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NOTE TO READERS

At a time when so much of the national health care debate is dominated by political
maneuvering and ideological battle, the actual purpose of our health care system—the care
and treatment of human beings in need—too often falls into the shadows. So too, sadly, do
the efforts and interests of the doctors, nurses, and other providers who deliver that care.
Caught in between are the clinical leaders who must ensure patient-level quality on a daily
basis while also keeping abreast of the industry-level change that looms before all of us.
At the time of this writing in the summer of 2017, the American Health Care Act has
narrowly passed the House of Representatives but still awaits Senate revision and approval.
Meanwhile, market developments across the country are already reshaping patient
behaviors and provider strategies regardless of the pace of change in Washington. Clinical
leaders at every level, including chief medical officers, chief nursing officers, physician
executives, service line directors, nurse managers and others, should already be preparing
for a world in which insurance may be less generous, patients will act more like consumers,
hospitals will face tighter margins, and workloads will be heavier and more complex.
At Advisory Board, we stand ready to react and deliver concrete analysis of legislative
and market developments. But we also stand committed to supporting our members
even when—especially when—the outlook is uncertain. To that end, our research team
has prepared this resource guide for clinical leaders. We hope that it offers guidance and
support for your vital stewardship of mission and margin.
Within the guide you will find six resources, each of which can be read or distributed
to your colleagues as a stand-alone document. The table of contents, on page 3,
provides additional descriptions for each resource.
Together, these resources represent much of Advisory Board’s best thinking on the
issues facing clinical leaders at this uncertain time. We are extending access to these
resources to all of our research members regardless of membership portfolio in
recognition of the urgency and consequence of the moment. But this is far from the extent
of our expertise or our support. Throughout the six resources, you will find links to other
publications, interactive tools, and webconferences that you may find useful. These are
drawn from across Advisory Board’s Research division and are open to members of the
relevant research programs.
We are proud and honored to support you in your critical work. Do not hesitate to contact
us if you would like more information about any of the content presented in this document
or if there is any other way we can be of service.

Benjamin Umansky
Managing Director
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LEGAL CAVEAT
Advisory Board is a division of The Advisory Board
Company. Advisory Board has made efforts to verify
the accuracy of the information it provides to
members. This report relies on data obtained from
many sources, however, and Advisory Board cannot
guarantee the accuracy of the information provided
or any analysis based thereon. In addition, Advisory
Board is not in the business of giving legal, medical,
accounting, or other professional advice, and its
reports should not be construed as professional
advice. In particular, members should not rely on
any legal commentary in this report as a basis for
action, or assume that any tactics described herein
would be permitted by applicable law or appropriate
for a given member’s situation. Members are
advised to consult with appropriate professionals
concerning legal, medical, tax, or accounting issues,
before implementing any of these tactics. Neither
Advisory Board nor its officers, directors, trustees,
employees, and agents shall be liable for any
claims, liabilities, or expenses relating to (a) any
errors or omissions in this report, whether caused
by Advisory Board or any of its employees or
agents, or sources or other third parties, (b) any
recommendation or graded ranking by Advisory
Board, or (c) failure of member and its employees
and agents to abide by the terms set forth herein.
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IMPORTANT: Please read the following.
Advisory Board has prepared this report for the
exclusive use of its members. Each member
acknowledges and agrees that this report and
the information contained herein (collectively,
the “Report”) are confidential and proprietary to
Advisory Board. By accepting delivery of this
Report, each member agrees to abide by the
terms as stated herein, including the following:
1. Advisory Board owns all right, title, and interest
in and to this Report. Except as stated herein,
no right, license, permission, or interest of any
kind in this Report is intended to be given,
transferred to, or acquired by a member. Each
member is authorized to use this Report only to
the extent expressly authorized herein.
2. Each member shall not sell, license, republish,
or post online or otherwise this Report, in part
or in whole. Each member shall not disseminate
or permit the use of, and shall take reasonable
precautions to prevent such dissemination or
use of, this Report by (a) any of its employees
and agents (except as stated below), or (b) any
third party.
3. Each member may make this Report available
solely to those of its employees and agents
who (a) are registered for the workshop or
membership program of which this Report is a
part, (b) require access to this Report in order to
learn from the information described herein, and
(c) agree not to disclose this Report to other
employees or agents or any third party. Each
member shall use, and shall ensure that its
employees and agents use, this Report for its
internal use only. Each member may make a
limited number of copies, solely as adequate for
use by its employees and agents in accordance
with the terms herein.
4. Each member shall not remove from this Report
any confidential markings, copyright notices,
and/or other similar indicia herein.
5. Each member is responsible for any breach of
its obligations as stated herein by any of its
employees or agents.
6. If a member is unwilling to abide by any of the
foregoing obligations, then such member shall
promptly return this Report and all copies
thereof to Advisory Board.
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To access all the resources mentioned throughout this guide,
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Observations for Clinical Leaders
Observation 1: Political and market developments mean population health capabilities are
as important as ever—and even more broadly applicable.
The passage of the Affordable Care Act in 2010 and the seeming inevitability of Medicare payment reform
spurred many hospitals and health systems to invest in previously underdeveloped infrastructure for
managing the long-term health and total cost of care of the populations they serve. Today, the future of
health care reimbursement hangs in the balance as Congress and the Trump administration wrestle with
their approach to controlling health care spending.
At first glance, it might seem like momentum toward alternative payment models, such as accountable care
organizations, is flagging, and a clinical leader might be tempted to conclude that population health
management will now be a lesser priority. This would be an erroneous and dangerous conclusion.
In fact, projections that new legislation could lead to millions more Americans without health insurance mean
that models that lower the total cost of care without sacrificing quality are critically important. Furthermore,
developments in employer-sponsored coverage and Medicare mean clinical leaders should expect to be
called upon to develop and operate those models across all patient populations.
In particular:
• Potential rollbacks of Medicaid expansion threaten
to shift even more financial risk to providers.
A move to block grant or per capita grant models for
federal Medicaid funding would put more pressure on
providers to manage low-income populations, no
matter how individual states respond. If states limit
Medicaid eligibility, the resulting increase in the
uninsured population will put providers at immediate
financial risk. Providers would also be at risk if states
choose to maintain eligibility but reduce
reimbursement.

• High-deductible plans mean more commercially
insured patients will be underinsured. When
employers shift health care costs to their employees
through high-deductible plans, those employees
become both less likely to seek care and less likely to
pay their full bills when they do seek care.
• The migration to risk in Medicare is anything but
dead. A range of factors—opportunity in providersponsored Medicare Advantage plans, pressure on
physicians to adopt Advanced Payment Models under
MACRA, disillusionment with the returns available in
lower-risk versions of the Medicare Shared Savings
Program, and others—mean health systems and
physicians are accepting more responsibility for the
total cost and quality of care for the Medicare
population.

• Formerly uninsured patients recently enrolled on
exchanges could lose coverage again and become
more difficult to engage and manage. As with
Medicaid, the outlook for the health insurance
exchanges depends on a panoply of decisions by
Congress, the Department of Health and Human
Services, state governments, and insurers which have
not all yet been made.
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Observation 2: Clinical outcomes and financial success depend on a health system’s
ability to consistently deliver a best-in-class consumer experience across a longitudinal
relationship.
While population health pressures persist behind the scenes, health care consumerism is coming to the
forefront in every market. Changes in insurance design coupled with burgeoning transparency and
consumer-focused innovation mean patients have more choices, more information, and more financial
responsibility than ever before. Health systems must respond to both population health and consumer
demands simultaneously, and clinical leaders will be charged with operating care models that satisfy both.
Fortunately, many of the same principles that ensure success in a population health environment also are
valuable in a consumer-driven marketplace. By delivering a comprehensively excellent patient/consumer
experience based on accessible, affordable, and reliable care, providers can establish a close, long-term
relationship with patients. Such a relationship is foundational to long-run engagement and care
management efforts, as well as to consumer loyalty.

POPULATION HEALTH
• Medicare,
Medicaid
• High cost per capita
• Chronic illness,
comorbidities

Imperatives
• High-value network assembly
• Scalable care management
• Low total cost

No-Regrets Priorities

• Rising share of population

• Accessibility
• Affordability
CONSUMERISM

• Reliability

• Insurers, employers, individual consumers

Imperatives

• Generally healthy with episodic care needs

• Improved experience

• Access, experience, convenience paramount

• Customization

• Large share-of-wallet opportunity

• Low unit cost

• Loyalty

It is not new for clinicians to prioritize patient experience in the context of individual office visits or hospital
stays, but today’s imperative goes beyond that episodic, care-focused approach. Every aspect of
experience, from search through scheduling, treatment, billing, and follow-up, is critical. Clinical leaders
must decide where and when the different members of their workforce have the responsibility and
opportunity to inflect that broader experience—and provide the training and support necessary to do so.
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Observation 3: Health system executives will expect clinical leaders to generate the
next wave of cost savings.
Having exhausted, or at least depleted, many of the traditional opportunities for cost savings, such as
labor force reductions, operational and financial leaders are taking a closer look at uncaptured
efficiencies in care delivery models themselves. Of particular interest is any possible reduction in
unwarranted clinical variation. The potential to avoid unnecessary cost while simultaneously improving
the quality and reliability of care makes clinical variation reduction an attractive goal, but it is not one
that can be achieved by executive decree. Instead, systems must rely on their clinical workforces not
only to adhere to care standards but also to develop, track, and improve those standards.
Despite the widespread acceptance of care variation reduction as a critical driver of success on margin,
quality, and market share goals, few systems have attained transformative results. The challenge lies
not in making the case for care variation reduction but in optimized implementation of the strategy. In
particular, there are three main reasons prior care variation reduction efforts have generally not resulted
in more significant progress:

Stakeholders are not
aligned and engaged with
the system’s care
variation reduction
strategy.
• Executives and clinicians
alike are not fully
committed to care
variation reduction as a
system-wide strategy.
• Clinicians are working in
a silo from administration
and finance.

A campaign approach to
reducing care variation is
failing to sustain results.
• Improvement is siloed,
under-resourced, and
difficult to scale and
sustain.
• Traditional local
performance
improvement campaigns
are not sufficient.

Clinical decision support
has led to more burnout
than effective standard
adoptions.
• Systems have invested
$35 billion in technology,
but the ROI remains
elusive.
• Organizations are
bombarding clinicians
with sub-optimal decision
support, driving mistrust
in EHR.

Because overcoming each of these obstacles depends on the engagement of the clinical workforce,
physician and nurse leaders should expect to be asked to contribute their time and expertise to care
variation reduction efforts in the years ahead. This may mean participating in a multidisciplinary committee
to evaluate and approve evidence-based standards, or to spearhead education and implementation efforts
within a particular service line or facility. It may also mean working with new performance targets and
financial incentives that emphasize the importance of clinical reliability to the system’s overall performance.
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Observation 4: Professional pressures beyond those of patient care put clinical leaders and
their teams at risk of disengagement and burnout.
Stress is endemic in the health care workforce, with over 60% of health care workers feeling burned out at
some point in their careers. With MACRA, the growing emphasis on care variation reduction, and other
potential changes coming down the pike, burnout and low engagement are significant threats to the success of
a clinical team. Low engagement among frontline staff can often lead to lower patient satisfaction scores and
poor clinical outcomes. Engagement is also declining among clinical department leaders and executives,
impacting team morale, clinical outcomes, and turnover. It is no surprise that health care organizations with
higher levels of staff engagement have higher patient satisfaction scores, better staff retention, and a stronger
culture of safety.

Engagement Inversely
Correlated with Medical Errors

Engagement Positively Correlated
with Patient Satisfaction

r = -0.22
Patient
Likelihood to
Recommend
Hospital

Medical
Errors

Physician Engagement

26%

r = 0.73

Physician Engagement

Difference in productivity between engaged
physicians and disengaged physicians

Organizations that already have measures in place to tackle low engagement and burnout often fail to apply
those tactics in a timely manner that addresses the overwhelming pace of change frontline staff face. While
there is no “typical” profile of a burned-out clinician, and no “right” way to overcome burnout, the first and most
crucial step for clinical leaders to take is to listen.

Source: Press Ganey, “Hospital Check-Up Report 2007: Physician Perspectives on American Hospitals,” 2007; Prins JT et
al., “Burnout, Engagement and Resident Physicians’ Self-Reported Errors,” Psychology Health & Medicine, 2009, 14:65466; Burger, J. & Giger, A., “Want to Increase Hospital Revenues? Engage Your Physicians,” Accessed on 24 Feb. 2015,
http://www.gallup.com/businessjournal/170786/increase-hospital-revenues-engage-physicians.aspx; Medical Group
Strategy Council interviews and analysis.
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MACRA in Brief
The Medicare Access and
CHIP Reauthorization Act
(MACRA) repeals the
Sustainable Growth Rate
(SGR) and fundamentally
changes the way clinicians are
paid by Medicare. Notably, this
legislation locks Medicare
Physician Fee Schedule
(MPFS) reimbursement rates at
near zero growth.
MACRA also stipulates the
development of the Quality
Payment Program (QPP),
which is composed of two
tracks: the Merit-Based
Incentive Payment System
(MIPS) and Advanced
Alternative Payment Models
(APM).

This chart compares the
baseline payment updates for
the APM and MIPS tracks. From
2016 to 2019, there is a 0.5%
annual update for all clinicians.
Then from 2020 to 2025,
payment rates will be frozen.
Beginning in 2026, annual
updates will depend on which
track a clinician, or clinician’s
group, falls into. Those in the
MIPS track will see a 0.25%
annual increase, and those in
the APM track will see a 0.75%
annual increase.
CMS estimates that most
clinicians, 83% to 90%, will fall
into the MIPS track in 2017.

Introducing the Medicare Access and CHIP
Reauthorization Act
Legislation in Brief
• Passed with bipartisan
support in April 2015
• CMS issued final rule on
October 14, 2016

1

Merit-Based Incentive Payment System
• Rolls existing MPFS pay-for-performance
programs1 into one budget-neutral program

• Repeals SGR formula;
fundamentally changes
clinician payment under
Medicare
• Stipulates development of
the Quality Payment
Program
• Payment adjustments
begin on January 1, 2019,
based on annual
performance period that
started January 1, 2017

• Clinicians will be scored on quality, cost,
improvement activities, and EHR use—and
assigned a positive or negative payment two
years after the applicable performance period

2

Advanced Alternative Payment Models
• Requires a significant share of patients and/or
revenue to be in payment contracts with downside
risk, quality measurement, and EHR requirements
• APM track participants will be exempt from MIPS
payment adjustments and will qualify for a 5%
annual incentive payment in 2019-2024

Advancing Risk Through Physician Reimbursement

Greater Payment Updates, Bonuses Depend on Payment Migration
Annual Baseline Payment Adjustments
6%

4%

83%–90%

of clinicians are expected
to qualify for MIPS track

10%–17%

Advanced
APM Track

of clinicians are expected
to qualify for APM track

MIPS Track
2%

0%

2015

2017

2019

Baseline 2015 – 2019:
payment 0.5% annual update
updates2 (both tracks)

2021

2023

2025

2020 – 2025:
Payment rates frozen
(both tracks)

2027

2029

2026 onward:
0.25% annual update
(MIPS track) │
0.75% annual update
(Advanced APM track)

Source: CMS, “Medicare Program; Merit-Based Incentive Payment System (MIPS) and Alternative
Payment Model (APM) Incentive Under the Physician Fee Schedule, and Criteria for PhysicianFocused Payment Models,” Oct. 14, 2016, qpp.cms.gov. Advisory Board interviews and analysis.

1) Meaningful Use, Physician Quality Reporting System, and the Value-Based Payment Modifier.
2) Relative to 2015 payment.
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MIPS Reporting Requirements at a Glance
Groups that fall into the MIPS
track will be evaluated in four
categories: quality, cost,
improvement activities (IA), and
advancing care information
(ACI).
As shown in the chart on the
right, quality will determine 60%
of a group’s composite
performance score in the 2017
performance period (for
payment in 2019), outweighing
all other categories. However,
over time the relative weights of
each category will begin to even
out as cost and quality will both
count for 30% in performance
year 2019.
Though the reporting
requirements under MIPS are
complex, the chart on the
bottom half of this page includes
the top takeaways groups need
to know to meet minimum
reporting requirements in 2017.

