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Niccolo Machiavelli

"It must be remembered that there
is nothing more difficult to plan,
more doubtful of success nor more
dangerous to manage than the
creation of a new system. For the
initiator has the enmity of all who
profit by the preservation of the old
institution, the suspicion of those
who don't understand, and merely
lukewarm defenders in those who
would gain by the new one.”
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It’s All About the Kids
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1,161,000 patient encounters*
598 registered beds (549 in servnce) lﬂelydmg i
residential psychlatrx beds*

N

Served patients from SS\countrles and
_states*
Nationally ranked in all 1@
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Colleges of Medicine
Total Employees of 12,873, with 11,799 full time uivalents*
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What Inspires Our Success

e Vision —to be the leader in improving child health

e Mission — Cincinnati Children’ s will improve child health and transform delivery of care through
fully integrated, globally recognized research, education and innovation.
For patients from our community, the nation and the world, the care we provide will achieve the
best:
- medical and quality of life outcomes
- patient and family experience and
- value today and in the future.

* Values — Respect everyone. Tell the truth. Work as a team. Make a difference.
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What Guides Us...2015 Strategic Plan

FOCUS Statement. Safety To be the safest hospital
We WI” de| iver Care Coordination & Outcomes To improve outcomes for our patients with complex and chronic
diseases
demonSt ra bly su perlor Community Care Delivery To strengthen our community’ s system of care for children
outcomes and experience Community Health To measurably improve the health of local children
at the lowest pOSSi ble cost Research & Infrastructure To accelerate the impact of our investment in discovery
and discover and app|y Leadership Development & To help employees reach their potential and Cincinnati Children’ s
. Learning achieve its vision
better ways to improve the _ . .
Reach & Revenue To leverage our unigque expertise to serve more children
hea lth Of more Chlld ren, Philanthropy To provide abundant resources for the care and cures for children
here and around the world.
Cost To be more affordable for patients and maintain our financial strength
Productivity To improve the experience for patients and more effectively utilize our

people and physical assets

Respect & Professionalism To ensure that every employee feels valued and respected



Core Business at
Cincinnati Children’s

e Conduct Research
e Deliver Clinical Care

e Educate the professionals of the Future




Organizational Transformation*

Pursuing Perfection Initiative challenged organizations to transform
based on the IOM’ s “New Rules” for Health Care

Defining transformation:

* Radical changes in how members of the organization perceive, think
& behave at work.

 Fundamentally altering assumptions about how an organization
functions.

* Significant shifts in corporate philosophy & values & structures that
shape behaviors E—

In:mtute for
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Our Quality and

1884
Evidence-based
guidelines
deweloped

1898
Mational
family -
centered care
conference

)))))))

2001
= Strategic plan called for
complete transformation
= 1OM Report: Crossing the
Quality Chasm
=  Focus on 8 dimensions of

guality

1993 \
IOM Report: To Emis \
Human Launched I".
Strategic planning process

2001
Robert Wood Johnson
Foundation Pursuing
Perfection (F2) grant —
Apute evidence-based
care and CF
System Level
Measures

Safety Journey

2007
2008 Launched
2006 AHA Academic
Launched MeKesson Collaborative
Intermediate Quest for 2008
Improvement Quality Award Serious safety
Sgience Series events reduced
fzs2y from 1410 7
2002 f £0% reduction
Business Units from 2007

incorporated HOM
dimensions into
dashboards

2004
Strategic planning
focus on integration of
all 3 missions
CEl Teams launched
Application of
reliability science
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2008
=CHCA Race for
Results Award —
reduction in FICU
mortality due to
reduction in hospital
scquired infections
=Ficker Institute Award
— family centered cars
=Codman Award for
SEl reduction

B
g,ﬁs

2010
RCIC Launched

A 'N.
2013
Y Crperational
\ Excellence
| 2011
\ AILS Launched

O 2010
James M. Anderson
Center Launched new
strategic plan with focus
on safety, chronic disease
and population health



ACCESS, FLOW,
PRODUCTIVITY

39 next
available
appointment

% of patients
delayed: ED,
PICU, PACU

Touch Time
for care givers

PATIENT AND
EMPLOYEE
SAFETY

Adverse drug
events

Bloodstream
infection rate

Surgical site
infection rate

Infection rates:
VAP

Serious Safety
Events

falls

Serious Patient
Harm

O5HA
recordable
injury rate

CLINICAL
EXCELLENCE,
OUTCOMES

Codes outside
the ICU
rate/1,000 days

MRT
preventable
codes outside
the ICU

Standardized
PICU Mortality
Ratio -
Expected/ Actual

% use of
Evidence-Based
Care for eligible

patients

Clinical and
Patient Reported
Dutcomes for
Chronic Illness

TEAM
WELLEEING

Staff

Satisfaction

Nursing
turnover rate

Health Care Delivery System Transformation

Strategic Improvement Priorities and System Level Measures

PATIENT AND
FAMILY
EXPERIENCE

Overall Rating:
Patient
Satisfaction
(best possible)

