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Case Example 

50 physician, emergency medicine, independent 

group (range: new grads to 30 year veterans) 

30+ year, stable contract with hospital 

Large 5 hospital community system, urban and 

suburban venues 

Contract approaching renewal 

Quality: Very Good 

Service Excellence: Poor (20th % rank overall care) 
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Case Example (cont) 

Expectation: Engage the physicians and raise 

performance on patient satisfaction 

Timetable: Now 
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Case Example (cont) 

 

How would you proceed in creating buy-

in from the group for the requested 

change? 
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Choices 

(a)  Hardline mandate of performance 

improvement in 90 days or risk non-renewal of 

contract. 

(b)  Suggestion to consider beginning a satisfaction 

program in next 12 months if convenient. 

(c)  Selection of a physician champion to lead 

physician efforts. 

(d)  Explanation of “why” this initiative is important 

with a service excellence plan plotted methodically 

for next 180 days . 

(e)  both c and d 
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Cracking the Code on Buy-in 

 

   $1M Question 
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Extremes of  Approach 

(This won’t work) 
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“Successful and thorough physician engagement is 

about understanding physicians and speaking to 

the issues and principles that inspire, motivate, 

incentivize, influence and push a physician’s 

commitment to a change effort.” 

From “Practicing Excellence: A Physician’s Manual to Exceptional Health Care, 

2006, Stephen Beeson, MD 
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WIIFM: Make a Most Compelling Case 
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Creating Buy-in 

Buy-
in 

Key 
Drivers 

Execution 
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Physician Key Drivers to Change 

(1) Is it good for practice (arm me with knowledge) 

(2) Expectations of consumer/organization/

 licensing boards 

(3) Reduction in risk and complaints 

(4) Financials/incentives 
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Driver #1:  Knowledge on Service Excellence 

Equip physicians with the truths/facts 

Dispel the myths 

Is it good for patients and my practice? 

Vendor Data vs. HCAHPS 
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Simple Truths of Service Excellence 

A more satisfied patient means more satisfied staff 

and physicians 

More satisfied patients spread the word and 

market growth occurs 

Patient are more likely to be compliant when they 

trust staff and doctors (quality) 

Doctors prefer to work with an engaged staff and 

organization (vice versa) 

Organizations with physicians as stewards of this 

model will thrive in the healthcare marketplace 
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Fears, Myths and Misinformation About 
Service Excellence 

“Our patients don’t fit the model” 

“We’ll attract the wrong patients” 

“I didn’t go into medicine to kiss their butts” 

“Scores are low because of the unreasonable 

patients” 

“Perception doesn’t really matter” 

“The hospital is just trying to make money” 
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(The greatest difference between top box and bottom box 

performers is seen in ratio of very good/good) 
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The Contemporary Focus: It’s Changed! 

Cost of Care 

Access to Care 

Workforce Issues 

Quality of Care 

Perception of Care: (I’m sorry, it’s not going 

away) 
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Driver #2:  Expectations of the Consumer 
P
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“I’m the doctor” 

Unilateral 
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Computer-age 

Internet (mis) info 

Patient entitled 

Watch dog groups 
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“Partner” 

Inform me 

Include me in 
treatment 
decisions 

Dignity and respect 

Help me filter the 
expanse of info 
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“Changes” 
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Top Box Consumer Expectations 
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Expectations: Voice of the Consumer 

Skill of the physician #37/38 on Inpatient Priority Index 
KJ 



 
Expectations: Graduate Medical Education 

ACGME 

Core Competencies: 

“Professionalism” 

“Interpersonal and 

Communication Skills” 

Patient Care 

Medical Knowledge 

Practice-based 

Learning and 

Improvement 
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Expectations: Licensure/Boards 

American Board of 

Medical Specialties 

“Maintenance of 

Certification”  

Patient and peer review 

summary 

Encouraged all 24 

professional boards to 

have diplomats survey 

patients 

Physician Practice 

Connection (PPC), 

Patient Centered 

Medical Home 

Quality and preception 

of care 
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Expectations: Do we live up to mission? 
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Expectations: Group/Practice Credo 
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Driver #3: Reduce Risk and Complaints 

Satisfaction and Risk 

Physicians with low patient satisfaction results are 

more likely to have complaints 

Association: for every one point decrement in 

satisfaction scores, 

– 6% increase in complaints 

– 5% increase in risk management events 

Stelfox HT, et al. The American Journal of Medicine 2005; 118: 1126-1133 
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Driver #4: Financials/Incentives 

Satisfied customers 

return and word of 

mouth expands volume 

for the practice or 

hospital  

Help your hospital with 

the “at risk” dollars 

Keep what you have 

earned 
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CEO’s Top Issues - 2010 

Constant 
for years 

Moves up 
and down 

January 24, 2011; 
American College of 
Healthcare Executives 
Announces Top Issues 
Confronting Hospitals: 
2010; 542 Hospital 
CEOs  
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Financial Impact – Example 

Hospital Profile: 

 276-bed hospital 

 22 bed ED 

 Patient Revenue:  

$630 million 

 Payor mix:  

45% Medicare 

 

Impact: 

 1% impact (current P4P 

projection for 2013) = 

$2,835,000  

 30%* attributed to 

HCAHPS performance = 

$850,500 potential risk 

 70%* attributed to Core 

Measure performance = 

$1,984,500 potential risk 

 

 

 

*Impact percents are estimates based on the latest forecasts (11.2.10). 
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Execution (means to get there) 