Quality and Cost Dominant Components of Score
Weights of MIPS Categories
By Performance Year1

30%
50%

60%

30%

Quality
Cost
IA
ACI

10%
15%

15%

15%

25%

25%

25%

2017

2018

2019+

MIPS Score Components
Performance Category

Top Reporting Takeaways for 2017

Quality

• Nearly 300 measures to choose from, 80% of which are
tailored to specialists

(Replaces PQRS,
VBPM)

• Eligible clinicians (ECs) required to report six measures; in
addition, all-cause readmissions measure calculated based
on claims
• Cross-cutting measure not required

Cost

• Total per capita costs for all attributed beneficiaries and
Medicare spending per beneficiary

(Expands VBPM
cost measures)

• Adds 10 episode-based measures
• Not a component of MIPS performance in performance
year 2017; weighted at 10% in 2018, 30% in 2019

Improvement
Activities

• Over 90 activities to choose from; some activities weighted
high (20 points), others medium (10 points)

(New category)

• Full credit requires 40 points
• Preferential scoring for small practices, Patient-Centered
Medical Homes, and MIPS-APM participants

Advancing Care
Information

• Applies to all clinicians, not just physicians
• 2017 reporting minimum: four Modified Stage 2-equivalent
measures or five Stage 3-equivalent measures

(Replaces
Meaningful Use
for physicians)

1) For payment two years following.
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• Requires clinicians to use 2015 edition of certified
electronic health record technology (CEHRT) by 2018

Source: CMS, “Medicare Program; Merit-Based Incentive Payment System (MIPS) and Alternative Payment Model (APM) Incentive Under the
Physician Fee Schedule, and Criteria for Physician-Focused Payment Models,” Oct. 14, 2016, qpp.cms.gov. Advisory Board interviews and analysis.
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Not All Clinicians Are Equal
Under MACRA, groups typically
fall into one of three scenarios
based on their participation in
Medicare risk-based payment
models: MIPS, MIPS-APM, or
APM. Groups that qualify for
MIPS-APM scoring are those
that participate in an alternative
payment model but do not meet
the criteria for the APM track (as
listed in the far-right column).
Despite not qualifying for the 5%
bonus in the APM track, MIPSAPM participants have
significant advantages when it
comes to reporting
requirements. MIPS-APMs are
not scored on cost throughout
the duration of MIPS, receive full
credit in IA, and do not have to
report on quality separately from
their APM.

Certain types of clinicians are
also scored differently than
others. The two key types are:
• Non-patient-facing: Clinician
who performs fewer than 100
procedures with patient-facing
codes, or a group where at
least 75% of providers are
designated as non-patientfacing.
• Hospital-based: Clinician who
furnishes 75% of services in
an inpatient hospital, oncampus outpatient hospital, or
emergency room.
Both types of clinicians will not
be held accountable for the ACI
category. Non-patient-facing
clinicians likely will not be
scored on cost.2

Groups Typically Fall into One of Three Scenarios
Differences in Criteria, Scoring, and Payment Under MACRA

Criteria

MIPS

MIPS-APM

ECs who exceed lowvolume threshold and
do not participate in
an APM.

ECs who participate in an
APM but do not qualify for
the APM track. Some
exceptions apply including
CJR and EPM bundled
payment models.
Specialists: Must be
listed on participant list of
APM.

ECs who:
• Participate in an
advanced APM
• Use CEHRT
• Meet patient count or
revenue threshold1

Scoring
(in 2018)

Quality is 50%, cost is
10%, IA is 15%, and ACI
is 20%.

Quality is 50%, IA is 20%,
and ACI is 30%. Not
scored on cost.

Exempt from MIPS
(Not scored).

Payment
(in 2020)

Up to 5% positive or
negative payment
adjustment in 2020,
based on 2018
performance year.

Up to 5% positive or
negative payment
adjustment in 2020,
based on 2018
performance year.

• Eligible for 5% bonus in
first five years of
program.
• No positive or negative
payment adjustment
based on performance.

Even Within MIPS, Some Significant Differences
2018 Weighting for 2020 Payment
by Clinician

50%

75%

75%

25%

10%2
15%

10%
15%

MIPS-Only

Non-Patient-Facing

Hospital-Based

10%
15%

Quality
Cost
IA
ACI

Finalized Definitions of Non-Patient-Facing Clinicians and Groups

Non-Patient-Facing Clinician

Non-Patient-Facing Group

Performs fewer than 100 procedures
with patient-facing codes3 annually

At least 75% of eligible clinicians in the
group are designated non-patient-facing

1) For 2017 performance period, APM entities must have 25% of payments through advanced APMs or 20% of patients in advanced APMs.
2) CMS does not anticipate non-patient-facing clinicians will be scored on cost. However, non-patient-facing ECs will be scored on cost
measures if they have enough case volume to meet the required case minimum. If the case minimum is not met, the cost category will be
reweighted to quality making quality 85% of the non-patient-facing clinician’s score.
3) Patient-facing services will include general office visits, outpatient visits, and procedures. Specific codes for 2017 are listed here.
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Source: CMS, “Medicare Program; Merit-Based Incentive Payment System (MIPS) and
Alternative Payment Model (APM) Incentive Under the Physician Fee Schedule, and
Criteria for Physician-Focused Payment Models,” Oct. 14, 2016, qpp.cms.gov. Advisory
Board interviews and analysis.
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Payment Adjustments Under MIPS
Translating Performance Scores to Payment Adjustments
Two Years Later
Payment Adjustment
Determination
Clinicians or groups assigned
score of 0-100 based on
performance
30%
Score compared to CMS-set
PT1
A score above PT receives
bonus; a score below PT subject
to penalty2

The chart on the right shows the
maximum penalties and
bonuses by year. Groups should
note that MIPS is revenueneutral, so providers can earn
only as much in bonuses as is
collected in penalties.

To help clinicians and groups
ease into the QPP, CMS
finalized three options for
groups to successfully report
under MIPS in 2017, as
depicted in the graphic.
While the payment bonuses
vary according to the option
chosen, groups will be
penalized only for not reporting
any measures in 2017.
Beginning in 2018, groups will
be required to report on the full
set of measures across all four
categories.

1) The mean or median of the composite performance scores
for all MIPS-eligible professionals with respect to a prior
period.
2) Bonus and penalty size correspond with how far providers
deviate from the PT.
3) High performers eligible for additional incentive of up to 10%
for MIPS-eligible providers that exceed the 25th percentile.
4) Based on performance two years prior.
5) For payment in 2019.
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Maximum Provider Penalties
and Bonuses

3

Predetermined PT for 2017
(2019 payment); score below
3 points results in penalty

Payment adjustment

To calculate a clinician’s or
group’s payment adjustment,
CMS will first assign clinicians
or groups a score of 0 to 100
based on performance and
compare that score to a
predetermined performance
threshold (PT). Those that fall
above the PT will receive a
bonus, whereas those that fall
below the PT will receive a
penalty. This is an important
deviation from past programs,
where average performers were
not penalized.

High performers
eligible for additional
incentive3

27%

20%
10%
0%
-10%

21%
15%

12%

5%

4%
-4%
2019

-5%
2020

9%

7%

-7%
2021

Payment

-9%
2022

Year4

2017 a Transitional Year for MIPS Reporting

Flexible Reporting Requirements to Ease Providers into MIPS
Three Options for MIPS Reporting in 20175

1

2

Full measure set
for 90 days or more

Eligible for moderate
positive payment
adjustment

!

More than one
measure, for 90
days or more

3 One measure in

any category for
any period of time

Eligible for small
positive payment
adjustment

Avoid penalty

In 2017 performance year, organizations
face payment penalty only if not reporting
Source: CMS, “Medicare Program; Merit-Based Incentive Payment System (MIPS) and Alternative
Payment Model (APM) Incentive Under the Physician Fee Schedule, and Criteria for PhysicianFocused Payment Models,” Oct. 14, 2016, qpp.cms.gov. Advisory Board interviews and analysis.
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Nine Tips to Increase Your Score in MIPS

1

Use the transition year to your advantage
While reporting requirements in 2017 may be very
manageable for many medical groups, the
requirements are much greater in 2018 and beyond.
Groups should take full advantage of 2017 by
treating it as a “practice year.” They should strive to
report for the full year and full 2018 requirements,
and use the feedback CMS provides to inform future
performance.

2

Choose reporting mechanism wisely

3

Review MIPS quality measures and create
target list

5

Prioritize risk adjustment

7

Develop a short list of top cost-savings
opportunities

8

Map your easiest path to 40 points

9

Focus on your performance score

Aim to earn bonus quality points
There are two ways to earn bonus points in the
quality category: 1) submit more high-priority
measures than required, and 2) use end-to-end
electronic reporting. Groups should keep these in
mind when selecting both the quality measures and
reporting mechanism.

Unpack attribution and episodic cost
Groups should understand how cost is attributed to
them. In particular, specialty groups should be aware
that they may be responsible for total cost per capita
for beneficiaries who did not see a primary care
provider during a given performance year. Groups
should also review CMS’s finalized episode-based
measures and use their Supplemental Quality and
Resource Use Report (sQRUR) to understand how
the episodes will be triggered, what services will be
involved, and how costs are attributed.

©2017 Advisory Board • All Rights Reserved • 34785

The cost category of MIPS is risk-adjusted across all
three measures. Riskier patient populations will
increase cost benchmarks. This means that accurate
documentation and coding of Hierarchical Condition
Category (HCC) codes is critical, since they are
directly tied to score in the cost category.

Though cost is worth 0% in 2017, it will count for
30% of the composite performance score in 2019.
Therefore groups should immediately begin to
search for savings opportunities and develop
strategies to tackle them. QRUR and sQRUR reports
can provide performance data to identify initial
opportunities for cost improvement. For example,
reducing preventable readmissions and collaborating
with acute and post-acute partners may be good
places to start.

While there are six types of reporting mechanisms,
some may be a better fit than others for particular
groups. Groups should consider financial and labor
costs, operational workflow, vendor capabilities, and
measure flexibility to determine which reporting
mechanism is best.

The quality category of MIPS offers clinicians the
most flexibility in measure selection. Groups can
maximize their score by comparing past performance
against the complete list of MIPS measures,
selecting measures to track and monitor throughout
the year, and then reporting the six (or more)
measures that will likely promote the highest
composite score at the end of the performance year.

4

6

14

With so many activities to choose from, medical
groups are well positioned to achieve full credit in the
improvement activities category. Groups should
review the list of over 90 improvement activities and
determine which combination of high-weighted and
medium-weighted measures they may already be
executing to get to the 40-point threshold for full
credit.

A group’s score in Advancing Care Information is
based on three parts: the base score, performance
score, and bonus score. Ultimately, clinicians should
focus on the performance component of their score
and preparing to report on the stage 3-equivalent
measures in 2018. In this category, groups have
flexibility to leverage the measures their group
already performs well on more so than under
Meaningful Use.
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MACRA Resource Library
Helping Clinical Leaders Succeed in the Quality Payment Program
The Medicare Access and CHIP Reauthorization Act (MACRA) is federal legislation passed in April 2015
that repealed and replaced the Sustainable Growth Rate (SGR) in Medicare with the Quality Payment
Program (QPP), a dramatically new way to pay physicians and other clinicians in the years to come.
Advisory Board is dedicated to keeping you educated and providing you with resources to succeed
under this new program. All resources are available at advisory.com/ClinicalLeaderGuide.

MACRA in Brief

Top Resources for Your MACRA Team

Educate your board and clinicians with
these quick and easy-to-digest resources.

If you haven’t already, create a MACRA team
to tackle the reporting requirements and
address larger strategic implications.
Consider involving staff with expertise in IT,
claims submission, clinical quality, and
regulatory policy, in addition to executives
who decide on alternative payment model
involvement. Equip this team with the
following resources to maximize performance.

Cheat Sheet
Learn the basics of MACRA, in two
pages
Board Document
Use our ready-to-use slides with
talking points

Research Report
Get our guidance for rethinking Medicare
risk strategy in light of MACRA

Survey Results
See what your peers think about
MACRA implementation

Implementation Resources
Learn our nine tips for maximizing
performance in the MIPS

Hands-on Support

Use this tool to review the full list of MIPS
measures

Your membership offers access to one-on-one
support from our research team. Email your
dedicated advisor to learn more.

Use our audit checklist as a reference for
the types of information you may wish to
keep in support of your 2017 MIPS initiative

Expert Consultation
Get your top questions on MACRA,
quality reporting, and strategy answered
in a phone consultation

Webconference
Learn the details of the 2017 MIPS/APM
requirements and what you must do in the
short term, as well as the long term

Private Webconference
Receive a custom online webconference
delivered by one of our MACRA experts
In-Person Education Session
Have one of our experts present our
material to key stakeholders on-site

©2017 Advisory Board • All Rights Reserved • 34785
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Resource

3

► Handbook

for Managing
Uninsured and
Underinsured Populations
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Managing Uninsured and Underinsured Populations
Targeted, Specialized Efforts Required to Address All Levels of Clinical Risk
As value-based payment models creep forward while the level of insurance coverage threatens to fall
backward, health systems and their clinical leaders should be prepared to manage increasingly vulnerable
populations. Advisory Board has studied the most successful population health managers—both those
that have chosen to adopt value-based business models and those that are compelled to manage total
cost by virtue of especially challenging payer mixes—to learn the principles of scalable, sustainable
population health management. This resource summarizes the most important conclusions from years of
ongoing research and provides direction to a range of deeper analysis and support.

High-Performance Care Management Model for Uninsured and Vulnerable Populations

Low-Risk: (60%-80% of population)
Healthy patients; may have one well-managed chronic condition

Rising-Risk: (15%-35% of population)
Patients with two or more chronic conditions

HighRisk

High-Risk: (5% of population)
Patients who have at least one complex illness and multiple comorbidities

Create the High-Risk
Patient Care Team
Manage Rising-Risk Patients in
the Medical Home
Increase Capacity Using Low-Risk
Patient Access Channels
Build the Care Model for
Uninsured and Underinsured

©2017 Advisory Board • All Rights Reserved • 34785
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A cost-effective infrastructure should be tiered to manage three distinct patient populations.
High-risk patients: Approximately 5% of the population, these patients typically have one or
more complex illnesses, multiple comorbidities, and psychosocial barriers. Managing this
disproportionately costly group requires an intensive, proactive approach that trades high-cost
acute care services for low-cost care management whenever appropriate.
Rising-risk patients: Constituting 15% to 35% of the population, rising-risk patients have
multiple risk factors that, left unmanaged, will eventually manifest as high-cost conditions or
events. Care priorities for this group focus on managing chronic conditions and utilizing
appropriate sites of care with a view toward avoiding unnecessary spending and preventing
patient escalation to the high-risk segment.
Low-risk patients: This 60% to 80% of the population is healthy today but quite difficult to keep
engaged due to infrequent health care use. The right care model for this group emphasizes
easy, low-cost access channels to keep patients connected and loyal while expanding capacity
for more complex patients.

Advisory Board Resources on Building a Sustainable Care Management Model
The Playbook for Population Health provides guidance for
building a population health infrastructure and determining
the most effective strategies for scaling care management
across a population.
Advancing Your Approach to Ambulatory Care Management
provides a blueprint for expanding care management from
high-risk patients to rising- and low-risk groups.

©2017 Advisory Board • All Rights Reserved • 34785
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Managing Patients in an Era of Declining Coverage
Six Recommendations and Additional Advisory Board Resources
Using the risk-stratification model as the basis, we suggest that clinical leaders take six additional steps to
improve cost and quality performance for Medicare, Medicaid, uninsured and underinsured patients.
All resources are available at advisory.com/ClinicalLeaderGuide.

1

Refine Risk Stratification for More Precise
Interventions │ Page 20

Learn how to address non-clinical risk factors in
Proactive Behavioral Health Management and
access more homeless population resources in Hub
of the Enterprise.

Complement clinical risk assessment with behavioral
health conditions and social risk factors to most
efficiently allocate resources.

2

3

4

5

6

Use tools from the Integrated Behavioral Health
Implementation Toolkit.

