, since they are held ac-
countablefor virtualy anything that might
be missed, or any mistakesin execution
of atreatment plan, and for the ultimate

enough to warrant
plenty of sleepless
nights for the
hospital’s leaders.
The strategy outlined
above—removing
everything that seals
touch time from
nurses and doc-
tors—would be an excellent overal ap-
proach to reducing these serious busi-
ness risks, and is worth considering on
that basisaone.

But there are even bigger stakes.
Y our relationships with physicians and
nurses drive more than your business
performance. These relationships are
the principal driversof your clinical per-
formance—up to and including the ulti-
mate measure of an acute hospital’s
quality—itsmortality rate.

In Britain, each acute hospitd’ s per-
formance, including case-mix adjusted
mortality rates and other clinical indica-
tors, isreported to the public annually.
(See www.drfoster.co.uk/home.)
Many fed that it isonly amatter of time
(and not much more than ayear or two)
before similar reports, extensively ad-
justed for comparahility acrosshospitals,
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will bewidely availableto the publicin
the United States. Preliminary analysis
of U.S. hospitalsalready indicatesalot
of variation in mortality rates: for high
mortality hospitals, the risk that an ad-
mitted patient will die may be as much
as three times higher than in the lowest
mortdlity hospitals. Andthisvaria
tion cannot be explained by any of
the known “risk adjusters,” such
as age, sex, diagnosis, etc.

Given the high likelihood that
mortality and other clinicd perfor-
mance data are going to be pub-
licly reported, do you know your
hospital’s mortality rate? How
doesit compareto other hospitals
in your area? If you knew your
mortality rate, didn’t like it, and
wanted to improve it, what would
you have to do? Questions like
these are uncomfortable for most
board members and CEOs, be-
cause they haven't often faced
such questions before. But mor-
taity rateisavery important indi-
cator of your hospita’s perfor-
mance on its core mission: to cure
when cureis possible, and to heal
when you cannot cure. Mortality
rate—the likelihood that a patient
coming into your hospital for ahip
operation, astroke, or amyocardial inf-
arction—is the ultimate in “ stakes’ for
your patients, your community, and your
ingtitution. And no matter what spe-
cific actions you might need to take
to improve mortality rates and other
clinical performance indicators, you
cannot hope to be successful without
a close working relationship with your
physicians and nurses.

When risk of dying in ahospital set-
ting isanalyzed, one controllable factor
stands out: the status of the work force.
If your doctorsand nurses are happy and
working together as a team, you are
likely to have excellent performance, in
your ICUs, operating rooms, and
throughout the entire hospital. If there
is serious discord between your staff and
theadministration, or among variouspro-

-

fessional disciplines, performance starts
to dlip. Other factors, such as consis-
tent application of al the known scien-
tific evidenceto your care process, and
ability to promptly place your patientsin
theright setting for their care (flow man-
agement) will undoubtedly also proveto

beimportant inimproving your mortdity
rate performance. But implementing
these and other changes requires team-
work—mnot only across clinical profes-
sional disciplines, but between adminis-
tratorsand clinicians. Thereisno ques-
tion that if hospital leaders want to im-
prove performance on mortality and
other clinical indicators, the best overall
strategy would be to improve the state
of the frontline caregivers: doctors,
nurses, and other health professionals.
A good example, onethat combines
dl thevarious|essons above, comesfrom
aprestigious hospital in Boston, inwhich
clinical teamwork had suffered in the
wake of acontentious merger. Thecar-
diovascular surgical performance on
mortdity and morbidity, formerly excel-
lent, deteriorated to the point where it

It's About Time: What CEOs and Boards Can Do (cont...)

was the worst in Boston, and continued
to worsen. Both the hospital adminis-
tration and the cardiovascular surgeons
knew that they would be embarrassed
by theseresults, if made public, and they
set to work to improve performance.

After a difficult process of re-
building individual relationships
one-by-one, and of remaking a
team that included the advanced
practice and operating room
nurses, technicians, and others,

they were able to honestly con-

front their data and design im-

provements. Some 16 clinicd pro-

cesses were redesigned and stan-

dardized according to the best cur-

rent scientific evidence. By stan-

dardizing and smplifying common
processes such as prepping and

draping, and post-operative insu-

lin management, the team made it
easier to do it right, and reduced
the potentia for serious errors.

The coordination and staffing of

the post-operative care was im-

proved—including a modest in-

creasein staffing for certain criti-

ca careunits, approved by admin-

istration at therequest of theclini-

cal team. Surgeons and nurses
worked together, teaching each
other nuances of techniquethat dramati-

cally reduced pump time. And the re-
sultswereextraordinary: death ratesfor
coronary artery bypass grafting plum-

meted to levels better than any known
benchmarks!

In this example, the clinical team
redesigned their own work and removed
many time-wasting activities. With the
support and encouragement of the hos-
pital administration, the team standard-
ized around best practice and saved time
by making theright thing the easiest thing
to do. And they were given control of
their own time, in that they recognized
an unsafe staffing situation, recom-
mended a solution and then implemented
it. Overdl, thestaff’sprideintheir work
increased dramatically, aong with per-
formance. Turnover of key staff de-
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creased sharply, and recruiting of staff
to this team became much easier. Vol-
umes of cardiovascular surgery in-
creased, and financia performance im-
proved accordingly. This team didn’t
solveal the other problemsthe hospital
faced, but they set an example for how
these problems could be addressed. In
order to develop hedling rdlationshipswith
their patients, and to reliably cure when
cure is possible, they first need to de-
velop healing relationships with one an-
other—administrators, surgeons, and
nurses. Andthey couldn’t develop these
relationshipswithout time.

It’s About Time: Summary

The most powerful determinant of
the performance of your health care or-
ganization isthe state of itswork force.
If your doctors, nurses, pharmacistsand
other professionals are locked in com-
bat with your administration, or with one
another, there is no question that your
clinical and financia performance will
suffer accordingly. Although each
ingtitution’ s set of workforceissuesvar-
ies, thereisone overarching principle that
canfunctionasaSimpleRuleinthecom-

It's About Time: What CEOs and Boards Can Do (cont...)

plex adaptive system formed by your
indtitution:
Remove everything from your en-

vironment that steals touch time from
your physicians and nurses.

By doing so, you will start to put a
springinthe step of your staff. Improved
morale and teamwork will drive im-
proved performance on important clini-
cal indicators such as mortality and mor-
bidity. Themission of your hospital will
be more secure. And you will sleep bet-
ter.
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physician groups that otherwise compete with each other can accomplish when they collaborate
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A frequently invited speaker on these issues for physician, hospital, and integrated delivery
system organizations, he also has authored more than 40 articles in journas such as Annals of
Internal Medicine, British Medical Journal, New England Journa of Medicine, and the Joint Commis-
sion Journal on Quality Improvement. Dr. Reinertsen is Past President of the American Medical
Group Association, and is a former member of the Board of Directors of the American Board of
Internal Medicine.

Hejoined Park Nicollet Medical Center asaconsultant in rheumatology in 1978, following two
yearsasaClinical Associate at the Nationa Institutes of Health in Bethesda, Maryland. A member
of AlphaOmegaAlpha, hereceived hismedica degreefrom Harvard Medical School in 1973, and
completed an internship at San Francisco General Hospital in 1974, and aresidency at the University
of CdiforniaHospital in 1976. Doctor Reinertsenisa 1969 summacum laude, Phi BetaK appagradu-
ate of St. Olaf Collegein Minnesota.
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