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Session Objectives
Explore opportunities for achieving the intended 
goals outlined by the Centers for Medicare and 
Medicaid Services (CMS) for Hospital 
Improvement Innovation Networks (HIINs) 
through:
1. Application of healthcare reliability concepts
2. Identification of leadership opportunities to 

leverage in your organization
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CMS Believes …

“that systematic identification, use, and spread 
of known evidence-based practices through 
large peer learning networks of hospital and 

healthcare delivery providers is best 
methodology for bringing about rapid change.”
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Hospital Improvement Innovation Networks



The HIIN Challenge

–
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20%
Reduce all-cause patient harms 20% 
from 121 to 97 hospital-acquired 
conditions (HAC) per 1,000 discharges 
by Sep 28, 2018.

2014 baseline year

12% Reduce 30-day readmissions per 1,000 
by 12% by Sep 28, 2018.



Full Spectrum of Patient Harm—How? 

“Ambitious, rapid, catalyze, accelerated, 
measured, significant, effective, integrated.”
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Crazy, too hard, not reality, 
one-at-a-time, overwhelming, 
too many competing priorities

CDI Readmissions Sepsis MDRO1 Falls

PFE2 HAPU3 CAUTI4 VTE5 CLABSI6

Antibiotic Stewardship SSI VAE All-Cause ADE

1. Multi-drug resistant organisms (MDRO)
2. Patient family engagement (PFE)

3. Hospital-acquired pressure ulcer (HAPU)
4. Catheter-associated urinary tract infection (CAUTI)

5. Venous thromboembolism (VTE)
6. Central line-associated bloodstream infection (CLABSI)



Is This You?
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The Flywheel of Harm Reduction

Readmissions

HAI

Antibiotic 
Stewardship

Sepsis

Falls

HAPU

VTE
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What Is Possible

• Great organizations align 
around key organizing 
principles
– Passion
– Excellence
– Economics

• A “Hedgehog” Principle
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A Hedgehog for Hospitals
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Hospitals are in the 
business of providing 
healthcare to patients and 
families; a culture built on 
safety and reliability is 
required to deliver high-
quality, low-cost care 
through passion and 
excellence.

Passion

Economics

Excellence



What Is Culture?

• Shared values about what is important
• Beliefs about how things operate within the 

organization
• How these beliefs interact with unit and 

organizational structures and systems
• All of which produce behavioral norms.

—Sara Singer, 2008
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Singer et al. Relationship of Safety Climate and Safety Performance in Hospitals. Health Services Research. National Institute of Health. 
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How? Quality, Safety, to Reliability

• Reliability is defined as “failure-free 
operation over time.”

• Reliability encompasses tough tasks 
performed without unintended variation 
under trying or hazardous conditions.

• Reliability is designed to “mistake-proof” 
a system so that little room is left for 
human error.

• Reliability in healthcare is our duty.
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How?

Part of improving the human 
condition is improving the conditions 

under which humans work.
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How Dangerous is Healthcare?
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Reliability Seeking Organizations 
in Healthcare

• Minimal: Hospital is compliant with mandatory requirements and 
external reviews only.

• Beginning: Hospital is reactive, oriented toward regulatory 
requirements.

• Developmental: Hospital is exploring reliability and culture; 
generates reports, implements spot improvements; delegates 
leadership for quality and patient safety—the majority of California 
hospitals are here.

• Advancing: CEO, board, and hospital staff are engaged; integrates 
culture with improvement activities; conducts training deep into 
the organization; exhibits organizational commitment to 
improvement.