Dedicate a Post-Discharge Transitions Team │ Page 23
Screen to identify super-utilizers and patients at high risk
of readmission to enroll in one-on-one care transitions
management.

Get the blueprint to design a dedicated high risk
“super-utilizer” clinic.
Build a cross-continuum system that never
discharges the patient with Achieving Care
Continuity.

Reduce Preventable ED Utilization │ Page 24
Partner with local EMS providers to provide in-home, patientcentered services to heavy utilizers, high-risk patients, and
underserved populations without a trip to the ED.

Engage Rising-Risk Patients in Medical Homes │ Page 25
Apply medical home principles to bolster primary care services
for rising-risk patients to cost effectively manage chronic
conditions.

Direct Low-Risk Patients to Low-Cost Channels │ Page 27
Promote use of low-cost services for low-risk patients to create
provider capacity for high- and rising-risk patients.

Activate Patients in Self-Care │ Page 28
Hold staff accountable for making meaningful connections
with patients and communicating self-care instructions
more effectively.

Learn how to develop a community paramedicine
program.
Access more strategies for managing super-utilizers
on pages 99-130 of Hub of the Enterprise.

Learn how the medical home model helps manage
rising-risk patients on pages 67-85 in Playbook for
Population Health.
See more information on caring for rising-risk patients
on pages 17-18 in Advancing Ambulatory Care
Management.

Learn how to expand access points for low-risk
patients on pages 87-104 in Playbook for
Population Health.
More information to connect with low-risk patients
on pages 19-20 in Advancing Ambulatory Care
Management.

Hardwire engagement tactics that graduate patients
to self management.
Master motivational interviewing to activate patients.
Read this blog post on health literacy.

©2017 Advisory Board • All Rights Reserved • 34785
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1. Refine Risk Stratification for More Precise Interventions
PATIENT FOCUS: ALL PATIENTS

Why is refining risk stratification important?
Behavioral health issues and social risk factors can exacerbate other health
conditions and limit patient compliance with care plans. Nationally, more effective
behavioral health integration could save an estimated $48 billion annually.
How can it be accomplished?
Refine risk stratification by capturing data on behavioral health conditions and
establishing a picture of patients’ living environments and social support systems.
Customize care management goals and care plans to resolve or work around nonclinical risk factors. Integrate easier access to behavioral health through primary care,
and address social risk factors to increase compliance and improve outcomes.
Precise Intervention

Behavioral Risk

Enroll in
paramedicine

High-Risk

55%
Patients with behavioral
health condition not
receiving treatment

Assign to
health coach
Rising-Risk
Offer behavioral
health consult

60%–75%
Increase in cost of care
resulting from comorbid
behavioral health
condition

Outreach for
preventive care

Low-Risk
Clinical Risk

Social Risk

Integrate easy access
to behavioral health

85%

• Poorly managed
depression

Physicians reporting that
unmet social needs lead
directly to poorer health
outcomes

• Smoking

Traditional risk
stratification limited to
clinical conditions

• Undiagnosed mental
illness

Address social factors
that influence health
• Housing and
transportation
• Literacy and language
• Access to healthy food
• Social integration and
support

• Physical inactivity

20%
Physicians who believe
they have the ability to
address social needs
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Integrate Easily Accessible Behavioral Health Services
Implement Universal Behavioral Health Screening in Primary Care
Case in Brief: Henry
Ford Medical Group
• 1,200-physician
medical group in
Detroit, Michigan
• Integrated
behavioral health
screening and
support in primary
care clinics
• Behavioral health
specialists
embedded in clinics

At Henry Ford Medical Group, routine screenings allow staff to quickly identify those
patients most in need of intensive behavioral health interventions. These patients are
referred to behavioral health specialists embedded in the primary care practice. Henry
Ford also trained some of its care managers in problem-solving treatment (PST), an
evidence-based counseling technique, so even patients with low-severity behavioral
health needs can get help.
Moderate severity
Referred to BH
specialist

• Universal mental health
screening integrated into
standard clinic workflows
• Simple PQH-9 screening can
be done by medical assistants

Low severity
Treated by care
managers with training

Offer Virtual Behavioral Health Consults on Demand for Primary Care Providers
Screening is only the first, and arguably easiest, step. Primary care providers struggle to get patients to follow
through on care recommendations and referrals to behavioral health. Underlying unaddressed behavioral
health needs also complicate efforts to get a rising- or high-risk patient to adhere to lifestyle changes.
Case in Brief: JPS
Health Network
• 500-bed hospital
with 43 ambulatory
care sites centered
in Fort Worth, Texas
• Provides ondemand telephonic
support with
behavioral health
specialists
• Virtual Behavioral
Health Clinical
Guidance offers an
extensive library of
educational
resources
• 95% of PCPs
satisfied with
service; 92%
adherence to mental
health protocols

©2017 Advisory Board • All Rights Reserved • 34785

JPS Health Network used Medicaid waiver funding to create a low-cost, scalable, and
easy-to-standardize tele-behavioral health service to connect PCPs to on-demand
psychiatric expertise. PCP requests initiate a phone consultation within 30 minutes.
Calls are triaged by nurses and licensed social workers, who directly manage half of
inquiries. Three psychiatrists rotate to provide around-the-clock coverage.
Requests most often involve medication management questions, but other common
topics include differential diagnoses, treatment plan recommendations, availability of
community resources and behavioral health providers, and general education on
behavioral health.

Virtual Behavioral Health Program Components

On-Demand Expertise

In-Person Training

Online Resource Library

PCPs submit requests via
email, phone, or program
website and receive
telephone consultation
with a psychiatric specialist
within 30 minutes

Program administrators
conduct a needs
assessment survey with
participating practices, and
host in-person training
sessions

Website features
educational materials, a
library of evidence-based
best-practice protocols,
community-specific
resource links, and training
presentations
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Address Social Factors Influencing Health
Social factors and living environment have a powerful impact on health. Three million people in the US
experience an episode of homelessness in a given year. Many more experience housing instability, unsafe
living conditions, or lack of social support. These scenarios can lead to poor health outcomes, high-cost
utilization, and gaps in care.

Use Non-Clinical Risk Factors to Inform Care Plans
Case in Brief: The
Mount Sinai Medical
Center
• 1,520-bed hospital in
New York, New York
• Bedside assessment
identifies non-clinical
risk factors to inform
care transition
strategy
• Reduced 30-day
readmissions and ED
visits by 50%

At Mount Sinai, caregivers calculate a 30-day readmission risk score for all patients.
Those with high risk scores receive a bedside psychosocial assessment to determine
non-clinical risk factors that impact health, and caregivers customize the care plan,
education, and transition strategy accordingly.
Psychosocial Bedside Assessment
Income

Legal

Pain

Health Insurance

Literacy

Specialty Care

Transportation

Language/Culture

Primary Care

Housing

Nutrition

Mental Health

Formal/Community-Based
Support

Informal Social/Familial
Support

Caregiver Responsibilities

Partner with Community-Based Services to Lower Social Risk
Case in Brief:
Montefiore Medical
Center
• 1,500-bed health
system in Bronx,
New York
• Local poverty rate
is 31%
• Created algorithm to
identify and flag
homeless patients
• Partnered with
community
organization to work
on housing solution

At Montefiore Medical Center, select patients receive an extensive, structured
assessment that includes clinical, behavioral, and socioeconomic diagnostics.
Homelessness is a frequent barrier to care for high-risk patients. Using an automated
system, Montefiore identifies people with unstable housing (through listed addresses
and other data) when presenting in the ED, and social workers work with patients and
social service organizations to ensure that the patient is linked to community housing
services. Montefiore rents post-hospitalization beds in the community for those who
are stable but don’t have a place to go after the hospital. Their case managers work
with those patients to determine a long-term solution.
Coordinating with Community Partners to Help Homeless Patents
Homeless Care PCP

Respite Housing Organization

• Specializes in “street care” for
homeless population

• Contracts with housing
organization for medically stable
homeless patients

• Internally flags patients, gets notified
if one presents to the hospital

• Housing organization works to
determine long-term solution

Advisory Board Analysis
Urgency to more precisely deploy limited resources. Declining coverage will produce more uninsured and
underinsured patients, who will delay care to avoid costs. Simultaneously, greater margin pressure demands that
clinical leaders deploy resources most efficiently.
©2017 Advisory Board • All Rights Reserved • 34785
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2. Dedicate a Post-Discharge Transitions Team
Why is dedicating a post-discharge transitions team important?

PATIENT FOCUS: HIGH RISK

A hallmark of high-risk care management programs is seamless coordination across
multiple care needs and episodes. Care transition support for high-risk patients
lowers 30-day readmissions and avoidable ED utilization, and reduces other
avoidable costs through active collaboration between inpatient and cross-continuum
clinical teams.
How can it be accomplished?
Screen early in the stay to identify super-utilizers and patients at high risk of
readmission. Enroll in one-on-one care transitions management, and map transition
support to suit specific patient goals.
Case in Brief:
Palmetto Health

Palmetto Health’s ambulatory care transition team (ACTT) provides care
management support post-discharge to qualified high-risk patients.

• Five-hospital system in
Columbia, South
Carolina
• ACTT coordinates
high-risk patient care
30-90 days postdischarge
• Five care coordinators
manage 15-20 eligible
patients post-discharge
• Reduced 30-day
readmissions by 63%
between 2011 and
2014

For the first 30 to 90 days post-discharge, care coordinators ensure that patients are
stable and follow medication protocols, and that care with primary and specialty care
providers is coordinated. They provide pre-visit support and join medical
appointments to help patients understand their care plan. When a patient graduates
out of transitional care services, care coordinators ensure a warm handoff back to the
medical home.
The program restricts enrollment to patients that face a radical lifestyle adjustment,
have a “teachable” diagnosis, demonstrate a willingness to be coached, and lack
health literacy or sufficient family support.
Transitions to ACTT are warm, face-to-face handoffs prior to patient discharge.
Repeat hospitalizations and frequent ED utilizers are automatically enrolled in ACTT.
Inpatient case management teams otherwise refer patients using a tool outlining
inclusion criteria.

Types of Transition Support Provided by ACTT Care Coordinators

Inpatient Warm
Handoff
• Meet with inpatient
case manager and
patient prior to
discharge

Patient Home Visit
• Conduct home
assessments
• Assist with
medication
management,
durable medical
equipment

Primary Care
Appointment

Telephonic
Coaching

Referral
Coordination

• Prepare for visit,
reinforce teaching

• Provide selfmanagement
support

• Facilitate referrals
between primary
care and specialists

• Monitor patient
needs over time
(e.g., transportation)

• Monitor follow-up for
prescribed services

• Participate in joint
visits with PCP

Advisory Board Analysis
Extend transition management goals beyond readmission reduction to tackle other avoidable costs. Transition teams
can lower clinical risk and costs if they improve medication reconciliation, monitor medication use, bolster patient
engagement, and incorporate non-clinical risk factors into ongoing patient management.
©2017 Advisory Board • All Rights Reserved • 34785
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3. Reduce Preventable ED Utilization
PATIENT FOCUS: HIGH RISK

Why is focusing on ED overutilization important?
Five percent of patients account for 22% of ED utilization. Many of these patients
could be better managed in lower-acuity settings. As coverage continues to decline,
the threat of avoidable ED utilization rises higher due to care delays and lack of
access to primary and post-acute care. Inability to stretch the care team to cover
these care gaps only exacerbates the cycle of avoidable ED use and excess reliance
on 911 for low-acuity care.
How can it be accomplished?
To fill these care gaps, some health care organizations partner with local EMS
providers to intervene with the 1% to 5% of ED super utilizers. These partnerships
aim to provide in-home, patient-centered services to heavy-utilizer, high-risk, and
underserved populations without a trip to the ED.

Case in Brief: MedStar
Mobile Healthcare
• Community
paramedicine program
started by EMS
ambulance provider in
Fort Worth, Texas
• Calculated that 21
patients accounted for
nearly 2,000 ED visits
in one year
• 5.5 FTE community
paramedics provide
24/7 care management
services
• Team provides inhome or telephone
support for key patient
groups to reduce overutilization
• $3.3 million savings
across seven years,
72% reduction in CHF
readmissions

At MedStar Mobile Healthcare in Texas, 21 patients accounted for over 2,000 ED
visits in 2008, generating $960K in ambulance charges. Expanded in 2009, MedStar’s
Mobile Integrated Healthcare Program enrolls patients in a 30-90 day community
paramedicine program to prevent avoidable utilization and support patients postdischarge. Community paramedics (CPs) visit patients’ homes to check vital signs
(e.g., blood glucose, oxygen saturation), review current medications, note potential
problems to be discussed with prescribing physicians, and discuss chronic conditions
and self-management techniques. When needed, CPs direct patients to additional
care at the appropriate service level.

Community Paramedicine Ensures Appropriate Utilization
• 911 Nurse Triage: Low-acuity 911 callers referred to
nurse to assess appropriateness of ambulance for ED
transport

Prevent Avoidable ED
and Hospital Use

• “EMS Loyalty” Program: Patients who call 911 at
least 15 times in 90 days flagged for enrollment
• Home Health Partnership: Contract to provide
after-hours care; MedStar notifies home health nurse
if a patient calls 911
• Hospice Revocation Avoidance: Patients at
high risk for hospice revocation due to 911 calls for
urgent ED trip

Support Post-Discharge
Transitions

• Observation Admission Reduction: ED patients
considered for observation can be referred to
MedStar
• Readmission Avoidance: CHF patients with at least
one admission within 30 days of current admission

Advisory Board Analysis
Focus services on the highest utilizers and frequent 911 callers first. When community paramedicine is new to the
organization, to EMS and fire services, and to local communities, start smaller, develop a proof of concept, and then
expand to include post-discharge and condition-specific care management.
Source: Erhardt, B. “A two-pronged approach to managing your population of frequent ED users.” Crimson Labs. Advisory Board.
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4. Engage Rising-Risk Patients In Medical Homes
PATIENT FOCUS: RISING RISK

Why is the medical home best for rising-risk patients?
Rising-risk patients represent 15% to 35% of the general population, skewing higher
in vulnerable, underserved, and uninsured populations. Each year, nearly 20% of
rising-risk patients escalate and become high-risk patients. This fluidity between risk
levels means that care management efforts must focus on preventing lower-risk
patients from escalating over time.

20%

Rising-risk patients that escalate
to high-risk segment annually

Rising-risk patients are prone to highly fragmented, uncoordinated care. While
patients in this group have ongoing care needs, they may have sporadic and poorly
coordinated interactions with multiple providers across the continuum. Left
unmanaged, the average rising-risk patient can easily fall ill and escalate towards
high-risk. The principal goal of rising-risk patient management is to reduce these
avoidable events and costs.
Medical home success depends on efficient resource utilization. Rising-risk patients
who require comprehensive primary care to manage multiple chronic illnesses fit the
mold ideally. The medical home doesn’t offer the intensive, one-on-one support
needed by high-risk patients; yet, the model exceeds the health needs of low-risk
patients.
How can it be accomplished?
Compared to the high-risk segment, the sheer number of patients in this population
will require organizations to develop and implement lean, scalable interventions that
build on the primary care core. Group visits, online communities, patient influencers,
and tightly managed transitions all represent significant opportunities to improve
quality and cost.
Rising-risk patients typically have a subset of common chronic conditions such as
diabetes, CHF, and asthma. However, similar to the approach for high-risk patients,
it’s important to focus on clinical, behavioral, and social risk factors, not disease
states, in designing rising-risk care management models.

