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1
Objectives

* Define high reliability organization (HRO)
principles.

* Describe how to apply HRO principles into
daily healthcare work processes.

e Discuss how HRO principles drive quality
outcomes, safety, and culture.

]
Context

* Organization
* A faith-based, nonprofit health care organization

* Colorado’s fourth largest private employer with nearly 16,000
associates with 5000 RNs

* Hospital

* Specialty - Adult and Geriatric Psychiatric Services; Cancer Care
Center; Cardiovascular Institute; Center for Joint Replacement;
Centura Health Transplant Program; Complex Medicine;
Craniofacial & Skull Base Disorders; Robotics Institute; Spine

Institute
* Magnet® designation L /E.‘Kf‘\
* 500+ Registered Nurses Qgﬁ\j/\/\)/

* 83% Bachelor’s or Higher
* 46% National Nursing Certification
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Safety Science

* New Concepts: science of error
causation (“systems thinking”),
complex systems, human factors,
cognitive psychology, applied
informatics

* New Skills: error analysis,
leadership, change management

* New Attitudes: teamwork,
discipline, professionalism,
balancing “no blame” with
accountability, disclosure Wachter, 2011

Swiss Cheese Model of Organizational Accidents

Latent Failures:

. / Policy and Processes
Triggers \
— ﬂ
Defenses Human Belﬁwior: Accident
Unconscious and
Conscious

Complex systems fail because of the combination of multiple small failures, each individually
insufficient to cause an accident. These failures are latent and their pattern changes constantly.
Reason, 1990
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Culture of Safety

* Permeates all levels of organization

* Acknowledgement of high-risk, error
prone activities

* Blame-free environment

* Expectation of collaboration 6‘ ~
* Resource availability ﬂ]

Wachter, 2012

High Reliability Science

* Study of “organizations in
industries like commercial
aviation and nuclear power
that operate under hazardous
conditions while maintaining
safety levels that are better
than in healthcare.”

Chassin and Loeb, 2013
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High Reliability Organizations

* High reliability organizations
(HROs) are those organizations
that are high-risk, dynamic,
turbulent, and potentially i
hazardous, yet operate nearly EESESEREEEEIE
error-free.

Reliability

person can be depended on

N

Weick and Sutcliffe, 2007

]
High Reliability Relevance

* Healthcare application of high reliability principles is
complicated by the complex adaptive nature of care delivery
systems. (uipsitz, 2012)

* Healthcare is moving from a reactive to a proactive paradigm.
(Latney, 2016)

* Near misses are influential in evaluating healthcare structures

and processes prior to experiencing negative outcomes. (speroni,
Fisher, Dennis and Daniel, 2014)

* HRO principle application and integration supports proactive
identification of potential adverse events. (ciark, 2012)
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High Reliability Organization Principles

* High Reliability Principles
* Sensitivity to Operations
* Preoccupation with Failure
* Deference to Expertise
* Reluctance to Simplify
* Commitment to Resilience

Kemper & Boyle, 2009; Weick and Sutcliffe, 2007

Sensitive to
Operations:
(Downstream
impact)

Preoccupation
with Failure:
(What could
go wrong?)

High

Awareness =
Deference to State of mm Reliability
Expertise: i .
(Value team | . Mindfulness
collaboration)
Reluctance to
Simplify:

(Digging
deeper for

root issue) ExceptionaHy Safe

Resilience: Consistently High Quality Care
(Learning
quickly from
errors)

Hines, et. al., 2008
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HRO Principle: Sensitivity to Operations

Leaders and staff situationally
aware of how processes and
systems affect the
organization.

Examples in Daily Processes
* Handoffs
* Standardized Communication |
* Shift Huddles
* Da”y Huddles Be aware of your “down stream” impact.
* Throughput plans How do my actions impact the whole?
* Briefs
* CPOE

Kemper & Boyle, 2009; Melnyk, 2012

HRO Principle: Preoccupation with Failure

All associates are encouraged to
think of ways their work
processes might break down.

Examples in Daily Processes
* Speak Up
* Room set-up prior to admit

Think ahead!
° MOCk Cf)des If something would go wrong....
* Simulation What would that be?
* Close call error reporting How would I act?

