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Hospital Responds to Poor  
Safety Grade by Revamping 
QI Department

A low patient safety score at an 
Atlanta hospital spurred  
 Piedmont Healthcare to revamp 

infection control systemwide, leading to 
dramatic improvements that included 
reducing catheter-associated urinary 
tract infections (CAUTIs) by 65% over 
two years.

The effort also involved a wholesale 
revamping of the system’s quality im-
provement (QI) department.

Piedmont Atlanta Hospital is the 
flagship facility of Piedmont Health-
care, a private, not-for-profit system 
with nearly 600 locations in Georgia, 
including 11 hospitals. When the 
Atlanta hospital received a D grade for 
patient safety from The Leapfrog Group 
in 2014, Piedmont Healthcare leaders 
decided that a major QI push was neces-
sary in infection control.

Piedmont Hospital was an enthusias-
tic participant in the Leapfrog program 
in its early years, when it was focused on 
providing employers a consistent way 
to determine quality and direct their 
employers to good facilities, notes Leigh 

Hamby, MD, chief medical officer 
with Piedmont Healthcare. As Leap-
frog’s scope grew, the demands for data 
became onerous and Piedmont’s concern 
about the grade waned because it never 
saw any benefit from employers selecting 
the hospital, Hamby explains. 

But then the D grade in 2014 drew 
attention from the public and the me-
dia, and Piedmont had to respond. 

“Historically, whenever we had those 
questions, we’d say the same thing every 
time: The data are old, and our patients 
are sicker. The usual excuses,” Hamby 
says. “But I realized the data are more 
recent, and I’ve been saying the same 
thing. I thought we might have a real 
problem here.”

Not only was it unfortunate to have 
the system’s predominant hospital tagged 
with a low patient safety grade, but there 
was reason to think the problems were 
not isolated to that one facility, Hamby 
says. 

Internal data indicated patients at the 
system’s 11 hospitals were at higher risk 
of surgical site, central line, and MRSA 
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infections than they would be at 
facilities of similar size.

At about the same time in 2014, 
Piedmont Healthcare was switch-
ing from The Joint Commission to 
DNV GL Healthcare as its accredit-
ing body, partly because of DNV’s 
emphasis on continuous QI, and 
enlisted the accreditor to help with 
the infection control improvements. 
Seven Piedmont Healthcare hospitals 
are now accredited by DNV, with 
five certified to use the ISO 9001 
quality control system.

Piedmont Healthcare also was 
motivated by the cost of infections 
within its system. A colon surgical 
site infection cost the system an aver-
age of $8,827 to treat. MRSA infec-
tions were higher at $12,302, but 
the most expensive were central line 
infections, with each costing Pied-
mont Healthcare an average $23,203. 
The effort began with surveying the 
quality improvement professionals at 
all the Piedmont Healthcare facilities, 
Hamby says. 

“We found that the people 
working in the quality departments 
weren’t working on any of the things 
that were being evaluated by Leap-
frog or even for our own scorecard. 
They were reporting on things like 
accreditation issues, use of restraints, 
all some variation of counting stuff,” 
Hamby says. “They weren’t doing 
much improving but they were doing 
a lot of counting.”

Hamby notes the Piedmont QI 
department had been operating as in-
structed and in the traditional man-
ner, counting and sharing data with 
the departments that could make 
improvements that affect quality. 
Piedmont was not trying to blame 
QI staff for the poor system results, 
he says. Rather, the health system 
decided to go in another direction 
by reorienting the QI department’s 
efforts in ways they hoped would be 

more effective in improving qual-
ity. Acknowledging the system-wide 
responsibility for the poor results, 
rather than holding any one depart-
ment responsible, was key to the 
success of the improvement effort, 
Hamby adds.

All QI Jobs Redefined

That needed to change, so Hamby 
worked with Anna Ivory, vice presi-
dent for patient safety and quality at 
Piedmont Healthcare, to fundamen-
tally redesign the work of the quality 
department. Surveillance and analysis 
are valid and necessary components 
of quality, Hamby says, but Pied-
mont wanted to flip the balance so 
that a much higher proportion of the 
work involved actually improving 
patient care.

“We can read a chart in 20 min-
utes and figure out that we should 
have done this or that differently, but 
actually getting the problem fixed can 
take 800 hours. Purely from a math 
standpoint, you need more people 
fixing problems than counting prob-
lems,” Hamby explains. “We found 
in some of our early wins that the 
people who were able to fix things 
were not the typical quality person 
with a nursing background, but in-
stead they were process engineers.”

Hamby and Ivory revised all 
the job descriptions in quality and 
directed everyone in that department 
to reapply for their jobs. They also 
hired new people from outside the 
healthcare quality arena, particularly 
industrial engineers, all with a focus 
on dividing QI more cleanly between 
surveillance and analysis and the de-
sign and implementation of improve-
ment projects.

