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HEALTHCARE 

ORGANIZATIONS, 
ABOUT 770 OF 

WHICH WERE U.S.-
BASED HOSPITALS.“

Patient experience gains 
a foothold
With a definition comes resources

There was a time, very recently, 
when Jason Wolf, PhD, the 
president of the Beryl Institute 

in Washington, DC, could talk 
about patient experience and people 
would think he was 
referring to the 
food you get in 
hospitals or whether 
the parking was 
easy. The amenities 
and the physical 
environment of a 
hospital are, indeed, 
part of the patient 
experience. But, it is 
so much more, and 
now he sees more 
people with a good 
grasp of that, particularly within the 
healthcare industry, he says.

His sentiments mirror the 
institute’s patient experience 
leadership survey findings. The 
survey involved more than 1,500 

healthcare organizations, about 770 
of which were U.S.-based hospitals. 
It took place during February and 
March 2015, and the full results 
will be released later this summer. 

In an interview with 
Hospital Peer Review, 
Wolf talked about 
some of the findings 
in advance of the 
report’s publication.

First, he says he 
was gratified to see 
more hospitals are 
doing away with 
the committee 
structure (down 
12 points from the 

previous survey to 
14% of respondents) to handle issues 
of patient experience and putting 
an executive in charge of it instead 
(up to 42% in the current survey, 
from 22% in the previous iteration). 
“That’s pretty significant, along with 
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the increasing size of the staff they 
are committing to this area,” Wolf 
says. Wolf shared data illustrating 
that full-time staff committed 
to working in patient experience 
is three to five for 19% of U.S. 
hospital respondents, and five or 
more for another 33% — 8% and 
9% jumps, respectively, since the 
2013 survey. “I think people are 
finally heeding the message that 
if this is important, we have to 
commit resources to it.”

A bit more than a third of 
the patient experience executives 
surveyed say they spend all 
their time in that role, he notes. 
“Thirty-eight percent of the 63% 
who have someone specific in 
this role — that’s a big deal for 
something that is a relatively new 
idea to the industry.” Another 78% 
of the group spend half or more 
of their time working on patient 
experience activities.

The data show the hospital-
based respondents, both domestic 
and foreign, value patient 
experience second only to patient 
safety and quality of care when 
listing top priorities, even above 
cost management. About half the 
hospitals have some sort of formal 
definition in place for patient 
experience, and 87% report they 
have enacted a patient experience 
framework. Neither of the numbers 
for those two elements jumped 
more than a couple of percentage 
points since the last time the 
survey was done two years ago. The 
two years before, the jump was 
around 20 percentage points.

“The data are interesting,” he 
says. “These are indirect indicators 
when we ask, ‘Do you have a 
definition or a structure?’ I think 
we can see that people are getting 
involved in the discussion. If 87% 
have a structure and 43% have a 

definition, then we know people 
are getting involved and talking 
about this. But there are still a 
bunch of people who don’t know 
what to do — the 36% difference 
between the two, you could guess.”

Some of the conversation still 
revolves around patient satisfaction 
surveys, which are the primary 
way patient voices are heard, 
according to the Beryl survey. Data 
around how U.S. hospitals engage 
patient voices broke down like 
this (previous survey percentage in 
brackets):

• 91% get information from 
government mandated surveys like 
HCAHPS [86%],

• 78% get information from 
other surveys [80%],

• 71% get information from 
post-discharge phone calls [70%],

• 55% use patient or family 
advisory committees [32%],

• 49% use bedside surveys 
or other ways of gathering 
information prior to discharge 
[42%],

• 45% monitor social media 
[N/A],

• 41% look at outside rankings 
like Leapfrog Group or U.S. News 
& World Report [N/A], and

• 37% use patient and family 
focus groups [29%].

“I think the biggest thing 
we need to work on in patient 
experience is the delineation 
between these things — the idea 
that certain things are part of 
patient experience and certain 
things are not. Everything is 
the patient experience,” he says. 
“If the safety of the patient and 
the quality of the encounter are 
interrelated, then they have to be 
equally important.”

There are plenty of data 
showing the biggest impact 
on patients having a positive 
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experience is the quality of care 
and positive clinical outcomes, 
Wolf notes. “It’s not just about 
food, or parking, or the physical 
environment of the hospital that 
we commonly think of as patient 
satisfaction. Those are amenities. 
We do our quality improvement 
activities, but if we don’t improve 
our people and our interactions, 
too, then it doesn’t matter. You 
won’t have long-lasting results. You 
have to put the patient at the center 
of everything you do, of every 
project.”

A lot comes down to having 
visionary leadership and a culture 
that understands how healthcare 
has shifted from the business 
of healthcare to the patient’s 
experience, he says. Survey findings 
support this, with respondents 
saying the biggest push toward 
great patient experience is good 
leadership and the biggest hurdle is 
being pulled in too many directions 
at once.

