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Message from
our President

Often, it feels like we’re two steps behind in healthcare. Just as we’ve responded 
to the last challenge, new and urgent financial issues pop up. It can be difficult 
to keep up. One of the best ways to manage a constantly shifting environment 
is to put an operating system in place that can respond quickly and efficiently to 
whatever comes next.

If you’re using Studer Group’s Evidence-Based LeadershipSM framework, you’ll 
find all kinds of valuable enhancements to optimize the tools you’re likely already 
using. In our feature article, Breathing Room, CEO Jim O’Loughlin shares best 
practices for driving down preventable readmissions to stop losing money on 
employed physicians. 

Both of these topics are worth a deeper dive, so we explore further. First with a 
case study that shows how Advocate Sherman Hospital saved $265,000 in its 
three-month pilot to remove variability in care transitions. Then, we take a look at 
the future of medical group practice in a Q&A with AMGA’s new president and CEO,    
Dr. Jerry Penso.  

I wish each of you a year that is worthwhile and full of purpose. Please don’t 
hesitate to reach out to me at DRitchie@StuderGroup.com if we can be helpful.

PS  Ready to start advancing your leadership strategies? Start 2018 with the 
confidence and skills that world-class training provides. View our 2018 events at 
StuderGroup.com/Conferences.

mailto:DRitchie%40StuderGroup.com?subject=
http://www.StuderGroup.com/Conferences.
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Breathing Room
3 POWERFUL WAYS TO RESPOND TO TODAY’S 
FINANCIAL SQUEEZE

1. DRIVE DOWN PREVENTABLE READMISSIONS
Today, 70 percent of hospitals are in a CMS penalty phase for readmissions. This challenge takes on new 
urgency as CMS continues to expand the definition of what’s at risk under Pay for Performance. 

One of the most effective ways to reduce readmissions is to ensure effective handovers—or care transitions—
for patients between care settings. In fact, a 2017 study by The Joint Commission reported that 80 percent of 
serious medical errors involve miscommunication when a patient is transitioning. 

Another study of patients discharged to home after an inpatient stay found that only 41 percent were able to 
state their diagnoses. Just 37 percent could explain the purpose of their medications and only 14 percent knew 
common side effects. As a result, approximately 2.6 million Medicare beneficiaries are re-hospitalized at a cost 
of over $26 billion annually. It’s estimated that up to 76 percent of these are preventable. 

by Jim O’Loughlin, 
president and CEO, Munroe 

Regional Medical Center 
and Studer Group Speaker

For the tenth year in a row, financial challenges have 
ranked number one on the list of hospital CEOs’ top 
concerns on the American College of Healthcare 
Executives’ annual survey. The pace of change in 
healthcare remains brisk. 

While healthcare spending is on the rise again, price 
growth is down across all payer classes. And there’s 
no end in sight for inpatient reimbursement cuts as 
the Center for Medicare and Medicaid Services’ (CMS) 
Value-Based Payment (VBP) penalties continue to 
roll out for new covered diagnoses. Here’s what you 
can do to respond now:
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It makes sense, then, that hospitals that patients 
rate highly for care transitions have fewer excess 
readmissions and pay fewer penalties. They receive 
better reimbursements under the VBP program and 
enjoy higher net operating profit margins.

What works to turn the tide? The best way to both 
cut costs and close the safety gap is an integrated 
approach focused on the longitudinal path of the 
patient from point of entry through discharge, 
including care transition calls, Key Words at Key Times 
and Nurse Leader Rounding on patients, for starters. 
When combined with the use of Bedside Shift Report, 
visit guides and discharge folders to coordinate care 
and clarify post-discharge instructions, results can 
be remarkable. (See page 10 to learn how Advocate 
Sherman Hospital cut costs by $265,000 during a 
three-month pilot of a comprehensive approach to 
hardwiring care transitions.)

2. STOP LOSING MONEY ON                          
EMPLOYED PHYSICIANS
Is it 1990 all over again? After buying medical 
practices throughout the nineties, hospitals then 
divested to shed losses. But now, the industry is racing 
to employ physicians once again for better integration 
to compete under population health. In fact, in 2016, 
less than half of U.S. physicians owned their own 
practices. Moreover, in some healthcare systems 

today, physician employment expense comprises 10 
percent of total health system operating expenses. 
According to the Medical Group Management 
Association, the average annual loss per employed 
physician by health systems is approaching $200,000.