Key Features of the Patient-Centered Medical Home

©2017 Advisory Board • All Rights Reserved • 34785

Disease registry

Coordinated care

Team-based approach

Comprehensive care

Enhanced access

Patient engagement
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Medical Home Identifies and Resolves Rising-Risk Care Gaps
Case in Brief: New York
Presbyterian Hospital
• 2,300-bed academic
medical center in New
York, New York
• Established Regional
Health Collaborative to
improve access to
preventive and chronic
care in Spanishspeaking neighborhood

New York-Presbyterian Hospital identified significant health gaps within the heavily
Dominican Washington Heights-Inwood community, including high levels of chronic
disease, low levels of health literacy, and cultural and language barriers.
The health system converted primary care clinics in the area to medical homes.
Expanded care teams and a centralized call center allow the medical homes to offer
enhanced access and coordination. All staff underwent cultural competency training.
Identified neighborhood with high levels of chronic
disease and cultural barriers to receiving health care
Converted existing practices to medical homes and
established centralized call center to improve access

• Within six months, ED
visits for non-urgent
conditions declined
9.2%; hospitalizations
dropped by 5.8%

Implemented training program to improve cultural
competency among staff and clinicians

ED Case Managers Reconnect Patients to Primary Care
Case in Brief: University
of Florida Health
Shands Hospital

Particularly for uninsured and vulnerable populations, intervening with rising-risk
patients in the ED is an efficient approach to managing care of several rising-risk
patients experiencing a costly care flashpoint.

• 1,700-bed academic
medical center based
in Gainesville, Florida

The University of Florida Health Shands Hospital embeds care managers in the ED to
identify and educate inappropriate utilizers, reconnect them to primary care, and
prevent future ED visits. Care managers can schedule primary care visits if needed.

• Operates a Medicaid
managed care plan
that provides coverage
for over 75,000
members
• Placed care managers
in the ED to consult
with rising-risk patients
• Lowered ED
readmissions by 60%;
doubled PCP visits
from 35% to 70%

In-the-Moment Education Prevents Returns to the ED
1

2

Medicaid
managed care
patient arrives
at ED

3

Case manager
sees flag in
EMR, reviews
case details

4

Case manager
educates
inappropriate
utilizers

When
appropriate,
primary care
visit is
scheduled

Advisory Board Analysis
Medical home the right level of comprehensive primary care. The medical home model has a proven track record of
better managing chronic conditions, intervening earlier and in lower-acuity settings, and improving outcomes.
Improve scalability through nuanced segmentation. Further stratify the rising-risk segment based on number of
comorbid conditions, frequency of interactions, and behavioral and social factors to create a more precise treatment
plan and resource allocation strategy.
©2017 Advisory Board • All Rights Reserved • 34785
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5. Direct Low-Risk Patients to Low-Cost Channels
Maintain Health and Reserve Capacity for Higher Risk Segments
PATIENT FOCUS: LOW RISK

Why is it important to direct low-risk patients to convenient, low-cost channels?
First, it’s critical to maintain the health of low-risk uninsured and underinsured patients.
High-deductible plans and coverage losses may cause low-risk patients to delay care
(including preventive and primary care), and allow preventable low-acuity issues to
give way to chronic conditions.
Second, steering low-risk, insured patients to non-traditional channels for primary care
creates critical capacity to care for rising-risk patients who require more personal care.
How can it be accomplished?
Low-risk patients infrequently use health system resources, and may not be aware of
care options outside of the ED or physician office. Health systems must educate
patients to maximize the effectiveness of low-acuity, low-cost options like patient
portals, virtual visits, nurse hotlines, and retail clinics. Incentives like free wellness
care and virtual consultations may promote adoption.

Case in Brief:
Stanford Health
• 600-bed academic
medical center in
Stanford, California
• “ClickWell Care”
targets healthy low
utilizers who forego all
primary care
• 70% of patients choose
in-person initial visit
• 60% of patients
selected virtual
channels for
subsequent care

Stanford Health’s ClickWell Care is a virtual primary care service built into EPIC. It
improves access for a low-utilizing segment of the medical center’s ACO population,
who overly depend on urgent care and emergency medicine in lieu of primary care.
Enrolled patients have access to free video visits, wellness coaching, and prescription
delivery. Key to the model is offering both in-person and virtual visits. Focus groups
with low-risk patients revealed that most wanted to meet the provider face-to-face for
their first visit. After the first visit, patients feel more comfortable doing follow-up visits
virtually.
The ClickWell virtual primary care service provides low-cost care to maintain the
health of low-risk patients. The program saves providers and clinical support staff
time, creating capacity to manage sicker patient populations.

ClickWell Saves Clinical Staff Time and Creates Capacity

9

160

Minutes saved
for each virtual
appointment

Hours of physician
time saved (across
2.2 physicians)

155

Hours of Medical
Assistant (MA) timesaved (across 1 MA)

Advisory Board Analysis
Virtual care is a complement, not a substitute for existing care delivery. Stanford approached telehealth as a new tool
to help providers better execute against existing priorities. Stanford made progress against cost and quality goals for
low-risk patients, and created additional clinical staff capacity for patients in higher-risk segments.
Disconnected patients are not necessarily disinterested. Healthy patients want convenient access on their terms.
©2017 Advisory Board • All Rights Reserved • 34785
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6. Activate Patients in Self-Care
PATIENT FOCUS:

RISING-RISK, HIGH-RISK

Why is activating patients in self-care important?
Patients don’t retain 80% of what providers tell them. Preventable readmissions and
avoidable declines in health status due to poor chronic condition management are
failures of caregivers, as well as patients.
How can it be accomplished?
The often-used “noncompliant patient“ label implies that the patient is at fault, either
misunderstanding or deliberately choosing not to follow recommendations. But the
real barriers to patient engagement are often avoidable. Providers should hold
themselves accountable for making meaningful connections with patients and
communicating more effectively.
Use three approaches to activate patients and promote self-care.
1. Improve inpatient education and activation of patients and family members. Don’t
wait until the day of discharge. Educate patients about follow-up care, self-care, and
medication management across the inpatient stay. Ask patients and family members to
“teach back” some discharge instructions each day.
2. Adapt education for low-literacy patients. Implement health literacy screening. For lowliteracy patients, focus on clarity over quantity of instructions.
3. Practice motivational interviewing to promote healthy behaviors. Understand patients’
own motivations for improving health. Engage patients by asking questions in a way that
puts them at ease and responding in a way that makes them feel accepted, not judged.

Case in Brief: Emory
University’s Grady
Memorial Hospital
• 900-bed teaching
hospital in Atlanta,
Georgia
• Serves as safety net
for uninsured and
vulnerable
• Created visual
discharge instructions
for low-literacy
patients
• 80% of patients
understood and
remembered
medication schedule

Emory’s Grady Memorial Hospital partnered with its school of public health to create
the “Pharmacy Intervention for Limited Literacy” (PILL) program. Care instructions link
images reflecting the size, shape, and color of medications with a daily timeline to
simplify complex poly-pharmacy instructions.
MEDS

SIMPLIFIED
INFORMATION

Simvastatin
20mg

• Take 1 pill at
night
• For cholesterol

Furosemide
20mg

• Take 2 pills in
the morning and
2 at night
• For fluid

Insulin

• Inject 24 units
before breakfast
• Inject 12 units
before dinner
• For diabetes

Jane’s Daily Medication Schedule
Simvastatin

Furosemide

Insulin

8:00-9:00
9:00-10:00
10:00-11:00
11:00-Noon
Noon-1:00
4:00-5:00
5:00-6:00
6:00-7:00

Advisory Board Analysis
Connect to patients’ personal motivations for improving health. Understanding that a patient wants to lose weight so
he can walk to work is likely a more powerful activation tool than potential for diabetes and heart disease. Distill
instructions for self-care down to actionable guidance only. Keep instructions simple, actionable, and clearly tied to
outcomes.
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For Additional Support: Population Health Advisor
Research, Tools, and Analytics to Succeed in a Poor Reimbursement Climate
Members of Advisory Board’s Population Health Advisor program and those with comprehensive
Access- or Accelerator-level partnerships will find additional value in the resources below.
All resources are available at advisory.com/ClinicalLeaderGuide.

Select Research Briefs

Select Calculators and Toolkits

How to Reduce Avoidable Cost and Utilization

Population Health ROI Estimator

Three briefings profiling nine stories on opportunities
to cut avoidable ED visits, inpatient stays, and
procedures.

New population health interventions take time to rollout effectively, and this calculator quantifies the
impact over a five-year term and analyzes the return
on investment

Telehealth Primer: Billing and Reimbursement

Population Health Job Description Library

Overview of the national and state-level
reimbursement landscape for telehealth services,
specifically looking at the policies under Medicare
FFS, Medicaid, and commercial payers.

Collection of population health-related job descriptions
that can easily be tailored to meet your organization’s
needs. Profiled roles cover a range of terrains
including: leadership, telehealth, care management,
home visits, pharmacy, and the patient-centered
medical home.

Medical Neighborhood Primer
Strategies for enhancing coordination between
primary and specialty care providers, including details
on care compact development, workflow and process
implementation, and continuous quality improvement.

Patient Education Toolkit
Downloadable examples from three organizations for
building a platform to standardize patient education,
focusing scope of in-office education, and driving
efficiency through group visits.

Care Management Enrollment for Complex Managed
Medicaid Patients
Tactics to improve care management outreach and
enrollment for managed Medicaid patients, including
details on branding and marketing, and outreach
protocols for patients and other providers.

Integrated Behavioral Health Implementation Toolkit
Guidance for building an integrated behavioral health
program from the ground up. Tools consist of process
maps, template assessments, and surveys to help
your team evaluate market demand, patient screening
and management expectations, coordination
processes, and sustainability planning.

Select Infographics
The Top 10 Opportunities to Improve Approval of
Your Care Management Model

To learn more about Population Health
Advisor, visit advisory.com/pha.

The 10 most-cited opportunities for improvement after
comparing responses of those who are highly
satisfied with their institution's care management
model to those of remaining staff.

For weekly research highlights,
sign-up for the Care Transformation Center
Blog at advisory.com/ctc/blog.

Make Your Patients Healthy and Your ED Happy with
Community Paramedicine
Overview of how community paramedics can help
extend the care team to reduce avoidable ED visits
and admissions, as well as readmissions.
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Resource

4

► Clinical

Leaders’ Priorities
for Enhancing Service
and Experience
• Four Steps to Deliver an Elevated Consumer Experience
• Six Key Takeaways to Build a Service-Driven Clinical Team
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System Success Hinges on Elevated Consumer Experience
Clinicians Essential to Building and Solidifying Loyalty
Rising patient obligations, increasingly transparent cost and quality, and the emergence of meaningful
alternatives to traditional pathways mean today’s patients have tremendous autonomy in their health care
decision making. In response, progressive provider organizations are expanding traditional patient
experience efforts to encompass a broader concept of consumer experience. Clinicians and their leadership
will have a hand in all parts of that experience, not just in-person interactions. This resource, which contains
insights from across Advisory Board’s research teams, offers clinical leaders the guidance and best
practices they need to function as the lynchpin of their system’s consumer experience strategy.
Harnessing Experience to Secure Patient Loyalty
Systems can take four steps to create a virtuous loyalty cycle that engages patients in long-term
relationships, regardless of payer type.
First, organizations must better position themselves in an increasingly transparent marketplace. Second,
systems must make themselves the convenient provider of choice by improving their access model. Third,
once a patient is within a system, the care team must ensure positive encounters through elevated
customer service. Finally, after winning during the search, access, and encounter phases, organizations
have earned the chance to build a durable relationship with the patient.
1. Transparent Search
• Encourage your clinical team to
embrace transparent patient reviews.

4. Durable Relationship
• Proactively connect
patients to care that
improves health.

Consumer
Experience

2. Convenient Access
• Motivate clinicians to modify their
traditional schedule to accommodate
evolving consumer demands.

3. Positive Encounter
• Aspire to a wait time of zero.
• Bring communication shortfalls
to the forefront.

Ultimately, securing patient loyalty relies on the clinical team to translate these four steps into opportunities
to engage patients in a care experience they value. The first half of this resource offers recommendations
regarding each of the four steps, as well as best practice profiles, and links to additional resources to help
clinicians deliver an elevated customer service experience. The second half then provides guidance for
clinical leaders on engaging frontline clinical staff in the customer service mentality necessary to execute on
the broader strategy.
©2017 Advisory Board • All Rights Reserved • 34785

31

advisory.com

1. Transparent Search
Absent Clinical Ratings, Service Quality Rules
Why is transparent search important?
As social networking becomes the norm in consumers’ personal and
professional lives, they increasingly look for external validation to
finalize decisions. Further, many consumers use service quality as a
proxy for clinical quality. Even with the availability of quality scores, it
is often difficult for patients to differentiate among providers.

Key Facts1
• 35% of consumers selected a
physician based on a positive review
• 37% of consumers avoided a
physician based on a negative review

Experience is rapidly becoming the new differentiator—and new
consumers are making decisions based on existing patients’
experience reviews.

► Recommendation: Encourage your clinical team to embrace transparent patient reviews.
More and more weight is being given to a clinician’s online reputation. Help your clinical team understand
the advantages of harnessing your existing patient review infrastructure to proactively manage the
information that is available to shoppers online. The goal is not to hide negative reviews, but to ensure that
the reviews available online are reflective of the full spectrum of patient experiences.
University of Utah Health was the first health system to publicly share patient reviews in 2013, but many
others have adopted similar models since that time. By proactively publicizing the patient reviews they are
already collecting, these organizations showcase positive experiences from patients who might not post on
third-party review sites.

Four Key Steps University of Utah Took to Own the Clinical Team’s Online Reputation

Gathered Data

Curated Content

Streamlined Design

Managed Reactions

• Compiled existing internal
patient survey data

• Identified necessary
content for profile to be
useful, credible

• Created profile pages2 to
be consistent with typical
rating sites

• Internally preview profiles
three months before public
launch

• Tested webpage usability

• CMO met with physicians
to discuss concerns3

• Determined advantage of
publishing internal scores

Case in Brief: University of Utah Health
• Academic medical center based in Salt Lake City,
employing 1,200 faculty physicians
• In 2013, became first major hospital to post providers’
individual patient satisfaction scores, comments online
• Strategy rolled out after leaders noted that social
media reviews skewed more negative than actual
survey feedback

128%
41%

Increase in website traffic after
physician profiles went live
Higher percentage of employed
physicians achieving top scores4

• Number of physicians scoring at the top of national
survey rankings has increased sharply
1) Among respondents who sought online physician ratings in past year.
2) Resources loaned for start-up: enterprise data warehouse architect, social content officer director and analyst,
patient experience director and analyst.
3) Allows system physicians to flag comments for review by system physician committee on a case-by-case basis.
4) Percentage of employed physicians achieving top 10% scores, compared to national cohort

©2017 Advisory Board • All Rights Reserved • 34785
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2. Convenient Access
Clinicians Must be More Available
Why is convenient access important?

Key Facts1

Once a health system can successfully compete in the transparent
marketplace, the second step is to improve convenience so patients
have options for where and when they want to receive care.

• 64% of patients choose retail over
traditional primary care for more
convenient hours
• 55% of postoperative visits can be
completed virtually

Convenient access is emerging as a top priority for today’s
consumers. When selecting primary care clinics, the number one
attribute that consumers seek is a clinic where a provider will see
them quickly without an appointment.

► Recommendation: Motivate clinicians to modify their traditional schedule to
accommodate evolving consumer demands.
Despite the new investments hospitals and health systems are making to expand access, disruptive
innovators often offer similar access points. Differentiate your clinical team by minimizing the
inconvenience of scheduling time to travel to a physical facility by offering virtual visit options. Read The
Playbook for the Consumer-Focused Health System to learn about other features to enhance your
accessibility to consumers.
The Palo Alto VA Health Care System in California conducted a pilot program to test virtual follow-up for
qualifying post-op patients. Over the 10 months of the program’s implementation, virtual care proved to be
a valuable tool both for providing zero-travel visits and protecting practice capacity for patients who truly
need in-office visits.

Three Ways to Eliminate Common Barriers to Entry
Closed

Booked

Inconvenient

“They aren’t open when
I want to go in.”

“They said they can’t see
me for three months!”

“I’m sick. I don’t want to get
up and go to the doctor.”

