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Learning Objectives

At the end of this session, participants will be able to:

1. Describe the intentions of huddles
2. List the activities during a huddle

3. Explain the role of each group in tiered huddles

Institute for
| H et Brought to you by: Hamad Healthcare Quality Institute



‘ s&)
What do you think of when ’
you hear the word “huddle”?
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A huddle is a short, stand-up meeting —
10 minutes or less — that is typically
used once at the start of each workday
in a clinical setting. In inpatient units,
the huddle takes place at the start of
each major shift.
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Ad-Hoc Huddles

« Change in the risk perception from the scheduled huddle

Examples

« Patients who seemed otherwise stable begins to deteriorate

» Doctor or nurse is engaged deeply with stabilizing another patient
 Incident in which a staff person is no longer able to work on that shift
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High reliability organizations (HROs) Ly re
operate in highly complex and risk-

prone environments for extended

periods without causing harm or

experiencing catastrophic events
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Use of Huddles in High Reliability ~
Organizations’

Huddles are frequently used in HROs as a means
for frontline staff to share and make sense of current
situations, errors and concerns, and to discuss options
for resolving or eliminating them in the future
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HRO Characteristics Huddles Activities

Preoccupation with failure Actively tracking unexpected events and near
misses

Reluctance to simplify Identifying root causes of safety incidents

Sensitively to operations Recognizing the complex and
unpredictable nature of healthcare

Commitment to resilience Promptly addressing issues that are
raised

Deference to expertise Recognizing that frontline staff are

positioned to recognize potential
and opportunities for improvement
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Are We Safe Now?

Most Important Information:

« What are we worried about now?

 Staffing issues

« Environmental issues that may harm patients or
staff
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Will We Be Safe in the Next Period of Tim

What to look for:

« Family concerns

« Complex Therapies

* More than one team involved in the care

« Early warning score

« Communications concerns

« Stable but not getting better when expected
« Patient in wrong service

« “Just does not feel right”
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Before Huddles

* Must stabilize system
« Reduce variation/identify defects
« Reduce harm such as infections, pressure ulcers, and others

 Allocate time for participants to prepare: collect
information they need to assess

 Allocate time for participants to participate

» Develop script: three questions want answered

« Document huddle

* Monitor huddle to improve
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Foundation of Effective Huddles

» Psychological Safety

« Teamwork

« Commitment from leaders and staff
« Systems thinking
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A Note About Teamwork

,

‘ A shirt or a slogan
e does not a team make
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Getting Started

« Set a standard time each day

« Consider huddle time for each shift
« Use a consistent location

« Stand up, do not sit down

« Make attendance mandatory

« Limit duration to 15 minutes

« Begin and end on time

e« Summarize next steps

H Institute for
- Healthcare . . .
S Improvement Brought to you by: Hamad Healthcare Quality Institute




(Plnt Huddle Agend

Successes with patient safety yesterday
Concerns with patient safety yesterday
Safety risks for today's patients
Performance on patient safety measures
Updates on patient safety initiatives
Announcements

Adjourn huddle
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Who Participates in Huddles

e Clinical staff
e Nurses
« Doctors

* Pharmacy

* Nutrition

* Environmental services

« Additional individuals depending on department
and/or responsibilities
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Situational Awareness in Health Care
e I‘

* Perception: Each huddle participant to systematically report on
patients on their unit who they thought may deteriorate in the near
future and label them as ‘watchers’

« Comprehension: asking senior nurses and physician leads to
coach charge nurses on how to integrate their perceptions into an
informal severity of illness assessment

« Projection: training the clinicians on how to use the information to
facilitate prediction and planning for at-risk patients
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Huddles Lead To l *»ék“

 Increased psychological safety by making a space for all to O
speak up
« Improved efficiencies and quality of information sharing
 Increased levels of accountability, expectations,
empowerment, and sense of community, which together
create a culture of collaboration and collegiality
 Increased the staff's quality of collective awareness
« Enhanced capacity for eliminating patient harm
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Questions Leaders Must Ask

1. Are they efficient?

2. Do employees actively participate?

3. Are they informed?

Do they include visual information tracking?
. Do they promote alignment?

. Do they focus on today?

