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Introduction

There are several tools made available for strate-
gists, policy makers and managers, to utilize and
bring positive changes to the organization. One of
these many tools is benchmarking, which is con-
sidered a component of quality management and
therefore is commonly used as tool for healthcare
improvement.’ The interests developed by health-
care organizations on benchmarking enables such
organizations to understand the best strategies to
address the key areas of quality improvement,
that is access, effectiveness, safety, acceptability
and continuity.2 In fact, benchmarking can be
used as a powerful tool to introduce improvement
by preventing organizations from exclusively fo-
cusing internally.1 As such, process measurement
without some level of benchmarking will be noth-
ing more than just a historical record. We do need
to measure our performance against a measur-
able and acceptable standard so that our goals
are meaningful.?

Definition

Benchmarking is a disciplined process of identify-
ing, understanding and adapting to best practice
organizations to improve the performance of ones
organization. It requires substantial effort and on-
going outreach activity with a goal to identify best
operating practices that when implemented, will
produce a superior performance. In fact, it is more
than setting standards and making comparisons, it
helps to align employee productivity with the busi-
ness goals of the organization. The question now
is “What” and “Why are we bench marking?” Is it
productivity, service delivery access, acceptability,
efficiency or clinical outcome.®

Benchmarking emerged in the late 1970s in the
industrial and commercial world and has fast infil-
trated into healthcare and clinical medicine.’ Pryor
however defines benchmarking as :

“Measuring your performance against that of the
best in class companies, determining how the best
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in class achieved those performance levels and
using the information as the basis for your own
comp4any’s targets, strategies and implementa-
tion.”

Robert Camp from Xerox on the other hand de-
fined bench marking as “the continuous process of
measuring products, services and practices
against the company’s toughest competitors or
those companies renowned as industrial lead-
ers.” According to Camp, benchmarking serves

four main functions by:

e analyzing the strength and weakness of the
current work process of the operation,

e becoming knowledgeable about the competi-
tion and their leaders,

e incorporating the best of the best in the indus-
try

® gaining superiority and become the new
benchmark.?

It is not surprising that given the context in which
benchmarking was developed, competition is
therefore viewed as an important concept. In pub-
lic health organizations like the emergency depart-
ment, benchmarking is used to focus on continu-
ous quality improvement and has therefore been
considered as a useful marker for this.® The con-
cept of best practice in clinical medicine however,
refers to standards rather than status and levels.
There are seven accepted best practice criteria
which are important benchmarking tools.? These
are:

Client focus

People involvement

Employee empowerment

Process improvement

Information and analysis

Leadership, policies and plans

Organization performance and improvement.®
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Types

There are four types of benchmarking as defined
by Camp. These are:

Functional
Generic
Internal
Competitive.®
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1.Functional benchmarking is defined as a com-

parison of similar or related work processes and

outputs with those processes in place in another
industry which are directly not in competition with
your organization.® Generic benchmarking fo-



cuses on work or business process with other
companies or organization. Both types of bench-
marking mentioned above are usually external
and noncompetitive. However, these processes
are not applied broadly in healthcare organiza-
tions for reasons other than health issues are dif-
ferent and more complex. The argument for it is
that what we are comparing are process concepts
and elements that can be imported into or utilized
by health care organization and not directly com-
paring identical processes in identical settings.’

2. Generic benchmarking refers to external bench-
marking across the organization producing differ-
ent products and services that may be considered
as sources of innovative practices.?

3. Internal benchmarking refers to the comparison
of process across areas, which are considered
similar but performed by different people across
the organization. It may also involve comparisons
between the past and the current process activity.

4. Competitive benchmarking compares the sys-
tems of one organization with another organiza-
tion that delivers the same product. It is believed
that competitive benchmarking is a misnomer and
therefore should be renamed as “collaborative
benchmarking” because it is through collaboration
thag 6E)enchmarking can be ever made success-
ful.>

Relevance to Healthcare

There are several factors within the healthcare
system that drive the benchmarking movement.
These include growing pressures to reduce
healthcare costs and spending, increased pres-
sure from consumers on healthcare and in relation
to practice of emergency medicine, the need to
establish best practice in different and geographic
variation settings.?

As such benchmarking allows the healthcare or-
ganization to accelerate and manage changes,
overcome complacency and create a sense of
urgency, establish cross-functional goals, make
informed decisions for consumers and interested
stakeholders and look outside the box.”

