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From content to execution-

A Will
A ldeas
A Execution

©2010 Institute for Healthcare Improvement



Outcomes Primarv Drivers Secondarv Drivers

(e Early warning system (EWS) to identify patient
deterioration
» Farlvresponse svstem (Outreach or Fapid Response Team
{/ (RRT)) to respond to deterioration
Provide appropriate, reliable and timely ¢ Prevent healthcars associated infections:
care to patients using evidence-based o Prevent CVE infections
therapies ‘< o Prevent bladder catheter infections
o Prevent PVE
» Prevent pressure ulcers
*  Sepsisbundle
¢ Deliver reliable evidenced based care to CHF and M
* patients
Improved general \
ward outcomes s s e . . :
(Reduced Create a highly effective and collaborative Rt:*’ﬂh“ FE;.“ planning, communication and collaboration
. : e T . 01 a mult1 discipliinary team
infections, multidisciplinary team and safety culture =P -
crash calls,
ressire _ : L .
E. c:;s. AF in CHF (& Involve patient/ family in goal setting process
and AN patients) Ensure patient and familv centered care * Prnmnte.np_ex_l n:u:u_ﬂnmmjtatmq AMOng team En'_j_ family
=<, * Ensure clarification of care wishes and end of life care
planning
\_ * Ensure patient’s physical comfort
—
Develop an infrastructure that promotes * Optimize transitions to home or other facility (CHE, MI)
\\ quality care =< ® Optimize flow and efficiency in admission process,
handoffs, discharge process, routing care for high volums
_ clinical conditions (CHF, MI)
3
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Improvement requires a clear aim
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Learning Structure

— —

Qutcome

Drivers
1.
2.
3.

Design changes
1.
2.
3.

— —
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Model for Improvement

What are we trying to
accomplish?

How will we know that a
change is an improvement?

that wil resuitin mprovemenz - QU guiding
principle
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Repeated Use of the PDSA
Cycle

/ Model for Improvemenit Changes That
Result in

/ What are we trying to \
accomplish?
/ How will we know thata ;\ Improvement
change is an improvement? dh
/ What change can we make th\at qp

will resultin improvement?

Implementation

/ of Change
Wide-Scale
Hunches /A|P\ Tests of
Theories \S|D/ Collow.  Change

up Tests
Very Small

Scale Test
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‘E% /
Change concepts, Theories , Ideas
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Repeated Use of the PDSA Cycle

/ Reduction the number of avoidable pressure ulcers

/ 95% compliance with  SKIN bundle  within 6 months

Test and Implement  bundle within the Medical HDU in...

L

o“ L Test4 +new individuals successfully assessing

compliance to ensure a variety of compliance
perspectives

Test 3 zindividual elements of the bundle tested successfully
over subsequent months showing continued compliance.

Test2 zFollowing MFI methodology rapid spread throughout unit of bundle .

Test1 - Bundle introduced to Medical HDU  with one nurse and one patient.
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