(1) Transparency and Metric Feedback 

(2) Training and Coaching for Success 

(3) Collegial Influence/”team” effects 

(4) Reward and Recognition 

(5) Emotional Persuasion 
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Means to Drive Change #1:  Transparency 
and Feedback 
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…Let me introduce you to transparency 
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Your Ticket to Success: ”Always” 
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HCAHPS Questions 

Composite     Question Summary Response Scale 

Nursing Communication 

Nurse courtesy and respect ALWAYS1, Usually, Sometime, Never 

Nurses listen carefully ALWAYS, Usually, Sometime, Never 

Nurse explanations are clear ALWAYS, Usually, Sometime, Never 

Doctor Communication 

Doctor courtesy and respect ALWAYS, Usually, Sometime, Never 
Doctors listen carefully ALWAYS, Usually, Sometime, Never 

Doctor explanations are clear ALWAYS, Usually, Sometime, Never 

Responsiveness of Staff 

Did you need help in getting to bathroom? 2 Yes No (screening question) 

Staff helped with bathroom needs ALWAYS, Usually, Sometime, Never 

Call button answered ALWAYS, Usually, Sometime, Never 

Pain Management 

Did you need medicine for pain? 2 Yes, No (screening question) 

Pain well controlled ALWAYS, Usually, Sometime, Never 

Staff helped patient with pain ALWAYS, Usually, Sometime, Never 

Communication of  
Medications 

Were you given any new meds? 2 Yes, No (screening question) 

Staff explained medicine ALWAYS, Usually, Sometime, Never 

Staff clearly described side effects ALWAYS, Usually, Sometime, Never 

Discharge Information 

Did you go home, someone else’s home, or to 
another facility? 2 

Own home, Someone else’s home, Another facility (screening 
question) 

Staff discussed help need after discharge YES, No 

Written symptom/health info provided  YES, No 

NA Area around room kept quiet at night  ALWAYS, Usually, Sometime, Never 

NA Room and bathroom kept clean ALWAYS, Usually, Sometime, Never 

NA Willingness to Recommend DEFINITELY YES, Probably Yes, Probably No, Definitely No 

NA Hospital Rating Question  0 to 10 point scale (percent 9 and 10 reported) 

1Response used to calculate the question score is designated by capital letters 

2For analysis purposes, it is important to know which areas have screening questions because the sample size will be lower than the other areas DS 



As  Hospital’s ED Percentile Ranking Increases,  
So Does Its HCAHPS “Overall” Percentile Ranking 
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Will Physician Performance Be Measured 
and Monitored? 

“What gets measured 

gets results” 

“Unsettling” is healthy 

The more transparent, 

the more motivating 

Physicians want to 

succeed 
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Means to Drive Change #2:  Teaching and 
Coaching for Success  

Use best practice tactics/skill sets 

Consider nuances/challenges of a given practice or 

service line and tailor coaching accordingly 

Coaching calendar critical 

Form a foundation for success 

Round on physicians in coaching sessions 

“this is not an initiative”, “not flavor of the month” 

Use peer-reviewed literature to guide a tactical 

approach 
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Means to Drive Change #3:  Collegial 
Relationships (The Team Needs You) 

Aligned physician and 

staff missions/values 

What am I doing to 

help the team? 

Does the end product 

(service and quality) 

match the written 

goals/mission 

Is your work day the 

best it can be? 
DS 



It Doesn’t Have To Be This Way 
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Collaboration Must Be the Norm 

Physicians 

Executive Leadership 

Staff 

Ancillary Services 

Pastoral Care 

Board of Directors 
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Collaboration means… 

Input from physicians, executive leadership and 

staff leadership must all be embraced and 

respected for high level initiatives 

Paradigm shift:  “How are we going to be 

successful together” 

Lose the silos 

Everyone is my customer 

Be transparent concerning unmet expectations 

Don’t be offended by unblinded data (think 2nd 

bullet point) 
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Means to Drive Change #4: Reward and 
Recognition 

Motivational 

More likely to repeat 

the positive behavior 

More likely to motivate 

others to adopt the 

culture 

“I could do this another 

twenty years” 

“That’s what brings 

me back” 
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Reward and Recognize 
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Means to Drive Change #5: Emotional 
Persuasion 
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Change Management 

 

 

Addressing the Human Side of Change 
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Prochaska’s Stages of Change 
 
 

Pre-contemplation 

Contemplation 

Decision 

ACTION 

Maintenance 
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Some Key Elements of  
Rogers’ Theory of Diffusion of an Innovation 

Attributes of an innovation 

Leveraging early adopters 
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Attributes of an Idea that Facilitate Adoption 

Relative Advantage 

Simplicity 

Trialability 

Compatibility 

Observability 

Source: Rogers, 1995 Leaders in Emergency Medicine 
KJ 



 Adopter Categories 

Source: Rogers 1995 
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The Bottom Line… 

Do: 

Evidence-based clinical and operational practices 

“Show me the data” (transparent metrics) 

“How do I compare to my peers” (peer comparison 

and benchmarking) 

Align financial incentives and disincentives 

Regular feedback and coaching 

Nurse and Provider alignment on performance and 

objectives 
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The Bottom, Bottom Line… 

REMEMBER: 

It’s about culture change (can take time) 

Focus on moving the bell-shaped curve 

Decrease variability 

Don’t forget Pareto’s Paradox 
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Pain is Temporary, Success is Forever 

DS 



 

 

 

 

 

    

 Thank you 


