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“VISUALIZATION 
TECHNOLOGY 
DEMYSTIFIES 

DATA AND 
PRESENTS A 
STORY THAT 

CAN BE USED 
TO IMPROVE 
OUTCOMES.”

Optimize Data Visualization 
to Improve Communication 
About Quality Improvement

Data visualization is 
increasingly important in the 
communication of quality 

improvement data, and nearly everyone 
in the field uses it to some extent. 
But effective use of data visualization 
with graphics, 
dashboards, and other 
tools requires an 
understanding of why 
this approach works 
and how to optimize 
its impact on your 
program.

In the most 
simple terms, data 
visualization is taking 
rows and columns of 
text and numbers and 
making it consumable 
in a picture, explains Greg Horne, 
global principal for healthcare with SAS, 
a software analytics company based in 
Cary, NC.

“Visualization technology demystifies 
data and presents a story that can be 

used to improve outcomes,” Horne says. 
“We all know the mantra that a picture 
is worth a thousand words, and this 
holds very true with data visualization 
— creating a picture to encapsulate 
many thousands of data points to 

facilitate better 
decision-making.”

The most 
important part of 
any data strategy 
is making sure the 
knowledge we can 
assimilate from data 
can be used by the 
people who can 
benefit, he says. In 
healthcare, this can be 
as simple as creating 

a “traffic light” system 
where clinical staff look for what is red, 
representing a problem area, he says.

“At the operations level, 
administrators can review a diagram that 
identifies care units not meeting goals 
for outcomes and readmissions. Or they 



62   |   HOSPITAL PEER REVIEW® / June 2019

Hospital Peer Review® (ISSN 0149-2632) is published 
monthly by Relias LLC, 1010 Sync Street, Suite 100, 
Morrisville, NC 27560-5468. Periodicals postage paid 
at Morrisville, NC, and additional mailing offices. 
POSTMASTER: Send address changes to Hospital 
Peer Review, Relias LLC, 1010 Sync Street, Suite 100, 
Morrisville, NC 27560-5468.

GST registration number R128870672 .

SUBSCRIBER INFORMATION:
Customer Service: (800) 688-2421
customerservice@reliasmedia .com
ReliasMedia .com

SUBSCRIPTION PRICES: 
U .S .A ., Print: 1 year: $519 . Add $19 .99 for shipping & 
handling . Canada: Add $30 per year . Total prepaid in U .S . 
funds .

Printed back issues are $50 each
Online only: 1 year (Single user): $467

Discounts are available for group subscriptions, multiple 
copies, site-licenses, or electronic distribution . For pricing 
information, please contact our Group Account Managers 
at groups@reliasmedia .com or (866) 213-0844 .

ACCREDITATION:
Relias LLC is accredited as a provider of
continuing nursing education by the American Nurses
Credentialing Center’s Commission on Accreditation .
Contact hours [1 .25] will be awarded to participants who
meet the criteria for successful completion . California
Board of Registered Nursing, Provider CEP#13791 .

This activity is valid 36 months from the date of
publication .

The target audience for Hospital Peer Review® is
hospital-based quality professionals and accreditation
specialists/coordinators .

Opinions expressed are not necessarily those of this 
publication . Mention of products or services does 
not constitute endorsement . Clinical, legal, tax, and 
other comments are offered for general guidance only; 
 professional counsel should be sought for specific 
situations .

AUTHOR: Greg Freeman

EDITOR: Jesse Saffron 
(919) 377-9427 (jsaffron@relias .com)

EDITOR: Jill Drachenberg 
(404) 262-5508 (jdrachenberg@relias .com)

EDITORIAL GROUP MANAGER: Leslie Coplin 

ACCREDITATIONS MANAGER: Amy M . Johnson, MSN, 
RN, CPN

Copyright© 2019 by Relias LLC . All rights reserved . No 
part of this newsletter may be reproduced in any form or 
incorporated into any information retrieval system without 
the written permission of the copyright owner .

can flip the data to learn about the 
high-performing units that can 
teach the others,” Horne explains. 
“For patient portals that aid in 
provider choice, data visualization 
can present clear knowledge to 
inform decisions.”

Visualization can be taken 
further by adding a narrative — 
telling a story with the data and 
graphics rather than presenting a 
static representation. This might be 
used, for instance, to tell the story 
of how a hospital unit addressed 
hospital-acquired infections by 
showing where the unit started, 
what changes were implemented, 
how the data changed over time, 
and where the unit currently 
stands.

(See the sidebar on page 63 for 
examples of data visualization.)

Dashboards, Other 

Visualization at UPMC

All operational departments 
at University of Pittsburgh 
Medical Center (UPMC) use 
data visualization to some extent, 
and the quality professionals 
there consider it a primary tool 
for conveying information, says 
Johanna Bellon, PhD, MS, CFA, 
senior director of quality analytics 
and performance at the UPMC 
Wolff Center for Quality, Safety, 
and Innovation in Pennsylvania. 
The CEO receives a report 
every morning that uses data 
visualization for key metrics in 
the hospital, with others receiving 
visual representations of the 
metrics appropriate for their work, 
down to the floor nurses.

“The delivery and format of 
those is incredibly important in 
spurring people to take the actions 
we hope they will take based on 

the data,” Bellon says. “Our team 
focuses on quality and quality 
metrics, but I work with other data 
teams like the electronic health 
record, finance, [and] clinical 
analytics to help get the best data 
to users across the enterprise. 
Visualization is a very important 
way that we get that data across in 
a meaningful way.”

