
 

 

In Best Practices...  Cardinal Orthopaedic Institute uses referrer data to build market share 

Increasing referrals may not be easy, but it is simple: all 
that’s needed are a reliable measurement of service 
strengths and limitations... physicians who recognize the 
importance of referrer satisfaction…and an action plan 
that involves every member of the practice in a concerted 
effort to make improvements. 

 

Ask Stephanie Rauschenbach, PR & Marketing Director at 
Cardinal Orthopaedic Institute, growing dramatically in 
the highly competitive Columbus (OH) marketplace.  “I 
had joined the practice in 2009, and needed a base line 
for developing a practice-building plan aimed at our re-
ferral base. 

 

“Our initial survey showed we were losing market share,” 
she adds. “12.8% of responding physicians said they 
were sending fewer patients, and no wonder – our mean 
score for ‘overall satisfaction’ was 4.18 against a data-
base mean of 4.27.  The objective was clear, and all we 
needed was a game plan.” 

 

The Cardinal Orthopaedic team must have been awfully 
good planners; in less than 24 months, “overall satisfac-
tion” among referral sources had jumped to 4.50, and the 
percentage of primary care doctors who were sending 

their patients elsewhere had dropped to 2.8%.  

 

“Lots of plans start with high hopes but end in disap-
pointment,” says Dale Ingram, Chief Executive Officer.  
“What distinguished our approach was the up-front sup-
port of our doctors.  They’re progressive thinkers and 
open to change.  They recognized the significance of the 
data and, despite the fact that we were growing – adding 
six new doctors, opening two new offices, and imple-
menting an electronic record system – they took the lead 
in pushing for a cohesive action plan and insisted on 
practice-wide support.” 

 

Describing how his physicians cooperated with the action 
plan, Dale points specifically to the increase in referrer satis-
faction with access for their patients (scores for “timely ap-
pointments” were 3.81 two years ago, and 4.49 in 2011).  
“We formalized the scheduling function, and met with each 
doctor to dovetail scheduling preferences with ‘customer’ 
desires.  We paid in-person calls on key primary care practic-
es, and asked them how we could do things better.  We elim-
inated barriers to efficient scheduling, and added a fax refer-
ral process that shortened time intervals while opening slots 
for urgent visits – in fact, our thinking is that if a patient says 
it’s urgent, that’s how we treat their request.” 

 

We asked Stephanie how the leadership team was able to 
build an action plan on a sample size of 41 referring doctors.  
“Easy,” she answers. “Unlike patient surveys, where sample 

sizes are scrutinized for statistical reliability, error tolerances, 
etc., a survey of referral sources takes every response into 
account – if even one doctor is having trouble with our on-
line request forms, that one response is enough for us to 
treat the doctor’s input as an issue to be addressed and im-
proved.” 

 

In the 2011 survey, nearly four of five respondents said that 
they didn’t know about the “Back School” seminar offered at 
Cardinal Orthopaedic.  “Again, no problem,” Stephanie offers, 
“because asking that kind of question is really an educational 
strategy – merely checking the answer means that the doctor 
now knows we do have a ‘Back School,” and that’s what 
we’re trying to accomplish.” 

 

Cardinal Orthopaedic leaders know that people who know 
that stakes are high will respond to reliable data that points 
to specific improvement opportunities.  “It’s a team effort,” 
Dale adds. “Every member of our practice knows that cus-
tomer service is as important to our future as the excellence 
of our medical care, and that’s what drives our priorities.”       

— Kevin Sullivan, SullivanLuallin 
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