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Learning Outcomes VYHTT

e Describe the elements of an effective patient safety
program

e List the mandates and drivers for effective leadership to
promote patient safety

* Define 7 proven leadership strategies for preventing
patient harm

* Integrate the 7 leadership practices with your leaders
and your patient safety programs

* |dentify simple methods for measuring and reporting
patient safety and quality improvement

* Describe the impact a culture of safety has on sustaining
gains in safety and quality

* Apply new leadership skills to current organizational
challenges and opportunities for improvement
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My Background VYHTT
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SQHN Pre-Workshop Survey

September 11, 2013
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Survey VYHTT

e 20 Items regarding patient safety and quality
e Sent to participants registered to attend workshop
e 29 Responses to the survey
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Top Questions
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Top 5 Questions VYHTT

5 Questions with the most positive response

Patients and families in our facility are
engaged and active partners in their...

Our organization is eager to improve
patient safety and quality.

Our organization values learning and has
a way to easily spread knowledge...

Ideas for improvement originate from
across all levels of the organization not...

The organization is constantly innovating
new ways to keep patients safe and...

0% 20% 40% 60% 80% 100%

% Agree ® % Neutral % Disagree
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Bottom Questions
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Bottom 5 Questions VYHTT

5 Questions with the least positive response

Safe, quality care is an obsession and is a
strategic priority of our organization from the
highest levels of leadership.

Preventable patient harm is being measurably
reduced across our organization.

Our organization is always creating its own
best practices that become models for other
organizations.
Errors are treated as an indication of a
systems failure, and our organization
welcomes learning from these errors, not...

Patient satety and quality
systematically collected and shared openly

0% 20% 40% 60% 80% 100%

M % Agree H® % Neutral H % Disagree
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Other Questions
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Other Responses VYHTT

Our senior leaders are constantly seeking to
implement the latest best practices and
evidence-based improvement programs for...

Our organization is able to attract the most
qualified and professional staff members.

Our organization is focused on key quality
performance measures and our leaders
understand how to improve deficiencies.

Leadership development is an organizational
commitment (both clinical and non-clinical
team members).

Teamwork is consistently excellent across
professions and across the organization.

0% 20% 40% 60% 80% 100%

% Agree % Neutral % Disagree
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Other Responses VYHTT

Organizational values, vision, mission and
ethics guide all decisions and leadership
behaviors.

Our quality and patient safety improvement
programs are integrated and coordinated
across the organization.

All new staff members are provided a
thorough orientation of our patient safety
and quality programs.

We are excellent at implementing new
patient safety and quality programs.

Our organization values its people and always
ensures that staffing is appropriate to clinical
and non-clinical needs.

0% 20% 40% 60% 80% 100%

% Agree % Neutral % Disagree
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Conclusions VYHTT

e Strong positive perceptions of state of patient safety
and quality
— Would our front line staff agree?

e Strong perceptions of organizational eagerness to
improve patient safety and mechanisms to do so

— How are organizations generating ideas from all levels and
spreading learning?

 Opportunity to better measure and track patient
safety
— Where is this being done well?

e Opportunity to respond to error in a just way
— How are errors currently handled?
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Definition of Patient Safety VYHTT

* The prevention and mitigation of harm caused by
errors of omission or commission that are associated
with healthcare, and involving the establishment of
operational systems and processes that minimize the
likelihood of errors and maximize the likelihood of
intercepting them when they occur.

Angood, P., Colchamiro, E., Lyzenga, A., and Marinelarena, M. Meeting of the National Quality Forum Patient Safety Team. Washington, DC. August 2009.
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International Patient Safety Goals VYHTT

International Patient Safety Goals

Goals
Goal 1 Identify Patients Correctly

Goal 2 Imprm'e Effective Communication

Goal 3 Improve the Safety of High-Alert Medications
Goal 4 Ensure Correct-Site, Correct-Procedure, Correct-Patient Surgery

(Goal 5 Reduce the Risk of Health Care—Associated Infections
Goal 6 Reduce the Risk of Patient Harm Resulting from Falls

Source : Joint Commission International
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Definition of Quality in Health Care VYHTT

Source: Institute of Medicine
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Elements of an Effective Patient Safety Program (Q)HTT
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Human Error is Inevitable VYHTT

1 Two patients 3 Drug orders are left at the
with similar nursing station by the doctor
names are who is seeing both patients
admitted