• Approaching: Hospital is committed to zero-harm as an 
organizational goal; uses tools and methods for improvement 
throughout; establishes safety culture as a key strategy.
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Families of Safety Interventions

Best practice

Improve the system

Risk control

Adapt and respond

Predict and mitigate

Optimizing 
Strategies

Risk
Management

Strategies
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Three Models of Safety
1. Avoiding Risk: Ultra-Safe

• Risk is excluded as far as possible
• Procedures and supervisory systems
• Priority is given to prevention
• Strong regulatory control
• Training focused on rigorous procedures and 

management of workload
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2. Managing Risk: High-Reliability Model

• Risk is inherent in the profession
• Group intelligence and adaptation
• Mutual protection of team members 
• Training and safety focused on adaptability 

and flexibility of procedures
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3. Predicting Risk: Ultra-Adaptive 

• Risk is the essence of the profession
• Working conditions are unstable and 

sometimes unforeseeable
• Success analysis is more important than 

accident analysis
• Training is acquisition of expertise, 

understanding own limitations
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The Iceberg Model

Known adverse 
events

Reported near misses

System 
design

Human 
behaviors
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Framework for Reliability

• Seeing and understanding risk
• Designing resilient systems
• Aligning human behaviors
• Providing organizational support
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Questions for Leaders
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1. Is this a safe place to give and receive care?
2. Does our culture encourage employees 

to tell the truth? 
3. How do you know?
4. How do you find out?
5. Could this happen here?



Work to Do

• Leadership alignment with compelling vision
• Organize committees, small groups
• Resist silos
• Take advantage of small wins and move 

the flywheel
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Clinical Improvement Collaboratives: 
Eliminating Silos and Leveraging Synergy

HAI Collaborative

• CLABSI, CAUTI
• CDI/Antibiotic Stewardship
• Sepsis
• SSI
• MDRO
• VAE

All-Cause Harm 
Collaborative
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• Readmissions
• ADE
• Falls
• HAPU
• VTE
• All-Cause Harm Metric



Timeline HIIN Activities

Jan.–Feb. 2017
Webinars: Readmissions, CDI, onboarding; 
disseminate onboarding materials; support 
data on-boarding March–April 2017

Hospital self-assessments, set up routine 
communications, in-person events, begin 
action plansMay–June 2017

Action plans, data analysis, online LANs 
begin, webinars continue July–Aug. 2017

Reset coaching to results, education 
priorities adjusted to needs

Sep.–Oct. 2017
In-person learning and action network 
(LAN) events, peer sharing, coaching to 
results, education priorities Nov.–Dec. 2017

Webinars, new round of online LANs, 
peer sharing, coaching to results, 
education prioritiesJan. 2018
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Thank you!

Lynn Forsey
lforsey@hqinstitute.org
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Tabletop Strategy Sessions

Lessons from the Field:
Key Takeaways
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ADEs

• Importance of safety culture
– Encouraging both adverse event and near-miss 

reporting
– Nurses are still very hesitant to report potentially 

dangerous “work-arounds” in some organizations
– Disclosure protocols to talk with patients after an event 

has occurred need to have more standardization
• Concurrent monitoring for ADE

– Rounder program monitoring labs/vital signs (one step 
prior to rapid response); for systems—team of nurses 
who work 4 p.m.–midnight and look at the medical 
record for flags 

– Early warning systems
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ADEs (cont.)

• Desire to have standard definitions for harm 
and common language
– Many participants felt that they did not have 

much of an awareness of “ADE.” What does the 
acronym mean? How is it being tracked at our 
hospital?  What structures do we have in place?

– An increased focus on hypoglycemia is warranted. 
Nurses often do not recognize it as an adverse 
event, not “unexpected.” Institute for Healthcare 
Improvement (IHI) recently reported that some 
76% of cases were never reported as an ADE.
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ADEs (cont.)

• Truly a “multidisciplinary effort” with the opportunity for 
other-than quality improvement (QI) staff to lead out: 
– Pharmacist might lead out in monitoring the anticoagulation 

utilization, demonstrating the value of pharmacist-driven 
protocols

– Diabetic educator might lead out in hypoglycemia monitoring 
with action taken when blood sugar levels are in the 60–70 
range to prevent the cases of blood glucose <50

– Surgical or special procedures nurse leaders might lead out in 
the monitoring of analgesia and reversal agents required

– Partnering with dietary/multi-disciplinary team around meal 
times and insulin dosing

– Use of pharmacy techs in emergency department (ED) to do 
medication reconciliation upon admission (or arrival)
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Clostridium difficile

• Maintaining contact precautions
– Difficulties with visitors: cultural issues, language 

barriers
– Difficulties when large groups visit patient—

maintaining adequate stock of supplies, maintaining 
appropriate precautions

• Standardization needed in diagnosis/testing 
procedures
– Timing of testing leading to many more “hospital-

acquired” than reality
– Use of stool charts to identify appropriate lab samples
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Clostridium difficile (cont.)

