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Strategic goals translate a healthcare department’s mission into a limited set of priorities that can be
measured, resourced, and improved. A strong plan should not consist of dozens of disconnected
targets. It should identify the outcomes that matter most to patients and the organization, assign
responsibility, define measures, and anticipate unintended consequences. Current federal quality
policy reflects this broader approach. CMS’s 2025-2028 Center for Clinical Standards and Quality
roadmap emphasizes prevention, quality and safety, coverage innovation, data and technology, and
burden reduction, while the CMS National Quality Strategy continues to focus on safe, person-
centered, coordinated care supported by measurement and accountability (Centers for Medicare &
Medicaid Services, 2026a, 2026b).

For a healthcare department, these priorities can be translated into five connected goals: improve
patient safety and clinical quality, improve access and equity, strengthen workforce capability,
improve coordination and transitions, and use resources responsibly. Workforce development and
succession planning should support those goals rather than become separate ranking exercises. Tools
such as the nine-box matrix can be useful, but only when they are based on evidence and lead to
development rather than permanent labels (Agency for Healthcare Research and Quality, 2026).

Strategic Priorities

Patient safety should remain the first strategic priority because preventable harm undermines every
other performance measure. A department should identify a small number of high-risk problems using
incident reports, patient complaints, chart review, claims, quality data, and staff observations. The
exact problems should be based on local evidence rather than copied from a generic list. Medication
harm, falls, healthcare-associated infection, pressure injury, delayed escalation, diagnostic delay, and
handoff failures are examples that may warrant priority depending on the setting.

Quality improvement requires more than setting a target. Leaders need to understand the process
that produces the outcome. If medication errors are increasing, the department should examine
prescribing, pharmacy verification, storage, workload, interruptions, barcode use, handoff, and patient
identification rather than simply instructing nurses to “be more careful.” Safety improves when
systems make correct action easier and error more visible.
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Access and equity should form a second priority. A service can have excellent clinical quality and still
fail patients who cannot obtain an appointment, understand instructions, reach the facility, use digital
systems, or afford the next step in care. Strategic access measures can include waiting time, referral
completion, language access, disability accessibility, missed appointments, telehealth availability, and
continuity after discharge. Data should be stratified where appropriate so that an acceptable
organizational average does not hide major disparities.

A third priority is workforce capability and wellbeing. Healthcare organizations depend on staff who
can make safe decisions under pressure. Chronic understaffing, violence, fatigue, poor supervision,
and lack of development can increase turnover and risk. Strategic workforce measures should
therefore include vacancy, turnover, injury, overtime, engagement, burnout indicators, competency
development, and access to career progression. Wellness programs can be helpful, but they should
not be used to substitute for workload or staffing redesign.

Care coordination is a fourth priority because patients move across departments and organizations.
CMS defines care coordination as organizing care across multiple providers so that patient needs and
preferences are communicated at the right time. Poor coordination can result in duplicate tests,
medication conflicts, missed follow-up, repeated history taking, and confusion (Centers for Medicare &
Medicaid Services, 2026c¢). A department should therefore measure successful handoffs, not merely
whether a document was generated.

The fifth priority is responsible use of resources. Financial stewardship supports the department’s
ability to sustain care, but cost reduction should never become the sole definition of efficiency.
Reducing duplicate testing, expired supplies, avoidable delays, unnecessary administrative work, and
preventable complications can improve both financial and clinical performance. Cutting staffing or
services in ways that increase downstream harm is not true efficiency.

Measurement Framework

Strategic goals should be specific enough to guide action. “Improve patient safety” is a direction; a
useful operational target identifies the problem, population, baseline, expected improvement,
timeframe, and responsible owner. Measures should include both outcomes and processes. An
outcome might be a reduction in harmful medication events; a process measure might be the
percentage of high-risk medication reconciliations completed correctly.

Balancing measures are essential because improvement in one metric can create harm elsewhere.
Reducing length of stay may increase readmissions or caregiver burden. Increasing appointment
volume may shorten visits for complex patients. Cutting supply cost may increase equipment failure.
Each major target should therefore include at least one measure that detects whether the
improvement is creating a new problem.

Leaders should also examine variation over time rather than reacting to one favorable or unfavorable
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month. A sudden improvement may reflect data error, a temporary change in case mix, or random
variation. Run charts and control charts can help distinguish sustained change from ordinary
fluctuation. Strategic review should ask why performance changed rather than simply rewarding the
best number.

Patient and caregiver experience should contribute to measurement. Complaints, narrative feedback,
surveys, and advisory groups can reveal problems that administrative data miss. A department may
achieve excellent throughput while patients report that they do not understand the care plan or
cannot reach anyone after discharge. Quantitative and qualitative evidence should therefore be
reviewed together.

Data burden must also be controlled. CMS’s current Optimizing Care Delivery Framework explicitly
includes reducing redundant or outdated documentation and reporting requirements. A department
dashboard should contain a small number of measures that leaders actually use, not dozens of
indicators collected because they are available. Every measure should have a defined purpose and
owner (Centers for Medicare & Medicaid Services, 2026d).