Bellon’s department uses an 
enterprise data warehouse, a 
system that integrates data from 
multiple sources and compiles it 
for analysis, along with a software 
system that facilitates data 
analytics and presentations. With 
vast amounts of data available, the 
quality department must determine 
how to present that information in 
the most useful way possible, and 
that means converting numbers 
into something visual and more 
easily understood.

When preparing data for users 
within the hospital, Bellon and her 
colleagues keep in mind several key 
requirements. The first is what the 
user needs to know.

“We want to be sure we’re 
answering their questions and 
giving them the information they 
need. If they’re trying to reduce 
admissions, we want to make 
sure that information is being 
presented front and center in our 
data visualization, and that it’s easy 
to access,” Bellon says. “After that, 
we want to be able to drill into the 
whys. If they are seeing in a chart 
that they are having an increase 
in readmissions, part of QI’s task 
is to delve into the root causes, 
so we want to have drill-through 
capability in our data visualization 
so they can access process measures 
and outcome measures related to 
that main question.”

For instance, the initial 
graphic showing an increase in 
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readmissions might lead to another 
visualization illustrating an increase 
in patient volume or severity of 
illness, or a turnover in staff.

Easily Understandable 

Data

The third key ingredient is 
providing an intuitive information 
hierarchy. That means Bellon 
wants UPMC users to see the data 
visualization and understand it 
readily.

“We have filters and data 
specification elements on one side 
and the data visualization on the 
other side, with graphs and other 
elements, making it easy to see 
the elements they have specified 
as important for them and the 
outcomes,” Bellon says.

Bellon’s department also tries to 
make the data visualization a self-
service resource. A few years ago, 
data visualization was usually flat 
files, just graphical representations 
of data with no drill-through 
capability, she says. But now, 
users are getting to be much more 
sophisticated with the use of data.

“We are trying to deliver to 
their doorstep a data visualization 
that puts all the answers at their 
fingertips so they can drill through 
and not have to keep coming back 
to us asking for more and more 
reports that get down to the data 
they really need to act,” Bellon says.

Documentation also is essential 
in the data visualization product, 
she says. It is not the most 
interesting part of the product, but 
it must be available to the user to 
show how the data were calculated. 
The click-through on the graphics 
allows the user to see how the 
numerators and denominators 
were determined, for instance, to 

Examples of Data 
Visualization for Healthcare

These are some sources for examples of data visualization used in 
healthcare:

• The Agency for Healthcare Research and Quality:  
https://bit.ly/2GJ6kHA;

• Visualizing Health, from the Robert Wood Johnson Foundation 
and the University of Michigan Center for Health Communications 
Research: http://www.vizhealth.org/gallery/;

• The Institute for Health Metrics and Evaluation at the University 
of Washington School of Medicine: https://bit.ly/1ZSOX7N;

• The National Center for Health Statistics at the Centers for 
Disease Control and Prevention: https://bit.ly/2XYX1tV.  n

support an informed interpretation 
of the data, she explains.

Users Can Build  

Own Reports

All UPMC executives, nurse 
leaders, and frontline staff have 
access to a readmissions dashboard 
that follows those principles in 
presenting data visually, Bellon 
says. The dashboard shows data for 
the overall hospital but also broken 
down by unit, specialty, and other 
divisions.

“There is another feature called 
a report builder. If they want to 
answer questions they may have 
about why the data is showing 
something in particular, they can 
drag and drop data to prepare 
their own report to answer those 
questions,” Bellon says.

“They can always contact us if 
they need more support, but it’s 
more efficient if they can prepare 
those reports themselves. We’ve had 
some departments implement new 
strategies such as risk stratification 
that resulted in reduced readmis-
sions, so we’re hoping that this kind 

of data visualization supports that 
going forward.”

Data visualization also has been 
used to address sepsis at UPMC, 
which has been implementing 
evidence-based approaches to 
address the problem. Bellon’s 
department uses dashboards to 
show unit leaders and clinicians 
their volumes of patients with 
sepsis, along with sepsis mortality 
and readmissions. “The data 
visualization helps us provide the 
feedback loop to say you’re using a 
power plan over 80% of the time, 
you’re getting your lactates done in 
a certain number of patients, and 
we have seen a dramatic reduction 
in sepsis mortality across our 
hospital,” she says. “That’s exciting 
because it brings together quality 
improvement efforts with data 
visualization and feedback loops to 
support that work.”

Formalize Visualization 

Principles

To optimize the use of data 
visualization, Bellon urges close 
engagement with the users who 
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will consume it. She also says it is 
important to formalize the key drivers 
of data visualization, such as answering 
the user’s questions and providing 
documentation, rather than assuming 
quality improvement professionals will 
just know to include those aspects.

“Often, data teams are overwhelmed 
with requests, and people will skip 
steps to try to push things out faster,” 
Bellon says. “We have a principle here 
that says ‘go slow to go fast,’ meaning 
that if we take the time to follow the 
important steps with data visualization, 
you’re going to get more bang for 
your buck. Even if you don’t have 
the greatest software tools and you’re 
working in Excel, you can set up the 
processing guidelines to ensure that 
you’re identifying the questions from 
your users and developing templates so 
that they can easily use the data you’re 
providing.”

Healthcare is catching up to the 
way other industries have used data 
visualization, Bellon says. The next 
frontier may be using data visualization 
for patient-specific outputs, she says.