Hazards

2 The patients Losses

are placed in 4 The patients are both discharged
rooms nextto in the lunch hour and their
each other medical orders are mixed up
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Reducing Preventable Patient Harm VYHTT

Chasing Zero: Winning the War on Healthcare Harm
r

asing |/

WINNING THE WAR ON HEALTHCARE HARM

' / Zern
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http://www.safetyleaders.org/pages/chasingZeroDocumentary.jsp

Themes, Insights and Key Points
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How safe is your Health Care system? UHTT

* 1987/000ple oplks diccestle e’
* 35% o M EFILAT G
* A% AN AV BEEF'S.

* Every 2.5 min, 1 American dies of sepsis




Cost of Preventable Harm VYHTT

Size of Population [EEFETNYE

Cost Of Top 10 Medical Errors By Type of Cost Top 10 Medical Errors - Error Count By Setting

87.3%

[ Medicalcost  [l] Mortality/Disability . Inpatient ] Outpatient

Festi@biiilicees

SedEalonas
$25,464,543
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Top Reasons for Preventable Harm VYHTT

Top 4 Causal Factors for Preventable Hospital Patient Deaths or
Permanent Injuries Reported in 2012

Leadership 67.90%
Human Factors 64.80%
Communication 64.40%
Assessment 58.80%
0% 20% 40% 60% 80% 100%
% of 577 Incidents Source: The Joint Commission

© 2013 Healthcare Team Training, LLC. All Rights Reserved. Reproduction or usage of this material without express written consent is prohibited.



Our Approach VYHTT

A people-centric approach to patient safety & quality

“ Leaders

Teams
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Leadership versus Management VYHTT

Management is
R doing things right;
0

i leadership is doing

D
EONE

LEADE

E STRA

SOM
MON
HAT'S POSSIBLE. the right things.

Peter Drucker

Above all, leadership is about:
Vision
Energizing people
Communication
Charisma

Competence

Source: Tend global Intemet polls 1000wentures .com, 1000advices.com
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Traits of Effective Leaders VYHTT

(What 1S 4
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Group Exercise VYHTT

Envision your work 10 years from today. All has gone relatively
well, and you achieved most of what you set out to do in your
role. List 20 single words that best summarize how you would
describe the patient safety and quality efforts in your
organization at that time.

1. Circle the 10 words that best capture your vision.

2. Asagroup, share your 10 words with each person at the
table, adding to your list if you like the words of others.

3. Select 4 words that best capture your vision of the future,
write them down again, and share with your group.

4. Select the 1 word that best captures your vision of the
future, write it down again, and share with your group.

5. Handin your 4 words, and your ultimate 1 word.
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Common leadership ‘blindspots’ or biases (Q)HTT

DO YOU RECOGNIZE.

these potential ‘blindspots’ that impede
lasting change and continuous improvement

?




Identifying your ‘Blindspots’ Exercise @~ VYHTT"

1. Review the handout.
ldentify your personal ‘blindspots’.

Share with the person next to you how this has
become a ‘blindspot’ and how you can improve.

4. Switch roles and repeat.
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New Toolkit for Leaders VYHTT

Joint Commission Resources
Hospital Engagement Network

PATIENT SAFETY INITIATIVE:

Hospital Executive and
Physician Leadership Strategies

o
"aR
L85 F2
L .'J 3
i.;f[_*

Doty Safoey Briofing

C
r“)int Commission o

Resources PaRTNERSHIP FOR PaTiENTS
Bevrer Cans, Lowsr Costs
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Reducing Harm: Hospital-Acquired Conditions (Q)HTT

>
« / Joint Commission

i Resources

ror Patnients

Over 30% Reduction in 18 months!

* Ventilator-Associated Pneumonia
e Central Line Infections

* Pressure Ulcers

 Adverse Drug Events

e Surgical Site Infections

e Early Elective Newborn Deliveries
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Board Engagement in Patient Safety

YHTT

PamENT SArETY INmuaive:
Hospital Executive and
Physician Leadership Strategies

Board Engagement in
Patient Safety

Oro of fre most important inferve ntions for
hospital leadorship in developing a hospital
safofy prog@m is to gof o kospial ‘s Board
imeofvnd with safoty and quality'

Wihat | the Practice?

