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Clinical Clinical Quality and Quality and 
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Member, ACEP Board of Directors

Medical Director, Studer Group

Definitions – Excellence in Health Care

Clinical Quality clinical care that is measurablyClinical Quality – clinical care that is measurably 
superior by recognized standards.

Service Excellence - meeting the needs and  
fulfilling the expectations of patients and staff.

Operational Efficiency – doing both of the above 
efficiently without time/resource wasteefficiently without time/resource waste.
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Some Would Say . . . 

Clinical Quality is the real deal, the “hard stuff.”

Service Excellence is the fluff stuff.

Operational efficiency  - “a great work 
environment” - should be created for us so we 
can do our job well.j

Communication = Compliance = Quality

Physician communication correlates STRONGLY 
with adherence rates by patients in acute andwith adherence rates by patients in acute and 
chronic disease. There are now over 100 
observational and 20+ experimental studies 
published demonstrating the correlation of 
communication (patient satisfaction) with 
compliance. Compliance with treatment regiments 
has significant influence on quality measures in 
chronic disease and outcomes.

Medical Care: August 2009 - Volume 47 - Issue 8 
- pp 826
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This Is Not Smile School . . .

Service = Quality = Operational Efficiency

Mortality Index = Clinical Quality
Employee Turnover = Service Excellence
LOS = Operational Efficiency
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Relationship between patient satisfaction, 
complaints and lawsuits

Physicians with lower patient satisfaction results are more 
likely to have patient complaints (RR 1.79;95% CI 1.38-2.33; p<.001)y p p

Each one point decrement in patient satisfaction scores is 
associated with a –

6% increase in complaints (RR 1.06, 95% CI 1.03 – 1.08;p<.0001)

5% increase in risk management episodes (RR 1.05, 95% CcI 
1.01 – 1.09;p< .008)

Lower performing physicians were at greater risks for lawsuitsLower performing physicians were at greater risks for lawsuits 
(RR = 2.10;p 95% CI 1.13 – 3.90; p<.019)

75% of complaints were related to communication issues

Stelfox HT, et al, The American Journal of Medicine 2005; 118: 1126 – 1133

Hourly Rounding - Call Light Study                 
(American Journal Nursing Sept 2006)

Operational Efficiency: Call lights reduced 
37.8%37.8%

Patient Satisfaction: 
Increased avg. 12 pts (78.8 -> 90.8) n=10

% Excellent ratings increased 41.8% (38.2% 
-> 81.0%) n=2

Clinical Quality: Falls reduced 50% (averageClinical Quality: Falls reduced 50% (average 
cost of fall $19,440-$22,000)

One year after study, 85% of units still doing the 
practice, 92% had spread practice to other units
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Hourly Rounding (ED)

Operational Efficiency: Call lights reduced 34.7%

Operational Efficiency: Patients/Families 
approaching the nursing station reduced 39.5%

Finance: LWOBS reduced 23.4%, LAMA 22.6%

Clinical Quality: Falls reduced 58.8%

P ti t S ti f ti I d 20%il i l dPatient Satisfaction: Increased 20%ile in already 
high-performing ED’s 
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A Fact of Life

“If the other guy’s getting g y g g
better, then you’d better be 

getting better faster than that 
other guy’s getting better . . .   

or you’re getting worse.”or you re getting worse.
-- Tom Peters 

The Circle of Innovation

It’s Getting Harder to be Great
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To Improve Anything . . . 

Systems People

Patients
StaffProcess Outcomes

Physicians

Leader Rounding on Staff

Harvest Wins:
“Are there any staff or physicians you would like me y p y y
to compliment or recognize?”

Focus on the Positive:
“What is going well today?”

Identify Process Improvement Areas:
“What systems could be working better?”

Repair and Monitor Systems
“Do you have the tools, equipment and assistance 
to care for your patients well?”

