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CHAPTER 1
SEVEN PILLARS

There is a distinct difference between the science of healthcare and the
science of healthcare delivery. The science of healthcare is what we
commonly think of when someone speaks of medical literature. This
can be everything from a case report to a large multi-institutional
prospective, randomized, placebo controlled study. In theory, the
culmination of this literature becomes the basis of our clinical practice.
What we see in practice is not always “hot off the presses” from the
latest medical journals. There is, what is referred to as the “bench-tobedside gap”. It’s estimated that this time lag between what is
demonstrated in research (bench) takes, on average, 17 years to find
its way into the regular daily practice of medicine (bedside)1.
Transferring the knowledge developed at the bench to the bedside is
referred to as knowledge translation2. It is one of the things that
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distinguishes the science of healthcare from the science of healthcare
delivery.
The model we have used for centuries is one where research is
performed to test a hypothesis regarding a clinical question. The
results are reported in the literature, and the assumption is that
physicians read the literature, and change their practice based on the
best available science. While this sounds good in theory, it does not
always happen this way in practice. There are many reasons for this,
not the least of which is the results reported in the literature are not
always correct. When I was in medical school we were told that 50%
of what we were going to be taught would prove to not be true. As
you can imagine, our teachers did not know what part of our education
represented the untrue part. It was going to be up to us to figure that
out, and improve upon that body of literature over the course of our
careers. There is no doubt that the literature has improved and grown
in volume. It is the translation part that we are still struggling to
perfect.
The basic question is, how do we take what we know works and
operationalize that knowledge into our everyday practice within our
healthcare systems? This book describes one of the ways to do this
successfully, and my personal journey of what I learned in the
process. You will encounter other ways to implement clinical practice
change across hospitals and healthcare systems, but probably no other
one that achieves it as quickly, and with such proven success as the
method you are about to learn.
Each year our healthcare system put together a list of strategic
initiatives for our balanced scorecard. Like many in the healthcare
industry we had a balanced scorecard with four main categories. They
were financial, customer, operations and learning. Under operations
we typically would include strategic initiatives supporting the
implementation of one or more clinical practices. I was asked to be a
member of a committee that was looking at surgical practices. There
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were initiatives looking at changing clinical practices for orthopedics,
blood transfusion and bowel surgery. My vote was for orthopedics, as
I did not believe we would be able to get any major clinical practice
changes accepted across our system for bowel surgery and blood
transfusion. Needless to say I was deeply skeptical about getting any
significant clinical practice changes implemented across a large
healthcare system spread out over seven states. I later heard the
strategic initiatives committee approved an initiative for bowel
surgery. My first thought was, “this is a big mistake.” My second
thought was, “I pity the fool who gets stuck leading that initiative.”
You guessed it, a week later I was asked to lead the initiative.
Shortly after accepting the “invitation” to lead the initiative, I began
buffing up my curriculum vitae. I thought for sure this initiative was
doomed, had no chance for success and my career was in its final
days. I kept those thoughts to myself. I also promised myself that I
would give it my best. I figured, if it was going to fail, then I didn’t
want it to fail for lack of effort on my part. It ended up being far more
successful than I could have imagined. It also opened my eyes to the
idea that clinical practice changes can occur over a large healthcare
system by intention. The success of this initiative provided to me
greater access to other quality and operational projects. There were
many successes and failures along the way, and the one thing they all
had in common was I learned what it takes to distinguish successful
programs from the less than successful programs. I’ve written about
two specific programs in my previous books, The Robotics Program: A
How-to-Guide for Physician Leaders on Starting Up a Successful
Program and The Value Analysis Program: A How-to-Guide for
Physician Leaders on Starting Up a Successful Program.
So for whom is this book written? As you can see from the titles,
these books are written for physician leaders. The target audience is
specifically physician leaders who are responsible for starting up
programs for their group, department, hospital or healthcare system.
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There are parts of each book that are redundant. This is by design.
My recommendation is to start with the topic of most interest to you.
Since you are reading a book on starting up a clinical practice
program, then we can safely assume this is the area of most interest
to you. Successfully implementing a Clinical Practice Program using
the model proposed in this book should enable you to do two things.
The first is to use this new skill to implement other clinical practices in
your healthcare system. The second is to provide a model for how to
start up other types of programs in general. With that in mind,
reading the other books should only be done if you are really having
difficulty getting a particular program up and running. They can
provide some hints and suggestions that should be able to help you.
For now, start with a Clinical Practice Program and build on that
experience. So what is a Clinical Practice Program?
A Clinical Practice Program is a facility or system based program,
which will develop and implement clinical practices for your healthcare
organization. The fundamental purpose of any Clinical Practice
Program is to effect clinical practice change that improves outcomes
for patients and the healthcare system. A Clinical Practice Program is
the overarching structure, whereas, a Clinical Practice Council is the
formal executive arm which provides oversight in determining how
that structure is integrated into the system and how it performs.
Clinical Practice Teams are the sub-groups that may be used by a
program to obtain insight and support from subject matter experts on
the development and implementation of clinical practices. In the
remainder of this book we will discuss the specific features of a
successful Clinical Practice Program and especially successful Clinical
Practice Teams.
In the remainder of this chapter, we will focus on what I refer to as the
Seven Pillars of successful programs. If you read my previous books,
then this will be very familiar. It is my belief that all successful
programs will feature the seven pillars in some manner. These are
higher level elements that successful programs build into their
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structure. To remember the Seven Pillars, think of the mnemonic
“SPECIAL PI”. This stands for, Seven pillars, Purpose, Engagement,
Communication, Infrastructure, Accountability, Leadership and
Performance Improvement. Chapters two through eight will provide a
description of each element in detail. The final two sections are
checklists. The first is Appendix A which includes a checklist for how
to start-up a successful program and specifically a successful Clinical
Practice Committee or Team. The second is Appendix B which
describes The Ten Step Plan for developing and successfully
implementing a clinical practice in your hospital or across your
healthcare system. The following is a summary of the seven pillars.

THE SEVEN PILLARS
1)   PURPOSE: There are key elements to any successful program.
It begins with having a purpose. Everyone on your team must
understand the “why”. In chapter 2, we discuss the why in
detail. In summary, it is because a formal organized approach
to clinical practice implementation produces better outcomes
with greater buy-in compared to not having a program.
2)   ENGAGEMENT: Engagement has become a buzz word in the
healthcare industry. More specifically hospital administrators
and physician leaders want “physician engagement”. For many
it has become a quest for the Holy Grail. The unstated belief is,
“If we only had physician engagement, then we could solve all of
our problems in healthcare.” There is no doubt that physician
engagement is important for change management in healthcare.
Before we get to this place though, we need to set up our
program to become engaging. Chapter 3 will discuss this in
greater detail. In summary, the first step in this process is to
stop doing those things that disengage people, and move on to
those things that create an engaging program.
3)   COMMUNICATION: A Program must communicate with its
stakeholders. It is impossible to educate and inform people
without a consistent process for communicating to them.
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Communication must be a two-way process. A program must
not only communicate to its stakeholders, but its stakeholders
must have a mechanism to communicate to the program’s
leadership. Chapter 4 covers more specific information on how
to communicate effectively. In summary, effective
communication increases stakeholder support. If you want to be
successful, then you must communicate effectively.
4)   INFRASTRUCTURE: All programs must have a well-developed
infrastructure. A program’s infrastructure is the foundation on
which the program will develop and sustain itself. This is often
considered the tedious work of building a program and therefore
nonessential. Unfortunately, many organizations overlook this
important element. In chapter 5 we will discuss what exactly
infrastructure is. In summary, it is the people, process and
technology that increases the likelihood of a highly functioning
program.
5)   ACCOUNTABILITY: Without accountability all programs
eventually fail. Clinical Practice Programs perform best when the
accountability is integrated into the structure and governance of
the program. We will talk about the pros and cons of different
models in Chapter 6. In summary, someone or some group
must be accountable for the following.
a.   Implementing the program
b.   Managing the program
c.   Establishing goals for the program
d.   Creating action plans to achieve goals
e.   Reporting results to the clinical staff and administrative
leadership
6)   LEADERSHIP: In order to successfully navigate the complexity
of our modern healthcare system, there must be an individual or
dyad at the helm of the program. When we think of clinical
practice change we tend to think of the specific process steps to
change. While process is an important part of any program;
programs are implemented, comprised of, managed and
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overseen by people. People want and expect good leadership as
a part of any program. We’ve found that a dyad leadership
structure is particularly effective. This is typically made up of a
physician leader and a nursing leader with experience in the
discipline where the change is occurring. Chapter 7 will discuss
how leadership will impact your program. In summary, all
stakeholders will have varying expectations of you as a leader.
Understanding what each stakeholder will expect from you will
improve your ability to lead.
7)   PERFORMANCE IMPROVEMENT: Performance improvement is
the fundamental reason for the program’s existence. In
addition, it is very difficult, if not impossible, for a program to
improve without data. Data is the backbone of performance
improvement. Whenever possible, the data should focus on
quality, utilization, total cost of care and patient/provider
experience. Chapter 8 will provide two examples of successful
clinical practice changes, and how they improved performance.
In summary, you manage what you measure. If you want to
improve, then you will always want to know, compared to what?

8
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CHAPTER 2
PURPOSE

In the first chapter we discussed the “bench-to bedside gap” of 17
years. That means, on average, 17 years will pass between the time
we discover what will work to improve patient care and when it will be
considered a part of our daily practice. There are many reasons for
this. Physicians have learned to be somewhat skeptical to the latest
and greatest miracle treatments. It is not uncommon to later discover
these treatments are not as efficacious as originally claimed. In some
cases, they may prove to be harmful. Physicians have learned to wait
for confirmatory studies before exposing patients to the latest and
greatest treatments. Despite this necessary caution, 17 years still
appears to be an excessive length of time to wait for treatments that
work. If you were the patient waiting for a better treatment option,
then you would most likely want a system that balances the necessary
caution, and your need for better access to more effective treatment.
If you knew of a better way to balance these two, then why would you
not do everything you could to make that happen? There is a way,
and this book will reveal one way to do this.
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One of the other problems which contributes to the bench-to-bedside
gap is that the effector arm of the process is local. What I mean by
this is that treatments occur at the point of care between a provider
and the patient. Any change in clinical practice will ultimately need to
effect change at that level in order to be successful. Getting this type
of change while working at the system level can be very challenging.
There is a way. It starts with developing a Clinical Practice Program.
A highly structured program can be a very effective way to introduce
change into a healthcare organization. So why a program?
Programs Matter
A few years ago I was asked to become more involved in
understanding robotics from a system level. We ended up forming a
system robotics program. The details of that effort were the subject of
my first book3. What we discovered was that facilities that had a
highly structured approach to robotics had much better outcomes
compared to facilities that were less structured. Less structured
facilities had a 46% higher complication rate compared to facilities
with a highly structured Robotics Program. In addition, less structured
programs had 37% higher costs compared to programs which were
more highly structured. This wasn’t just isolated to Robotics; we also
observed similar outcomes for other service lines. In fact, this
association with program development and outcomes was not new to
our organization.
Prior to this, the leadership in our system created a division called
Care Management that provided oversight to the system’s Clinical
Consensus Groups. These are multidisciplinary groups composed of
physicians, nurses, quality personnel, process engineers and others.
Each group was based in a specialty and was charged with defining,
designing and implementing clinical practices throughout the system
3
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based on processed developed in Care Management4. Ultimately there
were more than twenty of these groups. It is important to point out;
the system didn’t start with twenty groups. It started with one, and
that one Clinical Consensus Group started with one clinical practice
change. Through trial and error, over many years, these groups grew
in number and in competence. This is probably not what you wanted
to hear, but that is what happened. It was an evolutionary process.
We tried many things along the way, only to discover what was and
was not working. That process continues to this day.
Shortly after I began working on the bowel surgery strategic initiative,
we discovered a higher than expected complication rate. I told one of
our leaders in Care Management that, “We have a problem.” She
gently reminded me, “No Terry, we have an opportunity.” I never
forgot that reminder. It is a matter of perspective and when your
“problems” become “opportunities”, you begin to see the world
differently. I told you I was skeptical that we could affect any clinical
change across the system. I was wrong. In time, I learned that belief
was incorrect. Recognizing the opportunity sitting in front of me
played a big role in my transformation.
Another thing we learned during the initial phase of the initiative was
that much of the higher than expected complication rate was due to a
single complication, post-operative ileus. Enhanced recovery
programs were well known around this time; we just weren’t doing
one. Enhanced recovery programs were designed to reduce
complications, like post-operative ileus, associated with bowel surgery.
Implementing an enhanced recovery program across the healthcare
system would be a great way to decrease complications and the
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bench-to-bedside lag. I will explain how we did that later in this book.
Suffice it to say, it can be done, and we were able to decrease our
overall complication rate by 28.8% in just eight months. We didn’t
stop there, and I will describe how we were able to do this with other
opportunities. Now that you know it can be done, it must be done.
Think of the impact this can have on patient care. Patients will no
longer be waiting 17 years for a treatment or care pathway that we
know works today.
Following the successful implementation of an enhanced recovery
pathway for bowel surgery, I was asked to present our findings to the
Board of Directors for the system. Following the presentation, one of
the members of the Board asked me if I missed being a surgeon. Here
is my answer. I miss being a surgeon every day, but I have no regrets
about the changes I’ve made in my career. If I continued to be a
surgeon, I would be providing care one patient at a time. The study I
presented to the Board had 5000 patients in it5. We reduced
complications by 28.8% and readmissions by 17.5%. While operating
on one patient at a time was deeply satisfying to me as a surgeon,
knowing that I could impact thousands of patients at a time with a
successful clinical practice change could be just as gratifying. In
addition, over the total span of my career I can impact the care of
more patients with this approach, than I ever could, doing it one
patient at a time. By teaching you and your team how to do this, that
effect will be greatly amplified. It is for this reason, why I am deeply
committed to teaching you how to successful implement a clinical
practice program.
Something else happened to me, and the teams I participated on
during this time. We started getting better at what we were doing.
5
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The individuals, teams and system as a whole were becoming more
effective at the science of healthcare delivery. Not every clinical
practice we implemented was successful, but we always learned from
it.

This information was used to improve the next clinical practice

implementation. As we became more competent at clinical practice
implementation, the system was more willing to support these efforts
with additional resources. We were also able to demonstrate a
relationship between quality improvement and cost effectiveness. Yes,
better quality can lead to lower cost, which creates better buy-in from
the leaders in finance. This also improves the morale of people
involved in these projects. In addition, it increases physician
engagement in support for clinical practice changes. When you can
demonstrate to a physician that a clinical practice change is resulting
in better outcomes for patient care, they are more willing to support
you when you are implementing the next clinical practice change. As
you can imagine, this type of support better positions a healthcare
system interested in population health management. There are many
reasons to develop a Clinical Practice Program, not the least of which
is better patient care.
To summarize the purpose of a Clinical Practice Program is to:
1)   To identify opportunities for quality improvement and effect
clinical practice change to improve patient care.
2)   To develop the resources, financial reserve and skill sets needed
to improve clinical operations and care delivery.
3)   To find the right balance between quality and cost that will lead
to the delivery of excellent patient care and a great work
environment for those who provide that care.
4)   To evolve into a Clinical Practice Program that will become fully
integrated into population health management.
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CHAPTER 3
ENGAGEMENT

