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Product/Service Line Management
THE BASICS

by Annette Conklin

any hospital
administra ­
tors are
grappling to
determi ne an
effective
managem ent
model for
managing

oncology programs. Cancer p rod uct
line management, in which oncology
services are treated as a separate,
marketable product within an insti­
tution, is one popular approach that
has met with varying degrees of
success.

Product lines have existed in the
automotive and other industries for
several years. Making the transit ion
to a health care model, however, has
been difficult because health care
has traditiona lly been thought of
as a service, not a product.

Various models and definitions of
service lines exist throughout health
care and other industries. Regard less
of the ind ustry to which it applies,
th e basic definition of a service line
remains the same. A product or ser­
vice line is usually viewed as an inre­
grated del ivery system of product s
or services th at are provided for and
purchased by the co nsumer.I T he
consumer may be a customer, client,
or in the health care arena, a patient.

T his del iver y system is composed
of both technical and professional
staff whose primary fun ction is to
develop a product or service that
wi ll, first of all. make a profit and
maximize resources. This function
applies [Q for-profit as well as
nonprofit entit ies.

A second fun ction of an integrat­
ed delivery system is to provide a
quality service to the consumer.
Although cos t must be a factor in
thi s era of managed care, certain
critical levels or standards must be
applied to provide a perceived level
of quality. As noted in Fortun e mag-

A nnette Conklin isprogram manag­
er ofoncology services at Mem orial
H ealth Alliance in Mt. Holly, N.j.
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az ine, " C ustomers don' t want their
money back, they want a product
that works prope rly."2 T he same
is true in health care; patien ts wa nt
to get we ll or feel bett er , no matt er
what the cost. In managed care,
payers want patients at their optimal
level- at the least cost.

T he th ird and final function of
the sys tem is to provide the p roduct
or service at a cost the consu mer
is willing to pay and the market is
willing to bear. Jack Welc h, chairman
of Ge neral Electric, paraphrased th is
fun ct ion well w hen he remarked
that " the value decade is upon us.
You must sell a top quality product
at a competitive price, otherwise
yo u're out of the game."}

WHAT MAKES CANCER SUIT­
ABLE FOR A SERVICE LINE?
Service lines work best with a high ­
volume, high-risk population. In
addition, service lines work we ll
wi th a chronic disease in which
a variety of treatment and care
settings may be involved .

Cancer services meet these cr ite­
ria. As we approach the year 2000,
cancer is expected to exceed heart
disease as the leading cause of death
in the United States. In addition, a
large, aging population will be at
high risk for developing th e di sease.

For a variety of other reasons,
cancer services offer a risk manage­
ment opportunity that may favor
increased development of service
lines.
• C ancer treatment requires a
comprehensive and mu hidiscip li­
nary approach involving severa l
care sett ings.
• Approximately 80 percent of all
cancer care is done in an outpatient
setting, and thi s trend is expected to
cont inue.
• Managed care and capitation will
limit inpatient care to cr itically ill
and some experiment al treatments.
• T echnological advances in
genetics and other areas will lead to
earlier detection efforts and more
preventive app roaches.'

Moreover, the overall competi­
tion in the health care market is
encouragin g organiza tions to dcvcl­
op service lines in which managers
carefully tra ck expenses and revenues
related to the cancer program as
we ll as qualit y outco mes to measure
the effectiveness of cancer car e.

STARTING A SERVICE LINE
When developing a serv ice line, th e
best p lace to start is with a review of
your business environment and an
overall needs assessment. Based on
th is review, yo u can then determin e
if a service line is even needed. Look
at the w ho , how, w hat, when. and
where of cancer care . If all needs are
already being met, the next step is to
determine if the delivery of oncolo­
gy services can be improved . If a gap
is identified, decid e how it should be
filled and by who m.

Part of the initial review of the
business environment should involve
a SWOT analysis: an assessment of
the Strengths, Weaknesses, O ppor­
tunities, and Threats of both the
organization and th e program. T he
review can serve as the basis for an
ongoi ng analysis of th e.program 's
marke t base and as an analysis of
competitors in your area.

Whether this rev iew is done wi th
the help of a consultant, a strateg ic
planning group wi thin the organiza­
tio n, or both, an initial core group
is needed to determine an overall
strategy, the range of services to
be offered, the mission/vision and
goals, and the program's relat ionship
to the organizat ion. T his group
should be mu ltidisciplinary in
nature, yet small enough to be able
to reach consensus on key issues.
Key play ers should include repre­
sentatives from medical, surgica l,
and/or radi atio n oncology, nu rsing,
administratio n, and oncology
program leadershi p.