Do they escalate problem-solving?
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Huddles and Burnout a)s k\“
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Results from culture of safety surveys indicate that

organizations that huddled frequently experienced:
* Less burnout

« Clarity around expectations
* Greater amount of teamwork
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Table 1 Cincinnati Children's Hospital Medical Center huddle development and implement ation timeline

Year

Huddle-related activities

20052006 Pe
Imsmentation

200720048

2005

200

2011

22

Bagan speaking wath people in other high-reliablity ongans abons {HAOs)

ConeEntated kkaming about wincipkes of HAD and situation awaransss (54

Joined Agengy for Healihvare Research and Quality HRD Leaming Metwaos

Iniiated sen0us sakty event (35E] redudion aooss entire anganisation

Flows offie bagan 8:00 bed huddles—ioaus on patient flow and staffing, mun by Manager of Patient Sendces

Inwited inpatient, emergency depatment (ED] and post-anassthesia @e umit diectors—danged to chamge nuses imare Fontine]
Stared @nducting dat analysis of ED and @mmmunity admissions

Attended Institue for Healthcare Impswement @mnlesne. Imormed initial fosnat of HRD and 54 enhanced huddbes and thres-fiered
oagansabonal huddle studus

Studied teend dat and identified 5A failures mlated to 558

Inwited outsde A experts to @mult

Four drerse umnits piloted methods o mpewe 3% fooused on Impeoving pecception and @mpshension
Creaied salety otfies of the day (300) rale (sated with one, emanded to four within 1 yar

Bagan dewsloping and tesfing standardised dats demification and collection toolks

Expanded toous of bed huddle beyond four pilat units

Expanded 54 foos to indude pedidion i2g, T2 ne=d for ramd =sponse team)

Charge nurse in ather units t=inad an 54 and HRD panapkes

Bxpanded to atemoon and might munding for 612 months to coach and reinfore methods o all arge nurses
Added 430 huddles o =plae alemoon munding

Staried mght huddles {night talks’] to replace munding

Bagan weskd ay omanisational huddls (named: daily operational briet)

Emphasised robust mitigation plans

Inwited rewesentatives fom family relatons, protedie serdoes, sooal servies, and faclites to 8:00 bed huddls
Bagan tmcking 54 mncams in eledmnic health remed

Bagan midmight huddles

Bagan weskend daily opestional brsl

Bagan naw pikot to enhane structum and standardsaton of unit hud diss




Tiered Huddles
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Tiered Huddles

Decide on system-wide actions,
Plan for next steps

E
| - . = : Feedback
Consider system issues. : ! . '
what can be mitigated. Managers/Core Leaders
Escalate other issues I ' ‘
Identify problems, risks, issues. ‘.. ‘.'. ‘.. ‘.. ‘.' t..
Address what can be addressed w "I.“ "I.“ ".“ ".“, ".'I

Escalate other issues

Those Closest To the Work
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 Staff are not aware or understand risk

* No follow-up to risks identified

» Areas/departments do not work together to support each
other

» Lack of psychological safety

» Huddles become complaint sessions

Institute for
Healthcare

(4]
Improvement Brought to you by: Hamad Healthcare Quality Institute



T

hecklist to Prepare

1 Have you reduced harm in your organization?

(JHave you reduced variation using standardization?
(JHave you developed a script?

(dHave you set aside time for the participants to huddle?
(Have you set rules for the huddle?

Do you have a way to follow up on concerns raised during the
huddle?

JAre you monitoring huddles to identify ways to improve?
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SAFETY

Safety Performance

el -El

QUALITY

Quality Improvements

Customer Sat. Ratings
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Huddling at the Quality Board

DELIVERY TEAMING

COSTS & BUDGETS

Delivery Timeline Daily Action Plan Budget vs. Actual
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Team Roles - RACI
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ummary

Huddles are an opportunity for the team to 4
share concerns and risks

Well organized huddles are brief and limited in scope
Psychological safety and teamwork contribute

to effective huddles

Tiered huddles must resolve situations and

feedback information to all pertinent areas
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Patient Safety Essentials Toolkit:

Huddles

A huddle is a short, stand-up meeting — 10 minutes or less — that is typically used once at the start of each
workday or shift in a clinical setting.

In ambulatory surgery centers, huddles oceur once per day in each unit (for example, with the operating room
staff). In primary care, staff can huddle in the morning to discuss scheduled patients as a team.

The daily huddle gives teams a way to proactively manage quality and safety, including a review of impartant
standard work such as checklists. Often, standard work will be the output of previous quality improvement
‘projects, and huddles provide a way to ensure process improvements stick. Huddles enable teams to look back to
review performance and to look ahead to flag concerns proactively.

IHT's Patient Safety Essentials Toolkit is a helpful ion for you and your organization on the
journey to delivering safe, reliable care every time, for every patient. Each of the nine tools in the toolkit
includes a short description, instructions, an example, and a blank template. NOTE: Before filling out the
template, first save the file on your computer. Then open and use that version of the toal. Otherwise, your

changes will not be saved.
«  Action Hierarchy +  Developing Reliable » FMEA
(part of RCA?) Processes +  Huddles
o AskMeg® * Five Whys + SBAR
+  Cause & Effect «  Flawchart
" 1 N Individusls N e ot-for-prufi uses, pecnided that
e b e, o g o 1H] These i,
o oy any I L.

https://www.ihi.org/resources/Pages/Tools/Huddles.aspx
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https://www.ihi.org/resources/Pages/Tools/Huddles.aspx
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