Engagement is the buzz word for the 21st century in healthcare.
Nowhere is it more commonly applied than in the expression
“physician engagement”. As discussed previously it is the Holy Grail in
healthcare. If you read either of my previous books, then this chapter
will be redundant. Engagement is a necessary feature of all programs,
and does not necessarily need to be differentiated based on type of
program. In this chapter, we will discuss an alternative approach to
engagement, compared to what you have previously encountered.
First we will start with a few introductory recommendations before we
do a deeper dive into this topic.
The first recommendation is to quit focusing on just physicians. Too
often many of us in leadership point to a lack of physician engagement
as the sole source of the problems in healthcare. The thought being, if
only we had more physician engagement, then we could solve all of
these problems. It is a false hope. We do need physicians to help
with much of what ails our healthcare systems, but we need to keep in
mind that they are not the cause and the sole source of the problems.
Healthcare is complicated and has a lot of moving parts, as they say.
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Physicians alone are not going to solve all of them. Instead of just
“physician engagement”, what we need is engagement at every level.
The principals of engagement work for all people, including physicians.
The second recommendation is to recognize that physicians are
already engaged. In the past when I was a busy Trauma Surgeon,
there was not a day when I did not feel engaged. When I wasn’t at
work in the operating room, clinic, ward, trauma room or ICU, I was
probably still thinking about my practice in some form. I could be
talking to a colleague, reading a journal article or just dreaming of
what I would do in a particularly challenging case. I felt like I was
always engaged, much as I do about my current work. This was true
of just about every physician I worked alongside. When someone
complains and says physicians are not engaged, what they really mean
is physicians are not engaged in the same things that person would
like them to be engaging. So how do we get people to become more
engaged in things that they are not currently engaging? That is the
topic of the remainder of this chapter.
DISENGAGEMENT
A colleague mentioned something to me that seemed trivial at the
time. He became one of the newest members of a system group that
was looking at alternative supplies in the operating room. He seemed
to have a particular passion for this topic, and I was looking forward to
his participation. He lived quite a distance from where the group was
meeting, so we set up a teleconference to allow him and other team
members to join remotely in the discussion. He called in once, and
then we never heard from him again. I ran into him sometime later
and asked him why he was no longer participating. He said, “every
time I call into that number, I’m put on hold for what seems like
forever, so I just stopped calling.” That particular group had a lot of
members who were chronically late so we tended to start the meeting
late. It was not uncommon for the meeting to begin as much as 10
minutes late. When this occurred, we would put the phone on hold.
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One big mistake leading to another big mistake. Think about how you
feel when this happens to you. How many times have you showed up
on time to a meeting and every time someone shows up late, the
facilitator for the meeting rehashes everything the rest of the group
just discussed to the person who is late? This wastes everyone’s time
except the person who is late.
Before we can engage people, we need to stop doing those things that
disengage them from the very things we want them to be engaged. In
this case, as Chair of the committee, I allowed the meeting to
routinely begin later than scheduled. Since we ended up starting later
each time, it encouraged members who showed up in person to arrive
later each time. For our call in line, we would announce very early in
the call that we were waiting on some more people to show up for the
meeting. Following this we put the phone on hold. If anyone called in
after this, they were not always aware of what was happening. There
are two big problems with this. The first is by starting the meeting
later, I was sending a message to the people who arrived on time. It
goes something like this. You (who showed up on time) are not as
important as the people who are late. It is never a good thing to insult
the people who are prompt and ready to engage. This is an example
of behavior that is disengaging. Little did I know, it was also leading
to another behavior that was disengaging the people who were calling
in on the bridge line. Over time, the membership of that group
dwindled. At the time we concluded that the cause of this was a lack
of “physician engagement”. As you can see, this conclusion was
incorrect. We started with an engaged group, and slowly and very
unconsciously disengaged them over time. The problem was
disengagement or better described as behavior that is disengaging.
There are common attributes to behavior that is disengaging. They
are inconsistent with people’s expectations, may seem trivial at the
time it occurs and appears to the receiving party as inconsiderate. If I
tell people the meeting will start promptly at 5:00 PM and it doesn’t,
then I failed to meet their expectations for being prompt. If I reward
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others who are late by delaying the start of the meeting, then I am
inconsiderate to those who arrived promptly. Many of us run into this
scenario on occasion, so most of the time we are willing to excuse this
behavior. If this happens repeatedly, then we become intolerant to
this behavior. We feel the need to punish the person who is doing this
to us. It is also interesting to note that it wasn’t just physicians who
quit showing up to the meetings. It was most of the members,
physicians and non-physicians. This was equal opportunity
disengagement at its worse. This is what we will refer to as Category I
DBs (disengagement behaviors). If performed repeatedly, then they
result in disengagement of just about everyone. Category II DBs are
directed at a specific target audience. What follows is a classic
example.
We were at a Department of Surgery meeting and the next agenda
item called for a report from one of our administrative managers.
Sixty seconds into the report I could tell this was not going well. The
surgeons were getting restless, and the Chair was motioning to
everyone to settle down. What could possibly be said in under a
minute that could so enrage this group. In that short time span, the
words or phrases “compliance”, “mandatory”, “Joint Commission” and
“audits” were somehow use in the very first sentence the manager
uttered. While these words may seem routine to someone from the
hospital administration, they tend to derail many physicians and
especially surgeons. This is not the best way to start a conversation.
Whatever message the manager meant to communicate was
completely lost on this group. The group immediately piled on the
manager before she could finish her opening remarks. This led to a
thirty-minute rambling, tangential heated discussion on why we even
needed the Joint Commission. Does this sound familiar? We never
discussed what the manager was attempting to tell us. What was that
you ask? Our hand washing rates were improving! The manager
came to the meeting to present good news, and ends up getting
verbally abused for a poor choice of words. When she gave the same
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presentation a week later in our C-Suite meeting, she received
applause.
Category II DBs are group and sometimes individual specific. We’ve
all encountered a situation when we are completely turned off by
another person’s behavior, and the people we are with are not
impacted by this at all. It is impossible to know exactly what
behaviors will disengage specific groups and especially individuals. As
we get to know people some things become predictable. For
physicians, there are predictable Category II DBs that should be
avoided whenever possible. If you can state a message without
mentioning or doing a Category II DB, then that is what you must do.
In the previous paragraph, the story demonstrates one of the biggest
verbal blunders you can do with a physician audience. Physicians
value autonomy and independence. They do not like to be reminded
that others can and do control their behavior to some degree. There
are buzz words that trigger that sense of loss of autonomy and
independence. Words like compliance and mandatory will quickly
disengage this audience, especially if the discussion begins with these
words.
Rule #1: If you want physician engagement, then avoid
behaviors and language that are known to disengage them.
Another way to disengage a physician audience is to begin a discussion
with just about anything related to financial concerns. When I was in
my surgical training, we were told that we were not to think about the
cost of what we were doing, and to focus on doing what is right for the
patient. It seemed like great advice at the time. Fast forward 25
years and now it is impossible to not consider cost in just about
everything we do. Physicians tend not to appreciate the contributions
our colleagues in finance have made to healthcare over the years.
Like it or not, we are now being exposed to the world of finance on a
regular basis. Despite this, we still become disengaged whenever
someone leads off a conversation or presentation on cost, and
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especially cost reduction. It’s easy to drift back to a time when we
only had to think about what was right for the patient, regardless of
cost. We were trained to think this way, and we will always value
patient care over finance any day of the week. In business school, the
rules are different. One of the first things I learned was that all roads
pass through finance. (The second thing was, there is no free lunch.)
If you want to get just about anything done in a healthcare system,
then you will need to learn how to navigate this road through finance.
So how do you have discussions with physicians about financial issues
or issues that may be interpreted as disengaging?
Lead conversations with physicians with what they love, and that is
patient care and quality. Demonstrating the relationship between
improving quality and some topic that I am not interested in hearing,
such as cost improvement, is a way to improve the likelihood that I
will listen to you. Focusing only on a topic a physician finds
disengaging is going to lose them very quickly. So what about those
times when you must do or say something that will inevitably trigger
disengagement?
When we know, or even suspect, something we are going to do will
lead to disengagement, then we need to consider mitigating behaviors.
These are behaviors that mitigate, or reduce the negative effect of the
disengaging behaviors. In our previous example, where I put people
on hold waiting for other members to arrive, I could have gotten back
on the line and reminded everyone that the meeting would be delayed
for a few minutes more. In addition, I could have also take the time
to remind everyone that in the future, we will not wait for late arriving
members, and will begin the meeting promptly. I began this practice
later in my career and also included ending meetings on time. This is
a reactive type of mitigating behavior. I realized I was behaving in a
manner that was disengaging the people our team was dependent on
for our success. I learned from it, and changed my behavior in future
meetings. What about those situations in which we know our behavior
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is going to be disengaging to our audience? This is a time for a proactive mitigating behavior.
Supply Chain Services encountered a problem while negotiating for a
particular supply that was a known Physician Preference Item (PPI).
In order to negotiate a lower cost, we were either going to need to
pressure the suppliers to lower their cost or reduce the number of
suppliers. By reducing the number of suppliers, we would open
market share and the remaining vendors would be more likely to
reduce their prices. We knew that eliminating vendors would likely
cause some bad feelings among some of the surgeons. Instead of
making a decision solely on price, we decided to bring the surgeons in
on the discussion through a value analysis team approach. We ran a
usage list for the PPI in question and brought together a team of
surgeons who used this product category on a regular basis. This
team of subject matter experts were able to help us on a contracting
strategy which led to over half a million dollars in supply savings per
year. This was a win-win for the surgeons and healthcare system.
Based on the success of this team, we developed a Value Analysis
Program that went on to become highly successful and is described in
my second book6. Not all proactive mitigating behaviors enjoy this
kind of success.
Once again Supply Chain found itself in a high tension negotiation.
This time the majority of suppliers for a particular type of PPI were
willing to meet our price point for the product. One supplier, which
happened to have a small group of fiercely loyal supporters, was the
lone hold-out. Supply Chain took a proactive approach and met with
each of the surgeons who supported the product. While they could
understand the system’s dilemma, many were unwilling to support
changing vendors. We knew we were going to need to walk away
from the negotiating table with this particular vendor, as the price they
6
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were demanding was off the charts compared to the fair market price
range. We developed a time table for the surgeons as to when we
would no longer provide that product, and a plan to transition to
different products. A couple of surgeons moved some of their business
to the competition, however the majority transitioned to an alternative
product. Eighteen months later the vendor, after losing all of their
market share in a dominant healthcare system in the the market,
came back with a revised offer that was consistent with the revised
price point for the product, which was now lower. Had they met the
original price point, they would not have lost all of that market share,
and would currently be priced slightly higher than where they ended
up when they returned. While a few surgeons were not happy with the
original deal, most were accepting of the process. Having a defined
process for this situation is what made the difference.
Rule #2: If you want physician engagement, then proactively
mitigate the effects of unavoidable actions that are considered
disengaging to physicians.
The single most important thing you can do to engage people is to
start by not disengaging them. There are behaviors we do that can
disengage just about anyone. Not only do we need to learn how to
remember to not do them, we also need to take the extra step and
learn how to hardwire this into our infrastructure. So even when we
do forget, we can be reminded by one of those hardwired triggers. In
the appendix of this book there is a checklist. This checklist is
designed to hardwire mechanisms in your process to reduce the
likelihood of disengaging behaviors during committee meetings.
Another thing we can do is change our behavior when we realize it is
creating disengagement. It may not always be obvious to us, but
when people stop showing up to your meeting, then there is usually
something that is either driving them away or is more engaging to
them. Another way to do this is to proactively mitigate disengaging
behaviors that must be done. When we know something is going to
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disappoint a stakeholder group in our organization, then it is time to
be proactive. If you were them, then how would you like to be
treated? Usually this is by being forewarned of any changes, and being
provided time and resources to adapt to the change.
ENGAGEMENT
One of the biggest falsehoods I hear repeated is that physicians and
surgeons in particular are resistant to change. Nothing could be
further from the truth. Yes, they will be assertive. Yes, they will
question the need for change, but this does not mean they are
resistant. There has been more change in the last 100 years of
medicine than in its entire history. In just the last 25 years, we have
experienced an unprecedented amount of change in surgery.
Previously most of the abdominal cases were performed in an open
fashion. Today, most are performed with a minimally invasive
approach. This has led to changes in instruments, equipment,
medication use, hospital utilization, etc. The list goes on. During this
time, physicians were always changing and always demanding to
understand why change was necessary. There is nothing wrong with
that. Physicians are really much more change hardy than we like to
believe. They are also more engaged than we like to think.
When it comes to change management in a hospital or healthcare
system there is an enormous amount of time, energy and resources
devoted to physician engagement. The underlying theme of many of
these efforts is, how do we get physicians to change their behavior
and get them to do what we want them to do? Physicians, as we
previously discussed, value autonomy and independence. They are
not going to change just because you want them to change. For this
sin they are branded as “change resistant”, “laggards” and “Luddites”.
Yet, this is how some of the most change hardy people on the planet
are treated. Physicians are engaged, they are just not engaged in the
things a typical hospital administrator finds engaging. So how do you
achieve physician engagement? You have to know what they already
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find engaging. How do you learn what a physician finds engaging?
Well, for starters you can ask them. When you can’t ask them or they
are not responding to your question, there is an alternative method.
It’s not perfect, but it can provide some insight into what they are
thinking, and this gets you closer to what they find engaging.
We were in the early phase of developing a Robotics Program for our
system and wanted to pull together a group of surgeons who did
robotic assisted surgery. We called around the system and received a
few names. They were all gynecologists based out of two facilities. It
was obvious this was not representative. We wanted broader
representation and more people who were passionate about the
technology. There is a fairly simple way to identify these people. We
ran a usage list. We identified all the surgeons who performed robotic
assisted surgery along with their specialty, number of cases, type of
cases, years with robotics privileges and outcomes. The basic list of
usage was easy to pull. The outcomes took a little longer, but we
were able to now get a list of our busiest surgeons with the best
outcomes. We told them we were interested in developing a system
robotics team looking at improving outcomes, and asked them if they
had any interest in this. Guess what? They were very interested in
joining this group. Why? Because they were already engaged in the
topics of improving outcomes and robotics and wanted to learn more.
Imagine that, instant physician engagement.
Rule number 3: If you want physician engagement, then start
with what they are already engaged in doing.
We repeated this process multiple times when we developed a Value
Analysis Program. Physicians are typically recruited for the value
analysis teams. When we first started the program we took advantage
of this usage list approach. We could easily see who used certain
products and vendors the most. We could also see what types of
cases the surgeons were performing most frequently. Surgeons love
the tools they use for operating, and if there is going to be any
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discussion regarding them, they want to be at the table. (Many have
learned the hard way, that if you are not at the table, then you are on
the table.) Usage lists tell you not only what types of cases interest
them, but also what types of tools interest them. When you want to
include a discussion on outcomes, then find those physicians who are
already getting great outcomes. They are almost always interested in
improving. Why? Because that is what they are already engaged in
doing.
We were implementing an enhanced recovery after surgery program
for bowel surgery across our system, and trying to determine if there
was any support for the program. Once again, we turned to the data.
We planned on monitoring two key steps in the program. They were
early ambulation and early alimentation. We ran a list of surgeons
who performed these types of cases and a list of how often these two
key steps were being performed by their patients. Overall these steps
were being performed only 30-40% of the time on average. What was
really interesting was that a majority of the surgeons were ordering
early ambulation and early alimentation much more frequently than
this. Evidence based medicine supported this practice. The surgeons
were aware of the evidence, and thought they were doing it as best
they could. Unfortunately, the actual performance and outcomes were
not matching this expectation. When we implemented the program we
built decision support into the order sets and created a tracking board
of these patients to make the individual patients’ performance more
visible. Not only did the performance of these key steps improve
significantly, but is was also associated with a significant improvement
in complications and readmission rates7.

7
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Rule #4: If you want physician engagement, then help them
solve a problem they are already attempting to solve.
For ten years in a row we endured continuous price increases in a
particular product category. So we ran a usage list for this product,
and pulled together a group of surgeons with the greatest use. What
was particularly troubling about this product was the hospitals lost
money every time this product was used. The amount was substantial
and was creating a risk for the service line. We were at the breaking
point, and were not going to be able to support this product and the
surgeons anymore to the degree we did in the past. There were a lot
of alternative plans discussed, but we wanted to know what the
surgeons thought. They were appalled. They were also unaware this
whole time how much the product cost, and that the hospitals were
losing money every time it was used. With the support of the
surgeons, we approached the vendors regarding a significant price
decrease. Initially the vendors were not interested and wanted
another price increase. They appealed to the surgeons for support.
Not one surgeon would support the vendors, and told them so in no
uncertain terms. We ended up with the price decrease we needed to
sustain the program.
Rule #5: If you want physician engagement, then appeal to
their sense of fairness and what is right for the sustainability of
their practice, their service line or even the hospital in which
they practice.
There are going to be times when you must address issues that many
physicians will simply not be interested in addressing. We ran into this
with supply cost in the operating room. Just about every surgeon
whose supply costs were on the high side was emphatic that they had
to use higher cost supplies because they were getting better
outcomes. Specifically, they insisted their complication rates were
lower than their lower cost peers. Physicians are scientists by training
and this was a testable hypothesis, so we pulled the data. We looked
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at the complication rate for Laparoscopic Cholecystectomy. In
addition, this data was risk-adjusted and bench-marked to Premier’s
select data to reveal each surgeon’s actual to observed ratio for
complications. (See Graph 1)

Graph 1: Comparison of average supply cost per surgeon to their
observed to expected complications for laparoscopic cholecystectomy
Less than one is better than expected, and greater than one is worse
than expected. We than compared this to the surgeon’s average
supply cost and ranked them by percentile from best to worst (left to
right on Graph 1). There is no correlation between supply cost and
complications. Needless to say, this generated some physician
engagement, but it was not enough for most surgeons to want to run
out and change their supply usage.
We then suggested that one of the ways they could reduce their
supply cost is to start using reprocessed equipment. There was a
great deal of heated discussion regarding reprocessed supplies and the
consensus among the surgeons was that reprocessed (RP) supplies
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were defective more frequently than original equipment manufacturer
(OEM) supplies. This too was a testable hypothesis. We tracked the
surgeon reported defect rates for single use energy devices. What we
discovered was that the OEM defect rate was 4.9X greater than the RP
defect rate8. Our reprocessing usage rate improved dramatically after
this announcement as well as our supply cost savings.
Rule #6: If you want physician engagement, then appeal to
their interest and passion for science.
Informational asymmetry is generally considered a competitive
advantage. This is where one company or team has access to
information that the other company cannot access. It is an important
mechanism in a competitive environment. Taken outside of this
context it can have unintended consequences. For years’ suppliers in
the healthcare industry insisted on statements in their contracts with
hospitals and healthcare systems which prevented them from
discussing the prices of the vendor’s products with the vendor’s
competitors. Understandable from a business perspective, however
one of the consequences of these types of agreements is hospitals felt
they were therefore prevented from having discussions with their
physicians regarding the costs of supplies. This is simply not true.
Hospitals can have these discussions with physicians. Unfortunately,
this belief led to decades of physicians being prevented from
understanding the cost of the supplies they used. Physicians have
some understanding of the quality of the products they use. When the
costs are hidden from them, it is almost impossible for them to
understand the value of them.

