
2010 Military Health System Conference2010 Military Health System Conference

Army Medicine’s Commitment to Strategic Performance Improvement

Using LSS/CPI to Improve Healthcare Operations

Sharing Knowledge: Achieving Breakthrough Performance Sharing Knowledge: Achieving Breakthrough Performance 

Headquarters, Department of the Army

Office of The Surgeon General/US Army Medical Command

Army Medicine’s Commitment to Strategic Performance Improvement

26 January 2001

Gaston M. Randolph, Jr.



Today’s Agenda

2010 MHS Conference



Today’s Agenda

� Strategic Focus
– Aligned with the MHS Quadruple Aim
– Using the Balanced Scorecard in Army Medicine

2010 MHS Conference



Today’s Agenda

� Strategic Focus
– Aligned with the MHS Quadruple Aim
– Using the Balanced Scorecard in Army Medicine

2010 MHS Conference

� Continuous Performance Improvement
– Our Lean Six Sigma Initiative



Today’s Agenda

� Strategic Focus
– Aligned with the MHS Quadruple Aim
– Using the Balanced Scorecard in Army Medicine

2010 MHS Conference

� Continuous Performance Improvement
– Our Lean Six Sigma Initiative

� Knowledge Management
– And Best Practice Transfer
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� Alice:  Which way should I go?

� Cat:  That depends on where you are going.
� Alice:  I don’t know where I’m going!
� Cat:  Then it doesn’t matter which way you go!!

You need to know where you’re going…

(A Vision of the Future)
and have a roadmap to get there…

(A Strategy)
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Lewis 
Carroll - 1872

Through the Looking Glass

Bottom Line: If you don’t know 
where you’re going…

…then you’ll never get there!

(A Strategy)
and performance engines to help you get 

down the road…

(Lean Six Sigma & 
Knowledge Management)



� Alice:  Which way should I go?

� Cat:  That depends on where you are going.
� Alice:  I don’t know where I’m going!
� Cat:  Then it doesn’t matter which way you go!!

…and you need  
methodologies and 
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Lewis 
Carroll - 1872

Through the Looking Glass

Bottom Line: If you don’t know 
where you’re going…

…then you’ll never get there!

methodologies and 
business processes that 

tie it all together!



Improving quality and health outcomes for a 
defined population.  Advocating and incentivizing 
healthy behaviors. 

Enabling a medically ready force, a ready medical 
force, and resiliency of all MHS personnel.

The MHS’ Quadruple Aim
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Patient and family centered care that is seamless 
and integrated. Providing patients the care they 
need, exactly when and where they need it.

Managing the cost of providing care for the 
population.  Eliminate waste and reduce 
unwarranted variation; reward outcomes, not 
outputs. 

Let’s examine our alignment…
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and integrated. Providing patients the care they 
need, exactly when and where they need it.

Managing the cost of providing care for the 
population.  Eliminate waste and reduce 
unwarranted variation; reward outcomes, not 
outputs. 



MHS Quadruple Aim Strategic Goal Strategic Objective C PI/LSS Based Initiative Project POC

M
edical R

eadiness

Enabling a medically ready 
force, a ready medical force, 
and resiliency of all MHS 
personnel.

Deployment 
Readiness

Improve BSO-18 IMR Status/Reporting

Improve Accuracy of Readiness Info by 
Medical Platforms

1. Medical Screening Timeliness 
Improvement of  Reservists at Navy 
Mobilization Processing Site at San 
Diego. 

• CAPT 
Comer

2. Improving Individual Medical
Readiness at Naval Hospital Camp
Pendleton

•CDR Grush

P
opulation H

ealth

Improving quality and health 

Policies and Practices are rooted In 
evidence

1. Surgical Care Improvement Project 3a
- Infection Control - at Naval Medical
Center San Diego

•CAPT 
Greenwood

Navy Medicine & Q -AIM’s “Readiness”
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P
opulation H

ealth

Improving quality and health 
outcomes for a defined 
population.  Advocating and 
incentivizing healthy 
behaviors

Quality of Care

Patient safety is maximized

Center San Diego Greenwood

2. Specialty Referral Reporting
Improvement Program

•LCDR Cook

E
xperience of C

are

Patient and family centered 
care that is seamless and 
integrated. Providing 
patients the care they need, 
exactly when and where 
they need it.

Patient and 
Family Centered 
Care

Ensure patient satisfaction with the 
health care experience in:
access, coordination, and safety

1.    Improving VA.DoD Disability
Evaluation System Processing at   
Naval Medical San Diego

•CAPT 
Comer

2.   Improved Access to Outpatient OB
Care at Naval Medical Center San
Diego

•CAPT 
Comer

P
er C

apita C
ost

Managing the cost of 
providing care for the 
population.  Eliminate waste 
and reduce unwarranted 
variation; reward outcomes, 
not outputs. 