» System focus of error processing

Kemper & Boyle, 2009; Melnyk, 2012




HRO Principle: Deference to Expertise

Correctly migrated responsibility
from formal executive authority
to experiential competency-
based decision-making.

Examples in Daily Processes
* Effective Structured

Communication
¢ Shift Huddles

* Daily Huddles Am | the expert?
* Frontline decision making Who is the best person for this job?
e RRT Who knows this process best?

* Evidence-based practice
* CNS availability

Kemper & Boyle, 2009; Melnyk, 2012

HRO Principle: Reluctance to Simplify

Leaders and staff dig deeper into

Examples in Daily Processes

* Developed diverse CNS-led checks and
balances from multiple perspectives

* Process Improvement: LEAN, PDCA,
Six-Sigma

* No work arounds

* Inter-professional input into system
processes and solutions

Worl@unds

the solution of a situation or issue.

F A

Am | settling for an easy fix?
Have | dug deeper?

Kemper & Boyle, 2009; Melnyk, 2012
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HRO Principle: Commitment to Resilience

Prepared in how to respond to o
failures and continually find 4 N
new squtions. "Failure is only the

opportunity to begin again,
only this time more wisely."

Examples in Daily Processes
* Inter-professional team training ~ Henry Ford
* Rewards and recognition % LT g #
promoting transparency
How can | learn from this experience?

° Splrlt O.f inquiry . How can | share my learning with
* Reporting and managing errors others?

* Facility wide sharing of lessons
learned

Kemper & Boyle, 2009; Melnyk, 2012; Riley et.al., 2010

HRO Principle: Commitment to Resilience

RANK ORDER OF ERROR
REDUCTION STRATEGIES

érro" Forcing functions and constraints \

* Implementation of o
innovative technology

ion and computerization

Standardization and protocals

Checklists and double check systems

e Supported standardized,
low-variation practice

Rules and policies

Education/ Information

N <
@rmr l Be more careful, be vigilant y
Carroll, 2011
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HRO Principle: Commitment to Resilience

If I could do only one thing. What would that be? Where would | start?

Daily Hospital Huddle

Components
Look back: Significant safety or quality issue from last 24 hours

Look ahead: Anticipate safety or quality issues in next 24 hours
Follow-up: Status reports on issues identified today or days
before

Who and How

Senior leadership lead — set tone and pace

All check in — no exceptions

Keep it brief — no more than 15 minutes

Daily huddle — same time and place every day
Standard format — same format every time

Cooper & Meara, 2002; Stockmeir & Clapper, 2011

1
Huddle Template — Slide 1

What Our Patients Want Announcements Z¥

* Don’tharm me Fall Free since 7/7: 6 Days! E =

" Mak_e me bette_r . Recard to breakis 11 days [12/23-1/3) EE]

* Beniceand ac‘tlv?lylﬁt_entu me e ] Associate injury/exposure since 7/13: 0 Days! =3

* Tell me whatyou're goingtodoto me Record to break is 7 days (1/7/16-1/14/16; 3/16-3/23) =

* Checkonme frequently B3

* Work as a team include the family = %

+ "I willremember how you made me feel” Announcements: 52
Associates new to attending huddle: * TIC survey — Coming soon!- Leaders —look for &
October: 25 Nov: 24 Dec: 17 Jan:20 Feb: 36 Mar: 13 Apr: 11 May :60 June:1d escor‘t document E
o g

T

*Good Stories @*Great Catches *Got Your Back *High Five for HRO
* Positive Patient kExperiences- Lead with Cove

HRO: Preoccupation with Failure: Maria McQueen- 15 Night Shift— Staff
availability for an appropriate take-down

10



Huddle Template — Slide 2

Follow Up from Last Huddle

Peak Capacity

[ - |

Looking Back — Key Events and Patient Experiences in Last 24 Hours

+ Patient Experience:
+ Safety Events:

g
c
S
a2
s
=
i
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%
e
&
N
S

=]
=
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=
3
=
=
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k]
=
m
=
[=}
=]
==
=
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=
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Looking Ahead — Anticipate and Prevent: Any Concerns?

* 0600 census xx of 237

HRO Principle: Commitment to Resilience
If I could do only one thing. What would that be? Where would | start?

