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Outline 

• Tools to Achieve Performance Excellence 

– Balanced Scorecard 

– Hand Hygiene 

• Case Study 

– Organizational Improvement Efforts and 

Physician Engagement:  Care Bundles 



Balanced Scorecard 



How It Works (from 10,000 feet) 



Statistics 

37%

25%

19%

17%

Measures By Quadrant

Quality/Safety

Finance

Work Culture

Customer

Distinct Scorecards:  350 
Distinct measures:  443 
Average Measures per Scorecard: 17.6 
Trend Graphs:  5,288 
Measure Frequency (89% monthly | 11% quarterly) 
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Balanced Scorecard Application 



Duke’s Balanced Scorecard 



 Quality and Patient Safety  

FY15 Strategic Objectives FY15 CSF Goals (DUH, DRH, DRAH)  

Quality & Patient Safety 

Provide coordinated care across 

all settings 

1. CMS Inpatient Evidence-Based Care Score (AMI, HF, PNE, SCIP, STK, VTE, 

IMM) 

2. CMS Outpatient Evidence-Based Care Score (HOP) 

3. Readmission Rate  

4. Mortality 

5. ED LWBS 

6. Length of Stay Ratio (new) 

Provide safe patient care 7.  Patient Safety Index (PSI) 

8.  Hospital Acquired Infections (CLABSI, CAUTI)  



Overview of Proposed Quality and Safety Measures 

Measure Current 
Performance 

Target Target Methodology 

Composite IP EBCS 92.2% 95% UHC Top quartile 

Outpatient EBCS 97% 99% UHC Top quartile 

Readmission Rate 14.4% 13.05% UHC Median 

Mortality O/E ratio .85 .79 UHC Top quartile 

ED LWBS 8% 3.5% Stepped approach to 
national avg. of 1.9% 

LOS Index 1.13 1.02 UHC Median 

PSI Index .67 .66 UHC Top quartile 



Patient Experience 

FY15 Strategic Objectives FY15 CSF Goals (DUH, DRH, DRAH)  

Patient Experience 

Provide every patient with the best 

experience 
1. HCAHPS – Percent of Dimensions Meeting Achievement Threshold   

2.  Outpatient Test & Treatment Mean Score:  CT 

3.  Outpatient Test & Treatment Mean Score:  MRI 

4.  CGCAHPS – Access and Office Staff Domains 

5.  ED Outpatient Satisfaction 

Be available for patients who need 

our care 

6. Scheduled Visits Within 72 Hours (New/Consult) 

7. Template Utilization – YTD 

8. Provider Cancellation Rate (< 4 weeks) 



Overview of Proposed Patient Experience Measures 

Measure Current 
Performance 

Target Target Methodology 

HCAHPS % dimensions 87.5% 87.5% 7 of 8 dimensions meeting 
VBP threshold 

HCAHPS, Staff 
Responsiveness 

63.5 63.6 VBP Achievement threshold 

HCAHPS, Hospital 
Environment 

62.3 64.4 VBP Achievement threshold 

OP CT 93.7 94.6 PG Top quartile 

OP MRI 92.6 95 PG top quartile 

CG CAHPS Access 61.1 62.6 Stepped approach to top 
quartile 

CG CAHPS Office Staff 88.9 90 Stepped approach to top 
quartile 

ED Satisfaction 79.5 88.1 PG Top quartile 



Work Culture 

FY15 Strategic Objectives FY15 CSF Goals (DUH, DRH, DRAH)  

Work Culture 

Maintain a workforce that is 

committed, motivated and 

equipped 

1. Work Culture Commitment Indicator  

2. Percent Terminations:  Overall 

Foster equity and respect of all 

individuals 

3. WC Question on diversity 

Support each other in the 

delivery of high quality care 

4. % Tier III (based on Power Items Score) 



Finance & Growth 

  
FY15 Strategic Objectives FY15 CSF Goals (DUH, DRH, DRAH)  