Performance 
Based Budgeting 

Develop a comprehensive 
management program to integrate 
resource allocation, workload 
production, and quality to increase 
alignment of accountability and 
fiscal responsibility for efficient and 
effective mission accomplishment, 

1. Timely Coding Completion of 
Outpatient  Records at NNMC

•LCDR 
Dunbar-Reid

2.   Improving Supply Chain Inventory
Management of Immunizations in Navy 
Medicine West

•CAPT 
Comer



Army Medicine’s BSC “Readiness”
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Air Force Medical Futures: “Readiness”

AFMS IMPERATIVES 

A
F
M

S
 P

R
IO

R
IT

IE
S
 

 
Patient-

Centered 
Care 

Technology 
Integration 

Synergy -
Joint, 

Coalition, 
Interagency 

Precision 
Health Care 

Light/Lean 
Health Care 
Platforms 

Medically 
Reliable Nuclear 

Mission 

 
    

Enhance Full  

AFMS IMPERATIVES 

A
F
M

S
 P

R
IO

R
IT

IE
S
 

 
Patient-

Centered 
Care 

Technology 
Integration 

Synergy -
Joint, 

Coalition, 
Interagency 

Precision 
Health Care 

Light/Lean 
Health Care 
Platforms 

Medically 
Reliable Nuclear 

Mission 

 
    

Enhance Full  

2010 MHS Conference
 

A
F
M

S
 P

R
IO

R
IT

IE
S Enhance Full 

Spectrum 
Medical 

Capabilities 

 
  

 
 

Sustain 
Healthy/Resilient 

Airmen 

 
  

 
 

Advance 
Research and 

Recapitalization 
 

 
  

 

Build Acquisition 
Expertise  

  
 

 

 

A
F
M

S
 P

R
IO

R
IT

IE
S Enhance Full 

Spectrum 
Medical 

Capabilities 

 
  

 
 

Sustain 
Healthy/Resilient 

Airmen 

 
  

 
 

Advance 
Research and 

Recapitalization 
 

 
  

 

Build Acquisition 
Expertise  

  
 

 



Enabling a medically ready force, a ready medical 
force, and resiliency of all MHS personnel.

Improving quality and health outcomes for a 
defined population.  Advocating and incentivizing 
healthy behaviors. 

The MHS’ Quadruple Aim
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M
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Enabling a medically ready 
force, a ready medical force, 
and resiliency of all MHS 
personnel.

Deployment 
Readiness

Improve BSO-18 IMR Status/Reporting

Improve Accuracy of Readiness Info by 
Medical Platforms

1. Medical Screening Timeliness 
Improvement of  Reservists at Navy 
Mobilization Processing Site at San 
Diego. 

• CAPT 
Comer

2. Improving Individual Medical
Readiness at Naval Hospital Camp
Pendleton

•CDR Grush

P
opulation H

ealth

Improving quality and health 

Policies and Practices are rooted In 
evidence

1. Surgical Care Improvement Project 3a
- Infection Control - at Naval Medical
Center San Diego

•CAPT 
Greenwood

Navy Medicine & Q -AIM’s “Population Health”
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population.  Eliminate waste 
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variation; reward outcomes, 
not outputs. 

Performance 
Based Budgeting 

Develop a comprehensive 
management program to integrate 
resource allocation, workload 
production, and quality to increase 
alignment of accountability and 
fiscal responsibility for efficient and 
effective mission accomplishment, 

1. Timely Coding Completion of 
Outpatient  Records at NNMC

•LCDR 
Dunbar-Reid

2.   Improving Supply Chain Inventory
Management of Immunizations in Navy 
Medicine West

•CAPT 
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Air Force Medical Futures: “Population Health”
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Improving quality and health outcomes for a 
defined population.  Advocating and incentivizing 
healthy behaviors. 

Enabling a medically ready force, a ready medical 
force, and resiliency of all MHS personnel.

The MHS’ Quadruple Aim
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Managing the cost of providing care for the 
population.  Eliminate waste and reduce 
unwarranted variation; reward outcomes, not 
outputs. 

Patient and family centered care that is seamless 
and integrated. Providing patients the care they 
need, exactly when and where they need it.



MHS Quadruple Aim Strategic Goal Strategic Objective C PI/LSS Based Initiative Project POC

M
edical R

eadiness

Enabling a medically ready 
force, a ready medical force, 
and resiliency of all MHS 
personnel.

Deployment 
Readiness

Improve BSO-18 IMR Status/Reporting

Improve Accuracy of Readiness Info by 
Medical Platforms

1. Medical Screening Timeliness 
Improvement of  Reservists at Navy 
Mobilization Processing Site at San 
Diego. 

• CAPT 
Comer

2. Improving Individual Medical
Readiness at Naval Hospital Camp
Pendleton

•CDR Grush

P
opulation H

ealth

Improving quality and health 

Policies and Practices are rooted In 
evidence

1. Surgical Care Improvement Project 3a
- Infection Control - at Naval Medical
Center San Diego

•CAPT 
Greenwood

Navy Medicine & Q -AIM’s “Experience of Care”
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P
opulation H

ealth

Improving quality and health 
outcomes for a defined 
population.  Advocating and 
incentivizing healthy 
behaviors

Quality of Care

Patient safety is maximized

Center San Diego Greenwood

2. Specialty Referral Reporting
Improvement Program

•LCDR Cook

E
xperience of C

are

Patient and family centered 
care that is seamless and 
integrated. Providing 
patients the care they need, 
exactly when and where 
they need it.

