Rapid Fire Workshop:
Reducing Harm

Moderator:

Pat Rutherford, RN /
Vice President, IHI =




Rapid Fire Guidelines

Each presentation will last ten minutes. There will be a
hard stop at ten minutes, enforced by the session
moderator.

Each ten minute presentation will be followed by three
minutes of question and answer facilitated by the
session moderator.

To ask a question, please form a line behind the
standing microphone in the middle aisles.




Rapid Fire Agenda

3:20 PM - 3:25 PM Introduction of Presenters and Instructions
3:26 PM-3:39 PM  Sepsis Reduction

Alide Chase, Senior Vice President, Medicare Clinical Operations and
Population Care, Kaiser Permanente

3:40 PM -3:53 PM  Medication Safety
Carol Haraden, PhD, Vice President, IHI
3:54 PM-4:05PM  Surgical Safety

Carol Peden, MD, MB ChB, Associate Medical Director for Quality Improvement
and Consultant in Anesthesia and Intensive Care, Royal United Hospital

4:06 PM-4:19 PM  Reducing Hospital Acquired Infections
Kedar Mate, MD, Vice President, IHI
4:20 PM Wrap Up and Final Questions
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Sepsis Reduction

Alide Chase

Senior Vice President

Medicare Care Delivery & Population Care
Kaiser Permanente




Dramatic Reduction in Risk Adjusted
Hospital Mortality

Hospital Standardized Mortality Ratios
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Significant Reduction in Use of Inpatient Beds,

National Patient Day Rate
Inpatient Days per 1000, Jan 2009 — Sept 2012

All Lines of Business, Unadjusted
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ow Did We Get From There to Here
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Inpatient Mortality Reduction Driver

Secondary Drivers

Aim

Reduce

Hospital
Mortalit

Primary Drivers

: Institute for
Healthcare
= Improvement

Selected Initiati

Sepsis Initiative

Sedation and Ambulatio
Protocols

Blood Stream, C Diff, MRS
Infection Reduction

Falls and Hospital Acquired
Pressure Ulcers

Perinatal Outcomes
Antibiotic Stewardship
Healthy Bones
Disease Programs
Readmission Diagnostic

Transition Bundle
Throughput: Ed, OR

Palliative Care
SNF Rounding



No Needless Harm: Impact of Sepsis
Initiative

Thousand of Lives Saved, Million of Lives Improved.

Program Elements

Hospiial Standardized Mortality atie: Successful Implementation of the Sepsis Bundle:
: *  Quick and consistent ID of patients who present wit

00 ~ sepsis
o o ~_ +  Stratification of risk by lactate testing
ST — ~ * Reliable execution of effective early goal directed

. v\—‘—‘—\_._._\‘ -— therapy
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* Antibiotics w/n 1 hour

Sepsis Mortalit » CL placed with reading w/in 2 hours

EP - Sepsis Mortality - © * Hemodynamic targets met w/in 6 hours
- * Repeat lactate — lactate clearance

S0.0% 3

R Aggressive treatment/monitoring of those at intermediate
L= risk

-3 sigma
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o0 {7 New areas:
*  Surgical Sepsis

- * Pediatric Sepsis

T AL )

Sep 30, 2011 0553550 > . R P s

Institute for
Healthcare
Improvement



Medication Safety

Carol Haraden, PhD
Vice President, IHI s
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Smartphone Apps
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CPOE and Warnings

Study indicates most physicians ignore warnings
Issued by electronic drug-prescribing systems

 Researchers at Dana-Farber Cancer Institute and Beth Israel Deaconess
Medical Center found that "out of almost a quarter-million medication safety
alerts produced during the study period, the doctors involved accepted only
9.2 percent of the interaction warnings and 23 percent of the allergy
warnings. In other words, they ignored more than 90 percent of the drug
interaction alerts and more than 75 percent of the allergy alerts.”

Isaac, T et al, Overrides of Medication Alerts in Ambulatory Care /a
Arch Intern Med. 2009;169(3):305-311 _.s'-
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wiwaess . Medication Management Process

devices for

History-Taking

Obtain Document | | suodication with specific technologies to reduce errors
Medication- P Medication history H
related History History -

.| capture, etc.
7 B Medication Inventory Management

Formulary, Inventory
purchasing decisions management

Order verified and
submitted

.