• Hand hygiene compliance
– Unable to get accurate real-time compliance and lack 

of staff accountability
– Make the connection between high infection rates 

and self-reported hand hygiene data
• Patient and family engagement

– Encourage use of bleach wipes in high traffic areas of 
patient rooms
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Sepsis

• Early warning/alert systems
– Hospitals finding success in early warning systems 

embedded in electronic medical record (EMR) systems
– Using registered respiratory therapist (RRT) team members 

or ICU rounders to identify those at high risk for sepsis
– Use of triggers in either a paper or electronic format

• Physician engagement in solutions
– Some hospitals reporting difficulty in engaging physicians 

in early diagnosis and use of bundles
– Use of hospitalists/intensivists as champions
– Use of sepsis coordinators with strong relationships with 

physicians and multi-disciplinary teams
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Sepsis (cont.)

• Change in definitions
– Another barrier in clinician buy-in and support from 

frontline staff
– Lack of accurate and consistent use of sepsis codes for the 

identification of sepsis patients
– Difficulty in data collection and practice
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Readmissions

• Community Partnerships—a few ideas
– Contract with community paramedics services to 

provide post-discharge follow up.
– Contract with a skilled nursing facility (SNF) to 

provide temporary 10 beds for “hard-to-place” 
patients who no longer need the intense care in 
the hospital during the placement process.

– Mobile in-home urgent care services via nurse 
practitioners. They can do most of the exams, 
diagnostics, treatments, and medications that are 
done in an ED, including x-rays.
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Readmissions (cont.)

– Identifying high-risk patients
• Use of risk assessments (Length of stay Acuity of 

addmission Comorbidities Emergency department visit 
[LACE])

• Concurrent identification of inpatients who are 30-day 
readmits (drill down into reasons for readmission—flag 
in ED [is there an ethical issue here?])

– “Difficult” patient populations are priorities (and a 
struggle to make meaningful improvement)

• Homeless (Los Angeles County “transitional” house for 
patients needing longer follow-up care)

• Behavioral health
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Readmissions (cont.)

• Process of discharge and post-discharge 
follow up
– Designate a staff pharmacist to function as a 

“transitional pharmacist” doing only medication 
reconciliation for patients being discharged.

– Community Care Management Program focusing on 
the underinsured, reducing ED visits, and providing 
follow up post-discharge that uses local nursing 
students as “home visitors” for recently discharged 
patients—following the Coleman’s Care Transitions 
Model.
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Readmissions (cont.)

• Patient Education:
– Teach-back is seen as a useful method in 

assuring patient/family understanding and 
adherence; however, there is general consensus 
that it is hard to implement it in a reliable and 
standardized way.

– A few hospitals deployed smart boards in the 
patient’s room and/or iPads with customized 
patient education materials. Anecdotal evidence 
suggests that this is having a positive effect on 
the Hospital CAHPS® scores on the care 
transition measure.
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Readmissions (cont.)

• Post-discharge follow-up calls
– Done with more than just high-risk patients
– Bilingual
– Dedicated 24/7 1.800 number for 

patients/families to contact with questions
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Readmissions (cont.)

• Data
– Hospitals generally have data on readmissions to 

their own facility. They would find it very useful to 
receive readmissions reports to the entire 
community of hospitals where their former 
patients may get admitted.

– LACE assessments seem to be routinely done by 
all hospitals at admission for key diagnoses.
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Falls

• Alarm fatigue
– Institute alarm which is different from other alarm 

sounds (e.g., plays music)
– Remove bed alarms; institute hourly rounding
– Use bed alarms in which you can record voice of 

the family, “Dad, wait for the nurse”
– Have alarm go directly to the nurse’s pager

• Floor lighting like emergency exit lighting on 
airplane to illuminate way to bathroom
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Falls (cont.)

