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Being the Best at Getting Better

» Focus on the outcomes
* Integration and alignment

» Theory of knowledge, Building a learning system
* Respecting the science

« Capacity and capability
 Transparency and Trust

* Learning from other industries
* Prediction and management

« Executing with a sense of urgency




System Level Measures

3" Next
available
appointment

Health Care Delivery System Transformation
Strategic Improvement Priorities and System Level Measures

% of Adverse drug
eligible events (ADE)
patients per 1,000

with doses

delays
Nosocomial

infection rates:

Bloodstream
infection rate

Surgical site
infection rate

infection rates:

VAP
Safe Practices

Serious Safety
Events

Codes
outside the
ICU
rate /1000
days

Standardized
PICU
Mortality
Ratio —
Expected/
Actual

% use of
Evidence-
Based Care
for eligible
patients

Functional
Health Status

Touch
Time for
care
givers

Risk Adjusted Cost per Discharge

YTy

Staff
Satisfaction

Staffing
Effectiveness

Physician
Satisfaction

Voluntary
staff turnover

rate

Accident rate
for staff with
Work days
lost

Overall

Rating:

Patient
Satisfaction
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Organizing For Transformation

Board Oversight
Senior Leadership Focus

System-Wide Priorities
CSl Priorities
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Children’s

Clinical System Improvement James M. Anderson Center

Inpatient
Team

® Comprised of patient services,
faculty, administrative and
community physician leadership

® PI support provided to Clinical
Operations Integrating Team, 5
Site of Care Teams and Support
Services Team

(CSI) Team for Health Systems Excellence
Patient/Family
Outpatient ED Peri-op Home Health

Team Team Team Tealy
R

Cllinj se®
il y“on-clinical Support Pr ce®
|

Clinical System
Integrating Team

® Provides strategic priority setting,
l resource allocation, organizational
alignment

® Serves as champions/coaches to

B oar d /C abin et / the Clinical Operations Teams

® The Clinical Operations System
reports to the Patient Care
Committee of the Board
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Serious Safety Event Reduction
Key Driver Analysis

Intervention/Change
Concepts

*Safety Stories
eTransparency

*Reinforce Culture Change
*Spread story beyond
organization

*Patient Safety blog
*Share all Action plans

*Patient Safety Oversight Group
«Cabinet Leadership

*CSl annual goals

*CCHMC Board focus

Outcomes Key Drivers
Lessons Learned Pa—
/ Program
I d Safet
Reduce | | "Eoai
Serious Safety
Events v\l

0.2/10,000 Adjusted

Patient Days by
6/30/10

Error Prevention System |<—

 Error Prevention Training
*Adoption of Behaviors
«Safety Coaches
*Procedural Safety
eSimulation training
eLeadership Behaviors
*Situation Awareness
*Family Engagement

*RCA- continuous improvement

*Transition to Action

*Common Cause data to drive
Strategy

*Effective Action Plans

% Cause Analysis Program Iq_

Specific Tactical
Interventions

* 100% UP in OR

*UP for all procedures
|V infiltrate reduction
*Monitor reliability pilot
eAnnounce and Count




Outcome

Key Drivers

Interventions

‘ Error Prevention training |‘7

sLeadership training*
*Staff training*
*Community MD training

*New staff training (achieve
95%)

Effective
Error

Prevention

System

4__" Safety Coach program I D

eInitial pilot units*

*Spread to all units*

Monthly Safety Coach support
eFocused Safety Coach enhancements
*Unit Level Plans

\I Procedural Safety Iﬁ |

*UP in OR*

I *UP throughout system

Simulation Training L\

eInitial focus in ED*

*Expand capability of Sim Center
*Pilot expansion*

eIn-situ across IP

eIncreased event reporting

*Use of Lessons Learned in microsystem
*Support safety Coaches

*Unit level Safety outcomes

Situation
Awareness ‘

*Patient SA across IP
*Microsystem SA spread
*Organization SA pilot

I Family Engagement I\l

eFamily Engagement Bundle spread
*MRT Activation: revise
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IHI Execution Framework

TS

'-v;

Provide Leaders

for Large System
Projects

Spread and
Sustain

Vianage Pevelop
Local Human
provemen Provide Day to Day Leaders ~ ~&S0UFCEs

for Microsystems

Strategic Execution
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Capability vs Capacity

 Improvement Capabillity

— An individual’s knowledge & skill to to design
Improvement initiatives to achieve measurable results
& the ability to execute (i.e. develop, test, measure &
Implement changes) improvement efforts & sustain
results.

 Improvement Capacity

— An organization’s resources which enable it to
Initiate & sustain a transformation effort. This includes
capable individuals but also structures, processes,
Infrastructure including gquality experts & measurement

experts. "‘ , f 7
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Situation Awareness Model
Bedside Microsystem Organization
- Team Team Team

Intern

i

Bedside
nurse

Rapid assessment and
communication with
primary team

# Reliable escalation of risk




Hospital Wide System for Safety

3 Times - Every Day

Individual Room / Floor / System Predictions — Capacity and Safety

l

J

J

J

Floor Huddles

PeriOp Huddle

ED Huddle

|ICU Huddles

W

Il

1]

4

Institutional Wide Bed Huddle — Capacity Management

Pharmacy

i

Pt. Transport

Institutional Wide Safety Call

{0

System Prediction — Mitigation

Y o Y N R

Security

Housekeeping
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Serious Safety Events
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Total Number of SSEs in Comparison to Baseline Rate
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Events per 10,000 Adj. Patient Days
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The Story of Darryl
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Mean Time Between Utilization
(ED Visit or Admission) for General Pediatrics Asthma Patients in
Care Coordination
Cohort 77 Patients
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