Today, Ivory explains that there 
is a group of people responsible for 
monitoring infections, classifying 
them, and reporting them. Another 
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group includes infection prevention-
ists who are stationed at the hospitals 
to drive the improvement efforts.

“We also have the peer review 
function centralized across our system 
as part of the surveillance and analysis 
effort. That group of people handles 
peer review as part of that quality 
function,” Ivory says. “The ability to 
work toward ISO 9001 with DNV 
was another focus. A lot of the engi-
neers we brought on had knowledge 
of that type of process improvement 
from their previous industries.” (See 
the story on page 125 for more on how 
Piedmont Healthcare addresses peer 
review.)

Process Measures  

Paramount

Piedmont Healthcare also shifted 
from focusing on outcomes to more 
process measures, Ivory says. Previ-
ously, the hospital’s scorecard was 
dominated by outcomes but now is 
broken down more. 

“With CAUTI, we were able to 
develop dashboards that allow the 
frontline staff on the units to track 
compliance with the process metrics,” 
Ivory says. “The shift from looking 
at outcomes to focusing on process 
measure improvement definitely 
contributed to a big reduction in our 
infections.”

That shift was dramatic, says 
Michael O’Toole, FACHE, execu-
tive director for quality improvement 
at Piedmont Healthcare, so much so 
that other business areas of the health 
system are beginning to focus more 
on processes than outcomes.

“Before, when we focused on 
outcomes, that created a lot of pop-
corn improvement efforts. When you 
tell 11 hospitals to get better with 
CAUTI, all 11 hospitals are going to 
come up with different solutions and 

request to change the EMR in differ-
ent ways. They are all going to request 
different supplies that they think are 
best,” O’Toole notes. “That creates 
bottlenecks in the improvement 
production line. The way we do it is a 
much more streamlined approach to 
get the improvement out quicker by 
having a system team come up with 
the bundle and process measures. 
Then, we hold hospitals accountable 
to them.”

Hamby says hospitals are held 
accountable for process measures 
even if their outcomes are good. A 
hospital CEO who meets with the 
health system may be proud that his 
or her facility has had no CAUTIs 
recently, Hamby says. However, if the 
data show poor compliance with the 
process measures, the health system 
will expect an explanation of how that 
is going to improve.

“But the opposite is true also. 
You may have had 10 CAUTIs, but 
if you’re complying with the process 
measures at 95%, then that’s back 
to us on the quality team to redefine 
standard work,” Hamby adds.

Quality improvement projects in 
the health system must align with 
Piedmont Healthcare’s overall goal of 
zero harm, O’Toole notes. The team 
categorized all the different types of 
harm. Using the Pareto principle, 
they determined that hospital-ac-
quired infections (HAIs) accounted 
for a significant portion of patient 
harm. Therefore, all the first efforts 
by the reconstructed quality team fo-
cused on HAI reduction. “Each year, 
we look at our harm count and decide 
what category we’re focusing on next. 
Once a project is identified, we assign 
a process engineer or process im-
provement expert to the project, and 
they go through our PDCA cycle,” 
O’Toole reports. “We come up with 
the goals, do a current state analysis, 
walk with the clinicians to see what 

the process is, and where the holes in 
the process are.”

Because the impact of any effort 
must be measured, the solutions 
almost always include a change to 
the electronic medical record (EMR), 
O’Toole notes. Supply standardiza-
tion also is a common component, 
along with dashboards that allow staff 
and clinicians to see real-time data 
and correct deficiencies.

The quality program at Piedmont 
Healthcare also emphasizes the need 
for peer coaching. (See the story on 
page 125 for more on the unusual 
method Piedmont Healthcare uses to 
implement process changes.)

Promise Packages  

for Improvement

Piedmont created “Promise Pack-
ages” as part of the infection control 
improvement program, based on the 
idea that promises to provide the best 
care by following protocols and best 
practices in particular areas of care. 
Each of the 16 Promise Packages is a 
group of initiatives aimed at reducing 
infections and improving other issues 
such as operating room safety or pain 
management, O’Toole explains.

“It’s a care process model that 
establishes what the defect is and the 
standard work to get the best out-
come for the patient,” he says. “Once 
that Promise Package is built out, we 
have a very thorough implementation 
plan.”

Previously, Piedmont Healthcare 
had dozens of CAUTI prevention 
protocols in place; over time, the 
system reduced them all down to a 
single protocol. Physicians also made 
a point of questioning why patients 
had catheters, eventually changing 
the culture so that catheterization 
was frowned upon unless there was 
a specific need, even with seriously 
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ill post-surgical patients. Piedmont 
Healthcare also changed policies so 
that more patients received daily 
baths instead of wipes with chlorhexi-
dine pads, and linens were changed 
daily.