Daily Hospital Huddle

One month Benefits and Outcomes:

e Generation of awareness to preventative safety and improvement
practices

¢ Showcase best practice

* Shared Celebrations

* Re-enforcement of existing safety policies

¢ Several acknowledgements to individuals for the Great Catch
Award

* Over 50 different topics addressed in the month thus creating
awareness of the different events that reach our patients

* Over 61 follow-ups communicated- this has improved response
turn-a-round for occurrences reported

* Ten referrals to other committees/councils-increases collaboration

¢ Improved awareness for high reliability concepts- will lead to
decreased harm and improved care and experience for our patients

5/17/2018
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HRO Principle: Commitment to Resilience
Daily Hospital Huddle

What the Evidence Says:

Transparent/Non-

Punitive Safety Culture:

v Increase efficiency of
exchanging critical
information

v’ Review events

v’ Real time problem solving

v’ Improve patient safety

v’ Promotes interdisciplinary
collaboration

Cooper & Lee, 2013; Cooper & Meara, 2002; Goldenhar, et. al., 2013; Provost, et.al., 2014; Stockmeir & Clapper, 2011

Staff Engagement:

v’ Opportunities for all staff
to stay informed

v Increase efficiency of
exchanging critical
information

v’ Venue for raising concerns

v’ Improve team work

v' Reduce silos

v’ Increase trust across
departments

v Helps staff appreciate and
respect others

v’ Fosters empowerment

Increase High Reliability

v’ Designed to reduce failures
and eliminate harm

v’ Improve situational
awareness

v’ Heightened risk awareness

v Increase 360 accountability

v’ Promotes system thinking

v’ Prompt resolution of issues

v’ Organizational resiliency

Promotion of HRO Principles

)
h

* See It

* Fix It

/

/
4*—
T~

* Report It

5/17/2018
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]
Outcomes

* Preventable Harm
* Case Mix Index (CMI)
* Case Mix Index Adjusted Admissions (CMIAA)
* Preventable Harm Incidents

* Nurse Sensitive Indicators
* Catheter Associated Urinary Tract Infection (CAUTI)

e Central Line Associated Blood Stream Infection
(CLABSI)

* Hospital Acquired Pressure Ulcer (HAPU)
* Patient Fall

]
Preventable Harm - CMI

Case Mix Index (CMI)

Acuity Measure Indicator

21

2,05

Iz —d 2.04
2 -
195 /
g 18 /
18 —a—CMI

¥173
1.75

1.7

165

16

FY13 FY14 FY15 FYle FY17
Fiscal Year

13.96% CMI increase FY13 to FY17

5/17/2018
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]
Preventable Harm - CMIAA

Case Mix Index Adjusted Admissions (CMIAA)

Volume Indicator

= 28336

27740

/7111

2
25587 CMIAA
25000

25002

FY13

FYl4 FY15 FY16 FY17

Fiscal Year

10.7% CMIAA increase FY13 to FY17

Preventable Harm - Incidents

200

190

180

170

160

150

140

130

120

110

100

Preventable Harm Events by Fiscal Year

Ve
191
40.3% reduction

FY13 FY14 FY15 FY16 FY17

==$==Preventable Harm Events by FY

40.3% reduction FY13 to FY17

5/17/2018
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Sensitive to
Operations:
(Downstream
impact)

Preoccupation
with Failure:
(What could
g0 wrong?)

Deference to
Expertise:
(Value team
collaboration)

Reluctance to
Simplify:
(Digging

deeper for
root issue)

Resilience:
(Learning
quickly from
errors)

CAUTI Prevention
Awareness = ngh .
State of mm Reliability
| Mindfulness L
Exceptionally Safe
Consistently High Quality Care
- Hines, et. al., 2008

Sensitive to
Operations:
(Downstream
Impact)

Preoccupation
with Failure:

(What could go
wrong?)