Expand available hours

Accept same-day appointments

Offer zero-travel virtual visits

Case in Brief: Palo Alto VA Health Care System
• 900-bed hospital system based in Palo Alto, California
• Offered select patients virtual follow-up instead of inperson visit over 10 months
• Virtual-visit patients showed health outcomes
comparable to non-virtual patients
• Saved physician time translated to 110 more openings
for other patients

148

Average number of minutes saved
per patient in travel time

110

Number of new appointments that
could be scheduled with time saved

Source: Hwa K, Wren SM, “Telehealth Follow-up in Lieu of Postoperative Clinic Visit for
Ambulatory Surgery,” JAMA Surg., 2013, 148:823-827; Competing on Consumer Experience,
Health Care Advisory Board, Advisory Board
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3. Positive Encounter
Perfect Make-or-Break Moments to Win Consumers
Why are positive encounter important?
Across a typical clinical encounter, discrete flashpoints involving
clinicians commonly push patients away.
First, patients often endure long wait times before scheduled
appointments. Second, staff and clinicians often fail to show patients
the compassion and empathy they expect. The following two
recommendations convert these flashpoints into opportunities to turn
the patient into a satisfied consumer.

Key Facts
• 85% of patient leakage is a result of
missteps of a current provider, not
attributes of a new one
• 25% more patients actively talk about
their negative experience with friends
and family than they do about a
positive experience

► Recommendation: Aspire to a wait time of zero.
Advisory Board survey data shows that waiting on-site is the most important access-related feature for
attracting new consumers. In addition to applying tactics to manage patient expectations for wait time with
transparency, address clinician bottlenecks that prolong patients’ wait times.
Massachusetts General Hospital sought to address wait times by introducing an “agenda setting” initiative.
To keep appointments on track, leaders instructed physicians to begin each exam by asking patients to
specify their two or three most pressing questions at the outset. Physicians are now able to address patient
questions throughout the visit, preventing the appointment from running over.

Agenda Setting Keeps Providers on Track Without Sacrificing Patient Care
Appointment Slot Time
Before Initiative
Medical Hx

Diagnosis &
Prognosis

Exam

Rx

Patient Questions

Physician
delayed

After Initiative
Agenda
Setting

Hx

Exam

D&P

Rx

Patient Questions

Physician
on time

Case in Brief: Massachusetts General Hospital
• 1,000-bed teaching hospital with 1,700-provider
medical group in Boston, Massachusetts
• Realized physicians often got delayed because
patients saved their most important questions for the
very end of their visit

41%

Patients willing to see another
doctor in the practice to reduce
wait times1

• Implemented “agenda setting” initiative; physicians
identify patients’ top questions and concerns at
beginning of appointment, address questions early to
avoid running over allotted time
Source: Competing on Consumer Experience, Health Care Advisory
Board, Advisory Board

1) n=5,003 patients
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► Recommendation: Bring communication shortfalls to the forefront.
Ultimately, clinical interaction is the core of consumer experience. Advisory Board loyalty surveys found
that for primary and specialty care, the top drivers of patient loyalty relate to how physicians communicate
with patients and their families. Unfortunately, physicians often overestimate their success in
communicating with patients. Better train and reward your clinicians for providing holistic physical and
emotional support to their patients.
At Cone Health in North Carolina, patient satisfaction surveys indicated that hospitalists were struggling
with patient experience. Since hospitalists admitted about 50% of Cone’s patients and were in a unique
position to influence the care team, the Executive Director of Patient Experience created a multidisciplinary
committee to address the issue.

Key Steps in Elevating Hospitalist Satisfaction Scores
One-on-One Rounding

Group Story Sharing (Two Hours)

Executive does one-on-one rounding with
hospitalists in order to observe and discuss
most difficult conversations and challenges

Hospitalists broken into groups of 6-8 to
discuss most difficult conversations they
have had with patients

Four-Hour Mandatory Training

Simulation Skills Training (Two Hours)

All 45 system hospitalists participate in
half-day, skills-focused training

All 45 hospitalists participate in simulation
exercises designed to improve patient
communication skills

Case in Brief: Cone Health
• Six-hospital system based in Greensboro, North
Carolina; includes 400+-provider employed
medical group and 1,200-physician CIN
• In 2011, hospitalists were in 4th percentile for
patient satisfaction, compared to the 76th
percentile satisfaction rate of all physicians
• Created a multidisciplinary committee to develop
training program to improve patient experience
performance

27%

Increase in patient experience
scores after simulation training1

46%

Increase in system-wide inpatient
satisfaction scores1

• Nine months after the training, hospitalist scores
had improved to the 31st percentile systemwide, and inpatient satisfaction scores jumped to
the 73rd percentile

Source: Cone Health “Code U” Newsletter, April 2013,
http://www.conehealth.com/app/files/public/1149/Code-U---April2013.pdf; Competing on Consumer Experience, Health Care Advisory
Board, Advisory Board.

1) Improvement period: March 2012-December 2012
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4. Durable Relationship
Transform Transactions into a Longitudinal Relationship
Why are durable relationships important?

Key Facts

Health systems often invest heavily in patient acquisition without
concentrating on converting already-acquired patients into repeat
customers. Not only is there a significant business case for
generating repeat business, but consumer loyalty is especially
important as hospitals and health systems transition to population
health models. Long-term relationships allow health systems to
capture a return on their investments in care management.

• Six times as much revenue comes
from a patient who is retained as from
a patient who does not return after the
initial visit1
• 66% of the top nine loyalty drivers for
specialists are related to experience
(rather than cost or clinical quality)

► Recommendation: Proactively connect patients to care that improves health.
Once health systems truly know their patients, they can begin to proactively connect patients to the complete
set of clinical and non-clinical services that meet their needs. This is the key to delivering comprehensive
solutions rather than a set of individual services so patients are integrated into a system of care.
University of Illinois actively embeds small, non-clinical services into the care process not because those
services prime additional transactions, but because they elevate the consumer experience. The system
employs a team of 15 navigators, who proactively identify non-clinical support that helps put patients and their
families at ease.

Multiple Opportunities to Identify Non-clinical Support
Orthopedist Appointment

Imaging Visit

Knee Surgery

Physical Therapy

Follow-Up Appointment

Support Non-clinical Patient Needs
“My family is coming
in from out of town”

“My wife speaks Spanish and
doesn’t understand my care plan”

“I can’t drive and need help
getting home from the hospital

Extended-Stay Options

Language Services

Transportation Support

Case in Brief University of Illinois Hospital
& Health Sciences System
• 495-bed hospital with outpatient facility and 11
FQHCs based in Chicago, Illinois
• Navigators responsible for proactively connecting all
patients to follow-up ambulatory appointments,
pastoral support, and service amenities that put
patients and their families at ease

15

Navigators who identify patient
needs through active listening

0

Additional resources needed to
implement this strategy

• Navigator caseload based on the complexity of
patients’ needs
Source: Competing on Consumer Experience, Health Care Advisory
Board, Advisory Board; “What Do Consumers Want from Specialty
Care?”, The Advisory Board Company Market Innovation Center, 2015

1) Over three years, who has at least one visit within 18 months.
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How to Engage Clinicians in Customer Service Strategy
Many providers incorrectly believe that customer service means “the patient is always right,” even
though patients typically lack a provider’s training and clinical expertise. They raise concerns that
focusing on customer service will mean letting patient opinions dictate care plans, even if what
patients want is not in their best interest (e.g., providing unnecessary antibiotics just to keep
patients satisfied).
Clinicians also often view patient experience initiatives as tangential to their mission as care
providers. In reality, patient experience is central to this quality mission. For example, research
shows that through his or her leadership of and communication with the care team, a physician has
the ability to drive patient experience improvement more than any other clinician in the enterprise.
More recently, however, clinical leaders have begun realizing the need to be early movers and
respond to the shift toward a consumer-driven health care market. Moving forward, clinical leaders
must take three steps to mobilize their teams to be consumer-focused.
First, clinical leaders must commit wholeheartedly to service as a core principle. Second, they must
find an effective way to translate that commitment to the front lines. Finally, the organization as a
whole must take steps to hardwire principles into sustainable practice.
The rest of this section reviews six lessons to be applied to these three key steps for building a
service-driven clinical team.

Development of the Service-Driven Clinical Team

III

Institutionalized Ongoing
Improvement

Progress

II
I
Organizational Commitment

1. Make service an
executive-level priority.
2. Embed service
expectations in staff
performance.

Provider and Staff
Engagement

3. Use transparency and
incentives to support
culture change.
4. Manage barriers to
engagement across all
positions.

5. Maximize effectiveness
of immediate feedback
to affect patient
experience.
6. Supplement
accountability with
ongoing improvement
opportunities.

Time

Source: The Customer Service Mandate, Medical Group Strategy
Council, Advisory Board.
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I. Commit to Service
The first step in committing an organization to service is to define what it means to be a patient-centered
provider and the purpose behind this mission. The commitment must not only be signaled by the
leadership but also trickle down an infrastructure to support staff in making that change.
All resources are available at advisory.com/ClinicalLeaderGuide.

1

2

Make service an executive-level priority.
Executive-level commitment to customer service can happen
in many different ways, but at the core, the clinical leader must
embody the essence of “influencer-in-chief.” Often, this
responsibility falls on physicians for their positioning as an
internal leader and a representative of the team to the patient.

Learn more about what it means to be an
“influencer-in-chief” on page 15 of Engaging
Physicians in Patient Experience.

Some organizations have incorporated a dedicated leadership
role for patient experience. This Chief Experience Officer
serves as a central point of contact for moving initiatives along,
while being a tangible example of the organization’s
commitment. However, organizations must also support that
role with strong executive buy-in, sufficient resources, and the
authority to make lasting change.

Learn more about the Chief Experience
Officer role on pages 31-33 of The Customer
Service Mandate and pages 22-23 of
Engaging Physicians in Patient
Experience.

Embed service expectations in staff performance.
Service standards should be universally applied to all
providers, as well as to support staff. One way to instill a
shared sense of commitment to service standards regardless
of title is to institute universal service training. By providing
the same training to all members of the care experience team,
the organization signals that patient experience is a shared
responsibility from which nobody is exempt.
In addition to training existing providers and staff,
organizations should make hiring decisions with a lens for
service to immediately build service-oriented expectations of
new staff. Hiring managers can be educated on service best
practices to use as standards by which to determine good
candidates. Hiring for service strengthens the team’s
commitment to its goal of excellent customer service and
ensures consistency of the care experience delivered to
patients.
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Learn more about how to train clinicians and
staff on the same service standards on pages
36-38 of The Customer Service Mandate
and pages 24-26 of Engaging Physicians in
Patient Experience.

Learn more about how to hire for service
on pages 39-41 of The Customer Service
Mandate.
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II. Engage Team Members
The second step to ingrain service as a deep part of the clinical team’s identity is through staff
engagement. Clinical leaders must find an effective way to translate the commitment to service to the front
lines. Skeptics must be convinced that service is a worthy goal and have access to learning opportunities
to develop the skills needed to execute fully on that objective.
All resources are available at advisory.com/ClinicalLeaderGuide.

3

Use transparency and incentives to
support culture change.
Education is the first step in engaging the clinical team to
undertake the cultural changes that must happen to ingrain
service delivery into practice. Some leaders have found it
effective to share performance data during trainings. Data
transparency encourages self-reflection by benchmarking
each clinician’s performance against the standards of the
organization, as well as the performance of his or her peers.
Tying financial incentives to patient experience is another
common engagement tactic, but non-financial recognition
can also effectively build clinician engagement. There is,
however, a difference in the engagement needs of clinicians
and those of staff. For providers, the primary need is to
convince them that service matters. For staff, however, it is to
help them understand their responsibility to ensure a good
patient experience.

4

Learn more about how unblinding data
can improve performance on pages 59-60
of The Customer Service Mandate and
pages 42-46 of Engaging Physicians in
Patient Experience.

Learn more about the different ways to
incentivize patient experience on pages
61-64 and 71 of The Customer Service
Mandate.

Manage barriers to engagement across all positions.
In some cases, clinicians may agree with the value of
improving the patient experience but lack the interpersonal
skills to make that possible. To help providers understand the
patient’s perspective and more effectively communicate with
patients, specific training sessions can teach the value,
meaning, and power of emphatic connection. The
organization can also create tools that serve as cues during
the visit for clinicians to humanize patients.
Shadowing is another commonly used coaching tool to
identify both improvement opportunities and good service
practices. Organizations can take this a step further by
having nurses shadow patients during off-unit experiences to
build a more comprehensive overview of the patient’s full
hospital experience.

©2017 Advisory Board • All Rights Reserved • 34785

39

Learn more about how UCLA uses “Getting to
Know You” posters to help its care team
engage patients in meaningful conversation
on pages 52-53 of Engaging Physicians in
Patient Experience.

Learn more about how off-unit shadowing
can help nurses understand the patient’s
experience in other parts of the hospital on
pages 28-31 of Enhancing the Patient
Experience.

advisory.com

III. Hardwire Ongoing Performance Improvement
The third step in shifting the culture of the care team to prioritize service involves instituting methods to
constantly better understand what patients need and want from the care experience. Moving beyond
short-term initiatives, the care team must be hardwired for long-term performance improvement by
systematically identifying and investing in bigger opportunities for process redesign to deliver an enhanced
service experience.
All resources are available at advisory.com/ClinicalLeaderGuide.

5

Maximize effectiveness of immediate feedback to
affect patient experience.
Most practices already have some sort of mechanism for
conducting patient satisfaction surveys, but capturing in-themoment feedback can often be more informative. Hourly
rounds by frontline nurses and support personnel can enable
the care team to more effectively meet real-time patient
needs. Staff-driven rounding can be supplemented by
volunteer rounders who offer patients a valuable opportunity
to communicate their needs.
A short poll of 1-5 questions is administered during or after
checkout can also allow for quick assessment of specific
process changes or strategic initiatives.

6

Learn more about hourly rounding on
page 64-77 of Enhancing the Patient
Experience.

Learn more about how to get in-themoment patient feedback on page 85 of
The Customer Service Mandate.

Supplement accountability with ongoing
improvement opportunities.
Organizational commitment to customer service may be
signaled by a kick-off universal training event, but it can be
sustained only through ongoing support for the mission.
One organization employs a full-time coach who offers oneon-one coaching sessions throughout the year, in addition to
physician shadowing that includes feedback on opportunities
for improvement.
Once more common process barriers have been addressed,
more progressive organizations can implement patient
blueprinting to uncover opportunities to further improve the
patient experience.
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Learn more about how to sustain
performance through dedicated coaching on
pages 56-58 of Engaging Physicians in
Patient Experience.

Learn more about patient experience
blueprinting for select care processes on
pages 116-121 of Enhancing the Patient
Experience.
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Resource

5

► Principles

and
Resources for Reducing
Care Variation
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Reducing Unwarranted Clinical Variation
A Massive (and Elusive) Opportunity
Market pressures such as the continuing transition to risk and the growth of consumerism create
new urgency for care variation reduction. Systems are under extreme margin pressure, while at
risk for quality and costs like never before. To be attractive to patients, plans, and employers
alike, systems must recognize that high-quality care and growth are intrinsically linked and
compete on both outcomes and cost. In order to succeed in this evolving market, systems must
leverage care variation reduction as the strategy for improving reliability and affordability.
Traditional Cost-Control Levers Are Not Enough
Most systems have focused on “traditional” cost-reduction levers such as supplies and labor in
recent years. However, the degree of margin pressure and the level of risk for quality and cost
they face make it clear that such cost savings are not enough to ensure a sustainable future.
Sixty percent of hospitals are projected to have negative profit margins by 2025 absent vastly
improved productivity or lower costs. More conventional cost-reduction levers must be
supplemented by care variation reduction—the elimination of overuse, underuse, and misuse of
care through adherence to standards of care demonstrated to produce high-quality outcomes and
reduce unnecessary costs.
This, however, does not mean hospitals must achieve 100% care standardization. Rather, the
goal is to optimize clinical operations to create a safe and efficient care delivery environment that
ensures reliability, but also allows for principled variation. Over the long term, reducing
unwarranted variation presents the greatest opportunity for sustainable cost savings that can
keep systems out of the red.
The Health Care Advisory Board’s annual CEO survey results reinforce the industry’s
commitment to reducing unwarranted clinical variation. Over the past three years, C-suite leaders
have maintained that “minimizing unwarranted clinical variation” and “controlling unavoidable
utilization” are among their top priorities.1 Those executives are already turning to clinical leaders
to drive the necessary improvement efforts.
To support those leaders, Advisory Board presents in this resource the most important principles
for driving out unwarranted variation, along with direction to more detailed best practice and
analytic resources.