Patient and 
Family Centered 
Care

Ensure patient satisfaction with the 
health care experience in:
access, coordination, and safety

1.    Improving VA.DoD Disability
Evaluation System Processing at   
Naval Medical San Diego

•CAPT 
Comer

2.   Improved Access to Outpatient OB
Care at Naval Medical Center San
Diego

•CAPT 
Comer

P
er C

apita C
ost

Managing the cost of 
providing care for the 
population.  Eliminate waste 
and reduce unwarranted 
variation; reward outcomes, 
not outputs. 

Performance 
Based Budgeting 

Develop a comprehensive 
management program to integrate 
resource allocation, workload 
production, and quality to increase 
alignment of accountability and 
fiscal responsibility for efficient and 
effective mission accomplishment, 

1. Timely Coding Completion of 
Outpatient  Records at NNMC

•LCDR 
Dunbar-Reid

2.   Improving Supply Chain Inventory
Management of Immunizations in Navy 
Medicine West

•CAPT 
Comer



Army Medicine’s BSC “Experience of Care”
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Air Force Medical Futures: “Experience of Care”
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Improving quality and health outcomes for a 
defined population.  Advocating and incentivizing 
healthy behaviors. 

Enabling a medically ready force, a ready medical 
force, and resiliency of all MHS personnel.
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Patient and family centered care that is seamless 
and integrated. Providing patients the care they 
need, exactly when and where they need it.

Managing the cost of providing care for the 
population.  Eliminate waste and reduce 
unwarranted variation; reward outcomes, not 
outputs. 



MHS Quadruple Aim Strategic Goal Strategic Objective C PI/LSS Based Initiative Project POC

M
edical R

eadiness

Enabling a medically ready 
force, a ready medical force, 
and resiliency of all MHS 
personnel.

Deployment 
Readiness

Improve BSO-18 IMR Status/Reporting

Improve Accuracy of Readiness Info by 
Medical Platforms

1. Medical Screening Timeliness 
Improvement of  Reservists at Navy 
Mobilization Processing Site at San 
Diego. 

• CAPT 
Comer

2. Improving Individual Medical
Readiness at Naval Hospital Camp
Pendleton

•CDR Grush

P
opulation H

ealth

Improving quality and health 

Policies and Practices are rooted In 
evidence

1. Surgical Care Improvement Project 3a
- Infection Control - at Naval Medical
Center San Diego

•CAPT 
Greenwood

Navy Medicine & Q -AIM’s “Per Capita Cost”
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P
opulation H

ealth

Improving quality and health 
outcomes for a defined 
population.  Advocating and 
incentivizing healthy 
behaviors

Quality of Care

Patient safety is maximized

Center San Diego Greenwood

2. Specialty Referral Reporting
Improvement Program

•LCDR Cook

E
xperience of C

are

Patient and family centered 
care that is seamless and 
integrated. Providing 
patients the care they need, 
exactly when and where 
they need it.

Patient and 
Family Centered 
Care

Ensure patient satisfaction with the 
health care experience in:
access, coordination, and safety

1.    Improving VA.DoD Disability
Evaluation System Processing at   
Naval Medical San Diego

•CAPT 
Comer

2.   Improved Access to Outpatient OB
Care at Naval Medical Center San
Diego

•CAPT 
Comer

P
er C

apita C
ost

Managing the cost of 
providing care for the 
population.  Eliminate waste 
and reduce unwarranted 
variation; reward outcomes, 
not outputs. 

Performance 
Based Budgeting 

Develop a comprehensive 
management program to integrate 
resource allocation, workload 
production, and quality to increase 
alignment of accountability and 
fiscal responsibility for efficient and 
effective mission accomplishment, 

1. Timely Coding Completion of 
Outpatient  Records at NNMC

•LCDR 
Dunbar-Reid

2.   Improving Supply Chain Inventory
Management of Immunizations in Navy 
Medicine West

•CAPT 
Comer



Army Medicine & Q -AIM’s “Per Capita Cost”
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Air Force Medical Futures: “Per Capita Cost”
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Army Medicine Uses the Balanced Scorecard

� A Kaplan and Norton Industry Best Practice 
strategic management system that enables 
organizations to clarify their vision and strategy 
and translate them into action.
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- The Balanced Scorecard , Robert S. Kaplan & David P. Norton, 1996, 
Harvard Business School Press



Army Medicine Uses the Balanced Scorecard

� A Kaplan and Norton Industry Best Practice 
strategic management system that enables 
organizations to clarify their vision and strategy 
and translate them into action.