“It’s kind of easy to aggregate at 
the hospital level because that covers 
up problems with the individual 
data, whereas if you drill down to the 
individual doctor or patient, the data has 
to be really clean. If there is one problem 
with the data in the background, it can 
throw off the metrics quickly,” Bellon 
says. “We’ve been developing reports at 
the physician level and some techniques 
to automatically send the report to the 
physician so they can have that report in 
their inbox without having to sign into a 
system. It’s exciting how much data and 
the different types of data that can be 
presented with good visualization.”

No Longer Optional

The general idea of graphs and 
dashboards is nothing new, of course, 

and people have tended to think of 
that level of data visualization as just a 
routine part of any quality improvement 
profession, notes Scott Berinato, senior 
editor at Harvard Business Review in 
Brighton, MA, and an expert on data 
visualization. But data visualization is 
moving way beyond just making a pie 
chart.

“Data visualization is not just a nice-
to-have skill. You have to get good at it 
because it’s a competitive imperative,” 
he says. “Other people are starting 
to get good at it, they’re going to get 
better, and those who get good at it will 
find opportunities that others won’t. 
The people who develop skills in data 
visualization are going to impress their 
bosses more and advance their careers.”

Information design is emerging 
as a profession of its own, Berinato 
notes. Colleges are beginning to offer 
information design courses that teach 
data visualization, and employers are 
seeking those skills, he says.

The good news is that improving 
your data visualization skills is not a 
daunting task, Berinato says. Technology 
takes care of most of the actual creation 
of visual representations of data, so 
the task for quality improvement 
professionals is to learn what makes 
good data visualization and how to tailor 
it to the specific needs of an audience, 
he says.

Some of the more sophisticated tools 
have a steep learning curve, but there 
are many data visualization software 
programs that are easier to learn, 
Berinato says.

The only danger lies in falling behind 
the curve, he adds.

“There were people in the ‘80s 
who thought Excel was a bad idea, 
and they didn’t want to put any time 
and effort into learning it because the 
ledger system they did by hand worked 
just fine,” he says. “You can imagine 
someone now saying they don’t want 
to use Excel and they’ll just do it by 

hand. That’s as crazy as how it will 
be very soon if you balk at using data 
visualization, or if you don’t understand 
that it’s more than making a simple bar 
graph.”

Technology vendors often will offer 
education on using their software for 
data visualization, but Berinato says one 
of the simplest ways to learn more about 
data visualization is to follow the Twitter 
hashtag #datavis.

“You will be amazed at how many 
people are trying this, showing their 
work, trying out new techniques, and 
talking about the tools that are available 
to learn,” Berinato says. “Google ‘data 
visualization tools’ and you’ll find many 
free tools that will have data sets to play 
with or you can upload your own data 
sets. There are tools that make it easy 
to start using data visualization more, 
and there are good books that will give 
you an understanding of the principles 
behind data visualization and how to 
make the most of those tools.”

Provides Feedback  

on Efforts

Good data visualization will provide 
much-needed feedback to team 
members on the front lines of quality 
improvement efforts, says Jeanette 
Ball, BSN, RN, PCMH, CCE, client 
solution executive with CTG, based in 
Buffalo, NY.

“It’s hard to run a quality 
improvement program without 
feedback that shows people their efforts 
are bearing fruit. It creates incentives 
for them when they see that line going 
up on the graph,” Ball says. “Data 
visualization also gives you the ability to 
demonstrate to your executives that you 
are working on the edicts they’ve given 
you. It’s important to roll out the data 
in ways that allow good visualization 
at different levels of your organization, 
from top executives to management, 
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middle management, and right down 
to the provider level so they can gauge 
themselves against their peers.”

Ball notes that data visualization can 
be particularly helpful with physicians 
because they tend to be competitive and 
will respond when the graphics show 
how they stand against their peers.

Good data visualization also can 
be useful with compliance efforts, Ball 
notes. With compliance dashboards, 
you can track multiple areas that might 
be auditable during a compliance 
period, and data visualization can help 
manage information from multiple sites, 
she says.

“If an audit occurs, you have all the 
documentation at your fingertips and 
can produce reports from that data,” 
she says. “That can be hard to do on 
the spot, especially if you have 10 or 20 
sites to account for. When the auditor 
shows up and wants that data, you can 
produce reports that are effective in 
showing that data when you have it all 
tied in to a dashboard already.”

Enable Quick Decisions

Data visualization also can improve 
quality of care and patient safety by 

presenting information in a way that 
is quickly accessible to clinicians, says 
David Williams, general manager of 
the healthcare provider business unit at 
Conduent, a process services company 
based in Florham Park, NJ.

“While a lot of organizations can 
make information available to clinicians, 
that information is not always presented 
in a way that enables clinicians 
to understand it and make quick 
decisions,” Williams says.

For data presented to clinicians, 
standardization of that information 
can be better than giving physicians 
the option to customize how they want 
the information presented to them, 
Williams says. Some physicians will find 
the customization to be just one more 
task and never get around to it, so it can 
be better to just present them with a 
format that will work for everyone, he 
says.

Even with data visualization being 
adopted much more in healthcare over 
recent years, Williams sees room for 
improvement in both how and how 
much it is used.

