Rapid Fire Workshop
Successful Implementation: Getting from Aims to Results

Introduction and Overview

Robert Lloyd, PhD
Moderator: Dr. Abdullatif Al Khal

Friday 25" April
16:00 - 17:00
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Agenda: Friday, April 25

4:00 PM - 4:10 PM
4:11 PM - 4:19 PM
4:20 PM — 4:28 PM
4:29 PM - 4:37 PM
4:38 PM — 4:46 PM
4:47 PM - 5:00 PM

Introduction by Robert Lloyd, Moderator
Derek Feeley — Large Scale Change
Annette Bartley — Pressure Ulcer Prevention
Uma Kotagal - Building Capacity & Capability
Kevin Rooney - Sepsis Reduction

Q&A facilitated by Moderator
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The Model for Learning and Change |

Model for Improvement
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Factors that Determine Success

Current Situation

Cost of
Low Confidence | failure
that current large
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Improvement failure
small

Resistant Indifferent

Small Scale

Tey

Ready

Small Scale
Te}/

/I{ge Scale

Test

Small Scale

/@ Scale
Tes/

Test

Implement




On Your Marks...




Rapid Fire Workshop:

Large Scale Change

Derek Feeley
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Creating the Conditions
6 Questions for Every Change Program

1. Does everyone in the
system know what we
are trying to achieve?

4. Are we able to
measure and report
progress on our aim?

2. Are we prioritizing the
improvements likely to
have the biggest impact
on the aim and stopping
those that have little
impact?

5. Do we know how and
when to deploy
resources when
improvement is slower
than required?

3. Is everyone clear
about the means of
securing improvements
towards our aim?

6. Do we have a way of
testing and innovation
and then spreading new
learning?
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Strategic
Priority

Further improve
the safety of

people in Acute
Adult Healthcare

Reduce Harm:

25% of pecple In acute

adult health care free

from harms in SPSI Point

«  Cardiac Armest
«  CALITI l:lf ':HI'E

»  Pressure Ulcers
«  Falls

Reduce HSMR by
20%

By December 2015

Ensure safety and quality are
arganisational priorities

Frovide leadership & oversight fo
ensure delivery of programme
Actively develop your safety culture
Essentials of Safety are
comprehensively implemented

Reliable person cénterad response to
deteriorating patients

Reliable recognition & care delivery for
patients with Sepsis

Reliable care delivery for patients with
Heart Failure

Prevent avoidable Pressure Ulcers
Reduce S3|

Reliable risk assessment to prevent WTE
Prevent CAUTI

Reduce Falls

Safer Use of Medicines

Develop & utilise local capacity &
capability in QI

Effective measurement systems
Programme Management
Effective Communications
Manage transitions of care

s Collaw piin
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“By what
method?

Only the method
counts.”

W Edwards Deming
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The Quality Improvement Approac
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Where We Started: Outcomes & Achieveme

A
A
A
A
A
A
A

Mortality: 15% reduction ¢

Adverse Events: 30% reduction ¢/

Ventilator Associated Pneumonia: 0 or 300 days between 4
Central Line Bloodstream Infection: 0 or 300 days between v/
Blood Sugars w/in Range (ITU/HDU): 80% or > w/in range v/
Harm from Anti-coagulation: Reduction in INRs > 6 4

All process measures will be > 95% reliable 4

Process reliability achieves improved outcomes!
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Hospital Standardised Mortality Ratios (Seasonally Adjusted)
Scotland: Oct-Dec 2002 to Jan-Mar 2012
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What does spread look like?

Scheduled flows
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Whole System Patient Flow

Right care
Right time
Right place
Right team
Every time

Continuous
Improvement
High Quality Systems
and Workforce
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Rapid Fire Workshop
Preventing Avoidable Pressure Ulcers across Healthcare

Settings
Annette Bartley, RN, BA, MS, MPH
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Why is this work so important?

