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will begin shortly.

The content provided herein is provided for informational purposes only. The views expressed by any individual presenter are solely their 
own, and not necessarily the views of HRET. This content is made available on an “AS IS” basis, and HRET disclaims all warranties 
including, but not limited to, warranties of merchantability, fitness for a particular purpose, title and non-infringement. No advice or 
information provided by any presenter shall create any warranty.
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Objectives

• Who are we?
• Key enabling strategies for CHCO in our quality 

journey
• Leadership
• Safety: Target Zero
• Patient/Family Centeredness- “Board to 

bedside”
• Innovations in Data use
• Areas of “opportunity”- equity, effectiveness
• Discussion/Questions
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Leadership 

Our “board is on board”

Role of Senior management

How we got them to be “All in”
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SAFETY
9
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Solutions for Patient Safety

Our Mission:

Working together

to eliminate serious 
harm across 

all children’s hospitals

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRw&url=http://www.gettyimages.com/detail/photo/mixed-race-girl-sleeping-in-hospital-bed-with-teddy-royalty-free-image/95580491&ei=uyPAVM72EZHGsQTihYG4BA&bvm=bv.83829542,d.cWc&psig=AFQjCNE95EpoV3MG7NshfoVIOx1qhEw7cg&ust=1421964564096904
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRw&url=http://www.gettyimages.com/detail/photo/mixed-race-girl-sleeping-in-hospital-bed-with-teddy-royalty-free-image/95580491&ei=uyPAVM72EZHGsQTihYG4BA&bvm=bv.83829542,d.cWc&psig=AFQjCNE95EpoV3MG7NshfoVIOx1qhEw7cg&ust=1421964564096904
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Develop Ohio Network

Initial HAC improvement work

SSE reduction; efforts to address 
organizational culture

Creation of pediatric patient 
harm index 

Create National
Children’s Network
Expand network to include 25 leading 
children’s hospitals outside Ohio 
(Phase I)

Active improvement work  on 10 HACs

Efforts to address organizational 
culture

“All Teach, All Learn”

Develop mentor hospitals

Begin to publicly disseminate change 
efforts

Spread 

Add 50 hospitals (Phase II) to data 
sharing and network learning 
opportunities (2013); expand to 82+ 
hospitals nationwide (2014)

Share network best practices with 
all (2012->)

Disseminate at national meetings 
(2012->)

Develop strategies with national 
organizations (2012->)

Establish other regional 
collaboratives (2013)

Scale

(2008-2011)

(2012->)

(2013->)

2014
82+



Working Together

Leadership Matters
Our mission motivates all 
that we do 
Network hospitals will NOT 
compete on safety
All Teach/All Learn
Network hospitals must 
commit to building a 
“culture of safety”



SPS THEORY

Reduce the readmit 
rate by 10% across the 
SPS National Children’s 
Network by 12/31/16

Reduce HACs by 40% across the SPS National 
Children’s Network by 12/31/16
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What is Target Zero?

Target Zero is a multi-year effort to 
progressively eliminate 

preventable harm at Children’s 
Hospital Colorado

This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 
described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.



How the Pieces Fit Together

Best-practice clinical care 

supported by

Behaviors designed to prevent error 

reinforced by

Leaders who model, support, recognize and 
redirect

informed by

Ongoing measurement/analysis to show 
what’s happening, and ongoing learning 
about what needs to happen next on the 

journey

will achieve

70+% decrease in preventable harm in 4 years

Bundles

Safety 
Practices

Leadership 
Practices

Cause 
Analysis

This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 
described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.



Information about Bundles

• Development:
– best-available 

evidence

– cross-functional 
groups of subject 
matter experts

• Available on 
Target Zero site 
on Planet

• All bundles follow 
standard format: 

– Bundle trigger

– Bundle elements

– Process Steps



Target Zero: Safety Practices and Tools

Personal Commitment 

Introductions

Pause to Care

ARCC: Ask, Request, CUS, Chain of Command

Clear, Complete Respectful Communication

SBAR, Read-backs (Repeat backs)

Questioning Attitude

ART, Stop and Resolve 

Bundles

Safety 
Practices

Leadership 
Practices

Cause 
Analysis

This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 
described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.



