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Fast and dramatic
iImprovement in
safety is possible.
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The Beginning of the Change in the
Health Care Environment:

In 1999 - “To Err is Human” T At THREHER B ]
(Institute of Medicine) CKkE E2FZEFh)

= Described a fragmented health
care system prone to errors and
detrimental to the goal of safe
patient care.

= Up to 100,000 people die each
year from medical error

— More people die from medical errors
than from breast cancer, or AIDS or
motor vehicle accidents




The U.S. Reaction
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Hospitals collaborate to improve
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= Multiple regulatory rules
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Public performance reports
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= Many news media reports
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‘When Bad Medicine
Happens to Good People

“If pilots make mistakes,

they go down with the plane. In medicine we don't Lewis Blackman EER
: : : W at age 13, two g
have that kind of personal incentive. yearsbeforehe &
died from the
s side effects of
a painkiller,
which hospital
residents
ignored.

“Everyone was reluctant
to disturb the chief
doctor at home because
they were afraid he'd
getangry.”
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The Boston Globe

Higher toll cited from hospital errors
Wider definition used in new tally Sponges, surgical instruments

By Scott Allen, Globe Staff | July 27, 2004 miscounted in 13% of surgeries

Getting the count right in the operating room is a
. challenge. New technologies could make things easier.
San Francisco g g g

By Kevin B. O'Reilly, 4AMNews staff. Sept. 22/29, 2008.
Julyr 11, 2.0C€

PROFESSIONAL ISSUES

Hospital error blamed for more infant Heparin overdoses

semsnbc

In-hospital errors kill thousands in U.S., but go
unreported in New Hampshire

By NANCY WEST

The Union Leader
updated 1:18 a.m. ET, Sun., Oct. 12, 2008

L5, news

World news

| 62 State

Columbia, South Carolina Sunday, Jun. 16, 2002
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How a hospital failed a boy who didn’t have to die
by JOHN MONK
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Current Ratings Previous

2009 Hospital Quality Ratings: Prostatectomy

Best As Expected Poor

Hospital Name Location Major Complications

High Volume Hospitals

Henry Ford Hospital

Detroit, MI
Sinai-Grace Hospital Detroit, M
Harper University Hospital *Detroit, Ml
Saint John Hospital & Medical Center Detroit, MI

Low Volume Hospitals ;

There are no low volume hospitals in this area




UE (€ Greater Detroit Area Health Council - B - F-ESI = |::fPage - L‘,J Tc

Greater Detroit Area Health Coundil
http:ffgdahc.orgfsave_report. asp

: Ahout the Data
Report on Hospital Performance o
within 20 miles of Detroit, MI _ _
MNew Search | Change Hospitals B Frint entire report

® Print this page
Email report

Summary yeart Attack Heart Failure Pnesmonia Infection Prevention Mortality Safety - Process Safety - Volume

Heart Heart Infectia Safety -
Detroit Receiving Hospital & e e O
University Health Center

Henry Ford Hospital e O O e
St John Ho=pital & Medical e e O e
Center

William Beaumont Hospital e O e 0

000
OO0
QOO

Legend

e Scored in the top 25% of all hogpitale for a given indicator
O Scored in the middle 50% of all hospitals for a given indicator

e Scored in the bottom 25% of all hospitalz for a given indicator

nia: Indicates that a valug would not be meaningful. For a hospital, it means that there were too few cases for the indicator to
be meaningful, or that the hospital choze not to report the information. For a Mational or ¥ County Average, it means that the
indicater iz not meaningful at that level.

& 2007 WebMD, Inc. All rights reserved.




Stimulating U.S. Hospitals to Improve
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Six Changes That Saved Lives
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IHI Collaboratives
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nle Care for Acute Myocardial Infarctions

ple Use of Ventilator Associated Pneumonia
es

Relia

pnle Use of Central Venous Line Bundles

Surgical Site Infection Prophylaxis

Prevention of Adverse Drug Events with
Reconciliation
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Results June 2006
#=B8 2006568

= 120,000 unnecessary deaths avoided
each year

- FE12BALDTRBELGTRINE TNt

= Country wide hospital mortality
dropped 5% from 2004-2006
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New Interventions targeted at harm

IHI Collaboratives
SM¥EyvorR—2

Prevent Harm from High-Alert Medications
Reduce Surgical Complications
Prevent Pressure Ulcers

Reduce Methicillin-Resistant
Staphylococcus aureus (MRSA)

Deliver Reliable, Evidence-Based Care for
Congestive Heart Failure

Get Boards on Board
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Preliminary Results

TiR®S

= 150 New Jersey hospitals decreased
pressure ulcers by 70%

L ;};;9‘&—9‘—@1 50N JREIETIE. FBENT70%
IND7Z,

= Many hospitals report no central line or
ventilator infections for a whole year.