Patient
Satisfaction
(0-6}
Overall,
Inpatient,
Qutpatient, ED,
Urgent Cares,
Ambulatory
Surgery,
Home Health



Alignment

* Alignment:
— Align measurement
— Align strategy and accountability
— Build improvement capability

* Integrate into daily work

* All strategic goals are part of each component of
the organization with specific assignments

Institute for
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Will: From Strategy to Execution
CCHMC
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' Dashboard 1 Unit Comparison

Hospital Wide Inpatient CSI Dashboard Fiscal Year 2011

Cincinnati , nit " Fiscal Yaar
Children’s Fospial e - 2011 - Click on measure name for link to chart

Measure |\"I'Dsuh.n|ﬁmll.lll|.l.|.lg|8|p|0|:1|lhv|lflur.|.hn|Fnb|llar|.lpr|l|a]r|.hn
Murnber of Serious Safety Events <=2 0 o u] o u] o u] o 1 1] M MA
Murnber of Adverse Drug Events (ADEs) per 1,000 patient days 21 37,0 90,9 g6 190 S1.1 21 374 0,0 22,9 HMA MA MA
Rate of catheter aszociated bloodstream infections per 1,000 catheter-device days 05 0% 02 05 0% 1.2 0.3 0.7 0.3 0.4 0.5 MA M
Rate of grade 3 to 4 IV infiltrates for infusing peripheral IVs per 1,000 line days 0,9 20 20 15 1,2 1,2 1.2 1.2 1.4 1.2 1,5 HA MA
Percentage cormnpliance on the use of universal protocol 1009% 96% 100% 979% 979% 989% 959% 1009% 999% 999% 95% NA M
Rate of codes outzside the ICU per 1,000 patient days 0,15 0.3 00 00 01 00 03 01 00 01 0.0 NaA M
Rate of MRT preventable codes outside the ICU per 1,000 patient days u] o0 o0 00 OO0 00 02 00 00 0,0 0,0 MA MA
Fate of stage 3 & 4 facility acquired pressure ulcer failures per 100 patients examined 1 o0 00 00 o060 00 07 0,0 000 0,00 MA L MA MA
R ate of ventilator acquired pneurnonia per 1,000 ventilator days 05 o000 o0 1.4 1.4 00 00 00 1.1 0.0 1.F 0 MA M
Rate of UMSAFE transfers per 10,000 inpatient days 2.4 1.5 29 4.4 10,0 0.0 4,9 4.6 59 1.4 4,4 L% A
Murnber of bloodborne pathogen expaosures in the PICU & 0.0 1 [u] 1 [u] o] M MA MA MA MA M
Percentage of patients who go horme when we say they should go home 50% 829% S87% S1% S55% 51% B52% B87% B56% B6% S86% NA MA
Percentage of patients transferred from ED to inpatient unit bevond one hour target 229 22% 1% 3I3% 349 349 329 3T% 3299% 42% 35%  MA MA

Percentage of patients transferred from ICU to inpatient unit beyond two hour target 0.35 579% 61% 54% 429% 50% 509% 49% 50% 60% S5S0% NA MA

OO0 ee®®R®POOeOCe®O00®

Percentage of tirne key outcornes are met for inpatients eligible for an evidence-based qui 91% 100% 1009% 98% 959% 959% £59% 929% S96% S85% 98%
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£\ Cincinnati

Children's

change the outcome*

Quality and Safety Dashboard
Gastroenterology, Hepatology and Nutrition
FY12 Q3 - Last Updated 5/21/2012
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The Mission: Achieve the Best Outcomes, Experience, and Value
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Knowledge for Improvement

Trepreacemert Tearn ta carmbire subject matter kneeledge and profaund
nmledge i ereatiee ways b dewelnp effective changes for improsement

W. EnwarDs
DEMING

Prafeand Krawledp:

Improvement Execution Framework

Provide Leaders far

Spread and
Large System Projects

Sustaln

- Provide Day to Day Leaders for

Microsystems

Strategic Execution



Our Quality and Safety Journey

2007
2008 Launched
2001 2006 AHA Academic
- Strategic plan called for Launched MeHesson Collaborative
complete fransformation Intermediate Quﬁl‘t for 2008
= IOM Report: Crossing the Improvement Quality Awszrd Serious safety
Quslity Chasm Science Series events reduced
= Focus on & dimensions of fl2s2 from 1410 7
gquality 2002 50% reduction
Business Units from 2007
1004 1988 incorporated 120
Evidence-based |OM Report: To Emis dimensions into 2010

dazhboards RCIC Launched

Human Launched

guidelines
Strategic planning process

developed

]
& & 2013
Dperationsl
2001 2004 Excellence
1882 Raobert Wood Johnsaon Strategic planning =CHCA Race for \\
Mational Foundation Pursuina focus on integration of Results Award —
family - Parfaction (P2) gm_ E:"S:Ii_'r“'ss'ﬂ'f e reduction in FICU 2011
:enzred care Acute evidence-basad A Tms 19_”" ‘ martality dus to AILS Launched
conference T )
care and CF Icaton o reduction in hospital
System Lawvel [;p blt scquired infections 2010
laasures reliabiity «Ficker Instifute Award  James M. Andersan
i — family centered care  Center Launched new
science =Codman Award for strategic plan with focus
551 reduction on safety, chronic disease

and population health
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Healthcare HRO Vision