“If you think of experience 
as somehow segmented from 
good clinical outcomes, you will 
probably fail,” Wolf says. “But if 
you provide good experience, you 
will get good outcomes.”

There is no excuse for not 
engaging in advanced patient 
experience activities, he says. In the 
survey, demographic data showed 
small hospitals, rural facilities, and 
academic powerhouses alike all 
having representatives with strong 
patient experience leadership — 
and among those facilities that 
were lagging behind. “I think, 
though, that most hospitals by now 
understand that this is important.”

The problem for many, he says, 
is that they view it as another task 
on the to-do list: Make the patient 
experience an important thing in 
the hospital. “If you do that, you 

set yourself up to fail,” he says. 
“ICD-10, Meaningful Use, EHRs 
— these are tools and initiatives 
that can benefit you and your 
patients. But, if you can’t create a 
good encounter, those tools don’t 
matter. Patient experience underlies 
everything. If your people and 
processes are not focused on the 
patient, you will not succeed. This 
is the shift in the way healthcare is 
operating now. The way the person 
gets the IV needs to be safe, clean, 
and friendly every time. Then the 
other things follow. That’s not just 
Lean or quality care. That’s what 
patient experience is.”

Just under 75% of survey takers 
from U.S. hospitals say additional 
focus on patient experience comes 
improved patient outcomes. You 
also get improved patient loyalty, 
community reputation, and 
financial outcomes, but those are 
far down the list: 52%, 43%, and 
24%, respectively.

Wolf thinks explaining the 
importance of patient experience 
in those terms will help get those 
who are not yet on the wagon to 
make that final leap. If they don’t, 
they will find they are likely to 
lose money, particularly in an era 
when value is part of the payment 
equation, and value includes 
patient experience: By 2018, half 
of all fee-for-service payments for 

Medicare patients will be on the 
line.

“Its easier to focus on those 
other things — those tangible 
things like coding and computers,” 
he says. “But, remember that 
everyone in the organization is part 
of the patient experience whether 
they touch the patient or not. Every 
role is critical to quality and safety. 
I was talking to risk managers 
about this in June and they 
often come to a discussion after 
something bad has happened. But 
what if they started thinking about 
it in advance? What if they started 
thinking about the experience the 
patient has from when they walk 
into the hospital? How could that 
help reduce risk in the future?”

Staff training in patient 
experience can help get everyone 
thinking through the patients’ 
eyes, and about 60% of the U.S. 
hospital respondents think increased 
resources should — and might — go 
to this area, the survey data note.

If you focus on the end user, 
not the end of the experience, you 
are more likely to ensure a quality 
encounter and a better outcome. “As 
quality managers, your challenge is 
to change the way you do your job so 
that you understand that patients are 
having an experience, and consider 
that in everything you do. We 
have checklists and core measures, 
and a framework that obviates the 
knowledge that there is a person 
involved. The same things need to 
get done every day. But pivot a little, 
and think with the patient in mind. 
At the end of the day, that slight shift 
will have you at a different endpoint, 
a better one.”

For more information on this 
topic, contact Jason Wolf, PhD, 
President, The Beryl Institute, 
Washington, DC. Email: Jason.
wolf@theberylinstitute.org.  n

“ITS EASIER TO 
FOCUS ON THOSE 
OTHER THINGS — 
THOSE TANGIBLE 

THINGS LIKE 
CODING AND 
COMPUTERS.“
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Wisconsin Division. Peiffer helped 
develop the survey questions.

The responses were unsurprising, 
she says, although they were 
“gratifying” because some of the 
numbers were higher than she 
might have expected. “If there are 
others who have a different focus, 
it’s good to be able to show them 
how many of us understand the 
link between these things.” (For a 
complete run-down of findings, see 
story on page 77.)

Peiffer says that one thing some 
may find surprising is how so 
many respondents valued patient 
experience equal to financial 
performance measures: 71% of them 
answered the survey in this manner. 
She herself was not surprised by 
that finding, and many who work in 
quality departments may not, either. 
For Peiffer, it is another way of 
saying that without positive patient 
experience, you aren’t going to have 
a positive financial outcome.

Another take-home message she 
would like to emphasize is this: 

“ANOTHER TAKE-
HOME MESSAGE 
SHE WOULD LIKE 
TO EMPHASIZE 

IS THIS: PATIENT 
EXPERIENCE 
IS NOT JUST 

PATIENT 
SATISFACTION.”

ASQ health survey highlights communication, 
patient experience
Service quality equals financial performance for many

The link between quality, 
the patient experience, and 

satisfaction received more data 
support in April with the release of 
the American Society of Quality’s 
(ASQ) healthcare survey report. Of 
the 250+ healthcare industry quality 
professionals, the overwhelming 
majority said that better 
communication would not only 
help improve patient experience, 
but lower costs of healthcare as well.