� An organizational measurement-based guiding 
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� An organizational measurement-based guiding 
and monitoring tool  balancing views in 4 critical 
performance areas (perspectives) : 

• Customer Service
• Internal Processes
• Learning & Growth 
• Resource Stewardship



There are two parts to a Balanced Scorecard:
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There are two parts to a Balanced Scorecard:

A Strategy Map
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There are two parts to a Balanced Scorecard:

A Strategy Map
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and a supporting

Scorecard



• A single-page, visual representation of an organization’s strategy

The Strategy Map…
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• A single-page, visual representation of an organization’s strategy

The Strategy Map…
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• A single-page, visual representation of an organization’s strategy

• Communicates at a glance the organization’s strategic priorities

The Strategy Map…

23 Strategic 
Objectives—the 

“linchpins” of our 
strategy…
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Mission & Vision 
Statements

Strategic Themes: 
“Pillars of Excellence”



• Developed from the Strategy Map

The Scorecard…
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• Developed from the Strategy Map

• Translates strategic objectives into performance me asures, targets, initiatives 

The Scorecard…
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• Developed from the Strategy Map

• Translates strategic objectives into performance me asures, targets, initiatives

The Scorecard…
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…turns Strategy into Action!



…and MEDCOM Uses Lean Six Sigma!

So MEDCOM uses the Balanced Scorecard…
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…and MEDCOM Uses Lean Six Sigma!



LSS “Fits” in MEDCOM’s
Business Innovation Toolkit

� BSC defines our organizational strategy
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LSS “Fits” in MEDCOM’s
Business Innovation Toolkit

� BSC defines our organizational strategy
� LSS fits as BSC Improvement Engine

– Evaluate objective targets, gaps to reach them
– ID initiatives to close gaps
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– Those initiatives become LSS projects



LSS “Fits” in MEDCOM’s
Business Innovation Toolkit

� BSC defines our organizational strategy
� LSS fits as BSC Improvement Engine

– Evaluate objective targets, gaps to reach them
– ID initiatives to close gaps
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– Those initiatives become LSS projects
� Aligns commitment, resources, and effort 

against strategically -focused projects!



Our Lean Six Sigma Program…
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MEDCOM Lean Six Sigma Deployment - Key Metrics
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Our Lean Six Sigma Program…
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Knowledge Management
(its Best Practice Transfer component)
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our next big challenge…



Knowledge Management
(its Best Practice Transfer component)

2010 MHS Conference

and why it’s important…



Think about it…
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“…cave dwellers froze to 
death on beds of coal.”
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death on beds of coal.”

- Adapted from Carla O’Dell, If Only We Knew What We  Know , p. ix.



“Coal was right under them,”

“but they couldn’t see it…
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or use it.”

mine it…

- Adapted from Carla O’Dell, If Only We Knew What We  Know , p. ix.



“what you don’t know can 
and will hurt you.”
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and will hurt you.”

- Adapted from Carla O’Dell, If Only We Knew What We  Know , p. ix.



But it’s happening all over 
again in the 21 st Century!
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again in the 21 st Century!

- Adapted from Carla O’Dell, If Only We Knew What We  Know , p. ix.



“…it’s not beds of coal…
…but beds of ‘knowledge ’”
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- Adapted from Carla O’Dell, If Only We Knew What We  Know , p. ix.



they exist in all organizations!
“relatively untapped…”
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“relatively untapped…”
relatively “unmined…”

relatively unused…

- Adapted from Carla O’Dell, If Only We Knew What We  Know , p. ix.



…and it’s really hurting us!
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Unwarranted variation

Sub-optimized 
transactional outcomes

Unpredictability for patients

here’s how…
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Misdirected (wasted) resources

Sub-optimized 
clinical outcomes

Incremental improvement vs 
enterprise-wide improvement

Best Practice Transfer 
measured in years vs months



Why Don’t 
Best Practices 
Get Transferred?
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Get Transferred?



Why Don’t Best Practices Get Transferred?

� Reason #1:  Ignorance…
– People with knowledge don’t realize others may find it useful
– People who could benefit from knowledge don’t know others have it

2010 MHS Conference
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Why Don’t Best Practices Get Transferred?

� Reason #1:  Ignorance…
– People with knowledge don’t realize others may find it useful
– People who could benefit from knowledge don’t know others have it

� Reason #2:  No absorptive capacity…
– People lack the money, time, resources to make it useful to their work

People must have a 
sense of urgency!
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– People lack the money, time, resources to make it useful to their work

� Reason #3:  The lack of preexisting relationships…
– People use knowledge & practice from people they know, respect, trust

� Reason #4:  Lack of motivation…
– People may not perceive a clear reason for pursuing the transfer



An Army Medicine example:

to Performance Improvement

at a high level…

linking Organizational Strategy

2010 MHS Conference

to Performance Improvement
using

Lean Six Sigma
and

Best Practice Transfer!