Zero Deaths
Zero Serious Harm
Highly Reliable Outcomes

Families feel safe
Staff, feel empowered and safe

: Institute for
ratice H Healthcare
e Improvement




Harm At Cincinnati Children’s

e Serious Safety Events

e Catheter-Associated Bloodstream Infections
* Ventilator-Associated Infections

e Surgical Site Infections

e Catheter Associated Urinary Tract Infections
 Codes outside the PICU

e Adverse Drug Events

* Other Adverse Events -
(IV infiltrates, unrecognized deterioration, Pressure ulcers, falls)

e Failure of Safe Practices-Hand washing, Handoffs, etc.
* All preventable harm s
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-j Hamad Modkal(otpuwon Heahhm}r‘:

Improvement




Journey to Reliability — The Next Zero

10°®

-7

10

Reliability
a‘L S5 o

—
Q
(]

10

10"

Optimized
Qutcomes

Human Factors

Integration

* Intuiive design
+ Obviousto dotherightthing
* Impossible to do thewrongthing

« Corevalues & vertical inteqgration

Reliability
» Behavior expectations for all
Culture * Hire for fit

- * Fair, just ,and 200% accountability

+ Eviden ce-based best practice
* Focus & Simplify
+ Tactical improvements (e g. process bundies)

Process Design

“OHPI

@210 Healthcare Performance Improvement, LLC, ALL RIGHTE RESERVED




Stages of HRO Journey:
Stage 1

Developing standardization and process reliability,
building improvement capability

e 98% VAP Bundle
e 98% on BSI insertion and maintenance Bundles
e 99% on SSI Bundle

* 98% on “5 Rights” med administration, CPOE,
minimize dispensing errors

Institute
e || 3 P

Improvement



Ventllator Acquired Pneumonikais (VAPS)

nElcpr ¥ St Dy

MG LI, L IR

—— o R

— 1w

— v

— oAl

Ci ati
K Ehiirens

a7 E.'T:i'nms Central Venous Catheter [CVC) Asasclated Laboratory Conlimed
L Bloedstream Infections (L CEIs)

Vit ara s 4103 Cari it rhaypa

' ||=nz|in § g
CwicaTry s Cuomowr
| A Ha e —_—tra == mall e gt

Adverse Drug Events

Preventable

0.00

Syadam

30'01_"]1“ I.lu] I.n.lP‘l Twan Firoaoa-a
[ et

w3, vemp nam ol e B3 e s 1
U Eazsias ke Dok Pasrls
e

=i b 255 and Cpd oo

e e e

i o o eplean
1 W TR T T
R i S o

[RLLTETERIEIRETEREY TR F ey

BiERERERLINE:

=Rl
R
EE

=
v
e
v
VogsalGepins l
i




Systemic Process Reliability:
Stage 1

Change the Outcome

* BSI rate reduced by 80%; meaning 70 fewer kids
suffer a preventable infection each year.

* SSI rate reduced by 60%; meaning 50 fewer kids
suffer a preventable infection each year.

* VAP rate reduced 90%; meaning 75 fewer kids
suffer pneumonia each year.

Institute for
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Improvement




Business Case — SS| Prevention

90 765 SSI’s
80 - 348 SSI’s Prevented
10.5 days LOS ave
70 - 3654 days
60 - $27,000 / SSI
$9.4 M saved
50 -
’s
40 -
30 -
20 -
10 -
0 @

2005 2006 2007 2008 2009 2010 2011 2012 2013 2014



Journey to High Reliability: HROs

*  Preoccupation with Failure

*  Reluctance to Simplify Interpretations

e  Commitment to Resilience

* Deference to Expertise

e Sensitivity to Operations
— Find loopholes in system’s defenses, barriers and
safeguards on the frontline. Maintain Situation
Awareness

[ University
of Michigan
Business

us
School Manageiniens Series
ATV ELANET LAY

Karl E. Weick
Kathleen M. Sutcliffe

Managing the
Unexpected

' with Ea v
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Variation from standard of care

that results in:

Serious Safety Event
Event that reaches the patient and results in death,
life-threatening consequences, or serious physical or

psychological injury
Cause Analysis Level: RCA

Near Miss
Event that almost happened - the
error was caught by one last detection
barrier