Before you can turn the tide on costs associated 
with employing physicians, it’s critical to be clear 
on why you’re employing them in the first place. 
Did you hire physicians as a loss leader to feed your 
health system? Do you believe you’ll need them to 
be successful under a population health strategy? Or 
are you employing them to lock in business at your 
facilities? Once you answer that question, you’ll be 
ready to design a strategy to maximize the value of 
your physicians. 

Capture downstream revenue. Since medical groups 
are the front door to the health system, it’s important 
to capture referrals through downstream revenue.  
“Frequently the Board approves the acquisition of 
a medical group based on anticipated downstream 
revenues, but then the system never measures it and 
the CEO finds the system is losing money,” explains 
Huron managing director Matthew Bates. “If you can’t 
measure downstream revenue, can you measure 
referrals? What percent of your employed physician’s 
patient referrals stay in your system or don’t?” 

Patients who rate hospitals highly for care transitions pay fewer penalties for excess readmissions.
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Align compensation to desired behavior. Remember 
that physicians are rational human beings who act 
rationally by doing what’s incentivized. “If you pay 
them for volume and then enter into lots of at-risk 
contracts where you’re losing money and ask them 
not to repeat tests and procedures, you’re sending 
a mixed message,” adds Bates. “Forward-leaning 
organizations are measuring billable encounters rather 
than relative value units (RVUs).”

Frequently, systems acquire a medical practice that no 
longer performs financially at the same level that it did 
pre-acquisition. Why? Health systems may offer a two- 
to five-year salary guarantee so that physicians are 
making more by working less. As a result, productivity 
falls off. 

Such salary guarantees can be particularly challenging 
when an organization that wants to open a new 
service line makes an expensive salary guarantee in 
a crowded market. “It’s often not possible to break 
even on a reasonable market share position of many 
specialized procedures,” notes Bates.

So, incentivize the behavior you’re seeking. At one 
high-performing physician-owned medical group, 
physicians are paid a salary in exchange for meeting 
a productivity standard. They also earn end-of-year 
Medicare bonuses—a 50-50 split with owners—driven 
by value-based performance to align with the entity’s 
reimbursement.

Value salary and benefits accurately in the deal. 
Because 80 percent of the cost in a medical group is 
labor, remember that a richer benefits package will 
add cost. Are you offering all nurses in the practice 
the same salary as those in the newly affiliated 
hospital? Nurses in office practices typically enjoy 
regular hours with weekends and holidays off so job 
descriptions may differ.

Make ancillary revenue part of the equation. 
Frequently, systems will move the lab services of an 
acquired physician practice from the practice into 
a centralized outpatient services division to benefit 
from economies of scale. Once that revenue stream 
is removed from the practice, it may appear that it is 
now losing money. But actually, the system may be 
charging more for those procedures for a net gain. 

In the same way, some systems add more layers 
of management—which adds overhead—after an 
acquisition so that multiple people are doing what 
one person used to do. The opposite should be true. 
Greater economies of scale should lead to a wider 
span of control.

Understand your population health strategy. 
Is your organization going to build a value-based 
infrastructure for all patients? Or just a subset? “If 
you’re building a patient-centered medical home for 
everyone, but only getting reimbursed more for five 
percent of your patients, that means you’re paying for 
overhead on the other 95 percent,” says Bates.

3. STREAMLINE YOUR                        
PERIOPERATIVE SERVICES 
Ambulatory surgery centers (ASCs) are big business 
today due to increasing volumes, consumer interest  
and potential for higher Medicare reimbursement. In 
2016, Medicare payments to the top-three highest 
volume ASC procedures were $1.1 billion for cataract 
surgery with IOL 1 stage, $185 million for upper GI/
endoscopy biopsy and $180 million for colonoscopy 
with biopsy. 

As consumers continue to step up pressure for 
easy access to quick, convenient, patient-centered 
procedures, hospitals and health systems are 
responding at a record pace. In April 2017 alone, 
eight healthcare organizations across the country 
either announced plans to build, broke ground, or 
opened new ASCs. 

“If you’re betting on Value 
Based Purchasing (VBP) as the 
future, that’s commendable. 
Just recognize and accept that, 
for now, you are making an 
investment—which may mean 
losses—until that future arrives.”