Pressure Ulcers
are for the most
part avoidable!
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Source: www.ldseniorscom/bedsores




Facts

Pressure ulcers are a common problem for patients
who have limited mobility, or who sit or lie in one
position for long periods of time.

-Pressure ulcers are painful, and can be devastating for
patients leading to surgery and longer stays in hospital
-They can be potentially life-threatening.

-The total cost in the UK is £1.4—£2.1 billion annually

(4% of total NHS expenditure) that’s 4p in every pound

of the NHS budget! (Bennett et al 2003) S
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Fundamental Safety Principles

Preventionl
Detectionl|
Mitigation|



8 years of learning

-Used a quality improvement
framework to prevent ‘avoidable’
pressure ulcers

-Leadership support

-Setting a drumbeat and pace
-Empowering frontline ‘teams’
-Focus on aims/measures/action
-Local ownership of data

-Real time root cause analysis
-Building reliable care processes

Local and
regionally

International




Relational

Guiding principles

P Transactional
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Content Area

Drivers

Interventions

Risk Identification

Understand the risk factors for acquiring pressure
ulcers

Understand the local context & analyse local data to
assess patients on ward/unit most at risk

Ut il i se patient O Wantifyrthose k
at increased risk

Reduce the
Incidence of
Avoidable
Pressure
Ulcers in
participating
sites
By 50% by
Dec 2014

Risk Assessment

Assess pressure ulcer risk on admission/first visit for
ALL patients

Re-assess every 8 hours or when conditions
changes where necessary Initiate and maintain
correct and suitable preventative measures

Reliable
Implementation of the
SSKIN ‘bundle’ or
other preventative
intervention

Identification, grading
of pressure ulcers
existing on admission
/transfer & appropriate
intervention

Address these areas:
Skin Inspection
Surface

Keep Moving
Incontinence
Nutrition

Initiate and maintain correct and suitable treatment
measures
Utilise the local Tissue Viability nursing expertise

Education and
involvement

Educate staff regarding the assessment process,
identification and classification of, and treatment of
pressure ulcers

Educate and Involve Patients & family and others
Develop patient information pack




Developing a systems-based approach
I~ to preventing harm

Risk Identification

Risk Assessment U

Communication of
Risk status

Partnership
with patient

Appropriate preventative
strategy implemented
~

Evaluation of outcome




SKIN Bundle Communication tool for Pressure Ulcer Prevention
Patient Name
Date 18/04/2008 19/04/2008

Time 12am |4am [8am |12pm |4pm |8pm Con necting process

Safety Calendar i with the outcome

2 roho cushion

Keep Moving
1 skin assessed
Right Side

Left Side
Incontinence
1 catheter patent
2 clean & dry

Nutrition
1 protein drinks
2 fluid balance chart

WATERLOW 18
Surface = Therapulse bed 2 minute pulse, Roho Cushion for the chair
Keep Moving = Pressure areas to be d am, pm and night plus on return to bed from chair

Incontinence = catheter patency, record bowel action and ensure patient is kept clean and dry
Nutrition = dietician referral, protein drinks x3, maintain daily fluid balance chart

RISK ASSESSMENT AND SSKIN CARE BUNDLE COMPLIANCE

Compliance . Non-compliance .

. Risk Assessment \
Colour Code Details
- No new PU cases ST N v N N m 20%

WARD:1  DATE: 01.1.11 TIME: 14.00

Patient Skin Inspection N N N N X 80%

transferred with - -

PU from other e 3 u ¥ v * 80%

care setting HEouRacs v v v v X 80%

New PU case Grade 2 Nutrition v X v X 40% e Colblewrption with Se (Aadily

X

. . pe . C lia / »

identified Zlgf;‘; EEE::C,I; e ‘ ‘ ‘ ’ wmte for
place Toal % 100% 0% 0% 100% 0% 40% lmpmmm




NHS Borders Scotland

Risk Assessment compliance
April 2010¢ M&#h 2011
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Change 1: Real Time Education
Change 2: PURA & SSKIN in Admission Forms
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Change 1: Real Time Education p, Change 4: Real Time

Education (I element being missed)

Change 2: PURA & SSKIN in Admission Forms
Time Education (I element being missed)

Change 5: Real

Change 3: Visual Cues Change 6: Visual

Cues

Building more reliable care processes



-The quality improvement approach
helped to develop more effective
multi-disciplinary team working

-The pilots units have now reached
between 4-6 years pressure ulcer
free.

