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Abstract

This is a case study of the evidence-based management practices of a centralized health
information management (HIM) department in a large integrated healthcare delivery system. The case
study used interviews and focus groups, as well as de-identified dashboards, to explore the impact of
reporting on the organization. The dashboards and key performance indicators (KPIs) were initially
developed in 2012 and have continued to evolve. The themes that resulted include the following: (1)
evidence-based management is integral to the culture of the organization; (2) communicating regularly
via dashboards and KPIs is key to transmitting the value of HIM to the entire organization; and (3) staff
not only report the required measures for the dashboard but also take pride in it and often develop
methods for tracking their individual performance. Most evidence supporting HIM operations
management is related to coding and clinical documentation improvement, but even in those areas,
national benchmarks are missing. It is important for the HIM profession to develop national and regional
benchmarks to assist professionals in managing operations effectively and communicating their value to
the healthcare industry.
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Introduction

As a profession, health information management (HIM) has been actively engaged in data
management since at least 1998.! The last two decades have seen continued growth and use of
data in healthcare. However, even today, the use of data to manage health information operations
deserves investigation. This case study was undertaken to explore how the centralized HIM
department of a large integrated healthcare delivery system uses data to manage its operations.

This integrated healthcare delivery system is a faith-based, nonprofit system that cares for more
patients in North Texas than any other provider. The system’s primary service area consists of 16
counties, home to more than 7 million people. The healthcare delivery system was formed in
1997 with the assets of two large existing hospital systems. Later that year, another hospital in
the area joined the system. Currently, the system has 27 hospital locations, including 18 acute
care hospital locations, five short-stay hospitals, three rehabilitation hospitals, and one
transitional care hospital, all owned, operated, joint-ventured, or affiliated with the system. It has
more than 4,000 licensed beds, employs more than 25,000 people, and counts more than 6,200
physicians with active staff privileges at its hospitals.

To our knowledge, this is the first case study exploring the use of dashboards and key
performance indicators (KPIs), or evidence-based management, in an HIM department. The
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authors believed this study was needed to demonstrate how data can be used effectively and to
suggest additional areas for HIM operations data analytics.

This case study is important because it begins to build the foundation for evidence-based HIM
operations management. Hopefully, this case study will also be used by HIM educational
programs.

Literature Review

The HIM profession has approached data management from many different perspectives, yet
publications related to evidence-based HIM operations management are difficult to find. Both
PubMed and the American Health Information Management Association (AHIMA) HIM Library
were searched, revealing some research, most often related to patient record coding and clinical
documentation improvement.> > Unfortunately, this focus does not encompass the entire range of
HIM operations, leaving out scanning and release of information, at a minimum. Other articles
are focused on more broad-based analytics, applicable to the delivery of healthcare rather than
the management of HIM operations.* > While valuable, this information does not assist HIM
professionals in managing their day-to-day operations.

Since approximately 2014, AHIMA, as the HIM professional association, has focused on
information governance, performing studies and creating many resources for healthcare
organizations to implement information governance. In 2017, Houser and colleagues discussed
the need for information governance related to support for analytics.® This article reviewed
several models that can be used when managing the information needed for management, but it
did not address the actual use of the data and information for operations management. Likewise,
the practice brief for data analytics reporting provides guidance regarding the reporting lifecycle,
reporting methods, and tools for reporting; however, no actual example is provided.’

The lack of a comprehensive review of evidence-based operations management in a case study or
other form of research reveals a gap in the HIM literature. The following case study is expected
to provide only a starting point for evidence-based HIM operations management.

Methods

This case study is a joint project between a graduate program in health informatics and the large
integrated healthcare delivery system. It was approved by the university’s Committee for the
Protection of Human Subjects, approval number HSC-SBMI-18-0567.

