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VTE 

Prevention 

What Does an 
Ideal Ward Look 

Like ? 
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Institute of Medicine: Defining Quality Care 

What does good 

healthcare look like? 
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Institute of Medicine: Landmark Reports 

Shining a light on undesirable outcomes experienced by patients & 
Identifying gaps between scientific knowledge and clinical practice 

Best Care Always • A HMC campaign in collaboration with IHI 
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Institute of Medicine: 6 Aims for Improvement 

Health care should be: 

1. safe 

2. effective 

3. patient centered 

4. timely 

5. efficient 

6. equitable 

To Err is Human: Building a Safer Health System (1999)  



5 Best Care Always • A HMC campaign in collaboration with IHI 



6 Best Care Always • A HMC campaign in collaboration with IHI 

The Magnet Recognition Program  

Magnet organizations will serve as the 
fount of knowledge and expertise for the 
delivery of nursing care globally . 
 
They will be solidly grounded in core 
Magnet principles, flexible and constantly 
striving for discovery and innovation. 
 
They will lead the reformation of health 
care; the discipline of nursing; and care of 
the patient, family , and community  

The Vision of the Magnet Recognition Program  
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The Magnet Framework : Components  
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Said another way  



9 Best Care Always • A HMC campaign in collaboration with IHI 

Said another way  

 
Empirical  
Outcomes 

“Best Care Always” 

Donabedian (2003) 
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Working Towards an Ideal Ward  
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Delivering Best Care Always  

“All systems produce the 

outcomes that they are designed 

to produce. The health care 

system is no different. ” 
 

Don Berwick 
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Sounds easy? 
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A Patient Story 



Who was caring for Mary? 

Mary 

Dance instructor 

Mother of 2 children 

 

 



Who was Mary? 

Insidious onset illness 

Popliteal nerve dysfunction 

Neurologist dismissed her 

Admitted 

Abnormal PT, raised Eosinophils 

Day 5 

Pleuritic chest pain 

PE 

Inadequate anticoagulation 



Who was Mary? 

Resident unaware  

Delegated workload 

Day 8 

MI 

Transferred to cardiology 

Acute LVF 

Day 9  

Cardiac arrest 



And yet, somehow she survived 



Did any of us go into healthcare 
to cause harm? 
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Do we see similar things in 
healthcare? 
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Mid-Staffordshire NHS Trust 
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What does this all have to do with an Ideal Ward? 

Wards are a series of processes that need to be co-

ordinated, to work well together e.g. medication, meals, 

bathing and toileting, patient observations….. 

 

 

 

Which processes cause you the biggest headache in a 

day? 

 What things might push you into the red zone? 

 

 

 



Waste 

Unevenness Overburden 
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 Staffing ratios 

Pike and Ball 2009 

Nursing 
0.1 increase in patient:nurse 
ratio = 28% increase in AE 

(Weisman et al 2007) 

Highest patient: nurse ratio 

Associated with 26% higher 
mortality. Twice as likely to show 
job dissatisfaction, burnout and 
report declining care (Raffery et 
al 2007) 

Highest patient: nurse ratio 
associated with higher CAUTI, 
surgical site infection, pressure 
sore (needleman et al 2007) 



Nursing 

Medical 

Q 
Theory 

Beds 

0.1 increase in patient:nurse 
ratio = 28% increase in AE 

(Weisman et al 2007) 

Highest patient: nurse ratio 

Associated with 26% higher 
mortality. Twice as likely to show 
job dissatisfaction, burnout and 
report declining care (Raffery et 
al 2007) 

10% increase in MRSA with bed 
utilization >90% cf 85% (DoH 

2007) 

40% increase in mortality for 
some conditions admitted at 
weekend (Dr Foster 2012) 

Odds of cardiac arrest 12x 
higher if managed on clinically 

inappropriate ward (Hodgetts et 
al 2002) 

High congestion increases LOS 
upto 28% (Tucker et al 2012) 

Highest patient: nurse ratio 
associated with higher CAUTI, 
surgical site infection, pressure 
sore (needleman et al 2007) 

10% increase in occupancy results 
in a 15% increase in AE (Weisman 

et al 2007) 

Hospital and ED overcrowding 
associated with 30% increase in 
mortality at day 7 (Spirivulus et 

al 2006) 



We need signal analysis capabilities 
to isolate the pertinent signals from 

the echo chamber 
 

Nate Silver 
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o Where did we come from? 
o Where are we now? 
o Where could we move next? 
o How close are we to the boundary? 