8
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While costs in healthcare are complicated, they are not too
complicated to be understood by physicians. It just takes time and an
interest to learn. We provided a group of General Surgeons with their
average cost per case for laparoscopic cholecystectomy. This alone,
was insufficient to impact any change in their average cost. In a
blinded fashion we then showed them their average cost per case
compared to their peers. Something in them changed. They were
now very interested in cost. At one point, surgeons were now
debating over who had the lowest cost per case. When they found out
who it was, they wanted to see what it was that surgeon was doing.
Their concern was how could this one surgeon possibly be beating
them on average cost and still be getting good outcomes. For
laparoscopic cholecystectomy most of the difference in cost comes
down to a few instruments and several preference card practices.
Over the next several months the group reconciled the differences on
their supply usage. They ultimately developed one single, low cost,
preference card for the group. The group now sees themselves as the
high value (high quality, low cost) alternative, and markets themselves
to payers as such.
Rule #7: If you want physician engagement, then appeal to
their competitive spirit.
This particular success story happened for another reason as well.
They were motivated by their competitive spirit as individuals and as a
group. They not only wanted to be the best as individuals, but along
the way they discovered a group identity that now wanted to also be
known as the best group. Motivation only gets you part of the way.
You can have all the motivation in the world, but if you do not have
the ability to change, then change will not occur. So where did they
get the ability to change. It came from themselves. They created
their own solution by observing the best practice in the group. They
could see who among them had the low supply cost and best
outcomes, and were able to model the group on the most costeffective supply solution.
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Rule #8: If you want physician engagement, then empower
them to create their own solutions.
Just as I was leaving work to go on vacation, I received a call from a
very irate surgeon. He was upset and he needed to talk to someone
from the administration. I was the Chief Medical Officer so I was used
to these types of calls. This one was a little different. He spent the
first half of our hour long conversation dropping just about every
imaginable f-bomb you can hear. He was so loud and upset, I had to
hold the phone away from my ear. During this time, I was
occasionally scribbling notes on a post-it note. The last half hour of
our conversation was more amicable. We agreed to talk when I
returned the following week. When I returned a week later there was
a stack of letters, memos and reports I needed to review along with
the other duties of my role. It was at least a week later when I found
a yellow post-it note with a couple of ideas written on it. When I first
read them, I thought, “these are some great ideas, why didn’t’ I think
of them sooner”. Just then it hit me. These were the scribbled notes I
wrote when listening to the irate surgeon during the prior week.
Buried beneath his anger, disappointment, negativity and multiple fbombs were a couple of great ideas. Even though he was extremely
upset, his ideas were what he was really trying to communicate. His
passion was obscuring the real contribution. There are going to be
times when you have to filter what you are experiencing when
confronted with very passionate and angry staff. Beneath that passion
you could very well discover some great ideas and engaged physicians.
Rule #9: If you want physician engagement, then listen to
them when they are upset, because they are already maximally
engaged and may be harboring ideas worth considering.
In the previous section on disengagement, I mentioned the example of
the manager who approached the Department of Surgery with
disengaging verbiage such as “compliance” and “mandatory. What if
the manager approached the group differently? For example, what if
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she could have stated it this way. “Thank you for allowing me to
present an update from the quality department. We have some great
news to report. As you are all aware there is a relationship between
lower hospital acquired infections and hand washing. We studied our
hand washing rates and we’re happy to report there is a significant
increase in hand washing for the facility. We think it has to do with
the addition of new gel dispensers available outside patient rooms.
We appreciate that so many of you are using these when you ‘gel in’
and ‘gel out’ as you round on your patients. This should go a long way
to improving our infections rates.” See the difference. In the first
description the disengaging verbiage dominates the presentation. In
the second description, the engaging verbiage dominates the
presentation. Focusing on the positive and including language
consistent with the values of the audience is more likely to have a
favorable impression. In addition, the manager would have been able
to describe the specific behavior needed to continue to improve the
hand washing rates.
Rule #10: If you want physician engagement, then
communicate with words that positively reflects the things they
value.
The single most important thing you can do to engage people is to
listen to them and understand what they are already engaged in
thinking and doing. The next most important thing you can do is to
appeal to what they value. The final thing you can do is to break down
the silos that create asymmetric information. This can empower them
to create their own solutions. Because the staff on the frontlines have
first-hand knowledge of the problems, they are more likely to
implement a more cost-effective and sustainable solution.
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CHAPTER 4
COMMUNICATION

A Clinical Practice Program needs to be distinguished from a Quality
Program in order to effectively communicate what you are attempting
to achieve. Quality programs cover a wide range of activities and can
include everything from tracking core measures to peer review, and
facilities water quality to antibiotic stewardship. While clinical practice
changes should impact quality, they can also impact utilization, cost,
patient satisfaction and provider satisfaction. Clinical practice changes
should always strive to improve clinical outcomes, but are not
exclusively tied to just clinical outcomes. When you approach your
clinical staff about a clinical practice program it is important for them
to understand that it will be clinicians (physicians, nurses and allied
health) who are driving the clinical practice changes, and that the goal
is to improve outcomes of the patients for whom they are caring.
Communication is essential for accomplishing this goal.
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The language used in the world of clinical practice programs has its
roots in the language of quality and especially in process
improvement. In addition, in order to successfully implement any
clinical practice change, it will be extremely helpful to understand
some of the language and concepts supporting the diffusion of
innovation. In the first part of this chapter we will review some of the
more important concepts you will need to understand in order to
communicate effectively in the clinical practice program world. The
second part of this chapter will focus on who you will be
communicating with and some ideas on more effective ways to do this.
Learning the Language – Part I
Depending on who you talk to, the word standardization can be the
best thing since sliced bread, or some form of evil torture created by
hospital administrators and suits from the federal government. Let’s
get this one on the table first since it has the effect of polarizing
groups from the start, if not defined from the beginning. From
Wikipedia, “Standardization is the process of implementing and
developing technical standards. Standardization can help to maximize
compatibility, interoperability, safety, repeatability, or quality. It can
also facilitate commoditization of formerly custom processes.”9 It
tends to be this last sentence which stirs the fears of clinicians and
especially physicians. That is, taking a process that physicians
consider to be clinical judgment and “standardizing” it to an unthinking
algorithm. Whenever you implement any clinical practice change you
will need to manage this fear. The best way to deal with this is to
expect that the clinical practice will be performed as defined, but to
always include an exception process. So what is the downside of
standardization?
We were considering the idea of standardizing preference cards for
surgeons in the operating room (OR). The goal was to reduce
variation in supply cost for laparoscopic cholecystectomies across the
9
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system. Just about every facility in our system had an OR where
these operations were performed, and we had well over 100 surgeons
who performed the operation. This accounted for over 7,000
operations per year. Needless to say we had a lot of data to crunch.
We were able to pull the average supply cost for each surgeon for the
procedure. Each facility demonstrated a wide range of variation and
we were instructed to find the facility with the least variation and
develop a plan to standardize the preference cards to what that facility
was doing. It all sounds good in theory, until you consider the
consequences.
Yes, we had a facility that had very little variation in supply cost. That
same facility also had the highest average supply cost for this
procedure. They loaded up their preference cards with every
imaginable supply you could possibly need for a laparoscopic
cholecystectomy. They did this because they never wanted their
surgeons to feel like they were waiting around for any requested
supply. If we standardized to that facility, then it would have
immediately increased our annual supply cost by two million dollars.
In addition, there were supplies listed on their cards that other
surgeons would never use. Many surgeons review their preference
cards and intentionally remove items that they no longer will use for
this reason. Imagine the clutter that would have appeared on the
back tables and Mayo stands across the system. We would not only
have many unhappy surgeons, we would also have many unhappy
scrub technicians and circulating nurses. Decreasing variation just to
decrease variation and standardize is a formula for disaster. Please
avoid this. We eventually identified surgeons who had the lowest
average cost and the lowest complication rates. This was used to
guide one facility’s quest to successfully standardize their preference
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cards. (This was discussed in the second book in the Seven Pillars
Series.10)
One of the main issues that arises with standardizing any clinical
practice is that of the exception. Every time I presented an idea for a
clinical practice change, there is almost always one physician who will
bring the exception up. The conversation usually goes something like
this.
I say, “We are going to implement a clinical practice change, and will
be expecting every physician to start performing this change next
month.”
They say, “You can’t do that, why just last week I had a patient who
would never tolerate that new clinical practice.”
This conversation will occur with just about every clinical practice
change you present, so it is best to begin by understanding why
physicians feel so strongly about this. There are a few reasons,
beginning with the observation that physicians value autonomy and
independence. Telling them what they will always be expected to do
will directly challenge these values. Begin by understanding why this
is important to them. Due to the nature of the work they do,
physicians will frequently find themselves in situations that will require
them to make difficult decisions. These difficult decisions tend to be
exceptions. Patients trust that we will either make the decision for
them, or will guide them to the best possible decision. Trust is built on
our credibility, and being perceived as independent and autonomous is
important to how we come across to our patients. It is ingrained in us
in our training, and becomes a part of our professional DNA. Building
programs that recognize this will be important for your success.
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Communicating this to your physician stakeholders will help your
credibility. More on this when we discuss Leadership.
There is another issue with standardization that you will need to keep
in mind. When we examine practice patterns, it is inevitable to
discover that there is a range of practices. When plotted on a graph
there will be a distribution that will roughly approximate a bell shaped
curve. Some physicians will never do the practice, and some will do it
most of the time. Everyone else is somewhere in between. If the
clinical practice is highly correlated with improved outcomes or even
has some evidence based literature to support causation, then this can
be classified as “best practice”. Consistently performing this practice,
for most patients, will result in the best outcomes. If you think about
the bell shaped curve in this context, the positive outliers are where
we get best practice. If we are always doing a standardized practice,
even if that practice is considered a best practice, we could be
eliminating a potential source of best practice in the future. Variation
is a great source for identifying best practices. If our goal is to
eliminate all sources of variation, we could do more harm than good in
the long run. What I am saying is that not all variation is bad. When
we discuss performance improvement, I will show you how to balance
standardization, and the quest to identify best practice, by
intentionally cultivating positive variation within your healthcare
system.
In 1966 Avedis Donabedian popularized the “Structure, Process and
Outcomes Model” that is a framework for understanding healthcare
quality efforts.11 He defined each of these terms. Structure is the
context in which care is delivered, including hospital buildings, staff,
financing, and equipment. Process is the transactions between patients
and providers throughout the delivery of healthcare. Outcomes are the
effects of healthcare on the health status of patients and populations.
11
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Donabedian was quick to point out that all three parts of this model
are important. Many a quality effort was wasted when one or more
parts are neglected. In recent years, so much time and effort has
been spent on process with so little attention to structure or even
outcomes. If your Clinical Practice Program is to succeed, then you
will need to include all of these parts in the design of any clinical
practice.
In one of my first efforts at clinical practice change we decided to
implement a clinical practice for the operating room (OR) where
chlorhexidine-alcohol would become the standard skin cleansing
preparation for most surgical cases. There was recent evidence12 to
support this clinical practice change so we felt confident it would be
accepted. We implemented the clinical practice, and it appeared it was
universally accepted. Our team celebrated and happily moved on to
other projects. A couple of years later I asked to have some data
pulled on this project. I wanted to know how often it was being used
and if we were seeing improvements in surgical site infection rates.
Guess what? We didn’t have data to determine the answer to either of
these questions. There were many problems with this implementation
and they started with poor communication. We never established or
communicated the metrics for the data we were going to need. We did
not communicate the changes we would need to clinical informatics
that would allow us to tract changes in product used. We didn’t
communicate this change to supply change services so they could plan
for the change in amounts of product to order. We didn’t effectively
communicate the clinical practice change to the OR personnel and
surgeons. We didn’t have a process for linking our process change to
our outcomes. Yes, that is right we, not only, did not communicate
effectively at all, we also ignored all of the elements established by
Donabedian. Needless to say we learned many lessons, the hard way,
12
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on this project. In this book, I hope to show you how to avoid this
many mistakes on any of your efforts. The good news is we eventually
developed a skin preparation clinical practice that was accepted and
used.
So what was the red flag that alerted me to go back and re-examine
this project? Here is a hint. It is related to communication. What do
you think the odds are that every surgeon who was previously using a
betadine preparation, and had it changed to a chlorhexidine-alcohol
preparation did not utter a word of protest? That’s right. Not one
person complained, and that is a big red flag when you are changing
any clinical practice. What that means is the clinical practice did not
change. Surgeons and OR nurses across the system kept doing what
they were always doing, and therefore there was no need to complain.
Our implementation failed because we failed to effectively
communicate with our stakeholders. When a clinical practice
implementation is successful, you will always receive feedback. There
will almost always be someone who is not happy with the change.
Listen for that feedback. It is a qualitative way of gaging whether your
implementation is effective. Tracking changes in process measures is
a quantitative way to gage whether your implementation is effective.
Learning the Language – Part II
In 1962 Everett Rogers published a ground-breaking book titled,
Diffusion of Innovations, which is now in its fifth edition13. It is an
attempt to explain how ideas and technology diffuse through a social
system. Rogers describes an innovation as “any idea, practice, or
object that is perceived as new by an individual or other unit of
adoption”. Any change in clinical practice within our hospitals is by
definition an innovation, and is susceptible to the principles that
determine its rate of adoption within that social system. I wish I
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learned this before I dove into the world of clinical practice change. It
would have made my life much easier.

Chart 1: Composite score for Enhanced Recovery after Bowel
Surgery process steps (ambulation & alimentation) before and
after system implementation (July 1, 2011) and through first
quarter of 2014.

There was something about this chart (Chart 1) that was driving me
crazy. It represents the process step results of our bowel surgery
initiative. Time is on the horizontal axis. The composite score is on
the vertical axis. The composite score was the combined percentage
of time each process step was completed. There were two process
steps in the initiative. One for early ambulation and another for early
alimentation. As you can see we had a successful implementation,
which was sustained. When I looked at this chart it looked very
familiar to me, as if I’ve seen it before. I asked one of my colleagues
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what she thought, and without knowing much about the project, she
said it looks like a chart demonstrating the sales of a new innovation
to a group of consumers. That is exactly what it is. It charts the rate
of diffusion of an innovation (enhanced recovery for bowel surgery)
across our healthcare system. As you consider implementing clinical
practices in your healthcare organization, it will be to your advantage
to familiarize yourself with this theory. For now, it is important to
understand that implementing a clinical practice in your healthcare
system is the same thing as diffusing an innovation across a social
system. The concepts and language of diffusion of innovation are
important as is how to communicate these concepts to your
stakeholders.
Communicating with Stakeholders
A thorough understanding of your stakeholders is the beginning of any
effective communication plan. Leave one of them off the list of those
with whom you will be communicating, and it could create some real
problems for the success of your program. We’re going to start with
the most obvious group first, and that is the members of your Clinical
Practice Council. They are not just members of your committee, they
are also your program’s ambassadors to the hospital and community.
If this group does not understand, and cannot articulate what the
program is doing, then other stakeholder groups will be receiving
conflicting information.
Clinical Practice Council Communication
There are two basic documents used for communicating with your
members. They are an agenda and meeting minutes. Do not neglect
the importance of these documents. The agenda is a forward looking
document. It describes what you will be addressing in the future. The
meeting minutes are a backward looking document. It describes what
you discussed and found important enough to put in writing. One
looks at what you would like to accomplish as a team, and the other
looks at what you were able to accomplish as a team.
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There are two bad habits that committees can get into with these
documents. The first is regarding the agenda. There is a tendency for
committee leaders to issue the same agenda for every meeting. This
sends the message that this next meeting will be no different than the
last meeting. This is a disengaging message to your membership.
The agenda must change if the program is to change. Ask your
members for agenda ideas. There are going to be certain agenda
items, like your dashboard, that will be recurring items. The point is
to mix it up and make it interesting, even engaging, for your
membership. How do you do that? Provide new information for the
group. There are several excellent sources of information available,
such as Hayes14, Medscape15 and Up-to-Date16. This could also be a
recent journal article, information from a meeting on a new clinical
practice, or a video from YouTube. Make it interesting and they will
want to be there.
The other bad habit has to do with the minutes. They are either too
short and provide no useful information, or too long and detailed.
Both types tend not to get read, although always approved. You want
your minutes to reflect the discussion and especially any conclusions
or action items for the team. Years from now, you should be able to
look at any big decision the committee made, and understand why the
committee made that decision. This is a very effective way to
communicate to future leaders and members of your committee.
Minutes aren’t just for the current leaders and membership; they are
for all groups who want to understand why things happened the way
they did. What makes perfect sense today, may not be relevant in five
years.
Members should have the ability to contact one another on a regular
basis. Create a membership list with contact information and
distribute the list to all members (with their permission). There are
14
15
16