Establish a standing Board level committes on patient
miety and quality improvemens, with poak, metrics,
and regalar reviews: with hospital exscutives.

Why Use the Practice?

» Boards mmmitment to safety rinfores is value 2
am ezential ingrediant of the crpanization’ adure.

» Board can reinforce safety behaviar at all levels.

» Aligrs the Board and the leademhip tesm amund the
strategic prals for patient safaty.

Imstrudlions for Conducting the Practice

Increase the Board's Qualiry Literacy

+ Educate the Board on slient quality s

v Consider adding quality experts to the Boaml.

v Lsz retreais for aving in-depth diakogue on quality
and sfety improvement projects.

" Have Boand members atiend qualiey conferences.

w" Consider adding 2 Board member who comes from a
high reliability arganization who has exscative
responsitility for qaality in their crpanization.

Frame an Apenda for Qraality

# Initiate dismussion between the Board chair and
Chief Exscutive Officer $CE0.) on the szt of
quality.

v Ensure that quality and safety on the Board apenda
ges equal billing with other sgenda items.

Engape in (paality Flanning and Focas and Provide

Imcenitives

v Creste 3 vision for quality for the hospital with long-
term outcome measures and poals.

v Review the hespital’s quality plan and ensare it &
alipned with the mverll strategic pln.

v Enmire the quality messures the Boand reviews are
s regalardy and are presented in 3 manner that
the nan-dinicl tnstes @n understand.

v Iniegrae the quality measurss inin the overall Boand
performance.

v Link incentive compensation of leadership oo quality
M.

Patient-Centeredness

v Share patient shories at Board mestings to farther
increase focus on patient-centerednes.

v Enmure that patients are involved in improvement by
hawing patients participate on improvement
mmmittees and projacts.

v Enmre the appointment of at lesst one patient
memiber to the Boarl.

Reference
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Safety Culture Debriefing

PamENT SAFETY INITLATIVE:
Hospital Executive and

Physician Leadership Strategies

Safety Culture
Debriefing

The CEQ and s anior administrafive foa dors
showid bo directy irvolved in e application of
the knowl soge that has been gonerafd throwgh
the moasuromant of owefre

Wihat s the Practice ?

At bezst annually, leaders shonld asees the organiztion’s
mfety and quality culbare using a survey tool that &
selected with consideration of validity, consistency, and
reliability in the setting in which it will be applied and
that is mnczptaglived around domains thas are
applicable to performance improvement initiatiees
efforis such as tesmwook, keadership, communicaion,
and opennes to raporting, The resulis of the caure
survey process shoold be documented and diseminated
widdy acrms the enterprise in 2 sysematic and fregoent
manner. The int=reentions companent of this afe
practice will be sticfied if the survey findings are
documensed and have been used to monito and puide

performance improvemens interventions.

Wiy Use the Practice?

Simdies show positive comelations between a high
calture of sfey s with (1) improved dinial
outcomes such as bower hospital-zoquired infection rates
and {2} bigher stalf retengion hequse of higher morade,
lower bamout, and less ahsentesism.

Imstrudtions for Conducting the Practice
Mezsurement of the culbare of miety by iself is not
encagh. The results must he fed hadk o the
orgeniration o simulate dissowions about areas of
weaknes and solutions for im provement. Because
calture resides at the loql level, ifs important to discus

the reulix by departments, units, and mlex. Focusing
o grosp-level data depersonalizes the discussion and
fnsters actionable ideas for improvement in the context
of the local realities of @re delivery More than simply a
measaring stick, feedhack to rspondents at the work-
wmit level can actoally be the fist siep in improving
culture. Leadership needs bo provide 2 srucure for
reviewing the rsulis with frontline @megivers and
manapers io identify specific areas of concern and
obaain insights and recommendations on how o
addres: the imuzs.

Teach front line keaders how to use the data from the
survey induding ) seeking staf interpresation of
ﬁmlinp. Ty udcing stafl sobions bo idertified fxmes
and problems and 7} fadlitating the creation of
staff-buik unit bevel workplans hased on their ides

for imprreemens to improve the safety culbare.