‘We can’t change the Human 
condition but we can change the 
conditions under which humans 

work’ 
 

James Reason 



Two things we need to know to 
reduce variation 

Best Care Always • A HMC campaign in collaboration 

with IHI 
44 
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If we reduce variation we will be able to see the 

signals that something is going wrong. 
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Two causes of variation 

 

Lack of explicit design of the way we work. We 

need to know how to do this so that our processes 

are reliable. 

 

As humans in systems we move away from 

policies.  
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Reliability is a global challenge 

•  One UK study explored found the reliability of care systems to be 

between 81% and 87% (Burnett et al, 2012)  

• hospital inpatient prescribing,  

• surgical outpatient clinics,  

• equipment in theatres  

• insertion of peripheral intravenous lines. . 

 

• In the US, 6712 Medical records examined 

Americans with common health problems receive only about 55% of 

scientifically indicated care due to inconsistencies in delivery (McGlynn 

et al, NEJM 2003) 
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What do we mean by reliability? 

 

80-90% reliability  > one in ten times the process fails. 

 Five frontline users can not easily articulate the process 

  

95% reliability - five in 100 times the process fails. 

    Five frontline users can easily articulate the process 

 

99% reliability - one in 100 times the process fails  

Well designed system with low variation and co-operative relationships 
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If we want to become 95% reliable and better 

We have to: 

Focus on human factors 

Standardise processes of care based on best available 

evidence and so minimise variation 

Make desired action the easiest/default action 

Use existing habits and patterns in system design 

Design in failure prevention, identification and mitigation 
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Two causes of variation 

 

Lack of explicit design of the way we work. We 

need to know how to do this so that our processes 

are reliable. 

 

As humans in systems we move away from 

policies.  
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Violation and migration 

 

 

Why do we move away from policy and procedure? 
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Migration to boundaries 

The speed 
limit is 80 kph 
– the legal 
space 

Life pressure 

Perceived 
vulnerability 

Belief systems 

Driving 87 
kph – illegal 
normal 
space 

Driving 90 
kph – the 
illegal-illegal 
space (for 
almost all of 
us) 

Individual benefit 
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Accident 



53 

Hand washing 

Based on Amalberti 

Wash your 
hands 
between every 
patient 

Life pressure 

Perceived 
vulnerability 

Belief systems 

Wash my 
hands when 
I remember 
or for 
aseptic 
technique 

I use non-
touch 
techniques, 
so I don’t 
need to 
wash my 
hands 

Individual benefit 

Performance 
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Accident 
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In conclusion: 

 

 

We need to design the way we deliver care so it is easier to 

do the right things  

 

We need to be capable of picking signals that suggests we 

are moving toward the Zone of Vulnerability 



Education and Training Every system is perfectly designed 
to… We should be just fine Soft signal? Violation? Migration? Deliver the results it gets 
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What do you want your ward to be like? 

 

What would the perfect, ideal ward: 

 

• look like 

• feel like to work in 

• how would patients describe it? 

• what would clinicians say about it? 

• who would be part of your wider team? 
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The Ideal Ward at HMC 

 

Next steps  



The Number of Hospitals  
in HMC 

8 

The Number of Units 
piloting the project 16 

The Opportunity to 
change the environment, 

drive improvement, 
patient outcome and 

empower staff 

∞ 



Any Questions? 



Thank you 
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