CAUTI Prevention

Implement prevention

Just Culture toolkit
Deference to

Team champions Expertise: Implement evidence-
(Value team based prevention bundle

Implement “all in one”
catheter insertion kits

collaboration)

Implement removal

protocol

Monthly audits to monitor
adherence to prevention
bundle

Monthly audits to
monitor adherence to
prevention bundle

deeper for
root issue)

CAUTI Prevention Report

5/17/2018
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Resilience:
(Learning

quickly from
errors)

CAUTI Prevention

RANK ORDER OF ERROR

Education on use of indwelling
catheters: insertion,
maintenance, removal

Competency validation
Standardize documentation

Conduct just-in-time prevention
bundle education

Conduct just-in-time peer
review

Report unit specific outcome
metrics monthly

Ongoing audits

Learning from defects

REDUCTION STRATEGIES

@rror Forcing functions and constraints \

Al

and

Standardization and protocols

Checklists and double check systems

Rules and policies

P

Education / Information

N

s

%5"0’ [ Be more careful, be vigilant y

Carroll, 2011

CAUTI Prevention

“A problem In the design of a process thal contributes (o human
ermor.

** Would other associales have dane the same thing in the same
situation?

*++Counsaling can include an action plan to correct the behavior

[Human Error. an unintentional devialion from what is right, a
mistake

|At-risk-behavior: an intentional deviations from required bahavior
[that unknowingly increases the risk.

Rechless Behavior: conscious disregard of a substantial and
of

Dekker, 2016

5/17/2018
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]
CAUTI Prevention

Prevention Toolkit [
* Executive Summary I
* Communication I

* Documentation —

* Education e

* Metrics and [ '
Reporting -

* Practice ___'

* Supply Chain il 24

e Surveillance
¢ References

Copyright© Porter Adventist Hospital 2012

]
CAUTI Prevention

CAUTI PREVENTION BUNDLE

CAUTI Prevention Structured Conversation
Bundle

5/17/2018
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CAUTI Prevention

Removal Protocol Daily Need Assessment

]
CAUTI Prevention

Insertion Checklist Monthly Audit Tool

Patel, 2010

18
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]
CAUTI Prevention

Urinary Catheter Audit Tool Reference

]
CAUTI Prevention

Fiscal Year and
Monthly Unit Level
Adherence to Urinary
Catheter Insertion
Evidence-Based
Practices Report

o soine)

19



CAUTI Prevention

Fiscal Year and Monthly Unit Level Adherence to Urinary Catheter

Maintenance Care Evidence-Based Practices Report

CAUTI Prevention

Learning from Defects

Satety Tig:

System Failures

How Can We Reduce Recurrence?

Opportunities for
System Failure Improvement: Back to
Basics!
* Daily documentation of review and * Raise level of concern: peer review of case
reason to leave catheter in place  Assess foleys that are present on

« 12 physician notes failed to mention e (e o) S peed of
presence of foley concern for conditions of insertion or
« Pus noted 5/3; catheter not removed transport.
until 5/4/2016 « Nursing could also review need daily at
unit huddle and communicate concerns for
risk or s/s of infection to medical staff.
* Document specific care of urinary catheter
particularly in presence of frequent
stooling/incontinence.

5/17/2018
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CAUTI Prevention

CAUTI Prevention
Number of Occurrences
FY12-FY 17

Numbar of Occurrenc

° [TC I R T S - CR B R
Ferownommne] 27 | w | _w | _w | & | & |

77% decrease CAUTI occurrences FY12 to FY17

]
CAUTI Prevention

CAUTI Rate

3.00
° 250
3
8
& 2.00
§ AN
8 150 VAN
g
2
S
£ 100 \WM'
: N / \ // \ / \
- -~ \/ \/ ;
0.00 ¥ ¥
2014Q4 | 2015Q1 | 2015Q2 | 2015Q3 | 2015Q4 | 2016Q1 | 2016 Q2 | 2016 Q3 | 2016 Q4 | 2017 Q1 | 2017 Q2
[=e=cauTi Rate 073 037 144 0.96 000 075 169 090 0.00 136 041
‘-.—Benchmark (Mean) 1.88 1.15 113 133 134 1.20 112 117 1.04 118 115
Quarter

8 of 11 quarters below benchmark

5/17/2018
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]
CAUTI Prevention

100%

CAUTI Prevention
Adherence to Maintenance and Insertion Bundles
FY13 - FY17

——

s 7

[
s |

Percent Adherence

FY13

== Insertion Bundle Adherence 72.3% 96.7%

96.5%

Bundle 77.5% 94.3%

94.0%

94.5%

| —dr— Research Benchmark* (Mean) 97% 9T%

97%

97%

Bundle adherence 94% or greater

*Rosenthal, et. al., 2012

]
CAUTI Prevention

Celebrate Success!!