http://www.hayesinc.com/hayes/
http://www.medscape.com/today
http://www.uptodate.com/home
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going to be times when members will want to have an offline meeting
to discuss some issue that they did not feel comfortable discussing in
an open meeting. An offline meeting is a meeting that occurs between
two or more members outside of the scheduled meeting. Minutes are
not recorded for these types of meetings. These types of meetings are
for members to clarify and work out any issues that were not, or are
not going to be discussed in the open meeting.
One final note on Clinical Practice Council communication, and that is
where to store all official documents for the committee. Ideally this
should be a cloud based repository (Dropbox, Google documents, etc.)
or SharePoint. Committee members work all hours of the day and will
need to be able to access this source of information. While it is
important to email or otherwise distribute meeting materials, it is also
essential for members to be able to review this information from
anywhere and anytime.
Medical Staff Communication
Probably one of the most underappreciated teams in any hospital is
the Medical Staff Services team. Much of what you read written in this
book regarding infrastructure and communication was taught to me
over the years by the people who ran the Medical Staff Services offices
in the healthcare organizations where I worked. If your Clinical
Practice Program needs to communicate to the Medical Staff, and by
now you should know you will need to communicate to them, then you
will need to bring the Medical Staff Service’s office onboard early in the
process. Regardless of whether you use a Centralized Model or a
Decentralized Model (more on this in the chapter on Accountability), it
will be to your benefit to involve this team.
Medical Staff Services have mastered the art of organizing,
communicating and coordinating the affairs of physicians and providers
for decades. It has been referred to as “herding cats”, but this is not
accurate. It just seems like herding cats when you’re not very good at
it. Because of the skill set Medical Staff Services brings to the table,
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this team can show you the way. With them involved, it will no longer
feel like herding cats.
Here is one way they can do this. Early in the develop of our system
Value Analysis Program, we needed a way to communicate to
physicians. I contacted our Director’s Group for Medical Staff Services
and requested the email contact information for all of our Medical
Staff. They refused. ‘Why”, I asked. “Because that is confidential
information”, they responded. Good point, I forgot about that. They
also pointed out that the list changes every day and it would be
impossible for me to update it all the time. Good point, again. They
reminded me that some of the physicians do not check their email or
spam all the email coming from the hospital. Didn’t know that, but
also another good point. What do they do in that situation? It
depends. Sometimes they send an email to the physician’s secretary
to print it out and hand it to them. Sometimes they catch the
physician in the lunch room or rounding on patients and talk to them.
The bottom line is they have learned how to contact every physician
on staff, when they really need to contact them. We then worked out
an arrangement where I would forward the Directors of Medical Staff
Services a newsletter that summarized the committee’s finding. They
would then forward it to the appropriate physicians and Medical Staff
meetings. Sometimes it doesn’t always work as planned, but it is safe
to say, it was by far, one of the most consistent ways I found to
communicate to large groups of physicians.
While this method is consistent, the real question is, was it effective?
Physicians are busy people and let’s face it their time comes at a
premium. When you have their attention, maximize the use of that
time. Wasting it, is another form of disengaging behavior. At the end
of this chapter is an example of a newsletter we did for supply chain
services. Note a few things. All the monthly news fits on one page.
Each section is clearly marked so a physician can look at this with one
glance, and in a few seconds see if there is anything of interest to
them. The most important words and sentences are bolded so a
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physician can quickly read the highlights of the section to see if the
information applies to their practice. If there is more information,
then a memo is provided along with the newsletter and is available to
the physicians who want to read additional information. There are
links in the newsletter so if a physician is interested in additional
information, then they can simply click on the link. This is when a
SharePoint is especially useful because you can store and link the
document in one place. This newsletter also includes an email link to
the leadership in case a physician has any questions or comments.
Send a few of these out and notice the response. You will quickly find
out if you are being effective or not. Physicians tend not to hold back
when they really want to get a point across. Welcome the feedback
and be concerned when no one is responding.
If only newsletters and memos were all it took to communicate to your
Medical Staff. Nothing does it better than a face-to-face conversation.
There are going to be times when you must get up in front of a group
of your peers and explain why you are doing what you are doing. This
will be true for just about every clinical practice change you will be
implementing. They may not agree with you, but if you are not willing
to face them, then they will lose trust in you. When it comes to the
relationships you have with your Medical Staff, trust is the
cornerstone. The CEO of a company where I worked used to remind
us of an old saying. Visibility leads to credibility and credibility leads
to trust. If you want to be trusted, then you must be visible. If your
Medical Staff are complaining about communication, then it is time to
get visible. When it comes to clinical practice changes, it is always to
your advantage to be present for a face-to-face discussion. You will
receive better feedback and buy more credibility with your colleagues.
Any clinical practice change that requires a physician to do, or order
something different than what they currently are doing will need
special attention. When we get to the chapter on Performance
Improvement we will discuss this in greater detail. The main point is
to obtain consensus agreement on the clinical practice change before

46

you make any announcement of the planned change. Socialize the
practice change among your medical staff to not only obtain feedback
on its acceptability, but to also modify it to include the most recent
evidence based literature. You may be surprised to learn how many of
them read the literature on a regular basis, and go to conferences to
learn the most up-to-date information. Remember this group will be
very engaged, and you will need to listen to them.
C-Suite and Senior Management Communication
If the Administrative Lead on your committee is a member of the CSuite or reports to Senior Management, then this will be very easy. If
they are not, then you will need to make sure that what is happening
on your committee is being communicated to them. The C-Suite is
made up of the senior management team for your facility. They will
be involved in all of the major decisions regarding operations and
capital purchasing. They will also need to be informed regarding any
significant changes that will impact your medical and nursing staff. If
your C-suite is informed of why this decision was made, then they can
anticipate this response and help you proactively manage it with the
staff. While they will enjoy hearing about what a great job you are
doing to improve clinical outcomes, they will be especially interested to
hear about the improvements in utilization and cost reduction. They,
after all, want to know what the return on investment is for this
program. This is also a great opportunity to let them know what
resources you need. Your Administrative Lead should be running point
on this. If you are not able to improve your performance because you
lack adequate resources, then this team needs to be aware of this
situation. One last word of advice, whatever you are communicating
to your Medical Staff, it must me the same to your C-Suite. Believe it
or not, they talk to each other. Well, at least in most organizations.
So don’t forget to include your C-Suite on the Newsletter or any memo
distribution list.
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Nursing & Ancillary Staff Communication
This tends to be easier to do than physician communication. Just
because it may be easier does not mean it can be neglected.
Typically, the Chief Nursing Officer and this person’s direct reports are
your best avenue for communicating. Coordinating with this person
early and regularly is important. You can use a newsletter or any
other approved facility communication tool. Very often the nursing
staff will be on the front lines of clinical practice change. That means
they will often be the effector arm of your clinical practice change.
Their input and buy-in to the process is essential. Bring them into the
consensus building process. It is worth the effort.
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CHAPTER 5
INFRASTRUCTURE

Infrastructure is the foundation on which any program will be built.
There are elements of infrastructure which will be foundational for all
types of programs and elements that are specific to a Clinical Practice
Program. We will cover both in this chapter. All successful programs
have a well-developed infrastructure. Unsuccessful programs and
poorly performing programs, all too commonly, can be found to be
lacking in basic infrastructure. So what exactly do we mean when we
say infrastructure.
INFRASTRUCTURE DEFINED
Infrastructure refers to all the people, process, technology and cultural
elements that are required for the successful implementation,
management and sustainability of a program. The specific elements
are categorized according to people, process, technology and culture.
PEOPLE
People are the personnel who are essential for the smooth operations
of a Clinical Practice Program. They are characterized by the roles and
responsibilities they have as members of the Clinical Practice Program.
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The following roles and responsibilities are considered fundamental to
any successful program.
1)   Physician Lead: This individual provides direct oversight of the
Clinical Practice Program. This role can be developed as a sole
leadership role or supported by a co-lead in a dyad model. Most
commonly a dyad model in a hospital setting would be with a
Nursing Lead. This leadership role functions as the Chair of the
Clinical Practice Program and any Clinical Practice Committee or
Teams on which they serve for the Hospital or Healthcare
System. They are responsible for setting the goals of the
program, developing an agenda for meetings, running the
meetings, developing the program/meeting membership,
proposing the purpose of the program, develops goals for the
program and is the primary person responsible for
communicating any information regarding the program to the
Medical Staff and leadership. In addition, this person is also the
individual responsible for receiving and responding to feedback
from the Medical Staff and leadership. The Physician lead, along
with the Nursing Lead, provides oversight for the Clinical Practice
Program’s performance improvement.
2)   Nursing Lead: This individual, when functioning as a dyad colead, has the same responsibilities as the Physician lead. The
Nursing Lead is the person responsible for communicating any
information regarding the program to the Nursing and Ancillary
staff. In addition, this person is also the individual responsible
for receiving and responding to feedback from this Staff. Ideally
this person is a Chief Nursing Officer (CNO) or a senior level
manager in Nursing. Either way, this person should have direct
reporting responsibilities with a facilities C-Suite (Decentralized
Model) or Senior Management of the Healthcare System
(Centralized Model). The Nursing Lead, along with the Physician
Lead provides oversight for the Clinical Practice Program’s
performance improvement.

51

3)   Administrative Representative: The Administrative
Representative’s primary function is to be the liaison between
the Administration and the Clinical Practice Program. This
individual is responsible for communicating any information
regarding the program to these staff. This person is also
responsible for securing the resources required for the effective
functioning of the Clinical Practice Program. This person should
be a senior level manager who has direct access to the C-Suite
or senior management. Ideally this person should have
operational and management oversight of the areas impacted by
decisions made by the Clinical Practice Program.
4)   Administrative Assistant: This person provides administrative
and clerical support for the program. Do not, repeat DO NOT,
underestimate the importance of this role. This is a critical role
for the success of your program. Duties for this person include:
setting up meetings, finding meeting rooms, distributing meeting
notices and agendas, records meeting minutes, stores meeting
documents, maintains member contact list and coordinates
RSVPs. This is just a partial list. Hopefully you get the point.
This person does just about everything to make sure the
program functions efficiently and effectively. This role requires a
professional assistant with experience organizing meetings,
especially meetings with Medical Staff.
5)   Data Analyst: A highly functioning Clinical Practice Program
must have access to data and someone trained in data analysis.
The data must be consistent and whenever possible up-to-date.
Bench-marked data is also very useful even when a program is
using itself as a bench-mark. Bench-marked data to other
healthcare systems can also be very useful. In the beginning, a
program must establish a baseline and compare this baseline to
itself over time and to others when such comparisons are
available. If the goal is performance improvement, the program
must know where it stands in order to understand where it

52

needs to go. The Data Analyst will coordinate with the Program
Leads to develop a list of opportunities from the data analysis.
6)   Research Analyst: The Research Analyst is that person who
will be responsible for researching the clinical practices being
considered by the Clinical Practice Program. The Research
Analyst will conduct literature reviews and request information
from libraries, clinical staff and external sources of information
(Up-to-Date, Hayes, ECRI Institute, etc.). This person will
organize and present their findings at Clinical Practice Team
meetings as requested by leadership.
7)   Multidisciplinary Representation: Credibility, transparency
and consensus building will be extremely important for the
success of this program. Identifying formal and informal leaders
who work in the hospital, and will be in a position to obtain
direct feedback on the impact of decisions made by the program,
will be helpful for the program’s effectiveness. It should be
individuals who represent physicians and nurses and are very
familiar with the clinical practices and operations of your system.
Subject matter experts (physicians, nurses, physical therapists,
etc.) will be the primary members of all clinical practice teams.
They will develop the clinical practices and be your primary
sources of influence among the clinical staff during the
implementation of a clinical practice.
PROCESS
1)   Regular meetings: If you want your Clinical Practice Program
to succeed, you will need to have regular Clinical Practice Council
meetings. How often is up to the program’s leadership. As a
general guide, the more projects you review, and the more
complicated those projects may be, then the more frequently
you will need to meet. Always schedule your meetings far in
advance and on a specific day, time and location. (e.g. first
Monday of the month at 5:00 PM in Conference Room A)
Consistency is important for driving engagement.
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2)   Maintain an Agenda and Meeting Minutes: The agenda is
used to drive the discussion and the meeting minutes will
document what was discussed. The agenda needs to be shared,
in advance, with the Clinical Practice Council membership.
Members must play a role in shaping the agenda and the best
way to do this is to provide a summary document of the
upcoming clinical practice opportunities. The summary
document should include a description of the opportunity and the
affected disciplines. An example would be:
a.   Opportunity – higher than expected complication rate for
post-operative ileus in patients undergoing colorectal
surgery.
b.   Affected Discipline – Colorectal Surgeons and General
Surgeons.
Another way to do this it to request agenda items be forwarded
to your administrative assistant or co-leads. This communicates
to your members that you are seeking their input on how the
program will be managed.
3)   Established Reporting Structure: The Clinical Practice
Program should report to the hospital or healthcare system’s
executive leadership. The model you choose is up to the
individual program. There are two basic models of governance.
One is a Centralized Model and the other is a Decentralized
Model. A Centralized Model is one where the Clinical Practice
Council reports up to the executive leadership and Chief Medical
Officer of the healthcare system. In this model the Clinical
Practice Program provides this service for the entire system.
a Decentralized Model, the Clinical Practice Council reports
directly to the C-Suite and facility Chief Medical Officer or
Medical Director. Regardless of which model you choose; the
important feature is that the Clinical Practice Program is
reporting up to leadership. It creates the governance for your
committee, and provides credibility for it as well. Highly
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functioning programs will typically report to both the executive
leadership and medical leadership. This allows for better
communication between Medical Staff and the Administration.
We will discuss this topic more in the chapter on accountability.
4)   Communication Plan: The Clinical Practice Program must have
a consistent method of communicating important information
from the program to its stakeholders, as well as a consistent
method of hearing back from them. This can be everything from
a monthly newsletter, to a blast email, to regular town hall
meetings and visiting departmental meetings. It is entirely
dependent on the size, complexity and culture of your hospital or
healthcare system. Either way it must be regular, consistent,
easy to access, easy to interpret and reliable. It typically will
come directly from the Clinical Practice Council or its leadership.
Most programs will have various formats for communication
based on the information being communicated and the intended
audience.
5)   Data Review: One of the first items a Clinical Practice Program
will need to determine is what metrics will it track to determine if
their performance improvement plan is working or not. One of
the biggest problems a program may encounter is to have data
being generated at some level in the organization, and not have
a process for accessing the data related to its programs. If your
system has an enterprise data warehouse (EDW) this process
may already be established. Healthcare systems, like most large
companies, will often have multiple data systems with multiple
operators managing those systems. An EDW pulls data from all
or many of those systems into one data warehouse. This allows
for better data management and the ability to analyze data from
multiple sources at once. Systems with an EDW have usually
also created processes for pulling this data for analysis. If your
system is set up like this, then you will need to tie into this
process. If not, then you will inevitably be working with several
people who will need to be coordinated for data abstraction and
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analysis. Many systems and hospitals will contract with an
external source of data analysis (Premier, Advisory Board, etc.)
that will provide risk-adjusted and nationally bench-marked data
for your review. Check to see if you have such a source. Focus
first on the data you can get. If you are getting push-back from
the people who control the data flow, then it is time to work with
your executive leadership to find a way to get the data. Once
you have determined the data you want and who controls access
to it, decide how often your committee needs to see the data.
Data must lead to some action so it is important to have enough
data to feel comfortable acting on it. To summarize:
a.   Determine the data to be tracked
b.   Develop a process for abstracting and analyzing the data.
c.   Determine the type of data needed to assist with
evaluating clinical practices.
d.   Create a dashboard for data reporting.
6)   Goal Setting: This will need to be coordinated with #5 above.
Have some idea of what goals you will have for your program.
Start with a list of your greatest opportunities for the coming
year. This can be a list of your three busiest service lines and
the top two Diagnostic Related Groups (DRGs) or surgical
procedures performed. If you have access to risk-adjusted data,
then you should be able to see which ones have the greatest
opportunity in terms of complications, mortality, readmissions,
length of stay or cost.