Cause Analysis Level: Trend, ACA

SEC

Serious
Safety
Events

Precursor
Safety
Events

Safety
Event
Classification

& 2006, HPI, LLC
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Lead Links

# Orthopaedics
Catches Brain
Shunt Malfunction

More Links

# A7 Emergency
Response Team
Keeps Patient Safe

# Code Review Helps
Unit Keep Patient
Safe

# Excellent
Coordination of
Care Sawves Child

#Home Care Catches

MNatural Gas Leak

#Liberty Teamwork

Keeps Multiple
Asthma Patients

Safe

# Music Therapist
Connects Patient
with Speech
Pathology

#Patient Attendant's
Vigilance Keeps
Patient Safe

# Situation
Awareness
Collaboration Keep
Mom Safe

Cincinnati Children's 101 HR & Benefits

Learning @CCHMC

Excellent Coordination of Care Saves Child

An infant was recently brought in to Liberty for a routine outpatient procedure and was found
to have one of the most emergent conditions in pediatric surgery besides trauma - a twisted
bowel. Once diagnosed, surgeons have about three hours to untwist the bowel.

Radiclogist Steve Kraus, MD, made the initial diagnosis, called Jackie Beigel, patient
advocate, Emergency Services, and got the child to Liberty's ER, where Nathan Timm, MD,
Emergency Medicine, and his team quickly prepared him for transport to the Burnet Campus.
The transport team notified our NICU for their involvement postoperatively, and when Beigel
told the OR about the patient the staff immediately made a room available.

Anesthesia was given during transport, the baby landed in the holding area, and within about
30 minutes of arrival surgeons were working to correct the problem {all within about one hour
from the radiologist's first call). Surgery went very well and the baby is fine today.

Lessons Learned
Excellent Coordination of Care was key to saving this child’s life.

"I am convinced that this institution's well-ociled machine led to this result, which in many other
settings would not have worked out so well,” Beigel says. "At least 30-40 individuals all came
together on different campuses and from multiple disciplines to accomplish the goal of saving
this child.

"This is truly an example of how good we can be when everyone comes together with the
same goal and mission - to save a child. This is how we change the outcome. Thanks to all for

such great team work!”

If yvou hawve a patient safety story to share, please use the convenient gnline form to tell us
about it.

Comment on this story



Serious Safety Event Reduction

Key Driver Analysis Intervention/Change

Concepts

Qutcomes

Key Drivers

Lessons Learned Program

Improved Safety Governance

Error Prevention System

Cause Analysis Program

Specific Tactical
Interventions




Interventions

QOutcome Key Drivers

Error Prevention training

Safety Coach program

Procedural Safety

Simulation Training

Leadership Behaviors

Situation Awareness

Family Engagement
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Situation Awareness?

“Say ... what’s a mountain goat doing R ,,d 21) .,,g o Insm'ute for
way up here in a cloud bank?" , Healthcare
: Improvement



Background: Conceptual Model

Anticipated Recovery

Clinical
status

Night talks
SA Bundle

| Admission Assessment ‘

T Effort needed to return to recovery

Time



Root Cause Analyses

SSE Common Causes:

Total Number of Times each Safety Element Failed
(FYO7 — Jan. 2010)

% of times this failure

Failure Type Count occurred
Coordination of Care 45%
Situation

Awareness 45%
Reliable Escalation 24%
Family Engagement 21%

None of the 4 above

38%




Hypotheses to Improve SA

Situation Awareness

2. Recognize &
Understand
“Comprehension”

Miss Context as Communicate Each
Info Not Integrated Risk to Watchstander

3. Anticipate Wrong Predict/Mitigate/
“Projection” Prediction Escalate as Team

R'_g!‘t Decide
Decision!




Aim

Eliminate serious
safety events
on inpatients
related to situation
awarensss (SA) and
reduce UNSAFE
transfers from 4.4
events/10,000 non-
ICU inpatient days to
2.2 by June 30, 2011

Systematically & Reliably

Identify
patients at risk

Mitigate risk
on unit

No unrecognized

clinical h

deterioration

Improved
Situation
Awareness

Escalate risk
that is not
fully addressed

Predict course
of most at

risk patients

Learn from each
event

s Colplnwp
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The Elements of Prediction

. MEASURABILITY OF OUTCOME — Will it be clear
if the outcome happens or not?

*  VANTAGE — Is the person making the prediction
in a position to observe the predictions and
context?

+  IMMINENCE — Is the event to occur in the next
week or years away? Is the prediction before the
event?

*  CONTEXT — Is the context clear to the person
predicting?

*  PRE-INCIDENT INDICATORS (PINs) — Are there
detectable pre-incident indicators that will
reliably occur before the outcome?

*+  EXPERIENCE — Does the predictor have
experience with the specific topic involved?

COMPARABALE EVENTS — Is it possible to study
outcomes similar to the one being predicted?

OBJECTIVITY — Is the person whao is predicting
objective enough to believe either outcome is
possible?

INVESTMENT — To what degree is the person
predicting invested in the outcome?

REPLICABILITY — Is it practical to test the exact
issue being predicted in another situation?

KNOWLEDGE — Does the person making the
prediction have accurate knowledge of the
topic? Is the knowledge relevant and accurate?