-They have systematically spread
the learning across ninety three
wards and four hospitals

-Thee organisational incidence rate
has gone from 14% to 0.6%

Their success resulted in a national

ca
roll out of the work Improvement




Additional results

“ K - Knowledge: “

» = Signs and Keep up to | - Innovate /
Symptoms: date on Implement: If
Recognise the || practice you have any
early signs of ideas to
pressure improve
ulcers fo practice, “
ensure action share them

is taken N - NMC:

99,

Nurses and
accountability

99

99

A Scotland-14 pilot wards/units across all
health boards- sustained results

A University College Hospital London
eradicated grade 3 and 4 pressure ulcers

A Midlands and East of England-44
Organisations involved across all settings-
Achieved a 50 % reduction in pressure
ulcer prevalence across the region

A Hospices have gone over a year without
an incident

A 45% reduction in incidence in
Leicestershire Community Partnership
Trust

A Work has spread to Denmark/Ireland
/Northern lreland/ Qatar



Engaging Heart & Minds '\

‘If you want to build a ship do not
gather men together and assign
tasks. Instead teach them the

longing for the wide endless sea’
(Saint Exupery, Little Prince)
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Rapid Fire Workshop
From Strategy to Execution:
Cincinnati Children’s Hospital Medical Center

Uma R. Kotagal, MBBS, MSc

In Collaboration with &o ugl=ail
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Health Care Delivery System Transformation

Strateqic Improvement Priorities and System Level Measures

=

3 next Adverse drug
available events
appointment
Bloodstream

% of patients infection rate

delayed: ED,

PICU, PACU Surgical site
infection rate

Touch Time

for care givers Infection rates:

VAP

Serious Safety
Events

UTI,PU, IV infil.
falls

Serious Patient
Harm

OSHA
recordable
injury rate

Codes outside
the ICU
rate/1,000days

MRT
preventable
codes outside
the ICU

Standardized
PICU Mortality
Ratio ¢
Expected/ Actual

% use of
Evidence-Based
Care for eligible

patients

Clinical and
Patient Reported
Outcomes for
Chronic lliness

e

Staff Overall Rating:
Satisfaction Patient
Satisfaction

(best possible)
Nursing

turnover rate Patient
Satisfaction
(0-6)
Overall,
Inpatient,
Outpatient, ED,
Urgent Cares,
Ambulatory
Surgery,
Home Health )




: From Strategy to Execution - CCHMC

Health Care Delivery System Transformation
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What Guides Us...2015 Strategic Plan

Focus Statement
Wo wildaliver outcomes rience a thelowest possite cost and discovar and apply
Letter ways tompeove h mcce chisdron here and arourd the wo
Safety To be the safest hospital
Care To our h d chronic
diseases
"
Community Health o messurably improve the health of ocal children
Research & Infrastructure To sccelerate the impact of our investment in discovery
T reach their potential and Cincinnati Chikiren’ s
Leaming schieve its vision
Philanthropy To provide sbund: s chidren
Cost To be more
Productivity To improve the experience for patients and more effectvely utilze our
seople and physical sssets
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Alignment Organizing For Transformation
T

* Allgn ment: } ;I[ Strategic I;Ian Goals J%
— Align measurement ” |
Senior Leadership Priorities
— Align strategy and accountability —
— Build improvement capability

Strategic Plan Owners

} Goals / Measures

Dashboard / Working Teams

* Integrate into daily work
* All strategic goals are part of each component

of the organization with specific assignments — | PDSA’ s, Implement

Redesign, Retest

Individuals




Expectations of Unit Improvement Leaders

A Achieve Outcomes in Unit Level Plan

A Adopt Leadership Behaviors to improve
patient safety, flow and patient experience