More than 80% agreed with the 
notion that good communication 
between patients and providers was 
key to positive experience and lower 
costs. Other items had the same 
result, according to respondents 
who were strong leaders prioritizing 
a patient-centered philosophy 
among staff and promote an 
organized system where patients 
know what to expect and when 
(67%); viewing patient experience 
and service delivery as equal 
priority to financial and clinical 
performance measures (60%); and 
ease of access to treatment across 
the entire continuum of care (via 
accountable care organizations, etc.) 
— 52%.

Results

“I think having more proof 
that there is a link between patient 
engagement and quality and cost is 
important,” says Susan Peiffer, MT 
(ASCP), MS-MT, MHA, CSSBB, 
chair-elect of ASQ’s Healthcare 
Division and the performance 
improvement specialist at Hospital 
Sisters Health System Western 

Patient experience is not just patient 
satisfaction. “I think that quality 
people get this, but it’s still a lesson 
we have to teach. Focus groups and 
surveys are not going to get you to a 
place of positive patient experience. 
It takes more than that.”

Handoffs are a problem still 
needing a resolution, and getting 
them right — both within the 
hospital and throughout the 
continuum of care — is vital to 
positive patient experience and good 
clinical outcomes, Peiffer says.

“I don’t know if people 
are thinking about leadership 
development and colleague 
engagement as ways to improve 
safety,” she says, “but I think 
they should. If we had leadership 
development systems that were like 
Lean systems, where everyone had 
the information they needed, where 
they needed it, when they needed 
it, fragmented uncoordinated care 
would decrease.”

Senior leaders have to support 
quality initiatives as much as 
financial ones, and provide the 
resources — time, money and staff 
— required to create positive patient 
engagement, Peiffer says. “It takes 
time to save time, takes resources 
to save them. If we are to make 
improvements, we need the support 
to do that.”

For more information on this topic, 
contact Susan Peiffer, MT (ASCP), 
MS-MT, MHA, CSSBB, Performance 
Improvement Specialist, Hospital 
Sisters Health System, Western 
Wisconsin Division, Eau Claire, WI. 
Telephone: (715) 717-6032.  n
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ASQ healthcare costs and quality survey findings

The American Society of Quality 
(ASQ) survey of healthcare 

quality professionals included 
findings in a variety of areas. Among 
those of most interest to hospital-
based quality professionals: 

Top priorities of quality 
professionals in healthcare 
(% respondents):

• Improved communications 
between patients and 
caregivers (83%).

•  Strong leaders who prioritize a 
patient-centered philosophy among 
all staff and promote an organized 
system where patients know what 
to expect and when (81%).

•  Experienced, socially skilled 
and engaged staff (including 
administration, physicians, 
and support staff) (77%).

•  Viewing improvement in 
quality of patient experience and 
service delivery as being of equal 
priority to financial and clinical 
performance measures (71%).

•  Staff workflow that allows for 
frequent face-to-face engagement 
with patients (61%).

•  Ease of access to treatment 
across the entire continuum 
of care, via accountable care 
organizations, etc. (56%).

•  Interactive technology that 
enables patients to become more 
involved in their own level of care. 
Examples are smartphones, text 
messaging, social networking, 

Web portals, and email (36%).
•  Non-traditional care delivery 

and amenities: concierge care, on-
demand services, healing gardens, 
aesthetic services, etc. (21%).

Hurdles to achieving patient 
satisfaction (% rating very 
difficult to overcome):

•  Payment and regulatory 
systems that are documentation-
heavy, taking care team away 
from the patient (47%).

•  Fragmented, uncoordinated 
patient care (e.g. multiple hand-
offs, communication barriers, lack 
of nationally integrated healthcare 
information system) (46%).

•  Governance and senior leadership 
that does not set the example for or 
support staff engagement (45%).

•  Current reimbursement models 
which drive increased patient 
volumes and result in insufficient 
time spent with patients (42%).

•  An organizational culture that 
does not allow staff to be engaged 
or to be problem-solvers who are 
empowered to take action to improve 
the customer experience (43%).

•  Struggles with establishing 
and sustaining quality and 
safety initiatives (25%).

•  Insufficient quality training 
offered by healthcare providers (29%).

Most likely to improve 
patient experience (% 
choosing option noted):

•  Employee engagement 
programs that demonstrate that 
staff input is valued (60%).

•  Leadership development 
that focuses on seeing operations 
from the frontlines (60%).

•  Lean management systems 
at all levels of the organization 
such as strategy deployment 
and cross-functional and daily 
management (52%).

•  Creating “voice of the patient” 
advisory councils to ensure the 
organization doesn’t lose sight 
of patient interests (46%).

•  Using measurement tools such as 
patient satisfaction surveys (41%).

•  Implement mandatory process 
improvement education and training 
structure to sustain the mission 
(ISO, Lean, Six Sigma) (40%).

•  Require all healthcare 
organizations apply the Health 
Care Criteria for Performance 
Excellence using the Baldrige 
Excellence Framework (26%).