Next, target one of them that you think

you will be able to impact. In addition, goal setting should be
realistic. Making goals such as, we will completely eliminate all
colorectal surgery related surgical site infections in the next six
months is not realistic. A goal such as, we will reduce the
postoperative ileus complication rate for colorectal surgery by
25% in the next year is more realistic. If you have never used
the S.M.A.R.T. approach to goal setting, then now is the time.
S.M.A.R.T. stands for specific, measurable, achievable, results-
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focused and time-bound. (See above example.) Use this, or a
similar method of setting goals for your program.
7)   Work-flow: In order to be an effective Clinical Practice Program
you will need to have a defined work-flow. If you are unfamiliar
with how this is done and graphically represented it will be worth
the effort to find someone who can do this for you. Typically,
this will be someone with a process engineering background.
What they will flow out for you is all of the steps necessary for
developing, implementing and evaluating the impact of a clinical
practice.
TECHNOLOGY
1)   Electronic Medical Record: There are two important reasons
why an EMR is good to have in a Clinical Practice Program.
When you have access to an EMR, this creates opportunities to
standardize order sets and collect data. Both of these are key to
a successful performance improvement program. Standardized
order sets allow your program to create care pathways which will
define the specific process steps for driving clinical performance.
The data generated from your EMR allows your program to
monitor whether those care pathways are working, and if they
are producing the clinical, utilization and cost improvement goals
your program established.
2)   Risk-adjustment and Bench-marking Capability: There are
a number of valid programs available in the market place and
many large systems have access to this capability.
Administrative data is based on coding, which is dependent on
documentation. Healthcare systems with strong documentation
programs tend to shine in these types of databases so your
external bench marks may be somewhat deceiving compared to
these organizations. Do not despair, they can still be useful.
First, you can always use them to compare your current data to
your historical data. When you implement a new change, you
can still track your progress in a before and after manner. If you
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do not have access to these types of programs you will still need
to track your performance. You can do this by using your
administrative data and comparing it to historical controls. It’s
not perfect, but it can be “good enough” for monitoring trends.
3)   Centralized Storage for Documents: All documents
associated with your Clinical Practice Program will need to be
stored electronically in a common safe place. Typically, this can
be with a SharePoint or some other type of cloud based storage.
Members must have access to this repository. This is where you
will place documents such as meeting agendas, meeting
minutes, dashboards, literature, policy statements, etc. Avoid
placing this on someone’s (Administrative Assistant) computer.
If that person leaves the company, there is the risk that
everything you’ve done for the program could be lost as well.
4)   Tele-conferencing Capability: There are going to be times
when members of your program will need to participate from a
remote location. At the very least, programs should have a callin number for members who can’t physically be present. Make
sure your rules allow for members to call in remotely and be
counted as part of a quorum. It is also important to have a
consistent call-in number and not change it meeting to meeting.
You are more likely to get participation when the call-in number
and any live-meeting access is consistent. (See chapter on
engagement.)
CULTURE
1)   Quality Improvement Program: All hospitals should have a
quality improvement program. The question is, how active is
your program. If the only projects your quality department
works on are required for legal, compliance or regulatory
purposes, then it falls in the category of just above the minimal
threshold. Quality departments that are actively working on
other projects, in addition to the minimum, are demonstrating a
cultural attribute consistent with high performing organizations.
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If your Quality department is actively working on Clinical Practice
Projects, then you are well on the way to success.
2)   Recognition Awards: Has your hospital or healthcare system
received any awards for performance? This may include Truven
Top 100 Hospital, Truven Top 15 Healthcare System, Baldridge
Performance Excellence Award or any similar type of recognition
for performance improvement. If so, then there is a good
chance you are part of a culture that is going to be very
interested in seeing your Clinical Practice Program develop.
While these awards are not specific to Clinical Practices, they are
markers of a culture that understands the importance of
performance improvement.
3)   Clinical Practice Supportive Environment: Do the members
of your program feel supported? Does your administration listen
and respond to your program’s needs regarding support for your
program? Do your departments and Medical Staff listen to and
participate in your Clinical Practice Teams or Work-groups. If
the answer to any of these questions is “no”, then your local
culture will become a major challenge to the sustainability of
your program.
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CHAPTER 6
ACCOUNTABILITY

One of the first decisions you will need to make is what type of
accountability model your Clinical Practice Program will use. This will
determine what type of governance your program will have. There are
two basic models you should consider. Which one to use is entirely up
to the individuals who are charged with developing a program. The
two models are the Centralized Model and the Decentralized Model.
We will discuss the pros and cons of each model, which you can use in
your decision. Following this we will review recommendations for how
to organize the structure of your Clinical Practice Program. While
much of this discussion could easily fit under the heading of
infrastructure, this discussion will focus on work-flows and processes
that specifically maintain accountability.
The Centralized Model
The Centralized Model for a Clinical Practice Program is one in which
the program provides oversight for an entire system. This model is
most commonly found in healthcare systems that utilize an “operating
model” of governance. What this means is that if there are ten
hospitals and twenty clinics in the system, then they all report up to a
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single senior management team, and this team reports to a single
Board of Directors. Decision making occurs at the senior management
level and decisions are operationalized throughout the system at the
unit level (hospital, clinic, skill nursing facility, etc.). There will be one
senior leader over clinical quality and this person will typically be a
Chief Medical Officer (CMO) or have a similar title. If your system
functions in this manner, then this is where you want to plant the flag
of your Clinical Practice Program. I’m not saying it is a waste of time
for individual facilities to have their own Clinical Practice Program, I’m
pointing out the facts of where the decision making power is in an
operating model.
The biggest benefit of this model is scale. Implementing a clinical
practice change across a large system will impact more people than if
you limit this change to one hospital or one clinic. By leveraging the
system’s resources, you will also be able to manage a program in a
more cost-effective manner. If your clinical practice change requires
changes in your electronic medical record (EMR), then these changes
can be made once for the entire system. It may be technically
challenging, if not impossible to create clinical practice changes in the
EMR for just one hospital in a system, especially if the whole system is
on one EMR.
You can also take advantage of the subject matter expertise available
in a system with a Centralized Model. There may be an individual or a
group who is already performing the clinical practice and getting good
results. When we were considering a strategic initiative around bowel
surgery for our system, we looked at our outcomes. We found a
higher than expected complication rate for bowel surgery. Much of
this was due to a single complication known as post-operative ileus.
What was interesting was, there were twelve surgeons who had a very
low complication rate for this problem. One of those surgeons
performed 63% of the cases in this study. So what was this surgeon
doing? He instituted an enhanced recovery program for his patients.
He did it on his own, and had the results to prove it was working. That
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was when we decided to implement an enhanced recovery program
across our system. The literature supporting this practice was growing
every day, and we now had practice-based evidence within our system
to support it as well. We learned so much from this one surgeon, and
the team that supported him, that we used this team to help guide
how we implemented this clinical practice change. This type of
positive deviant behavior can accelerate a program. Look for it in your
system. There is a good chance there is someone in your system who
is consistently outperforming their peers.
So what is the downside of a Centralized Model? If your system does
not have an operating model of governance, then it most likely is part
of a holding company. A holding company owns the facilities but
allows the local management teams and Board of Directors to function
relatively independently. Developing a Centralized Model in this
governance structure can be challenging. It is not impossible, just
challenging compared to an operating model. Most often legal
agreements will need to be in place that obligates the facilities to
manage their programs as if part of a single system. As described
above there are incentives for doing so, but some may not want to go
this route.
If you have a fiercely independent medical staff, who have very strong
feelings regarding their clinical practices, you may have some difficulty
with following the decisions of a centralized decision making body.
This may place the local C-Suite in a difficult position with their
medical staff. It is not uncommon for a physician or group of
physicians, who contribute a significant amount of a hospital’s margin
to use this to obtain things they want. It is usually stated explicitly or
implicitly as, “If you make us do this new clinical practice, then we are
taking all of our cases down the road to your competition.” Many a
CEO has signed off on such deals just to keep peace in the house. Too
much of this, and a Centralized Model will become ineffective. As long
as a CEO is willing to play along with this to protect their facilities
margin, this will create a vulnerability for the system. While this may
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serve short-term quarterly or annual goals, there can be long-term
consequences. There are ways to prevent this.
It comes back to building consensus. Both models will need to create
clinical practice changes with the support of their medical and nursing
staff. Many times it will be impossible to obtain input from everyone
on staff. Representatives for a given specialty will need to be a part of
this process. This is especially important for a Centralized Model. In a
Decentralized Model, decision making occurs at the facility. Physicians
and nurses work with each other on a regular basis so communicating
concerns about changes in practice are more likely to happen. When a
decision regarding a clinical practice change occurs outside a facility,
there is a tendency to discount its relevance at the facility level, and
not change. The problem with this, business as usual approach, is
change occurs very slowly, and is one of the contributors to the bench
to bedside lag. So when would you use a Decentralized Model?
Decentralized Model
A Decentralized Model for a Clinical Practice Program is one where the
individual facilities are making decisions for their own facility. They
may work jointly with the system or other facilities to gain some scale,
but remain independent and for the most part autonomous.
The benefit of this model is therefore related to the value placed on
independence and autonomy. While this benefit pales in comparison
to the advantages of a Centralized Model, it may be the only
sustainable model in some hospitals. If your hospital is part of a
holding company, you may already have a Board of Directors that
supports its Medical Staff when it comes to local vs. system clinical
practice changes. Some of this may be cultural, but there can also be
some unique characteristics of the community they serve which makes
them a more qualified decision making body. Communities can have
special needs (elderly population, indigent/homeless population, long
distance from urban centers with centralized distribution) and local
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boards may be in the best position to understand what services will
best meet those needs.
If you have a highly engaged medical staff who prefers to be involved
in the types of decisions Clinical Practice Programs make, then there
will be a trade-off in favor of the engaged medical staff. What benefits
you lose in scale can be off-set by a medical staff that is in tight
alignment with the administration. When done right, this can be a
formidable alliance. It can be so formidable; it makes one wonder why
it is not done more often.
So which model is the best one for your program? The best one is the
one that works the best for your organization. Both of them have the
potential to work. The one that doesn’t work very well is always going
to be the one that lacks one or more of the seven pillars of successful
programs. There are many ways to do it wrong, and only few ways to
do it right. Do more of what you know works, and less of what you
now know doesn’t work.
Governance Within Your Clinical Practice Program
For the sake of understanding what the governance of your program
will look like, we are going to start with a single hospital that does not
have a program and build on that model. The Clinical Practice
Program will have one committee and that committee will develop and
implement one clinical practice change for the facility. By doing it this
way you will see how a program builds upon itself and grows. Let’s
start as simple as it can possibly be.
A friend sent you this book and after reading it, you decided your
hospital needs a Clinical Practice Program. Maybe you recently had a
patient who suffered a complication or you performed peer review on a
case and thought to yourself, “We can do better.” You are starting out
by yourself. So where do you start? Well you are already off to a
good start. You have a purpose (improve patient care) and, after
reading this book, you know what elements will be need to be in place
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in order to improve your chances of starting up a successful program.
What is next?
Accountability is a function of the governance structure you create. If
you want this to be successful, then you will need to get buy-in and
support from your Medical and Administrative leadership. While it is
possible for you to change your clinical practice without them, it is
very difficult to change other people’s clinical practice without them. It
is best to start with a like-minded individual who is a member of your
Medical Staff leadership. If you do not have a relationship with other
Medical Staff leaders or the administrative leadership, then this person
can make the introductions. Lead with your purpose of improving
patient care. When the administration joins in the discussion, then
add in the benefits of operational efficiency and cost savings. Once
you have socialized the idea and gained the support of your
leadership, then begin to draft a short document of what you hope to
accomplish with this program. If you are getting some push-back
from either group, ask if it is okay to run a pilot program with just one
clinical practice change to develop some “proof of concept” for the
leadership.
Start with one committee. You can call it whatever you want. It
should be something like the Clinical Practice Committee or the Clinical
Practice Council. If “Committee” or “Council” sounds too ambitious,
then refer to it as the Clinical Practice Team or Work-group. Reread
chapter 5 in order to know who the core members of this committee
will need to be. Make sure this committee has a reporting function to
someone or some group in leadership. For example, the Clinical
Practice Committee can report directly to the C-suite with matrix
reporting to the Medical Executive Committee. What this means is
that you will be expected to report back to both of these groups.
Resist the temptation to run this without oversight from your clinical
and administrative leadership. These groups can provide a
tremendous amount of support. Take advantage of it. The first
resource you want to secure is an administrative assistant. Make sure
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to obtain the administrative leaderships commitment that if this moves
beyond a pilot project, that they will continue the administrative
assistant support. The next resource you will want to secure is a colead for your committee. This will typically be a senior level Nursing
leader. So much of clinical practice change is happening at the
nursing level. Next to your Medical Staff, your Nursing Staff will be
one of your biggest stakeholder groups. There you have it. You have
a core team and Appendix A will walk you through how to set up your
first three meetings. In the chapter on Performance Improvement we
will discuss how to choose and implement a clinical practice change.
So what will you do when you successfully implement a clinical
practice change, and your program begins to grow?
Let’s say your first clinical practice change was implementing an
Enhanced Recovery after Surgery program for your bowel surgery
patients. Your General Surgeons are all fired up and want to do
another clinical practice change. In addition, your Orthopedic
Surgeons heard about your success and are itching to implement an
Enhanced Recovery Program for their total knee and hip implant
patients. The General Surgeons are probably not very interested in
sitting on the same clinical practice committee as the Orthopedic
Surgeons, and vice versa. It is now time to begin managing this
growth. How can you do that, and still maintain your governance
structure?
This is now the time to formalize the name of your core group that will
be reporting up to leadership on a regular basis. For the sake of the
example, let’s call it the Clinical Practice Council (CPC). This group will
be co-led by a Physician Leader and a Nursing Leader in a dyad model.
The CPC will have matrix reporting to the C-Suite and the Medical
Executive Committee. The CPC will provide oversight for the hospital’s
Clinical Practice Program. Reporting to the CPC will be Clinical Practice
Teams (CPT). One way to do this is to have the teams based on
specialty. So in our example above, the first two teams would be a
General Surgery Team and an Orthopedic Team. Each of these teams
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will also have two leaders. One will be a Physician Lead (General
Surgeon, Orthopedic Surgeon) and the other will be a Nursing Lead
(Nursing leader who works in General Surgery or Orthopedics). These
two leaders will be members of the CPC and will report out the
activities of their respective teams. As you generate “proof of
concept” with each clinical practice implementation, you will attract
other specialties who want to form a team and participate on the CPC.
Resist the temptation to develop twenty teams at once. Build the
program organically with people who are passionate and committed to
the program’s purpose. Let’s say you are very successful at your
facility and the healthcare system wants to duplicate your success in
all the hospitals within the system. Now what do you do?
Remember the discussion regarding the Centralized Model vs. the
Decentralized Model? This is when you are going to need to make this
decision. Up until now you have been functioning as a Decentralized
Model. If your program wishes to remain Decentralized, then it is a
matter of teaching other hospitals in the system what you did, and
guiding them through the process. They will also remain independent.
If you have a good relationship, then it is possible to share best
practices with one another. You may even begin to coordinate
implementing the same clinical practice at two or more facilities.
Without a Centralized Model this may prove challenging.
Let’s say your organization has decided to support a Centralized
Model. In some ways you will be starting over again. That means you
will need to approach your administrative and clinical leadership at the
system level in order to obtain buy-in. The good news is, if you have
demonstrated “proof of concept” at the facility level, then this will be
much easier. The biggest difference is in how this new entity will be
structured. Instead of each facility with its own CPC and CPTs, you will
have a system CPC and system CPTs. The facilities will have
Implementation Teams. The leads of the Implementation Teams will
be members of the system’s CPTs. The Orthopedic Implementation
Team from a facility will be co-lead by a dyad of an Orthopedic
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Surgeon and a Nurse leader who works in Orthopedics. Because these
co-leads will be members of the CPT, they will be part of the team that
is developing clinical practice changes for the system. They will also
be the leads responsible for implementing the clinical practice change
at their facility. In addition, they can provide valuable feedback to the
system team from Orthopedic Surgeons and Nurses from their facility
prior to, and after a clinical practice change has been implemented.
Having a process to hear back from those on the frontlines of the
delivery of care is essential for the success of a Clinical Practice
Program.
The co-leads of the CPTs will make up the clinical leadership
membership of the CPC. This group will be responsible for approving
all clinical practice changes across the organization. This group is also
responsible for prioritizing resources across the system for the
successful implementation of the CPTs clinical practice changes. When
you have just a few teams and they produce a few clinical practice
changes each year, then this is very manageable. When your system
has twenty CPTs and they are developing five clinical practice changes
each per year, then you are going to stress your system and your
people in ways you never imagined. It is better to think about this in
the early stages of developing your Clinical Practice Program. If you
are not careful, then it is possible to be a victim of your own success.
What I mean by this is, think about what will happen if your seven
hospital system acquires a smaller three hospital system that does not
currently have a Clinical Practice Program in place. If you
implemented thirty clinical practice changes in the last three years,
then this is going to be a large amount of change on the acquired
system. This is another reason to keep these changes relatively
simple. A twenty step clinical practice pathway may be easy to
implement with a three surgeon group working at one hospital. Take
that same clinical practice pathway and scale it up to more than a
couple of hospitals and you will most likely encounter poor adoption
rates. It is not necessarily physicians resisting change so much as
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complexity becoming a barrier to adoption. The diffusion of
innovations theory would predict this, so you should anticipate it when
you begin to scale up your program.
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CHAPTER 7
LEADERSHIP

