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What’s that structure right there?



Objectives

• Identify key elements in building a strategy for 
productive communication with Medical Staff

• Learn techniques for long term cooperation and 
partnership with Medical Staff in Quality Initiatives

• Discuss examples of tools that help support 
Medical Staff in quality efforts and methods to 
influence “more challenging” Medical Staff



Multi-region Organization
• 9 acute care hospitals

~ 24,500 employees

~ 100,000 discharges

~ 100,500 procedures

~ 380,000 ED visits

~ 3,000 active medical staff

• 1,060 Novant physicians

• 361 physician practices

• 91 MedQuest imaging centers



Geographic slide of facilities



Engaging Physicians

• What are the issues or barriers that are 
preventing you from gaining physician 
support today?

• Is there an issue with pracitioner support?
• Is there an element of “us and them”?
• Is it widespread, specialty specific, or…….. 

a few outliers?
• Do you have the support of senior leaders?



Engaging Physicians

Physicians…
• Feel embattled and less valued
• May believe that the hospital has a focus on 

the bottom line…not on quality
• Have a strong bond from the rite of 

passage…they listen to each other
• Physician to physician communication is an 

essential component
• It is essential that physicians understand the 

clinical indication for change…it needs to 
“make sense”



Novant Health

Vision
We, the employees of Novant and our physician partners, will deliver 

the most Remarkable Patient Experience, 
in every dimension, every time

Mission
Novant Health exists to improve the health of communities, 

one person at a time

• Diversity
• Teamwork

• Compassion
• Personal Excellence

Values





Engaging Physicians

• The most important common factor is that the 
patient is at the center of every decision, 
every effort, every program…

• When physicians are genuinely involved in 
the process and their input is valued, they will 
partner for best patient care

• Best care yields best outcomes
• “Demonstrate publicly the excellent care you 

are delivering”



Physicians’ Perspectives

“I’m different because…”
• Physicians have a strong desire to provide 

quality patient care
• Physicians don’t want to be outliers…unless it 

is because they are the best!
• “Best practice” can be a turn-off
• Just seeing the information can impact change
• “How can we help you be the best?”
• Provide factual information from recognized 

clinical resources



Provide Clinical Resources



Provide Clinical Resources



Physicians’ Perspectives

• Changes in practice are challenging
• “Different is not necessarily better”
• Influenced by having “real” data
• “Regulatory requirements” can be a red flag
• Physicians are less persuaded by the need for 

operational changes - length of stay or 
improving reimbursement, but they do 
understand the current issues



Surgical Complications

Hospital Costs ($) Reimbursement Profit (%)

No complications $10,978 $14,266 $3,288 (23)
With 

complications
$21,156 $21,911 $755 (3.4)

Increase in 
reimbursement

$7,645 (54)

• Hospitals and payors both suffer financial consequences from 
complications, but the greater burden falls on health care payors

• Conclusion: “Strong incentives exist for health-care payors to 
become more involved in supporting quality improvement 
activities”

Dimick JB, et al., J Am Coll Surg 2006; 202: 933-7



Physicians and Data

“Something is wrong with your data…”
• Understand their reservations about the data
• Work with physicians to get the “right” data
• Make sure that your data is correct and can 

be authenticated
• Start with global data before going to 

individual physicians
• Work closely with Physician champion or 

Medical Staff chair/leader as a start



Physicians and Data



Physicians and Reporting

“That’s the hospital’s problem…”
• “Patients can not differentiate the hospital 

from the physicians when it comes to 
outcomes!”