We align all MEDCOM 
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We align all MEDCOM 
LSS projects to our 

organization’s 
strategy…our 

Balanced Scorecard …



We recognize we have 
a performance gap in 

Access to Care…
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Value Stream #9:  Value Stream #9:  Improve Access and Continuity of CareImprove Access and Continuity of Care
PVC #1: Maximize Value in Health Services

Suppliers Inputs Process Outputs Customer
• Satisfied beneficiary
• Accessible 

appointments
• Standardized, utilized 

support staff
• Optimized provider 

productivity
• Optimized referral 

execution, delivery
• Increased utilization of 

on-line appointment 
system

• DOD Title 10 patients 
(e.g., Soldiers, 
retirees, families)

• Non-Title 10 patients 
(e.g., civilian 
emergencies, 
contractors, foreign 
officers and families, 
etc.)

• Customer Service

• Telephone Services

• Provider Support Staff Utilization

• Primary Care Exam Room 
Utilization

• Patient Appointing, Referral Mgt.

• TRICARE Online Appointment

• Patients

• DOD 
Healthcare 
Professionals

• IMCOM

• Need for Care 
(preventive, acute)

• Healthcare staff

• Facilities and 
infrastructure
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• Patient Satisfaction

• Access to Care Standards 
(e.g., achieve acute care 
appt. within 24 hours)

• Support Staff to Primary 
Care Provider Utilization 
ratio

• Call Hold and Handle Times, 
Call Abandon Rate

• Care Appointment Availability

• Schedule Availability

• Facility Availability

• Call Volume

• # of Appts. Requested

• Type of Care Requested

• Staff Availability

• Facility Scheduling

• DOD Title 10 
patients

• Non-Title 10 
patients

Customer Input Metrics Process Metrics Output Metrics

High level process maps 
(SIPOCs) help us better 
focus on the problem/s 

in our work…



Suppliers Inputs Process Outputs Customer
• Satisfied beneficiary
• Accessible 

appointments
• Standardized, utilized 

support staff
• Optimized provider 

productivity
• Optimized referral 

execution, delivery
• Increased utilization of 

on-line appointment 
system

• DOD Title 10 patients 
(e.g., Soldiers, 
retirees, families)

• Non-Title 10 patients 
(e.g., civilian 
emergencies, 
contractors, foreign 
officers and families, 
etc.)

• Customer Service

• Telephone Services

• Provider Support Staff Utilization

• Primary Care Exam Room 
Utilization

• Patient Appointing, Referral Mgt.

• TRICARE Online Appointment

• Patients

• DOD 
Healthcare 
Professionals

• IMCOM

• Need for Care 
(preventive, acute)

• Healthcare staff

• Facilities and 
infrastructure

…and we decided to start by 
improving the Telephone 

Appointing Process

Value Stream #9:  Improve Access and Continuity of CareValue Stream #9:  Improve Access and Continuity of Care
PVC #1: Maximize Value in Health Services
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• Patient Satisfaction

• Access to Care Standards 
(e.g., achieve acute care 
appt. within 24 hours)

• Support Staff to Primary 
Care Provider Utilization 
ratio

• Call Hold and Handle Times, 
Call Abandon Rate

• Care Appointment Availability

• Schedule Availability

• Facility Availability

• Call Volume

• # of Appts. Requested

• Type of Care Requested

• Staff Availability

• Facility Scheduling

• DOD Title 10 
patients

• Non-Title 10 
patients

Customer Input Metrics Process Metrics Output Metrics

Appointing Process



� Agent scheduling changes to handle peak times
� Agent training, area setup, shift change by SOP
� Phone menu tree and call handling improved
� Future ACD design requirements specified

� IMPROVEMENTS� PROBLEM / BASELINE / GOAL

BEFORE AFTER

H
ol

d 
T

im
e

PROBLEM STATEMENT
The telephone appointing process at CRDAMC has observed low patient 
satisfaction scores and long process hold times. Over the last six months, 
it takes an average of 3:14 minutes to answer customer calls to make an 
appointment. This has led to numerous customer complaints which have 
led to lower patient satisfaction scores for telephone appointing services. 