Finance & Growth  

Deliver high value care 

1. Operating Income  

2. Cost per Episode of Care   (New for FY15) 

3.  FTE per AOB 

Deliver targeted growth 

4. Volume:  Discharges 

5. Volume:  Surgical Procedures  

6. Volume:  Outpatient Visits 

7. Volume:  Entity Strategic Growth Initiatives 



Hand Hygiene 



Background 

• Historical poor performance 

• Limited observation data collection which yielded: 
– Retrospective data 

– Small sample size with little specificity 

– Questionable validity of data 

• Innovative approach proposed by Infection Control 
to: 
– Increase sample size 

– Provide more concurrent feedback 

– Increase specificity 

– Increase the efficiency of reporting 



Solution 

• Dedicated observers (nursing students) 

• Handheld data capture tool 

• Web-based concurrent reporting 

• Reporting down to role level within 

organization (physician, nurse, etc.) 



Demo 

 



Demo 

 



Demo 

 



Alignment 

Central Line Associated Bloodstream Infection 

Hang Hygiene Compliance 

Development of Hand Hygiene Application 

Provide a Safe Patient Care Environment 

-Increased sample size, more concurrent feedback, increased specificity 
-Hand hygiene improvement to 90% compliance rate 
 

DUHS Strategic  

Objective 

CSU Measure 

Improvement 
Opportunity 

Performance 
Improvement 

Outcome 

Integration of Patient Care, Education, Research Mission 



Outline 

• Tools to Achieve Performance Excellence 

– Balanced Scorecard 

– Hand Hygiene 

• Case Study 

– Organizational Improvement Efforts and 

Physician Engagement:  Care Bundles 



Care Bundles 



Purpose 

• Development of bundles to improve the value of 

patient care: 

– Quality measures 

– Cost 

– Patient experience 

• Organize teams around bundles  

• Engage physicians in the improvement process 
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Proposed Approach 

Phase Step 

Define/Measure 

Perform initial analysis by service line and DUHS hospital  
Internal trends and metrics include: discharges, ALOS, variable direct 

cost/case (overall and by top 5 cost buckets), 30 day readmissions, 
CMI, by CSU overall and by top 10 Base DRGs, Ad-hoc 

Measure opportunities to benchmark --> ALOS, cost index, and 
resource utilization compared to UHC  median/top quartile, and 

within the Service Line Analytics tool 

Analyze 

Work with clinical and operational leadership to review initial analysis 
and identify 2-3 targeted improvement areas 

Drill-down into targeted improvement areas to identify root causes of 
variation 

Work with Senior leadership to identify improvement target for each 
area (10% reduction in variable direct cost/case) 

Improve 

Work with clinical and operational leadership to identify improvement 
plan through use of: RIE, best practice identification (internal and 

external), "just do its", Lean, etc. 
Identify necessary resources and changes, and communicate to 

stakeholders 
Implement improvement plan 

Control 
Monitor performance through use of scorecard (ALOS, variable direct 

cost/case) 25 



Areas of Focus 
Timeline Area 

Launched Spring-
Summer 2013 

Ortho 
Heart 

Gen Surg (Vascular, Colorectal, SurgOnc) 
Hospital Medicine 

Transplant (solid tumor) 
Dept of Medicine 

Periop 
Neuro  

Oncology 
OB 

DRH 
DRAH 

Kickoff Winter 2013/ 
Early 2014 

Labs 
Imaging 

Critical Care  
Emergency Services 

Psych 
Peds 

Bariatrics 
BMT 

Endoscopy 
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Interdisciplinary Team 

• Team Chair:  Medical Director for 
Orthopedics 

• Members:   

– Orthopedics Administrator 

– Nursing Unit Manager 

– Practice Administrator 

– Physical Therapy 

– Home Health 

– Performance Services Engineer 
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Knee 



Knee 90 Day Carepath 
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Questions? 

 William Burton 

 william.burton@duke.edu  

  

 Jennifer Rose 

 jennifer.rose@duke.edu 
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