Dramatic Results  

With HAIs

The health system achieved 
impressive results between 2016 and 
2018:

• The use of Foley catheters for 
longer than 48 hours declined by 
50%;

• CAUTIs dropped by 65%;
• Clostridioides difficile infections 

dropped by 46%;
• Surgical site colon infections 

declined by 43%;
• The number of MRSA cases fell 

by 38%.
The health system also achieved 

significantly lower infection rates in 
2018 than what would have been 
expected for the system’s case volume: 
the CAUTI rate was nearly 64% 
below the expected rate, C. difficile 
cases were 81% lower, and central 
line blood infections were 39% lower. 
In 2016, the MRSA rate was 70% 
higher than the expected rate for the 
system; in 2018, it was 20% below 
the expected rate. The health system 
estimated that it saved $2 million 
from the lower infection rates in those 
two years. Hamby notes that Pied-
mont Healthcare is only adhering to 
the same processes that every other 
healthcare organization is supposed 
to follow for reducing infections. The 
difference is the focus on processes 
rather than outcomes and the level of 
commitment, he says.

“We found that in almost every 
project, if you get fanatical about 
compliance with the standard work, 
you see tremendous improvement. 

If you do everything that everyone 
knows you have to do to reduce 
CAUTI, your CAUTI rates fall dra-
matically almost overnight,” Hamby 
says. “We had talked about it for 
years, but when we actually got our 
compliance rates to 70%, 80%, 90%, 
CAUTI virtually disappeared in a 
month.”

That was enlightening but also 
somewhat saddening, Hamby says, 
because it meant the health system 
probably had been deluded about 
how much it was doing to comply 
with best practices.

Culture Shift Challenging

The challenges along the way 
included creating the cultural shift 
toward actually fixing problems and 
not remaining content to have merely 
identified them, Hamby says. 

“There seems to be something 
inherent in us clinicians that we feel 
really good if we find a problem, and 
it doesn’t seem to bother us if we 
never fix it,” he says.

Piedmont Healthcare ensures that 
all QI efforts align with its zero harm 
goal. That means that some well-
intentioned staff and clinicians will be 
told “no” when they suggest a project, 
Hamby says. 

For example, if someone wants a 
medication reconciliation team but 
there is no evidence that the issue has 
caused harm, that issue will be given 
lower priority than infections that are 
harming patients, he says.

People often see their project as a 
moral imperative because someone 
could be hurt, Hamby says, but Pied-
mont Healthcare’s policy is to focus 
on what is hurting people already. 
That can be difficult for some people 
to accept, he says. 

“We get requests to do something 
about the possibility of elephants 
charging down the hallway and 

running over people, based on some 
accreditation finding that we’ve never 
seen before. People get fixated on that 
because it sounds like a such a terrible 
thing we have to prevent,” Hamby 
says. “Getting people to focus on 
the things that we know are causing 
problems is the biggest barrier I face 
on a daily basis.”

The overall approach by Piedmont 
Healthcare at the system level is win-
ning over some hospital leaders who 
previously had become jaded by what 
they saw as QI’s preoccupation with 
measurements and a habit of dictat-
ing changes without understanding 
their impact.

Hamby says one of the greatest 
compliments the quality team has 
received came from a chief nursing of-
ficer at one of the hospitals who said, 
“For the first time in my career, I feel 
like quality is here to actually help 
me.”  n
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Unusual Implementation Model Boosts QI Success

The QI implementation model at 
Piedmont Healthcare is unusual 

and key to some of the system’s 
success, says Leigh Hamby, MD, 
chief medical officer with Piedmont 
Healthcare.

“The traditional way to implement 
something like a new MRSA program 
is to issue a policy, a training module, 
and a sternly worded memo,” Hamby 
says. 

Piedmont Healthcare’s approach 
is similar to how healthcare 
organizations launch a new EMR 
or IT system, explains Michael 
O’Toole, FACHE, executive director 
for quality improvement at Piedmont 
Healthcare.

“When we make a change in the 
EMR or IT, there is a go-live process 
with a command center and all kinds 
of support for people adjusting to 
that change,” he explains. “We took 
that same concept and applied it to 
changing processes on the front line.”

The implementation process 
takes a week. Prior to going live with 
the process change, a list of tasks 
must be completed, such as staff 
members finishing a training module. 
The system also schedules a go-live 
readiness call for leaders to go over 
everything related to the change, such 
as confirming that supplies are in 
place and EMR modifications have 
been made. 