There are various forms of benchmarking which
can be applied in healthcare. These include: Re-
sults benchmarking and Process benchmarking.
Results benchmarking is where managers look at
comparative performance within or between or-
ganizations against performance indicators that
measures efficiency and effectiveness; Process
benchmarking is concerned with tasks and activi-
ties that turn resource inputs into outputs. Best
practice standards, to which the organization as-
pires as part of its planning and continuous im-
provement, are also included.®

| believe it is important to ask ourselves why we
benchmark, when to do it, what to benchmark and
how to do benchmarking. In relation to the first
question, one will need to ask about our particular
management and business issues and whether
benchmarking is the right tool to address these. In
addition it is important that the organization is ade-
quately resourced and timing is right for bench-
marking. However, in doing so, one will need to
look at key processes, outcomes and programs
for organizational success. When establishing a
benchmarking project, one will need to compare
performance measures to best practice then apply
the lessons to ones own organization.z'5

Clinical practices in emergency departments have
now been benchmarked and used as clinical indi-
cators with regards to the way and how we man-
age our patients. This allows emergency depart-
ments in this country to be compared with each
other in terms of their performance or with other
departments in other developed countries with
similar settings. For instance, benchmarks have
been established in various treatments of dis-
eases such as the ‘door to needle time or catheter
lab’ in acute myocardial infarction, the time for the
first antibiotics in patients who have bacterial in-
fection, time taken for a patient with chest pain to
have an electrocardiogram (ECG), the time taken
for a patient with a given triage category to be
seen and the time for an admitted patient to leave
the emergency department once a definitive plan
has been made.?® These are some of many
benchmarks that are used to measure how effec-
tive the emergency department is in relation to its
previous operations or with other emergency de-
partments, either as part of a quality improvement
process, or for funding and resource allocation.?®°

The triage systems in all emergency departments
have been benchmarked at a national level and
therefore this has been extensively used to as-
sess emergency department level of performance,
level of patient clinical acuity and number of pa-
tient presentations, resource allocation, and fund-
ing. As such, this has placed enormous pressure
on individual departments and managers to meet
national targets or benchmarks.® This has sadly
resulted in manipulation of data and dishonesty
when such national benchmark targets are practi-
cally unachievable.

Risks

There are many risks associated with benchmark-
ing. These major risks include inappropriate focus,
resource drain or competition.® | believe that when
benchmarking focuses on a micro process or
measure, the greater the risk of invalid conclu-
sions; so when translating to a macro end product,
certain micro process may have magnified and
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therefore can result in an error at the macro level.
For example when two emergency departments
are compared on the out of hours waiting time for
triage category 4 and 5, one would conclude that if
department A has a lower average waiting time it
would be considered more efficient in managing
these group of patients. Without considering a
proximal after hours GP, staff profiles, and other in
house factors, one could come to an inaccurate
conclusion. So when benchmarking, it is important
that a balanced overview of the processes includ-
ing all levels of function are considered.

Implications

Considering that health expenditure is limited, we
must embrace effective and efficient improvement
strategies. In addition, we have to be mindful that
robust benchmarking can be costly and a signifi-
cant drain on resources. With a fixed budget, the
quest for best value can be more challenging than
searching for best-evidenced practice. System
improvement requires resource allocation and
benchmarking activities to justify spending in this
area and therefore should be considered in light of
this context.

Competition and benchmarking don’t make sense
unless collaboration is a feature of it and honesty
prevails, otherwise such exercises may be flawed.
Other aspects such as de-identification and confi-
dentiality of organizations can also assist in re-
moving competition. Another real effect of compe-
tition is seen when poorly performing organization
are forced to compete. Been seen in the bottom of
the competition ladder may be overwhelming for
some resulting in dysfunction and blaming, as
seen in recent media outburst about various emer-
gency departments in New South Wales. Such
dysfunction may result in dishonesty and negative
behavior towards other improvement strategies or
complete withdrawal/ reluctance to embrace qual-
ity management strategies.

Validity issues are the most threatening to the
concept of benchmarking. In order to establish a
valid benchmark, measures must be specific, de-
fined, responsive, meaningful, comparable, non-
confounding and if external must have a system
integrity.3 For example, cross emergency depart-
ment comparison of time to catheter lab for revas-
cularization of patients presented with Ml will be
useless unless the process steps involved are
comparable or similar. In fact external validity be-
tween different organizations is difficult to achieve
and therefore can result in validity challenges.
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The question is “can enough be accomplished by
just working towards best practice and guidelines
and is high level benchmarking is important to
emergency departments and clinical medicine?” |
believe maintenance of knowledge is important,
however profession and standard of practice and
management needs to be monitored and as-
sessed. The usage of valid benchmarking allows
us to compare our performance with previous per-
formance and with other similar institutions that
offer similar types of patient care. Having said this,
the government has placed greater weight and
emphasis on benchmarking and has used this as
a form of comparing various emergency depart-
ments in terms of their performance and funding.
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