Surveillance Pharmacy Management

*Robotic
l 5 Dispense/ dispensing
: sAutomated Evaluate order {—» ...~ olect ] . repare distribute systems
Incident/adverse: . g dication - medication -
event surveillance Surveillance armacy medication
and reporting Information T
________ Systems

A

Administration Management
Monitor/Evaluate Response Administer Medication

Assess and

Intervene as document Document a?:g?rltwr?tetg Select the
indicated for patient response administration order agd correct drug for Educate patient Educate staff

to medication
according to
defined
parameters

the correct

and associated regarding

... - medication

regarding
medications

adverse
reaction/error




Strategies for the Design of Safe
Systems of Care

« Design the system to prevent errors

« Design procedures to make errors visible when
they do occur so that they may be intercepted

« Design procedures for mitigating the adverse
effects of errors when they are not detected and
Intercepted

15




Tactics for reducing
errors and adverse events

Reduce complexity

Optimize information processing
Automate wisely

Use constraints

Mitigate the unwanted side effects of
change

16



Error Rates for Processes with Multiple Sté




Example: Consecutive Adverse
Events in One ICU

« 1-latrogenic pneumothorax * 14-ICU delirium

« 2-Sternal wound infection « 15-Rash

« 3-Thrombophlebitis « 16-Aspiration pneumonia

* 4-Post Surgical bleed  17-Nausea

* 5-ICU delirium * 18-Pulmonary embolus

* 6-Nosocomial pneumonia * 19-Nosocomial pneumonia

« 7-Theophyline toxiciy/arrythmia « 20-Sternal wound dehiscence

+ 8-Gl bleed « 21-Dialysis induced hypotension
* O-latrogenic pneumothorax « 22-Severe hypotension with NTG
* 10-ICU delirium » 23-Renal failure post surgery

* 11-Fluid overload * 24-ICU delirium

« 12-Oversedation « 25-Sternal wound infection
* 13-Urinary obstruction B M
lmperuvr.nx:nl




Relationship between errors
and adverse events

Adverse

[

Mortality

Improvement



Surgical Safety

Dr. Carol J. Peden, MD, FRCA, FFICM, MPH,
Associate Medical Director for Quality Improvement
Consultant in Anesthesia, Royal United Hospital




How do you reduce surgical
morbidity and mortality?

Look for where the highest morbidity and
mortality occurs and focus on this group of
patients!

21



Pearse et al. Critical Care 2006, 10:R81

80% of deaths In 12.5% of high risk

Surgery Mortality 2%
ey - Emergency Aortic 41.25
Ece:‘:-;iir:i’;ation and characterisation of the high-risk surgEicalm Emerg.enc.y Iarge inteStinal Wiﬂ‘ 22-38
on in the United Kingdom _ \complicating factors; over 69 |
B ey |Emergency general abdominal; over 69 15.82
Elective complex joint revision 11.14
#NOF 9.24
Stomach or duodenum; complex
8.40
procedures
Elective abdominal vascular 7.43
Complex oesophageal 6.70
Very major colorectal 3.39
Lower limb arterial 2.63
Primary hip replacement 041

Appendicectomy 0.02







Age and mortality

100%
90%
80%
70%
= O Died in
® 60% hospital
S
£ 50%
° o W Survived to
E . hospital
3 40% discharge
o
30%
20%
10%
0%
<50(22) 50-59 (17) 60-69(21) 70-79 (39) >80 (26)
Age of patient; yrs {n)

A Prospective Observational Study of Outcome of Emergency Laparotomy
Eur J Anaesth 2011. Clarke, Murdoch, Cook ThomasPeden
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Variations in mortality after emergency laparotomy: the first
report of the UK Emergency Laparotomy Network

D. 1. Saunders?, D. Murray?®, A. C. Pichel3, S. varley?, C. J. Peden*, on behalf of the members of the UK
Emergency Laparotomy Network

VIH for Emergency Laparoiomy

Editor’s key points v (10 yr age bands)

= This is an important first
report of the Emergency
Laparotomy Network in : 250 limits
the UK.

e The report provides
evidence for high
mortality in these
patients.