Once the system goes live with 
a process change, QI leaders at the 
health system level sign up to cover 
questions and troubleshoot for every 
shift at each hospital. Quality leaders 
visit the units and make sure the staff 
are aware of the changes and shifting 
to the new standard work.

“If you’re a core measure chart 
abstracter for Piedmont Healthcare, 
there’s an expectation that you’re 
going to sign up for a CAUTI 
prevention shift. It may be 11 p.m. 
to 7 a.m. that you’re in one of our 
hospitals hanging out with the nurses, 
chatting about where they go to 
find the policy on Foley removal,” 
Hamby says. “If you’re in the quality 
department, at some point you will 
be at the bedside.”

Seven-Day Introduction

The QI department representatives 
usually include some inservicing 
with the nurses and make it fun with 
games and puzzles, O’Toole says. That 
phase lasts seven days.

“There is a command center, and 
any issues that come up in these visits 
can be called in. We either resolve 
them immediately or put them on 
our punch list of things to take care 
of soon,” O’Toole says. “Normally 
when we go live, we get about 70 to 

100 issues on that list.” That number 
may sound high, and the health 
system CEO is always asking why it 
cannot be lower. 

However, O’Toole says the 
issues arise because there are 
11 hospitals with variability in 
physical infrastructure and other 
factors that become problematic 
once standardized processes are 
implemented. The issues often are 
simple, such as who is supposed to 
give the patient a daily bath.

Other health systems that use a 
more traditional approach of simply 
telling people to do something 
new and expecting compliance do 
not even know about that kind of 
stumbling block, Hamby says. By 
encouraging staff to ask questions 
and directing people to stand by 
with answers, the health system can 
eliminate problems that might have 
stymied compliance efforts for years, 
he says.

“There are just things that you 
can’t anticipate, but it’s good to learn 
about them during the go-live phase,” 
O’Toole says. “The staff can see that 
we’re standing by and working to 
resolve those issues, so the process 
changes are actually adopted more 
quickly. They see that not only did we 
come out and talk to them personally, 
but when problems came up we 
listened and fixed them.”  n

Piedmont Healthcare’s QI Changes Also Affected  
Peer Review Process

The emphasis on process measures 
at Piedmont Healthcare carries 

forth to other aspects of quality, 
such as the peer review process, says 
Stephen Heimbigner, executive 
director for quality surveillance and 

analysis. Rather than a physician 
receiving a notification of a 
professional practices evaluation 
because of a bad outcome, a 
physician is reviewed because of poor 
performance related to a process 

measure, Heimbigner explains. 
Senior providers help coach their 
peers who are not following process 
measures. Leigh Hamby, MD, 
chief medical officer for Piedmont 
Healthcare and a surgeon, says the 
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goal is to focus physicians on what 
will improve patient safety, not 
relying on luck that a patient did not 
acquire an infection, for example.

“If you don’t follow an order set 
for a colon surgery — even if you 
don’t have a colon infection, you’re 
going to get a friendly reminder from 
the peer review group saying, ‘We 
expect you to use the order set, and 
you were only at 80% compliance 
last month,’” Hamby says.

Piedmont Healthcare also 
measures the effectiveness of its peer 
review program. The health system 
standardized its peer review process 

so that it is handled the same way in 
every facility. Previously, the process 
varied considerably from one facility 
to the next, Heimbigner says.

The health system measures the 
success of its peer review process 
by the amount of peer coaching 
performed by providers, he says. That 
may range from a simple chat about 
a letter the doctor is about to receive, 
or a more formal intervention by 
colleagues related to an incident, 
trends, or process measures, 
Heimbigner says.

“Often, peer review is reactive, 
waiting for reports to come in from 

the field through variance reporting. 
But in the spirit of going after 
process measures, we know that we 
should utilize the EMR and find the 
times we are not compliant with the 
standard work,” he explains. “We look 
for opportunities to marry up the 
senior providers with the ones who 
are struggling in certain areas.”  n
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Agile Management Making Inroads  
in Healthcare Quality

A gile management is an approach 
that has become popular in 

many business circles, but it is only 
now gaining more attention in health-
care. Some Agile experts say quality 
leaders should consider this manage-
ment method for the strengths it can 
offer in improving patient care and 
safety.

First created for use in software de-
velopment, Agile is a project manage-
ment methodology built around short 
development cycles called “sprints” 
that typically last four weeks. These 
sprints are used to focus on continu-
ous improvement in the development 
of a product or service. Some health-
care leaders are finding applications 
for QI.

Agile is based on 12 principles, 
such as, “At regular intervals, the 
team reflects on how to become more 
effective, then tunes and adjusts its 
behavior accordingly.” (Editor’s Note: 
The principles are available online at: 
https://bit.ly/1U9qT0a.) A key tenet 
of Agile is implementing changes 
quickly but acting on feedback so that 

each iteration of the improvement is 
better than the last.