“We’ve seen organizations use this 
tool to improve patient falls, pressure 
ulcers, and surgical site infections. It 
can free up time for clinicians who can 

access this data and act on it quickly 
without spending a lot of time trying 
to find and understand the raw data,” 
Williams says. “We see success when 
projects are based around patient safety 
and quality of care, matched up with all 
the regulatory requirements out there 
today.”  n
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Quality Standards for ASCs 
May Require More Attention

With more than half of hospital 
surgeries performed in an 

ambulatory setting, some quality 
improvement professionals are 
questioning whether there are adequate 
metrics for measuring quality and 
patient safety.

Sixty percent of hospital surgeries are 
ambulatory, according to a report from 
the Agency for Healthcare Research and 
Quality (AHRQ) in Rockville, MD. 
More than 17 million hospital visits in 

the United States in 2014 included at 
least one ambulatory surgery.

“Just over half of these visits (57.8%) 
occurred in a hospital-owned AS 
[ambulatory surgery] setting, and the 
remaining visits (42.2%) occurred in the 
hospital inpatient setting,” the AHRQ 
report says.

“These visits included nearly 22 
million total surgeries, over half of 
which (52.7%) were performed in an 
outpatient setting. The average number 

of surgeries performed per visit was 
slightly higher in the inpatient than in 
the outpatient setting (1.4 vs. 1.2).” (The 
report is available online at: https://bit.
ly/2XTQqAY.)

Eligible Medicare-certified 
ambulatory surgery centers (ASCs) in 
2019 must report these five Centers for 
Medicare & Medicaid Services (CMS) 
measures to avoid Medicare payment 
reductions in 2020:

• ASC-9 — Endoscopy/Polyp 
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Surveillance: Appropriate Follow-Up 
Interval for Normal Colonoscopy in 
Average Risk Patients;

• ASC-11 — Cataracts: 
Improvement in Patient’s Visual 
Function within 90 Days Following 
Cataract Surgery;

• ASC-12 — Facility Seven-Day 
Risk-Standardized Hospital Visit Rate 
after Outpatient Colonoscopy;

• ASC-13 — Normothermia;
• ASC-14 — Unplanned Anterior 

Vitrectomy.
(Reporting requirement details are 

available at: https://bit.ly/2ZQn8oV. 
Information on CMS’ quality reporting 
program for ASCs is available at:  
https://go.cms.gov/2WnYgCV.)

More Measures  

in Development

Ambulatory surgery is still 
developing quality measures, so hospital-
based quality improvement leaders will 
not find as many metrics in this area as 
they are used to for inpatient care, says 
David Levine, MD, FACEP, senior 
vice president for advanced analytics 
and product management with Vizient, 
a company that provides healthcare 
performance improvement assistance.

“For the field of ambulatory surgery, 
the metrics there are where hospital 
quality measures were about 15 or 20 
years ago,” Levine says. “As the delivery 
of certain elements of medicine shifts to 
ambulatory care, the quality measures 
need to focus more on these ambulatory 
surgery centers. What is positive is the 
continual evolution of measures we’re 
seeing, driven partly by CMS but also 
by ambulatory surgery society.”

Most of the available measures are 
process-oriented rather than outcomes-
based, Levine notes, and many are 
voluntary. Those will have more limited 
utility than measures used in the 
inpatient arena, he says.

“It’s encouraging to see a nice 
alignment between CMS measures that 
would be used for inpatients and those 
used for outpatient care in the surgery 
centers, applying those same quality 
standards to the other setting,” Levine 
says.

“Ideally, the outcome should be the 
same regardless of the site where the 
surgery was performed, so there is good 
reason to carry those same metrics over 
to ambulatory surgery.”

Monitor Post-Surgery 

Admissions

Levine also is encouraged by an 
improvement in assessing quality in the 
continuum of care, with more hospitals 
following ambulatory surgery patients 
to determine whether they get admitted 
to the hospital within a short time. That 
may be a flag for a complication and 
possibly a concern about quality of care 
in the ASC, he says.

The industry is moving in the right 
direction with ambulatory surgery 
quality metrics, but too much of the 
measures require manual chart review 
and submission, says Elizabeth Godsey, 
vice president for advanced analytics and 
informatics with Vizient. The claims 
data that CMS collects from ASCs 
tends to only focus on Medicare patients 
and can be outdated by the time CMS 
compiles it, she says.

CMS appears to be moving toward 
more mandatory quality measures for 
ASCs, Levine says. “From the current 
CMS rules and the direction they’ve 
signaled, I see growth in that area, and I 
applaud that growth,” Levine says.

“The challenge is to develop 
meaningful measures that require a 
minimal amount of effort to collect 
and that can be timely, actionable, 
and appropriately risk-adjusted to the 
patients so it can be an apples-to-apples 
comparison.”

Use Hospital Measures 

for ASCs

Even before those ASC-specific 
measures are promulgated, hospital 
quality improvement professionals can 
apply many inpatient measures to the 
ASC setting, Levine says.

“Key areas to look at are 
complications during and after a 
procedure and appropriate follow-up 
after a procedure, especially if there is a 
biopsy,” Levine says.

“You also want to look for patients 
who bounce back unexpectedly, 
which potentially could be a signal 
that there was a quality improvement 
opportunity. That doesn’t have to be 
just inpatient admissions because those 
patients may present at the emergency 
department with pain or bleeding.”

Godsey notes that the CMS quality 
reporting program for ASCs includes 
data that quality improvement leaders 
can use to assess their own ASCs 
against the performance of others.

“It would be very helpful and 
informative for ASCs to leverage that 
data to see where they compare not 
only within their health system or 
surgery center network but also across 
the country,” Godsey says.