The methods chosen for conducting the analysis of the health delivery system’s evidence-based
HIM operations were interviews and focus groups over a two-day period. All interviewees and
focus group participants signed forms indicating their informed consent to participate in the case
study. The questions included a description of the KPIs used, how they are selected and
calculated, and how data are collected for each KPI. They were also asked about the evolution of
the KPI reporting and what they liked best or least about using and reporting KPIs. The focus
group and interview questions were approved by the institutional review board and can be found
in Appendix A.
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The interviews were held with the vice president of health information management services
(HIMS) and clinical documentation improvement (CDI), the direct supervisor, and the direct
reports to this position. Focus groups were held with the coding, clinical documentation
improvement, data integrity, release of information, and operations and regulatory compliance
units. Transcripts were made of all sessions, and grounded theory was used as the analysis
method. A total of 50 persons took part in the focus groups, with 6 persons interviewed
individually.

Results and Discussion

This case study explores the evidence-based management of a centralized HIM department. For

clarity, this study focuses on the reporting from each department to the VP of HIMS and CDI, as
well as to senior-level executives at the system level and executives at the entity level across the
healthcare organization.

Themes that emerged from the interviews and focus groups are as follows:

1. The focus on evidence-based management is pervasive across and throughout the
organization. Most, if not all, organizational units have dashboards to help them manage
their areas using KPlIs.

2. Communicating regularly via dashboards and KPIs not only enables more effective
management but also ensures that senior management understands the impact of HIM
operations on the overall health of the organization.

3. Setting and achieving goals gives the HIM and CDI personnel a sense of pride in doing
their job well. The staff report measures beyond those required for the dashboard. More
than one person reported having created their own dashboard to track their individual
performance.

Organizational Structure

The HIM organization is centralized and complex, as might be expected when managing HIM
operations for 19 hospitals and related organizations. The organizational structure is found in
Figure 1.

The initial organizational structure was established in 2012 after a two-day rapid design session
that involved all HIM directors and managers along with representatives from human resources
and information technology. Key objectives of the rapid design session were to design and build
the enterprise HIM model, identify best practices, create performance specifications, and develop
methods of communication. The organization designed a unified system approach to streamline
operations and achieve excellence, with the long-term expectation of benchmarking operations.
Consistent quality and timeliness of data reporting across the enterprise, with a focus on
developing and using leading-edge tools and enablers to consistently support a leveraged
enterprise HIM model, was a key initiative. From the beginning, the organization developed
standardized KPIs to be included in a reporting matrix for each functional area. Performance
baselines were established to enable postimplementation comparisons. Over time, the
organizational structure evolved as responsibilities were added under the VP’s leadership.
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Use of Dashboards and KPlIs

The dashboards and KPIs for HIM operations have been in development for six years and
continue to evolve. Staff who worked in other healthcare organizations or those who worked at
the healthcare delivery system before the centralization of HIM services experienced a period of
adjustment related to the extensive reporting and sharing of data. They reported initially feeling
that the dashboard reporting would be used as a “gotcha.” However, they discovered that
reporting the data allowed them to identify opportunities for improvement, as well as providing
evidence that made it possible to celebrate achievements. Not all goals are achieved; this is
consistent with the practice of setting “stretch” goals.

Data are gathered in a variety of ways from each staff member. Examples include turnaround
times for different types of requests for patient records; physician documentation compliance by
documentation type; data integrity, as demonstrated by duplicate accounts; management of
record scanning; coding productivity and denials; and financial analysis of HIM operations. The
summary HIM dashboard is seen in Figure 2, while Figure 3 shows the CDI dashboard. To
preserve confidentiality for the organization, the dashboards show synthetic data. The structure
of the dashboards is accurate.

In addition to an overall view of the measures for the integrated healthcare delivery system, each
hospital or separate organizational unit receives a dashboard detailing their performance for all
of the measures. For example, the integrated health delivery system may be compliant with the
standard of 95 percent completion of history and physical update within 24 hours for a given
measurement period, while one or more of the hospitals or organizational units may not be in
compliance with the standard.

