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Learning Objectives

• Describe two benefits of aligning quality improvement efforts across 
a system. 

• Explain the unique leadership characteristics that are essential to 
improve results.
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FHN 





Our Journey of Excellence (aka J.O.E.)

• Agile – marked by ready ability to move with quick, easy grace; 
having a quick resourceful and adaptable character

• Adaptable – suited by nature, character, or design to a particular 
use, purpose, or situation



Obstetrics Nursing Director
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Mortality
Equity
Patient Centeredness
Efficiency
Safety
Effectiveness

Leadership: Qualities; Not Titles
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2025 Goal

All patients over the age of 
55 will have goals of care 
documented in medical 
record and annually 
reviewed by care team and 
updated as needed to 
ensure patient wishes are 
understood and honored.

Implement value driven 
best practices to achieve 
quality improvement goals, 
reduce costs, and mitigate 
risk.  

Engage patients to become 
more active partners with 
their healthcare team to 
improve overall health and 
wellbeing.

Proactively optimize care 
utilization across the 
continnum to ensure the 
right care at the right place 
and right time. 

Implement new care 
delivery models to enhance 
patient experience and 
value. 

Deliver excellence in our 
community, every patient, 
every time. 

Provide education on goals 
of care

Provide targeted campaign to 
promote annual wellness 
visits

Provide targeted cancer 
screening programs

Expand FHN walk-in services, 
locations and methods of 
delivering care.

Continue to invest in 
development of the area's 
workforce to help meet the 
future needs of FHN and the 
community overall. 

Identify areas of low 
healthcare utilization and 
provide screenings there.

Care team documents 
conversation with patient 
and support regarding goals 
of care.

Expand post discharge 
clinical follow-up calls

Develop and implement 
sepsis campaign

Expand FHN Electronic Health 
Record portal access

Implement Patient Family 
Advisory Council Programs

Engage community partners 
to address social 
determinants of health

Increase number of 
educational programs 
regarding chronic disease 
management.

Expand FHN walk-in services, 
locations and methods of 
delivering care.

Provide targeted behavioral 
health and substance use 
disorder screenings and 
education.

Provide financial resources 
assistance, including 
education on when to use 
which facilities/services

Develop programs on 
wellness, increasing physical 
activity and disease 
prevention

Improve Cultural 
Competencies amongst FHN 
staff and providers
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Improve 
Chronic 
Disease 

Management

Utilize Electronic Health 
Record to identify patients 
with 3 or more chronic 
diseases to without goals of 
care 

Implement value driven 
program specific to 
Congestive Heart Failure 
(CHF), Chronic Obstructive 
Pulmonary Disease (COPD), 
Chronic Kidney Disease, and 
Behavioral Health

Develop and implement 
quarterly educational 
programs specific to CHF, 
COPD, Chronic Kidney 
Disease and Behavioral 
Health

Expand FHN Care Transition 
Services to assist both 
patient and support system 
in the healthcare navigation 
needs

Develop and implement non-
traditional care delivery 
models such as telehealth. 

Collaborate with community 
partners in management of 
chronic disease.
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Provide 
targeted 

community 
screenings to 

our 
community.  

FHN CHNA Implementation Strategy

Community Health Needs Assessment (CHNA)

Source: FHN CHNA Action Plan



Commitment to Share Our Story 

NSTEMI: non ST Elevation MI; DRG: Diagnosis Related Group; SSI: Surgical Site Infection; THA/TKA: Total Hip/Total Knee 
Arthroplasty; CHF: Congestive Heart Failure. Source: FHN Scorecard, Vizient & Press Ganey Data.
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Source: FHN Scorecard, Vizient & Press Ganey Data



Empowered Leaders

PSR: Patient Service Representative; OT: Occupational Therapy. Source: FHN Project Plans.



Commitment to Learning From Others 



Commitment to Learning from Others 

Source: Vizient



Delivering Healthcare Excellence to Our Communities  

PEX: Patient Experience. Source: FHN Internal Data, Press Ganey.



Commitment to Never Return to Slow Processes 

Source: Vizient/FHN



Lessons Learned

• It is easy to forget the path you want to be on when day to day challenges are 
presented.  Define your journey carefully and align your work to achieve your 
goals.  

• Balance the energy with your talent.  

• When we lose our way, we refine our work back to the True North – Healthcare 
Excellence for our Communities.  

• Remember change management strategies, define expectations, build 
accountability. 



Key Takeaways
• Are your strategic quality plans aligned with your goals?  

• Are they actionable and cascaded properly?  The staff RN at the bedside 
should not be accountable to the overall readmission rate.  Consider instead a 
metrics such as Understood Discharge Instructions – attainable by that person.  

• Stretch leaders’ talents, be creative – BUT be prepared for hurt feelings (this is 
your coaching moment)



Questions?

Contact:
Kathryn Martinez, kmartinez@fhn.org
Doreen Timm, dtimm@fhn.org
 

mailto:kmartinez@fhn.org
mailto:dtimm@fhn.org
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