5/17/2018
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]
CAUTI Prevention

$969,220 ESTIMATED DIRECT COST AVOIDANCE FY12 to FY17

FY12 27
FY13 10
FY14 14
FY15 11
FY16
FY17

FY Year | Actual

Avoided | Cost per | Cost Avoidance | Actual Cost

$11,270 $ - $304,290
$11,270  $191,590 $112,700
$11,270  $146,510 $157,780
$11,270  $180,320 $123,970
$11,270  $214,130 $ 90,160
$11,270  $236,670 $ 67,620
Total $969,220 $856,520

Sensitive to
Operations:
(Downstream
impact)

Deference to
Expertise:

(Value team
collaboration)

Resilience:
(Learning
quickly from
errors)

CLABSI Prevention

High
state of mm Reliability
.

Mindfulness

Exceptionally Safe
Consistently High Quality Care

Hines, et. al., 2008

5/17/2018
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]
CLABSI Prevention

Just Culture

Deference to
Expertise:
(Value team
collaboration)

Sensitive to
Operations:
(Downstream
Impact)

Team champions Implement evidence-

based prevention bundle

Cost analysis for
antimicrobial PICCs

Daily audits to monitor
adherence to prevention

Daily audits to bundle

monitor adherence Implement antimicrobial

to prevention bundle PICCs for specific at risk
population

Implement CHG bathing
for all central line
patients

]
CLABSI Prevention

RANK ORDER OF ERROR
REDUCTION STRATEGIES

Education on standardized
intravascular catheter

insertion and care
Less Error Forcing functions and constraints

Conduct just-in-time A I

prevention bundle Automation and computerization
o education —
Resilience: O
(Learning Conduct just-in-time peer Standardization and protocols

: : Y
quickly from review 0

errors) Checklists and double check systems |
Report unit specific

outcome metrics monthly

Rules and policies

Standardize documentation b
. . | Education / Information |
Ongoing audits L 4 P
Learning from defects wﬁror (. Be more careful, be vigilant y
Carroll, 2011

5/17/2018
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]
CLABSI Prevention

CLABSI Prevention
Bundle

Daily Audit Tool

Patel, 2010

]
CLABSI Prevention

Overall
FY17
IN 3N 4N SE
Fail 12% 9% 0% 8%
Pass 88% 91% 100%  92%
Grand
Total 100% 100% 100% 100% 100%

REHAB
0%
100%

100%

Spine  TELE 4E 2s 5N
15% 20% 20% 0% 25%
85% 80% 80% 100%  75%

100% 100% 100% 100% 100%

Fiscal Year Unit Level Adherence to Central Line Maintenance
Evidence-Based Practices Report

Grand Total
17%
83%

100%

5/17/2018
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]
CLABSI Prevention

CLABSI Prevention

Number of Occurrences
FY12-FY17
12
w 10
g \
2
[ ]
£ \
8
o 6
S \
°
&
: \ /
= N\ P
0
FY12 { FY13 { Fyi4 { FY15 { FY16 { FY17 ‘
—e—# CLABSI Occurrences 10 | 6 | o | 0 | [} | 4 |

3.5 years CLABSI free

]
CLABSI Prevention

CLABSI/1000 ICentral Line Days

3.50
3.00
2.50
2.00
150
1.00
0.50
0.00

CLABSI Rate

201404 | 2015Q1

2015 Q2

2015 Q3

2015 Q4

2016 Q1

2016 Q2

2016 Q3

2016 Q4

2017 Q1

2017 Q2

[=e=cLaBsi Rate

0.00 0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

1.40

0.00

| ===Benchmark (ean)| 087 1.00

1.00

113

1.05

0.85

0.86

0.87

0.97

0.84

0.89

Quarter

10 of 11 quarters below benchmark

5/17/2018
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CLABSI Prevention

CLABSI Prevention
Adherence to Maintenance and Insertion Bundles
FY13-FY17

Percent Adherence
@
S
B

FY13

FY14

FY15

FY16 FY17

=#—Insertion Bundle Adherence 100%

100%

100%

100% 100%

Bundle 68%

83%

86%

85% 83%

| —#—Research Benchmark* (Mean) 97%

97%

97%

97% 97%

*Rosenthal, et. al., 2012

]
CLABSI Prevention

Celebrate Success!!