Reference
1. Sasiowal Cealiey Foran, Salr Poctices for B Gl thewr. 2006 LUp-
chr A Conormnn Repon Arcrmnd bl 16 1911

bt by Forrmed oot Ho Pl racs o prf-
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Top Barriers to Improving Patient Safety (Q)HTT

Barriers to Improving Patient Safety (Unaided)*

Lack if teamwork/negative culture and communication 55%
(o]
Lack of staff

Financial issues

Time

Resources/equipment

Training/education

Other

Nothing

0% 10% 20% 30% 40% 50% 60%

M C-Suite H Risk Managers
Source: AlIG 2013

© 2013 Healthcare Team Training, LLC. All Rights Reserved. Reproduction or usage of this material without express written consent is prohibited.




Key Beliefs in a Safety Culture VYHTT

* Four key beliefs in a positive Safety Culture

Our processes are designed to prevent failure.

We are committed to detect and learn from error.
We have a just culture that disciplines based on risk.
People who work in teams make fewer errors.

> w N e

Source: Institute of Medicine (2004)
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Overview of Safety Culture VYHTT

Safety Culture Components

Just What makes up a Safety Culture?

Culture
Reporting S | Flexible
Culture Culture
Informed Safety Learning
Colie @ 'y Ciie | Connecting Safety Culture to Quality

Source: Reason, J. from Managing the Risk of Orzanizstions! Accidents, Ashgate 1997 R
Delivering a Culture of Excellence™ © 2012 Heaitheare Team Training, LLC 3 paes Safe ty — P atl_e nt
Culture Experience
Clinical /
Quality

Connecting the dots between

* Facility Characteristics

Safety CUItu re’ Patient . Organizatic—na!Prac.tic&'.&\!alues
v Communication Channels
H I H v Patient-Centered Care
Experience, and Clinical Quality! e

Source: Mardon, et al. 2008

Delivering a Culture of Excellence™
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How the data is presented

2009 Hospital HSOPS Results

Teamwork
Across Units

Management Il ”
atety Culture "See-Saw
Handoffsand patient Safety
Transitions Feedback about
— Error
Teamworkin B ™"Wiznager
Unit expectations
S around PS
Organizational
Learning EventReporting

T ;
Perceptions of Non-Punitive

Patient Safety SO " Response to ’

e Error 2012 Hospital HSOPS Results

Staffing

10™ Percentile

Management
support for
Patient Safety

Teamworkin

Unit Staffing

Teamwork
Across Units

Manager MNon-Punitive
expectations ‘ Responseto
around PS5 Error

Tracking your hospital’s
progress over time and

analyzing trends in the data

—

Perceptions of Communication
ent Safety ‘ Openness
e

90™ Percentile 75™ Percentile 25" Percentile 10t Percentile

Healthcare Team Training, LLC
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Leadership Slides

2012 Hospital Leadership HSOPS Results
N

Management
support for

_Patient Safety

Non-M
Responseto
Error
Feedback

about Error

Communication
Openness
Teamworkin
Unit
Organizational
Learning -epti 10t Percentile
Manager
expectations
around PS

25™ Percentile

90" percentile Average

Heaithcare Team Training, LLC

YHTT

Leadership’s view of safety culture as
compared to the Hospital’s view

Leadership’s View of Culture

Overall perceptions of safety
Hospital handoffs & lm - Frequency ofevents

transitions reported
s .
Teamwork across hospital / UPEWI?Offmanag_er
units Y > expectations & actions
[ K | promoting safety

1
\ Organizational learning -
| Continuous improvement

Hospital management |
support for patient safety |

staffing <

MNonpunitive response t
errar
Feedback & communication
about error
—4—Allother roles  —@—Executive Administration == 400-499 Bed AHRQ Benchmark

2 Healthcare Team Training, LLC
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Text and Role Based Analysis VYHTT
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Delivering a Cultire of Excellence™
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Correlation Analysis VYHTT

HSOPS - HCAHPS
Employee Engagement YHTT
85% .
* . 2011 Average HSOPS
s o 4.8
-
g . * . 4.6 *
3 -
g e o 5 L 44
£ > / §4.2 AR 4 —
H . - a4
g™ & o O L, s
3 ©re * . * H VO’( + v
bt & . - . 2
g.w» . et . s - v £ 3.8 Q’
:g: / - % e . . :E 36 .’/‘ ‘
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6% . - . * - 3.4
. ot
3.2
55%
45% 5% 55% 6% 65% % 5% a0 3
Hospital SOPS Summary Score Source: Westat -~ 40% 50% 60% 0% 80% 50% 100%
HSOPS Composite Score

ealthcare Team Training, LLC

P Value < .001
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Safety Leadership Rounds

PamENT SAFETY INITLaTIVE:
Hospital Executive and
Physician Leadership Strategies

Safety Leadership
Rounds
(also known as WalkRounds)

Cirganirations aoros s the wordd ano . . _ using
the Walk Rounds program as a mechanism to
angage sonior loaders in offorts o improve fre
roliability of care in thelr organizations v =

What |5 the Practics?