“There are opportunities for 
benchmarking there that can be 
useful now, before specific additional 
measures are introduced.”

ASCs Must Meet  

Multiple Standards

Jason Kofinas, MD, FACOG, 
carefully considered these issues when 
he and his colleagues at Kofinas 
Fertility Group recently opened the 
Manhattan Reproductive Surgery 
Center in New York City.

It is the first standalone 
reproductive ASC in the state 
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focused solely on endometriosis and 
uterine fibroids. New York State’s 
criteria for ASCs are stringent, he 
says, and the center must also meet 
CMS specifications. The next step is 
accreditation through the Accreditation 
Association for Ambulatory Health 
Care.

“They go with the quality measures 
that are dictated by Medicare and 
Medicaid, which are pretty much the 
same infection control and life safety 
code requirements that hospitals must 
meet,” Kofinas says.

“That means unannounced visits by 
the accreditation body and of course 
yearly reporting to the Department of 
Health on infection rates and transfers 
to hospitals. These are statistics that 
we keep and report to the state every 
year to determine if we are meeting the 
standards for quality and safety.”

The ASC also conducted drills for 
three months before opening, running 
through generator tests, mock codes, 
and other scenarios to ensure the facility 
was ready for patients, Kofinas says. 
Those drills went beyond anything 
required for accreditation, he adds.

Kofinas cautions that although the 
number of formal quality measures may 
be limited for ASCs, there are plenty of 
mandates from state health departments 
requiring extensive fire safety measures 
and other patient safety precautions. 
It took four years for the ASC to be 
completed and open for business, he 
says.

Data-Sharing Difficult

Data-sharing across ASCs is another 
concern, says Mark LaRow, CEO of 
Verato, a company based in McLean, 
VA, that offers cloud-based patient 
identity matching. The inability to 
match patients with data across disparate 
ASCs that are not sharing data or do not 
have infrastructure to digitize records 

complicates any effort to address quality 
standards, he says.

“For example, let’s say a patient has 
an appendectomy at a surgery center 
in one city and then travels to another 
city and has complications. They are 
likely to visit an ASC that is not sharing 
data with the first center, which creates 
challenges for the second ASC that is 
trying to administer care,” he says. “In 
addition, the first surgery center would 
not have a record that the patient had 
complications if an audit were to take 
place, and would not be flagged by 
regulators.”

Another concern facing ASCs is 
the technical infrastructure that would 
allow for the digitization and exchange 
of patient data, LaRow says. There is 
wide diversity in electronic health record 
types within ASCs, making it even more 
difficult to establish a common data 
exchange framework, which makes the 
sharing and networking of data nearly 
impossible.

“In order for ASCs to deliver on 
quality patient care, an overhaul of 
technology and legacy systems may 
need to happen before patient data can 
be shared,” he says. “This would help 
ensure that no matter where a patient 
is getting care, healthcare professionals 
are able to properly access and match 
patients with their historical data.”

Multiple Components  

of Accreditation

Medicare’s quality reporting 
program is just one of the tools 
ASCs use to ensure and demonstrate 
quality, notes Kay Tucker, director of 
communications for the Ambulatory 
Surgery Center Association (ASCA) in 
Alexandria, VA.

There also are Medicare’s Conditions 
for Coverage, certifications for 
the physicians and staff who work 
there, accreditation and licensing for 

the facilities, and other regulatory 
requirements, she says.

ASCA helped establish the ASC 
Quality Collaboration in 2006 to create 
quality and safety measures for the 
industry. There are about 1,600 ASCs in 
the group.

Tucker offers these points to consider 
regarding ASC quality concerns:

• “While ASC measures 1-4 are not 
being reported this year, they have only 
been suspended, not removed, from 
the program, and we fully expect they 
will be reinstated shortly, something 
ASCA supports,” Tucker says. “We have 
reason to believe that one reason they 
have been temporarily suspended is to 
allow CMS to look into an alternate 
way to collect that data that might even 
allow ASCs to report on all patients, 
not just Medicare beneficiaries, through 
this program. Again, this is something 
ASCA supports.”

• While ASC-17 and ASC-
18 will only affect 2022 payment 
determinations, CMS is collecting those 
data now.

• ASC-15, the Outpatient and 
Ambulatory Surgery Consumer 
Assessment of Healthcare Providers 
and Systems (OAS CAHPS) survey, 
is currently voluntary, and some 
information is being publicly reported 
as a result.

ASCA supports implementation of 
an OAS CAHPS survey and is talking 
with CMS about ways to format the 
survey to support a successful program, 
Tucker says.

• According to CMS, one of the 
reasons some of the measures ASCs 
reported in the past were removed 
is that ASCs “topped out” in their 
performance on these measures, Tucker 
says.

In other words, performance was so 
consistently high that there was little 
room for improvement, and CMS felt 
it unnecessary to continue collecting 
those data, she explains.
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• “Although ASC quality reporting 
came into existence after hospital 
quality reporting, ASCA had been 
advocating for years for CMS to 
institute a quality reporting program 
for ASCs, and the ASC community 
helped develop and pilot test 
measures,” Tucker says.

“Because the ASC quality reporting 
program was developed more 
recently, it was able to incorporate 
more outcomes measures than 
hospitals had at that time. Hospitals 

initially depended mainly on process 
measures.”