For more information on this 
topic, contact Susan Peiffer, MT 
(ASCP), MS-MT, MHA, CSSBB, 
Performance Improvement Specialist, 
Hospital Sisters Health System, Western 
Wisconsin Division, Eau Claire, WI. 
Telephone: (715) 717-6032.  n

Stop the racket
Coalition bands together to reduce OR distractions

A coalition of organizations 
involved in surgery is worried 

about how new technologies 

increase the noise and distraction 
levels in the operating room and 
otherwise affect patient safety and 

privacy. So they created a chart 
they hope will help people stop and 
think before bringing a device into 
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the theater.
“This has been an issue for 

the entire 38 years I’ve been 
practicing,” says Tom McKibban, 
CRNA, MS, Council on Surgical 
and Perioperative Safety (CSPS) 
chair of the American Association 
of Nurse Anesthetists (AANA) 
and a practicing nurse anesthetist 
at Mid-America Anesthesia 
Professionals, LLC, in El Dorado, 
KS. The AANA is one of the 
organizations in CSPS, which 
created the chart. “It has just gotten 
worse with the era of smartphones.”

Prior to the Digital Age, every 
new technology added beeps 
and alarms, he says. As stereos 
became portable, music entered 
the operating theater, and some 
surgeons like it loud. “But if I can’t 
hear my monitors, then there is a 
potential safety issue,” he says.

Smartphones, however, 
introduce the issue of privacy — 
they all come with cameras now 
— as well as infection. You can 
see a story on the local news just 
about every year on the cess pit of 
germs that is a cellphone. Is that 
something you want a surgeon 
touching, even if it is to look up 
something in the medical literature? 
asks McKibban.

The group recommends a 
multidisciplinary approach 
to creating a safe surgical 
environment, noting that too much 
noise can impede on the work that 
any one of the team members needs 
to do — like the surgeon’s music 
preferences hampering McKibban’s 
work.

Cellphones brought into the 
theater can be another source of 
distraction and noise, even if they 
were brought in with positive 
intentions. If they are brought in as 
a tool to use for looking up medical 
information, are they set on vibrate 

in case they ring during surgery? 
McKibban wonders. Do the ring 
tones mimic the sound of any of 
the monitors or alarms? Have they 
been recently cleaned?

He says there is no reason to 
have a cellphone or tablet in the 
theater. Any information you 
need can be relayed via a surgical 
technician.

There are not any hard data on 
whether these modern-day tools 
have led to any negative outcomes 
or patient harm. McKibban says 
it is not something that anyone 
has paid much attention to until 
recently. But, he would be shocked 
if it had not already had an impact 
somewhere, at some time. If not, 
then now is an ideal time to work 
preemptively before anything bad 
does happen, he says.

A little quieter operating room 
would not be a bad side effect, 
either, he notes: “There was a study 
last year in one of the surgical 
journals that showed that a typical 
surgical suite has a noise level of 
131 decibels,” he adds. “Pain occurs 
at 140 decibels. Why not try to 
bring it down a little?”

The chart developed by the 
consortium is a series of concentric 
circles. The central circle includes 
a statement requiring a team 
approach. The first ring is divided 
into three sections: Cellular Devices 
in the Operating Room, Noises 
and Distractions, and Infection 
Control. Outside each section are 
supporting statements, such as 
how a cellphone can compromise 
the sterility of the operating room, 
or that the zone of silence may be 
disturbed by unnecessary noise.

The outer ring goes into more 
detail. For example, the section 
aligned with cellphones mentions 
how an “undisciplined” use of 
cellphones can compromise patient 

privacy, government regulations, 
or hospital rules. CSPS encourages 
hospitals to download a copy 
— or multiples — of the chart 
from the website at http://www.
cspsteam.org/NoiseandDistraction/
ElectronicDistractionLogo.pdf. 
CSPS suggests laminating it, 
especially if you post the chart in 
the OR.

While CSPS’s chart is a 
template, McKibban says every 
hospital will have to create policy 
based on its particular needs and 
environment. He works in one 
facility with a single OR, where 
everyone knows each other from 
town. Another has four ORs, and 
in Wichita, there’s a hospital with 
36.

How the staff in each of those 
facilities interacts, how they do 
things, will inform how you create 
a policy around cellphones and 
tablets in the OR. “Sit down with 
the players — everyone who works 
in the theater — and talk to them 
about the noise and distraction issues 
you have in your hospital. Then 
work on ways to reduce them.”

The CSPS membership includes 
the American Association of 
Nurse Anesthetists (AANA), 
American Association of Surgical 
Physician Assistants (AASPA), 
American College of Surgeons 
(ACS), American Society of 
Anesthesiologists (ASA), American 
Society of PeriAnesthesia 
Nurses (ASPAN), Association of 
periOperative Registered Nurses 
(AORN) and Association of Surgical 
Technologists (AST).