Also, crucially, the report

- Average

3so limits
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points to the variability in
care provided to this
patient group.

Areas of concern, and
where improvements are
required, include
pre-optimization,
consultant presence, and
postoperative high
dependency care.

Indirectly standardized mortality mtio (SMR)

15 20
Expected number of deaths within 30 days




Emergency Intra-abdominal surgery

UK Emergency Laparotomy Network —2012
« 1,835 patients from 35 NHS hospitals
« Unadjusted 30-day mortalities:

—14.9 % overall

—24.4 % if over 80 yrs

— Compared with:
» Elective colorectal resection 2.7 %
» Oesophagectomy 3.1 %
» Gastrectomy 4.2%

> Liver metastases resection 1%
[asndses dueso
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Mortality Is the tip of the iceberg!

Richman et al. The American Surgeon 2012;78:755-760.

Data from the Michigan Surgical
Quality Collaborative — 60,411
elective surgeries

80-90% of mortality, cardiac, renal
and pulmonary complications in the
highest risk 25% patients

60-70% thromboembolic and
infective complications in highest
risk patients

Institute for
Healthcare
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This Is not a complication,
this I1s Jim
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Using patient
stories Is a very
effective way of
achieving change

People stop
arguing and start
doing! \



theguardian

News  Sport | Comment | Culture | Business | Money | Life & style
News ) Society > NHS 3

Poor NHS care puts lives of emergency

surgery patients 'at risk’

Report finds that delays in finding operating theatre spaces lead
to deaths while only one in three receives critical aftercare for a Forgotten Group

The Higher
Risk General
Surgical Patient

Towards Improved Care

Sam Jones and agencies
guardian.co.uk, Thursday 29 September 2011 09.02 BST
Article history

The Royal College of Surgeons of England
and Department of Health

Report on the Peri-operative Care of the
Higher Risk General Surgical Patient

2011
The Royal College of Surgeons report found a patient's chance of survival after a
critical operation varied widely between NHS hospitals. Photograph: Christopher
Furlong/Getty Images w M lnshtutefar
Healthcare
- Improvement




What the “Higher Risk General Surgery Patient” report sa

Postoperative
care

INTERVENTIONS

Arterial blood gases.

Expedited diagnostic
inwvestigations (CT within
Shrs).

Goal directed
resuscitation.

Communication of
results of investigations
to consultant surgeon
and general anaesthetic
team (FRCANnaes)
including emergency
theatre within 1 hour.

Definitive surgery within
2hrs to operate.

Critical care neads
discussed with
anaesthesia and critical
care.

Avoid further organ
dysfunction by adoption
of supporting clinical
initiatives, ez Acute
Kidney Injury protocal.

Standardise care based on objective
measures

Intra—operative period:

= Targeted optimisation
of cardiowascular and
respiratory function
Using invasiwe
technigues.

= MAnaesthesia to
expand.

Ernd of Surgsery:

= Consultamt surgeon
and anaesthetist to
assess risk of further
deterioration and
ultirmate mortality:
using bundle, clinical
findings (ischaamia.
evidence of
perforation, aongoings
bleaeding, new onset
rhythim, need for
wasoactive drugs.
evidence of ALIl,
elevated lactate, renal
dysfuncticomn).

= High risk group wwill
require level 2 or 3
critical care post-
surgery anmnd should be
admitted to critical
care at the end of

'9}'}4[7%[ i
e mr» 2
hmw,ma.-.-h» cnn s

Tirme to admMmission to
critical care within 4dhrs
of decision to admit to
critical care.

it to critic

Heullhmﬂrr
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Standardise the pathway

Current -
Variable, lots of

-— T
autonomy
A c
not owned, l H l
poor if any Ll
feedback for _
ok ;;1;:?5;:3:?”“9
1t tH the standard