Although based on software devel-
opment, the principles can be adapted 
for other fields, including healthcare 
QI, says Leigh Burson, senior advisor 
with Impact Advisors, a consulting 
company in Naperville, IL.

“Agile project management around 
software or applications development 
has been around for a long time. 
Healthcare, which is behind in tech-
nology compared to other industries, 
has been trying to get on board for a 
while. We are seeing more success in 
using Agile in operational or clini-
cal process improvement projects in 
healthcare,” Burson says. “It’s very 
new to healthcare.”

The idea behind Agile project 
management is based on breaking 
down a large project (e.g., improving 
patient care) into smaller chunks that 
are addressed easier and faster, says 
Arti Bedi Pullins, founder and CEO 
of Pundit Consultantz, a healthcare 
consulting company in Chicago. 
Healthcare organizations are likely to 

adopt Agile more in the near future 
after seeing examples of its success in 
the industry, Pullins predicts.

“Not all healthcare institutions 
are using it, but the ones that have 
embraced it are seeing massive 
amounts of improvements, efficien-
cies, and cost savings,” Pullins reports. 
“It’s becoming a newer management 
phenomenon within the healthcare 
industry. I think we’re going to see 
this management methodology take 
on a bigger role in healthcare.”

Agile may sound a lot like Rapid 
Cycle improvement using Plan-Do-
Study-Act (PDSA) and Lean projects, 
Pullins notes. Although their names 
imply fast iterations in project or pro-
gram management, those approaches 
both focus on much longer-term 
process improvements and adoptions, 
she says.

“Agile, on the other hand, requires 
constant iterations, changes, and 
implementations of those changes 
for faster learn-test-try and then re-
calibrate and try again. Agile is more 
efficient and overtime yields better 
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process and reduction of over-runs 
on cost,” Pullins explains. “Lean, at 
times, can be instituted on top of 
Agile, as Lean is looked at for con-
tinual longer-term improvements. 
Healthcare and quality improvement 
professionals can use Agile to break 
down the Lean project into smaller 
chunks at a task or business priority 
level, and deliver that specific task in 
a more efficient time-frame, some-
times in weeks vs. months. Agile, in a 
way, is about concentrating on solving 
smaller and specific tasks in relation 
to a larger project.”

With Agile project management, 
there is a sponsor for each project. 
Since they are defining that iteration’s 
work and the work is planned in 
short sprints, it allows the sponsor to 
see continuous improvement sooner 
rather than later, Burson says.

“Agile incorporates continuous 
feedback from users, and you build 
on lessons you learn. It’s an itera-
tive approach so that you see [more] 
returns on investment than you do 
with many other project management 
methodologies like waterfall,” Burson 
says. “It is a simple methodology, but 
it takes time and education to get 
people all on the same page about it.”

Agile is different from other 
project management approaches in 
which no one sees the results until 
the end of the project, Burson says. 
With Agile, the methodology is quick 
and participants get to see pieces of 
the project effects along the way, she 
says. Healthcare quality professionals 

may find Agile useful when focusing 
on smaller, short-term improvements 
rather than the larger end goal, says 
Angela R. Tiberio, MD, physician 
executive and clinical performance 
solutions leader at Impact Advisors.

“The enemy of good is perfect, 
so Agile allows you to incrementally 
improve on something and recognize 
that while it’s not going to be perfect 
right out of the gate, nothing is,” Ti-
berio says. “Our constant striving for 
perfection can paralyze us. Agile can 
help combat that tendency if, cultur-
ally, the organization can get comfort-
able with implementing change, even 
if it’s not perfect. Then, you watch 
closely and make improvements as 
necessary.”

The healthcare landscape has 
changed to adapt to customer needs. 
The industry has become more 
competitive than it was in the past, 
Burson notes. Agile allows organiza-
tions to move forward and innovate 
more quickly than they might have 
with other methodologies.

“There are some early adopters in 
healthcare. I’ve worked with orga-
nizations that have a pretty robust 
Agile methodology they’ve been 
using for five or six years,” Tiberio 
reports. “Largely, it’s used for post-
implementation of a system after 
you have it live. It can be used in an 
implementation framework, but that 
is not the more common situation we 
see. When you’re doing the primary 
implementation of an electronic 
health record, the vendor will have 

their own methodology, and you can’t 
do a wholesale swap.”

But after a system is live, then the 
healthcare organization can use Agile 
to advance the tool to be more usable 
and provide the utmost value, Tiberio 
offers.

The Agile framework could 
be used in a similar way with the 
implementation and optimization 
of regulatory or compliance efforts, 
Burson suggests.