Using a dashboard over a long period does not guarantee problem-free management. During the
interviews and focus groups, participants noted issues that had recently been encountered in the
reporting for release of information. Over several months, the staff reported that they believed
the dashboard numbers for a specific type of release request were incorrect; they contended that
the numbers on the dashboard were not consistent with what they witnessed in their day-to-day
operations. These reports prompted further investigation into the dashboard data that were
automatically extracted from the electronic health record (EHR). It was eventually determined
that a recent upgrade to the EHR had altered the reporting related to the release requests. This
anecdote demonstrates that the frontline staff pay attention to the dashboard. Further, they feel
empowered to report inconsistencies and discrepancies they discover in the data reported on the
dashboard.

Benchmarks

As reported by the healthcare organization employees, benchmarks are an essential component
of a useful dashboard. However, as seen in Figure 2, 41 of the 55 measures, or approximately
74.5 percent of the HIM operational measures used by this data-driven organization have no
comparable industrywide benchmarks. Although the organizational performance data is
synthetic, the industry and organizational benchmarks are accurate. This lack of comparable



Evidence-based Operations Management in Health Information Management: A Case Study 5

benchmarks was the topic of a recent Journal of AHIMA article focused on coding accuracy.® It
is reasonable to suggest that this lack of comparable industrywide benchmarks applies to a
majority of HIM operations.

Careful attention to Figure 2 reveals multiple measures where the organization’s standard is
much stricter than the industry standard or there is an organizational standard without an industry
standard. For example, in the release of information category, the organizational standard for
continued care request turnaround time is 7 days, whereas the Texas requirement is 15 days. The
organizational standard for stat request turnaround time is 30 minutes; there is no industry
standard. Similarly, the organization’s standard for medical record delinquency rate is 25
percent, as opposed to the Joint Commission standard of 50 percent. Both management and staff
report that the use of the dashboard and KPIs has resulted in an overall lowering of the
organizational targets over time, demonstrating performance improvement.

Use of the dashboard over time can also assist the HIM department with compliance and external
audits. In this organization, the transcription section was required to undergo an external audit of
the data reported in the dashboard. (This is a standard practice at many large organizations.
External auditors examine different practices and processes in the organization to ensure
accuracy and compliance with regulations.) All of the transcription data were reviewed for
accuracy. The data collection sources were examined, as were the numbers reported. Because of
the documentation supporting the processes and the data collected, the audit resulted in no
recommendations for improvement.

Additional Considerations

The current dashboard used by this healthcare delivery system has evolved over several years to
meet the business needs of the organization and to align with strategic goals of the enterprise.
The dashboard not only contains data from a system perspective; it also contains data at the
hospital level, allowing transparency and benchmarking. It was important to the organization to
create a culture of transparency that demonstrates the value of a centralized HIM model. Leaders
across the enterprise use the dashboard data to identify patterns or trends and to perform internal
comparisons with hospitals of similar size. This level of transparency has created a true
partnership for improvement on specific measures between HIM and other departments within
the organization. The dashboard has allowed improvement in HIM operations and in quality
outcomes through collaborative efforts across the enterprise. More than one person reported that
stakeholders look for the monthly dashboard and appreciate the level of transparency.

HIM professionals wishing to initiate a dashboard should choose a starting point. This starting
point could be a single measure or a single organizational unit. For example, coding might be
reasonable because HIM departments commonly track their coding productivity. Once this
reporting is standardized and everyone is comfortable with the reporting, additional units such as
release of information or documentation compliance can be added until all operations under HIM
supervision have KPIs included on the dashboard.

Limitations
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As with all case studies, one of the limitations of this study is the examination of a single
organization. Other HIM departments in other healthcare delivery organizations are likely to
have different needs for their reports and/or dashboards, so these results cannot be generalized.
Additionally, the subjective nature of the case study method may influence the results, a case
study can be difficult to replicate, and case studies are time consuming.