A Patients & families are critical to the
improvement effort

A Understand that each patient care unit is
part of a larger interdependent system of
care

A Apply the science of improvement to
advance the quality of health care delivery

A Reduce unnecessary variation in patient
care

A Nurse-Physician Co-leadership

A Unit level outcomes

A Unit level innovation and improvement
A Learning system across microsystems

A Locus of Prioritization for array of goals
“Catchball”

A High Reliability Unit pilot



System Capacity Management

Initiative

Operations Possibilities

ldentify Patient Streams — Inpatient/Outpatient
Stream management, supply chain, best
practices

Predictable Care
Delivery

Best Practices, Identification of ALOS and outliers
Physician Practice Models, Metrics of care delivery

Capacity
Management

Integration of simulation modeling and planning
Plan for flow vs reactive flow to plan

Simulation to design for units and patient placement

Placement initiatives — D:C Matching plans
D/C planning, Home Care, Parent Initiatives

Demand:Capacity Matching, SSE/Near Miss events
related to placement, flow watch-points of care




OPERATING ROOM FLOW IMPROVEMENT
SEPARATING SCHEDULED AND UNSCHEDULED CASES TO IMPROVE ACCESS, SAFETY, AND EFFICIENCY

oLD NEW
Sched Actual Sched. Add-On Work-In

INITIAL MODEL PRESENT MODEL

TWO CASE SCHEDULING TYPES TWO CASE SCHEDULING TYPES

SCHEDULED CASES HH
85-90 % all Cases

SCHEDULED CASES =
85-90 % all Cases

UNSCHEDULED
10-15 % of all Cases
Divided into two subgroups
E Add-On - 0-24 hours

EMERGENCIES
10-15 % of all Cases

3 Work-In — 1-7 days
DAILY SCHEDULE
DAILY SCHEDULE

90 % of all OR time allocated
95 % of all OR time allocated ! to Doctor Specific Blocks
to Doctor Specific Blocks Stratified b:

Risk/Urgency 2 Add-On Rooms for Urgent

Emergencies done at end of ) and Emergent cases / day
the day, or forced into slots A-E List
between scheduled cases. 1 Work-In Room for cases

needing access in < 7 days

RESULT
RESULT

Long Add-On List at the
conclusion of the day Decreased time to access

OR in urgent and emergent
Long Waiting Times for cases
parents and children with
urgent needs Add-On’s done during prime

operating hours, maximum
Often doing complex cases in resources
evening or at night when END )
resources were limited OF More predictable end of day

DAY

e/ Cincinnati
Children’s

Hospital Medical Center

Add on Access to OR within Accepted Timeframe
Wait Time for "A" Cases

Population: Base Hospital Add-on Cases
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Current Control Limits are set from Jan 11-Sept 12
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Last Updated 12/11/2013 by A. Anneken, James M. Anderson Center for Health Systems Excellence

Source: CPM/EPIC



Design Characteristics
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Strategic improvement goals are part of our strategic plan and address the needs of our
mission — patient care, research, education

Accountability for achievement of improvement goals is shared by all levels of the
organization

Leadership of the improvement system is multidisciplinary and cross functional
Capability for improvement is built at the point of care and horizontally across CCHMC

Performance improvement is integral to the leadership system and integrated with daily
work

Performance improvement is measurement-based/responsive/efficient/proactive/aligned
Consistent use of the science of improvement

Transparency of results and process

Constancy of purpose for improvement



£Jle/ Cincinnati

]

% of "B-E" Cases performed within 15% of their acceptable timeframe

Add on Access to OR within Accepted Timeframe
"B-E" Cases

Population: Base Hospital Add-on Cases
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Hospital Medical Center
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*NOTE: Current Control Limits set from 1/2011 - 8/2012.
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% of "A-E" Cases Performed on Time*
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95%
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85%
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Add on Access to OR within Accepted Timeframe