Target Zero Leadership Practices

Practices which leaders use to ensure a reliably 
safe environment:

1. JUST CULTURE:  Respond to errors and 
deviations in practice in ways that promote 
learning and are perceived to be fair and just

2. ROUNDING TO INFLUENCE: Actively observe 
and speak with staff about safety practices

3. EFFECTIVE FEEDBACK: Give positive feedback 
when safety practices are demonstrated, 
corrective feedback when not 

Bundles

Safety 
Practices

Leadership 
Practices

Cause 
Analysis

This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 
described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.



Cause Analysis

Ongoing measurement and analysis to identify 
root cause and apparent cause of errors and 

deviations in practice

Explores both individual and systemic causes

Identifies specific opportunities for ongoing 
learning about becoming safer

Bundles

Safety 
Practices

Leadership 
Practices

Cause 
Analysis

This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 
described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.



Patient Family 
Engagement



21

Adoption of Change

This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 
described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.
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AHRQ 2012 report

This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 
described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.
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Parent Partnership, Children’s Colorado

Family Advisory 
Council

Focus Areas 2012-15:
Family Advocacy
Policy/Procedure: from Input to Development
Marketing of FAC/partnership opportunities
Target Zero
Care Coordination

Governance/Quality 
Councils

-Quality/Safety Committee of the Board
-Quality safety and Performance Improvement 
Council
-Patient Safety Committee 

Service Lines, 
Projects/Initiatives, 
etc.

“Target Zero”; Heart Institute and other service 
lines; “Speak Up”; Hand hygiene; Patient ID; 
DNAR policy; teamwork/communication/consult 
coordination;  CF, etc.

“HACs” (ADE, CA-UTI, Falls, Pressure Ulcers…
This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 

described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.
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This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as described in C.R.S. 25-3-109(2). It is
confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.
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This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 

described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.



Best Practice/Lessons Learned: Quality and 
Safety Committee, Board of Directors
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Hospital: Parent/Family:

What might the parent be 
thinking?
Ask what they are thinking!

Keep the focus of the meeting on 
why we are all here (our children)

Managing Jargon, sitting 
together, recruit in pairs

Provide unique perspective on high-
level strategy and decisions

Debriefing especially early on Give board members a reality check

Encourage parents to challenge 
us

Provide first hand experience on 
discussed issues

Seriousness of purpose and 
acceleration of impact

Make a “welcoming” environment
for Parents. Board meetings can be 
intimidating.

This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 
described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.



Bedside:

• White board – Family Section 

• Target Zero

• Speak Up! Campaign

• Family journal

• Provider diagrams

• RRT

• Rounding – Care team/hourly/leadership

27
This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 

described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.



This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 
described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.
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This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 

described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.



Results: Innovative and transparent use of Data
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This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 
described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.



20 Preventable Harm Events, August 2015

32This document is quality management information relating to the evaluation or improvement of health care services, and is part of a qualit 
management program as described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for 

Children’s Hospital Colorado purposes only.

• CAUTI

• CLABSI
– Patient name (Unit)

– Patient name
– Patient name
– Patient name
– Patient name
– Patient name
– Patient name
– Patient name
– Patient name

(Unit)
(Unit)
(Unit)
(Unit)
(Unit)
(Unit)
(Unit)
(Unit)

• CODES
– Patient name
– Patient name

(Unit)
(Unit)

• Falls

• Patient ID
– Patient name (Unit)

– Patient name
– Patient name
– Patient name
– Patient name
– Patient name

(Unit)
(Unit)
(Unit)
(Unit)
(Unit)

• Pressure Ulcer
– Patient name (Unit)

• VTE
– Patient name
– Patient name

(Unit)
(Unit)



Making performance visible
- unit outcomes

This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 
described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.
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Colorado Data in Action

Children’s Hospital Colorado uses its data to create 
an internal Dynamic Dashboard.
Features:
- Accessible to all
- Timely bundle compliance data – refreshed 

hourly
- Drill down capability
- Filters
- Dynamic filtering
- Related Links

This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 
described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.



35

CHCO Outcomes Dashboard

This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 
described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.
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CHCO Process Dashboard

This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 
described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.
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Audits to Dynamic Dashboards

• Paper audits with manual entry
• Documentation reports from EMR
• Audits entered into RedCap

• Data stored in EDW • Data displayed in 
Tableau dashboard

This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 
described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.
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Risk Profile in the Patient’s Chart

This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 
described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.
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This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 
described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.



Pressure 
Ulcer 

Outcome 
Dashboard

40

This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 
described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.
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Focused Rounding Reports by Unit

This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 
described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.