Matthew Bates, Huron managing director
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As a result, ambulatory surgery is one of the fastest 
growing service lines in a hospital’s portfolio today. 
Increasingly, major procedures that range from GYN 
and urology to digestive systems are moving to ASCs. 
Orthopedics is coming. CMS also recently proposed 
a 1.9 percent increase in 2018 ASC reimbursement—
including total joint replacements—to those meeting 
quality reporting requirements.

OAS CAHPS is imminent. To capture these upsides, 
hospitals will need to excel at delivering an excellent 
patient experience. In fact, public reporting on 
the OAS CAHPS (Outpatient Ambulatory Surgery 
Consumer Assessment of Healthcare Providers and 
Systems) survey is slated to begin in 2018 (mandatory 
in 2019) and impacts both freestanding and hospital-
based ASCs. The survey includes 37 questions 
broken into five domains: (1) before your procedure, 
(2)the facility and staff, (3) communication about your 
procedure, (4) your recovery, and (5)    your overall 
experience. 

In an ASC, patients are expecting an experience that’s 
more than just an episodic event. And because ASCs 
that don’t hit certain thresholds face VBP penalties, 
now is the time to put tools and tactics in place to 
ensure your ASCs deliver. 

What to Fix. “Begin by looking at both the front and 
back end of the patient experience,” explains Davy 
Crockett, Studer Group senior leader.  “Is scheduling 
easy? Do cases start on time? Do patients understand 
discharge instructions? Long-time Studer Group 
partners will find that the tools they’re already using 
are critical in an ASC environment. Tactics like AIDET® 
and Key Words at Key Times correlate directly to 
survey questions around items like ‘Did the doctors 
and nurses treat you with courtesy and respect?’ and 
‘Did they explain your procedure in a way that was 
easy to understand?’”

Because the OAS CAHPS survey also emphasizes 
relationships, communication gaps will become 
quickly apparent and easily differentiate top 
performing ASCs from low performers. For example, 
there are multiple questions on how patients felt they 
were treated by the anesthesiologist and questions 
on how handovers occur during different phases of 
surgery. Also, the surveys can be completed by family 
members so it’s more important than ever to build 
trust and collaboration between the patient, his/
her family, and the provider. Questions on managing 
complications dictate a fresh focus on ensuring 
quality post-visit calls are occurring consistently and 
providers are using the teach back method to ensure 
every patient is prepared.

While it’s not likely that the pace of change in 
healthcare will slow down any time soon, reducing 
preventable readmissions, refocusing compensation 
for employed physicians, and streamlining the patient 
experience in ASCs can make a critical difference to 
your organization’s financial future. 

Are Your Perioperative Services Ready 
for the Perioperative Surgical Home?

Read Studer Group’s Insight at 

StuderGroup.com/Perioperative-Insights 

Everything You Need to Know about OAS CAHPS

Get your copy of Studer Group’s just-released OAS CAHPS 

Compendium: A Guidebook to Improving Patient Experience 

Outcomes across the Ambulatory Surgery Continuum at 

FireStarterPublishing.com/OAS-CAHPS-Compendium

https://www.studergroup.com/perioperative-insights
https://www.firestarterpublishing.com/oas-cahps-compendium 
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The Future of
Medical Group Practice
Q&A WITH AMGA PRESIDENT AND CEO JERRY PENSO, MD, MBA

HR: Data over the last 20 years indicates a trend toward patients requiring fewer nights 
in hospitals, despite an increasingly aging population in the U.S. Can you share AMGA’s 
perspective on this trend?
JP: The trend is reflective of many factors, but particularly, positive changes in the delivery system and 
preferences of patients towards outpatient care. More organizations are using a population health approach 
to manage complex patients and focus on preventative care. In addition, telehealth, remote monitoring,               
and an increasing number of surgeries in ambulatory practice settings are all moving us in this direction. We             
think these are all good trends. The industry is moving to a value-based system while also responding to 
patient needs and preferences.

HR: Speaking of telehealth, consumers are receiving care at more than 3,500 retail 
clinics nationwide. What do you see for the future of medical groups in a more  
consumer-centric world where patients can access care anywhere, anytime? How         
can medical groups effectively compete?
JP: AMGA members utilize a group practice model that houses coordinated services under one roof. Ancillary 
services and specialists communicate through a unified health record. Many are also using Lean methodologies 
to streamline the patient experience. So, I have confidence in the ability of AMGA’s medical groups to respond  
in a variety of ways that do not increase fragmentation. 