Standard of Care

improvement,

constantly altered oreere
by individual
changes,
performance stable
at low levels

v

Results
BO-207%

or less

Identifying
and leaming
from Defects

Terry Borman, MD Mayo Health System

Standard of Gare
‘f____,--"‘ ﬁ
'

Implementing
and supporting

S

—

Desired - variation
based on clinical
criteria, no
individual autonomy
to change the
process,

process owned
from start to finish,
can learn from
defects before harm
occurs, constantly
improved by
collective wisdom -
variation

Institute for
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The Surgical Completion Bundle

C Peden and R Resar IHI 2009

To be completed by anaestheologist during the final 30
minutes of surgery to establish fitness for extubation
and post-operative destination of patient




Effect of a comprehensive surgical safety system on patient o
deVries et al NEIM;2010:363;1928-37

E 60— M Intervention hospitals (M-8} O Control hospitals (N=5)
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Figure 1. Mean Number of Complications in Intervention Hospitals and Control Hospitals before and after Imple-
mentation of the Surgical Safety Checklist.




SurPaSs deVries et al

Surgical Patient Safety System

3800 patients before and after, absolute risk
reduction of 10.6

Reduction in number of complications in
SurPass hospitals

Mortality reduced from 1.5 to 0.8%
No change in control hospitals




ENHANCED

Getting the patient in

Active patient involvement

possible conditiol

RECOVERY PATHWAYS

VR

Follow-up

e Optimising haemoglobin
ievels

= Managing pre existing
co morbidities e.g.
diabetes/hypertension

* Health & risk assessment

* Good quality patient
information

= Informed cecision-
making

* Managing patient’s

expectations of what

will happen to them

Optimised health/

medical condition

Therapy advice

Carbohydrate loading

(high energy drinks)

= Maximising patient’s

hydration

Avoidance of oral bowel

preparation, where

appropriate

* Discharge planning —
expected date of
discharge (EDD)

= Admit on the day of
surgery

* Optimise fluid hydration

= Avoid routine use of
sedative pre-medication

* Carbohydrate loading
(high energy drinks)

* No / reduced oral
bowel preparation
{bowel surgery), where
appropriate

* Minimally invasive
surgery if possible
Individualised goal-
directed fluid therapy
= Avoid crystalloid
overioad

Epidural management

(incl thoracic)

e Use of regional/spinal
and local anaesthetic
with sedation

* Hypothermia prevention

Whole team involvement

* No routine use of
wound drains

* No routine use of naso
gastric tubes (bowel
surgery)

e Active, planned
mobilisation within
24 hours

e Early oral hydration

* Early oral nutrition

= |V therapy stopped early

e Catheters removed early

= Regular oral analgesia
e.g. paracetamol and
NSAIDS

* Avoidance of systemic
opiate-based analgesia,
where possible

* Discharge on planned
day or when criteria met

e Therapy support (stoma,
physiotherapy, dietitian)

* 24 hour telephone
follow-up if appropriate



Royal Surrey County Hospital Royal Devon and Exeter [ZE] ~ Royal United Hospital Bath South Devon Healthcare IR
NHS Foundaton Tt o roumdation st ATt 08 Feundietion st

Emergency

Laparotomy

Pathway Quality | | Caperctomy surgery have 5 15-50%
risk of dying within 30 days

I m p rove m e nt What is ELPQuIC?

Care Bundle e o v i et It iy

consistency of care from admission to post operative care.

B Evidence based (RCS England, DoH, NICE, Surviving
Sepsis Campaign).

m Continuous prospective audit tracking compliance to the
bundle elements and individual patient outcomes.

After 1st December 2012 ALL PATIENTS presenting
with acute abdominal conditions THAT MAY REQUIRE
EMERGENCY MAJOR SURGERY should be started

o Lheeal th o on the pathway.

Foundation
Inspiring For more details please refer to the ELPQuiC bundle
Improvement posters displayed in key clinical areas.




Royal Surrey County Hos, NHS Royal Devon and E ANHS |
MM Foundation Trust s 3

Royal United Hospital NHS| South Devon H

ALL PATIENTS presenting with emergency abdominal conditions THAT MAY
REQUIRE EMERGENCY LAPAROTOMY are to be started on the Emergency
Laparotomy ER Pathway and comply to the care-bundles goals below.