The Gift of Fear and Other Survival Signals that Protect Us from Violence:
Gavin De Becker, Dell Publishing, 1997

ehnepline

with B Uials

Institute
Healthmfew

Improvement



Proposed Model

Improved efficiencies
and quality of
information sharing Increased
quality
] f collective
Implementation o Culture of 9
Of HRO-SA g il ey R kbt
leadingto
Huddles and >
Empowerment [~ Collegiality enhanced

—
capacity to
/ reduce failures
Sense of Community and eliminate

patientharm “ Insticute for
Improvement




Huddles

» Short, structured briefings designed to:
— look back on recent events

— look forward to upcoming events/emerging
threats

* We Integrate 3 tiers of huddles:
— Microsystem (e.g. general pediatric unit)
— Mesosystem (e.g. inpatient system)
— Macrosystem (organizational) -




Categories of Concerns

Family
concerns

High risk
therapies

Early Warning
Score 25

Communication
concern

Family concern about patient safety

*  Please note most concerns discussed are about family experience failures

High risk or unfamiliar therapies (unit dependent)

= Insulin on the surgery floor
= |V narcotics on general medicine floor

= Lumbar puncture of 2 year old

Elevated Pediatric Early Warning Score (PEWS)

Clinician gut feeling patient at risk (e.g., patient is less interactive)

Communication concern judged to impact patient safety (often
involving multiple medical teams)



ldentify
% Bedside
Team

High risk
therapies Intern

Tested on 1 general pediatric unit
Early Warning I using Model for Improvement and
Plan-Do-Study-Act (PDSA) cycles

Score 25

Bedside
nurse

Communication
concern




High risk
therapies

Identify Mitigate
Bedside Unit
Team n Team
Intern

Watchstander
Senior Resident

Early Warning
Score 25

T N T

Bedside
nurse

Watchstander
Charge Nurse

Communication
concern

A L

Attending

Tested on 4
nursing units with
learning and
adaptations



Identify Mitigate Escalate

g— Bedside Unit Organization
Team Team n Team

High risk

Senior Resident

i 8 i 8

Bedside Watchstander
nurse Charge Nurse
I u Tested on 4 nursing

Communication units then spread
Attending on 3/22/10

Early Waming
Score 25




Situation Awareness Model

Bedside Microsystem Organization

Team A‘ Team ‘ﬁ Team

o

Reliable escalation of risk

Rapid assessment and
communication with
primary t=am
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MRT

Apr '11: Begin A6C/CICU

Consult
l

Total MRTs vs. MRTs Transferred to Higher Level of Care

Oct '09: Eliminate PICU

—

o O O
N

<

o O O o
o N~ ©O© . I o™

S1dIN # €101

Month

e e # MRT Transfer Median

e # MRTs Transferred to Higher Level of Care

— Total # MRTs Median

g Total # MRTS



Robust Planning Tool

Identifying the problem or concern
Making responsible parties aware
Forming a plan

Predicting an expected outcome
Setting a deadline

Deciding on an escalation plan if
outcome is not met
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Not Fully Addressed SA Bundle Concerns

5/2/10 Change in data
collection process
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Ole Cincin nati, Serious Safety Events per 10,000 Adj. PatientDays
Children’s Rolling 12-Month Average

Hospital Medical Center

18

Desired Direction
16 of Change

14 l

Root Cause Analysis Program

1.2

1.0 4
0.8 -
0.6

aSSERT Began
0.4 July 2006

. / Q W
0.0 /

' PR CheeE

Events per 10,000 Adj. Patient Days

Ccc

Ecc

7

FY2008 ’: FY2009
Axis Title

FY2005 | FY2006 FY2007 F‘r‘2010 FY2011

——SSEs per 10,000 Adj. Patient Days



Serious Safety Events per 10,000 Adjusted
Patient Days Rolling 12-Month Average CCHMC
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== MeasureValue =—-—- MeasureGoal —— Run Chart Centerline
Date Annotation Description Date Annotation Description
9/01/2010  Surgery Situation Awareness 01/01/2007  Error Prevention Training
3/01/2010 Inpatient Situation Awareness -
07/01/2006 aSSERT Begins July 2006
11/01/2007 Safety Coach Program
10/01/2007 Tenants of Surgical Safety 10/01/2005 Patient Safety Tracker
9/01/2007  Simulation Training Expands 10/01/2004  Surgical Safety Begins




Huddle Results

Improved Efficiencies and Quality of Information Sharing
“We learned the new terminology. ....We learned what a watcher
was, we learned what high risk therapy was, and then in practice
continued to report these concerns, we began to...identify who was
at risk on your unit, and who wasn’ t.” (Bedside nurse)

Accountability

“One of things that it seems like this has done, this
whole processes and structure increased

accountability across the hospital really.” (Chief of Staff)

Fylaublsosdmudo H Institute for
= | Haimad Medical Corparation Healthcare
et | e ey . it vees At Improvement