Once an overall stratcgy has been
determined, key componenrs of the
oncology p rogram should be urget­
ed for development , includi ng med­
ical oncology, radiation oncology,
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and surgical oncology.
When mo ving to a product line

management approach, effective
com munication and collaboration
among managers arc keys to success.
It is important to solicit input from
general surgery, pr imary care,
diagnos tics, research , supp ort ive
and alternative services, nurs ing,
and administration. as well as the
co mmunity. After all, product
management is a tea m approach
to developing services.

DEFINING LEADERSHIP
Service line structure varies based
on the extent to which product line
management has been implemented
and the level of authority allotted
to oncology product line manage­
ment. However. the organization
of all oncology service lines should
be complementary to both the
present and foreseeable future.
The systemshould be adapta ble to
severa l reimbursement strategies and
organiza tiona l and environmental
trends.

Ideally, the service line should
be both horizontally and vert ically
integrated in order to yr ovide a
seam less cont inuum 0 care. If all

LESSONS LEARNED

Memorial H ospital Alliance in
Mt. Holly, N.J. , developed a
service line as part of its delivery
system redesign. One of the biggest
lessons Memorial Health Alliance
learned from this tra nsition process
is to obtain buy-in fro m department
staff at the beginni ng. They arc
often the people closes t to the
patients; they can tell you how
the system is really operating.

We established a system for
receiving input fro m staff, whic h
included setting up a forum for
employees to join others as teams
and discuss the process of service
line development. These teams
were made up of as many as )0

physicians, staff members, and
corporate adm inistration. The
teams discussed suc h important
areas as protocol. information
systems, documentation, quali ty,
ou~c~)mes, legal issues, and
trammg.

Since inpa tients made up only
10 percent of all cancer patients
in our hospital, we realized that
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services are not available through
th e organization , there must be
some means of access to services
such as home care, hospice, clinical
trial s, and subacute, support, and
transplant services. This access may
be ensured through contracts, acqui­
sitions, or affiliat ions/ mergers with
other facilities, academic medical
centers, payers, employe rs, or
co mmun ity organizatio ns.

To avoid losing the patient in
a logistic maze, access must also
include mechanisms to ease transfer
between levels of careIt is advanta­
geous to ensure, for example, that
the patient who has to get to radia­
tio n oncology on the seco nd floor
and the patient takin g th e van pool
to the breas t center across town can
bo th access services as effectively
and as quickly as possible.

The typical leader of an oncology
service line may be a physician,
other health care professiona l, busi­
ness adm inistra tor, or a combi nation
of the three. Ideally, the service line
adm inistrator should be clinically
based and be able to plan strateg ies
that include all aspects of the oncol­
ogy process, ranging fro m inpatient
and outpatient needs, future devel-

an inpatient -exclusive service line
would not be feasible. We decided
to include both inpatient and
outpatient services in the process.

We also found that delive ry of
services is mo re efficient when the
pha rmacist, social wor ker, d ischarge
planner, dieti tian, and satel lite lab
technician report directly to the
nursing manager, who reports to
the executive director.

As program manager of
oncology services, I have total
budgetary co ntrol over the cancer
registry, community outreach, the
cancer committee, clinical trials,
and the oncology unit. I provide
input into developi ng [he budget
for bo th the medical oncology
and rad iat ion oncology units. I
frequently interact with these
grou p' and provide gener;tl over­
sight to keep them coordi nated
as part of the program's goal of
seamless care. A certain amount of
hl BWA (Manageme nt By Walking
Around) is still needed.

Because development of a ser­
vice line is an evolving pr ocess,
there will always be adjustments

op ments, mar keting, and overall
co ncerns of the adm inistr ation, the
board of directors, and the commu­
nity. The ability to build collabora­
live and collegial relationships with
those in and out of th e orga nizat ion
is also helpful.

If th is ideal brings to mind
Superman, th e image is quite fitt ing.
A service line adm inistra tor must
overcome the insurmountable, reach
new height s in financial management
and planning, and be powerful
enough to make necessary, albeit,
unpopular changes when needed.
The service line administrator mus t
be an advocate for change. Often he
or she enters an environment that is
set up along traditional, funct ion al
departmental lines in which depa rt­
ment managers have trouble accept­
ing the service line, team approach
to developi ng services.