“If you have a project in which the 
solution options, the scope, or the 
requirements change frequently, then 
Agile can be a good [tool],” Burson 
says. “If it’s a really simple solution, 
Agile may not be the best approach. 
But for complex problems, one of the 
strengths of Agile is the cross-func-
tional collaboration.”

With the short sprints, stakehold-
ers see a return on investment quickly, 
which results in good buy-in, Burson 
explains. People also tend to stay in-
volved with the improvement longer 
because they are seeing results rather 
than losing interest as they wait a year 
or longer for the final results of a dif-
ferent project, she says. 

An Agile methodology requires the 
organization to use good oversight for 
identifying potential needs, prioritize 
what problems should be addressed, 
and establish measures of success, 
Tiberio says. 

“Without that strong structural 
support, the Agile methodology is just 
going to replicate some of the crazi-
ness that goes on today with everyone 
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wanting something and wanting it 
now,” Tiberio cautions. “You still 
have to have all those things in place 
whether you’re using Agile, waterfall, 
or any other project management 
model. It also is crucial that you 
operational-ownership throughout 
the entire cycle, which forces you to 
get multiple disciplines together.”

All the stakeholders from multiple 
disciplines must actively participate 
with the Agile sprints, but that is 
more feasible because they are shorter 
than some project management ap-
proaches, Tiberio notes.

“If you get the ownership, you 
tend to push things out more quickly 
with Agile because they are see-
ing results. Their requests and their 
needs have not gone into the black 
hole of a long-term project,” Tiberio 
says. “They see us building this thing 
quickly, seeing how it works, adding 
and changing it as needed, and then 
we move on.”

A common scenario in which 
Agile could be applied is a requested 
change to the EMR, Tiberio notes. 
As with most changes or implemen-
tations involving technology, the 
biggest challenges will involve people 
rather than machines, she says. 

For instance, when an EMR goes 
live or features are modified, it is 
common for clinicians to report that 
changes are needed to a rounding 
guide.

In that scenario, Agile man-
agement would call for gathering 
everyone involved with that aspect of 
the EMR. Then, the team discusses 
the needed changes and acts quickly 
to make the those changes, assess the 
effect, and tweak the EMR further if 
necessary, Tiberio explains.

“You come up with user stories 
that illustrate who, what, and why 
for the improvements. The why part 
is very important. A doctor may ex-
plain that she wants to optimize the 

rounding navigator so that her time 
is used better and she has fewer clicks 
per day,” Burson explains. “The Agile 
IT team will talk about the options 
for different solutions, and present 
those possibilities with an assessment 
of the time and resources required.”

Pullins is working with one of 
the biggest distributors of health-
care products, using Agile project 
management for simplifying supply 
chains and logistics for key medical 
equipment, pharmaceuticals, and 
supplies. The goal is to ensure prod-
ucts are delivered in a timely, consis-
tent manner, with constant flow and 
in proper quantities, while keeping 
track of expiration dates and other 
factors. 

The project involves the distribu-
tor working closely with healthcare 
organizations to develop systems that 
improve with each iteration based 
on feedback from customers, Pullins 
explains. At the end of each Agile 
sprint, participants conduct a sprint 
retrospective to determine what went 
well and what could improve.

Agile management can be par-
ticularly helpful with breaking down 
silos, a common problem in health-
care, says Jimmy Benani, federal 
industry practice lead at Excella, an 
Agile technology firm in Arlington, 
VA.

“As much as it’s a process, we 
think of it more as a mindset,” Benani 
says. “Before you adopt this approach, 
you have to be sure you’re aligned to 
what Agile is promoting in terms of 
collaboration, welcoming change, 
and adjusting those changes. The 
work is done by cross-functional team 
members who are self-managed as op-
posed to how projects sometimes are 
managed from the top down.”

Technology and data functions 
in healthcare will offer the most 
obvious opportunities for the use 
of Agile, notes Amanda Makulec, 

data visualization capability lead 
with Excella. The approach can help 
quality leaders manage system-level 
data all the way down to individual 
patient records, she says. 

“Agile can have a great impact by 
making data more usable and accessi-
ble by managing and improving how 
physicians interact with the electronic 
medical record. It can help us better 
understand how the record is impact-
ing patient care and how physicians 
interact with the technology,” Maku-
lec explains. “Agile can help us pull 
together data from disparate systems, 
triangulating data from the financial 
and human resources systems, moving 
iteratively toward some kind of uni-
fied vision of how the entire hospital 
system is working.”

Speed is critical to the Agile ap-
proach, Makulec notes, with sprint 
teams implementing change in a 
short period. 