For more information on this 
topic, contact Tom McKibban, 
CRNA, MS, CSPS Chair, American 
Association of Nurse Anesthetists 
(AANA), Mid-America Anesthesia 
Professionals, LLC, El Dorado, KS. 
Telephone: (316) 321-8772.  n
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Stermer explains that the plan 
was created by physicians, nurses, 
physical therapists, and other 
stakeholders to ensure safety, and 
all the nurses on the pilot unit 
were required to undergo specific 
training. The nurses even tested the 
pedometers’ step count accuracy, 
and found the pedometers were 
accurate within a 10% range.

Patients who volunteered wore the 
pedometers around their upper legs 

and logged their steps with the help 
of staff as needed. Stermer mentioned 
that medalworthy patients took pride 
in their accomplishments, often 
goading each other on to do another 
lap, or informing other patients 
about the program if they were asked 
about the medals. There was an air 
of competition about the place.

The project began in the spring 
of 2013, and launched again in the 
winter of 2014 when the Olympics 
began. The coincidence of the 
medal ceremonies on television 
gave the project team a chance to 
sell more patients on the idea of 
winning medals for themselves.

All the patients went home with 
their pedometers — and medals.

But the best part of the program 

“ALL THE 
PATIENTS 

WENT HOME 
WITH THEIR 

PEDOMETERS — 
AND MEDALS.”

Incentivize patients and they will walk
Program gets patients counting steps, competing for medals

There is ample evidence that 
early walking can help surgical 

patients avoid complications like 
ileus, deep vein thrombosis (DVT) 
and pneumonia. Hospital Peer Review 
covered efforts after colorectal surgery 
in the April 2015 issue, and DVT 
a year ago. So it is not a surprise 
that York Hospital in York, PA, 
decided to take a look at walking to 
reduce some of the post-operative 
complications that its patients were 
experiencing. But the team, led 
by clinical nurse specialist Cindy 
Stermer, MS, RN-BC, ACNS-BC, 
took the idea of encouraging walking 
a step further with its program and 
added incentives for patients.

“We knew that patients wanted 
to be home as soon as possible, 
and a complication like ileus can 
lead to extra days, even weeks, 
in hospital stays, adding to costs 
and reducing patient satisfaction 
scores,” Stermer explains.

Surgical patients who volunteered 
to participate in the program were 
provided with a pedometer and given 
a set of walking goals dependent 
on age and health status that could 
bring them either bronze, silver, or 
gold medals. For example, the gold 
medal range was from 1,050 steps 
for someone over 65 with limitations 
to 2,250 steps for someone 18-65 
years old without any limitations. 
The silver and bronze medals were 
awarded to members of the same 
groupings for 700 to 1,850, and 
350 to 1,350 steps, respectively. 
Participants walked within six 
hours of admission on the operative 
day, or by noon on the first post-
operative day, depending on the 
time of arrival and operation.

was the outcomes: DVT events 
declined from 7.69% to zero, 
and pneumonia rates dropped 
from 15.38% to 12.5%. Patient 
satisfaction scores improved in 
the nursing communications 
area. There was no change in 
length of stay, which remained 
at about four days per patient.

The program is not so prominent 
these days — not as much 
documentation, Stermer says. Yet 
the medal ceremonies continue, as 
do the pedometer gifts to patients. 
It remains a single-unit initiative, 
but a sister unit on the floor where 
it has run since 2013 is considering 
incorporating competition into their 
urge to get patients up and around 
post-surgery. They have a bariatric 
patient base and early walking 
is a good thing for them, too.

“We need to have a 
revitalization,” she says, noting 
that the Olympics are a ways off. 
Perhaps some other big athletic 
competition will spur a new push.

She thinks this is a good, easy 
idea that other hospitals can adopt. 
Figuring out whether it is working 
on a data level can be difficult, 
though, if you are not seriously 
limiting your patient base to elective 
surgeries. “It is labor intensive to do 
a lot of documentation — it can be 
overwhelming. And if the patient 
comes in through the ED, then 
how do you count steps they did?”

She advises: Be sure to capture 
the time when the patient arrives 
so you can ensure the initial walk 
occurs on time. While the patients 
had space in the electronic record 
to report steps taken, the reporting 
process is not necessary to make 
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the program work. They no longer 
use it. But if you are trying to do 
a quality project, Stermer says 
adding a space somewhere in your 
EHR can be helpful for keeping 
track of total steps in the day.

She also says that while patient 
understanding of the program 
always seemed crystal clear, other 
people on staff did not always know 
what was going on. Starting over, 
she would make sure that everyone 
knew what was going on, including 
technicians, nursing assistants, 
and other paraprofessionals who 
might come into contact with 

the patient. Anyone can be a 
cheerleader, and all of those 
people need to understand the 
importance of documenting steps 
in such a program. “If it is not 
documented, it did not happen, 
and then you can’t give the patient 
the recognition they deserve.”

She’s looking for a way to have 
patients do more of the work, 
perhaps have them do more of the 
tracking online, or on paper, and 
remove the aspect where a staff 
member has to be around to put the 
number of steps into a log or EHR.