Rarely do service line adm inistra­
tors have total budget authority over
all cancer-re lated services. Most
oncology service line administrators
must share th eir aut hori ty over
the cancer pr ogram with hospi tal
department directors-a situation
th at carries the potential not only
for dissens ion, but actual turf bat-

and fine- tuni ng. Today our biggest
problem is with the informat ion
systems and financial infrastruc­
tu re. Defining actual cos ts and
generating reports based Oil those
costs have been difficult. To better
understand the new financial re­
quirements under managed care,
many of our nurses and adminis ­
tra tors have had [0 take financial
management courses.

Most recently, the entire organi­
zation is invo lved in a tra nsition to
a mat rix or systems sty le manage­
ment format. In this scenar io, an
oncology program manager (ser­
vice line administrator) still retains
accountabil ity for the oncology
prog ram (service line), but may
work through severa l grou ps to
achieve th e desired result for th e
program. The man;lger of the
oncology unit now reports directly
to a patient care vice president. In
my prese nt role, I interact with
bot h as needed. In the long run,
this may help eliminate some po lit­
ical barr iers that previously existed.

- Annette Conkli n
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tics. An oncology program should
prepare for this kind of friction,
enlisting the support of corporate
management early on. Without it,
selling the idea of a service line to
department managers, physicians,
and other key players becomes
almost impossible.

The varying levels of authority
allotted to oncology service line
managers from institution to institu­
tion could be a factor in the lack of
a uniform approach to oncology
service line management. In some
instances, the service line adminis­
trator reports directly to the vice
president of operations; in other
cases the service line administrator
is purely a marketing position.
The administrator's level of authori­
ty tends to reflect the hospital's
commitment to the service line
and the extent to which service line
management has been implemented.

The service line administrator is
responsible for the oncology prod­
ucts that the various departments
deliver. Therefore, when a problem
arises in a particular department,
such as unacceptable delays in
processing biopsies, the service line
administrator must work across the
political lines of the department
without being perceived as interfer­
ing or stepping on anyone's toes.
Creating in-depth job descriptions
that clearly define the service line
administrator's relationships to the
medical director, nursing adminis­
trator, clinical directors, and the
cancer committee is one way to
help clarify lines of authority
and will delineate the service line
administrator's role in the process.

DATA COLLECTION
The service line administrator
should have a supporting infrastruc­
ture of data collection and analysis
that enables effective management
of a service line. The first of these
structures is the cancer registry. By
using the information available in
the registry, the administrator can
better understand numerous trends
in population and incidence, rang­
ing from survival to disease inci­
dence to provided treatment. For
example, data may show increased
incidence of brain cancer in a partic­
ular area of a hospital's region. For
the hospital to best respond to this
increase, it needs to know if it is
simply a coincidence or a long-term
trend resulting from factors putting
those residents at increased risk,
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such as environmental hazards.
In some cases, financial informa­

tion may also be gathered and
analyzed. This information may be
crucial in negotiating with payers
and proving quality and cost of the
service line or in program develop­
ment and marketing to specific areas
and needs.

Determining costs and collections
data is a core function of a sound
financial infrastructure. Some exam­
ples of data that should be readily
accessible for analysis include:
• outpatient diagnostic services
• chemotherapy
• radiation and surgery volumes
• costs, charges, and revenues
• quality of life indicators
• benchmarks and standards
• lengths of stay
• physician practice patterns
• costs per case and per day
• overhead and overall costs
• profits and losses as they relate
to the service line.

A working relationship must
exist between the administrator
and the financial analyst so that the
information requested is properly
relayed, transmitted, and analyzed.

A good information systems
department should be able to access
and compile data from the registry,
finance, and departmental areas and
load them into an accessible format.
Cancer program administrators
must be able to track expenses and
revenues related to the cancer pro­
gram; they must know whether can­
cer care resources arc used effective­
ly. Unfortunately there are few
systems with this total capability.

The service line leader needs to
be aware of factors and trends that
may affect the service, including
changes in the population, regulato­
ry issues affecting health care and
other industries, environmental
trends, and emerging technologies.
Keeping abreast of changes can be
accomplished through membership
in community, local, and national
organizations and by reviewing
health care as well as other industry
publications. Networking, profes­
sional organization membership,
and conference attendance are
also supportive strategies for all
administrators and professionals.

HOW TO SUCCEED
The most crucial factors for why a
program succeeds or fails depends
on the following factors:
• commitment and support from

the organization to the service line
• an informational and financial
infrastructure
• accountability, risk acceptance,
and span of control
• definition of the service line's key
components and crucial indicators
• planning and timing
• communication.

If any or all of these factors are
missing or inadequate in any way,
it becomes difficult to successfully
manage an oncology service line.