Huddle Results

Empowerment

“We have come leaps and bounds here with nursing

feeling like they are empowered to speak to and to push back on
physicians a little bit which was not the culture,

but we have grown, but there are still barriers, especially with certain senior
level...” (Charge nurse)

Sense of community

“When | was in charge, | was able to see the bigger

picture of what was going on in the medical center and

not just what was happening on [my] particular unit... (Charge nurse)

Instmxte ﬁw
H Healthcare
Improvement




Huddle Results

Culture of collaboration/collegiality
“Anti-competition, consideration, compassion —
don’ t assume that the unit is saying no because they don’ t
want to help, all have a better idea of what’ s going on
other units and know that everyone is busy!” (Nurse manager)

: PSS G Institute for
oeparatice H Healthcare
T Improvement
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Situational Awareness - Prediction

Situational Awareness Model
Peri-Operative Services

o Prior Day S.A. Day of Surgerny Escalation
Huddle And To Leadership
Predict Risk Intra-Operative Risk Of Peri-Op Services
Team conceme —a .
CONTACT
Correct RNITech Team mmm PCF or
Masslve splacement FRONT DESK RM
A&'m Comect Anssthesla Team ~ WE‘MWMH.
. Experienced Surghcal Team perative F W Unrecobeed o
Wilth upgraded rsk Progressive
Other Sruations
Cavomentconcersa | ) i B
Hew or Unfamillar Equipment Team Changas
Anesthesla. RM, Surgeon ESCALATE CONCERN
Compatencies In Use / Sef up TO
Late Room status OFFICER OF THE DAY
Loaner § Trial Equipment Late Rooam 5Eaies
Schedule Unique suppies | trays Surgeon Changs
mmmtﬂ::?m 1 e
m
Patient E Go mild-operathon ‘ Encaiaiion of Fosk
Factors F—
[ waentity and Reasdve . ;;m""\ﬂ'l
- High nul:-nwt Caorrrrwanicaioen
@ B Hara stop ]::> Rieacsess Frior o



® Green -is all CLEAR, patient prepared and verified

_ ~is “WATCH ROOM”, notes elevated risk factors for patient safety
identified. Proceed with caution. Communicate possible additional needs to PCF.

® Orange -is “ _ERT” risk for patient vulnerability during the perioperative
process. Requires additional resources and/or support from identified
perioperative expert.

® Red -is the highest indicator which requires “HARD STOP” until the
perioperative safety communication system has resolved the identified threat.

Classification of Cases > 76,196 cases (Oct 2010-July 2013)

98 % 1/111 1/1250 1/5,000
75,418 694 66 18







Peri-Op Key Processes

« Time outs
— Pre Induction, Pre Surgical, Post Procedure
« Announce and Count
— No foreign bodies into body cavities without identification and recording
for input and removal
 Consents
— All consents 100% correct for all safety indicators
« Specimen labeling and handling
— Every specimen correctly labeled, nothing lost
« Equipment and supply management
— All approved equipment, correct training, Nno surprises
« Tenets of Surgical Safety

Institute for
g
Improvement




3 Level High Reliability
Huddle System

MICRO LEVEL (Unit Huddle)
Look back: individual providers report on unexpected events, medical response team calls
Look forward: individual providers report on individual patients at risk for safety events
Integration: charge nurse considers overall unit status, planned discharges, staffing needs

22

MESO LEVEL (Inpatient Huddle)

Look back: charge nurses from each microsystem report on unexpected events, transfers to higher levels of care
Look forward: individual microsystems report on higher risk patients in mesosystem, overall unit status
Integration — Manager of Patient Services (MP5S) works with charge nurses to develop plans and predictions for
highest risk patients, develop capacity plan through system, predict and mitigate experience failures

tl

MACRO LEVEL (Daily Operations Brief)

Look back: mesosystem leaders report on unexpected outcomes over last 24 hours, resolution of concerns raised
at previous brief
Look forward: mesosystem leaders predict and plan for big issues of day with focus on problems at intersections

of mesosystems H Institute for

Healthcare
Integration: administrator of the day identifies responsible party(ies) for each concerns and sets clear follow-up Improvement




Hospital Wide System for Safety

3 Times - Every Day




Census at 0600 is 494 (Psych 109).
Capacity: CBDI, MICU, Psych are Red.

Tight Spots: Heme-Onc/BMT, Complex Airway, Psych, TCC.
Prediction: We will accommodate today’s schedule. There may be delays depending on timing of discharges. Prompt efficient discharges will expedite flow.