The addition of incentives really 

did make a difference, Stermer says. 
It might be hard to quantify the 
program, but just from the patients’ 
chatter, she is sure it got more 
people involved, at an increasing 
rate. That is the real win, she says: 
for such an outcome to continue. 
Hopefully, they bring that sense 
of accomplishment back home 
with them and their pedometers.

For more information on this 
topic, contact Cindy Stermer, MS, 
RN-BC, ACNS-BC, Clinical Nurse 
Specialist, Nursing Affairs, York 
Hospital, Wellspan Health, York, PA. 
Telephone: (717) 851-6150.  n

Hospital Compare starts with stars
Only 251 get all five

The first group of star ratings are 
out for Hospital Compare, the 

Centers for Medicare & Medicaid 
Services’ (CMS’) hospital rating 
system. These ratings are related to 
patient satisfaction scores. What’s 
newsworthy is that just 251 of the 
more than 5,000 hospitals in the 
country achieved five-star ratings — 
and about half of those hospitals are 
specialty facilities like orthopedic 
or heart hospitals, not the general 
facilities that most people will use.

What does that mean? Should 
a hospital be concerned if it is only 
getting two or three stars? And does 
a five-star rating have meaning in a 
world where one hospital ranking 
system can give you that, but the 
next — Leapfrog Group or U.S. 
News & World Report — can have 
you just average or less? The ratings 
are meant for consumers, but should 
the hospitals themselves pay any 
attention to them?

“At a high level I would say that it 
is certainly meaningful to be five stars 
versus one star, but perhaps not five 

versus three,” says Donald Kennerly, 
MD, PhD, principal consultant for 
Kennerly Healthcare Solutions in 
Dallas. “There is a certain amount of 
gaming going on now by hospitals 
related to their coding of inpatient 
encounters, which is leading CMS to 
rethink how they evolve their rating 
system for use in the future,” he says.

In the interim, the first reason 
to care is that there will be 
reimbursement penalties for hospitals 
that are in the lowest quartile of some 
of the measures included on Hospital 
Compare, he says. “These are non-
trivial amounts of money.”

He has several caveats, even 
given the money on the table. First, 
Kennerly says that some of the 
hospitals are bound to have sicker 
populations — such as academic 
medical centers or inner-city 
hospitals — and they may have worse 
scores based on the quality of their 
care.

Jim Bialick, president of the 
Patient Safety Movement Foundation 
in Lake Forest, CA, notes that often 

patients only fill out surveys if they 
have a bad experience, and often that 
coincides with bad outcomes.

Given those realities, it’s possible 
that those large hospitals with sicker 
patients may have skewed results 
that Kennerly says is due “in part to 
the nature of their patients, not the 
quality of their care.”

Another thing to think about 
when considering your facility’s status 
among the rankings — on Hospital 
Compare or any other list — is that 
patients are much more likely to 
use the recommendations of their 
physicians about hospitals than those 
of any reported ranking for elective 
care, and with emergent care, “they 
don’t look at the star ranking; they go 
to the emergency department that is 
close to where they are.”

The differences between hospitals, 
too, may be fairly small, Kennerly 
says. Bialick agrees, noting that 
understanding the methodology 
behind the ranking is as important 
as the ranking itself. “It is important 
to understand why a hospital gets a 
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star in the first place: It is because 
that hospital has performed above 
a national or regionally adjusted 
average. But you do not get more 
of a star for being way better than 
the average. This means that if the 
national average is 50%, hospitals 
that score a 51% get the same star as 
a hospital that scored a 99%.” Unless 
you dig down and figure the exact 
scores through information at data.
gov, Bialick says, you might not be 
able to see how you compare to the 
hospital across town.

Kennerly says that there may 
be very few points separating a 
high performer from an average 
performer. It’s like a teacher grading 
on a curve: An entire class may score 
between 90 and 100%, but someone 
is going to get a failing grade, and 
the students getting A’s and B’s may 
be just a few percentage points away 
from someone getting a C or D.

Then there are those hospitals 
that are not driven to achieve 
excellence, but do worry about 
whether they will lose money if they 
are close to some low-performing 
boundary, says Kennerly. When these 
differences get very small, CMS 
may retire the metric since it doesn’t 
differentiate well.

Lastly, Kennerly says many 
hospitals aren’t overly motivated by 
goals to achieve “excellence” per se, 

but do worry about whether their 
CMS-derived revenues might be 
reduced if they are close to the low-
performing boundary.

Bialick says that the ranking 
systems in place right now “have 
a tremendous opportunity to 
incorporate more safety data and, 
in turn, motivate hospitals to 
make safety their top priority and 
empower patients to make their 
decisions on facts rather than 
opinion.”

That said, these star ratings are 
a “relative unit of measure,” Bialick 
says. “Some of the scores are based 
on patient satisfaction surveys, 
others on voluntary responses from 
hospitals themselves. The reality is 
that patients are more likely to fill 
out a satisfaction survey when they 
have had a negative experience, 
and if a hospital does not fill out a 
survey they get an automatic F. For 
patients, this may not offer a lot of 
clarity or value.”