Safisty Leadership Rounds are conducted in patient cre
departments sach as the amegency departmens,
medical murgical floom, and the opemting mom, as well
& in ancillary departments such as the imaging and
kkoratnry aress. Semior leaders po i the department
weekly and conduct informal coerwersations with staff
members about sfety imue. Safety Leadership Rounds
pravide 2 method for leders to talk with frontine saff
about safiety e in the crganization and shaw their
suppart for safety practics.

Wiy Use the Practice?

» Demorstats mmmitment to sdety

» Fuels culture for dhange pertaining to patient sdety

» Prowides cpportunities for senior exeostives to learn
ahbout patient :.hr-.

* e nllﬁu:ppurumuu for improving safety

= Estahlishes trusting relaticrships and lines of
communicatinn about patient safey amang
employess, exacutives, and managers

Imstructions for Conduocting the Practice

Groand Roles

v Organ izations should dacide whether or not 1o
announce the time and place of Safery Leadership
Femands, and the decision should be agreed to by
senior leaders and manapers.

v Organizations should resseare employees tha: all
information discused in Safety Leadership Roands is

srictly confidential.

Wha Should Condact Safety Leadership Roands?

v Ml *Cogaite” leaders, usually induding the CEO.,
chief operating officer {20U00), chief medial
officer (M0, and chief muming officer (M0

v Senior beaders should commit 1o mnducting Safety
Leadership Roands a2 2 minimam of once per wesk,
for a minimuam of cne pear, with no cancellations.

v Memben of the senior exscutive tzam can miaze for
essier schedaling, but every senicr leader should
periorm a Safety Leadership Rownd every week.

Sample (pazstions

w “Have there been any near misses that almos: qussd
patient harm but didn™

v “Is there anything we could do to prevent the nex
advarse evemi™

v “What spexific intervention foom leadership would
make the work you do safer for patients®™

v “How are you engaping patients and familis in their
e
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Getting to the Heart of the Matter VYHTT

“...people down here need to feel that
people up there really care”

Rounding is the key to engagement!

=
StoryCare

© 2011 eFFORM. All rights reserved. www.StoryCare.com
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Teamwork and Communication VYHTT

PamENT SAFETY INITLTIVE:
Hospital Executive and
Physician Leadership Strategies

Teamwork Training
and Skill Building A—

| 1 [
The GED and senior admind srathe loadors i
should bo directly invahved in ansuring thaf the
‘orga nizafion implomants the o fvitios dotail ad in
tha spocifica fons of the Toamwork T indng and
Skill Bullding safe practioe. This inclroe s partick
pating in the defined basic fm@ indng program *

What ls the Practica? Why Use the Practica?
P'rovide bath basic and detziled tezmrwork training. » CZame has beoome fragmensted, necessitating soccesful
ieam commaniction bo preven: sysem filores

Basic Teawoark Traiming. Basic tsamwodk training » Oirganizstions an treating sidker patients at ever
should ke provided anmaally to povemance Boand faser rates with treatments that are beooming
members, senior adminisrative leaders, medicl saff incressingly compler.

fwhether independent or emploped by the omgani-

mtion), midievel manspement, and froreline safl Faitare of tamwork and communiction bes been
Thee subiject matter should indude sources of consistently dibed as 2 primary mot cause of senting
commaniction filkres, handoffs, and team Gilures events reparted to The Joint Commismion.* Ina

that lead s patient harm. The bength and modality of ~ systematic review of emergency depariment dossd
training should be stablished by the arganization_ claims, fundamensal tearmenrk hehavicrs would hawe
Tarticipation should be dooumented oo verify prevented or mitigated the adverse event in 43% of
compliance. reviewed cases 0