• Post signage in room so 
patient/family/caregivers know:
– Language around fall prevention
– Patient’s activity level (e.g., out of bed/strict 

bedrest)
– Number of assistants required when up 
– Use of assist devices (e.g., walker)
– Include patient care assistant (PCA) in discussion
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Falls (cont.)

• “Mobility Alert”—post-fall huddle which 
includes pharmacist, supervisor, charge RN, 
patient, family, primary caregivers (RN and 
PCA) communicate across shifts

• Bundle “fall prevention” tools: slippers, gown, 
bracelet, signage (prevent hunt and gather)

• Medication review—eliminate Ambien from 
hospital formulary
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HAPUs

• Wound care nurse  
– Take staff nurse on rounds
– Teach community classes on prevention
– Daily rounds in ICU 

• Immediate mini-root cause analysis (RCA) on 
all stage I/II pressure ulcers to review 
prevention (going in the wrong direction) 

• Have identified wound champion on each unit 
as a resource for real time evaluation and 
education of staff
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HAPUs (cont.)

• Bottom off bed (BOB) standard for all surgical 
patients within 12 hours post-op; MD writes 
order if “no BOB”

• Have turning clock at bedside with 
standardization of position noted on clock (e.g., 
12 right side, 2 back, 4 left side, 6 back …)

• 4-eyes Thursday—every patient every Thursday 
gets a full head-to-toe skin assessment by 2 care 
givers simultaneously; all pressure ulcers are 
documented and pictures taken
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CAUTI/CLABSI

• Real-time feedback/device necessity
– Use bedside shift report and include patient 
– Do real-time auditing at the same time and day of 

week each week—have bedside nurses do this for 
clinical ladder credit.

– Use a “one minute overview” for the entire floor that 
discusses all devices and reasons for necessity or need 
for removal.

– Hospitals are finding that a simple “yes or no” click for 
necessity in the EMR is not effective—too easy to just 
click yes. Need real-time auditing to make sure the 
“clicks” are truly patients needing the device.
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CAUTI/CLABSI (cont.)

– Use weekly dressing changes at same time/day of 
week to ensure all patients have central line 
tubing changed as advised. Can also use this time 
to do real time auditing of necessity.

– Also can use ultrasound guided peripheral line 
insertion for patients that are “difficult sticks” and 
for whom central line is being used as a 
convenience.
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CAUTI/CLABSI (cont.)

• Insertion strategies
– 6 Sigma method for insertion—packaging is done 

with insertion method in mind.
– Packaging has list of indications that can be used 

as education with patient for reasons devices 
should be removed. 

• Hand hygiene
– Overall focus for all hospitals—looking for reliable 

methods to address/measure hand hygiene in 
real time

47


	Tackling All Harms at Once:�Crazy, or Not?
	Session Objectives
	CMS Believes …
	The HIIN Challenge
	Full Spectrum of Patient Harm—How? 
	Is This You?
	The Flywheel of Harm Reduction
	What Is Possible
	A Hedgehog for Hospitals
	What Is Culture?
	�How? Quality, Safety, to Reliability�
	How?
	How Dangerous is Healthcare?
	Reliability Seeking Organizations �in Healthcare
	Families of Safety Interventions
	Three Models of Safety�1. Avoiding Risk: Ultra-Safe
	2. Managing Risk: High-Reliability Model
	3. Predicting Risk: Ultra-Adaptive 
	The Iceberg Model
	Framework for Reliability
	Questions for Leaders
	Work to Do
	Clinical Improvement Collaboratives: Eliminating Silos and Leveraging Synergy
	Slide Number 24
	Thank you!
	Tabletop Strategy Sessions
	ADEs
	ADEs (cont.)
	ADEs (cont.)
	Clostridium difficile
	Clostridium difficile (cont.)
	Sepsis
	Sepsis (cont.)
	Readmissions
	Readmissions (cont.)
	Readmissions (cont.)
	Readmissions (cont.)
	Readmissions (cont.)
	Readmissions (cont.)
	Falls
	Falls (cont.)
	Falls (cont.)
	HAPUs
	HAPUs (cont.)
	CAUTI/CLABSI
	CAUTI/CLABSI (cont.)
	CAUTI/CLABSI (cont.)