Source: Berwick DM et al., “Eliminating Waste in US Healthcare,” JAMA, 307, no. 14 (2012):1513-1516; Hayford
T, et al., “Projecting Hospitals’ Profit Margins Under Several Illustrative Scenarios”, Congressional Budget Office,
September 2016, https://www.cbo.gov/sites/default/files/114th-congress-2015-2016/workingpaper/51919-HospitalMargins_WP.pdf; Physician Executive Council interviews and analysis.

1) n=150 (2015); n=209 (2016); n=180 (2017)
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The Care Variation Reduction Model
Capabilities to Accelerate Clinical and Operational Improvement at Scale
A successful care variation reduction strategy involves three imperatives: structure the governance
model to distribute authority and incentives appropriately to clinicians; implement a thoughtfully
designed strategy that incorporates clinical and operational standards into practice through an
iterative process; and sustain the strategy with a culture of continuous improvement.

Structure

Governance
and Incentives

Implement

Care Pathways and
Clinical Operations
Redesign

1

Build an integrated system-level care
variation reduction organization

2

Align physicians and clinical stakeholders on
the care reliability ambition

3

Design new care standards and pathways
that clinicians trust

4

Embed standards at the point of care with
EHR enablement and training

5

Measure adherence and outcomes to surface
variation and track impact

Sustain
Across all five domains of the care variation reduction strategy, clinical leaders
must sustain continuous improvement through systems and values promoting
engagement, collaboration, and organizational learning.

The pages that follow highlight must-do imperatives for each of the above five elements and
include links to Advisory Board resources that provide additional detail on implementing the
practice and others like it.
All resources are available at advisory.com/ClinicalLeaderGuide.
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1. Build an Integrated Care Variation Reduction Organization
Establish Permanent System-led Interdisciplinary Committees
A system-wide governance structure that empowers clinicians to execute strategy is the key
ingredient for moving from a string of one-off improvement efforts to a sustained organizational
transformation. To achieve system-wide care variation reduction, the clinical optimization governance
structure must be positioned and resourced to drive meaningful impact across the system—it must
have decision-making autonomy, dedicated support staff, and connectivity to system leaders.

FEATURED BEST-IN-CLASS ORGANIZATION
At Banner Health, a single Care Management Council (CMC), led by the system CMO, sets quality
strategy for the entire system and approves all care standards, regardless of area of clinical focus.
The CMC includes all facility CMOs and CNOs, as well as key leaders from Banner’s care standard
development groups, called Clinical Consensus Groups (CCGs). The CCGs are multidisciplinary
groups representing the entire Banner system that define and lead implementation of system-wide
care standards. This structure is separate from any existing organizational structure within the
system, such as the system’s service lines or medical groups, and it has its own distinct reporting
structure.
Banner’s Care Management Structure

Case in Brief: Banner Health
• 29-hospital system across eight states

Care Management Council

• System has a centralized leadership
and operating structure that
champions clinical quality as
organization’s primary focus

22 Clinical Consensus Groups

• All clinical standards developed at
system-level CCGs, composed of
representatives from most system
sites 1

29 Acute Care Facilities

Imperatives for Success
Permanent multidisciplinary committees, not ad-hoc
campaigns, generate sustainable savings across
the system.
– Learn more about how to build a scalable care
improvement strategy on pages 20-23 of Building the
Evidence-Based Organization.

– Learn more about system-level oversight for care
variation reduction on page 11 of The System Blueprint
for Clinical Standardization.

Clinical councils are supplemented by operational and
support staff, who carry out implementation of new
standards.

Care standards are developed by a multidisciplinary group of clinicians.
– Learn more about the makeup of an effective care
standard team on page 12 of The System Blueprint
for Clinical Standardization.

– Learn more about how to balance operational and
clinical expertise on page 11 of Achieving Cost
Savings Goals Through Care Variation Reduction.

1) Includes physicians; bedside nurses; clinical informatics; pharmacy; supply chain; and
therapy (occupational, respiratory, physical).
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Governance committees must have authority to
implement care standardization across entire system.

Source: The System Blueprint for Clinical Standardization, Health Care
Advisory Board, Advisory Board
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2. Align Frontline Clinicians and Care Professionals
Incentivize Clinicians on Care Standard Adherence and Outcomes
Because physician involvement and engagement is so critical to any systemwide change in clinical
practice, questions of physician compensation are inextricable from care variation reduction strategies.
That said, no system should be interested in a mercenary clinical workforce; attempting to “purchase”
adherence to clinical standards will be a losing proposition in the long run. Instead, efforts should focus on
bringing incentive plans for all stakeholders into general alignment with systemwide goals so that the
financial realities of individual incentives reflect the success of the system as a whole.
FEATURED BEST-IN-CLASS ORGANIZATION
Opal Health System (a pseudonym) aggressively pursued accountability for better value, providing
high-quality care at lower cost. The system’s ACO and Medicare Shared Savings Program
experience provided a good starting point for engaging physician leaders in care transformation.
Together, executives and physician leaders explored opportunities to create a more explicit incentive
for physicians to control costs and measurably improve health across their regional markets.
Opal implemented a “hospital efficiency improvement program” (HEIP) to financially align the hospital
and the physician network toward the same clinical goals. Providers are rewarded only when the
health system meets or exceeds efficiency and quality goals.
Three Steps to Incent Specialists
for Improvement on Outcomes

Case in Brief: Opal Health1
•

•

•

Large hospital system in the
Midwest with a clinically integrated
network (CIN) leveraging HEIP2
across its five regions
Regions select initiatives and
incentive goals based on an
analysis of cost improvement
opportunities
Achieved $11 million in savings in
the first year of HEIP, with a threeyear target of $58 million

1

Initiative Goals

2

Three-Tiered Target

3

Corresponding Payout Levels

Initiative committees set annual goals
based on desired practice change

Committees set three performance targets,
factoring in current performance

Specialists earned payouts3 for the initiatives to
which they are assigned based on performance

Imperatives for Success
Executive leadership incentives align to the
organization’s top care variation reduction initiatives.
– Learn more about how to incent executive leaders
on clinical quality performance on page 84 of
Building the Evidence-Based Organization.

Prioritize financial alignment with hospital-based
physicians and high-impact proceduralists.
– Learn more about aligning specialist incentives with
outcomes on pages 13-19 of Build a Stronger HospitalSpecialist Partnership.

Physician incentives are tied to metrics that reduce
care variation.
– Learn more about the HEIP model on pages 13-14
of How to Secure Valuable Comanagement
Partnerships.

Leverage non-financial engagement drivers to increase
adoption of standards.
– Learn more about how to reward innovators and fast
followers on page 94 of Building the Evidence-Based
Organization.

1) Pseudonym.
2) Term coined by Advisory Board’s Consulting division.
3) Hospital provides payouts to the Clinically Integrated Network, which then distributes the
payouts to specialists
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3. Design Comprehensive Care Standards and Pathways
Engineer Standards for Seamless Integration into Workflow
The development of clinical standards is rendered useless if there is not an intentional process in place to
enable their successful implementation. However, most organizations spend most of their time and efforts
developing the clinical specifications of a care standard without putting equal—if not more—time and
resources toward designing the clinician workflow to support adoption of those specifications. Best-inclass organizations are investing in project managers, process engineers, and other support staff to
partner with clinicians and ensure standards are seamlessly integrated into the clinician workflow.

FEATURED BEST-IN-CLASS ORGANIZATION
At Banner Health, once the Clinical Consensus Groups (CCGs) define a practice standard, an
implementation team figures out how to support the practice in the EHR, develops training, and
defines a plan for monitoring compliance and outcomes at the local level.
Banner pairs each CCG with a program manager to keep the groups running on time and toward
consensus. Industrial process engineers incorporate new standards into workflow. These teams work
together to develop a suite of resources provided to facility leaders and frontline team members to
ease the adoption process.
Supports to Facilitate Local Adoption of
System-wide Clinical Standards

Case in Brief: Banner Health
• 29-hospital system across eight states
• Single operating board oversees the
entire system, which has a heavily
centralized leadership and operating
structure

EMR prompts

CPOE1 order sets
Talking points
for leaders

• Hired 5 program managers to ensure
progress on defining standards; 15
process engineers implement
standards into workflow

Education
and training

Clinical decisionmaking tools2
Clinician
Performance data

Imperatives for Success
Use a consistent, repeatable process across all
teams to design new care standards.

Design standards that include clinical specifications
and operational workflow components.

– Learn more about how Banner develops and
implements standards on pages 31-32 of Realizing
System-Wide Clinical Standardization.

– Learn more about how new standards can be tested
by frontline staff before implementation on pages 20-24
of The High-Reliability Clinical Enterprise.

Use external clinical evidence and internal data and
best practices to inform care standard creation.
– Learn more about the differences between
evidence-based practice and practice-based
evidence on page 24 of Realizing System-Wide
Clinical Standardization.

– Learn more about how Carolinas HealthCare set its
cost-savings goals across eight clinical areas on page
8 of Achieving Cost Savings Goals Through Care
Variation Reduction.

1) Computerized physician order entry.
2) Includes checklists, criteria for medical necessity, etc.
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Prioritize acute care standards before reducing
ambulatory care variation.

Source: The System Blueprint for Clinical Standardization, Health Care
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4. Embed Standards at the Point of Care
Optimize Clinical Decision Support to Drive Adoption of Standards
Even the best-designed standard won’t have its desired impact if it isn’t followed. To successfully promote
adoption, organizations must embed care standards and pathways into the clinical workflow and EHR.
Implementing clinical decision support, or CDS, is a valuable tool that supports clinicians’ goals to deliver
reliable, efficient care. When executed properly, CDS can ensure clinicians more consistently follow
evidence-based standards and appropriately use resources. However, systems must first overcome
challenges of clinician alert fatigue and alerts being ill-timed and of poor clinical content.

FEATURED BEST-IN-CLASS ORGANIZATION
Opal Health System (a pseudonym), implemented a CDS system to optimize their alert environment
for clinicians by developing strong CDS governance, weeding out old and ineffective clinical content,
and more closely tracking alert adherence to flag low-value alerts.
Opal first conducted an alert analysis to understand the impact of alerts prior to their integration into
the EHR to ensure that only the most important and impactful guidance reaches clinicians. By
removing or replacing low-value alerts that were poorly targeted or low-impact, physicians recognized
the value of the guidance and were more willing to change their behaviors to give more attention to
the EHR alerts. This has enabled Opal to add new high-impact alerts and content in the EHR without
risking physician overload and fatigue.
Four-Pronged Clinical Decision Support Strategy

Case in Brief: Opal Health1
• Large hospital system in the Midwest that
implemented a CDS system

Optimize content
to combat alert
fatigue

• Audited existing alerts to determine
opportunities to drive down alert fatigue
• Reduced number of alerts by over 8,500 per
day
• Realized $2 million in return through alert
optimization to support performance against
one Value Based Care Contract

Use analytics to
improve
adherence

Establish highfunctioning CDS
governance
Prove value by
quantifying
impact

Imperatives for Success
Uncover and address sources of alert burden.

Track adherence data to monitor progress and modify
existing clinical content.

– Learn more about “alert fatigue” and how to
minimize it in Crying Wolf: Over-Alerting by EMRs
is Annoying, Distracting, and Dangerous.

– Learn more about tactics to use performance data to
promote utilization targets on pages 69-71 of Building
the Evidence-Based Organization.

Use CDS to bring meaningful, actionable
information to clinicians at the right point in the
workflow.

Hardwire accountability for CDS management through
a decision-oriented governance strategy.

– Learn more about how Danbury Hospital’s “right
care” strategy supports workflow on page 47 of
Realizing System-Wide Clinical Standardization.

– Learn more how imaging departments build their CDS
teams on pages 20-23 of the Playbook for
Implementing Clinical Decision Support.

1) 1) Pseudonym.
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5. Measure Adherence and Outcomes
Track Adherence and Impact to Surface True Sources of Variation Reduction
In recent years, systems have invested significant time and money in installing EHRs and data
warehouses in the hopes of reducing care variation. However, these are primarily serving as storage
houses that often prevent access to the very insights that hospitals need to identify drivers of variation and
assess adherence to standards. It is critical for health systems to focus on the right application of this data
infrastructure in order to surface true sources of care variation and determine how changes in practice and
operations will impact clinical and financial outcomes.

FEATURED BEST-IN-CLASS ORGANIZATION
Intermountain Healthcare built a significant data infrastructure so the system can monitor adherence and
track whenever a clinician deviates from a standard.
Every deviation from a guideline is viewed as a potential opportunity for process redesign, clinician
engagement, or standard revision. For instance, a deviation may reveal that the standard is too difficult to
follow and needs redesigning. Sometimes, physicians are skeptical or reluctant to adopt the standard, in
which case Intermountain uses this opportunity to engage the physicians in a conversation.
When a deviation is due to a shortcoming of the standard, or physicians that do deviate achieve better
outcomes than the standard practice, Intermountain adjusts the standard. This is critical to build physician
trust and drive continuous organizational learning.
Turn Deviations from Standard into
Improvement Opportunities

Case in Brief: Intermountain
Healthcare
• 22-hospital system headquartered
in Salt Lake City, Utah
• Clinical Guidance Councils
determine quality strategy for
individual clinical areas and
subgroups develop care standards
• Measures standard op-out trends
to determine opportunity for
potential improvement

Standard is
difficult to follow

Clinician is
skeptical

Opt-outs yield a
better outcome

Uncover and
address roadblocks
through process
redesign

Conduct evidencebased, data-driven
conversations

Review original
standard and make
appropriate
adjustments

Imperatives for Success
Use adherence and outcomes data to review impact of
deployed standards and revise them as needed.
– Learn more about how to establish a clear rationale for
new initiatives on pages 13-14 of Achieving Cost Savings
Goals Through Care Variation Reduction.

Provide actionable adherence data to physicians to
promote adoption of new care standards.
– Learn more about how to ensure consistent compliance
through data-driven peer coaching on pages 25-29 of
The High-Reliability Clinical Enterprise.

Help clinicians identify root-cause barriers to adherence
by sharing timely data.
– Learn more about how Inova harnessed real-time data
analysis to optimize its ED sepsis initiative on pages 6166 of Building the Evidence-Based Organization.

Review both cost and quality data together to prioritize
variation opportunities.
– Learn more about how to couple cost and quality data to
demonstrate value on pages 16-17 of Achieving Cost
Savings Goals Through Care Variation Reduction.
Source: Building the Evidence-Based Organization, Physician Executive Council, Advisory Board
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Resource

6

► The

How-to Guide to Leading
through Change Fatigue
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The Price of Constant Change: Low Engagement and Burnout
For the last decade, tectonic shifts in health coverage, payment reform, and delivery models left health
systems inundated with new experiments and projects. MACRA, for instance, is only the latest addition to
the growing list of drivers of change. For many physicians, frontline clinical staff, and clinical unit and
department leaders, the unrelenting pace of change has been too much to bear, leading to lower levels of
engagement and higher rates of burnout. The post-election spike in uncertainty surrounding the future of
our industry risks a corresponding dip in engagement at a time when clinical executives can ill-afford it
given the full press underway to reduce costs and care variation. This resource outlines 10
recommendations to help clinical executives lead their departments through uncertain times while limiting
the impact of change fatigue. All resources are available at advisory.com/ClinicalLeaderGuide.
Frontline Physicians and Staff
Frontline staff engagement in clinical departments already lags behind most non-clinical departments. The
impact extends beyond the morale of staff members, and has meaningful consequences for patient
outcomes and department performance. Recommendations 1-5 in this section help clinical executives
prevent burnout and improve engagement among frontline physicians and staff.