(ASCA offers more information on 
compliance with quality standards at: 
https://bit.ly/2VEAIwe and https://bit.
ly/2vwY9ZO. It may be necessary to 
create a free guest account.)  n
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Quick Wins: Blood Draws, Infection Rates, Sepsis

University of Pittsburgh Medical 
Center (UPMC) has had success 

with several quick wins through the 
kind of quality improvement effort 
that yields meaningful change without 
requiring a lot of time, money, or effort.

Quick wins are a favorite strategy 
for Tamra Minnier, BSN, MSN, chief 
quality officer at UPMC and executive 
director of  the Beckwith Institute, a 
foundation that supports healthcare 
innovation. She says these are some of 
her favorite quick wins at UPMC:

• Blood draws: Responding to 
concerns that certain patients were put 
at risk of needing blood transfusions 
when too much was taken for lab work, 
UPMC decreased the amount of blood 
taken in each blood draw.

“We changed our tube sizes so 
that we gathered 1 cc less of blood per 
patient, and that saved us 3,000 units 
of blood in one year,” Minnier says. “All 
we did was buy tube A instead of tube 
B from the supplier, and that meant 
we gathered 1 cc less than before. Not 
having that 1 cc didn’t change anything 
we did with labs or keep us from doing 
any tests.”

Fewer patients needed blood 
transfusions, and so the hospital didn’t 
have to buy as much for its blood bank. 

With a unit of blood typically costing 
at least $200, that was a savings for 
UPMC of at least $600,000 in one year.

• Infection rates: One of the best 
ways to reduce surgical infections is to 
provide each individual surgeon his 
or her own infections rate, Minnier 
notes. That is a well-known strategy 
for reducing infections, yet it does 
not happen as much as many quality 
professionals assume, she says.

“Through the years of bigger data, 
bigger systems, and more reporting, we 
see a lot of aggregated data, and we lose 
sight of the individual surgeon and their 
own number of surgical site infections,” 
Minnier says. “People had gotten used 
to seeing CMS data at the hospital 
level, and maybe they thought it was 
too difficult to share individually or 
wouldn’t work.”

The chairman of neurosurgery 
decided two years ago to start sending 
out those rates to all the surgeons, 
without making it a big deal and saying 
it was just interesting information 
and maybe there was room for 
improvement, Minnier explains.

Neurosurgery cut their infection rate 
in half just by sharing data, so Minnier 
expanded the data-sharing to all surgical 
departments and is about to take it 

systemwide. It is a very simple strategy, 
but it works because all physicians are 
scientists and like to see information, 
and they’re all competitive, she says. 
“We have found this to be so easy and 
so effective. People could start doing 
this tomorrow. If you’re not doing 
it, you should,” she says. “In quality 
improvement, never underestimate the 
value of being transparent.”

• Blood platelets: Because they last 
only a couple of hours before going 
bad, platelets can be a significant cost 
when they are ordered and not used. 
For years, the process at UPMC was 
that the doctor would order platelets 
and the lab would immediately start 
the defrosting process, get the platelets 
ready, and send them up to the unit for 
transfusion.

But when nurses are busy, the 
platelets may not be used right away, 
and they sit past their use-by time, 
Minnier explains. To avoid that kind 
of waste, UPMC changed from its old 
system — what the manufacturing 
industry calls a push system — to a pull 
system.

“When the nurse is ready for the 
platelets, that’s when she calls down 
and tells them to go ahead and start 
defrosting. It doesn’t take long for them 
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to do that, so the turnaround is still 
pretty fast,” Minnier says. “You can 
imagine how much waste there was in 
platelets that were defrosted and not 
administered in time because the nurse 
was tied up with another critical patient. 
It was just a procedure change that 
made the nurse happier and avoided the 
waste.”

• Sepsis education: In the aftermath 
of the tragic death of a 12-year-old 
boy, Rory Staunton, from sepsis after 
scraping his arm, concerns were raised 
that the parents had not been alerted 
to the possibility of sepsis and missed 

warning signs. A foundation was 
established to raise awareness about 
sepsis, and leaders at UPMC wanted 
to improve its education of parents 
and others about this risk. (More 
information about the Rory Staunton 
Foundation is available online at: https://
bit.ly/1l3kgA3.)

“We created small magnets that say 
‘Think Sepsis,’ and now they’re all over 
the place at the hospital, encouraging 
parents and others to become advocates 
for thinking about sepsis,” Minnier says.

“While it was part of a multi-
pronged strategy at UPMC, the magnets 

have played a big part in getting people 
to just know what sepsis is and consider 
it when they see an unexplained fever or 
other sign,” she says. “We’ve had several 
instances in just the past six months 
where a family member raised the 
possibility that it might be sepsis, and 
the caregivers said yes, maybe so, and 
initiated treatment.”  n
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Baby-Friendly Designation Comes After Efforts  
in Multiple Areas of Care

The Family Birth Center at Harrison 
Medical Center in Silverdale, WA, 

recently was designated a Baby-Friendly 
facility, joining other hospitals that have 
completed a long review process and 
met extensive criteria.

To earn the designation from 
Baby-Friendly USA, part of the Baby-
Friendly Hospital Initiative (BFHI) 
sponsored by the World Health 
Organization (WHO) and the United 
Nations Children’s Fund (UNICEF), 
hospitals must comply with the Ten 
Steps to Successful Breastfeeding 
guidelines established by WHO. (The 
steps are available online at: https://bit.
ly/2EQM3QK.)

The steps are intended to reduce the 
risk of such problems as diabetes, ear 
and respiratory infections, asthma, and 
sudden infant death syndrome.