Conclusion

This case study is the first thorough examination of evidence-based HIM operations
management. As such, it exposes both challenges and benefits of using data to manage
operations. Initial challenges include securing employee cooperation for a new management
process, efficiently collecting the data, and producing the dashboard in a timely fashion. Benefits
include substantiation of HIM operations effectiveness, HIM professionals’ pride in their jobs,
and validation of HIM reporting under internal or external review.

This study especially noted a lack of industrywide benchmarks that would be useful for HIM
operations management. This deficiency should be concerning for the HIM profession as data
become ever more ubiquitous and important in all aspects of healthcare delivery. AHIMA is the
logical organization to lead the effort to collect HIM operations management data that its
members can use for analytics and evidence to support operations. AHIMA could become a
source of benchmarks and a resource for the healthcare industry.

Susan H. Fenton, PhD, RHIA, CPHI, FAHIMA, is associate professor and associate dean for
academic affairs in the School of Biomedical Informatics at the University of Texas Health
Science Center in Houston, TX.

Diann H. Smith, MS, RHIA, CHP, FAHIMA, is vice president of health information
management services and clinical documentation improvement at Texas Health Resources in
Arlington, TX.
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Appendix A

Focus Group and Interview Questions Outline

1.

Can everyone please introduce yourself, including your position at XXX, the unit and
how long you have worked in your position?

Tell me about the KPIs you either use for your job or your unit uses to report
performance. How many KPIs do you use? How were they chosen? Can you give me
details about their calculation? How do you collect data for these KPIs?

Are these the same KPIs you have always used or has there been an evolution? If there
has been an evolution can you walk me through that process? Where did you begin with
the KPIs? How have they been changed or modified over time?

Can you tell me about any reports or other documents that you would believe helpful to
the case study? All documents will be cleared by the XXX co-investigator for

appropriateness.

How has using/reporting the KPIs changed how you do your job or how you view your
job or the requirements of your job?

What do you like best about using and reporting KPIs? What would you change about it
if you could?

Is there anything else you would like to share with me about your job, your unit, and
performance monitoring at XXX?

Can I answer any questions for you?
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Figure 1

Health Information Management Services and Clinical Documentation Improvement
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Figure 2

Health Information Management Services Summary Dashboard
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SAMPLE HIMS Dashboard - System Services
Demonstration Purposes Only