The CEO of a healthcare system were I worked, constantly reminded
us that leadership matters. When it comes to developing your Clinical
Practice Program, or for that matter any program, this is going to be
one of the most important things for you to remember. If you have
read this far into the book, then guess what? There is a very good
chance you are either a leader, or an aspiring leader. Implementing
and sustaining your program will be entirely dependent on your
leadership. Yes, every other chapter you have read so far is very
important, but without leadership, the rest of the seven pillars will not
get you very far.
You may find yourself thinking “I’m not ready for this.” What you
must understand is this is your fear speaking to you. If others have
enough confidence in you to lead your program, then you are probably
more than ready. The fear still needs to be confronted. Leadership is
personal in the beginning and all leaders must first begin to lead
themselves and face their fears. That is how it happened for me.
When I was in medical school, I had an immense fear of public
speaking. I was asked to present at a conference once. It was a short
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patient presentation, followed by a few questions. Routine stuff for a
medical student, but not for me. As I stood up to begin my
presentation, my knees were shaking so bad, they gave out and I
collapsed back into my chair. Fortunately, one of my teammates saw
my predicament and quickly jumped up and said, “Terry, you sit down,
I’ve got this covered.” I was humiliated. As we were leaving the
conference, I swore to myself, that I would never let this happen
again. Around this time, I was introduced to a book written by the
late Dr. Susan Jeffers, titled Feel the Fear and Do It Anyway. The
premise of the book is that both successful and unsuccessful people
feel fear. The difference is that the successful people confront and
learn to overcome whatever it is they fear, all while feeling the fear.
That book was a great inspiration for me. From then on, I took on any
and all opportunities for public speaking in medical school and during
my surgical residency. It took me awhile, but I finally conquered the
fear of public speaking. There are very few natural leaders. Most of
us learn it on the job. Leadership is all about learning. If I can do it,
then so can you. Be more of who you are, and less of who you are
not. Who you become is a result of your choices in life. If you want to
become a leader, then feel the fear and do it anyway.
In this chapter we will discuss some of the key takeaways regarding
the important behaviors of successful leaders and how to use
leadership to maximize the effectiveness of your Clinical Practice
Program. How can something so important as leadership seem so
elusive? Part of the reason is because leadership means different
things to different people. While there are certain qualities that most
people will want to see in their leader (courage, integrity, calm under
pressure, visionary, etc.), there are expectations of a leader that can
vary significantly depending on the stakeholder group with whom they
may be interacting. Awareness of those expectations and
understanding why they are important is half the battle. We’ll look at
each of the major stakeholder groups with a particular focus on what
they will expect of you as a leader and why.
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Physicians
A few years ago I was addressing our Chief Medical Officer (CMO)
meeting about a particular supply chain issue. I was looking for their
support and assumed I had it before I walked into the room. It
became obvious, in just a few short minutes after I began the
presentation, that I was not going to get their support. Afterword a
colleague approached me and gave me some advice. He said it
sounded like I was speaking to them as administrators, which was
true. What I forgot was that all of them, as CMOs, are physicians first,
and I did not speak to them from this perspective. He was right.
Physicians, regardless of title, will always need to be addressed as
physicians first. So what do I mean by this?
Physicians value what is right for patient care and the scientific
method. This is how they were trained and it is what they know and
understand. Approaching them with the business case for using a
particular supply over another is probably not going to win you many
friends with a physician audience. You may be able to make this case
to the hospital administration, but, as a general rule, it will fall on deaf
ears with a physician. They need to know from the beginning that
quality and patient safety is the overriding concern. They understand
the importance of improving utilization and reducing cost for the
hospital, they just need assurance that utilization and cost
improvements are not being achieved by subordinating quality and
safety for patients and their community.
There is also something else that is very near and dear to physicians.
As a group physicians value autonomy and independence. In
particular, they want to be able to practice without the sense that
everything they do needs to be micromanaged by some outside entity.
It is not that they do not understand the importance of guidelines,
best practice and the merits of standardization. They do. They want a
say in how they will be expected to practice and clear expectations on
performance. Just as words like “compliance”, “policy” and
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“mandates” tend to be disengaging to a physician, leaders who do not
listen to what physicians are saying, and do not articulate performance
expectations will, themselves, become disengaging to physicians.
Leaders who are attempting to appease one stakeholder group
(hospital administration) while addressing another stakeholder group
(physicians) will quickly find themselves fighting a losing battle. The
last thing you, as a leader, need is to be perceived as a puppet of the
administration. It is okay to focus your team on quality outcomes. If
you can do this, then the road to improving utilization and cost will be
much easier. This is for two reasons. The first reason is because if
your physician group knows you are doing what you are doing for
patient care, then they are more willing to work with you on other
issues such as utilization and cost. The other reason is because
excellent quality inevitably leads to better utilization and total cost of
care savings.
One thing to keep in mind when discussing clinical practice change
with physicians is to remember why they became doctors in the first
place. They want to provide the best possible care for every patient
they encounter. Every single physician is doing what they believe is
the right thing for their patient. If they thought there was a better
thing to be doing for them, then they would already be doing it. They
wake up every morning with the intent of delivering great care. It is
extremely important to understand this. If they seem resistant to
change it is because they truly believe what they are currently doing is
in the best interest of the patient. When we discuss how to implement
clinical practice change in Performance Improvement, we will return to
this idea. To give you a hint of how to approach this, let me describe
a situation commonly experienced by CMOs and Medical Directors
when dealing with issues in supply chain. Where it says “products” or
“tools”, insert “clinical practice”, in order to understand where we will
be taking this discussion in the next chapter.
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In the supply chain world, there is one area that will prove challenging
when working with physicians, and that is “physician preference items”
or PPIs for short. Unfortunately, there is not a great deal of good
evidence comparing one type of medical device to another in terms of
patient outcomes. Historically physicians have used their personal
experience as a guide to differentiate products. This is why they are
referred to as “preference” items. When there is data suggesting two
products are comparable, it is not uncommon for a physician (okay
usually a surgeon) to counter with, “But in my hands, the product I
use is better than the other.” Usually this is the product that costs
more. Did you ever wonder why this is?
Physicians, particularly surgeons, are trained with a variety of
products, which I will refer to as tools. Over many years, a surgeon
develops a strong sense of comfort with particular tools (clinical
practices). The tool feels a certain way in their hands. When
surgeons operate, they operate in a box. Oftentimes the operating
room is referred to as “the box”, but there is another box where a
surgeon operates. It is a relatively small area within our focus of
vision. It may be no more than about eight by eight inches in size.
Sometimes it is smaller and sometimes it is larger, but the point is a
surgeon’s focus is in the box. That box is where the operation is
occurring within the patient’s body. We are trained not to take our
eyes off this area. When a surgeon asks for a tool, it is handed to
them by the surgical scrub technician, all while they are looking in the
box. The instant the tool is pressed into a surgeon’s hand, he or she
will know if it is the right tool without looking at it. Tactile sensation is
extremely important to surgeons. How a tool (clinical practice) feels
within the context of their practice is therefore extremely important.
If it is not the tool a surgeon normally uses, then it creates a sense of
anxiety. The surgeon is now distracted (disengaged) and needs to
look outside the “box”. If the surgeon has never used that particular
product, they will now have to familiarize themselves with it. This all
takes precious time, and throughout that time the anxiety continues to
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build and erode at their confidence. This is not a state of mind we
want surgeons operating. It can be avoided.
I bring this up to help you, as a leader, to understand something that
is fundamental to anyone who uses tools (clinical practices). There is
an emotional connection surgeons and all physicians have with their
tools. To refer to it as, simply a preference, trivializes the connection.
As the physician lead for the Clinical Practice Program, you will need to
take this into consideration.
Physicians are willing to try new products. In fact they do it all the
time. What the vendors figured out, a long time ago, is there is a right
way to do this and a wrong way. Signing a contract for a lower priced
product and abruptly replacing the old product for the new is the
wrong way. Having a surgeon involved in the decision to try a new
product, and then getting the new product into a surgeon’s hands in a
controlled, elective environment is a better way to do this. They need
to familiarize themselves with how the product works. This can begin
in the operating room lounge and then slowly introduced into a
surgeon’s easier cases. There may need to be a transition period
anytime you are moving from one vendor to another in the same
product category. This could be very quickly for simpler items (suture)
and weeks to months for more complex items (orthopedic implants). If
this process moves to quickly, you may experience a backlash. You as
a leader will be in the firing line when this happens. Understanding
the physician’s point of view will go a long way in managing the issues
that develop when changing out “preference items”. Changing a
clinical practice is very similar to changing a “tool”. Physicians are
changing all the time. Remember it is less about whether we change
or not; it is more about how we change. Change is inevitable.
Administration
Not only will different stakeholder groups have varying expectations of
you as a leader, but don’t be surprised if individuals within those
stakeholder groups also have varying expectations of you. Early in a
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new role as a physician executive, I met with multiple leaders across
the various regions of our organization. I had two questions for each
of them. What are your immediate expectations of me, and how
would you define success for me in this role, one year from now? All
of them gave the same vague responses such as, “more physician
engagement”, show “courage”, “influence physicians” and my favorite,
“get doctors to do more of what we want them to do”. Needless to say
these are not only vague responses, but also unrealistic because they
are not well defined. I pressed them further for specific metrics or at
least some type of semi-quantified definitions. This is when it got
interesting. Each person had a different answer. They were using the
same words but meant something different when they used it. I wish I
could say this problem was confined to administrative leaders. It is
not. I found the same problem with physician leaders. There is a
solution for this problem that is not dependent on the other person. I
wish I learned this earlier in my career.
Define success for them. When an administrator says they want to
see more engagement from physicians as a result of your leadership
for the Clinical Practice Program, then tell them what this means to
you and get them to agree on that definition. For example, you can
say that your first year goals for the Clinical Practice Committee are to
define a project with a quality, utilization and cost savings goal and
realize a five percent improvement in each. Then ask the
administrator if that would qualify as more engagement from
physicians? It is difficult for them to not agree with this because there
is a very good chance that no one else has done this or suggested this.
It is important for you to think about these promises before you enter
into these types of discussions. You want to set achievable goals for
yourself. So what makes this an attractive offer to an administrator?
It appeals to something they value.
The administration is charged with running the operations of the
hospital or healthcare system. They cannot ignore business
operations. It is their job, and it is what they are trained to do. Their

76

leadership will be holding them accountable to this. Any discussion
you have with them must take this into consideration. In the example
above, you will notice that goals would be set for quality, utilization
and cost savings. It doesn’t say what order these goals will be set.
When you meet with your committee you can remind them that you
will be setting these three types of goals, but you can focus first on
quality. A clinical practice that delivers on good clinical outcomes will
inevitably produce utilization improvements (decreased length of stay)
and cost savings (savings from decreased length of stay). The idea is
to introduce goals as a way for the various stakeholder groups to
achieve outcomes that are important to them and the organization.
Your administration may have specific goals for you to achieve. In this
case it will be important to prioritize these goals and set realistic
expectations. Use this as an opportunity to shape what their
expectation of success for your role will look like. Programs take time
to build and great outcomes will take even longer. If you are being
asked to reduce length of stay by thirty percent, then this is a time to
speak up and set realistic expectations. Most of you will encounter
reasonable administrators who will work with you. They expect you to
take the lead on this, so be brave and just do it.
Nursing
Regardless of whether you choose a Centralized Model or a
Decentralized Model, you will need to include a Nursing Leader at your
meetings. The expectations of the Nursing Staff will lie somewhere
between that of the physicians and the administration. While they are
trained from a clinical perspective to put the patient’s interest first,
they will also be employees of the hospital. If they are in
management, then there is a good chance that person will be
responsible for a budget, and may have utilization and cost savings
goals for their department. There is nothing wrong with this, but you
will need to be mindful of this when choosing your projects. The closer
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you are aligned with their goals, and what they are being incentivized
to achieve, the greater the likelihood for your success.
There is another aspect of leadership that will be expected of you.
This has to do with conflict resolution. It is not that the other
stakeholder groups will not expect this of you, it is just that the group
that will expect it the most will be Nursing. This can happen in many
ways but the most frequent way is when there is a conflict between a
physician and a nurse. It’s easy to pass this off to the Department
Chair, Chief of Staff or Chief Medical Officer, but all eyes will be on
you. If you are a physician or nursing lead over the Clinical Practice
Program and there is a conflict in this area, you will be expected, at
the very least, to be aware of it and in many cases to directly
intervene. There may be a tendency to shy away from this role, but
you really should not for three reasons. First, all eyes are watching
you and want to see how you respond as a leader. Second, if you can
handle this well it is a great opportunity to gain the respect of your
team. Finally, as a leader of the Clinical Practice Program, you are the
one person who is most likely to understand the issues that are
responsible for the conflict. If it is happening with one person, then if
may be an issue that is affecting the entire program. In that case, you
really are the one person who should be involved.
Clinical Practice Council
This is the group that will be your biggest challenge. The reason is
because, it is usually composed of members of all the other
stakeholder groups. There will always be competing priorities and
agendas in the room even in the most organized programs. Identify a
common agenda for the team during your first meetings. Data is
usually an item of interest for everyone. You will want to know what
data you can track, what data you need to track and how your team
will obtain access to a reliable data source. Risk adjusted and benchmarked data is always nice to have but not essential in the early days
of a program. As your program grows in strength, access to the
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committee members and listening to their feedback will become very
important. With growth will come issues of quality and cost, so make
sure your program plans on having access to this type of data when
the time comes. As you can imagine, if you are going to be having
discussions around quality, then risk adjusted data will become very
important to your physicians. Be their advocate. They will not let this
issue die, and neither should you.
One last bit of advice I’ve adapted from a column titled “Leader Time:
8 things every CEO must know (from memory)” written by Peter
DeMarco.

17

1)   People: Know everyone by name on your Clinical Practice
Council and know or be familiar with every person on the Clinical
Practice Teams.
2)   Prices: What are you charging for your services? Is it
competitive with the system down the road? You may not think
this is important, but once you become a leader people will
expect you to, at least, have some idea of this. This is especially
important for the Clinical Practice projects you are developing.
3)   Pay: It is probably not important to know the exact
compensation package everyone on your team has, but it is
important for you to have some idea if your rates are
competitive in the market. The last thing you want to do is to
train a top notch clinical practice team and have them jump to
the competition because the hospital did not have a competitive
compensation and benefits package.
4)   Purchasing: This includes the equipment, instruments,
accessories and supplies attached to any clinical practice change.
You don’t need know how much each Band-Aid costs but you
should be familiar with all of the higher priced items.
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5)   Presentation: Be familiar with how your program is being
presented to the physician and nursing community.
6)   Perception: How is your program being perceived by your
stakeholders? A great way to do this is to simply ask your
colleagues. Another way is to send out a survey. Don’t overdo
it. A few questions once a year is all it takes.
7)   Performance: You must be familiar with your metrics and
should know what your current dashboard shows. You will also
want to know about significant changes in your metrics. When
you see improvement, then feel confident and brag about it.
Your team expects you to do this. Trumpet the team’s success.
It is a big booster for morale.
8)   Priorities: The program’s priorities will change as the program
matures. This is normal. You will have to constantly be
reassessing your priorities with guidance from your stakeholder
groups.
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CHAPTER 8
PERFORMANCE
IMPROVEMENT