Equity
Effectiveness
High Reliability Organization in practice

Opportunities/What’s next
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Conclusions for us 

• Leadership at a board and senior team level is necessary to 
launch a full scale program to advance patient safety 
organization wide

• Integrating training of staff and leaders in culture and 
improvement methods is necessary and enhanced with a 
strong cause analysis program

• Collaboration is a huge plus- externally and internally

• Family and patient engagement is a huge plus

• After training >7500 staff members over 3 years, we are safer, 
but not safe enough…. The Target is ZERO

• The AHA/McKesson prize is a springboard for ongoing 
improvement

This document is quality management information relating to the evaluation or improvement of health care services, and is part of a quality management program as 
described in C.R.S. 25-3-109(2). It is confidential and protected under C.R.S. 25-3-109(1) and –(3), and is to be used for Children’s Hospital Colorado purposes only.



QUESTIONS? Daniel Hyman, MD, MMM
daniel.hyman@childrenscolorado.org
720-777-8019

mailto:daniel.hyman@childrenscolorado.org
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Nationwide Children’s 
Quality and Safety 
Journey: 
Evolution of a program

Richard J. Brilli, M.D., F.A.A.P., M.C.C.M.
Chief Medical Officer - Nationwide Children’s Hospital 
Professor, Pediatrics - Division of Pediatric Critical Care Medicine
The Ohio State University College of Medicine
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Nationwide Children’s Hospital
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Nationwide Children’s Hospital

• 468 beds + 140 off-site beds

• 17,200 inpatient discharges

• 26,200 surgical procedures at 3 sites

• 1.1M total patient visits

• 10,000 employees

• Top 5 freestanding pediatric research programs

• 3 research buildings

• $2.0B Gross patient revenue
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Organizational 

Quality and Safety 
Strategic Approaches
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Safe

Institute of Medicine
Quality / Safety Organizational Approach 

Effective Patient Centered

Timely Efficient Equitable

Access Care Coordination
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Keep Us 
Well

Navigate 
Our Care

Do Not 
Harm Me

Heal Me
Cure Me

Treat Us
w Respect

Patient/Family Centered Quality Strategic 
Plan (approved by NCH Hospital Board in 2009)

Brilli et al. Revisiting the Quality Chasm. Pediatrics 2014. v133:p763
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Keep Us 
Well

Navigate 
My Care

Do Not 
Harm Me

Heal Me
Cure Me

Treat Me
w Respect

Patient/Family Centered Quality Strategic Plan

Equitable

Access

Care 
Coordinated

Timely

Efficient
Safety Effective

Patient
Centered

Equitable
Care 

Coordinated

Brilli et al. Revisiting the Quality Chasm. Pediatrics 2014;v133:p763
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Keep Us 
Well

Navigate 
Our Care

Do Not 
Harm Me

Heal Me
Cure Me

Treat Us
w Respect

Patient/Family Centered Quality Strategic 
Plan (approved by Hospital Board in 2009)

First Things First



………………..……………………………………………………………………………………………………………………………………..

2008-2009 – Safety Program Launched

• Goal: Eliminate preventable harm

Not an easy sell to the Board

 Is it really possible? Set up for failure?

Aspirational; the only legitimate goal

NCH first children’s hospital to publically 
aspire to eliminate preventable harm



………………..……………………………………………………………………………………………………………………………………..

NCH Burning Platform

• Dramatic action required

• Inaction not an option

514 Children 
harmed in 2007

Luke Skywalker and Star Wars
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NCH Burning Platform

• Dramatic action required

• Inaction not an option

Serious Safety 
Event every 11 

days
Luke Skywalker and Star Wars



………………..……………………………………………………………………………………………………………………………………..

Importance of branding



Children’s Hospital Colorado

Nationwide Children’s Hospital

National Children’s Medical Center

Lucile Packard at Stanford

Children’s Healthcare of AtlantaCohen Children’s Hospital - NYC



………………..……………………………………………………………………………………………………………………………………..

Zero Hero Quality-Safety Program

Senior Executives and Board of 
Directors MUST support the 

work. 

Will fail without their complete 
buy-in



………………..……………………………………………………………………………………………………………………………………..

Zero Hero Quality-Safety Program

System Culture
Implement High 

Reliability Principals 
(HRO)

Project Work Teams
Standardized Improvement 
methodology: IHI Model for 

Improvement

Two Prong Approach
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System Culture
Implement High 

Reliability Principals 
(HRO)

Two Prong Approach

• All employees trained
• Error prevention for all
• Reinforcement techniques 

for management
• 40,000 person hours in 

training
• HRO principals 

taught/emphasized

Zero Hero Safety Program



………………..……………………………………………………………………………………………………………………………………..