For example, Wellmont Medical Associates, serving 23 counties in Northeast Tennessee and Southwest Virginia, 
is building urgent care centers to respond to retail medicine. Off-hours and walk-in availability will help patients 
avoid costly visits to the emergency room, while still coordinating care within the medical group practice.

Jerry Penso, MD, MBA 
is president and 

CEO of AMGA 

In October 2017, AMGA (formerly the American 
Medical Group Association) named Jerry Penso, 
MD, MBA as president and CEO of the association. 
Here, Dr. Penso shares his thoughts on the future of 
medical group practice and where AMGA is headed.
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HR: After spinning off physician practices in the nineties, health systems are once again 
employing physicians—even though they are frequently losing money on this approach. 
Does this financial model make sense?
JP: I believe it does make good economic sense as Congress and the private market continue to move 
towards value. Under that payment model, building a large, sophisticated, and aligned network that is robust 
enough to manage a large population—and deliver on quality and cost—is critical. Without employed or 
affiliated physicians, organizations won’t be able to do the type of value-based contracting that we see as the 
future of payment.

In the interim, the business may look unprofitable, depending on how accounting systems apply and allocate 
the cost of ancillary services throughout the system. AMGA also recommends that systems benchmark the 
best-in-class data that we offer—to identify efficiencies in physician compensation, executive compensation, 
productivity, and staffing.

HR: There’s much discussion around the transition to value. What are the challenges 
AMGA members are encountering when trying to make it work?
JP: AMGA members are all along the risk continuum, from those still doing fee-for-service up to full 
capitation. However, many have been preparing over recent years for both upside and downside risk in 
everything from developing staffing with care management and IT analytics to unified electronic health 
records and care redesign. 

AMGA’s most recent risk survey identified a definite move to accepting more risk in federal and commercial 
programs. However, there are still a number of barriers impeding this transition. Those range from sharing data 
with health plans to not getting claims data in a timely, accurate, or standardized manner. The reporting on 
quality measures becomes a barrier to moving forward due to the cost of information technology resources. 
We’d like to see a harmonization of quality metrics and simplification to reduce costs that are being diverted 
now from providing care. 

HR: Any last thoughts to share?
JP: I’m an optimist. I’ve seen groups throughout the nation work collaboratively to improve care and provide 
better value. For example, AMGA supports quality improvement initiatives. We’re in the second year of a 
diabetes campaign that includes more than 150 AMGA member systems and their physicians to measurably 
improve care. 

In just one year, we’ve improved care for more than 600,000 patients on clinical indicators like blood sugar, 
blood pressure and cholesterol. I believe that if all stakeholders come together, we can work together to 
improve care and provide more value. 
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How to Hardwire 
Care Transitions
REDUCE PREVENTABLE READMISSIONS, LENGTH       
OF STAY AND MEDICARE SPEND PER BENEFICIARY

Q: Why is there such a huge focus on care 
transitions in healthcare today?
DT: The data is so compelling. Within 30 days of 
discharge, 2.6 million Medicare beneficiaries are 
re-hospitalized at a cost of $26 billion every year. In 
one study, only 14 percent of patients knew common 
side effects of their medications! That’s got to change 
particularly since 20 percent of patients experience 
an adverse event within three weeks of hospital 
discharge. These represent huge risks for patient 
safety as well as reimbursement.

Q: What differentiates Studer Group’s care 
transition offering?
DT: Hardwiring the tools and tactics in the Evidence-
Based LeadershipSM framework builds a strong 
foundation for results in all areas, including care 
transitions. Because we know that patient ratings 
on the HCAHPS care transitions domain strongly 
correlates with the overall rating, coaches frequently 
focus on ways to drive higher ratings there.

Care transitions coaching goes further and deeper to 
assess and improve the safety and experience along 
the longitudinal continuum for the patient, including 
any handovers between shifts, changes in level of 
care and transition from the hospital to another care 
facility or home. The goal is to identify any existing 
gaps that may lead to failure along the transition of 
care continuum.  