Early Assessment and Resuscitation
® MEWS within 30mins of arrival in hospital
Qutreach review if MEWS >3

L ]
® MRCS surgical review within 30 minutes of referral
® Measure arterial lactate

-

Prompt fluid resuscitation

Early Antibiotics
® Within 1 hour if there is evidence of SIRS/sepsis

® Within 3 hours if there is suspicion of intra-peritoneal soiling

Prompt diagnosis and Early surgery
@ CT scan — ‘Code Emergency Laparotomy’ prompts:

— ‘Next Slot’ prioritisation, scan within 2 hours of booking,
verbal report within 1 hour of scan

Pre-operative goals

‘Next Slot’ prioritisation on Emergency Theatre List
Knife-to-skin within 6 hours of decision to operate
Consultant surgeon and anaesthetist present in theatre

1 Goal Directed Fluid Therapy

® Goal Directed Fluid Therapy using cardiac output monitoring
intra-operatively and for 6 hours post-operatively

Post-operative Intensive Care for all
e AJl patients to be cared for on intensive care

The

Health o
Foundation

Inspiring

Improvement

)

® |[f no intensive care bed is available — alternative level 2 area
(e.g. Post Anaesthetic Care Unit)

® Goal Directed Fluid Therapy for 6 hours post-operatively




Royal Surrey County Hospital ({253 Royal Devon and Exeter [WIZEY Royal United Hospital Bath [\Y7&3 South Dew:
NS Foundation Tt S Fo Tt NS Trus

ALL PATIENTS presenting with emergency abdominal conditions THAT MAY
REQUIRE EMERGENCY LAPAROTOMY are to be started on the Emergency
Laparotomy ER Pathway and comply to the care-bundles goals below.

Early Assessment and Resuscitation
1 ® MEWS within 30mins of arrival in hospital
® Outreach review if MEWS >3
® MRCS surgical review within 30 minutes of referral
® Measure arterial lactate
L ]

Prompt fluid resuscitation

Early Antibiotics
e Within 1 hour if there is evidence of SIRS/sepsis
® Within 3 hours if there is suspicion of Intra-peritoneal soiling

Prompt diagnosis and Early surgery
® CT scan — ‘Code Emergency Laparotomy’ prompts:

— ‘Next Slot’ prioritisation, scan within 2 hours of boocking,
verbal report within 1 hour of scan

‘Next Slot’ prioritisation on Emergency Theatre List
Knife-to-skin within 6 hours of decision to operate
Consultant surgeon and anaesthetist present in theatre

Goal Directed Fluid Therapy

® Goal Directed Fluid Therapy using cardiac output monitoring
intra-operatively and for 6 hours post-operatively

The

Health o

rnos“’)'?gr?g°“ I ne Post-operative Intensive Care for all
Improvement All patients to be cared for on intensive care

If no intensive care bed is available — alternative level 2 area
(e.g. Post Anaesthetic Care Unit)

Goal Directed Fluid Therapy for 6 hours post-operatively




Innovate!
How do other industries do this?

£
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“Preparing for a safe flight and
ensuring it leaves on time is
analogous to adequate
resuscitation and a timely trip
to theatre. It is, however, only
a small preparatory step to

a long journey.”

Procedure@®lanned
a

Gradel@
LatestZcceptableEknife-to-skin@imel=Booking®-6Ghours). : fhrsa Bleep®

RUH Bath Emergency
Surgery Research Group BET | R e
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RUH Length of Stay (days)
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RSCH Length of Stay (days)
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PeSteperative
Care

Emergency Surgery in
the Elderly Patient: A
Quality Improvement

Improving B ,
- EGRERAUVE
Outcomes for High .
Risk Surgical alé
Patients
Mortality v :
Complications —=l e
Cost OgaRISAlo
Peden CJ. i .