To prepare for the review process 
necessary for the designation, nurses and 
medical staff at the hospital participated 
in 20 hours of education, says Tamara 
Leal, BSN, MS, director of the birthing 
facility, part of the CHI Franciscan 
system. The hospital also modified its 

breast-feeding policy. “The journey 
toward the designation began years ago 
as a quality improvement project. We 
had to develop policies and do a lot 
of work from the ground up, which 
included so much education,” Leal says.

“Baby-Friendly isn’t just supporting 
those 10 steps. It’s also about supporting 
and educating informed choices 
in practices, which is an important 
variation.”

Each of the 10 steps required 
developing extensive policies, Leal 
says. It takes years because there are so 
much data to be collected and so much 
education to be completed, she says.

“One challenge is that this is not just 
in one department. It’s everyone in the 
facility and the connecting clinics like 
family medicine,” Leal says.

“Everyone in Harrison Medical 
Center had to receive training in baby-
friendly medicine, and that includes 
environmental services, lab staff, 
food services, literally everyone in our 
facilities. That creates a challenge just 
because of the large scope.”

The amount and scope of the 

training differed for those groups, 
of course. Nursing staff required 
15 hours of didactic breast-feeding 
education plus five hours of competency 
demonstration.

All physicians, regardless of 
specialty, had to complete three hours 
of breast-feeding education. Other 
staff completed a half-hour PowerPoint 
presentation and had to be ready to 
speak about it when Baby-Friendly 
conducted a site visit.

“It makes a difference to our moms, 
our babies, and our community. That’s 
where you see the real long-term 
benefits,” Leal says.

“Is it prestigious and does it put us 
in an exclusive group? Yes, but the real 
benefit and the reason to go through 
this effort is what you can do to improve 
the lives of babies and everyone else in 
the community.”  n
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Third-Party SDOH Data Can Help Improve 
Quality of Care

Healthcare providers are 
increasingly focusing on social 

determinants of health (SDOH) 
to improve quality of care and 
outcomes, and many are finding 
that data from third parties can 
be key to the success of those 
programs.

Healthcare organizations often 
derive SDOH from their own 
resources, but a recent report from 
the Healthcare Information and 
Management Systems Society in 
Chicago and Acxiom, a data-based 
marketing company in New York 
City, found that two-thirds of 
survey respondents use or want 
to use third-party consumer data 
related to SDOH to improve patient 
experiences. (That report is available 
online at: https://bit.ly/2Ug6dMy.)

Sixty-one percent said they 
use or would use the data to 
improve community health needs 
assessments, while 56% said they 
see opportunities to use the data 
for improving chronic disease 
management. Another 47% said it 
could help them better understand 
what motivates patients.

SDOH will be central to 
any forward-looking healthcare 
strategy, says Cameron Thompson, 

managing director for healthcare 
with Acxiom.

“Hospitals that do not 
understand the social determinants 
and details of their individual 
patients will not be able to build 
new facilities, create outreach 
programs, or know who to build 
programs with,” Thompson says. 
“They need to know where the 
pockets of opportunity are from a 
commercial perspective, and all of 
that can be supported with a holistic 
view of the patient.”

The report lists these five key 
takeaways from the research:

1. “Siloed data sources and 
difficulty measuring ROI are among 
the top challenges facing hospitals as 
they strive to deliver better patient-
driven experiences and outcomes.”

2. “One-third also cite the 
transition to value-based care as a 
key challenge to delivering better 
patient-driven experiences, a notable 
concern given six out of 10 report 
participation in ACOs and more 
than a third participated in bundled 
payments or patient-centered 
medical homes.”

3. “More than four out of 10 
hospitals have access to and are 
actively using third-party consumer 

and lifestyle data on the social 
determinants of health with another 
quarter reporting interest in gaining 
access to this data. More than half 
would be interested in integrating 
this data into the EHR.”

4. “Hospitals see a variety of 
opportunities to leverage consumer 
and third-party data on social 
determinants of health including 
improved community health needs 
assessments and better chronic 
disease management. Opportunities 
that are most often expected to 
improve patient satisfaction, reduce 
readmission rates, and drive patient 
engagement.”

5. “There are some barriers 
hospitals need to overcome to realize 
the benefits from tapping into 
consumer and lifestyle data on social 
determinants of health. Among the 
top obstacles are budgets and limited 
funding, uncertainty about the 
best sources of data, and difficulty 
recognizing tangible ROI.”  n
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Campaign Calls Attention to EHR Usability and 
Patient Safety

A national campaign is attempting 
to demonstrate some of the 

problems with electronic health 
records (EHRs) by showing how 
they can interfere with clinicians’ 
efforts to provide quality care.

The Medstar Institute for 

Innovation in Washington, DC, 
teamed with the American Medical 
Association in Chicago to create the 
#EHRSeeWhatWeMean campaign. 
It showcases videos of real and 
simulated problems created by poor 
EHR usability.

The goal is to get healthcare 
professionals, EHR vendors, 
policymakers, and patients working 
together to improve EHR usability, 
says Raj Ratwani, PhD, scientific 
director and senior research scientist 
with the National Center for 
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TJC Issues Advisory on Drug Diversion

Noting that about 10% of U.S. 
healthcare workers abuse 

drugs, The Joint Commission (TJC) 
has issued Quick Safety, Issue 48: 
“Drug diversion and impaired 
health care workers.”