• “If you want to work in a hospital with great 
outcomes, you have to help make it that way”

• Physicians are attracted to facilities with a 
reputation for excellence

• Physicians will gain by working at a hospital 
known for excellence

• Work on improving clinical processes can 
add efficiency



Practical Realities

• Current outcomes and performance 
measures are just the beginning

• The current infrastructure will support 
reporting at the practitioner level

• It is only a matter of time until physician 
outcomes and results will be publicly 
available

• Good preparation for physicians is to get 
involved, understand the process and 
support improvements now



Physician Partners

• Physician Executive Leadership
• Physician Champion partners

o In the specific discipline
o Advocates for improvement and has a 

reputation for excellence
o Will genuinely partner with team members 

to achieve necessary improvements
o Is willing to commit the time – consider 

compensation for documented work
o Will have the critical conversations



Physician Partners

• Physician and Clinical/Analyst team 
members work closely

• Prompt response to questions/concerns
• Regular communication
• Review everything ahead of time
• Collaborative preparation for meetings
• Physician to lead the meeting
• Develop a professional relationship for 

change



Physician Partners

“Help me be successful…”
• Prompts and reminders
• Protocols and order sets
• Care plans that support improvement
• Concurrent review if possible
• Prompt (if not immediate) feedback
• Recognition for successes
• Physicians like recognition too!



- 
 
 
 
 
 

 
 
November 6, 2008 
 
 
 
John Feelgood, MD 
Hospital Boulevard 
Our Town, NC 
 
Dear Dr. Feelgood, 
 
Thank you for doing a great job in promoting the best care for your patients.  As you 
know Presbyterian Healthcare is aggressively promoting good hand hygiene to prevent 
the spread of infection in healthcare facilities, offices and public places.  You were 
observed to consistently use proper hand hygiene technique at Presbyterian Hospital 
Charlotte on November 2, 2008. 
 
Studies have demonstrated that when physicians practice good hand hygiene, nursing 
and other support staff will follow their example.  We appreciate your support in making 
the hospital environment safer for our patients by your example and leadership in 
practicing good hand hygiene.   
 
Thank you again for your support in this very important initiative. 
 
Sincerely, 
 
 
 
Stephen Wallenhaupt, MD 
 



Physician Partners

“You would be amazed by what can be 
achieved when you are not concerned 
about who gets the credit.”

Wayne Corpening



CMS Public Reporting

• It’s everyone’s responsibility to succeed!
• Physician champion on point
• Educate medical staff often
• Design for success
• Involve coders for details/advice
• Concurrent review is significant
• Provide prompts and reminders
• Frequent communication for best results
• Prompt feedback and education on misses
• Work first on solutions and support, then 

work on the outliers



Cardiac Measures:
Acute MI and Heart Failure



Friendly Reminders

Pocket Card

Discharge Poster

ED Poster



ACS/AMI Admit Order Set



CMS Public Reporting
> 90th %ile

> 50th, <90th %ile

< 50th %ile

Presbyterian Hospital Charlotte                
Quality Measures

 Jan 08  Feb 08  Mar 08  Apr 08  May 08  June 08  July 08  Aug 08  Sept 08 Oct-08 Nov-08 Dec-08

Top 10% All 
Hospitals 

Reporting in 
US

Avg All 
Hospitals 

Reporting in 
US

Acute Myocardial Infarction (AMI)

AMI-1 Aspirin w/in 24hrs of hospital arrival 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 94%

AMI-2 Aspirin at discharge 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 91%

AMI-3 ACE/ARB at discharge for LVSD 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 88%

AMI-4 Smoking Cessation Advice/Counseling 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 92%

AMI-5 Beta Blocker at discharge 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 92%

AMI- 6 Beta Blocker w/in 24hrs of hospital arrival 100% 100% 100% 95% 100% 100% 100% 100% 100% 100% 100% 100% 100% 89%

AMI-8 Median Time to Primary PCI 61" 66" 57" 58" 64" 49" 64" 28" 37" 46" 44" 38" N/A N/A

AMI-8a Primary PCI received within 90" hospital arrival 100% 100% 85% 89% 100% 100% 100% 100% 100% 89% 100% 100% 92% 67%

AMI-9 Inpatient Mortality @ 0% 0% 3% 4% 5% 4% 0% 3% 5% 0% 4% 0% N/A N/A

AMI- ACM Appropriate Care Measure % 99% 99% 100% 99% Pending Pending
Heart Failure (HF)