Approach. Enad of LLife
Anaesthesia 2011;
66:435-445 Care

Preoperative assessment

Patient information/consent
Risk assessment
Optimization

SCIP measures

WHO Surgical checklist
Optimal monitoring

Damage limitation” surgery

Location based on P-POSSUM
Pain management

Fluid management
Physiotherap

Delirium management
Strategies other than surg
Palliative Care

er

-
-

§Patient and family involvement



Safer surgery requires
reliability and standardisation

* This can be done and early results show
success may be significant

« Target the high risk patient
* Improve reliability of evidence based care
« Standardise pathways of care

« Don’t forget teamwork and communication
« Create a sense of urgency .

rrrrrrrrrrrrrrr



Sir Martin Brailsford.
GB and Sky cycling team

“The Aggregation of Marginal Gains”

“If a mechanic sticks a tyre on, and someone
comes along and says it could be done better, it’s
not an insult - it’s because we are always striving
for improvement, for those 1% gains, in absolutely

every single thing we do.~

Institute for
Healthcare
Improvement




Hospital Acquired Infections

Kedar Mate, MD
Vice President, IHI




Objectives

« Share some of the latest innovations in improving
hospital-acquired infections from around the world

« Show how reducing infections on a ward, connects to a
hospital, connects to a health care system

« Talk on 3 Levels:
— Microsystem (ward) — Intermountain MICU

— Mesosystem (hospital) — Stony Brook
— Macrosystem (system) — North Shore Long Island




Microsystem: Intermountain Healthcare

Reduce sedation - Improve activity -
Extubate earlier > Reduce VAP

How far can we push this theory?

LJ
*‘\V}"
Intermountain
Healthcare

Intensive Medicine
Clinical Program
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Testimonials

* "It was life changing to see a patient walk!”
* “This was a career changing experience.”

« “Come on — let’'s go get on a plane and start
doing this! I'm ready....I'm ready!”

« “| was very inspired, | wish | could have
brought my whole unit.”

* "l feel badly how | have misjudged my patients’
apilities.”
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Mesosystem:

Stony Brook Hospital's
Early Detection of
Severe Sepsis

Institute for
' a 2 Healthcare
XTI TR TS Improvement
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Why Automate Sepsis Screening \

« Early detection leads to early treatment and
Increased survival

« Stony Brook had increased reliability in sepsis
detection for patients admitted through our ED
but had fallen short on our medicine/surgical
units

« Automating the process aids to increase sepsis
screening reliability

3 3l s Institute for
3 Healthcare
Improvement




Stony Brook Medicine

Electronic Screening for Severe Seps

Bedside nurse enters vitals
and EWS in Cemer

S patient's medica
status suggestive of
severe sepsis?

Does the patient have at least two
signs & symptoms of infection (both
present and new to the patient)?

NO YES
|
v
Task is fired in Cerner for bedside
No concern or nurse to ask if they are concemed
suspicion. that patient has a new or

escalation of existing infection

Patient's vitals and EWS
score is reassessed
according to EWS
algorithm

RN is concermed or
suspects infection.

NO Admission Powerplan
L ordered with lactate?

RN notifies the attending of
concerns and documents
contact. Orders are
initiated as needed.

]

* RN Task noted as
complete.

* Alert appears in
PowerOrders tab
suggesting lactate be
ordered.

Does patient test
positive?

YES

v
Resident/Attending initiates
severe sepsis care plan

RN no
conct

geners
Power

Stony Brook Medicine
Electronic Screening for Severe Sepsis

Upon suspicion of sepsis, the Sepsis (Med/Surg) PowerPlan should be initiated. It

contains early goal-directed therapy with specific indications and orderables for all
elements of the sepsis resuscitation bundle.

~
Early recognition and treatment is essential for the
treatment of severe sepsis/septic shock.
These steps should all proceed within 6 hours of
\_ presentation with further management as necessary

= R

Resuscitation Bundle Elements

Serum lactate measurement. For abnormal lactates, a repeat value within 6h is
recommended to gauge proper fluid response and perfusion.

* Lactate results = 2.0 are considered abnormal
* Lactate results = 2.2 are highlighted RED in powerchart
* Lactate results = 4.0 are considered a critical value

Timely antibiotic administration — within 1 HOUR for floor/ICU presentations.
Broadspectrum antibiotics with consideration for any suspected source.
Evaluate current regimen, if applicable.