Project Work Teams
Standardized Improvement 
methodology: IHI Model for 

Improvement

Two Prong Approach

Zero Hero Safety Program
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Project Work Teams
Standardized Improvement 
methodology: IHI Model for 

Improvement

Two Prong Approach

• ↑QI infrastructure
 8 FTE -> 37 FTE
 $0.7M -> $4M

• Multidisciplinary 
unit based teams

• 140 active projects
• Physician MOC

Zero Hero Safety Program



………………..……………………………………………………………………………………………………………………………………..

• Unit Safety Coaches reinforce use of tools
 Peer to peer, mostly front line coaches

 300 active coaches

 All units, all shifts

Zero Hero Quality-Safety Program
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• Unit Safety Coaches reinforce use of tools
 Peer to peer, mostly front line coaches

 300 active coaches

 All units, all shifts

• Rigorous Root Cause Analysis process
 Includes all stakeholders – 3 meetings for each event

 Identifies Individual and System Failures 

 Individuals accountable for solutions w timeline are 
identified

Zero Hero Quality-Safety Program



Preventable Harm Index℠ 2016

Total Hospital Acquired Infections
n

Total Adverse Drug Events (4-9)
n

ACT Preventable Codes
n

Preventable Surgical Complications
n

Total Serious Falls
n

Hospital Acquired Pressure Ulcers
n

Miscellaneous Harm
n

Total Serious Safety Events
n

Sum of Harm Events Sum of n’s

Inspirational in its simplicity - easily understood 

65



………………..……………………………………………………………………………………………………………………………………..J Pediatr 2010 v157p681
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Data Transparency: Internal (INTRAnet) 



………………..……………………………………………………………………………………………………………………………………..

Run/Control Charts by unit (e.g. Hand Hygiene compliance)

Transparency: Internal (INTRAnet) 
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Run/Control Charts by unit (e.g. Hand Hygiene compliance)

Transparency: Internal (INTRAnet) 

• All outcome metrics in aggregate 
and by unit available on intranet

• Process measure bundle  
compliance data available as well 
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Transparency: External (INTERnet) 
Current metrics including Serious Safety Event Rate
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Current metrics including Serious Safety Event Rate

Transparency: External (INTERnet) 



………………..……………………………………………………………………………………………………………………………………..

Evolution of Quality/Safety at NCH

• Employee Safety added in 2012

 Outcome metrics 

 Employee serious safety event rate (eSSER)

 Employee Preventable Harm Index (ePHI)

OSHA metrics tracked and reported but not 
emphasized

Zero Hero Quality Safety Program . . .
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Evolution of Quality/Safety at NCH

• Employee Safety added in 2012

 Same outcome metrics 

 Employee serious safety event rate (eSSER)

 Employee Preventable Harm Index (ePHI)

OSHA metrics tracked and reported but not 
emphasized

 Same HRO behaviors and tools employed to 
achieve results

Zero Hero Quality Safety Program . . .



………………..……………………………………………………………………………………………………………………………………..

Evolution of Quality/Safety at NCH
Expansion to other strategic plan pillars
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Evolution of Quality/Safety at NCH
Active projects in all domains
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• Build a critical mass of individuals trained in QI 
Science (Model for Improvement)

• Multi-professional (MD/DO, RN, RT, 
Administrators)

Improvement Science Training - Essential

“Quality Improvement Essentials” Course
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• Build a critical mass of individuals trained in QI 
Science (Model for Improvement)

• Multi-professional (MD/DO, RN, RT, 
Administrators)

• Increase amount and quality of QI activity

• Increase contributions to the medical literature as 
well

Improvement Science Training - Essential

“Quality Improvement Essentials” Course
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• 4 month long course

 36 hours of didactics

 Student must initiate and lead a QI project

 Each students gets 2 mentors and a “QI Tools 
Coach”

Evolution of Quality/Safety at NCH

“Quality Improvement Essentials” Course
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• 4 month long course

 36 hours of didactics

 Student must initiate and lead a QI project

 Each students gets 2 mentors and a “QI Tools 
Coach”

• 170 graduates over 9 cycles

• Students coming from other institutions

Evolution of Quality/Safety at NCH

“Quality Improvement Essentials” Course
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Quality Improvement Essentials

Participants
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• Significant improvement in self-assessed 
competency in multiple QI domains