Porter Perspectives: June 6, 2014

CLABSI-free since

Thanks to all of our
Porter Associates!

)

June 4th, 2013!

Porter
Adventist Hospital
=

Lobby Poster

5/17/2018
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CLABSI Prevention

$650,000 ESTIMATED DIRECT COST AVOIDANCE FY12 to FY17

FY Year | Actual Avoided | Cost per [ Cost Avoidance | Actual Cost

FY12 10 0 $20,000 S -- $200,000

FY13 6 $16,000 S 64,000 $ 96,000

FY14 0 10 $17,000  $170,000 S

FY15 0 10 $16,000  $160,000 S

FY16 0 10 $16,000  $160,000 S

FY17 4 6 $16,000 S 96,000 $ 64,000
Total $650,000 $360,000

Sensitive to
Operations:

(Downstream Pressure Injury Prevention

impact)

High
state of mm Reliability
.

| Mindfulness

Exceptionally Safe
Resilience: Consistently High Quality Care

(Learning
quickly from
errors)

Deference to
Expertise:
(Value team
collaboration)

Hines, et. al., 2008

28



Pressure Injury Prevention

Just Culture
Develop Pressure Ulcer

Protocol

Deference to
Expertise:
(Value team
collaboration)

Sensitive to
Operations:
(Downstream
Impact)

Team champions

Standardize Develop prevention

supplies bundle

Monthly audits to

monitor adherence to Monthly audits to
prevention bundle monitor adherence to

Quarterly prevalence prevention bundle

]
Pressure Injury Prevention

RANK ORDER OF ERROR
REDUCTION STRATEGIES

Education on pressure
redistribution surfaces and supplies

Less Error Forcing functions and constraints
Competency validation VN F

Automation and computerization

P

Standardize documentation

Resilience: iust-in-ti i
(Learnin Conduct just in time prevention Standardizaion and potacels
. g bundle education oy
quickly from o
errors) Conduct just-in-time peer review Checklists and double check systems |

Report unit specific outcome

metrics monthly Rules and policies

o

Ongoing audits | Education/ Information |

N <o

wﬁ"” [ Be more careful, be vigilant y

Carroll, 2011

Learning from defects

5/17/2018
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Pressure Injury Prevention

Farts vis Hospital
o

LITTTHTT =2
K.

resomrant Form

Admission Skin Pressure Ulcer Prevention
Assessment Form Audit Tool

Patel, 2010

Pressure Injury Prevention

Monthly Unit Level
Adherence to Pressure
Injury Prevention
Evidence-Based
Practices Report

30
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Pressure Injury Prevention

Adverse Event Analysis

Pressure Injury Prevention

HAPU Stage Il or Greater
FY14 - FY17
40 5
32

35 =
§ 30
H
‘g 25 1

20

S 204
°
5 15
£
2 10

s

01

FY14 | FY15 | FY16 | FY17
4 HAPU Stage Il or Greater 32 | 37 | 20 [ 32
Fiscal Year

Opportunity for improvement

31



Pressure Injury Prevention

Percent HAPU Stage I+

% Surveyd Patients with
HAPU Stage Il and Above

oo~

2 n

R

™~

N

A

201404 | 2015Q1 | 2015Q2 | 2015Q3 | 2015Q4 | 2016Q1 | 2016Q2 | 2016Q3 | 2016Q4 | 2017Q1 | 2017 Q2

] 072 0.00 0.00 0.00 0.00 0.00 444 0.00 0.00 273 0.00
|=#—Benchmark (ean)| 168 186 175 174 196 172 1.70 169 171 167 162
Quarter