Having unwavering institutional
support for oncology enables devel­
opment of strategies and appropriate
use of resources. The service line
administrator needs to be experi­
enced, selected early in the planning
process, and involved in planning
from the outset in order to build
relationships, foster ideas, and define
parameters for success. Outcomes
analysis should be developed, with
indicators for success or failure
determined as part of the planning
process.

Finally, developing the service
line to its fullest capacity requires
time. The first year will be spent
refining and clarifying roles, rela­
tionships, and data. The second
year might still be considered an
emerging system, and the third year
should truly begin to define success
or failure. Refinements will still
occur as needed, and data should be
analyzed to answer the questions:
Has the development of the service
line been successful from a quality,
financial, and staff and patient satis­
faction viewpoint? What are the
indicators for these success factors?

No doubt, developing a service
line will be an ever-changing, evolv­
ing system with many challenges
and benefits. So, be prepared and
be flexible. III
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Four Viewpoints

Stephen Nash
is vice president
ofplannmg and
finance at H. Lee
Moffitt Cancer
Center in
Tampa, Fla.

As a free­
stand inh cancer
center, we have
always had

prod uct line management or a prod .
uct line approach to patient care to
some degree. But we have taken
a mo re serious approach to product
line management ove r the last
four years. One of our first steps
invo lved redesigning the registrat ion
pathways. We assign product lines,
using primary cancer site. to track
patients distinctly. for exam ple. as a
breast or thoracic patie nt regardless
of their attending physician.

Our cente r director has bee n
mos t support ive of product line
management , ot~crw ~se ref.erred to
as a programmatic oncnrauon at our
cance r center. He is the one who has
guided t~e organization into a pro­
gramma tle structure, encouragIng
the shift away fro m a departmental
way of th ink ing. As a result, physi­
cian program leade rs have emerged
as the more important figures in the
administration of the cancer center.

This shif t has caused some
fr ict ion among some of the medical
staff, beca use physicians are being
asked to work mo re closely with
other medical or surgical specialis ts
to address a com mon site-s pecific
malignancy. But hav ing a "closed"
staff, one that works exclusively at
our cancer center and as faculty of
our university's College of Med ­
icine, has bee n adva ntageous for
us. As a result we have a very close
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relationship with our medical staff,
and we feel com fortable investing
heavily in their pro gramm atic
efforts. T he College of Medicine
tends to be more department orient ­
ed, bu t when physicians enter our
cancer center, thei r departm ental
affiliatio n is often sccon darv to
their programmatic assignmen ts.

Developin g a product line or
programma tic approach invo lves
a significan t invest ment. But we
believe that the value of a prod uct
line orientation is muc h more
important to the manageme nt of
patient care-truly a multidiscipli­
nary approach to d iagnosis and
trea tmen t of the d isease.

Luel Gunderson
is oncology
program
coordinator
at St. Mary 's
Medical Center
in D uluth , Minn.

In Dul uth
t?ree organi~a­

nons are trymg
to form a cancer

cente r-rvfille r Dwan Medical
Ce nte r, T he Du luth Clinic, and St.
Mary's Medical Ce nter, which are
located withi n a th ree-block radius
of each ot her and connected by sky­
ways. Miller D wan offers the only
radiation therapy in the region, th e
Dul ut h C linic provides outpatient
chemotherapy, and St. Mary's hous ­
es the inpat ient un it and anci llary
serv ices. We have one common can­
cer coordinating com mitt ee tha t
represents all disciplines fro m the
three or ganizat ions . We coo perate
to offe r multidisciplinary care. At
this point ou r affiliation with on e
anot her is informal, bu r we are

working toward a mo re forma l
arrangement, which has been
end orsed by leadership in all
three o rgan izations.

Th e oncology program
coordi nator position was created
in 1992 to coord inate and advoca te
for th e inpat ient o nco logy produ ct
line. I coordinate and integrate
oncology services among the vari­
ous departments such as nursing,
outpatient, and pharmacy and
report to the vice president of
nursing. I wo rk closely with
the medica l oncologists in orde r
to achieve a high deg ree of
collaboratio n among clinical sta ff.

In my pos itio n I am really a
pro gram planner. The job can be
frust rat ing because I do no t always
have authority ove r cert ain cha nges
in the depa rtmen ts. My posi tion,
ho wever, do cs allow me to look at
the prod uct line objectively and
more creatively, such as planning
prevention services. I can expand
other people's thinking withou t
coming fro m a budget- o r depa rt­
ment -focused orientation. I am able
to bring departm ents together with
less bias. More often than not,
departments tend to view me as
pat ient focused. Unfo rtunately, we
lack a good cost accou nting system.
If we are going to prepare for man­
aged care, we need to share informa­
tion, and we need a more formal
way to share cos ts and expenses.