BASELINE
� Army’s largest call center:  10,000+ calls a week
� Low customer satisfaction:  68%
� Average wait time:  3:14 minutes
� Calls answered under 90 seconds:  65%

…the initial project was 
conducted at Fort Hood’s Carl 

Project Summary:  Carl R. Darnall AMC Telephone App ointing
Mark Hernandez – Black Belt
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� Overall average hold time reduced to 33 seconds
� Overall call abandon rate reduced: 3%
� Peak time call abandon rate reduced: 22%
� Call volume reduced 20% due to less call backs
� Calls handled increased from 4700 to 7300 / week
� Agent training time reduced from 6 weeks to 4 weeks
� Agent turnover reduced

� REPLICATION / WAY-AHEAD� RESULTS / BENEFITS

H
ol

d 
T

im
e

� Decrease process hold time to less than 90 seconds/ call
� Decrease overall abandoned call rate to less than 10%
� Decrease peak time call abandon rate to less than 25%

� Overall call abandon rate:  26%; Peak time:  49%

GOAL

� Performance Action Plan Completed; Access to Care 
Initiative 17.2

� Adjust MEDCOM BSC telephone appting standards NLT 20 
Apr 07
� Establish CMS metric for telephone appting NLT 1 May 07
� Publish MEDCOM Telephone Appting Policy NLT 1 May 07
� Replicate LSS projects across MEDCOM MTFs NLT Dec 08

conducted at Fort Hood’s Carl 
R. Darnall Army Medical Center 

(CRDAMC)…
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� Future ACD design requirements specified
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PROBLEM STATEMENT
The telephone appointing process at CRDAMC has observed low patient 
satisfaction scores and long process hold times. Over the last six months, 
it takes an average of 3:14 minutes to answer customer calls to make an 
appointment. This has led to numerous customer complaints which have 
led to lower patient satisfaction scores for telephone appointing services. 

BASELINE
� Army’s largest call center:  10,000+ calls a week
� Low customer satisfaction:  68%
� Average wait time:  3:14 minutes
� Calls answered under 90 seconds:  65% …high call volume, low patient 

Project Summary:  Carl R. Darnall AMC Telephone App ointing
Mark Hernandez – Black Belt
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� Overall average hold time reduced to 33 seconds
� Overall call abandon rate reduced: 3%
� Peak time call abandon rate reduced: 22%
� Call volume reduced 20% due to less call backs
� Calls handled increased from 4700 to 7300 / week
� Agent training time reduced from 6 weeks to 4 weeks
� Agent turnover reduced

� REPLICATION / WAY-AHEAD� RESULTS / BENEFITS

H
ol

d 
T

im
e

� Decrease process hold time to less than 90 seconds per call
� Decrease overall abandoned call rate to less than 10%
� Decrease peak time call abandon rate to less than 25%

� Calls answered under 90 seconds:  65%
� Overall call abandon rate:  26%; Peak time:  49%

GOAL

� Performance Action Plan Completed; Access to Care 
Initiative 17.2

� Adjust MEDCOM BSC telephone appting standards NLT 20 
Apr 07
� Establish CMS metric for telephone appting NLT 1 May 07
� Publish MEDCOM Telephone Appting Policy NLT 1 May 07
� Replicate LSS projects across MEDCOM MTFs NLT Dec 08

…high call volume, low patient 
satisfaction, long process cycle 

time, high variation…
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� Future ACD design requirements specified
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PROBLEM STATEMENT
The telephone appointing process at CRDAMC has observed low patient 
satisfaction scores and long process hold times. Over the last six months, 
it takes an average of 3:14 minutes to answer customer calls to make an 
appointment. This has led to numerous customer complaints which have 
led to lower patient satisfaction scores for telephone appointing services. 

BASELINE
� Army’s largest call center:  10,000+ calls a week
� Low customer satisfaction:  68%
� Average wait time:  3:14 minutes
� Calls answered under 90 seconds:  65% …the project sought to 
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� Overall average hold time reduced to 33 seconds
� Overall call abandon rate reduced: 3%
� Peak time call abandon rate reduced: 22%
� Call volume reduced 20% due to less call backs
� Calls handled increased from 4700 to 7300 / week
� Agent training time reduced from 6 weeks to 4 weeks
� Agent turnover reduced

� REPLICATION / WAY-AHEAD� RESULTS / BENEFITS

H
ol

d 
T

im
e

� Decrease process hold time to less than 90 seconds/ call
� Decrease overall abandoned call rate to less than 1 0%
� Decrease peak time call abandon rate to less than 2 5%

� Overall call abandon rate:  26%; Peak time:  49%

GOAL

� Performance Action Plan Completed; Access to Care 
Initiative 17.2

� Adjust MEDCOM BSC telephone appting standards NLT 20 
Apr 07
� Establish CMS metric for telephone appting NLT 1 May 07
� Publish MEDCOM Telephone Appting Policy NLT 1 May 07
� Replicate LSS projects across MEDCOM MTFs NLT Dec 08

…the project sought to 
decrease process cycle time 

and call abandon rate to 
improve patient satisfaction…



� Agent scheduling changes to handle peak times
� Agent training, area setup, shift change by SOP
� Phone menu tree and call handling improved
� Future ACD design requirements specified

� IMPROVEMENTS� PROBLEM / BASELINE / GOAL

BEFORE AFTER

H
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PROBLEM STATEMENT
The telephone appointing process at CRDAMC has observed low patient 
satisfaction scores and long process hold times. Over the last six months, 
it takes an average of 3:14 minutes to answer customer calls to make an 
appointment. This has led to numerous customer complaints which have 
led to lower patient satisfaction scores for telephone appointing services. 

