
Ensuring Leadership Engagement 
 



Before we start… 
 
 Reminders: 

• Letters of commitment  
• IHI Open School 

 
 Your feedback is very important for us. So please 

continue to share it with us. We truly appreciate 
the time you take to give us your thoughts and 
input.  
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Important notes 
 Within3 Community 
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Important notes 
 HCAHPS Year 2 Reference List 
http://tc.nphhi.org/Learn/HCAHPS-Beyond-The-Basics.aspx  
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SOS Leadership to 
Improve Patient 
Experience 
 
Bianca Perez, PhD 
Senior Research Scientist 
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Objectives 
 
1. Review “evidence based” leadership practices 

to improve Patient Experience  
 
2. SOS Leadership: See the problem, Own the 

problem, Solve the problem1,2 
 
3. Discuss common barriers and possible solutions 
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• 7/8 high performing organizations repeatedly identified strong CEO and 

governance support for achieving patient centered care as a critical 
facilitator3  
 

• 6/6 high performing hospitals are characterized as having strong, visionary 
leadership committed to patient and family centered care4 
 

• In a survey of 800 US hospital executives, 72% agree that strong, visible 
support from the top is a key to improving Patient Experience5 
 

• “The single most important factor contributing to patient-centered care… is 
the commitment and engagement of senior leadership at the level of the 
CEO or board of directors”. “In the words of one observer, there is no 
chance to succeed without it, and maybe not even with it.”6 

 

 

 

 

 

 

LEADERSHIP MATTERS… A LOT! 
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SEE    OWN    SOLVE 
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See the Problem:  
Examine your Culture with Respect to Patient Experience 
 
• Successful organizations consider themselves to be patient-centered rather 

than provider centered7 
 
• Top performers were more likely to focus on overall organizational culture, 

versus trying to simply address Patient Experience as a separate initiative8  
 

 “Patient Experience is our strategy. So, it’s not another strategy. They key is to 
understanding how everything else fits in.”8   

             - David Feinberg, President UCLA Health System 
 

• “We don’t focus as much on scores as we do on what affects the scores”9 
 
 7/8 high performing organizations say sustained focus on employee satisfaction is 

a facilitator for building a patient centered organization9  
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See the Problem:  
Examine your Culture with Respect to Patient Experience 
 
 
• Culture is strongly supportive of learning and change.  
 “Part of our culture is that we’re never happy with the status 
 quo. Never… We ask patients, what would we need to do in 
 order to be a 10/10.”3   - Chief Nursing Officer 

 
• Top performing organizations had a more skeptical self-assessment 

of service excellence9 
    80% of bottom performers rated themselves 4 or higher, whereas 80% 

 of top performers rated themselves 3 or lower (1 is not at all 
 successful and 5 is very successful)  

 

 

 

 

 

 

 

 

10 



SEE THE PROBLEM:  
Examine your Hospital’s Performance 
 

 
• 6/6 high performers say that the capacity to systematically measure and 

monitor performance through a balanced scorecard is key to improvement4 
 

• High performing organizations measure hospital performance and unit level 
performance3 
 

• High performing organizations value narrative feedback from patients8 
 

• Be transparent: Publish Patient Experience dashboards for everyone to see, 
including public!8 
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OWN THE PROBLEM: 
Hold Every Staff Member Accountable to Patient Experience  

  
 

• 8/8 high performing organizations say providing frontline staff, 
management, and governance with specific feedback on Patient 
Experience is critical3 

 
• Low performers had their Patient Experience staff focused on other 

job responsibilities, e.g., marketing, HIM; whereas high performers 
were more likely to be designated Chief Patient Experience 
Officer, Manager of Service Excellence, Director of Patient 
Relations, Service Excellence Coordinator9 
 

• Ask every member of the senior team to clearly explain their roles 
and responsibilities towards Patient Experience9 
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Solve the Problem: 
Be a Visible Leader 
 • Top performers commit significant leadership time to the Patient 

Experience9 
 

• Service leaders at top performing organizations spent an average 
of 85% of their work time focused on improving Patient Experience, 
compared to 35% for low performers9 
 

• Successful hospitals conduct leadership rounding. Builds 
relationships with frontline staff, engaged employees are 
recognized, and removes barriers to good Patient Experience9 
 