J

[ Blood cultures should be drawn prior to antibiotic administration. ]

In the event of hypotension and/or a lactate >4 mmol/L,
deliver a minimum of 20-30 ml/kg of fluids.

For persistent hypotension despite initial fluids, use vasopressor therapy to achieve a
MAP = 65mm HG.

Monitor until patient achieves CVP = 8 and ScvO2 = 70%

|
|
|
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Stony Brook Medicine - Decreasing Sepsis Mortality

Overall Sepsis Mortality Rate (per 100 discharges)

CY2006
(Baseline)
n=176

20.03 - 25% Reduction
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Nearly a 50% decrease in
sepsis mortality since the
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CY2010
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Macrosystem:

North Shore-LIJ System’s
Recognition, Monitoring and
Treatment of Sepsis




Initiative Summary

Work began in 2008

Sepsis Task Force recommendations in 2009
Multiple cycles of data collection/ analysis/ revision
NS-LIJ and IHI Collaborative kicks off February 2012
Initial focus of collaborative Severe Sepsis in the ED

Sepsis teams at every facility trained in improvement
science

Sepsis teams engage front line staff in tests of change
and process improvement
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| essons Learned

« Develop a Structure for leadership, partnering,
communication reporting.

 ldentify and overcome Barriers; data definitions and
collection issues

« Define the Outcomes that you want to achieve and
understand processes to obtain them

« Asses how Processes are performed not how you think
you perform them, and then standardize processes to
Increase reliability
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Sepsis and Severs SepsisiSeptic Shock Dischanges Based on the)
sulbset of 0502 and is incleded in this report. Includes patients 15

Following Secondany ICD9 Diagnosis Codes: 30581 (Sepsis) and 99502 (Severs

and older.

Diata Source: Hospital Billing System

Sepsis Task Force
iIssued

CopyrightZ2012, Krasnoff Quality Management Institute

Guidelines

ED

Focus on early identification
and timely antibiotics in the

Eopsic). TESS2 (Septic Shock) isa

Data as of. December 03, 2012
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Ume Kotagal, MBBS, MSc Stephen E. Muething, MD
% Vice Quaity & Pr ", Clinical
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ALIGN STRATEGY ALIGN IMPROVEMENT WORK ALIGN MEASUREMENT & ACCOUNTABILITY
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m
Patient Clinical Reduced Team
a Access Fow Safety | Bxcellence = Hassies  Wellbeing
C >
r
o PATIENT SAFETY, FLOW, EVIDENCE-BASED CARE

Inpatient Improvement Plan

:
e
§
%

We need you to:
= Get even better resuits for patients and families

M * Make quality part of your daily work; spend your day working on
e 1. Improve Patient Safety = Energize and engage all Staff in improving quality and performance
= Build capability; become more skilled In making Improvements
s 2. Improve Flow
3. Improve Evidence-Based Care (Clinical
o Excellence) 'l

4. Improve Team Functioning (Team Wellbeing)

>

PATIENT SAFETY, FLOW, EVIDENCE-BASED CARE
Individual Unit Improvement Plan = BEW would like the LEAD CVC Safety Project? Individual Unit Dashboard
M = A3S will be the next SPREAD unit for Flow If we can get some
resources to help with data collection?
1 = Can we get back to you after our impr -]
noc | aem | aes | wse || oow | ||| W | ~os || W | WS |
c | TEAM FUNCTIONING
We will:
asc || Ba || soe || ass || aam | =" okt ks 000 waeky i - [ s || = |[ mee || Ass || s |
’ | = fok - asc woe || mss | aaw
- Pr pr 101~ skills
o | a7 |[ asc || asw |[ ass || sow | " Mka Doy and FOSA/SDSA stryboerds showing successe | m || ase || asw || Ass || sow |




Thank Youl!

Alide Chase
Alide.L.Chase@nsmtp.kp.orqg

Carol Haraden
charaden@ihi.orq

Carol Peden
carol.peden@agmail.com

Kedar Mate
kmate@ihi.org
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