Percentage of Engaged Staff by Department, 2015
53.5%

Admin

Potential Outcomes
of Poor Engagement

48.4%

47.9%

Quality

HR

• 16% lower patient
satisfaction scores

43.9%

41.0%

38.9%

37.8%

Finance

Medical Staff

Pharmacy

Nursing

• 11% increase in
reported medical
errors

Clinical Department and Unit Leaders

• $150-300K cost to
replace one
physician

• $60-90K cost to
replace one nurse

Percentage Engaged by Level, 2014

Clinical department leaders (directors and managers) and
executives have much higher levels of engagement than frontline
staff, but the trend over time is troubling. Engagement among
leaders declined approximately four percentage points between
2012 and 20141. 10-fold the decline in frontline staff engagement
across the same period.
The impact of declining leader engagement is far-reaching.
There is a direct correlation between leader engagement and
staff engagement. Declining leader engagement impacts
department morale, clinical outcomes, and staff turnover.
Importantly, it also impacts the ability to implement and sustain
changes, and to convey rationale for changes to frontline staff.
Recommendations 6-10 in this section help engage clinical
department leaders.

57.5%

61.2%

Manager

Director

71.0%

38.3%

Frontline

Executive

Change in Engagement, 2012-2014
Frontline

Manager

Director

Executive

-3.9%

-4.2%

-4.4%

-0.4%

1) Unpublished 2015 data shows a slight improvement across all categories, but the trends persist.
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Ten Recommendations for Leading through Change Fatigue

Improving Frontline Staff Engagement and Burnout
Five Recommendations and Additional Advisory Board Resources

1

2

Create Opportunities to Listen to Staff │ Page 53
Offer a combination of open discussion forums and
one-on-one conversations. Listen to staff concerns and avoid
providing answers in the moment.

Put Some Schedule Control Back in
Physicians’ Hands │ Page 54
Allow greater autonomy in “must do” initiatives. Insert
choice back into the equation when physicians are tasked
with achieving broad operational goals.

3

Give Physicians Autonomy to Own Care Variation
Solutions │ Page 55

Read more about the value of listening to
staff in Combatting Physician Burnout.
Learn how to improve staff, nurse, and
physician engagement with Advisory Board
Survey Solutions.

Read more about putting control back in
physicians’ hands in Combatting Physician
Burnout.
Download the infographic.

Learn more about physician-led solutions
to achieve cost reduction goals.

Turn responsibility for executing on operational initiatives
over to frontline staff, and provide administrative and
analytical support to minimize the negative impact on
productivity.

4

Balance Negative and Positive Feedback │ Page 56

5

Support Millennials to Build Loyalty │ Page 57

Read more about balanced feedback in
Combatting Physician Burnout.

Rather than limit feedback to addressing only
underperformance and major missteps, use it as tool for
unlocking performance potential and promoting shared
direction within a team.

Stop early turnover by outlining a millennial retention plan that
bridges the gap between first-year residency programs and
years 3 or 4, when staff develop loyalty.
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Visit the one-stop shop for reducing
millennial turnover for benchmarks, tools,
and best practices.
Read more on retaining young nursing
talent in “Win Millennials’ Loyalty” and
download the “First-Year Retention
Toolkit.” Available Fall 2017.
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Engaging and Elevating Clinical Leaders
Five Recommendations and Additional Advisory Board Resources

6

Take Ownership of Clinical Leader Engagement │ Page 58

7

Preview Changes for Leaders │ Page 59

8

Cultivate Leaders’ Stress-Management Skills │ Page 60

9

10

Seek out scalable opportunities to increase interactions
between executives and frontline leaders to minimize time
commitment, and selectively lead large-scale engagement
initiatives.

Stagger communications to ensure that leaders have time
to ask clarifying questions before fielding questions from
the front line, and that they feel “in the loop” on
organization priorities.

Help leaders understand the importance of stress
management as a leadership skill, prioritize workload,
advocate for their own needs, and build a support network.

Alleviate Bottlenecks that Impact Productivity │ Page 61
Identify time consuming responsibilities that fall outside of
clinical leaders’ core skill sets, and weigh costs and benefits of
using a more efficient resource.

Filter Strategic Initiatives Delegated to
Managers │ Page 62
Thoughtfully integrate and right-size large strategic initiatives
before pushing them down to managers, and selectively
delegate to capable frontline staff members to bypass and
unburden managers.
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Learn best practices for engaging managers
and directors in The Data-Driven Prescription
for Leader Engagement.

Learn best practices for engaging
managers and directors in The Data-Driven
Prescription for Leader Engagement.

Use tools in The Nurse Manager’s Guide to
Improving Unit Outcomes to improve stress
management.
Learn more about Advisory Board’s Talent
Development workshop on stress and burnout.

Learn how to reallocate unit leadership
responsibilities in “Put an End to Nurse
Manager Overload.” Available Fall 2017.
Download the infographic.

Learn how to implement multiple strategic
initiatives without overburdening managers
in “Put an End to Nurse Manager
Overload.” Available Fall 2017.
Download the infographic.
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Improve Frontline Staff Engagement and Burnout

1. Create Opportunities to Listen to Staff
INTENDED AUDIENCE
PHYSICIAN
EXECUTIVES

NURSE
EXECUTIVES

OTHER CLINICAL
LEADERS

Why is creating opportunities to listen to staff important?
Burned-out frontline care providers may do their jobs on the surface but lack the emotional
support patients need, which can damage outcomes. Disengagement and burnout often
hide in plain sight, and root causes vary from one unit or practice to the next.
How can it be accomplished?
The goal is to listen first, assume little, and avoid providing too many answers in the
moment. Not all frontline staff are comfortable speaking in group settings, so clinical
leaders should offer a combination of open discussion forums and one-on-one
conversations. Sessions require goals and structure both to preserve dedicated time for
staff conversations and to ensure time is fruitful for both staff and leadership.
• Open forums must be safe spaces where staff may speak without fear of consequences.
Strict ground rules facilitate candid and fruitful discussion. Consider not taking minutes,
but reviewing “themes” emerging from discussions that lead to action items. Follow up on
every action item, even if the answer is that nothing will change.
• One-on-one meetings with high-impact physicians should be conducted by executives,
while meetings with high-risk staff should be delegated to a clinician leader serving as a
retention specialist, with direct access to clinical executives.

Case in Brief:
Ministry St. Joseph
• 500+ bed teaching
institution in
Marshfield,
Wisconsin
• Executives began
physician rounding
program in 2012

Listen for clues to answer
three questions:

Program
Details

• What is leading to burnout?

Structured talking points
facilitate productive discussions

• What can I learn from time in
the trenches?

All issues tracked, status update
given at next meeting

• How can I better understand
my staff?

• Seven executives
meet quarterly with
50 high-impact
physician leaders

Program
Benefits

• Executives use a
structured script and
track unrecovered
issues until resolved

15 minutes in physicians’ office,
at convenient time

Visibility into “a day in the life”
of being a physician
Insight into issues physicians
are experiencing
Opportunity to surface—and
solve—easy wins on burnout

Advisory Board Analysis
Listening creates important signal value. Short conversations aren't a cure-all, but when executives take the time to
listen they learn what’s causing burnout and gain favor from staff, putting them in a better position for resolution.
Limit executive time commitment. Limit group forums to a couple of times annually and immediately following major
changes. Tightly restrict one-on-one rounds to only a handful until they demonstrate value.
Structure high-value meetings. Without sufficient structure and follow-through, these meetings may backfire if staff
don’t believe executives are listening or if issues lose momentum.
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2. Put Some Schedule Control Back in Physicians’ Hands
INTENDED AUDIENCE
PHYSICIAN
EXECUTIVES

NURSE
EXECUTIVES

OTHER CLINICAL
LEADERS

Why is restoring control of physicians’ work important for reducing burnout?
With an ever-expanding list of organizational priorities, health systems ask a lot of
physicians and staff. Clinical leaders must think about the consequences of changes on
frontline staff, not only on their day-to-day work, but also on their psyche. Until recently
most physicians had near-total control over every aspect of clinical practice, but no longer
have a concrete decision-making role regarding every change. Real and perceived lack of
control may lead to disengagement and burnout.
How can it be accomplished?
As priorities evolve and physicians must adapt, insert choice back into the equation, to the
extent possible, when the medical group tasks physicians with achieving these broader
operational goals. Allow greater autonomy in “must do” initiatives like expanded hours.
Furthermore, medical leaders may offer tools to help physicians develop a profile of their
ideal balance of responsibilities to suit their lifestyles. Doing so forces physicians to think
intentionally about an optimal mix of pace, workload, location, role, and work-life balance.

Case in Brief:
Aurora Medical
Group

Like many organizations, Aurora Medical Group is extending physician office hours to
expand access. As part of the effort, they asked physicians to work at least eight hours per
month during “family hours”—early mornings, evenings, and weekends.

• 1,600-physician
employed group
based in Milwaukee,
Wisconsin

Even though the expanded hours are a system mandate, Aurora gave physicians the power
to adjust their own availability based on personal preference instead of forcing physicians to
add specific hours each day. Aurora gave physicians the flexibility to expand hours based
on what works best for their lifestyle.

• Shifted physician
work expectations to
better fit patient
lifestyle needs
• Gave physicians
autonomy to adjust
weekly schedules

Physicians Determine New Clinic Schedules for Access Expansion
Traditional Schedule
Sun

Mon

Tues

Wed

Thurs

Fri

Sat

Closed

9:00-5:00

9:00-5:00

9:00-5:00

9:00-5:00

9:00-5:00

Closed

Sample New Schedule
Sun

Mon

Tues

Wed

Thurs

Fri

Sat

Closed

9:00-5:00

7:00-5:00

9:00-5:00

9:00-5:00

9:00-3:00

10:00-12:00

8

Number of weekend, early, or evening hours each
PCP must provide per month

Advisory Board Analysis
Organizational change management means thinking through how changes affect physicians as people. When
proposed changes might significantly impact work-life balance, provide staff an opportunity to soften the blow.
Target hot button issues that impact work-life balance first, then operations issues impacting work-work balance.
Control of personal schedules and off days represents the final sanctuary between a self-run practice and a “shift
worker” for a health system. Adjustments to various job-related roles and responsibilities are better received when
physicians have some hand in what changes.
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3. Give Physicians Autonomy to Own Care Variation Solutions
INTENDED AUDIENCE
PHYSICIAN
EXECUTIVES

NURSE
EXECUTIVES

OTHER CLINICAL
LEADERS

Why is it important to give frontline physicians autonomy to own solutions?
Health systems struggle to execute on specific cost reduction goals, and 9 in 10 CFOs rank
physician and staff cooperation as a top impediment to success. Physicians cited the ability
to influence system strategy and improve patient care as top motivators.
Large initiatives centered on clinical practice are often best resolved by clinical
practitioners—those closest to the problem. Care variation reduction is an essential
strategic goal to remain competitive, but setting specific cost targets and mandating
practice changes risks alienating physicians who view cost reduction as a boon to health
system profitability or a threat to patient care.
How can it be accomplished?
Clinical leaders turn responsibility for identifying new ideas and executing on solutions to
frontline staff, providing the necessary administrative and analytical support to reduce the
burden on providers.

Case in Brief:
Carolinas Health
System
• 20-hospital system
based in Charlotte,
North Carolina
• Set goal to save $40
million in variable
costs across four
years
• Physician-led clinical
optimization teams
set and execute
multi-year cost
savings strategy
• Teams receive
dedicated data
analyst and quality
outcomes specialist
support

At Carolinas, administrator-led cost reduction
efforts often failed to identify savings
opportunities that also improved quality. So
they put physicians in charge of an
aggressive $40 million cost savings goal.

Clinical
Optimization Teams

Physician-led clinical optimization teams
have independent responsibility for setting a
multi-year savings target and developing the
strategy to achieve it, prioritizing initiatives
that improve or maintain clinical quality.

• Cardiovascular

The autonomy to set their own strategy is
critical, allowing team leaders to partner with
peers and identify the best opportunities to
reduce variation and decrease cost per case.

• General Surgery
• Spine
• Orthopedics
• Women's Services
• Blood
• Respiratory
• Length of Stay

$26M

Realized savings in
first two years.

Advisory Board Analysis
Peer leadership matters. Providers are more compliant when clinical recommendations are set by peers rather than
administrators.
Autonomy may be sufficient motivation. Physicians are willing to be accountable for cost-reduction goals (even in the
absence of financial incentives) when they have the autonomy and resources required to achieve their goals.
“Support resources” help ensure initiatives stay on track and focused. Dedicated analytical support enables clinical
teams to identify the cost and quality impact of unwarranted care variation, and prioritize their efforts accordingly.
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4. Balance Negative and Positive Feedback
INTENDED AUDIENCE
PHYSICIAN
EXECUTIVES

NURSE
EXECUTIVES

Why is balancing negative and positive feedback important?
Too often, frontline staff feel undervalued and inundated with negative feedback, leading to
emotional exhaustion, disengagement, and burnout. When investigating feedback as a
driver of physician burnout, three issues surfaced. First, most feedback is negative and
focuses on what physicians are not doing well enough. Second, most performance data is
quantitative, impersonal, and based only on aggregated information. Third, proliferation of
online review sources perpetuate a false narrative from the outside world that undersells
the fact that most often physicians are providing good, high-quality care.

OTHER CLINICAL
LEADERS

How can it be accomplished?
Rather than limit feedback to addressing underperformance and major missteps, use it as
tool for unlocking performance potential and promoting shared direction within a team. Find
a way to balance out complaints with uplifting messages. Some organizations showcase
positive information from patient satisfaction surveys through blinded aggregate feedback
or by sending direct feedback to individual clinicians. In addition, create peer-driven outlets
for frontline staff to communicate about drivers of burnout and refocus on personally
rewarding elements of patient care.

Case in Brief:
Fairview Medical
Group
• 500-physician group
based in
Minneapolis,
Minnesota
• Quarterly retreats
help physicians
renew vocational
purpose and deepen
resilience
• Sessions alleviate
overwhelming
feelings of failure
that lead to burnout

Fairview Medical Group offers two-day retreats at an off-site center. The “Heart of the
Healer” retreats include activities, facilitated group discussions, individual time for
meditation and reflection, and interactive sessions.
The goal is to help physicians figure out what matters most to them and how to carve out a
sustainable way of doing their jobs. Retreat participants mentioned that the dedicated time
away from work is crucial to combatting burnout.

Fairview’s Heart of the Healer Retreats
Program
Details

• Providers often learn
that small
adjustments can
make a large impact
on professional
satisfaction

Two-day
retreat

Artistic
exercises

Structured
group
activities

Topic
workshops

Meditation
sessions

Journaling
and reflection

“When I went into this retreat, I
was thinking about making a
major change in my work. But I
realized that even small
adjustments can really make a
huge difference. Now I feel
like I could work another 10
years.”
Staff Physician,
Fairview Medical Group

Advisory Board Analysis
Sidestep the tendency to overly rely on the numbers and the negative. Quantitative feedback based on specific
outcomes and productivity measures reinforces transactional aspects of the profession that drive burnout.
Don’t forget to offer emotional support. Frontline clinical jobs are emotionally taxing. Off-site peer support can help
providers identify what they appreciate about their profession to carve out a more sustainable approach to work.
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5. Support Millennials to Build Loyalty
INTENDED AUDIENCE
PHYSICIAN
EXECUTIVES

NURSE
EXECUTIVES

OTHER CLINICAL
LEADERS

Why is supporting millennials important?
Clinical staff turnover is costly and negatively impacts clinical quality and staff morale. High
engagement is usually a strong predictor of retention, with one notable exception:
millennials. Now 30% of the nursing workforce, millennials are engaged, but it does not
translate to loyalty. Still early in their careers with little frame of reference, one negative
event can have an outsized impact on how they feel about the organization. Waiting
another year for a new growth opportunity seems far too long. Given the job market and
employment options outside of acute care, millennials are responding rationally to their
environments when they perceive their positions negatively.
How can it be accomplished?
First, every executive should find a millennial mentor. To stop early turnover, an
engagement strategy must be supplemented with a millennial retention plan. Determine
what impacts young nurses’ decisions to stay or leave a job and bridge the gap between
first-year residency programs and years 3 or 4 of employment when loyalty develops.
During and after the first year, clinical leaders must create a safe and supportive work
environment that provides a sense of early accomplishment. They need to support rather
than hinder lateral mobility, and match staff ambitions to the organization’s longer term
needs. Leaders must also proactively identify retention risks and win back outgoing talent.

