
 

 

Mercy, serving millions annually, includes 
45 acute care and specialty (heart, 
children’s, orthopedic and rehab) 
hospitals, more than 700 physician 
practices and outpatient facilities, 40,000 
co-workers and more than 2,000 Mercy 
Clinic physicians in Arkansas, Kansas, 
Missouri and Oklahoma. Mercy also has 
outreach ministries in Louisiana, 
Mississippi and Texas. 

 

 

 

 Reduced total costs by $9.42 
mil 

 Saved perioperative services 
team 30,000 hours per year  

 Increased surgery on-time starts 
from 49% to 65%  

 Reduced room turnover from 33 
min to 22 min 

 Reduced physician turnover 
from 46 min to 30 min 

 Reduced median cost per case 
for total knee surgery from 
$7,045 to $5,527  

 
 
 
 
 
 
 
 
 
 
 
 
 

Overview 

To support Mercy’s strategic goals related to cost, service and quality, 
and to help Mercy pioneer a new model of care while balancing financial 
pressures due to changes in reimbursement, perioperative leaders 
discovered new ways to monitor, measure, compare and improve the 
cost and delivery of surgical procedures while increasing patient 
satisfaction. 

Mercy used a cost-per-case perioperative dashboard to identify key cost 
and outcomes data related to surgical procedures, which enabled them 
to reduce costs by $9.42 million, eliminate or minimize the use of certain 
surgical products, reduce variation, establish best practices across 
perioperative departments and ensure quality outcomes for patients. 

Situation 

With Mercy’s high volume of approximately 210,000 surgical procedures 
annually, surgical supplies and implants were their second leading cost 
driver. As a result, Mercy needed a revolutionary approach to reduce 
surgical costs, streamline processes, ensure surgical patients received 
quality care, impact quality and improve patient experience. 

Prior to 2012, determining surgical costs at Mercy was an unstructured, 
manual process. At the time, surgeon preference cards and product 
contracts (which contain supply cost) were the only methods available to 
determine surgical procedure costs. Without data as evidence, there 
were varying opinions as to the best practice, price and product for a 
given procedure. To better manage these costs and reduce significant 
variations in the cost per surgical case, Mercy set cost reduction goals 
and created a capitation pricing model. Yet, perioperative leadership 
realized setting goals and capitation pricing alone wouldn’t get 
sustainable, systemic results because Mercy’s manual process lacked 
standardization and a unified approach.  

Mercy’s perioperative and IT teams partnered to create custom 
dashboards launched through an information portal for one-stop access 
to both high level and detailed performance metrics, reports and data 
exploration tools. Mercy used a governance process at both the 
organization and business unit levels. They worked collaboratively to 
develop requirements and used agile methodologies for an iterative 
review of the product throughout development. 

The dashboard provided immediate answers, and enabled faster 
decisions and more agile process improvements. The interactive 
dashboards provided a holistic view, consolidating large sets of diverse 
clinical, operational and financial data into a single platform. They gave 
Mercy visibility to compare surgical procedure costs and outcome data 
between all Mercy hospital locations and surgeons. As a result, Mercy 
was able to easily identify best practices, reduce variation, decrease 
procedure costs and enhance the quality of surgical practices. 
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Outcomes 

Mercy’s perioperative dashboard drove operational 
efficiencies and best practices, and reduced costs, while 
maintaining patient outcomes. 

 Saved perioperative services team 30,000 
hours per year of manual effort. 

 Increased surgery on-time starts from 49 
percent to 65 percent. 

 Reduced room turnover from 33 minutes to 22 
minutes. 

 Reduced physician turnover from 46 minutes to 
30 minutes. 

 Achieved total savings of $9.42 million across 
perioperative departments for all surgical 
procedures through January 2016. 

 Reduced median cost per case for total knee 
surgery from $7,045 in 2014 to $5,527 in 2016. 

 Reduced intraoperative implant costs and 
supplies per case for total knee arthroplasty.  

 

 
Boxplot Medical Services CPI Adjusted Intraoperative Supply Cost per Case in Total 
Knee Arthroplasty at Mercy by Intervention Status, May 2012-Jan 2016 (n=11,834) 

 

 

 

Financial Considerations 

Cost benefit analysis: 

 

Lessons Learned 

Mercy shared these lessons learned. 

 Focus on cost reduction without Triple Aim 
compromise. Focusing on cost reduction strategies 
with our providers redirected us to the Triple Aim. OR 
cost reductions, quality metrics and bundled payments 
better positioned Mercy for a new care model. 

 Establish governance. We recognized early in the 
design the need to create a governance committee, as 
well as designate the role of chairperson to centrally 
manage and oversee dashboard metrics and 
development for all perioperative departments. 

 Avoid scope creep. While the business plan outlined 
dashboard metrics and scope, scope creep required 
an intake/output process and request prioritization. 

 Assign super users. The governance committee set up 
initial training, education and orientation for end users. 
For greater adoption and support, a super user was 
elected at each location to answer questions, educate 
and champion the perioperative dashboard. 

 Establish closer to real-time communication structure. 
Immediate feedback was most effective but wasn’t 
always possible from the governance committee and 
core team. So, the dashboard committee met more 
often to provide the communication structure. 

 Validate data at the local level. We now manage data 
validation on a location-by-location basis. We had 
assumed data was accurate because the source was 
Mercy’s EHR, but we learned there are opportunities 
to correct input from the contracting system. 

 Frontline reporting needed. We discovered 
perioperative frontline managers needed the ability to 
see their own data to help manage the data quality, 
resolve duplication and reconcile any variances. 
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