Anyone who has worked hard on starting up a program, and suddenly
sees it become successful, can usually remember the exact point in
time when that happened. For me, it was in the summer of 2011 at
the Loews Ventana Canyon Resort in Tucson, Arizona. My family and I
were on vacation, and we were staying in adjoining rooms. I was
finishing up some business, and the rest of the family were in the next
room. I received an unexpected email describing the initial results of
our Enhanced Recovery after Surgery (ERAS) program for bowel
surgery. The next thing I knew; my wife came running into the room
wanting to know what happened. Apparently I was so happy with the
results, I started hooting and hollering. I was so loud, I could be
heard down the hall, screaming “yee-haw, we did it!” While it is
important to know what we did, I want to also describe in this chapter,
how we did it. Why? So you can do it too at your hospital or
healthcare system. We will cover two specific projects. Each one
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focuses on a different specialty. Each one taught us something new,
that I believe will be very helpful in your efforts to implement clinical
practice changes in your system.
Both of the clinical practice changes discussed in this chapter were
strategic initiatives for a large healthcare system. You will notice
some common themes in both of them.
•   Each initiative was designed with the intent to improve patient
care. (Purpose)
•   Each initiative was developed by consensus agreement among a
multidisciplinary group of clinicians. (Engagement)
•   Each initiative had monthly meetings between the system team
and the facility teams to communicate results and resolve issues.
(Communication)
•   Each initiative was supported by a group of core people, process
and technology. (Infrastructure)
•   Each of the initiatives were supported by the senior management
team for the system and the Board of Directors. Because they
were strategic initiatives, their results were reported out
publically to the system. The hospitals posted their results in
public spaces where patients, families, physicians, nurses and
allied health personnel could view the updated results on a
monthly basis. (Accountability)
•   The co-leads, functioning as a dyad of one physician and one
nurse, were responsible for the implementation of the clinical
practice change as well as the results. (Leadership)
•   They were all successfully implemented. Each demonstrated
statistically significant improvements in outcomes. Lessons
learned in one clinical practice implementation were passed onto
the next clinical practice change. (Performance
Improvement).
By now this should be old news. Each was successful because the
Seven Pillars were embedded within each initiative.
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ERAS: Bowel Surgery
So how does a calm, cool and collected individual like me, find myself
jumping up and down in a Tucson resort screaming yee-haw? It
worked. That’s why. We were able to successfully implement a
clinical practice change across a large integrated delivery network.
The results of this initiative were reported in the Journal for Healthcare
Quality18. We focused the system on two key process steps for the
initiative. The first was early ambulation, defined as ambulating
twenty-five or more feet, at least three times on postoperative day
number one. The second was early alimentation, defined as drinking a
minimum of 200cc of liquids on postoperative day number one.
Already you probably have a few questions regarding these process
steps, so let’s discuss this in more detail because it is fundamental to
understanding why this is important for a successful implementation.
Question 1: Why did you choose an enhanced recovery after bowel
surgery clinical practice? The simple answer is because that is where
we saw opportunity. Our complication rate following bowel surgery
was higher than expected, using risk-adjusted data that was benchmarked across the Premier database. Most of these complications
were due to postoperative ileus. There is ample literature to support
the use of ERAS for addressing this specific complication. In addition,
we found evidence that it was already working, on a much smaller
scale, within our organization.
Question 2: Among the literature supporting ERAS is Lassen’s
article19, which outlined twenty recommended steps. Why did you only
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Loftus T, Stelton S, Efaw BW, Bloomstone J. A system wide care
pathway for enhanced recovery after bowel surgery focusing on
alimentation and ambulation reduces complications and readmissions.
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Lassen, K., Soop, M., Nygren, J., Cox, P. B., Hendry, P. O., Spies,
C., et al. (2009). Consensus review of optimal peri- operative care in
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choose two process steps to address? Previous initiative work in
clinical practice change, in our organization, demonstrated an inverse
relationship between the complexity (number of process steps) and
the likelihood of the initiative’s success. Put another way, the more
complex the initiative the less likely the implementation would be
successful. By the way, Everett Roger’s Diffusion of Innovations
theory supports this observation as well. We also were able to
demonstrate that if we choose a limited number of process steps which
were key drivers of outcomes, then we could still achieve the benefit.
Another reason why we choose to focus on these two is because a
number of the other recommendations for ERAS were already in place.
These other recommendations included: prophylaxis against
thromboembolism, antimicrobial prophylaxis, and the prevention of
intraoperative hypothermia. Each of these were tracked as part of the
Surgical Care Improvement Project, and they already maintained
compliance rates greater than 96%. In addition, prior to their
operation, patients were provided with a customized educational
booklet (Krames Staywell, LLC, 2011), which outlined the expectations
of the protocol.
Question 3: How did you pick these two process steps among the
twenty or more available in the literature? The goal was to determine
which process steps in the literature were considered key drivers.
What we did was to pull a dozen recent papers that specifically
described an ERAS program. We then created a spreadsheet. Along
the top row we listed the name of each paper. In the first column we
listed every element the authors described in the paper as being
important in determining the outcomes. We then recorded the
presence or absence of each element in each study. These were
elements such as early ambulation, early alimentation, alvimopan use,

colorectal surgery: Enhanced Recovery After Surgery (ERAS) Group
recommendations. Archives of Surgery, 144, 961–969.
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chewing gum, etc. We then did a simple count of how often each of
the elements were considered important for all of the studies. The two
most frequently cited elements were early ambulation and early
alimentation. When I described this process to a colleague, he called
it a “poor man’s meta-analysis.” In a way it was. It allowed us to get
to the answer we needed in a very quick and efficient manner.
Question 4: How did you determine the specific metrics for each of
these elements? The literature was highly variable in how it reported
these metrics. We needed a very specific definition because we
wanted to track them in our Electronic Medical Record (EMR). Each
metric had to be encoded data that could be easily abstracted with an
automated process. Our study ended up having five thousand
patients, so automating this process was more efficient compared to a
manual abstraction. I would like to say the final details were
determined scientifically, but they were not. They were determined
through a consensus process. Some surgeons wanted a 50cc limit for
liquids and some were comfortable with 500cc or more. In the end,
the one number everyone would agree on was 200cc. The same
process occurred with ambulation. Several months later when we did
an interim analysis, we were able to determine that the best outcomes
occurred when the threshold was set between 200 – 250 cc, and when
the threshold for ambulation was set between 3 – 4 ambulation’s on
postoperative day number one. It is interesting that a team of
surgeons and nurses predicted this through a consensus process. By
the way, we also discovered that we could have used a combined
volume of 500 – 600 cc, and 5 – 6 ambulation’s for postoperative days
one plus two. We stuck with our original criteria since it was both
validated by our data and supported by the surgeons and nurses.
Another important lesson is; consensus is a powerful tool for
stakeholder support. Use it.
Question 5: How did you track performance using these metrics?
Patients included in this initiative were adult patients (18 years of age
and older) who were admitted for an elective small or large bowel
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operation. Urgent, emergent, and moribund (ASA class 5) patients
were excluded. A composite score was calculated based on the
successful completion of the two key process steps for both study
populations (pre and post ERAS implementation). Each case, which
met the initiative criteria, represented two distinct opportunities for
success. One opportunity was for successfully completing the goal for
alimentation and the other was for successfully completing the goal for
ambulation on postoperative day number one. The composite score
was calculated as the total number of successes divided by the total
number of opportunities and represented on the dashboard as a
percentage. We then set our goal as a five percent increase above the
baseline. By the end of the study we demonstrated a 35.1% relative
increase in composite score, which was associated with a 28.8%
decrease in complications (gastrointestinal and pulmonary) and 17.5%
decrease in readmissions.
Once we agreed on the definition and metrics for the clinical practice
change, it was now time to implement it across the system. It is
important to remember that the team that defined the clinical practice
change was multidisciplinary. It was comprised of surgeons, nurses,
administration, and personnel from quality. In addition, we also had
support from a program manager who provided logistical support and
a data analyst. This team also decided on a go-live date and
implementation date. The go-live date was used to provide education
and training to the facility implementation team. This typically
occurred two to four weeks prior to the implementation. This allowed
time for additional feedback from the facilities and any last minute
changes to the implementation plan. The implementation date was
the date the clinical practice change became effective across the
system.
The implementation teams were responsible for generating awareness
of the clinical practice at the facility and implementing the practice.
Each of these teams were provided tool kits that supported the
implementation. These included a copy of the clinical practice
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statement, references that supported the clinical practice change,
PowerPoint presentation that described the ERAS program for staff
meetings, process flow chart of the ERAS program for staff,
educational booklet for patients, and a communication plan, including
a letter to surgeons describing the program. Implementation team
leads provided the education and materials to the Medical and Nursing
staff though a series of staff meetings. Easy enough, right?
The first time you go through this process it will not be. You will have
doubts. Don’t worry, this is normal. There will be challenges to any
change. In fact, we could tell when one of our clinical practice
changes fell flat by the lack of response. Some resistance is inevitable
and expected. If you are not getting any “resistance”, then you really
need to evaluate your implementation. No resistance is a sign that
either your change is not really a significant change, or that everyone
is ignoring it. If your process change is not really a significant practice
change, then you should not expect any clinical outcomes change.
Same holds true for process change that is being ignored. When you
get “resistance” then you know it is working. Listen to your staff.
There may be serious problems with the practice that will need to be
modified. Most importantly, learn from each implementation. Let’s
review another clinical practice change we implemented immediately
after our ERAS for bowel surgery practice to illustrate how we learned
from the process.
ERAS: Total Knee Arthroplasty
The successful implementation of the ERAS program for bowel surgery
encourage us to try this in another specialty. In this case it was with
the Orthopedic Surgeons, and the specific case was total knee
arthroplasty (TKA). As the ERAS literature was developing for bowel
surgery there also appeared to be a similar application of the concept
for TKA. The idea was the same. We wanted to identify process steps
that were key drivers for outcomes. In this study, we choose two
process steps again. The first was early ambulation, defined as
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standing up at bedside or ambulating any distance on postoperative
day number zero (day of surgery). The second was the avoidance of
any continuous urinary catheter. I am sure this will prompt some
questions, so let’s go through the same set of questions we covered
previously with bowel surgery to understand how this evolved and why
we did what we did with this clinical practice change.
Question 1: Why did you choose an enhanced recovery pathway for
TKA as your clinical practice change? For the same reason we did it
for bowel surgery. That is where we identified an opportunity. Our
complication rate following TKA was higher than expected, using riskadjusted data that was bench-marked across the Premier database.
The Orthopedic literature indicated that many of these complications
were due to lack of activity immediately following the operation.
Question 2: Why did you choose just two process steps? It was the
same reasoning we used for bowel surgery. In addition, we now had
good evidence that this simpler approach works when attempting to
achieve clinical practice change across a large and diversified
healthcare system.
Question 3: How did you pick the process steps from all those
available in the literature? The first process step change was easy to
include for two reasons. Early ambulation was ubiquitous in the
Orthopedic literature. It was almost impossible to find a study that did
not refer to it as a key driver of improved outcomes. The other reason
was that despite this universal acceptance of early ambulation, our
patients were doing it only a third of the time. We knew we could do
better. The second process step takes some explaining. In addition to
the literature, we were also able to perform some data mining from
our system. What we found was that urinary catheters were being
routinely used for these patients despite the lack of evidence in the
literature supporting their use. The concern was that urinary catheters
were having the effect of restraining patients in bed, and preventing
them from ambulating. What we discovered is that patients who did
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not have a continuous urinary catheter in place were 5.9 times more
likely to ambulate on postoperative day number zero compared to
patients who had a catheter. Patients who ambulated on
postoperative day number zero were 2.9 times more likely to ambulate
on postoperative day one. As it turns out they really were being
restrained.
Question 4: How did you determine the specific metrics for this
clinical practice change. These process steps were much easier to
define based on the literature. Consensus was still used in the
process, and as we discovered with bowel surgery, went a long way to
securing buy-in from the surgeons and nurses impacted by the
changes.
Question 5: How did you track performance using these metrics? The
patient population included adults (18 years of age and older)
undergoing elective primary TKA. Urgent, emergent and moribund
(ASA Class 5) patients were excluded. A composite score was
calculated based on the successful completion of the two key process
steps for both study populations (pre and post pathway
implementation). Each case, which met the study criteria, represented
two distinct opportunities for success. One opportunity was for
successfully completing the goal for ambulation on postoperative day
number zero, and the other was for successfully completing the goal
for avoiding a continuous urinary catheter. The composite score was
calculated as the total number of successes divided by the total
number of opportunities and represented on the dashboard as a
percentage. By the end of the study we demonstrated a 91% relative
increase in composite score, which was associated with a 10.5%
decrease in complications, 9.7% decrease in cost, 7.6% decrease in
hospital length of stay and an 18.8% decrease in readmissions. The
improvement in cost averaged about $1000/case. We did about 3000
cases per year for an annual savings of $3 million.
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The implementation process for this clinical practice change was very
similar to what I described in the section for bowel surgery. There
were some important differences. In order to understand these
differences, I want to introduce another tool for you to consider using
whenever you implement a clinical practice change. Track your
process step changes with a process control chart. See Charts 1 & 2.

Chart 1: Process control chart demonstrating the composite score for
the bowel surgery initiative over time.
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Chart 2: Process control chart demonstrating the composite score for
the TKA initiative over time.
The great thing about these charts is they display in an objective
manner when statistically significant changes occurred in the process
step adoption. If significant changes did not occur, then you can
safely conclude the implementation was not successful. As you can
see from Charts 1 and 2, both of these clinical practice
implementations were successful and correlated with improvements in
clinically significant outcomes. So what did we learn in the process of
implementing these initiatives.
Lessons Learned
One of the first things we learned was how to apply the concept of
choice architecture during the implementation. Choice architecture20
“is the design of different ways in which choices can be presented to
consumers, and the impact of that presentation on consumer decisionmaking.” Specifically, we developed an order set that was to be used
for bowel surgery cases. In that order set, early ambulation and early
20

https://en.wikipedia.org/wiki/Choice_architecture
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alimentation were pre-checked. If a surgeon did not want the patient
to have this checked they had to un-check the box next to the order.
Unfortunately, it took us six months to figure this out during the
implementation for bowel surgery. For the TKA initiative we built it
into the order set on day one of the implementation (see Event 1
Chart 2). As you can see from Chart 2 the results demonstrate almost
instantaneous success. It took us about eight months to get that
same level of results without the pre-checked order sets. Hardwiring
process step changes like this is very important for the sustainability
of the change, as both charts demonstrate.
Another important thing we learned was that when you are achieving
good results, you must share this information with your stakeholders
immediately. You can trigger a good results bounce in your success
when you do this. Let me explain. We performed an interim analysis
on our results for bowel surgery. Remember me jumping up and
down, by myself, in a hotel room in Tucson. I shared the results with
some leaders who wanted to distribute this information in a top down
manner. I was scheduled to present this information with the Board of
Directors at a March meeting. So I held on to the results and did not
disclose them to anyone in order to make sure the Board members
were the first to hear it. After this meeting, I shared the results with
senior leadership and the system team. By late April someone
suggested we should share these results with the surgeons and nurses
at the facilities. We did this in early May, now almost ten months after
our implementation day. That was when we saw the good results
bounce in composite score in May 2012. So why did this happen?
There is a Latin saying in medicine, which is primum non nocere. This
translates as, first, do no harm. Physicians believe they are already
doing everything they can to benefit patient care. As a result, they are
reluctant to change their clinical practice without good reason. They
want to see proof that if they are going to change their clinical
practice, then it will not harm their patients. For many, the literature
is a good enough source of that proof. For some, they will need to see
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that the clinical practice change really works within the context of their
practice. This group is typically labeled “resistant to change”, when
they are in fact, just holding out for proof from their own work
environment. They have a different standard and would argue it is a
higher standard. Showing them the good results of the clinical
practice change is what they need to adopt this new clinical practice.
When we communicated the results of the TKA initiative, as soon as
we learned of them, we saw an immediate response (Event 2 on Chart
2). As you can see, both initiatives were sustained for years after
their implementation. In fact, these results continue to this day.
After publishing the results of these studies we were criticized for
being too simplistic. We argued that simplistic is what drove the
relatively rapid adoption rate. Innovation is defined as “any idea,
practice, or object that is perceived as new by an individual or other
unit of adoption”21. An innovation has six characteristics that will
impact its rate of diffusion across a social system. They are “its
relative advantage (the perceived efficiencies gained by the innovation
relative to current tools or procedures), its compatibility with the preexisting system, its complexity or difficulty to learn, its trialability or
testability, its potential for reinvention (using the tool for initially
unintended purposes), and its observed effects”22. When diffusing an
innovation (clinical practice change), we used a simpler clinical
practice change that was associated with improved clinical outcomes in
order to increase the rate of adoption across a large integrated
delivery network spread out over seven states. When we
communicated the results we were advertising its improved relative
advantage. Assured of the results more surgeons were willing to use
the practice on their patients. If you are thinking about implementing
a clinical practice change, then you will need to consider the context in
which that change will be occurring. If you are a small group of
21

Rogers, Everett (16 August 2003). Diffusion of Innovations, 5th
Edition. Simon and Schuster.
22
https://en.wikipedia.org/wiki/Diffusion_of_innovations
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surgeons working at a single hospital with a relatively small group of
nurses, then you will probably be able to implement a more
complicated practice. When we implemented these clinical practice
changes we were working with multiple hospitals (Bowel Surgery – 19
hospitals, TKA – 16 hospitals) and over one hundred surgeons in each
specialty, spread out across seven states. When the magnitude of
context is that great, then simpler is more effective.
Final Thoughts on Performance Improvement
Each project will contribute to the programs performance. You will
have some hits and some misses along the way. Performance
improvement is about learning from the successes and failures. Even
your successes will be less than perfect. Always ask, “What could we
have done differently?” It will take time to develop this program. How
long? It depends on what type of clinical practices you choose. My
recommendation is to start simple and build on your success. You will
not be able to solve all the world’s problems on the first day. You will
eventually be able to impact the ones that are most affecting your
system. Keep a few things in mind when you start your program.
Remember to think about the context (Structure) you will be
implementing change. It will determine where on the simple to
complex spectrum your change will need to be in order to be adopted.
Always, specifically define your process and track it over time,
preferably with a process control chart. Remember to correlate your
process change with outcomes. This is, after all the reason why you
are doing this. In addition, when you see the positive results, you can
pass this on to your stakeholders in order to benefit from the good
results bounce, and long-term sustainability of the practice change.
Your program will improve with time and you will get better at it with
each passing day. You will always be working on performance
improvement as long as there are improvements in healthcare. Think
of it as job security. To see a summary of the steps involved in clinical
practice performance improvement, see Appendix B, The Ten Step
Plan.