"A-E" Cases

Population: Main Campus Add-on Cases
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% Discharged within 2 Hours

Cincinnati Managing Discharge when Physiologically Ready
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Cincinnati
Children’s

Hospital Medical Center

Percent of Patients Delayed
(Includes ED, PACU, and PICU™)
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Critical Flow Failures

# of Patients with a New Failure
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+ Daily Failures

# of Patients with a New Failure

Patients Staying Overnight in the PACU
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Rapid Fire Workshop
Sepsis in Scotland
Kevin Rooney, MB ChB, FRCA, FFICM

In Collaboration with &0 ugl=il

Fnlaubll s ogndmiwgo Institute for
- Hamod Médicat Corparstion Healthcare
Improvement

—u o AL —aa



Scotland HSMR - 9.5% reduction (2011)
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Steps to Success

Generate the will for
this work
Share Ideas

Execute changes in
practice

Develop more effective
~ teams

Institute for
Healthcare
Improvement




‘é’;\m AUTE A UK. Perspective
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Saving Mothers’ Lives
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Reviewing maternal deaths to make
motherhood safer: 2006-2008 -
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Our guiding principle

Model for Improvement

What are we trying to
aooompllsh‘-‘

How will we know that a
change is an improvement?

What change can we make
that will result in improvement?




Sepsis Improvement Programmes — 6 hour bundle

S _ NHS Wales
(Sepsis Surviving Sepsis 1000 lives Daniels et al
resuscitation {lal} Campaign {based on Surviving T SPSP/SAPG
bundle - within Sepsis campaign & I
6 hours) Sepsis Six)
S 4 2
W
ob:::: sg:f to i J i ‘/ l ‘/ J
L J \ )
[ il v J v v [ v J
antibiotics - - ) (
Treat hypotension ( f ) f ) / ) { )
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no detail
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. hypotension - - J
juie s - v » [ v
pressure - — )
pda ademas v J v v [ v J
oxygen saturation J - - )

Click on the ¥’s for links to full details under each improvement programme

|deas

AlM

Reduction in
maortality in pilot
population from

Sepsis
5% by December 2042
10% by December 2014

JOINT COLLABORATIVE - SEP515 DRIVER DIAGRAM

PRIMARY DRIVERS

SECONDARY DRIVERS

Reliable Recognition

Reliable Sepsis ecreaning (EWS + SIRS}
Ensure reliable communication across clinical teams of

& &t risk patients
Assessment + Ensure timely rescue of deteriorating patient by
competant teams
Ensure reliable delivery of Sepsis Six within 1 hour
Reliable Care Source Control
Delivery ¢ Ensure reliable escalation of sepfic patients to higher
F o level of care
Improve Antimicrobial stewardship - 3. day review
Education Education on burden of illness & current performance
& Provide training to staff on clinical knowledge and
+ Awarensss * improvement skills
Executive Sponsarship
Culture of safety Clinical Leadership
— and Quality g Multidizciplinary team working
Improvemeant !Z!lervalc-p measurement frameworks to guide
improvemant
-+ Patient & Family Inwvolve patienis & families in treatment process

Ceantred Care

and care planning

Institute for
Healthcare
Improvement



Action |

Adaptation to own local context
- Ql approach

- Process Mapping

- Simulation

- Experiential learning
- Competition

PIITPO T vy

Institute for
Healthcare
Improvement



% compliance with Sepsis Six within 1 hour (ACUTE)
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Spreading Ink blot Strategy

Based on military tactics:

- Small area of Good Practice
across site

- As expand will join up

- MAU /AMUY/ Surgical

Acute Medical Unit

RAH
@ Acut gical

- Hospital At night  Med
wWd

- Medical Wards \/

- DOME



What are you

1+1=2




Thank You!

Derek Feeley dfeeley@ihi.org
Annette Bartley abartleyconsulting@gmail.co
Uma Kotagal uma.kotagal@cchmc.org

Kevin Rooney kevin.rooney@uws.ac.uk

Robert Lloyd rlloyd@ihi.org
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