Q: What does a care transitions coaching 
plan look like?
DT: We typically do two assessments. One on the 
front-end and one by walking the gemba to identify 
gaps in systems or processes where failure may occur, 
risking harm to our patients. We develop a specific 
and focused coaching plan that responds directly to 
the organization’s goals. Just as organizations often 
retain us for specific coaching on flow and throughput 
in emergency departments, many are looking for a 
holistic approach to care transitions. 

Sometimes organizations are successfully using 
Studer Group tools, but they haven’t been optimized 
yet for care transitions. There are dozens of ways this 
can make a dramatic difference. 

Q: What’s the best way to learn more about 
coaching for care transitions?
DT: I’d recommend reading Studer Group’s thought 
leadership on care transitions. There are a number 
of complimentary resources available, including 
those that focus on comprehensive care plans and 
managing bundled payments with care transition 
calls. Leaders who are interested in discussing their 
organization’s specific opportunities and challenges 
in care transitions can reach me at Diana.Topjian@
studergroup.com.

by Diana Topjian, RN, 
MSN, DM, C-ENP, Studer 

Group coach and care 
transitions expert

Get best practices.

Access Studer Group care transitions 

thought leadership and coaching 

information at StuderGroup.com/         
Care-Transitions.

https://www.studergroup.com/how-we-help/care-transitions-intensive
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ANSWERS:
IF YOU ANSWERED “YES”              
7 OR MORE TIMES:
Congratulations. You’ve hardwired 
financial excellence at your 
organization. Continue to drive 
organizational growth with onsite 
training that creates organization-wide 
urgency to execute changes. View 
Studer Group speakers and topics at 
StuderGroup.com/WeSpeak. 

IF YOU ANSWERED “YES”              
5 TO 6 TIMES:
You’re on the path to closing important 
financial gaps. Now, complete the 
Emergency Department Financial 
Benefit Calculator to see how 
improving certain metrics can increase 
your bottom line by hundreds of 
thousands or even millions of dollars 
each year at StuderGroup.com/    
ROI-Calculator. 

IF YOU ANSWERED “YES”            
4 OR FEWER TIMES:
You’ve demonstrated your 
commitment to improving financials.  
From technology to Medicare 
reimbursement, and volume to value, 
we’ve developed an infographic that 
provides videos, whitepapers and 
resources designed to help address 
each issue. Access the infographic at 
StuderGroup.com/Anatomy-Hospital. 

QUESTIONS:
Leaders, providers and employees are highly 
engaged in the mission, vision, and goals of our 
organization.

A culture centered on accountability is reliably 
embedded in our organization through an ongoing 
process of communication and assessment of 
goals at every level.

We’ve hardwired care transitions for fewer 
preventable readmissions.

We have a clearly articulated and aligned 
organizational strategy for employing physicians 
and compensating them.

We compete effectively with ambulatory surgery 
centers because our perioperative services are 
streamlined and patient-centered.

We are well-prepared and positioned for high 
performance on the outpatient experience as CMS 
prepares to debut the OAS CAHPS survey in 2018.

Leaders, providers, and employees understand 
how strong financials link to quality clinical 
outcomes and a positive patient experience.

We always begin by first explaining “why,” (then 
“what” and “how”) when asking individuals to 
change behavior to improve financial outcomes.

Y N

Y N

Y N

Y N

Y N

Y N

Y N

Y N

Self-Test: Financial Check-Up
IS THERE MORE YOU CAN DO TO IMPROVE THE FINANCIAL HEALTH                                
OF YOUR ORGANIZATION? 
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https://www.studergroup.com/how-we-help/healthcare-speakers
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https://www.studergroup.com/resources/articles-and-industry-updates/articles-and-whitepapers/the-anatomy-of-a-hospital
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Closing the Gap
HOW ONE HOSPITAL CUT READMISSIONS                      
BY HARDWIRING CARE TRANSITIONS 

In late 2016, leaders at Advocate Sherman Hospital, 
a level 2 trauma center in Elgin, IL, took a hard look 
at patient HCAHPS rankings and decided they had 
more work to do. Patients ranked the hospital overall 
(medical floor) at the 53rd percentile, and at just the 
28th percentile for care transitions. 

Also, since nurses had been making centralized post-visit calls since 2011, they 
had identified a host of issues negatively impacting patient transitions after 
discharge. For instance, patients commonly complained they couldn’t get in to 
see their physician for a timely follow-up visit, had trouble filling prescriptions, and 
expressed confusion about discharge instructions.