But that does not mean that the 
work is performed hastily, sacrificing 
quality for speed. Rather, the goal is 
to put one iteration of the change in 
front of people quickly so that they 
can provide feedback to improve the 
ultimate improvement.

“It’s about speeding the develop-
ment so that people have something 
they can see, feel, and touch. They 
can give you feedback incrementally,” 
Makulec explains. “That is as opposed 
to spending a year and a half working 
to try to make something perfect, and 
then handing over that final product. 
It’s not going to be perfect, and you’ll 
need to respond to feedback anyway.”

Makulec and Benani say they are 
seeing more interest in Agile from 
healthcare organizations, but the 
shift in mindset can be a challenge. 
Even nimble organizations can find 
it difficult to shift to Agile for large, 
enterprise-scale IT projects involving 
sensitive health data, she says. The 
healthcare components of the federal 
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government are adopting Agile more 
rapidly than the rest of the industry, 
Benani says. The Veterans Adminis-
tration and the Department of Health 
and Human Services are adopting 
Agile for data system implementation 
and are showing interest in expand-
ing the methodology to less technical 
issues, Benani says.

Training in the Agile methodol-
ogy is available from various sources, 
but to learn Agile, Makulec suggests 
starting small. 

“Find smaller-scale projects that 
could be used as demonstration 
cases for the value that an Agile 
management approach can bring, the 

faster speed to delivery and the user-
centered design. The early project 
may be scalable in the future or show 
how the process yields results for the 
end user and gets them excited,” she 
says. 

“We’re doing a project now with 
the CDC on designing a dashboard 
of community scorecard data for 
healthcare facilities in Uganda as our 
pilot country,” Makulec continues. 
“Later, [the solution can] be scalable 
to other country environments. In 
doing that, it wasn’t a huge piece of 
work that required cumbersome, 
complex enterprise-level data 
streams.”  n
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Patient Experience Put Front and Center  
at Indiana University Health

Indiana University (IU) Health in 
Indianapolis, the largest health 

system in the state, has invested 
heavily in patient experience 
initiatives, appointing an executive 
director of experience design and 
eight regional experience design 
leaders. 

IU Health leaders also began 
conducting real-time surveys of 
patients in 2018, with more than 
700,000 surveys collected so far. 
Management bonus plans now 
include meeting patient experience 
goals, and a net promoter score was 
created to show whether patients will 
recommend IU Health for care.

 In 2015, the CEO of IU Health 
recognized that the industry was 
becoming much more consumer-
driven and wanted to challenge the 
system to think more about becoming 
consumer-centric in its approach to 
delivering healthcare, says Jennifer 
Baron, executive director of 
experience design for IU Health. 

Health system leaders spent 
2016 speaking to more than 17,000 
healthcare consumers in Indiana and 
7,000 of its own employees about 
how to become more consumer-
centric. 

The system also benchmarked 
both within the healthcare industry 

and outside to understand what IU 
Health might have been missing in 
serving consumers, Baron explains. 
That work yielded two major 
conclusions. 

“One was that we needed to shift 
from everything we were saying 
about wanting patients to be satisfied 
with a single transaction and start 
thinking about how patients travel 
across multiple care locations in 
their healthcare journey,” Baron says. 
“Their journey may begin with doing 
a web search to find care, through 
multiple locations to receive that care, 
and then back in their home receiving 
a bill. We knew we needed to expand 
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our focus on that entire journey 
and develop relationships that drive 
loyalty.”

The other big lesson was that 
healthcare consumers want to be 
engaged with improving healthcare. 

“Previously, we were guilty of 
gathering in the conference room 
and maybe putting a patient pain 
point on the table that we wanted to 
solve, with the best of intent solving 
that problem in the way we thought 
was meaningful,” Baron says. “But 
we were always missing having a 
patient at the table with us to design 
new experiences and care models, to 
partner with our patients.”

Five-Year Improvement 

Plan

The year of research led to a 
five-year strategy for evolving into a 
more patient-centered organization. 
Baron was hired in 2016 to oversee 
experience design, with a team of 
10 employees who would develop 
tools and frameworks that make it 
easy for patients to give feedback 
and improve experiences. At the 
same time, the system deployed eight 
regional experience design leaders to 
its hospitals.

The new focus on loyalty led to 
evaluating the financial impact of 
loyal patients vs. detractors. Loyal 
customers, called promoters, retain 

better, purchase more, and refer 
family and friends, Baron explains. 

IU Health adopted a systemwide 
net promoter score (NPS) in 2018 
as its primary patient experience 
measure by using patient surveys. 
The patient feedback survey was 
redesigned, including shortening it 
from 60 to 80 questions down to just 
six to 12. The previous survey was 
delivered by mail, often six weeks 
after patient care, and results might 
not be processed and delivered for 
three months. The new survey is 
delivered electronically within 48 
hours.