BASELINE
� Army’s largest call center:  10,000+ calls a week
� Low customer satisfaction:  68%
� Average wait time:  3:14 minutes
� Calls answered under 90 seconds:  65%

WOW!

Project Summary:  Carl R. Darnall AMC Telephone App ointing
Mark Hernandez – Black Belt
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� Overall average hold time reduced to 33 seconds
� Overall call abandon rate reduced: 3%
� Peak time call abandon rate reduced: 22%
� Call volume reduced 20% due to less call backs
� Calls handled increased from 4700 to 7300 / week
� Agent training time reduced from 6 weeks to 4 weeks
� Agent turnover reduced

� REPLICATION / WAY-AHEAD� RESULTS / BENEFITS

H
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� Decrease process hold time to less than 90 seconds per call
� Decrease overall abandoned call rate to less than 10%
� Decrease peak time call abandon rate to less than 25%

� Overall call abandon rate:  26%; Peak time:  49%

GOAL

� Performance Action Plan Completed; Access to Care 
Initiative 17.2

� Adjust MEDCOM BSC telephone appting standards NLT 20 
Apr 07
� Establish CMS metric for telephone appting NLT 1 May 07
� Publish MEDCOM Telephone Appting Policy NLT 1 May 07
� Replicate LSS projects across MEDCOM MTFs NLT Dec 08



� Agent scheduling changes to handle peak times
� Agent training, area setup, shift change by SOP
� Phone menu tree and call handling improved
� Future ACD design requirements specified

� IMPROVEMENTS� PROBLEM / BASELINE / GOAL
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PROBLEM STATEMENT
The telephone appointing process at CRDAMC has observed low patient 
satisfaction scores and long process hold times. Over the last six months, 
it takes an average of 3:14 minutes to answer customer calls to make an 
appointment. This has led to numerous customer complaints which have 
led to lower patient satisfaction scores for telephone appointing services. 

BASELINE
� Army’s largest call center:  10,000+ calls a week
� Low customer satisfaction:  68%
� Average wait time:  3:14 minutes
� Calls answered under 90 seconds:  65% 6-Fold 

Project Summary:  Carl R. Darnall AMC Telephone App ointing
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� Overall average hold time reduced to 33 seconds
� Overall call abandon rate reduced: 3%
� Peak time call abandon rate reduced: 22%
� Call volume reduced 20% due to less call backs
� Calls handled increased from 4700 to 7300 / week
� Agent training time reduced from 6 weeks to 4 weeks
� Agent turnover reduced

� REPLICATION / WAY-AHEAD� RESULTS / BENEFITS
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� Decrease process hold time to less than 90 seconds/ call
� Decrease overall abandoned call rate to less than 10%
� Decrease peak time call abandon rate to less than 25%

� Calls answered under 90 seconds:  65%
� Overall call abandon rate:  26%; Peak time:  49%

GOAL

� Performance Action Plan Completed; Access to Care 
Initiative 17.2

� Adjust MEDCOM BSC telephone appting standards NLT 20 
Apr 07
� Establish CMS metric for telephone appting NLT 1 May 07
� Publish MEDCOM Telephone Appting Policy NLT 1 May 07
� Replicate LSS projects across MEDCOM MTFs NLT Dec 08

6-Fold 
Improvement!



� Agent scheduling changes to handle peak times
� Agent training, area setup, shift change by SOP
� Phone menu tree and call handling improved
� Future ACD design requirements specified

� IMPROVEMENTS� PROBLEM / BASELINE / GOAL

BEFORE AFTER
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PROBLEM STATEMENT
The telephone appointing process at CRDAMC has observed low patient 
satisfaction scores and long process hold times. Over the last six months, 
it takes an average of 3:14 minutes to answer customer calls to make an 
appointment. This has led to numerous customer complaints which have 
led to lower patient satisfaction scores for telephone appointing services. 

BASELINE
� Army’s largest call center:  10,000+ calls a week
� Low customer satisfaction:  68%
� Average wait time:  3:14 minutes
� Calls answered under 90 seconds:  65%

Project Summary:  Carl R. Darnall AMC Telephone App ointing
Mark Hernandez – Black Belt
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� Overall average hold time reduced to 33 seconds
� Overall call abandon rate reduced: 3%
� Peak time call abandon rate reduced: 22%
� Call volume reduced 20% due to less call backs
� Calls handled increased from 4700 to 7300 / week
� Agent training time reduced from 6 weeks to 4 weeks
� Agent turnover reduced

� REPLICATION / WAY-AHEAD� RESULTS / BENEFITS

H
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� Decrease process hold time to less than 90 seconds per call
� Decrease overall abandoned call rate to less than 1 0%
� Decrease peak time call abandon rate to less than 25%

� Overall call abandon rate:  26% ; Peak time:  49%
GOAL

� Performance Action Plan Completed; Access to Care 
Initiative 17.2

� Adjust MEDCOM BSC telephone appting standards NLT 20 
Apr 07
� Establish CMS metric for telephone appting NLT 1 May 07
� Publish MEDCOM Telephone Appting Policy NLT 1 May 07
� Replicate LSS projects across MEDCOM MTFs NLT Dec 08

10-Fold 
Improvement!