“We knew from our work with Studer Group that the HCAHPS care transitions 
domain really drives the overall rating,” explains Joan Kanute, MS, RD, CNSC, CPXP, 
executive director, service excellence. “So in retrospect, it’s perhaps not surprising 
that our overall HCAHPS rating jumped to the 89th percentile during the pilot when 
we got care transitions right.” In addition, Advocate Sherman Hospital avoided 41 
patient readmissions during its three-month pilot for a net savings of $265,516 
(based on an estimated cost of $6,476 per patient) during the quarter.

A Four-Pronged Approach:
1. DAILY TRIAD ROUNDS WITH PATIENT, RN AND                     
CARE MANAGEMENT 
When Cheri Goll, MSN, RN, NE-BC, chief nurse executive/vice president nursing and 
Kanute reviewed readmissions by unit and checked those against post-visit phone 
calls, they learned that readmissions were frequently caused by gaps in post-visit 
care, such as delays in the arrival of oxygen at home or inability to get to a scheduled 
physical therapy appointment. By designing a new discharge process where RNs 
rounded daily on patients with care managers, they closed the gaps.

by Cheri Goll, MSN, RN, 
NE-BC, chief nurse 

executive/vice president 
nursing at Advocate 

Sherman Hospital, Elgin, IL

by Joan Kanute, MS, RD, 
CNSC, CPXP, executive 

director, service excellence 
at Advocate Sherman 

Hospital, Elgin, IL
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To reduce variation in the rounds, they developed a 
standardized script that was prescriptive and focused 
on what would be needed at home. For instance, a care 
manager might say, “Tell me about your home.” When 
the patient described area rugs in the kitchen and an 
upstairs bathroom, the team could create a proactive 
and customized plan before discharge that would help 
the patient avoid falls once they were home.

2. REDESIGNED DISCHARGE EDUCATION 
When members of Sherman’s Patient and Family 
Advisory Council reported that discharge information 
was confusing, they responded by creating a 
discharge education task team to streamline a 
discharge education folder and checklist. They also 
initiated standard work that included the “teach back” 
method for several discharge priorities. Instead of 
asking patients, “Do you have any questions about 
caring for your wound?,” they’d say, “I want to make 
sure I did a good job explaining.  Can you tell me in 
your own words, how you will take care of this wound?”

3. PRIORITIZED POST-VISIT CALLS         
TO HIGH-RISK PATIENTS
To focus callers, the team renamed the calls 

“transition of care calls”. Instead of striving to 
complete calls to 100 percent of discharged 
patients, the team used a tool in the electronic 
health record (EHR) to calculate risk of readmission. 
COPD and heart failure patients quickly stood out as 
a top priority for receiving follow up calls. 

To ensure callers reached patients easily, they met 
with patients before discharge to identify the best 
person and time to call. Callers also took ownership 
for coordinating patient follow-up at outpatient and 
primary care clinics. To avoid the issue of patients 
not scheduling their follow-up appointments, callers 

explained, “It’s important you see your physician 
within the next few days after your hospital visit to stay 
healthy. I’ll be making that appointment for you.”

4. OPTIMIZED PATIENT CALL MANAGER
Because the team had been using Studer Group’s 
automated Patient Call ManagerSM software for 
sometime, it was easy to take it to the next level.    
Studer Group coaches Diana Topjian and Lynne Mahony 
shadowed nurses to help further refine questions 
for calls and identify more efficient workflows. Color 
coding high-risk populations made it efficient to    
identify priorities for both initial and serial calls.

What’s Next
Currently, Sherman Hospital is training paramedics 
that do home visits, transition care nurses, care 
managers, outpatient chronic care clinicians              
and primary care physician office staff on patient 
activation. “More ‘activated’ patients are more 
engaged patients, and they have lower health costs      
as a result,” explains Kanute. 

“We will be administering a Patient Activation 
Measures (PAM) assessment to chronic care patients 
as well as high-risk inpatients and then plan to 
integrate the result into the EHR. This allows us to 
spend time and resources on patients who may be 
more overwhelmed (i.e., less activated) and improve 
their engagement for better outcomes and lower 
readmissions.”

“Once you implement this approach, it’s critical to 
be out on the floors seeing how it’s actually being 
accomplished day-to-day,” suggests Goll. “Hardwiring 
it might mean addressing people problems, design 
issues, or challenges with the mental model. It’s the 
only way to identify barriers you didn’t anticipate.”