NPS Improves

The survey also moved away from 
the focus on overall satisfaction to 
the likelihood of recommending IU 
Health with a 0-10 score. The NPS is 
measured at the system, regional, and 
individual facility levels. The scores 
are updated in real time.

“We were very silo-driven 
previously, with a different survey for 
inpatient, outpatient, and physician 
offices. We also had these groups and 
committees that were focused on 
ensuring that we did well on those 
surveys,” Baron says. “Through this 
work, we changed our focus to just 
one survey and one measure that 
is inclusive of all care settings. We 
have one experience score instead of 

three, which helped with our cultural 
move to have everyone work better 
together.”

The first-year goal for the NPS was 
to improve at a statistically significant 
rate, Baron says. At the end of 2018, 
IU Health had exceeded that goal and 
set a new goal in 2019 to reach top-
decile performance within five years.

IU Health’s NPS was 74.71, while 
top-decile performance was around 
80. The goal was to reach 75.71 by 
the end of 2019, and then improve to 
80 by 2023. By June 2019, IU Health 
had achieved a systemwide NPS of 
76, above the full-year 2019 goal, 
Baron reports.  

“Our hospital facility inpatient 
NPS at the system level has improved 
four points, our ED NPS has 
improved by five points, and all of 
the other outpatient ancillary services 
have improved by five points also,” 
Baron says. “Overall, at the system 
level, we’ve had a net promoter score 
increase of a little over two points.”

Empathy Walks  

Help Leaders

IU also changed how it distributes 
information about patients to team 
members. 

“Team members learn about 
patient feedback during team 
meetings, their daily huddles, and 
a number of other ways. We post 
patient survey results every week 
in an executive conference room 
also for leadership to see,” Baron 
says. “We also put more focus on 
recognizing team members for their 
effect on patient feedback, including a 
trophy that different teams earn each 
month.”

IU Health also began holding 
“empathy walks” using audio 
recordings from actual patients at 
points along their care journey. 
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 n Better approach to pressure 
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electronic health records
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CE OBJECTIVES

CE QUESTIONS

1. What was one motivation for 

Piedmont Healthcare in Atlanta 

to revamp its infection control 

and quality improvement (QI) 

programs?

a . Internal data indicated patients 

at the system’s hospitals were at 

higher risk of surgical site, central 

line, and MRSA infections .

b . CMS sent the health system a 

letter warning of failure to meet 

Conditions of Participation . 

c . The Joint Commission cited the 

health system for poor infection 

control practices .

d . A multimillion-dollar lawsuit 

settlement was tied to deficiencies 

in infection control .

2. What was one goal of the 

Piedmont Healthcare QI 

restructuring?

a . Do more with fewer people .

b . Have a much higher proportion 

of QI work involve improving 

patient care .

c . Develop more funding 

resources for QI .

d . Minimize the number of 

improvement projects tackled 

each year .

3. What is a key idea behind Agile 

project management?

a . Breaking down a large project 

into smaller chunks that are 

addressed easier and faster .

b . Developing a perfect solution, 

no matter how long it takes .

c . Isolating the project from 

feedback until all work is 

complete .

d . Assigning components of the 

project to different work groups 

that do not come together until 

time for final implementation .

Hospital leaders and staff, including 
IU Health board members, use the 
audio recordings, similar to those 
used at museums and historical sites, 
to walk “in the shoes” of a patient. 
This gives everyone a near first-hand 
perspective on what it is like to be a 
patient at IU Health, explains Karen 
Cernock, manager of experience 
design capability.

“It helps them understand the 
whole experience, what it’s like to 
park at one of our facilities, to be lost 
and not know where they’re supposed 
to go, to receive great care from our 
providers,” Cernock says. “We record 
the patients telling bits and pieces of 
their stories as they walk through the 
facility. A small group of leaders may 
start at the vestibule of the emergency 
department, listening to how scared 
they were for themselves or their 
loved ones, what it was like at that 
moment in time for them.”

Looking Beyond 

Healthcare

IU Health pays attention to 
performance in all care settings, not 
just in hospital, including “retail” 
settings such as physician offices and 
labs. 

Adopting NPS lets IU Health 
compare its performance to non-
health companies, including Amazon, 
Nordstrom, and Apple. This provides 
more perspective and context to the 
board and patients, Baron explains.

“My goal is to stop talking about 
the patient care experience because 
it is has become so well-embedded 
in the culture of our health system,” 
Baron says. “A lot of the tools and 
operations we have developed are 
designed to take our leaders in 
that direction and start thinking 
differently about ownership for that 
broader patient experience.”  n
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