• Whatever the CEO promotes as improving Patient Experience is 
how the organization will approach Patient Experience8 

 
 
 
 
 

13 



Solve the Problem: 
Be a Visible Leader 
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Solve the problem: 
Engage Staff, Patients and Families 
 

• Top performers had an average of 80% of all employees committed to 
delivering consistently positive Patient Experience; bottom performers 
had 63% of staff on board with service efforts9 
 

• 5/8 high performing hospitals said that engaging patients and families 
is a critical strategy3 
 

• 6/6 high performers say they partner with patients and families at 3 
levels: Point of care delivery, planning and policy development, and 
medical education4  

We don’t have any clinical meeting, retreat, et cetera, without patients there. So we 
trained a group of patients to be able to sit with us, and basically just keep us honest. If 
you actually listen to our conversations sometimes, we stray from being patient centered. 
Having the patient there – it brings it back.  
     - David Feinberg, President of UCLA Health System 
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Common Barriers (and possible solutions) 
 
 

 
Barrier: Failure to define Patient Experience objectives5 
Solution: Understand the current state of the Patient Experience 
performance – hospital wide and unit-specific5 
 
Barrier: Competing priorities/time constraints5 
Solution: It takes an intentional decision to focus on Patient 
Experience and recognize that it can in fact tie many other priorities 
together5 
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Common Barriers (and possible solutions) 
 Barrier: Lack of physician engagement5 

Solutions:  
1. Leaders should make it easy for physicians to absorb the Patient 

Experience message and reinforce behavioral expectations for all 
team members5 

2. Develop physician-specific feedback/goals  
3. Assign engaged physicians to speak with physicians about why 

organization is committed to Patient Experience. Doctors listen to 
doctors!3 

  
Barrier: Insufficient resources to support improvements5 
Solution: Recognize that not every solution is costly. Changes in care 
delivery based on patient feedback are often surprisingly simple and 
inexpensive3 
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Common Barriers (and possible solutions) 
 Barrier: Changing mindset of employees from provider-focused to 

patient-focused3 
Solution: Make Patient Experience personal, e.g. Listen to patient 
stories, make it an agenda item at staff meetings3 
 
Barrier: Changing the mindset to a patient-focused organization is 
taking longer than expected3 
Solutions:  
1. Be responsive to patient feedback, deal with negative stories 

immediately, and let staff know you have addressed the problem3 
2. Celebrate success, acknowledge consistency, and address 

problems10 
3. See Patient Experience as a journey, not an initiative9 
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Summary 
See the problem 
 Examine your culture with respect to Patient Experience 
 Examine your hospital’s performance 
 
Own the problem 
 Hold every staff member accountable to Patient 
 Experience 
 
Solve the problem 
 Be a visible leader 
 Engage staff, patients, and families 
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Next Steps 
 Please look forward to our next Webinar on April 

24th: Management Considerations for Improved 
Patient Experience 

 
 Pre-work: 

Take complimentary IHI Open School Course on Dignity and Respect 
(Contact your Team Leader for registration information regarding 
complimentary IHI Open School registration)  
 

– An Introduction to Patient & Family Centered Care 

– First Impressions 

– Privacy and Confidentiality 

– Culture and Belief Systems 

– Creating a Restful and Healing Environment  
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Next Steps 
 What topics would you like to read about on our 

community? Help us provide you with what you 
want. 
 

 Should you have any further questions, please 
contact: 
 Mai AlSokair 

 Email: malsokair@naph.org 
 Phone: (202) 495-3350 

 Jane Hooker 
 Email: jhooker@naph.org 
 Phone: (202) 585-0134 
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WVU Healthcare 

• 531-bed AMC; 113 ICU beds. 
• 450 clinical faculty, 380 residents. 
• 34,000 admissions; 48,000 ED visits; 800,000 

physician office visits; 4,000 trauma patients. 
• Payor mix – Medicare (33%), Medicaid (22%), 

uninsured (7%). 
• Safety net and tertiary care services – only 

significant services not available are major organ 
transplantation and burn care. 

• 6,500 employees; partially unionized. 
 



Cultural Change 

History: 
Non-confrontational; conflict avoidance. 
Low patient satisfaction scores. 
Resistance to change. 
Not transparent and not accountable. 