Deasilesd Teamwork Trininy. All dinical =27 and Imstructions for Condudting the Practice
Hcarmed indemerdant practitianers should receive Micst h_rz.'.h care arganizations sither mntrc with an
desailed 1 mining mnsiting af the best available extemal Firrrl E] ?[:_L'id.e the dimitizl teamwnds training or

tramwock knowledpe; howeer, staff of dinicl areas, =nd employess of the arganization ta e -'HZ;M:I =
such s lsber and delivery and critical care units, that iminems. .'|.|-I.Cr!.‘|:ﬂt employess are irained, dhey then in
are deemed tn be at high risk for patient safety imuss, 9T mnduct the rl!ﬂl.ﬂl trinings. Sometimes, a
should receive sach training first. The dinicl areas tha cambinatic of beth ;:.v_:-m.:l'!u i’"“"d‘:r:"’ :

are prioritized should focus on specific patient afety TeamS TEFFE" program, developed jointy by the ES_‘
risks. The subject matter should indude the prindples Dieparzmens of Dlefensz ﬁ"k"_' Safety Progmm and the
of tigh iy, buman o applied o milwerkd A7y Ez' ?!Lﬂﬂ R_j%:‘-‘_”'f fbllﬂi;rﬁn :
CTE IS, Irﬂ!l?mrﬂ] team d:fl'l:m .ﬂ. I'l.ll'lll:"_!. i — -t ur ¥ D e bor :”_n - _m-' £
and specific communication methods. Fooms should be AHRI) website, and AHRL) has provided funding fr

; _ the national implementation of TeemSTEFPS=s
placed cn the development and appliction of P
-:runu?:r:l ML‘_“ Fan S Commerdial programs are readily available.
{romrimaes o pagr 1)

et i i R | Hoientil B crgigreriar® M twscks

© 2013 Healthcare Team Training, LLC. All Rights Reserved. Reproduction or usage of this material without express written consent is prohibited.




Outcomes of TeamSTEPPS® VYHTT

 Knowledge

— Shared Mental Model
PERFORMANCE

e Attitudes
— Mutual Trust
— Team Orientation

Leadership
e Performance

— Adaptability

Situation

_ Accuracy | Communication Monitoring
— Prqo!uct|V|ty _—
— Efficiency ’ Support \

SKILLS

KNOWLEDGE . _~ ATTITUDES
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Promoting Strong Clinical Team Leadership (Q)HTT
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Daily Safety Briefing

Panent SareTy INmuaTive:
Hospital Executive and
Physician Leadership Strategies

Daily Safety Briefing

Atmnton is the currency of Jeadership.'
~~Loe Cartor, Chairman of the Board,
Cincinnati Childron's Hos pital Medical Contor

What Is the Practice?
The Daily Safecy Briefing 2 15-minate meeting of the
senioe leaders with 2 department leaders of the

ceganization, and a three-paint apenda is wsed:

1. Look back: Signifiant safety or quality ssass from
the 2 24 hours

2 Look ahead: Anticipated safety ar quality isues in
next 24 hours

3. Follow-ap: Status reports on soss identified today
or days before

Why Use the Practice?

+ Shared staational awarnes

* Heightened risk awarenes

* Early identifition and resalation of problems

Demonstzated staff follow up on isues, 2saming
that their resclution & well communicated

Instructions for Conducting the Practice
A seniiar leader facilitates the meeting, typially via
conference call. Al other senior leaders and all
opesational leaders participate. The mesting occurs in
the morning with an “everyoae checks-in” expectation.

When sfety-critical isuss are identified, all

The following ase examples of questions that the leader

can ask daring the Daily Safety Briefing to promote 3

risk-averse mindset and risk-averse actions in othen:

v How do you know you had no problems in the past
24 houre

v What immediate, remedial actions did you take?

v i this happening in other places? Codd this happen
in other places?

v What other arsas does this isue impact?

v How arz you preparing your ¢ that high-risk
ad?

v What esroe prevention behaviors should be used?

v How was the patient/family involved in the event, or

how could their involvement peevent another sach
ocourrence?
v How will we commumicte cur decisions that we

have made todzy?

Reference
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Adopt-a-Work-Unit

PamEnT SareTy INmiaTIvE:
Haospital Executive and

Physician Leadership Strategies

Senior Executive
Adopt-a-Work Unit

(Also known as Comprehensive
Unit-Based Safety Program [C.LL5.F.])