Given that there are various 
models for rankings, and they all 
have different metrics they use, 
Bialick thinks the star system is 
important because it resonates more 
with people. “I see promise with 
the star rating system in Medicare 
advantage [Part C] because the 
methodology can be expanded or 
fine-tuned over time.”

For example, he would like to see 
questions added to the survey such 
as:

• Does the hospital have 
evidence-based prevention strategies 
in place for the leading causes of 
preventable medical errors?

• Does the hospital have an 
interoperable EHR system?

• Does the hospital offer 
telemedicine services?

Right now, stars are what 
consumers are going to use, so 
Bialick says for that reason, they 
matter. Transparency about quality 
of care is also increasingly important 
to patients, he notes. That means 
providing data in whatever form 
resonates with patients. “If hospitals 
want to make it matter to their 
patients and want to market their 
hospitals as safe, they should make 
their strengths and weaknesses 
transparent to potential and current 
patients.”

For more information on this topic, 
contact:

• Donald Kennerly, MD, 
PhD, Principal Consultant, 
Kennerly Healthcare Solutions, 
Dallas, TX. Email: donald@
kennerlyhealthcaresolutions.com.

• Jim Bialick, President, Patient 
Safety Movement Foundation, Lake 
Forest, CA. Telephone: (949) 297-
7047.  n

Can you teach doctors to improve patient 
satisfaction?
Study finds that immediate feedback reaps rewards

A study in the May issue of the 
Journal of Hospital Medicine1 

may give hope to physicians and the 
hospitals where they work that they 
can learn the skills needed to improve 
the scores related to their interactions 

in the Hospital Consumer Assessment 
of Healthcare Providers and Systems 
(HCAHPS) surveys.

The study used a variety of 
interventions to educate internal 
medicine residents on patient 

communication and satisfaction. 
Initially, they attended a 
communication conference and had 
real-time access online to the scores 
they received from patients. But the 
study authors found that those scores 
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were reviewed only a couple times a 
year with supervisors, so they started 
directly emailing the results to both 
the physicians and their supervisors. 
In addition, there were three 
residents chosen each month for their 
standout performance on the surveys, 
which came with a small reward of 
passes for a movie and certificates for 
popcorn during the film.

Over the course of the year 
during which the project ran, 
the percentage of patients who 
responded positively to the three 
HCAHPS questions related to 
physician interactions increased by 
8.1%, and the number of patients 
who said they would definitely 
recommend the hospital to friends 
and family increased by 7.1%.

The three questions are:
• Did your doctors explain things 

understandably?
• Did your doctors listen 

carefully?
• Did your doctors treat you with 

courtesy and respect?
The latter two questions had 

improvements that neared statistical 
significance, but the authors say it 
was the improvement in the first 
question that drove the overall 
improvement into statistically 
significant territory.

The authors postulate that 
having regular email coming to the 
physicians about patient satisfaction 
kept it front of mind, as did having a 
sense of competition. Previous work 
found little evidence that training 

sessions longer than what the doctors 
in this study participated in have 
much impact on patient satisfaction 
scores, so they discount the impact 
of their educational conference. It 
could be a matter of all the elements 
together, they note.

Given the increasing dollars that 
are at risk for hospitals that don’t 
do well in patient satisfaction, they 
suggest that training physicians in 
this area is a relatively inexpensive 
way to limit that risk.

REFERENCE
1 . Banka G, Eddington S, Kyulo N, et 

al . Improving patient satisfaction 

through physician education, 

feedback, and incentives . Journ Hosp 

Med . May, 2015 . 10 .1002/jhm .2373  n

FORCE-TJR gets CMS qualification

The national hip and knee joint 
replacement registry, FORCE-

TJR, has received certification 
from the Centers for Medicare & 
Medicaid Services as a Qualified 
Clinical Data Registry (QCDR). 
The announcement came as 
Hospital Peer Review was going to 
press. A fuller exploration of this 
will appear in the next issue.

In a brief interview at deadline, 
Patricia Franklin, MD, MPH, 
MBA, the registry director, told 
Hospital Peer Review that hospital 
quality improvement professionals 
need to have effective ways to 
monitor the quality and safety for 
the total joint replacement patients. 
“In addition, they need to meet 
the Patient Quality Reporting 
System [PQRS] standards to earn 
financial incentives and meet 
quality benchmarks,” she says.

Membership in FORCE-
TJR now meets all the quality, 
regulatory, and financial goals 

for organizations. “The routinely 
collected FORCE-TJR outcomes — 
patient-reported pain and function, 
30-day readmissions, and 90-day 
complications — are collected, 
risk-adjusted, and compared to 
national norms. Each quarter 
the hospital quality leadership 
receives updated reports to monitor 
quality of care,” says Franklin.