Case in Brief:
Manatee Memorial
Hospital
• 320-bed hospital in
Bradenton, Florida
• Began draft day for
internal transitions in
2016
• Staff interested in
role transitions
receive tailored
development plans
after draft day

Staff members at Manatee Memorial complete an annual survey to indicate interest in
transferring units, and where they’d most like to work. The burden to collect this information
doesn’t fall to managers. Instead, HR sends nurses a very simple survey and staff rank
order their top three unit picks. Notably, evaluation of each request focuses only on whether
the staff member is ready to move, and not whether there is an active opening on the
destination unit. Demonstrating its commitment to early career pathing, Manatee asks new
hires to complete the survey after 90 days.

“Draft Day” Process to Facilitate Cross-Unit Transfers at Manatee
1

• Draft day shows
early promise,
contributing to a
50% drop in
turnover

2

Leaders survey
staff about unit
preferences

3

CNO, managers,
HR, and
educators meet
to review
requests

4

Group
collectively
determines
eligibility

Managers
communicate
decision,
develop action
plan

Advisory Board Analysis
Early turnover of young staff is mostly a function of market conditions. Millennials are engaged and their engagement
drivers are similar to other staff, but they have more opportunities, easy access to information about openings, and
they are actively recruited by competitors.
Don’t fight them, learn from them. As workforce demographics shift to include a larger proportion of younger staff, tap
into the mindset by adopting a millennial mentor. In-depth exposure to the experience and viewpoint of a younger
staff member will help harness millennials’ strengths to make a positive impact on the organization.
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Engaging and Elevating Clinical Leaders

6. Take Ownership of Clinical Leader Engagement
INTENDED AUDIENCE
PHYSICIAN
EXECUTIVES

NURSE
EXECUTIVES

OTHER CLINICAL
LEADERS

Case in Brief: Penn
Medicine
• 1,400-bed,
four-hospital system
in Philadelphia,
Pennsylvania
• Began executive-led
leader orientation in
2009
• All new leaders
promoted internally
or hired externally
attend

Why is taking ownership of clinical leader engagement important?
Engaged managers better engage frontline staff. A top driver of leader and staff
engagement is knowing that executives embody their organization’s mission and values,
which requires a degree of access to executives. But as organizations grow larger and
more complex, executives have fewer opportunities to interact with frontline leaders.
How can it be accomplished?
Managers and directors rightfully own about 95% of staff engagement initiatives. However,
leader engagement initiatives that cross service lines or require influence and skills that
exceed frontline leaders’ capabilities may warrant executive ownership. Selectively seek
out opportunities to elevate executive visibility and access with minimal time commitment.
Also, consider adding an engagement metric to clinical executives’ incentive plans, and
ideally align the measures across nursing and physician leadership.
At Penn Medicine, executives teach a portion of new leader onboarding. Penn keeps time
commitments low by pairing executives with an Organizational Development facilitator who
plans and prepares presentations, and ensures executive-led sessions require less than
two hours. The medium-size sessions ensure new leaders personally meet executives
early in their tenure.
All executives should consider implementing one or two of the following highly visible staff
engagement opportunities. These options allow executives to reach the greatest number or
most important staff in a short period of time.

• Sessions limited to
40 or fewer to
facilitate meaningful
discussion
• Executives lead
sessions focus on
people, finance,
quality, and service

► Selectively round on leaders and ask a targeted set of engagement-related
questions to proactively surface concerns.
► Host informal, 30-minute mobile town-hall discussions about performance and
priorities for individual units.
► Teach new leader onboarding classes, allowing management staff to meet
executives early in their careers.
► Host infrequent “branded” events (like “Conversations with Cole”) to connect
with employees on a personal level.
► Co-author a blog to help staff get to know executives and understand
key priorities.

Advisory Board Analysis
Clinical leaders want executives as visible role models. As organizations grow, managers and directors have fewer
opportunities to interact with executives, meaning each interaction carries more weight.
Focus executive ownership on a couple of large scale initiatives. Do not over-invest in engagement leadership, but
take ownership of at least one major initiative and include a core engagement metric in performance criteria.
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7. Preview Changes for Clinical Leaders
INTENDED AUDIENCE
PHYSICIAN
EXECUTIVES

NURSE
EXECUTIVES

OTHER CLINICAL
LEADERS

Why is previewing changes for clinical leaders important?
Clinical executives rely on department and unit leaders to explain the rationale for key
organizational goals to frontline staff and hold them accountable to achieving them. When
unit leaders aren’t given advance notice of important information, they aren’t equipped to
answer frontline staff members’ questions. Failing to answer questions repeatedly may
cause managers to lose credibility and risk that the message itself will be unclear.
How can it be accomplished?
Senior leaders stagger communication so that department and unit leaders receive news
before frontline employees. The goals are to ensure leaders have time to ask clarifying
questions before fielding questions from the front line, and feel “in the loop” on organization
priorities. The approach can be as simple as giving managers advance notice of news via a
weekly Monday email, and sharing news house-wide on Friday of the same week.
Moreover, if senior leaders first share information with managers, they can provide
managers with some detailed scripting to explain new information for frontline staff. This
increases manager value and improves the likelihood that messages are translated
accurately.

Case in Brief:
MedStar Montgomery
Hospital
• 140-bed hospital in
Olney, Maryland
• Nurse managers and
directors completed
interactive budget
exercise to better
understand the
financial implications of
legislation
• Managers conducted
similar budget exercise
with frontline staff to
visualize financial
impact at the unit level
• Full appreciation for
changes following
training exercise
reduced ad-hoc budget
requests to zero

Overview of MedStar Montgomery’s “Doomsday” Budgeting Exercise
Demonstrate for unit leaders
the cost of adverse events

Unit leaders show cost of
adverse events to staff

Senior leaders use a fictional
“doomsday” scenario to clarify
the cost of clinical errors for
managers

Managers clarify the cost of
clinical errors for frontline staff
by sharing the same fictional
“doomsday” scenario

Unit leaders deduct adverse
events from next year’s budget

Unit leaders require staff to
make budget trade-offs

Estimate unit budgets for the next
year, include deductions to reflect
external market pressures, and
have managers use prior year
adverse events to calculate the
impact of “doomsday” events on
next year’s unit budget

Managers share a list of
budgeted unit expenses,
display on magnetic board,
and ask staff to eliminate
supplies and resources to
offset costs following each
“doomsday” event

Advisory Board Analysis
Frontline managers must be informed about organization plans to maintain respect as a leader. The rapid pace of
change means executives are constantly making decisions that impact the front line. Managers and directors simply
want to know about major decisions and changes before they are announced to staff.
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8. Cultivate Leaders’ Stress Management Skills
INTENDED AUDIENCE
PHYSICIAN
EXECUTIVES

NURSE
EXECUTIVES

OTHER CLINICAL
LEADERS

Why is cultivating leaders’ stress management skills important?
Stress is endemic in the health care workforce, with over 60% of health care workers
feeling burned out at some point in their careers. This is no surprise, given rapid changes in
the industry: payment reform, staffing shortages, evolving technologies—the list goes on.
Amid these challenges, health care leaders struggle to stay energized, prioritize their time,
and see the impact of their work.
How can it be accomplished?
Leaders may not be able to control their work environment, but they can control how they
respond to it. Give leaders more ownership and control of their stress using tools to help
them understand the importance of stress management as a leadership skill. Tools should
help them prioritize workload to focus time and energy on the most impactful tasks,
successfully advocate for their own needs in the workplace, and build a strong support
network of colleagues to turn to when stressed.

Focused Tools for Managing Stress and Preventing Burnout
Amid Constant Change
Advisory Board Talent Development

Advisory Board Toolkit

Training Workshops That Help
Leaders Build Key Skills

Manager’s Guide to Improving Unit
Outcomes

• Demonstrates the most self-defeating
stress responses and stops them from
undermining managers

• Toolkit focuses clinical leaders’ time and
energy on activities with the greatest
impact on unit outcomes.

• Teaches a disciplined approach to setting
priorities, and gracefully saying “no” when
appropriate

• Includes time-saving tools to help
managers tackle multiple clinical
outcomes at once.

• Taps into game-changing support within
the organization that most leaders overlook

• Helps leaders pinpoint which critical
priorities managers should focus on first

• Advances multiple change initiatives while
reducing managers’ own stress and effort

• Uncovers reasons for underperformance
on a given metric

• Helps them lead complex initiatives more
effectively by communicating with the right
stakeholders in the right way

• Engages staff in defining performance
improvement efforts and helps leaders
hone in on only the best ideas

• Prepares managers to overcome
organizational inertia to make change stick

• Guides leaders through communication of
top issues to ensure staff understand why
they are priorities

Advisory Board Analysis
Leadership training focused on managing individual changes in series is no longer sufficient. Pace and scale of
transformative drivers of delivery system reforms today require a proactive approach. Without new tools, even the
best managers tap out at five simultaneous initiatives.
Prepare mangers to succeed in an evolving workplace. Teaching managers to strategically group initiatives and
manage multiple simultaneously reduces time demands and alleviates mental “air traffic control” efforts.
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9. Alleviate Bottlenecks that Impact Leader Productivity
INTENDED AUDIENCE
PHYSICIAN
EXECUTIVES

NURSE
EXECUTIVES

Why is alleviating bottlenecks important?
With span of control, patient acuity, performance scrutiny, and day-to-day management
responsibilities all on the rise, frontline managers spend less time on the floor and more
time behind the desk—a trend that must be reversed. The rising complexity of
administrative duties like scheduling and tracking data for reports now occupies too much
manager time, and could be accomplished more efficiently using a lower-skilled employee.
Other clinical initiatives that require both clinical competency and a level of professionalism
do not get the attention from managers they require.

OTHER CLINICAL
LEADERS

How can it be accomplished?
Identify time-consuming responsibilities that fall outside of clinical leaders’ core skill sets,
and weigh costs and benefits of using a more efficient resource. Elevate clinical leaders’
role to sign-off on output.

Case in Brief:
Yale New Haven
Hospital
• 1550-bed
academic medical
center in New
Haven,
Connecticut
• Partnered with
finance, which
provides and
funds data-savvy
financial analyst
support

On-demand data experts at Yale maintain an up-to-date set of reports on a central portal
with point-and-click access. Reports are designed to immediately draw attention to problem
areas, enabling less data-savvy managers to interpret findings easily. When complex
analyses are needed, data experts rescue clinical leaders from getting lost in granular
details. Instead, experts drill into reports, uncover potential root causes, and focus
managers’ mindshare on planning solutions. A massive time saver and a boon to manager
and department performance.

Yale New Haven Hospital’s Expert-Driven Process
for Streamlining Problem Identification for Managers
1

2

3

Create Easy Access
to Reports

Flag Problem
Areas

Drill Into Root
Causes

• Each data expert
provides part-time
support to multiple
service lines
• Elevates frontline
leaders’ role from
“data finder” to
“data user”

Advisory Board Analysis
Unit responsibilities are expanding, but support for managers is declining. Administrative responsibilities like staff
scheduling and data collection are growing more complex. Given reductions in admin and managerial support, these
less skill-dependent tasks crowd out more mission critical unit leadership responsibilities.
The cost of additional administrative support is outweighed by the costs of manager burnout and turnover. The time
invested in administrative work could be reallocated, and those tasks done more efficiently and to a higher standard
by a less clinically skilled colleague.
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10. Filter Strategic Initiatives Delegated to Managers
INTENDED AUDIENCE
PHYSICIAN
EXECUTIVES

NURSE
EXECUTIVES

OTHER CLINICAL
LEADERS

Case in Brief:
Intermountain
Healthcare
• 22-hospital system
in Salt Lake City,
Utah
• Scale and pace of
change began
impacting
manager
performance

Why is it important to filter strategic initiatives delegated to managers from above?
Frontline managers have an unbearable workload, and they have become the dumping
ground for new initiatives. As market forces spur tectonic shifts in strategy, managers are
inundated by new initiatives and an overwhelming amount of new work—the vast majority
initiated or passed along by clinical executives. Beyond sheer volume, managers struggle
to rationalize overlap and occasional contradiction of individual projects and action plans.
How can it be accomplished?
Executives can control the steady stream of new initiatives landing on managers’ plates
and augment how new initiatives are allocated on the unit. Several organizations rely on
change calendars and management tools to avoid overwhelming unit managers.
Operations executives can more thoughtfully integrate and right-size large strategic
initiatives before pushing them down to managers, and also engage high-performing staff to
assume full project leadership—bypassing managers entirely.
Executives at Intermountain devised a clever approach to bypass unit managers and reroute new initiatives to one of three promising frontline staff owners called “core leaders.” A
central coordination team receives and delegates projects directly to council core leaders,
disconnecting managers from initiative assignment and routing. Frontline core leaders
assume all project work. The manager advises as needed but remains accountable for unit
outcomes. In addition to saving time for managers, initiatives are more sustainable, frontline
staff are more engaged, and the program develops a pipeline of potential new managers.

Core Leader’s Role

• Standardized,
cascading councils
from system level
to the unit level
implement
initiatives
• Unit-based
councils add three
leaders to
redistribute
strategic project
work

Nurse Manager’s Role

Root Cause Analysis

Advise as Needed

Action Planning
Project Implementation
Monitoring Outcomes

12

Budgeted hours for project work
per core leader per month

10–15

Manager hours saved
per initiative per month

Advisory Board Analysis
Unit managers carry the burden of translating strategy into frontline action. Recognize managers’ workload limitations
and pace rollout with leaders in mind.
Don’t try to reduce the pace of change, just rethink the delegation pathway to implementation. Nurse managers are
not the only unit level leaders that can execute important health system initiatives.
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Building a High-Performance Culture
Advisory Board Combines Engagement Survey Data and Dedicated Support
Introducing Advisory Board Survey Solutions
Advisory Board Survey Solutions combines the resources of Advisory Board with a world-class
survey platform and a dedicated staff. The team serves as an objective partner with industry
expertise to help ensure your survey investments advance your organization’s performance. With
over a million survey responses, findings from the Advisory Board Survey Solutions national
engagement database are a primary resource behind the recommendations in this report.

Select Offerings
Employee Engagement Survey

Physician Engagement Survey

360˚ support for advancing provider staff
commitment

Targeted survey questions for employed,
affiliated, and independent physicians

Nurse Engagement Survey

Physician Needs Assessment

Magnet-compliant assessment with
department- and unit-level drill-downs

Solicits medical staff input to inform
future investments in provider network

Culture of Safety Survey

Patient Experience Platform

End-to-end administration and analytics for
the AHRQ survey suite

Captures real-time patient feedback and
creates actionable insights

Cultural Audit

Leader-Centric Action Planning

Defines an organizational culture that will
attract, retain, and inspire top talent

Best-in-class software for integrating
performance improvement efforts

Ensuring Survey Return on Investment
Key Attributes of Our Solutions

10%

► Right Question Set for the Right People

Average gain in engagement
for survey partners

► Prescriptive Results
► Change Management Expertise
► Leader-Centric Action Plans

To learn why hundreds of leading health care providers have switched to
Advisory Board Survey Solutions in the last 24 months, please contact
ABSSinfo@advisory.com or visit advisory.com/abss
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Advisory Board experts can
help you chart unknown waters
and design an overall strategy
for long-term success. We work
across three critical areas to
provide members with holistic
information, expert advice,
and business intelligence
technologies to pinpoint
opportunities and implement
best practices.

Drive Health System Growth
Growth is no longer a given—it’s achieved through careful
network design, patient acquisition, and customer retention.
We can help you craft a differentiated customer strategy that
engages physicians, consumers, and employers to meet your
growth goals.

Reduce Care Variation
The patient care you’re providing is more sophisticated
than ever, but innovation has left you synthesizing a flood of
information while constantly updating your technology. It’s a
near-impossible task that opens the door to inappropriate care.
We can help you provide more reliable care by finding—and
systematically correcting—the decisions that lead to avoidable
complications and waste.

Optimize Your Revenue Cycle
You’ve made so many investments to boost efficiency and
effectiveness. Yet, your margin is still at risk—as is your ability
to meet your mission. We have the tools and experts to help
bring every step of your revenue cycle to a best practice level.

TO LEARN MORE about how Advisory Board
services can help propel every level of your
organization toward best-practice performance,
contact Christopher Kerns at kernsc@advisory.com.
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