9 of 11 quarters below benchmark

Pressure Injury Prevention

Pl Prevention
Adherence to Skin Man and Maintenance Bundles
FY14 - FY17
100%
-
90% —
80%
g 70%
g
2 60%
]
2 50%
E 40%
5
& 30%
20%
10%
0%
FY14 FY15 FY16 FY17
== Skin Man Adherence 97.4% 97.4% 96.9% 97.4%
Bundle Adherence 89.1% 91.1% 95.3% 85.4%
|~ Research Benchmark* (Mean) 97% 97% 97% 97%

Bundle adherence 85% or greater

*Rosenthal, et. al., 2012

5/17/2018
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Pressure Injury Prevention

FY14
FY15
FY16
FY17

FY Year | Actual

32
37
20
32

$134,952 ESTIMATED DIRECT COST AVOIDANCE FY14 to FY17

Avoided | Cost per [ Cost Avoidance | Actual Cost

$11,246 S -- $359,872
$11,246 S - $416,102
$11,246  $134,952 $224,920
$11,246 S -- $359,872
Total $134,952 $1,360,766

Sensitive to
Operations:
(Downstream
impact)

Preoccupation
with Failure:
(What could

go wrong?)

Deference to
Expertise:
(Value team
collaboration)

Resilience:

(Learning

quickly from
errors)

Fall Prevention

1 High
state of mm Reliability
.

Mindfulness

Exceptionally Safe
Consistently High Quality Care

Hines, et. al., 2008

5/17/2018
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]
Fall Prevention

Just Culture

Sensitive to
Operations:
(Downstream
Impact)

Deference to Fall Prevention Policy
Expertise:
(Value team

collaboration)

Team champions

Risk assessment Risk assessment tool

tool

Scheduled toileting

Bed replacement

Risk assessment tool

Defined “high risk” as
surgical patients and >
65 years

Risk assessment tool

Decentralized to unit
level

]
Fall Prevention

RANK ORDER OF ERROR
REDUCTION STRATEGIES

ﬁsError Forcing functions and constraints \

Education on

prevention strategies Automation and computerization
and policy <

Resilience:
(Learning

Standardization and protocols
quickly from Scheduled toileting P2y

errors) | Checklists and double check systems |
Post fall huddles

. . Rules and policies
Centralized committee /\p
r

| Education / Information |

N <o

wﬁ"” [ Be more careful, be vigilant y

Carroll, 2011

5/17/2018
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]
Fall Prevention

Audit Tool

Porter Adventist Fall Prevention Assessment Tool
Unit:

Date:

e S

Patel, 2010

]
Fall Prevention

SE Fall Prevention Audits
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B
s
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m
s
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Monthly Level Adherence to Fall

Prevention Evidence-Based Practices

Report
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]
Fall Prevention

Post Fall Huddle

]
Fall Prevention

Total Preventable Inpatient Falls: No Injury Total Preventable Inpatient Falls: With Injury
FY13 - FY17 FY13 - FY17
Intentional and Physiologi

(Excludes| ysiological Falls)

. 1 :
S0 i
210 £ 2
i o 0 2 2
2 10 I
] H 2
g% T2
2 o -
2w 255
I Y
H s
i 3 -

o " o

s s s e oz Y13 FY1a FY1s. Y16 P17
il Year e vear

FY13 - FY17: 67% Reduction FY13 - FY17: 86% Reduction
FY15 - FY17: 54% Reduction FY15 - FY17: 83% Reduction
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Fall Prevention

Injury Falls/1000 Patient Days

Injury Falls Rate

2.00

1.80

1.60

1.40
PaN

120
N\

1.00 7 \

080 —_ —

0.60 =

— N

040 —~-

0.20

0.00

201404 | 201501 | 201502 | 201503 | 20154 | 2016 Q1 | 201602 | 2016Q3 | 2016Q4 | 201701 | 201702

[=e=tnjury Falls Rate 088 | 135 | o078 | o064 | 053 | 038 | o062 | o048 | 000

0.00 0.00

[==—Benchmark (Mean)| 051 | 054 | o5 | os4a | o053 | os1 | o0s3s | os1 | o013

0.07 0.07

Quarter

5 of 11 quarters below benchmark

FY Year

FY13
FY14
FY15
FY16
FY17

Actual Avoided | Avg Cost per | Cost Avoidance | Actual Cost

134

Fall Prevention

0 $1000 s -

43 $1000 $ 43,000

39 $1000 $ 39,000

69 $1000 $ 69,000

90 $1000 $ 90,000
Total $241,000

$241,000 ESTIMATED DIRECT COST AVOIDANCE FY13 to FY17
Total Preventable Inpatient Falls: No Injury