Coach on New Behaviors                                      
“We’re trying to improve our patients’ experience.    
One way to do that is . . . “
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Think 
Bowling . . .

•• Set up pins (goals) Set up pins (goals) 

F ll  h hF ll  h h

•• Set up pins (goals) Set up pins (goals) 

F ll  h hF ll  h h

Systems

Bowling . . . •• Follow throughFollow through

•• Keep scoreKeep score

•• Follow throughFollow through

•• Keep scoreKeep score

•• Determine metrics Determine metrics 

•• Define baselinesDefine baselines

•• Create action plansCreate action plans

•• Determine metrics Determine metrics 

•• Define baselinesDefine baselines

•• Create action plansCreate action plans

Potential “Pins”

Door to Doc time

Door to Room

Room to Doc

TAT Lab/Imaging

Order admission to patient to floor

LWOT’sLWOT s

% Patients discharged before noon
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Focus on Systems - Getting Patients InFocus on Systems - Getting Patients In

Quick RegistrationQuick Registration

 Immediate Bedding (“Triage” Immediate Bedding (“Triage” 

Quick RegistrationQuick Registration

 Immediate Bedding (“Triage” Immediate Bedding (“Triage” g ( gg ( g
replaced by “Intake”)replaced by “Intake”)

RMERME: Treat-&-Street from 
Triage/Initiate Care on Others

Advanced Nurse InterventionsAdvanced Nurse Interventions

g ( gg ( g
replaced by “Intake”)replaced by “Intake”)

RMERME: Treat-&-Street from 
Triage/Initiate Care on Others

Advanced Nurse InterventionsAdvanced Nurse Interventions

Door to DocDoor to Doc

Patient SatPatient Sat

Door to DocDoor to Doc

Patient SatPatient Sat

Service goals for Lab, Service goals for Lab, 
Imaging and Imaging and 

Systems - While Patients Are InSystems - While Patients Are In

ConsultantsConsultants

All rooms multiAll rooms multi--
purposepurpose

Chairs instead of Chairs instead of 
stretchersstretchers

ExtendersExtenders

Charge PhysicianCharge Physician

Board RoundsBoard Rounds
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Systems - Getting Patients Out

 Early Inpatient DischargeEarly Inpatient Discharge

 No delay nurse reportNo delay nurse report

 Admissions NurseAdmissions Nurse

 “Zero Tolerance” on “Zero Tolerance” on 
Hidden bedsHidden beds

 Rapid Admission UnitRapid Admission Unit

 Discharge Hospitality Discharge Hospitality 
S itS itSuiteSuite

 Smoothing Elective Smoothing Elective 
SurgerySurgery

 Code Purple/Full Code Purple/Full 
Capacity ProtocolCapacity Protocol CapacityCapacity

Create Your Scorecard/Action Plan

vi
ce

METRIC
BASELINE

GOAL MAR APR MAY

Patient Satisfaction  ‐ Overall percentile             85%ile

Patient Satisfaction Physician section percentile 85%ile

Se
rv Patient Satisfaction  ‐ Physician section percentile             85%ile

Patient Satisfaction  ‐ Nurse (or other key) section percentile             85%ile

Discharge phone calls % contacted 60% 

y

Patient Arrival to Bed 15 min
Bed to Physician/MLP 15 min
Length of Stay Times

ED Discharges

ED Fast Track Pts

150 
min

60 min
d 10 i

Q
u
al
it
y Door to Pain Medication 10 min

Admit order to patient leaves ED for inpatient bed 60 min

Patients being boarded ‐ # and hours 0/0

Core measures – Acute MI ‐ PCI within 90 minutes 100%

Core measures – CAP ‐ Antibiotics within 6 hours 100%

Inpatient metric ‐ % Patients Discharged by 12 noon
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Make Your Data Public

Strategies to Improve Systems (Quality)