All three organizat io ns have
un ique cultu res, the ir o wn set of
procedures, and thus different ways
of operat ing. We need to establish
more co mmonality, because we
share pat ients. None of the organi­
zatio ns can stand alone in rendering
co mprehensive cancer care.

continued on page l 6
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Janet Dee.
is ad ministratiue
leader at Brook ­
'i.:ooJ ,Hed;cal
Center in
Binningham,
A{".

At Brook­
wood we have
redesigned our
whole organiza­

tional structu re so that our prod ucts
and services arc coordinated and
managed as separate business ent i­
ties. We crea ted st ratq;ic business
units. with each unit operating as 3.

d istinct business within the larger
hospital. We based our decision
upon extensive research that exam­
ined his torical data, market share.
growth size. product profi tability,
and life cycle. \\ 'c did a strategic
plan and look ed at our strengths,
weaknesses, and opportunities, and
con cluded that strategic business
units were best for our hosp ital.

O ne significant change for us is
that we became a verv decentralized,
matrix organization. \'.;'e always hold
a very traditional centralized nursing
depanmem. With this new struc­
ture. the respo nsibility for nursing
went to each indi vidual st rategic
bu siness un it. Decent ralization of
ou r nursing services was our tough­
est obstacle because it was our most
rad ical change.

Although it was a big change. it
wasn't a bad one. Decent ralizatio n
has given more accoumabilirv to
staff at all levels of the organization.
For example. my operations leader
fo r the oncology u nit (formerly the
nursing manager) also is responsible
for our centralized tr ansportation
depar tment. People were encour­
aged to take on new responsibilities.
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O ur nursing group still makes a
point to mee t regularly and use each
ot her as reso urces. This close com­
municat ion has grea tly dec reased
any fragmentation th.lt might occur
because of the decentralization.

\Ve found that it was extremelv
important to communicate with .
everyone as much as possible. Ou r
CEO held open meetings for all
inte rested staff. It was especially
important to reach out to the physi­
cians. because our nurses and staff
turned to the m for answers. If we
could get the physicians on boa rd.
the)' could help us share inforrru­
tion with stJ.ff.

Peter Dle stel
is vice president
ofadministration
at The Valley
H ospital in
Ridgeu-ood, ,VI

For the past
year we have
been loo king to
develop J. more
comprehensive.

better coordinated oncology pro­
gram in order to fu rther improve
th e level of care provided to ou r
patients. In the past, oncology
services have bee n somewhat frag­
mented with diffe rent co mponents
scattered throughout the hospital.
Give n th is arrangemen t, it was
difficult. if not impossible. for our
patients to identify with the hospiral
3.S having 3. true oncology center.
\\;'hile we do not han: the luxurv
of creating a freestanding oncology
center. we are now trying to consol­
ida te some of our services th rou gh
an outpatient oncology cen ter based
in our radia tion therapy departm ent .
T his will hopefully establish atleast

a main point of contact for our
oncology patients.

In addition. we are co nsidering
the expansion of our oncology
services to include a hospital -based
comprehensive breast care program
and stem cell and cancer risk assess ­
ment progn.ms as well OlS other
sen'ices. Physician support and
buv-in will become critical success
fac'tors in building these programs.
Our physicians have been fairly
independent in the past .1Od perhaps
not ove rly concerned with the
Iragmcncricn of services. but they
are beginning to come together in
much more of 01 ream approach
to the delivery of cancer cue.
Although there arc some political
issues th at must be addressed.
ewryone is at least willi ng to sit
around the table and discuss how
to improve our services and develop
J. true oncology cente r. Fo rtunately,
we also have an extremely commit­
ted. multidiscipli nary cancer com­
mince th.lt is ff~used on achieving
this goal.

The hospital also enjoys .1

strong wo rking relatio nship among
administ ration, medical stOlf(. and
the boa rd of trustees, which is
du e largely to the leadership of
our CEO. I Ic co ntin ues to he a
principal advocat e fo r the further
development of o nco logy serv ices.
Through this strong working rela­
tionship and initial successes with
other initiatives such as patient­
focused care and patient care path ­
wavs, I am confident thar we can
achie\'e our goal of developing a
comprehensive, well coordi nated
com munity cancer cente r. \fI
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