In addition, as a Qualified 
Clinical Data Registry (QCDR), 
she says, FORCE-TJR can submit 
a subset of these same measures to 
CMS to meet the PQRS financial 
incentives with no additional 
work. If the hospital participates 
in a local ACO or bundled 
payment program, the FORCE-
TJR outcome measures allow the 
hospital to document outcomes 
and to quantify the total cost of 
care, including readmissions.

So far, Franklin says, FORCE-
TJR has successfully collected and 
tracked more than 30,000 total 

knee and hip replacement patients 
across the U.S. in more than 150 
provider institutions, and the 
registry is expanding. Along with 
patient and disease tracking, it 
provides information on implant 
performance, patient reported 
outcomes, and quality monitoring 
for total joint replacement.

The press release on the 
new certification notes that 
members who participate in 
the collection and submission 
of PQRS quality measures by 
FORCE-TJR can avoid the 2016 
payment adjustment (2.0%).

The certification also includes 
some new non-PQRS measures: 
pain and functional status 
assessment for hip and knee 
replacements; improvement 
in pain and function after 
hip and knee replacements; 
and mental health assessment 
for patients who undergo hip 
and knee replacements.
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Going forward, Franklin 
says the certification will allow 
for further creation of new 
measures, especially those related 
to patient-reported outcomes.

FORCE-TJR, originally a four-
year, $12 million national research 

project funded by the Agency for 
Healthcare Research and Quality 
(AHRQ), is the first registry for 
total joint replacements to identify 
risk-adjusted national benchmarks, 
including patient risk factors and other 
clinical measures, to guide surgeon and 

patient decisions regarding timing of 
surgery and optimal patient selection.

For more information on this 
topic, contact Patricia Franklin, MD, 
MPH, MBA, Registrar, FORCE-
TJR, Worcester, MA. Email: Patricia.
Franklin@umassmed.edu  n

New rapid-deployment plasma protocol in ER

While traumatic injury is 
the leading cause of death 

among people under age 45, if 
given plasma quickly, they will 
have a better chance at survival. 
Now, a new protocol from the 
American College of Surgeons aims 
to reduce the average wait time of 
30 minutes or longer for plasma.

Based on a study at 12 urban 
trauma centers, researchers 
found that trauma teams could 
consistently deliver plasma to 
trauma patients three times faster 
than the traditional delivery method 
using the Pragmatic, Randomized 
Optimal Platelets and Plasma Ratios 
(PROPPR) clinical guideline. 
Within 10 minutes, thawed plasma 
could be at the patient’s bedside, 
the study — published in the June 
issue of Transfusion — found.1

Traditional trauma resuscitation 
involves giving the patient non-
blood fluids, called crystalloid 
fluids, and red blood cells early on, 
and then administering plasma and 
platelets later. Plasma is typically 
stored frozen and thawed only 
when trauma staff request it. While 
this method successfully treats 
most trauma victims with mild or 
moderate injuries, military and 
civilian researchers have found that 
individuals with massive bleeding 
benefit when they received plasma 
at the same ratio as red blood cells.1

PROPPR focuses on the use of 
universal-donor plasma — that 

is, plasma that can be given to all 
blood types. But, because thawed, 
universal-donor plasma can be 
scarce at times, three trial sites 
used blood type A plasma and 
found it could be used without 
complications — an important 
side-finding of the study.1

The challenge is to have plasma 
thawed and ready when the patient 
arrives at the emergency room, 
since it has to be discarded after 
five days, while frozen plasma 
can last up to a year. The study 
participants found that the key 
to reducing waste was to balance 
the amount of pre-thawed plasma 
with total plasma use. Only one 
of the sites had waste of 25%. The 
rest had less than 10% wastage.1

Overcoming the challenge of 
getting thawed plasma rapidly into 

the trauma unit was an essential 
component of the PROPPR 
trial. Eleven of the 12 sites were 
able to consistently delivery 
six units of thawed plasma to 
the patient’s bedside within 10 
minutes of arrival. The twelfth 
site, which had only two trauma 
patients a month, was able to 
do so within 15 minutes.1

REFERENCE
1 . Novak DJ, Bai Y, Cooke, RK, et 
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CNE QUESTIONS

1. Which data point changed the 

most since the previous Beryl 

patient engagement survey?

A. Information from government 

mandated surveys like HCAHPS 

B. Information from other surveys

C. Get information from post-

discharge phone calls 

D. Patient or family 

advisory committees

2. What did Susan Peiffer think 

many would find most surprising 

about the ASQ survey?

A. That most respondents think 

that patient experience is as 

important as financial performance

B. That so few respondents 

think quality budgets need 

more support from leadership

C. That patient engagement is more 

than patient satisfaction surveys

D. That financial performance 

is more important than 

patient engagement, 

according to respondents.

3. What is the difference in decibels 

between a typical operating 

theater and a painful noise?

A. 29 db

B. 8 db

C. 12 db

D. 9 db

4. Walking early is known 

to reduce what kinds of 

complications post-surgery?

A. Surgical site infections

B. Excessive bleeding

C. DVT

D. Readmission rates