� Agent scheduling changes to handle peak times
� Agent training, area setup, shift change by SOP
� Phone menu tree and call handling improved
� Future ACD design requirements specified

� IMPROVEMENTS� PROBLEM / BASELINE / GOAL

BEFORE AFTER
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PROBLEM STATEMENT
The telephone appointing process at CRDAMC has observed low patient 
satisfaction scores and long process hold times. Over the last six months, 
it takes an average of 3:14 minutes to answer customer calls to make an 
appointment. This has led to numerous customer complaints which have 
led to lower patient satisfaction scores for telephone appointing services. 

BASELINE
� Army’s largest call center:  10,000+ calls a week
� Low customer satisfaction:  68%
� Average wait time:  3:14 minutes
� Calls answered under 90 seconds:  65%

Project Summary:  Carl R. Darnall AMC Telephone App ointing
Mark Hernandez – Black Belt
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� Overall average hold time reduced to 33 seconds
� Overall call abandon rate reduced: 3%
� Peak time call abandon rate reduced: 22%
� Call volume reduced 20% due to less call backs
� Calls handled increased from 4700 to 7300 / week
� Agent training time reduced from 6 weeks to 4 weeks
� Agent turnover reduced

� REPLICATION / WAY-AHEAD� RESULTS / BENEFITS

H
ol

d 
T

im
e

� Decrease process hold time to less than 90 seconds per call
� Decrease overall abandoned call rate to less than 10%
� Decrease peak time call abandon rate to less than 25 %

� Overall call abandon rate:  26%; Peak time:  49%
GOAL

� Performance Action Plan Completed; Access to Care 
Initiative 17.2

� Adjust MEDCOM BSC telephone appting standards NLT 20 
Apr 07
� Establish CMS metric for telephone appting NLT 1 May 07
� Publish MEDCOM Telephone Appting Policy NLT 1 May 07
� Replicate LSS projects across MEDCOM MTFs NLT Dec 08

>2-Fold 
Improvement!



� Agent scheduling changes to handle peak times
� Agent training, area setup, shift change by SOP
� Phone menu tree and call handling improved
� Future ACD design requirements specified

� IMPROVEMENTS� PROBLEM / BASELINE / GOAL

BEFORE AFTER
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PROBLEM STATEMENT
The telephone appointing process at CRDAMC has observed low patient 
satisfaction scores and long process hold times. Over the last six months, 
it takes an average of 3:14 minutes to answer customer calls to make an 
appointment. This has led to numerous customer complaints which have 
led to lower patient satisfaction scores for telephone appointing services. 

BASELINE
� Army’s largest call center:  10,000+ calls a week
� Low customer satisfaction:  68%
� Average wait time:  3:14 minutes
� Calls answered under 90 seconds:  65%

Disciplined, 
Corporate Action to 

Transfer Best-
Practice Across 

MEDCOM

Project Summary:  Carl R. Darnall AMC Telephone App ointing
Mark Hernandez – Black Belt
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� Overall average hold time reduced to 33 seconds
� Overall call abandon rate reduced: 3%
� Peak time call abandon rate reduced: 22%
� Call volume reduced 20% due to less call backs
� Calls handled increased from 4700 to 7300 / week
� Agent training time reduced from 6 weeks to 4 weeks
� Agent turnover reduced

� REPLICATION / WAY-AHEAD� RESULTS / BENEFITS

H
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� Decrease process hold time to less than 90 seconds per call
� Decrease overall abandoned call rate to less than 10%
� Decrease peak time call abandon rate to less than 25%

� Overall call abandon rate:  26%; Peak time:  49%

GOAL

� Performance Action Plan Completed; Access to 
Care Initiative 17.2
� Adjust MEDCOM BSC telephone appting standards 
� Establish CMS metric for telephone
� Publish MEDCOM Telephone Appting Policy NLT 1 

May 08
� Replicate LSS projects across MEDCOM MTFs NLT 

Jun 09

MEDCOM
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…embedded in the culture

� Active reuse of organizational knowledge!
…incremental to enterprise improvement!
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Conclusions

� Engaged leaders are critical
…set urgency, walk, and talk

� Strategy -focused organization
…a rudder in the storm

� Commitment to continuous improvement
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� Commitment to continuous improvement
…embedded in the culture

� Active reuse of organizational knowledge
…incremental to enterprise improvement

� Accountability throughout the organization!
…Leader driven!



For additional information on these topics 
in the US Army Medical Command, 

Contact
Directorate of Strategy and Innovation

703.681.5000
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703.681.5000