HF-1 Discharge Instructions 94% 93% 98% 95% 96% 95% 95% 96% 92% 93% 92% 94% 97% 69%

HF- 2 Left Ventricular Function Evaluation 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 87%

HF-3 ACE/ARB at discharge for LVSD 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 87%

HF-4 Smoking Cessation Counseling 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 89%

HF- ACM Appropriate Care Measure % 96% 96% 95% 94% Pending Pending



AMI Results for Discharge

Discharge Aspirin, Beta Blocker and ACE/ARB



Lab and Progress Note Alerts

• Elevated BNP level generates alert that prints 
on appropriate unit, placed in chart

• Nurse Manager receives email with all 
elevated BNP values on unit

• List monitored by analysts and reviewers
• Easily recognized by physicians



Physician Education Updates

• Physician documentation in the progress notes and D/C summary about the 
primary diagnosis is crucial. Clear and unambiguous chart information is 
extremely helpful for the coders.  The coders depend upon this information in 
deciding whether CHF is an appropriate diagnosis.  The coders can not infer a 
CHF diagnosis from Chest Xray reports, BNP levels, the administration of Lasix
in the ED, or other secondary sources.

• It is very important to specify, whenever possible, the cause of a fluid overload 
in order to guide the coders about the presence or absence of CHF. For 
example, if a patient is admitted with pulmonary edema, please specify whether 
it is non-cardiogenic. Or, for a patient with anasarca, please specify the reason 
such as ESRD, cirrhosis, etc.

• The order in which the discharge diagnoses are listed on the discharge 
summary does not necessarily influence the priority of order for coding 
purposes.  However, if you write or dictate, “Primary diagnosis is 
exacerbation of COPD,” that will be regarded as such in the coding.  For a 
patient with a history of CHF admitted for some other reason such as a COPD 
exacerbation, please specify that the primary diagnosis is COPD. This is 
especially important when the CHF is compensated and incidental to the 
admission.

• Patients receiving biventricular pacemakers are coded as heart failure even if 
they are stable due to the indication for implantation of these devices.



CMS Public Reporting

• Immediate feedback to practitioners 
involved in missed measures

• Physician committees or MEC to address 
standards and expectations related to 
specific CMS measures

• Peer review committees from reactive to 
proactive to address ongoing behaviors 
resulting in CMS measure deficiencies

• Demonstrate willingness to work 
cooperatively with physicians for best 
clinical care



Physicians Support SCIP
 
Pre-operative Prophylactic Antibiotic Regimens for Selected Procedures – ADULTS 

Approved by the SPR OR Committee and the SPR Medical Board  
 

 
 
Pacemakers / AICDs:  
NO β-lactam allergy - choose 1 of the 2 options provided If β-lactam allergy - choose 1 of the 2 options provided 

Cefazolin  
Vancomycin1:  significant MRSA risk 

Vancomycin2 
Clindamycin2 

 
Cardiothoracic Procedures:   
NO β-lactam allergy - choose 1 of the 2 options provided If β-lactam allergy - choose 1 of the 2 options provided 

Cefazolin  
Vancomycin1:  significant MRSA risk 

Vancomycin2 
Clindamycin2 

 
Gastrointestinal:

Laparoscopic appendectomy
NO β-lactam allergy - choose 1 of the 3 options provided If β-lactam allergy - choose 1 of the 4 options provided 

Ampicillin/sulbactam 
Cefoxitin  
Cefazolin PLUS Metronidazole 

Clindamycin PLUS Gentamicin  
Clindamycin PLUS Ciprofloxacin  
Metronidazole PLUS Gentamicin  
Metronidazole PLUS Ciprofloxacin  

Laparoscopic cholecystectomy - Required if age ≥ 70 years; at surgeon’s discretion if age < 70 years 
NO β-lactam allergy:  choose 1 of the 2 options provided If β-lactam allergy:  choose 1 of the 2 options provided 

Cefazolin  
Cefoxitin 

Clindamycin (Cleocin) PLUS Gentamicin   
Clindamycin (Cleocin) PLUS Ciprofloxacin 