— ZLDAEEHMN1ER. FOFRNDT —T LALLM
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The Scottish Patient Safety Programme
(SPSP)

SCOTTISH
PATIENT

SAFETY
PROGRAMME




Global Change: Movements Abroad
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The Henry Ford Hospital Story
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Henry Ford Hospital
AN =T r—F 5w

= 903-bed academic medical center (903J®ER)

= 1,000 group practice physicians, 650 residents
= Level One Trauma Center

= Multi-Organ Transplant Institute

= 26 ambulatory care centers
= $65M research




We're in a Blue State (BEs5d M)




Michigan Hospitals
Risk Adjusted Mortality 2007
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Significantly Worse
than Expected
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Michigan Hospitals

Risk Adjusted Mortality 2007
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Some Changes that Reduce Mortality

SECEZFTITHEIL

= Hospital acquired infections

— BeRRxE
- Rapid Response Teams
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: ngh risk medication

— fEfREE
= Deep venous thrombosis

— ZRERFRAR M2 iE
= Sepsis
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Hospital Acquired Infections

The Big 5
SHN I ESOIPNELS
= Central Venous Catheter (CVAT—TIL)

= Methicillin-resistant Staphylococcus

aureus (MRSARL:L

)

= Surgical Incision (ffi&EEE)

= Ventilator Associated Pneumonia
(NI

= Urinary Tract (

IR 2 551 2EE i 2% )
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Preventing Central Line Infections
Bundle
RIDFHIRS 1 R LEDOEYNRH

= Maximal sterile precautions

= Chlorhexidine skin antisepsis

= Catheter site care

= Prompt removal




Key Process Changes : x—tu#370t12%1k

= A single kit with all
supplies

= One care process
with education

= Nurse empowered
to stop procedure If
any violations




What is a Bundle?

= All or Nothing Measure

. Wash Hands Yes Yes
of Multiple
Requirements. Gloves Yes Yes
= Central Line CHGPrep  No Yes
Placement Bundle Mask & Yes Yes
= All Five Requirements ~ =2W"
Full Drape No No

must be met for
Bundle Measure Bundle No (3/5) Yes (4/5)

60% 80%




Results
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MRSA Reduction Bundle
MRSA @FALD=HD+ vy BB

= Nasal swab all ICU admissions

= Rapid polymerase chain reaction test

= Contact I1solate the 23% who are
carriers

= Handwashing Campaign
= Special cleaning

= No shared equipment




HFW MRSA

Variable Control Period Intervention Period
P-Value
New MRSA 0.70 0.42 0.37
Carrier from ICU
Hospital-wide 0.63 0.31 0.02*
MRSA Infections

* Statistically significant, P < 0.05
** Infections are per 1,000 days

Combined ICU MRSA Monthly Report
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0 patient days

# of MRSA
transmissions/100

Jan-08 Feb-08 Mar-08 Apr-08 May -08 Jun-08 Jul-08 Aug-08 Sept-08

—e— New Colonizations Per 1,000 ICU Days
—a— Nosocomial Infections

—m— Benchmark - new colonizations per 1000 ICU Days




Handwashing FJELY
‘Health care’s dirty secret”

= Frequent reminders
— Screen savers
— Tent cards

= Observational audits with
report by unit and specialty

= Alcohol dispensers
everywhere

o L .
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What is the #1 way to prevent the spread of infection and disease?




Proper hand hygiene.




Handwashing Audits
F iRV O

> Handwashing Audits

100%
90%

80% -

70%
60%
50%
40%
30%
20%
10%

0%

—e—HFH

e— T arget

/

NS

06 Q2 06 Q3 06Q4 07Q1 07 Q2 07Q3 07Q4 08Q1 08 Q2 08 Q3




Rapid Response Team

= Development of physiology criteria to
guide calls

= Respectful and experienced critical
care nurses

= Collaborate with unit staff and
residents

= Call on others when help is needed
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Does Improving Safety Save Money?
HEI[CTAHCET. BEZHHTELIN?