Pro-Active

Leader Rounding

Discharge Follow-Up Phone Calls

Performance Improvement

Six SigmaSix Sigma

Lean
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Rounding in the ED                             

Nurse Leader round each shift on employees

MD Leader round once weekly on MDs and 
patients, connecting the dots

Clinical Leaders round every 4 hours on patients 
and staff, connecting the dots

Technical staff round frequently at discretion ofTechnical staff round frequently at discretion of 
Charge RN to do “comfort rounds”

Rounding in reception area (decrease your LNS)

Leader Rounding:  Ask Patients Real-Time
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How To Complete the Patient Experience: 
Follow Up Phone Calls

Engel K, Heisler M, Smith D, Robinson C, 
Forman J, Ubel P, “Patient Comprehension of 
Emergency Department Care and 
Instructions: Are Patients Aware When They 
Do Not Understand?,” Annals of Emergency 
Medicine. July 11, 2008
•78% did not have full understanding
•80% of that 78% did not understand that 
they did not understand

Outcome:  Post Visit Calls

“Likelihood of 
Recommending”
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Emergency Department - MPHS

Improves Physician 
Performance… 
(January-June 2008, Press Ganey National %tile rank)
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Discharge Calls: Improved Clinical Quality

Emergency Department:  
Volume Adjusted 24-hour Emergency Department Returns

2.9%

2.1%
2.5%

1.9% 2.0%

1 0%

1.5%

2.0%

2.5%

3.0%

3.5%

4.0%
j g y p

0.0%

0.5%

1.0%

Month 1 Month 2 Month 3 Month 4 Month 5

Source:  The Regional Medical Center, South Carolina, Total beds = 286

Narrowing the Variation

Six sigma measures 
quality by measuring 
the Variance; it does ;
not rely on the Mean. 
It is argued that all too 
often businesses base 
their performance on a 
mean, or average-
based measure, of the 
recent past. However, 
reality is that customers 
DON'T j dDON'T judge 
businesses on 
averages. They actually 
experience the variance 
in each and every 
transaction or 
purchase. 
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Examples of Sigma Levels

Example: If a 
fl

Sigma 
Level

Time to 
Crashpassenger flew 

each day of their 
lives, how long 
could she/he fly 
without an 
airplane crash?

Level Crash

4σ 5 months

4.5σ 2 years

5σ 11 yearsairplane crash? 5σ 11 years

6σ 772 years

Lean Six Sigma

Two Origins

Six Sigma is a problem-solving method to drive 
dramatic improvements in dashboard metrics and to 
launch new products, services, and processes 
flawlessly.

Lean is a set of methods to eliminate non-value 
added tasks and increase speedadded tasks and increase speed
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Create the Team                                               
Think Football

•• If on a football If on a football 
team, what team, what 
position do you position do you 

•• If on a football If on a football 
team, what team, what 
position do you position do you position do you position do you 
play?play?

•• Do quarterbacks Do quarterbacks 
win games?win games?

position do you position do you 
play?play?

•• Do quarterbacks Do quarterbacks 
win games?win games?

Colleague as Customer

“What can I do to help you have a great day in 
working with me today?”
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3 to 13 to 1
33

Positive!Positive!

The Work Environment
Compliment to Criticism Ratio

3 to 13 to 1

2 to 12 to 1
2
1
2
1

11

NeutralNeutral

Positive!Positive!

1 to 11 to 1
1
1
1
1 NegativeNegative

Source: Tom Connellan, “Inside the Magic Kingdom”, pages 91-95
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The Simplest Recognition:                 
Saying “Thank you” at the 

Chocolate WorksSay Thank You More

Saying Thank you  at the 
end of the day (shift)

Summary

Quality and Service are intimately interdependent.
SystemsSystems

Determine key metrics
Define baselines/set goals
Create Action Plans with accountability

People - Engage, then Align
Colleague as Customer
Say Thank You More
Everyone on Board
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Thank you.
Jay Kaplan MD, FACEP

jkaplan@acep.org