The advisory encourages 
hospitals and health systems to 
establish controlled substance 
diversion prevention programs. 
“Availability and access to 
medications in healthcare 
organizations can make it difficult 
to detect and prevent drug diversion 
— a serious potential threat to 
patient safety,” TJC said in an 
announcement of the advisory.

“Patient risk from drug diversion 
includes inadequate pain relief and 
exposure to infectious diseases from 
contaminated needles and drugs, as 
well as potentially unsafe care due 
to a healthcare worker’s impaired 
performance.”

The advisory says the three 
essential components for addressing 
drug diversion are prevention, 
detection, and response. It cites 
these action items:

• “Prevention: Healthcare 
facilities are required to have 
systems to guard against theft and 
diversion of controlled substances.”

• “Detection: Healthcare 

facilities must initiate systems to 
facilitate early detection such as 
video monitoring of high-risk areas, 
active monitoring of pharmacy and 
dispensing record data, as well as 
staff who are aware of and alert to 
common behaviors and other signs 
of potential diversion activity.”

• “Response: Appropriate 
response for staff should be ‘see 
something, say something.’ At the 
institutional level, appropriate 
responses include establishing a just 
culture in which reporting drug 
diversion is encouraged.”

The full advisory is available 
online at: https://bit.ly/2LbfGRM.  n

AHA: Hold Off on Star Ratings 
Until CMS Can Fix Problems

Problems with the structure and 
execution of the Centers for 

Medicare and Medicaid Services 
(CMS) star ratings are so serious 
that CMS should halt their use 
until repairs can be made, according 
to a letter sent by the American 
Hospital Association (AHA) to the 
government agency.

The AHA was responding to 
a request for comment on 12 
potential changes to the star ratings 
methodology. It argued that only 

these three proposals should be 
pursued further: empirical criteria for 
measure groups, peer grouping star 
ratings among similar hospitals, and 
“explicit” scoring.

“The remaining proposals 
either fail to address important 
shortcomings with star ratings, 
or simply do not have enough 
information for us to judge their 
impact,” the AHA letter says. “We 
believe it is important that these 
steps be taken prior to considering 

implementation of any other changes 
to the star ratings.”

The AHA suggests that CMS 
should convene a small group of 
experts on latent variable models 
(LVMs), study how to mitigate the 
impact of outliers in readmission 
rates, and develop an alternative 
to hospital ratings that instead  
provides ratings on specific clinical 
conditions.

“Lastly, we continue to urge CMS 
to remove the existing star ratings 

Human Factors in Healthcare at the 
Medstar Institute for Innovation.

“Our goal is to improve 
awareness of the kinds of EHR 
usability and safety challenges that 
our frontline clinicans are facing on 
a pretty regular basis,” he says.

“On our website, we have 
concrete examples of the kind of 
difficulties physicians face, based 

on a study we did about emergency 
physicians in particular, though we 
know these problems are prevalent 
across all types of care. The videos 
are divided into challenges around 
difficult data entry, challenging 
visual displays, and complicated 
work flows.”

More information on the 
#EHRSeeWhatWeMean campaign 

is available online at: https://bit.
ly/2DCIs7C.  n
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CE QUESTIONS

CE OBJECTIVES
Upon completion of this educational activity, 

participants should be able to:

1 . Identify a particular clinical, legal, or 
educational issue related to quality 
improvement and performance outcomes .

2 .  Describe how clinical, legal, or educational 
issues related to quality improvement 
and performance outcomes affect nurses, 
healthcare workers, hospitals, or the 
healthcare industry in general .

3 . Cite solutions to the problems 
associated with quality improvement 
and performance outcomes based on 
guidelines from relevant authorities and/
or independent recommendations from 
clinicians at individual institutions . 

1. What is the first need to 

address when creating data 

visualization, as used by 

Johanna Bellon, PhD, MS, 

CFA, senior director of quality 

analytics and performance at 

the University of Pittsburgh 

Medical Center’s Wolff Center 

for Quality, Safety, and 

Innovation? 

a . What the client needs to know 

b . Deviations from the mean 

c . Critical elevations in negative 

factors 

d . Project-specific data

2. What does Scott Berinato, 

senior editor at Harvard 

Business Review, say about 

acquiring skills in data 

visualization? 

a . It is optional in healthcare 

quality improvement . 

b . It is now a necessary skill in 

healthcare quality improvement . 

c . Fewer healthcare professionals 

are using data visualization . 

d . Data visualization is important 

only in some specific healthcare 

fields .

3. Eligible Medicare-certified 

ASCs in 2019 must report how 

many CMS measures to avoid 

Medicare payment reductions 

in 2020? 

a . 5 

b . 10 

c . 15 

d . 20

4. How did the University of 

Pittsburgh Medical Center 

reduce blood transfusions by 

3,000 units in one year? 

a . Drawing blood from fewer 

patients 

b . Drawing less blood in 

standard blood draws 

c . Changing the indications for 

blood transfusion 

d . Requiring a second opinion 

for blood transfusion

from Hospital Compare while its 
important work of improving the 
methodology continues,” the AHA 
letter says. “We appreciate the desire 
for the ratings to reflect the most 
current quality data. Yet CMS’s 
public comment underscores the 
many problems with the current 

methodology. Unless and until the 
ratings methodology is improved, it 
will be difficult for hospitals and the 
public to have confidence that star 
ratings portray hospital performance 
accurately.”

The full letter is available online 
at: https://bit.ly/2vqNxLX.  n