95

APPENDIX A
COMMITTEE
CHECKLIST

By now you have probably figured out, this is not just a book on how
to start-up a successful Clinical Practice Program. It is also an
introduction on how to start-up successful programs in general. Each
program will have specific features which will distinguish it from other
programs. The common features are core elements that every
program will need to be successful. I’ve organized these core features
into “Seven Pillars”. After years of starting different types of
programs, the presence of these seven pillars became an unmistakable
pattern in the most successful programs. As you develop your Clinical
Practice Program look for their presence. If you are struggling, then
re-examine the program, and see if you are adhering to the elements
outlined in each chapter.
All successful outcomes are the result of a series of process steps.
Some must occur before others, and there will be some that will not
work in all environments. In this appendix a recommended committee
checklist will be provided. The goal is to take you through the
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planning, the launch of your first Clinical Practice Council meeting and
establishing a performance improvement program. This whole process
can be done in less than ninety days. A more aggressive timeline can
be a done based on your system’s priorities. This checklist will take
you through the first three meetings. It should work if you plan on
meeting every month, every other month or every quarter.
After establishing the Leads and Administrative Assistant, each step
will be followed by a recommended responsible person. This will be in
parenthesis and will be bolded. Attempt to achieve each item in the
checklist, as best you can, in order to launch your program. During
this process, keep track of what was essential and what was not.
Check the box next to essential items and cross off the list those items
found to be non-essential. For example, it may not be customary to
provide refreshments at meetings in your organization, then cross this
off the list. While the list may seem imposing and tedious at first, it is
designed to help you develop good habits. It is these good habits that
you will want to hardwire into your program. By doing so, you will
hardwire barriers to disengaging behaviors. The more effectively you
can do this, the more time you will have to focus on engaging your
team and building a successful program.
The Clinical Practice Council will be the lead executive forum for clinical
practice development and implementation in your organization. Its
role is essential for a high performing program. Setting it up correctly
from the beginning will allow you reach a higher level of performance
much earlier in the process. It requires a lot of “front end” work as
they say. Regardless of whether your committee will be meeting
every month, every other month or every quarter, plan on meeting at
least once a month until you have developed several Clinical Practice
Team projects. This checklist should be used for all of the committees
you eventually develop. It is also important to identify your program’s
metrics and begin to track its performance. This will be the basis for
your performance improvement program. The checklist is set up to
get you there in three months. You may elect to do it quicker but
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really avoid taking any longer than three months. Create a sense of
urgency and capitalize on the momentum to start-up your program. It
will be worth it. In addition to this checklist, you can download other
supporting documents you may find helpful in starting up your
program at my website, www.LoftusHealth.com.
I wish you the best of luck in your program’s success. If you have any
comments or questions, then feel free to contact me at:
TerryLoftusMD@gmail.com or through the contact form at:
www.LoftusHealth.com
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Planning for the Clinical Practice Council Meeting
o   Identify a Physician Lead.
o   Identify a Nursing Lead.
o   Identify an Administrative Assistant. (AA)
o   Set up first planning meeting. (AA)
o   Physician & Nursing Leads to meet with stakeholder
leadership to determine acceptance of Clinical Practice
Program and which model (Centralized vs. Decentralized) to
use. (Leads)
o   Stakeholder leadership list.
o   Chief of Staff
o   Department Chairs (Surgery, OB/Gyn, Urology,
Cardiovascular, ENT, Anesthesia)
o   CEO of hospital
o   CMO of hospital
o   CNO of hospital
o   Confirm type of model to use (Centralized vs. Decentralized).
(Leads)
o   Identify membership for Clinical Practice Council. (Leads)
o   Clinical Practice Council core membership list and contact
information.
o   Physician Lead
o   Nursing Lead
o   Physician Representatives (multidisciplinary)
o   Nursing Representatives
o   Administrative Representative
o   Administrative Assistant
o   Research Assistant
o   Data Analyst
o   Set up Prep meeting for first committee meeting. (AA)
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Prep Meeting
o   Establish calendar of meeting dates. (Leads & AA)
o   Confirm meetings are consistent (e.g. first Thursday of the
Month at 5:00 PM in Boardroom. (Leads & AA)
o   Determine if teleconference capability needed. (Leads &
AA)
o   Develop list of membership with contact information. (Leads
& AA)
o   Develop meeting agenda template. (Leads & AA)
o   Determine if any documents will be needed for first meeting.
(Leads & AA)
o   Determine purpose of committee. (Leads)
o   Develop first meeting’s agenda to include: (Leads & AA)
o   Name of committee
o   Purpose of meeting
o   Type of meeting
o   Date of meeting
o   Time of meeting
o   Location of meeting
o   Call in number with any code (if any)
o   Web link for remote conferencing (if any)
o   Members names and role for attendance
o   Note taker for meeting minutes
o   Time keeper
o   Note for any member preparation for meeting
o   Call meeting to order
o   Call to review previous meeting minutes
o   Action items
o   Responsible party for action items
o   Due date for action items
o   Agenda items
o   Presenter for agenda items
o   Time allotted for each item
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o   New action items
o   Responsible party for new action items
o   Due date for new action items
o   Call for new agenda items for next meeting
o   Reminder of next meeting date, time and location
o   Confirm centralized repository for program documents.
o   Confirm membership has access to centralized repository.
Prior to First Clinical Practice Council Meeting
o   Confirm next meeting and teleconference capability. (AA)
o   Confirm availability of audio-visual equipment and support
contact information in case of problems. (AA)
o   Send out next meeting notice to membership along with any
specific instructions on how to access the meeting via phone
or internet. (AA)
o   Leadership to review quality data for opportunities. (Leads,
Data Analyst)
o   Leadership to confirm final agenda. (Leads)
o   Send out follow-up meeting notice along with final agenda
and any documents to membership. (AA)
o   Confirm RSVPs for meeting. (AA)
o   Leadership to contact any membership non-responders to
meeting notice to confirm RSVP. (Leads)
o   Leadership to contact AA with any confirmed RSVP from nonresponders. (Leads)
o   Arrange refreshments (if any) for next meeting based on
RSVP response. (AA)
o   Prepare any paper documents needed for membership at the
next meeting (agenda and documents). (AA)
First Clinical Practice Council Meeting
o   Arrive 10 – 15 minutes before meeting begins. (Leads & AA)
o   Set-up any audio-visual equipment and test. (Leads or AA)
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o   Set-up any teleconferencing equipment and test. (Leads or
AA)
o   Call in to any bridge line or web enabled teleconferencing 3 –
5 minutes before meeting begins. (Leads or AA)
o   Remind call in members that meeting will begin promptly at
designated time after making connection. (Leads or AA)
o   Call meeting to order at designated time. (Leads)
o   If meeting needs to begin later, notify members why meeting
is delayed and expected start time. Repeat this every 2-3
minutes until meeting begins. (Leads)
o   Take attendance. (Leads or AA)
o   Review purpose of the meeting with membership. (Leads)
o   Introduce new members and guests. (Leads)
o   Remind members to disclose any pertinent potential conflict
of interest during any meeting deliberations. (Leads)
o   Work through agenda with intent to stick to allotted time for
each agenda item. (Leads)
o   Review quality data and discuss opportunities for Clinical
Practices. (Leads, Data Analyst)
o   If extra time needed for additional discussion of an agenda
item, then ask members if it is okay to go past the allotted
time. If so, then notify members of what the additional time
limit will be. (Leads)
o   Consider creating a Metrics Team to develop a list of potential
program metrics, and a mock-up of a dashboard for the next
meeting. (Leads)
o   Request any future agenda items to be forwarded to the
Leads and the AA. (Leads)
o   Announce next meeting date, time and location. (Leads or
AA)
o   Adjourn meeting on time. (Leads)
Prior to Second Clinical Practice Committee Meeting
o   Confirm next meeting and teleconference capability. (AA)
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o   Confirm availability of audio-visual equipment and support
contact information in case of problems. (AA)
o   Send out next meeting notice to membership along with any
specific instructions on how to access the meeting via phone
or internet. (AA)
o   Schedule meeting with Metrics Team to determine potential
program metrics and mock-up of dashboard. (AA)
o   Meet with Metrics team to finalize list of potential program
metrics. (Leads)
o   Narrow list of clinical practice opportunities (Leads)
o   Pull any data, graphs or charts needed for meeting and
forward to Leads. (Data Analyst)
o   Leadership to review any data, graphs, charts or documents
for next meeting and forward to AA. (Leads)
o   Leadership to develop, confirm and forward final agenda to
AA. (Leads)
o   Send out follow-up meeting notice along with final agenda
and any documents to membership. (AA)
o   Confirm RSVPs for meeting. (AA)
o   AA to notify Leads of any non-responders to RSVP. (AA)
o   Leadership to contact any membership non-responders to
meeting notice to confirm RSVP. (Leads)
o   Leadership to contact AA with any confirmed RSVP from nonresponders. (Leads)
o   Arrange refreshments (if any) for next meeting based on
RSVP response. (AA)
o   Prepare any paper documents needed for membership at the
next meeting (agenda and documents). (AA)
Second Clinical Practice Council Meeting
o   Arrive 10 – 15 minutes before meeting begins. (Leads & AA)
o   Set-up any audio-visual equipment and test. (Leads or AA)
o   Set-up any teleconferencing equipment and test. (Leads or
AA)
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o   Call in to any bridge line or web enabled teleconferencing 3 –
5 minutes before meeting begins. (Leads or AA)
o   Remind call in members that meeting will begin promptly at
designated time after making connection. (Leads or AA)
o   Call meeting to order at designated time. (Leads)
o   If meeting needs to begin later, notify members why meeting
is delayed and expected start time. Repeat this every 2-3
minutes until meeting begins. (Leads)
o   Take attendance. (Leads or AA)
o   Review purpose of the meeting with membership. (Leads)
o   Introduce new members and guests. (Leads)
o   Remind members to disclose any pertinent potential conflict
of interest during any meeting deliberations. (Leads)
o   Review previous meeting minutes. (Membership)
o   Approve previous meeting minutes. (Membership)
o   Work through agenda with intent to stick to allotted time for
each agenda item. (Leads)
o   If extra time needed for additional discussion of an agenda
item, then ask members if it is okay to go past the allotted
time. If so, then notify members of what the additional time
limit will be. (Leads)
o   Review Clinical Practice opportunities. (Membership)
o   Review potential metrics and dashboard with membership.
(Leads)
o   Decide on which metrics to track. (Membership)
o   Request any future agenda items to be forwarded to the
Leads and the AA. (Leads)
o   Announce next meeting date, time and location. (Leads or
AA)
o   Adjourn meeting on time. (Leads)
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Prior to Third Clinical Practice Council Meeting
o   Confirm next meeting and teleconference capability. (AA)
o   Confirm availability of audio-visual equipment and support
contact information in case of problems. (AA)
o   Send out next meeting notice to membership along with any
specific instructions on how to access the meeting via phone
or internet. (AA)
o   Pull any data, graphs or charts needed for meeting and
forward to Leads. (Data Analyst)
o   Leadership to review any data, graphs, charts or documents
for next meeting and forward to AA. (Leads)
o   Leadership to develop a draft of how the committee will
communicate its progress to its stakeholders. This can be in
the form of a newsletter, memo or presentation. (Leads)
o   Leadership to develop a communication plan with timeline
and list of stakeholders for communication. (Leads)
o   Leadership to develop, confirm and forward final agenda to
AA. (Leads)
o   Send out follow-up meeting notice along with final agenda
and any documents to membership. (AA)
o   Confirm RSVPs for meeting. (AA)
o   AA to notify Leads of any non-responders to RSVP. (AA)
o   Leadership to contact any membership non-responders to
meeting notice to confirm RSVP. (Leads)
o   Leadership to contact AA with any confirmed RSVP from nonresponders. (Leads)
o   Arrange refreshments (if any) for next meeting based on
RSVP response. (AA)
o   Prepare any paper documents needed for membership at the
next meeting (agenda and documents). (AA)
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Third Clinical Practice Council Meeting
o   Arrive 10 – 15 minutes before meeting begins. (Leads & AA)
o   Set-up any audio-visual equipment and test. (Leads or AA)
o   Set-up any teleconferencing equipment and test. (Leads or
AA)
o   Call in to any bridge line or web enabled teleconferencing 3 –
5 minutes before meeting begins. (Leads or AA)
o   Remind call in members that meeting will begin promptly at
designated time after making connection. (Leads or AA)
o   Call meeting to order at designated time. (Leads)
o   If meeting needs to begin later, notify members why meeting
is delayed and expected start time. Repeat this every 2-3
minutes until meeting begins. (Leads)
o   Take attendance. (Leads or AA)
o   Review purpose of the meeting with membership. (Leads)
o   Introduce new members and guests. (Leads)
o   Remind members to disclose any pertinent potential conflict
of interest during any meeting deliberations. (Leads)
o   Review previous meeting minutes. (Membership)
o   Approve previous meeting minutes. (Membership)
o   Work through agenda with intent to stick to allotted time for
each agenda item. (Leads)
o   If extra time needed for additional discussion of an agenda
item, then ask members if it is okay to go past the allotted
time. If so, then notify members of what the additional time
limit will be. (Leads)
o   Review program metrics and dashboard with membership.
(Data Analyst)
o   Propose and choose 1 – 3 opportunities for the committee to
use for their first performance improvement projects (Clinical
Practice changes). (Membership)
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o   Prioritize opportunities and develop Clinical Practice Teams
sequentially. Avoid developing multiple Clinical Practice
Teams all at once. (Membership)
o   Assign Leads and teams to each clinical practice project based
on priority list. (Leads)
o   Review timeline and plan for first Clinical Practice Team
meeting. (Leads)
o   If needed, then review what “SMART” goals are with
membership so CPTs can develop appropriate clinical practice
metrics. (Leads)
o   Present communication plan to membership for comments
and approval. (Leads)
o   Request any future agenda items to be forwarded to the
Leads and the AA. (Leads)
o   Announce next meeting date, time and location. (Leads or
AA)
o   Adjourn meeting on time. (Leads)
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APPENDIX B
THE TEN STEP PLAN

Ten Steps to Best Practice
1)   Establish a Baseline: Once you have determined the metrics
you will follow, then establish a baseline period and know what
your starting point is.
2)   Benchmarking: If you have access to a program that will riskadjust and bench-mark your data, then you are off to a great
start. If you do not have access to such a resource, then don’t
despair. You can always use past performance as a baseline
metric, and compare your facility to its historical data.
3)   Identify Opportunity: Any gap between a benchmark best
practice and current practice is a potential opportunity. Prioritize
your opportunities, and select the top one to three for
improvement projects.
4)   Attribution Analysis: Determine the source of attribution for
the opportunity. If all of the variation, from best practice, for a
particular metric is from one source, then focus your efforts on
that source. It’s commonly thought that it is usually a single
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physician who is the problem, when in fact, the data may tell
you it is really a system source.
5)   EBM: Review the literature for evidence based medicine (EBM)
of best practice or practice guidelines. If you notice that you
have a higher than expected complication of ileus for your bowel
surgery cases, then you will want to develop and implement an
enhanced recovery after surgery clinical pathway for these types
of cases. This is the step your Research Analyst will be
performing.
6)   PBE: Perform data mining to identify practice based evidence
(PBE) for best practice. There may be a physician or team in
your system who is already achieving outstanding results. Find
out what they are doing, and do it. Your Data Analyst can help
you identify this source.
7)   Plan & Do: Once you have identified an opportunity, either with
EBM or PBE, develop and implement a clinical or operational
practice that can be tracked with specific process measures and
correlated with the specific outcome of interest. If this is your
first time doing this, then keep it simple. The more complicated
the process and the larger the organization, the more difficult it
will be to implement.
8)   Process Measures: Measure before and after process measures
to determine the effectiveness of the implementation. In rolling
out an enhanced recovery program following bowel surgery
across multiple hospitals in seven states, we decided to focus on
just two process measures. These were early alimentation and
early ambulation. By getting the system focused on these two
measures we demonstrated a marked improvement in a very
short period of time. Utilize process control charts whenever
possible. If you have a resource for creating these types of
charts, then this is a strongly recommended approach. It allows
you to determine if the process steps are really improving or not.
It also allows you to track performance over time.
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9)   Outcome Measures: Measure before and after outcomes to
determine the effectiveness of the implementation on patient
care. This is why we are, after all, doing this. When you can
document improvement, then let your stakeholders know as
soon as possible to capitalize on the good bounce effect.
10)  

Standardize: Standardize to the new best practice and

continue to support it until it is confirmed to be stabilized. Once
you have established a new and improved baseline, then
consider adding new process steps in an incremental manner to
continue to improve performance.
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