$134,000
$ 91,000
$ 95,000
$ 65,000
$ 44,000
$429,000

5/17/2018
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Fall Prevention

FY13 37 0 $5000 S

FY14 25 12 $5000 S 60,000

FY15 29 8 $5000 S 40,000

FY16 20 17 $5000 S 85,000

FY17 5 32 $5000 $160,000
Total $345,000

$345,000 ESTIMATED DIRECT COST AVOIDANCE FY13 to FY17
Total Preventable Inpatient Falls: With Injury

FY Year | Actual Avoided | Avg Cost per | Cost Avoidance | Actual Cost

$185,000
$125,000
$245,000
$100,000
$ 25,000
$580,000

Nursing Value

$2,340,172 ESTIMATED DIRECT COST AVOIDANCE

FY12 -FY 17
CLABSI Prevention FY12 to FY 17 S 650,000
CAUTI Prevention FY12 to FY17 S 969,220
Pressure Injury Prevention FY14 to FY17 S 134,952
Fall Prevention FY13 to FY17 S 586,000
Total Estimated Direct Cost Avoidance $2,340,172

Oster & Deakins, 2018; Pappas, 2013
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Sensitive to
Operations:
(Downstream
impact)

State of
| . Mindfulness

Deference to
Expertise:
(Value team
collaboration)

Resilience:
(Learning
quickly from
errors)

High
mm Reliability
.

V4

Exceptionally Safe
Consistently High Quality Care

Hines, et. al., 2008

Implications for Practice

 High Reliability Organization
* Culture of safety
* Patient-centered outcomes
* Professional autonomy

* Frontline staff accountability and
engagement

* Leadership accountability and
engagement

Value-based care

Oster, 2016
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Implications for Practice

* Leadership

* Motivate employees to
transcend their own self-
interest to improve

performance through ?g?
organizational learning and 3
innovation

* Essential to facilitate ﬁ

psychological safety

Applebaum, et. al., 2016; Carmeli, et. al. 2014

Leadership Commitment

* Civility
* For ALL interactions

» Zero tolerance for intimidating or
disruptive behaviors

* Respect

* Bedrock of shared understanding

* Communication style with greater
team

* Support

* Language matters

Blouin, 2013; Sutcliffe, 2011
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1
Leadership Commitment

* Accountability

* Professionalism

Skill
Good judgement
Polite behavior

Clear what is acceptable and
unacceptable behavior

Conduct expectations the same
regardless of discipline

Blouin, 2013

]
Implications for Practice

e Clinical Frontline Staff

Be proactive
Anticipate change in risk
Plan to adapt

DO NOT wait for an
adverse event to occur to
make corrections!

OWN IT!

Oster, 2016
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]
Sustaining a High Reliability Culture

* Theory, Practice and
EBP/Research

* Everyone accountable
for outcomes

* Partnership among
patient safety, quality,
nurse scientist, clinical
staff and leadership

Exceptionally Safe

Consistently High Quality Care

Oster, 2016

]
Questions???

ANNRRNRRRRE
Safety Starts
With YOU!

SNNNNNNNANB
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Contact Information

Sherilyn Deakins, MS, RN, CPPS

Interim Director Quality and Patient Safety
303/778-2499
SherilynDeakins@Centura.org

Cynthia Oster, PhD, RN, APRN, MBA, ACNS-BC, ANP, FAAN

Nurse Scientist

Clinical Nurse Specialist — Critical Care and Cardiovascular Services
303/778-5266

CynthiaOster@Centura.org

=& Centura Health.
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Thank You!

Thank you for your commitment to patient
safety, and your dedication to improving health
and health care worldwide.
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How to Receive CE Credit

To be eligible for a continuing education certificate, you must select
your sessions prior to the end of the conference.

¢ You will receive an email on Friday, May 25, with a link to complete a
survey

o Complete the survey within 30 days to obtain your continuing education
certificate

Visit the registration edits desk for assistance.

r! #IHICongress
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