Daily Census Report

Date: 3/26/2014 SRU Staffing Current Census: 494
Time: 0600 Total cc | CST Current Capacity: 89
ED Previous 24 hr Total - Main 201 | 15-19:00 Predicted Capacity: 77
ED Previous 24 hr Total - Liberty 105 | 19-23:00
ITthﬁ“r“"t 24 b 37 | 23-07:00
Overflow Clinic Total - Base/Liberty | © Capacity Census % Occupied
ED Current Volume - Main 10 Acute Care 259 210 81%
ED Current Volume - Liberty 2 Hem/Onc/BMT 68 67 |
Inpatients Holding in ED 0 MRT's 1 PICU 35 28 80%
Psych Patients in Med Beds 0 Codes 0 CICU 25 20 80%
il;?aPatiellrs outside H/O Service 9 To CC 1 NICU 59 55
Patients Holding in PICU/CICU 5 Rapid Transfer 12 5 42%
Patients Holding in PACU 0 Unsafe Transfer 92 84

Total Failures | 14 33 25 76%
Scheduled Surgeries - Main 80 Total 583 494 85%
Scheduled Surgeries - Liberty 31 Color Key <85% 85-90%

Current Census:

494

Current Capacity:

89

Predicted Capacity:




Integrating Flow and Safety




“Flow” as a Safety Initiative

* Prediction ==» Framework for Safety
 Getting the “Rights” Right _
— Right Diagnosis and Treatment

— Right Patient in Right Bed — Location Best
- Care

Model

— Right Nursing Staff and Staffing Expertise

— Disease Specific Expertise

— Equipment Expertise

* Requires ability to “Predict” future needs, and manage
present capacity - control variability

* Operations Management techniques to understand and
manage variability are the key to success

[} tan with o ¥

Institute for
Healthcare
Improvement




i:‘ggiﬁﬁgpgﬁis Percent of Patients Delayed
;

Percent of Patients

Hospital Medical Center (Includes ED, PACU, and PICU¥*)
100%
Desired
Direction of
90% - Change
80% -
70% -
60% - PS > -
_________ * D —_————
50% -
1, * * o\ e
*
40% - - " * -
*
L N N e —
30% - . ¢
Calculation Changed: *
20% - Start time is when ED
documents that the
10% - patient's care is
complete in the ED.
0% . . . . . . . . . . . . . . . . . . . . . .
s & 3 8 8 &8 v & 8 & 3 &8 &8 &8 v &8 & z &8 8 3 Tz & 8 &
£ &8 5 5 5§ 5 8 8 8 8 g8 g8 8 g8 g g & g g T ¢ 9o g g g g
T & & & & & £ & & £ & B £ & ¥ § &8 ¥ § & T § =& ¥ & =
Quarter
€ Weighted % of Patients Delayed Median = — Goal

*Note: PICU delay has been changed from "Percent of Patients delayed 1 hour" to "Percent of Patients delayed 2 hours"




Critical Flow Failures

"HOLDS" in the ED

Patients Staying Qvernight in the PACU

& DiaEly Failures
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#— Daily Faiures & Daily Failures

. PICU Bed Not Avallable for Urgent Use Delayed or Canceled Surgery Due to Bed Capacity
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Failure Rate Per 1000 ED Visits
0.700 Sepsis VRT and STS Sepsis (VT & STS) Evants
Rate per 1000 ED Visits ¢ g:eslre.d
0.09 YTD Value rection
0.600 0.08 Goal Value
0.500
8/1/12 Limited (3- point) sepsis
tool in triage.
10/12/12 - Expanded (9-point)
4/18/2013: MD sepsis education

0.400
A sepsis tool in triage

l\ x 12/5/12 - Expanded

5/22/2013: Sepsis order set go-live|

tool spread

YA
\ \ / \ / \ eduration plloted

- \ r_J_’____y__\./- AN J\x A

Bundles in teams

0.100
-_— e s . -— -v
01-11 02-11 03-11 04-11 05-11 06-11 07-11 08-11 09-11 10-11 11-11 12-11 01-12 02-12 03-12 04-12 05-12 06-1207-12 08-12 09-12 10-12 13-12 12-12 01-13 02-13 03-13 04-13 05-13 06-13
1 3 1 2 o 1 a o 2 o 1 L] 1 ] 1 1 1

0.000 T T T T
1 o 1 1 4 2 2
7995 B3T74 7911 7032 7309 6489 6677 6926 7212 7384 6644 6586 7430 B125 8921 7234 7234 6634 6649 6835 7407 7416 7167 8114 7959 6448 73IV7 7135 7577 6405
0.375 0.239 0.632 0.284 0.000 0.308 0.150 0.000 0.139 0.135 0.602 0.304 0.269 0.123 0.336 0.138 0.276 0.000 0.150 0.000 0.000 0.270 0.000 0.123 0.000 0.155 0000 0.140 0.132 0.156

Rate

6/19/2013: Trigger tool in Epic I‘

Month/Year
3 2 s 2 o 2

# Events
# ED Visits
Rate

= == Goal - Rate per 1000 ED visits
Source: Dr. Brodzinski, ED

e Failure Rate Per 1000 ED Visits — center line

Updated Jul 2 2013 by T Bracke, AC




£Jle,Cincinnati
“ Children’s

Hospital Medical Center

Employee Injury Rate for Cases with Lost Workdays

Annualized Rate per 100 FTE
U Chart

Q2FY05: Began
aggressive Workers'