Industry
Standard THR Standard YTD

Regulatory Compliance

Release of Information
1. Continued Care Request TAT 15 days' 7 days 12
2. Insurance Request TAT 15 days' 15 days 15
3. Legal Request TAT 15 days' 15 days 15
4. STAT Request TAT N/A 30 mins 29
5. Audit Request TAT 30 days 30 days 24
6. Disability Request TAT 30 days 30 days 29
7. ROl Quality Score N/A 97% 97.5%
7a. Number of Privacy Breaches by HIMS ROI N/A N/A 8
7b. Number of Customer Complaints Received N/A N/A 53
Physician Documentation Compliance
8. Completion rate of History & Physical within 24 hrs N/A 95% 99.4%
9. Completion rate of H&P Update within 24 hrs N/A 95% 92.5%
10. Completion of required elements for H&P update
10a. H&P Reviewed documented N/A 95% 99.7%
10b. Patient Examined documented N/A 95% 98.5%
10c. Change/No Change in Patient condition documented N/A 95% 99.9%
11. Completion rate of Operative Report within 24 hrs N/A 95% 95.2%
12. Completion rate of Immediate Post-Op Progress Note - Timeliness N/A 95% 90.7%
13. Completion of required elements for Immediate Post-Op Progress Note
13a. Pre-operative diagnosis documented N/A 95% 99.5%
13b. Post-operative diagnosis documented N/A 95% 99.3%
13c. Name of Surgeon and assistant(s) documented N/A 95% 99.4%
13d. Procedure documented N/A 95% 100.0%
13e. Findings documented N/A 95% 92.6%
13f. Specimen documented N/A 95% 98.6%
13g. Estimated Blood Loss (EBL) documented N/A 95% 99.4%
14. Percentage of valid outpatient diagnostic orders prior to treatment N/A 95% 96.3%
14a. Number of accounts written off due to lack of supporting documentation, reason code 1279 N/A N/A 48
14b. Dollar Amount of write-off due to lack of supporting documentation, reason code 1279 N/A N/A $  135,075.00
15. Medical Record Delinquency Rate 50%2 25% 2.1%
16. Physician Suspensions N/A N/A 1948
17. Physician Suspensions Rescinded N/A N/A 13
Documentation Compliance
18. Inpatient Post-discharge Analysis TAT N/A 2 days 1.58
19. Outpatient Post-discharge Analysis TAT N/A 2 days 1.70
20. Documentation Compliance Quality Score N/A 97% 99.5%
Data Integrity
21. Volume of Duplicates Corrected N/A N/A 29125
22. Duplicate MRN Merge TAT N/A 25 mins 23
23. Duplicate Accounts Correction TAT N/A 52 mins 46
23a. Number of Administrative Decision Status Changed Accounts ¢ N/A N/A 901
24. Contact Mover Correction TAT N/A 4 days 1.4
25. Volume of Duplicates Created N/A N/A 5318
25a. Created by PAIC N/A N/A 657
25b. Created by PAS N/A N/A 3602
25c. Created by Others N/A N/A 1058
26. Data Integrity Quality Score - Simple Deletes N/A 95% 95.2%
Transcription
27. History and Physicals TAT 8 hours 4 hours 0.94
27a. Psychiatric Evaluation 8 hours 4 hours 1.29
28. Consultations TAT 24 hours 6 hours 1.19
29. Operative Reports TAT 12 hours 8 hours 1.15
30. Discharge Summaries TAT 24 hours 12 hours 1.26
31. Volume (Lines Produced) N/A N/A 12,703,077
32. Transcription Quality Score 98% 98% 99.7%
33. Cost Per Line N/A S 0.09] S 0.10
34. Decrease in Traditional Transcription Volume N/A 15% 12.1%
Records Management
35. Medical Record Scanning TAT ¢ 24 hrs 24 hrs 24
36. Records Management Quality Score ¢ N/A 95.0% 99.3%
37. Number of Document Corrections ¢ N/A N/A 10858
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SAMPLE HIMS Dashboard - System Services