The keys to program sucoess are the acthve role
of an axpcuthive advoc ain and s taff's willingnoss
to gponly disc us s safely issues on the units =

What |2 the Practice?

Adopt-a3-Woek Unit i a Feestep program that paims a
hespital evscutive with a care unit to change the unifs
workplace culbare—and in so doing brings about
significant safey improvemens—by empowering staff
to asume responsitidity for sfety in their envimnment.
Thiis is achieved thmugh eduction, awarenss, acces o
crganizational rsources and a toolkit of interventions.
Adopt-a-Work Unit works berame it remgnines the
central impartance of odlture in sustainable patient
miety improvemenss. Because culture is bocal, it must be
tarpeted af the it level, with sopport 2t the
cegenirational level.

Wiy Use the Practice?

» Eductss and improrves awarenes about patient safety
and quality of care.

» Empowers staff oo take charge and improve sfety in
thesir workplace.

» Creates high-tnost partnerships between units and
Evacutives bo improve organiztional culturs.

*» Provides rescearces for unit improvement efforis.

» Provides toals to investizate and learn from defects.

Imstructions for Conducting the Practice
+" Train staff in the science of sdery. Povide this
training io all members of 2 anit—anyone who

spends moce than 0% af his or her time wodking an
the mmit.

v Enpape stall i identify defects. Ask each staff
mesmiber b arswer  simple, fwo-qostion surrey
How is the next patiant poing o be harmesd on this
unit?* How cn we prevent this harm from oaccurring?
Aleo find poeential aress of improvement based on
review of incident reparts, daims, and sentind
Events.

w Senior executive partnershipiadery roands. Perform
muonthly safety rounds in which the sxeoutive
interacts with staff on the unit and disoows s lety
imues with them. All staff shoald be invited s
attend.

w" Comtinae to leem from defects. 1se the Learning
From Diefisces tnol to address the top risks identified
by the team.

+ Implement ioolls for improvemens. The safety team
members highlight several priority areas nesding
impomeement and use the many tnols in the public
domain to address them.

Reference
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The PDCA Cycle of Improvement VYHTT

Take Next Steps to Improve Design/Redesign Process

 Adopt * WWhat, Who, How
 Adjust * WWhen, Where
« Abandon

Evaluate Results
* Analyze data results
* Obtain lessons learned
« Brainstorm improvements

Implement Process
* Pilot process, if possible
* Collect data
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Cause-and-Effect Diagram VYHTT

Protocols People
Standard operating Newly hired Orientation training
procedure on junior nurse - provided on
medication — (2™ day) medication
administration was administration was
not clear .. not attended
Physician’s
L handwritten —
_ Medication . prescription was
administration form was hard to read Wrong
not easy to follow medication
» | dosage given to
patient

The environment was

Syringe used for
congested and noisy,

injection was Patient room was . . .
new product next to the Group causing distractions
Activity Room,
which was being
used then
Equipment Environment
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Best Practices of Execution

PaTienT SarETY INmanve:
Hospital Executive and
Physician Leadership Strategies

Best Practices of
Execution

The first disciplino of exoc ution Is to
focus your finest offort on one or two
goals instad of giving mediocre offort
to dazans of goals.'

What Is the Practice?

Use a disciplined, structured appmach for
implementing and exscuting patient safety srategies,
induding

* Foas

* Leverape

* Enpapement

* Accountability

Why Use the Practice?™

* 75% B0% of all initiatives that requise people to
change behavior fail

« Implementing complex changes requires
extraoedinary discipline.

» Enables foased improverment efforts at the unit level
to mainezin the highes priccity and not get lost in
the “whirlwind™ of the daly work flow.

* Enables leaders 10 assess orpanizational resources and
capabilities to advance performance improvement

Instructions for Conducting the Practice

v Elevate one or two poals for spedific emphasis.

¥ Decide on 2 messureable result and 2 time by when
itis to be achieved

understand the scope of the issue and gap analysis
(For example, i studying 5.5.1., investigate the

national solutions available cn the joint

C ission’s Targeted Sobutions Tool (1.5.T))
' Sdect the leverape points that will move resules
toward the poal.