Comp case management ¥

Q1FY06: Began effective
Temporary Light Duty program

Q1FY10:
Implemented Indoor Safe
Walkways Plan at Base

1.80 ¥for work related injuries
o 160 T == e Q3FY08: Mgr. OFRiE
= ' - =S« o o .=~ | Q3FY06:Implemented injury follow-up Implemented
@ 140 report hotline & extensive ¥process begun Outdoor Safe
£ [Q3FY04: Began injury ¥injury mgt. education QLFY09: Implemented
g tepfdrt recordkeeping Q1FY08 - Implemented 2417 —  Q4FY09:
S P.I. project ¥ \Q/X online injury report form ¥ live injury triage ¥ Pro-active
c 1.00 TLD
- / \ \ placement ¥
©  0.80 f -/
w  0.60 - B T
S \ / $ ¥ «
0.40 V \ & A
0.00 >
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FY 2004 FY 2005 FY 2006 FY 2007 FY 2008 FY 2009 FY 2010 FY 2011 FY 2012

Quarter, Events, Millions of Employee Hours

—o—— Actual Rate Mean: Q2 FY 08 - Q4 FY 09 = e e« = Control Limits — = GOal

Last Updated 1/4/2012 by U. Bradshaw, AC Source: CCHMC 2010 OSHA Log 300

T
This-document is- part: of-the: quality- asses=sment- activiies: of- Cincinnati- Children's- and,- as- such.,-i= a-confidential- document-not-subject-to-discoverns: pursuant-to- ORC,- section=- 2205 . 251 and-
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Serious Safety Events per 10,000 Adjusted
Patient Days Rolling 12-Month Average CCHMC
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== MeasureValug === MeasureGoal =—— Run Chart Centerline
Date Annotation Description Date Annotation Description
09/01/2010 Surgery Situation Awareness 01/01/2007 Error Prevention Training
03/01/2010 Inpatient Situation Awareness -
07/01/2006 aSSERT Begins July 2006
11/01/2007 Safety Coach Program
- 10/01/2005 Patient Safety Tracker

10/01/2007 Tenants of Surgical Safety
09/01/2007 Simulation Training Expands 10/01/2004 Surgical Safety Begins




Purposefully Integrating
Improvement and Operations
Operational Excellence

2013

: Institute for
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Structural Framework

Inpatient Unit Clinical & e ig-peformance organizton
Medical Directors Plan and Prioritize Work

PS AVP’s & Sr. Medical Provide support

Associate COS & e curdonce & Resources
PS VP's mm cultural Goals
m Emmn’-m
Committee stakehalder and unit alignment
Eliminating barriers/ to progress

Steering
Committee

Set Direction
Provide Guidonce & Resources
Manage the system

I Colbiolan

| MHaanwith e v

Institute for
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Improvement



Operational Excellence: Delivering Optimal
Outcomes, Experience & Value

t|m|zmg Outcomes,
xperlence & Value

Patient Experience
?duanadx3y aahojdw3

Every pat,em Integrated Care Delivery

GARDIANS: Global and System

Every Time




Development of a

High Reliability Culture

Leadership

Developing Mindfulness

* Aware of all harm — EVERYDAY

 Aware of all risk —
CONTINUOUSLY

* Harm reduction owned by front
line leaders

* Learning to find the cause

* Alignment of the strategic plan
with the front line

High functioning microsystems

Executive reinforcement to front
line.

Daily and shift huddles;
Organizational Daily Brief

Multiple improvements going on
simultaneously

Just culture
Managing by Prediction rather than

Reaction o
Institute for
H Healthcare
Improvement




Network Design

Safety Governance (5G)
L 1 ] | | I
Leadership Methods (LM)
I [ 1 [ 1 1

Error Prevention (EP)

High Performing Microsystem and Teams

1 1 ] | | |
Cause Analysis (CA)

aunyng Kajes [eucneziuefig .

E
2
g
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g
Reduce by 20% the readmit ¥ J
rate the OCHSPS J
Naﬁnn;c:;::,:mn-, Metwork Reduce HAC's by 40% across the OCHSPS National Children’s
by 12/31/13 Network by 12/31/13




‘ Spread

Add 50 hospitals (Phase Il) to data sharing
and network learning opportunities (2013)

Create National 4
. , Share network best practices with all
Children’s Network 012>

Disseminate at national meetings (2012->)

Expand network to include 25 leading

Develop strategies with national
. children’s hospitals outside Ohio (Phase I) P &

organizations (2012->)
Active improvement work on 10 HACs Establish other regional collaboratives

Develop Ohio Network Efforts to address organizational culture (2013)

“All Teach, All Learn”

Develop mentor hospitals

Initial HAC improvement work

SSE reduction; efforts to address organizational
culture Begin to publicly disseminate change

Creation of pediatric patient harm index efforts

s Cololne plion
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To learn more about our work visit:

www.cincinnatichildrens.org/andersoncenter



http://www.cincinnatichildrens.org/andersoncenter

Being the Best
at Getting Better