Colon 
NO β-lactam allergy:  choose 1 of the 3 options provided If β-lactam allergy:  choose 1 of the 5 options provided 

Cefoxitin 
Ampicillin/sulbactam   
Ertapenem 

Clindamycin (Cleocin) PLUS Gentamicin  
Clindamycin (Cleocin) PLUS Ciprofloxacin  
Clindamycin (Cleocin) PLUS Aztreonam  
Metronidazole (Flagyl) PLUS Gentamicin  
Metronidazole (Flagyl) PLUS Ciprofloxacin 

PEG placement 
NO β-lactam allergy - choose 1 of the 3 options provided If β-lactam allergy - choose 1 of the 4 options provided 

Cefazolin  
Vancomycin1 (significant MRSA risk) PLUS Gentamicin  
Vancomycin1 (significant MRSA risk) PLUS Ciprofloxacin 

Clindamycin PLUS Gentamicin  
Clindamycin PLUS Ciprofloxacin  
Vancomycin PLUS Gentamicin  
Vancomycin PLUS Ciprofloxacin 



CMS/JCAHO Quality Reporting

p y y p q y q y
Current daily warfarin dose_______________  

 
 
PHARMACY: 

 

 
 
 
 

                                                   OR 
 

 

 
 
 
 
 

 
 

 
 
 
 
 
 

 Labs:              

              

              

MD: ___________________________________       Date: ________ Time: ______ 
Phone / Verbal Order: _________________________________________________        
Admit Date04/21/2008 16:33

Warfarin Dose PO Frequency at 1700 Starting Date 

 ________ mg 
  

 Daily              X 1 Dose 
  

  
        Today           Other:____________________    
  

Alternating  Warfarin Dose PO Daily at 1700 Mon Tue Wed Thur Fri Sat Sun
______ mg        

______ mg        

DISCHARGE  warfarin 
dose   

Date              

Dose ______ mg           

Support for 
SCIP measures



CMS Public Reporting

”Most importantly, a willingness by 
administration to dialogue with the medical staff 
about some of the requirements of the CMS 
measures.   If based on applicable medical 
literature and sound clinical judgment, the most 
appropriate care for an individual patient is out 
of compliance with a specific CMS indicator, 
administration supports the clinical staff in its 
decision, even if it means not meeting the CMS 
requirement.  This demonstrates to the medical 
staff a level of cooperation by administration 
that helps garner support from the medical staff 
around CMS indicators.”



Care Plan Support





Excellent! 
 Code STEMI – 35 minutes 

Wednesday March 7 @ 0857 – By EMS 

 
 
 
 
ED:  Dr. Nelson 
 
Cardiologist: Dr. Johnson 
 
Cath Team: Maria Schenoni, Chip Connor, Barry 
Horsey and Gary Huckaby 
 
Arrival: Wednesday 3/7 @ 0857 MEDIC 
 
Door to ECG: 0 min  
 
ECG to Code STEMI: 0 min, Activated Prior to Patient 
Arrival  
Cath Team Response: Cath Team Here 
 
Door to Depart ED: 0 min   (goal 30 min); Fast Track to 
Cath Lab Process Used 
 
Depart ED to Lesion Treatment: 35 min   (goal 30 min) 
Note: Time includes enrollment into the Horizons Trial 
 
Total Door to Lesion Treatment: 35 min   (goal 60 min) 



Summary

• It’s everyone’s responsibility to succeed!
• Partner with physicians for improvement
• Identify key physicians as champions
• Provide useful and reliable data
• Educate medical staff often
• Communicate results at every opportunity
• Prompt feedback and education for misses
• Support results with protocols and order sets
• Understand physicians’ time constraints
• Help physicians to be successful



Questions?

Stephen Wallenhaupt, MD, FACS, FCCP
EVP and Chief Medical Officer

Novant Health
slwallenhaupt@novanthealth.org

mailto:slwallenhaupt@novanthealth.org


Over the summit…


	Over the summit…