¥ Create leading measures of action on the leverape
points—a scoreboard

V' Ask team membess to commt to actions that will
move the levers.

v Hold weekly meetings/huddles with the team to

review, renew, and Commit 10 new adions.
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Case Study — Apply the 4 Disciplines VYHTT

OSF Saint James - John W. Albrecht Medical Center

SOSF

SAINT JAMES-JOHN W, ALBRECHT
MEDICAL CENTER
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Our Approach to Change VYHTT

i
o Assess

g
o ® Needs

e Gaps
e Analysis
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8 Steps of Change

John Kotter

© 2013 Healthcare Team Training, LLC. All Rights Reserved. Reproduction or usage of this material without express written consent is prohibited.




Step 1: Create a Sense of Urgency VYHTT

Sizing Up the Culture Exercise Sheet

INSTRUCTIONS:

As you answer the questions below, consider the state of your current organization and the
current safety climate.

Step 1: A Sense of Urgency

1. What information do you have that may indicate a need for change in your organization?

2. Where else might you look for “hidden” information?

3. How is the need for change communicated in your organization? What do you think is the
most appropriate way to communicate the need for change?

4. What can you do to create a sense of urgency for change in the organization?
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Measuring the success of your intervention (Q)HTT

Kirkpatrick
Evaluation Levels

S]2A3T WOTJEN[EAF
Hornedyiry
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Measuring for Results VYHTT

Why am | collecting/tracking this data?

What resources will | do | want it to tell me?

need to do this?

What measures will tell
S [ailesp | me if we've achieved
our aim?

Measure

Required
Resources

Who can help Who?
me? What?

How will | act on the
information to improve patient

safety? When?
y Action Data Whgre'?
Strategies Collection '
How?

| How will | turn the data into
What will | report? actionable information?

To whom will I report it? | 1200 Data What data analysis tools will be
Feedback Analysis best?
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Recording Reported Harm Events

YHTT

Check sheets are used by staff to indicate how many times
(frequency) a particular incident occurred

Date of
Month

Day of
Month

Patient Falls

Medication
Errors

Other
Medication
Incidents

Report of 9-10
on the Pain
Scale

Incidence of
Pneumonia
Infections

Sun

Mon

Tue

We

Thu

Fri

Sat

Sun

OO NGO UVE_RWIN|E

Mon

[y
o

Tue
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Detailed Data Logs VYHTT

Data logs are used to track more detailed information about

incidents.
Patient Falls Log
Pt | Age | Treated | Date | Time |Location | Injury | If Yes, Factors Was
ID for of Fall| of Fall | of Fall |Yes/No| What/ | Contributing | Patient
Where to Fall on Meds?
Yes/No
1 45 Diabetes 1/1/10 | 7:30am Pt Room No -- Fainted near bed Yes
2 34 | Hypertension | 1/7/10 | 4:40 pm Pt Room Yes Elbow Dizzy from Yes
bruise medications
3 76 Stroke 1/7/10 | 6:13 pm Hallway No -- Unsteady gait Yes
4 51 Diabetes 1/11/10 | 7:42 am ER No -- Chair toppled No
3 76 Stroke 1/15/10 | 11:20 pm | Bathroom Yes Hip Slipped near Yes
fracture toilet
5 55 Heart attack | 1/24/10 | 11:34 am Hallway Yes Head Floors slippery- Yes
laceration just waxed
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Proactive Audit Tools VYHTT

Audit tools can be used to track compliance of standard
processes to be followed.

Pain Assessment Audit

Audit Item Yes No Not
Applicable
Patient assessed for pain using standard pain scale V
Medications currently taken for pain documented V
If pain was expressed, interventions taken within 15 V
minutes
Pain reassessment conducted within one hour after \4
initial assessment
Pain decreased on standard pain scale V
If pain did not decrease, appropriate follow-up done \4
(reported to physician, etc.)
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Control Chart as Feedback Mechanism <VHTT

Patient Fall Rate per Patient Days Control Chart

0.0050 -
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0.0040 Zone A
>
a
o 00035 Zone B
c
2
e
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a
0.0025
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(1]
o
= 0.0020
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€
@ 0.0015
© Zone A
a
0.0010
0.0005 <+
0.0000 } } } } } } } } } } } } } |
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Month and Year
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Learning from Defects VYHTT

“The only real mistakes are the ones from
which we learn nothing.”

John Po WE”, Composer
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Summary VYHTT

Connecting the Dots
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Comments, Feedback, Questions, Evaluation (Q)HTT
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