IMPROVEMENT COST SAVINGS NET
|§E§§T|%ANLS ($110,000) $540,000 $430,000
B%I\?I?EDCSTTISEQM ($22,500) $4,780,000 $4,757,500
FY,ESJ IUI_SLSARS (30) $1,166,400 $1,166,400
RAP'DTEEI\SA';ONSE ($390,000) ? ($390,000)
TOTAL ($522,500) $6,486,400 $5,963,900

|
INSTITUTE FOR
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Does Improving Safety Save Money?
RE(TTHLET, BREHHTESHN ?

The N EW ENGLAN D
JOURNAL of MEDICIN E

ESTABLISHED IN 1812 DECEMBEER 28, 2000 VOL. 355 NO. 26

An Intervention to Decrease Catheter-Related Bloodstream
Infections in the ICU

Peter Pronoveost, M.D., Ph.D., Dale Needh: M.D., Ph.D., Sean Berenholtz, M.D., David Sinopoli, M.P.H., M.B.A.,
Haitaoc Chu, M.D., Ph.D., Sara Cosgrove, P1 D., Bryan Sexton, Ph.D., Robert Hyzy, M.D., Robert Welsh, M.D.,
Gary Roth, M.D., Josep |' Bander, M.D., Johr | ept P-'1.D., and Christine Goeschel, R.N., M.P.A.

103 ICUs Working on Central Line Infections:
e 82% Reduction in Mean Rate
e 1578 Lives Saved
e 81,020 Hospital Days Saved
e Over $165,000,000 in Costs Averted

|
INSTITUTE FOR
HEALTHCARE
IMPROVEMENT



Deep Venous Thrombosis /
Pulmonary Embolism

A abar Ak MAZfE & i ZEA2E

= Admission risk screening

= Standing orders for pneumatic leg
compression or anticoagulants

= | eg compression in operating
room




Key Process Change
F—¢i3570tREE

SRR
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= Every patient
screened forrisk |

=

= Treatment
standardized




Deep Vein Thrombosis and Pulmonary
Embolism in Surgical Patients

N ELEE OREFFIRMAZIE & i ZEAEIE

PE and DVT Rate for Surgery Patients at Henry Ford Hospital
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Medication Safety
EORERS

= Standardize care for most dangerous drugs
(EREDEEHFEDRAZF—KE)

— Insulin, narcotics, anticoagulant

= Reconcile medication list for every care
transition

(Bafl - Enfm7a & DFRICFED ) ANEERL.
RS SR




Key Process Step
F—¢GAT0ERARTYT

= Medical staff agree on one
protocol administered by
nurse and pharmacist
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Glucose Control
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1

Anticoagulation

Results

LA

EES

% Achieving INR in
range

il

00%-
80%-
60%-
40%-
20%-

0%-

Follow-up within 7d "Right” Dose at DC

B Standard OPDAS

p = 0.0458

20%-
L

jd

No PDAS

PDAS

Median Inpatient Warfarin Days = 4d per group




Sepsis Treatment Bundle

B fE Aty A
= Rapid identification -- R:&E4LEE
= Antibiotics < 1 hour -- {i&HFZ1ERELLAIS
= Blood lactate level -- M

= Fluid resuscitation -- &kEE4LE
= Monitor venous O, lev

-- FRARI

el

FLEZ{E
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Sepsis Key Process

BMmfEFXF—70+X

= Nurse Educator/Process Manager
BRI 27— 43— /ORI R—Dv—
— Teach stalff the protocol

(RAy2(Z7Aaha—ILZEHA5)

— Measure and feedback performance

(BEAEL . /N\TA—T 2 RIZDET4—RIN\YIEITD)




Results
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So How’s That Happen
TIEX, ChiFEDKHICL=B
FECHDH




Short answer:

A Multi Year Commitment
to High Performance
and Execution.
BLVNTH—TRADT=HD
REDF N -BEERE, E1T