Creation of WVU Healthcare (July 2010): 
Joint Operating Agreement (JOA). 
Management integration. 
Change in funds flow / shared operating margin. 
Single point of decision-making. 

 



JOA Implications 

• New faculty compensation plan – productivity 
and other performance metrics. 

• Realigned medical director structure. 
• Financial management – single budget, shared 

operating margin, excess margin share with the 
SoM. 

• Single employer. 
• Collective accountability to an annual 

Performance Improvement Plan. 
• Single strategic plan for the clinical enterprise. 



Cultural Change Process 

• Goals:  transparency, accountability, expecting 
excellence. 

• Outside help – Studer. 
• Our code words:  Journey to Excellence. 
• Structure, accountability, leading by example – 

all matter. 
 



Key Process Steps 

• Communication. 
• Reward and recognition. 
• Rounding – senior leader, departmental, nurse 

leader, one-hour, customer service. 
• Performance development:  We’re only going 

to achieve our goals, if the 7,500 employees of 
WVU Healthcare are better; that’s only going 
to happen if we as leaders make it happen. 



COMPOSITES/ 
HCAHPS 

MEASURES 
FLOOR 

Q4 
2011 PG 
HCAHPS 

DATA 

Q1 2012 
PG 

HCAHPS 
DATA 

Q2 2012 
PG 

HCAHPS 
DATA 

Q3 2012 
PG 

HCAHPS 
DATA 

 

Q4 2012 
PG 

HCAHPS 
DATA 

ACHIEVEMENT (50th 
percentile) 

BENCHMARK  
(mean of top 

decile) 

Nurses always 
communicated well 38.98 74 79 80 81.3 81.8 75.18 84.70 

Doctors always 
communicated well 51.51 74 78 79 82.3 81.4 79.42 88.95 

Patients always 
received help quickly 30.25 58 61 66 65.5 70.4 61.82 77.69 

Pain was always well 
controlled 34.76 64 67 69 73.5 69.2 68.75 77.90 

Staff always explained 
about medicines 29.27 62 72 63 68 67.1 59.28 70.42 

Rooms and 
bathrooms were 
always kept clean 

36.88 51 49 55 57.8 57 62.80 77.64 
Area around room 
was always quiet at 
night 

Yes patients  given 
info about 
DC/recovery 

50.47 79 86 84 85.7 85.7 81.93 89.09 

Patient’s overall 
rating of hospital (9 & 
10) 

29.32 66 68 71 74.6 79.3 66.02 82.52 



ED Standard Overall Percentile Rank 
PG Large Database  
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Note decline in sample size quarter to quarter—
data is not representative 



Outpatient Monthly Capacity 

Specialty Exam Rooms % Capacity Total Capacity 

ENT 19 77% 1,732 

Pediatrics 40 76% 3,800 

Orthopaedics 18 102% 2,120 

Medical Specialties 45 68% 4,275 

Internal Medicine 18 101% 1,642 

OB/GYN 17 95% 1,615 

Surgical Specialties 21 94% 1,995 

Neurology 12 94% 1,140 

Neurosurgery 10 60% 950 

Ophthalmology 40 76% 3,496 

Family Medicine 33 71% 3,385 

     Totals 273 26,150 
8 Locations: Family Medicine, POC, Eye Center UHC benchmarks used for ENT, Ortho, Int Med, Ophth, Fam 

Med.  2.5 pts/session used for all others 



We’re Not “There” Yet 

• “Plateauing” of results; 7 of 8 HCAHPS measures 
are above the 50th percentile, but none are above 
the 90th. 

• Consistency matters – all units/departments, all 
shifts, all the time. 

• New employees – too much turnover, inadequate 
orientation. 

• Performance development and management. 
• Biggest inpatient issue:  noise at night. 
• Biggest outpatient issue:  access. 



CEO Engagement 

• Believe the data and decide that it’s 
important. 

• Cultural change can’t happen overnight – and 
it needs to be led from the top. 

• Consistency and visibility are critical – 
definitely my biggest challenges. 

• Transparency – current performance, 
expectations/goals, implications. 
 



CEO Engagement 

• Structure matters – accountability, leadership, 
communication. 

• Leadership team is key – meet with the 335 
leaders of WVU Healthcare (70 are physicians) 
one or two days every quarter. 

• Celebrate “wins”; be clear about 
challenges/shortcomings. 
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