Workforce Development

The nine-box matrix can support workforce discussion by comparing current performance with future
potential. Its value is that it encourages managers to consider development and succession rather
than looking only at present performance. Its risk is that vague definitions of “potential” can turn the
tool into a subjective ranking system influenced by visibility, similarity to senior leaders, or personal
sponsorship.

Performance should be defined through role-specific evidence such as quality, reliability, teamwork,
professional conduct, patient respect, and achievement of agreed objectives. Raw volume is not
enough because patient complexity and working conditions differ. Managers should use multiple
sources where appropriate, including direct observation, objective indicators, peer input, patient
feedback, and the employee’s own account.

Potential should not mean willingness to work the longest hours or interest in management. It may
include learning agility, judgment, ability to handle complexity, collaboration, and capacity to
influence others. Employees should also be asked what career path they want. An excellent clinical
specialist may prefer advanced practice, education, research, or technical expertise rather than
management.

High performers require development but also protection from overload. Organizations often reward
reliable employees by assigning them every difficult task, creating burnout and eventual turnover.
Development opportunities can include mentoring, quality-improvement leadership, research,
teaching, specialty certification, project work, or carefully supported management experience
(Clutterbuck, 2012).
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Employees who meet expectations are equally important. Reliable staff provide the operational
stability on which healthcare depends. Describing them as “middle performers” can imply that their
contribution is inadequate. Development should focus on chosen growth areas rather than pressuring
every employee toward promotion.

When performance is poor, the first task is diagnosis. Problems may reflect inadequate orientation,
unclear expectations, disability, workload, interpersonal conflict, poor supervision, insufficient
resources, or a mismatch between role and capability. A fair improvement plan should identify
specific behaviors, expected standards, support, milestones, review dates, and consequences. Serious
misconduct or immediate patient-safety threats require prompt action, but ordinary performance
problems should not be reduced to labels.

Incentives and Ethics

The original plan proposed rewards linked to referral volume. That approach is inappropriate in
healthcare because incentives can distort clinical judgment and create legal risk. The federal Anti-
Kickback Statute can apply when remuneration is offered or received to induce or reward referrals or
business reimbursable by federal healthcare programs. The HHS Office of Inspector General’s
2025-2030 strategic plan continues to prioritize fraud, waste, abuse, quality, safety, and value,
making incentive design a governance issue rather than merely a compensation choice (HHS-OIG,
2025) (U.S. Department of Health and Human Services, Office of Inspector General, 2025).

Even when a particular payment arrangement does not violate the law, volume-based incentives can
undermine trust if employees benefit from generating more services or steering patients toward
particular providers. Compensation arrangements should therefore receive legal review and should
not vary in a way that encourages unnecessary care or inappropriate referral.

Safer incentives reward outcomes employees can influence without creating pressure to compromise
patient interests. Examples include evidence-based care processes, teamwork, access improvement,
documentation quality, safety improvement, successful care transitions, or participation in quality
projects. Measures should be risk-adjusted when patient complexity differs and should not punish
clinicians for caring for higher-risk populations.

Team-based recognition may be more appropriate than individual competition for outcomes that
depend on many roles. A reduction in infection, for example, may depend on nurses, physicians,
environmental services, pharmacy, infection prevention, facilities, and leadership. Giving one
professional group sole financial credit can damage collaboration.

Nonfinancial incentives can also support strategy. Protected education time, career development,
schedule flexibility, professional recognition, mentoring, and improved working conditions may be
more sustainable than small bonuses. Motivation in healthcare is closely connected with professional
purpose and working environment, so incentives should reinforce rather than replace those
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conditions.

Governance and Learning

Every strategic priority needs an accountable owner, but ownership should not become isolation.
Patient-safety work may require nursing, medicine, pharmacy, information technology, quality, and
operations. The executive sponsor provides authority and resources, while the operational team
understands the workflow and tests changes.

Implementation should follow a learning cycle. The department defines the problem, studies the
current process, tests a change at small scale, measures results, adapts the intervention, and spreads
it only when evidence supports broader use. The Institute for Healthcare Improvement’s Model for
Improvement remains useful because it connects clear aims and measures with iterative Plan-Do-
Study-Act testing rather than assuming every proposed intervention will work as expected (Institute
for Healthcare Improvement, 2026).

Patients and families should contribute to strategic design where appropriate. Their involvement
should be meaningful, accessible, and supported rather than symbolic. A patient advisory group can
identify communication, access, or transition problems that professional teams normalize because
they see the process every day.

Technology should support strategy rather than become a goal by itself. Analytics can identify risk
and variation, telehealth can improve access, automation can reduce administrative work, and
interoperability can support coordination. However, every digital intervention should be evaluated for
usability, privacy, workflow burden, equity, and unintended consequences.

The strategic plan should be reviewed on a defined schedule. Some measures may improve quickly
while others require longer-term investment. Leaders should be willing to stop an intervention that
creates harm, revise a target that encourages gaming, or shift resources when the underlying
problem changes. Strategy is therefore a continuous governance process rather than a document
produced once every several years.

A healthcare department performs best when its goals reinforce one another. Safer care can reduce
avoidable cost; better coordination can improve patient experience and reduce duplication; workforce
stability can improve reliability; better access can prevent deterioration; and responsible technology
can reduce burden. The purpose of strategic planning is to align these relationships so that
improvement in one area does not come at the expense of another.
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