Demonstration Purposes Only

Industry
Standard THR Standard YTD

Coding Productivity (records/hr)
38. Inpatient N/A 2.7 2.5
39. Outpatient Surgery / Observation N/A 7 7
40. Outpatient Diagnostics N/A 30 29
41. Emergency Room / Recurring N/A 20 21
Coding Reviews
42. CVIR
42a. CVIR Coding TAT (includes clinical dept. resolution) | N/A | 6 days | 6 |
43. HAC
43a. % Agreement between Coding and Quality | 80% | 80% | 75.0% |
44. PSI
44a. % Agreement between Coding and Quality | 80% | 80% | 96.1% |
Physician Queries
45. Number of Coding Queries Submitted N/A N/A 14900
46. Physician Response Rate to Coding Queries 85% 85% 97%
47. Physician Agreement Rate to Coding Queries 80% 80% 96%
Coding Denials
48. Number of Revenue Integrity Code to Charge Edits N/A N/A 1155
49. Number of DRG Validation Requests Received N/A N/A 1807
50. Number of DRG Validation Requests Completed N/A N/A 1714
51. Number of DRG Validation Requests Agreed N/A N/A 1277
52. Number of DRG Validation Requests Appealed N/A N/A 443
53. Number of Denial Accounts Received N/A N/A 23472
54. Total Charges Associated with Denial Accounts Received N/A N/A $ 473,511,868
55. Number of Denial Accounts Completed N/A N/A 23831
56. Total Charges Associated with Denial Accounts Completed N/A N/A $ 475,105,971
cmi
57.2017 MCR CMI N/A N/A 1.6815
58. 2018 MCR CMI N/A N/A b 1.7432
59. 2018 MCR Cases N/A N/A 40,252
60. 2017 CMI - All N/A N/A 1.5418
61. 2018 CMI - All N/A N/A 4 1.5770
62. 2018 Cases - All N/A N/A 154,072
HIMS Coding Department Quality Reviews * (Quarterly)
*63. Inpatient Coder Accuracy Rate N/A 95% 95%
*64. Outpatient Coder Accuracy Rate N/A 95% 92%
*64a. Simple Visit Coding Error Rate ¢ N/A <2% 6%
65. Compliance Risk - Overpayment % N/A <5% 2%
66. Compliance Risk - $ Overpayment N/A N/A S 837,213
67. Business Risk - Underpayment % N/A <5% 1%
68. Business Risk - $ Underpayment N/A N/A S 90,520
THR Coding Compli Audit (Quarterly) *
69. Compliance Risk - Overpayment % <5% <5% 4%
70. Compliance Risk - $ Overpayment N/A N/A S 123,787
71. Business Risk - Underpayment % <5% <5% 1%
72. Business Risk - $ Underpayment N/A N/A S (50,121)
73. Cost per Adjusted Discharge S 78*% | S 78S 70.17
Total Operating Revenue
74. Budget N/A N/A S 2,916,336
75. Actual N/A N/A S 2,526,373
76. Variance N/A N/A S (389,963)
WIP
77. HIM Billing WIP N/A $ 8,970,752 | $ 11,114,305
78. HIM WIP Goal Met (number of entities) N/A 12/12
79. Physician Billing WIP N/A $ 15,534,718 | S 14,577,396
80. Physician WIP Goal Met (number of entities) N/A 12/12
O New Metric for 2018|" Texas Admini: ive Code|[? Joint C ission standard [* PwC 25 percentile
Legend
Target Met
1-5% of Target
> 6% of Target

* Legend - THR Coding Compliance Audit Error Rating
0-5% Error Rate
6-10% Error Rate
Over 11% Error Rate
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Figure 3
Clinical Documentation Improvement Summary Dashboard

SAMPLE Clinical Documentation Improvement Dashboard - System Services
Demonstration Purposes Only

Industry Vendor Organization
NELLEI] Standard Standard

Clinical Documentation Improvement - Medicare

Productivity

1. Daily Enrollments 8-12 8 9 9

2. Medicare Records Reviewed 85% 80% 85% 83.3%

3. Reconciliation by 10th day of Discharge N/A N/A 95% 94.4%
Queries

4. Query Response Rate 90% 80% 85% 88.8%

5. Query Agreement Rate 85% 80% 85% 72.7%

6. Queries With No Response N/A <20% <=15% 10.9%
Impact

7. DRG Impact 0 [ na ] 12-15% [ 14% ] 11.3% |

8. Severity Impact ¢ Percentage of Severity Queries to Overall Queries N/A 45 - 47% 47% 43.4%
Clinical Documentation Improvement - Overall Payor including: Medicare, Managed Medicare, Aetna, BCBS, Cigna, United Healthcare
Productivity

9. Records Reviewed [ 8% | nNA ] 8% | 69.1% ]
Queries

10. Query Response Rate 90% 80% 85% 89.7%

11. Query Agreement Rate 85% 80% 85% 66.9%

12. Queries With No Response N/A <20% <=15% 10.4%
Impact

13. DRG Impact [ na ] 12-15% [ 14% ] 11.6% |

14. Severity Impact N/A 45 - 47% 47% 45.4%

CDI Reviews

cMI

23. CMI Reviewed Payors —Final 2017 1.7912

24. CMI Reviewed Payors —Final 2018 N/A b 1.9243
Financials
Benefit Trend

25. Revenue Budget N/A N/A $20,301,737 | $ 18,609,921

26. Actual - graph included N/A N/A N/A S 22,373,591
=27. Variance N/A N/A N/A S 3,763,670
No Response Impact

28. Potential $ Impact of No Response [ NA [ N ] NA S 262,778

Legend
Target Met

1-5% of Target
> 6% of Target
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