Evolution of Quality/Safety at NCH

Some QI Course Outcomes
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• Significant improvement in self-assessed 
competency in multiple QI domains

• Increased 

 Presentations outside NCH

 Publications of their QI work

 Teaching of QI – internally/externally

Evolution of Quality/Safety at NCH

Some QI Course Outcomes



Results: NCH peer reviewed QI publications
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• Overall evaluation of quality of a program 
(e.g. oncology care) for all patients

Evolution of Quality/Safety at NCH

Expansion of the Clinical Care Index Concept
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• Overall evaluation of quality of a program 
(e.g. oncology care) for all patients

• Measures total number of unwanted events 
during a time frame

Evolution of Quality/Safety at NCH

Expansion of the Care Index Concept
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• Compilation of missed opportunities for 
“optimal care”

Clinical Care Index: 
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• Compilation of missed opportunities for 
“optimal care”
 events that SHOULD have happened (e.g. a test or 

consult) but did not

 events that SHOULD NOT have happened (e.g. a 
hospital acquired infection) but did

• Ultimate goal of “0” missed opportunities

Clinical Care Index: 
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Clinical Care Index: 

• Decrease variation (define “optimal care”)

• Increase reliability (measure adherence 
with “optimal care”)

An approach to:

. . . for an entire program
including the full spectrum of different diseases 

within the program
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Clinical Care Index: 

• Decrease variation (define “optimal care”)

• Increase reliability (measure adherence 
with “optimal care”)

An approach to:

. . . for an entire program
including the full spectrum of different diseases 

within the program
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The Cancer Care Index (CCI)
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CCI: 15 Domains in 3 areas

• Optimal Diagnosis and treatment (6 domains)

 e.g. Accurate measure of height and weight

 e.g. Fertility discussion when appropriate

• Freedom from harm (5 domains)

 e.g. No hospital acquired infections

• Psychosocial Support (4 domains)

 e.g. Referrals to Psychology and social work
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• Lower number = better care

• Baseline year – 2012
 Harm events 60

 Missed opportunities 218

 Total CCI 278

• We were not as good as we thought we 
were!

CCI: key elements
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Cancer Care Index 2012 – 2014

69% reduction over 3 years

Manuscript accepted pending 
revisions; J Pat Safety
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• Perioperative Care Index

• Chronic Kidney Disease Index

• Tracheostomy Care Index

• Transplant Care Index

• Bone Marrow Transplant Index

Other indices under development
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“In God we trust, all others bring 
data.”

W. Edwards Deming
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Safety Attitudes Questionnaire ‘09-’15
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J Patient Saf 2015; in press
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65% decrease from peak; 
p<0.001 

Serious Harm by Quarter

Removes the minor medication errors and pressure ulcers
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Results: Overall Hospital Mortality
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What’s next?

• Fellowship in Pediatric Quality and Safety

 Includes Masters in Business Operational Excellence 
(OSU)

 Commences July 2016
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What’s next?

• Fellowship in Pediatric Quality and Safety

 Includes Masters in Business Operational Excellence 
(OSU)

 Commences July 2016

• Journal of Pediatric Quality and Safety (PQS)

 First pediatric specific journal focusing on Quality and 
Safety

 54 editors and associate editors

 Volume 1, Issue 1 Q1 2016
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Please click the link below to take our 
webinar evaluation. The evaluation will 
open in a new tab in your default browser.

https://www.surveymonkey.com/r/hpoe-webinar-11-23-15

https://www.surveymonkey.com/r/hpoe-webinar-11-23-15


With Hospitals in Pursuit of 
Excellence’s Digital and Mobile 
editions you can:

Navigate easily throughout the 
issue via embedded search tools 
located within the top navigation 
bar

Download the guides, read offline 
and print

 Share information with others 
through email and social 
networking sites

 Keyword search of current and 
past guides quickly and easily

 Bookmark pages for future 
reference

Important topics covered in the 
digital and mobile editions include:

 Behavioral health  

 Strategies for health care 
transformation

 Reducing health care disparities

 Reducing avoidable readmissions

Managing variation in care

 Implementing electronic health 
records

 Improving quality and efficiency

 Bundled payment and ACOs

Others

@HRETtweets

#hpoe #equityofcare



Upcoming HPOE Live! Webinars

• December 17, 2015
– Profiles in Excellence: Quality Improvement Lessons from the 

AHA-McKesson Quest for Quality Prize Recipients Part 2

For more information go to www.hpoe.org