In addition to substantial savings and a dramatic 

reduction in readmissions, Advocate Sherman Hospital 

continued to improve HCAHPS overall rating to the 99th 

percentile on the medical floor and care transitions to 

the 84th percentile by June 2017.

HCAHPS Rankings

41
Prevented

Readmissions

$265,516
Savings

* based on 41 patients at 
$6,476 per patient.



12 | HARDWIRED RESULTS® | ISSUE 25 | SPRING 2018

Executive Roundtable
HOW ARE YOU REDUCING FINANCIAL PRESSURES IN            
YOUR ORGANIZATION?

Margins have fallen dramatically across South Carolina, so we explain all the 
reasons why at quarterly employee forums. We’ve hosted close to 50 forums since 
2004, and I think it’s a big reason employees rate trust and communication so 
highly on our employee engagement surveys. 

Recently, our president, Lorraine Lutton, asked all employees and physicians to 
become engaged in our challenge to cut costs and improve revenue. Management 
evaluated and selected ideas from several hundred submissions to implement in 2017 
and 2018. In fact, we’ve built $15 million of these into our 2018 budget, which will be 
tracked as a metric on our corporate scorecard. 

For example, frontline employees told us we needed to be more creative and 
proactive in point-of-service collections and that we needed to monitor charity 
care more closely to ensure we provided services in accordance with our policy. 
We also formed a contracts committee so that every contract is reviewed to see    
if we need it, if it’s scoped correctly, or, especially in the case of renewals, if the 
cost can be reduced.

We are also focused on engaging physicians in this process in two ways. First, we 
have moved to an integrated physician network model where physician leaders are 
dedicating more of their time working shoulder to shoulder with senior leadership and 
becoming participatory in our cost cutting process. Physician leaders are the best 
leaders to bring efficiencies through protocols and standardization and garner support 
for such changes. 

And secondly, we are focused on network integrity by asking our physicians to 
guarantee continuity of care for their patients by ensuring their care is completed 
within the Roper St. Francis network. We’re doing our part to solve access issues 
they’ve raised, such as reducing wait times in outpatient physical therapies and 
sleep studies and ensuring women can complete digital mammography and bone 
density studies at the same time.

Brett Johnson, CFO
Roper St. Francis, 

Charleston, SC
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DRIVING ACCOUNTABILITY FOR RESULTS
“One of the things that’s been most helpful is using Studer Group’s Leader 
Evaluation Manager® (LEM) to plan performance for every leader in the organization 
to ensure we activate our plan on January 1, instead of wasting time adjusting goals 
in the first couple months of the year.  While the year-end evaluation aspect of the 
tool is, of course, vital, it’s really the performance planning and management ability 
of LEM that drives those results through ongoing critical conversations.

We spend a lot of time developing goals, cascading them to ensure alignment and 
then creating specific linkages among all leaders. The built-in accountability gives 
us a way to assess our accumulating results month-by-month throughout the year 
to make adjustments in real time so we stay on plan. We’ve made great gains in 
growth, contribution margin and workforce productivity by keeping our thumb on 
the pulse of what’s actually occurring.” 

GAINING MARKET SHARE THROUGH MEDICAL GROUP   
PRACTICE GROWTH
As a small community hospital, we’re finding that partnering with more physicians 
has been an effective way to reach more patients and grow market share. We’ve 
acquired or built 20 additional health center sites over the past seven years, which 
has contributed to annual growth in our outpatient and ancillary services (e.g., labs, 
imaging, diagnostics).

We’ve also dramatically improved referrals by truly partnering with physicians. For 
example, when we noted significant leakage in outpatient therapy referrals, we 
asked the manager of therapy to meet individually with physicians to understand 
what it would take to become their preferred provider. We turned it around by 
solving access issues and reducing the paperwork burden. These days, physicians 
approach us to discuss partnerships because they know we are transparent and 
committed to their success.

Dave Molmen, CEO
Altru Health System, Grand 

Forks, ND

Mark Steadham, CEO
Morris Hospital, Morris, IL

Employee Forum Checklist

Learn how to run five star employee         

forums at StuderGroup.com/Forums.

https://az414866.vo.msecnd.net/cmsroot/studergroup/files/6a/6a642eb8-93ed-463f-9438-7b4bcdc32b13.pdf
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