Leadership for Improvement
WEDF-OD)—F—yT

1. Set Direction: Mission, Vision and Strategy
Make the future attractive Jed/RS

=9l Make the status quo uncomfortable

3. Build Will 4. Generate ldeas 5. Execute Change

* Plan for Improvement » Understand Organization as a » Develop a rational portfolio (2)
» Set Aims/Allocate Resources (1, 5) System » Use Model for Improvement for
* Measure System Performance (5) * Read and Scan Widely, Learning from Design and Redesign (4)
* Provide Encouragement .1 otherIndustries & Disciplines » « Review and Guide Key Initiatives(5)
* Make Financial Linkages » Benchmark to Find Ideas » Communicate & spread results (4)
* Learn Subject Matter * Listen to Patients  Sustain improved levels of

* Invest in Research & Development performance (5)

* Manage Knowledge » Deploy resources (3)

2. Establish the Foundation

« Reframe Operating Values * Prepare Personally * Build Relationships
* Build Improvement Capability « Choose and Align the Senior Team » Develop Future Leaders

INSTITUTE FOR
HEALTHCARE
IMPROVEMENT




Build Will
BErB CLO

= Set Ambitious Aims
— BIDRGEBREILTED
= Coach Leaders
— )= —ZHEELLS
= Feedback Performance
— INTA—RRZT4—FR I\ UL &S
= Recognition and Celebration
— LT, fEL&D
= Put patients on the Team
— BEEF—LICANES




Execution of Change
EILDELT
= Plan and set priorities
— GTEZI T, BRI ZRDD
= Allocate personnel and resources
— NEERZBN TS
= Secure oversight
- BB I H(TTDHLIICT D)
= Use small tests of change
— RIEZRHE TEA/NSETAMEITO




Table 1: Team Leadership Structure

Project

Resources and Responsibilities

Senior Sponsor

Lead

Driver

Cardiac Care

Director of Cardiac
Service Line

Senior Cardiologist

Nurse Manager

Medical Safety

Chief Operating Officer

Director of Pharmacy

PharmD Pharmacist

Patient Care Unit

Chief Operating Officer

Vice President of Nursing

Patient Safety Officer

Infection Control

Chief Medical Officer

Manager of Infection Control

Senior Infection Control
Nurse

Intensive Care Unit Safety

Chief Medical Officer

Medical Director of Intensive
Care Unit

Nurse Manager

Surgery Safety

Director of Surgery

Cardiac or Orthopaedics
Director

Nurse Manager of
Surgery




Execution of Change
EILDELT
= Plan and set priorities
— GTEZI T, BRI ZRDD
= Allocate personnel and resources
— NEERZBN TS
= Secure oversight
- BB I H(TTDHLIICT D)
= Use small tests of change
— RIEZRHE TEA/NSETAMEITO




Create a Culture of Safety
REXILEESS

Goal: To be safest health care system

Punitive Blame Free

= Encourage adverse event reporting and
share trends widely

= Implement team communication training
and communication tools

= Support staff “Speaking out”




Create a Culture of Safety
BEXLEEAD

Goal: To be safest health care system

— Just
Punitive Culture Blame Free

= [mplement Just Culture

— Balances the need to have a non-punitive
learning environment with the need to hold
Individuals accountable for their actions

= Expect compliance with personal safe
practices

= Engage patients to speak up




No Harm Improves
Patient Satisfaction

BEERINGLGLHILF BEDH
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And No Harm is Good Business
(ZLTREREEEICHKLY)
otal Net Income (in thousands)

$150,000 134,851
g 000 - 112,224 105,774
$100,000 -~ 95780
$75.000
$50,000
/
$25,000 - 11 750
@ - - |l [l [l

$0 < S S SR ST

2003 2004 2005 2006 2007




Fast and dramatic
iImprovement in
safety is possible.
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http://www.ihi.org/ihi

{f‘ Institute for Healthcare Improvement: Home - Windows Internet Explorer
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Maore Search Options
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IHI OPEN SCHOOL

20th Annual Mational Forum on Quality
Improvement in Health Care

* What is it?

* Watch a video clip about the National Forum. * Cet involved

| * Can't join in person? Join via satellite

* With a new play starring Monk's Tony Shalhoub

* Enroll for the National Forum. IM PAC I

improvement/action

5 Million Lives Campaiqn

# Learn about IHI's
network for change
* Fleaze complete the online svaluation. * See zample resulis

* 50 to the MNational Metwork Diay

* Thank wou for joining National Network Day

age for
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