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How Do You Answer these
Questions...

How good is my health care
organization?

How do we know?
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Are you seeing these results?

Are you tracking mortality and did you see a decrease In
your overall mortality rate in 2009?

Are you running at an expected rate of O for VAPs and
Central line infections?

How many days has it been since the last patient harm
event?

Did you cut the rate of adverse drug events in half in the
last six months?

Do 100% of your patients receive 100% of the required
elements of care for their condition?

Have the number of patient falls been reduced by more
than 50% over the past six months?

Have you seen the number of reported hospital-acquired
Infections drop by over 50% over the six months?
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What Patients Really Want

1. Don’t hurt me

2. Help me
3. Be Nice to Me




Pursuing Perfection In
Quality and Safety
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** Each point reflects the previous 12 months. Threshold line denotes significant difference from baseline for those 12 months (p=0.05).

** The narrowing thresholds in FY2005-FY2007 reflect increasing census. Adjusted patient days for FY07 were 27% higher than for FY05.
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Our SSE Patients Jan- Dec, 2008
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Our SSE Patients Jan-August, 2009
Annualized 77% Reduction in SSES
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Things go wrong because...

O “Every system is perfectly designed to
produce the results it gets.”

Dr. Paul Batalden
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Why do we need “Leadership
Leverage” ?

= We have become good at making
Improvement happen for one condition,
on one unit, for a while.

= We haven't learned how to get
measured results, quickly, across many
conditions for the whole organization.




Background to Leverage Points

= | eaders under pressure to produce
system-level results

= Observation and reflection:

= Pursuing Perfection, 100K Lives, 5M
Lives, IMPACT, fieldwork...

= Synthetic, not a “normative theory”
= A work In progress




Seven Leadership Leverage Points:

Places to start, if you want to achieve system-level results...

Set specific system-level aims and oversee their
achievement at the highest levels of governance.

Build an executable strategy to achieve the aims, and
oversee the execution at the highest levels of
administration.

Channel attention to system-level aims and measures
Get patients and families on your team!

Engage the CFO in achieving the aims

Engage physicians in achieving the aims

Build the improvement capability necessary to achieve
the aims

ﬁ verisma
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Simple Rules for Scorecards and
Dashboards

O

O

Measure what Is
Important

Review every meeting
Use topic specific
scorecards to drill
down at committee
level (finance, strategy
& planning, quality,
safety, etc.)

Use actual counts of
error, not rates

Set all-or-none target
levels for clinical care and
safety measures (100%
or 0%)

Avoid using averages;
use percentiles measured
against standards

Avoid color coding to low
expectations

Data graphed over time is
the most powerful format
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Color Coded Dashboards
Only As Good As Your Targets

sample_dashboard. pf]

Fﬁwm Board Scoreca,. | (B Scoracerd and Heasu.
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Simple, and sometimes
too simple

Color coding without
numbers can mislead

Tendency is to assume
that only the blocks
need attention

If used, boards need to
frequently ask how the
targets are set




The Case For All-or-None
Measurement

Report to the Board

Quality Committee Evidence- |
“Our Ml Core Indicators EiaeiSas Compllance

were greatly improved Measure

last quarter. Only one
measure requires
corrective action.”

Question: “What % of Patients Got the Right Care?”
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The Case For All-or-None Measures
Only 30% of Patients Received the Right Care*

EBC

Patient | Patient | Patient | Patient | Patient | Patient | Patient | Patient | Patient | Patient Compliance
1 2 3 4 5 6 7 8 9 10

EBC 1
EBC 2
EBC 3
EBC 4

EBC5
EBC 6

% of Patients
Per Patient Recebsna Perfect

Totals
Uo of Care

Elements
Received by
Patient

*Right Care defined as receiving all of the required EBC
elements that the patient was eligible for
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The Case for Measuring Against
Standards/Expectations

= Pre-surgical and/or Quality Committee Report

gaorﬁﬁ]?:trrzt?gglgﬁtéc = “Our data indicates that
proven to be critical VeSS exceeding the
in preventing surgical national standard. Our

site infections average time for

Standard= 60 minute administering
“window” antibiotics is 49.5

minutes.”

Great Report or Not?
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Not.

What about the 25% of patients outside the “window™?

Pre-surgical antibiotic administration

Average = 49.5 Minutes

25%0 of All Patients
Beyond the Standard

O 10 20 30 40 50 60 70 80 90

Minutes g0 Minute Standard
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Applying the 7 Leverage Points at

the HIM level

Establish clear and measurable HIM departmental performance
metrics

0o  Aligned with organizational goals
0o Visible and transparent to all
O Scorecards of both process and outcome measures

Make sure the projects you launch are designed to “move your
dots”

Create departmental focus by what you pay attention to and
talk about

Become an advocate for transparency and patient access to
Information

Engage physicians in improving HIM work processes
Eliminate waste and rework from departmental processes

Invest in developing process improvement skills and
knowledge

@ verisma
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Applying the 7 Leverage Points at

the HIM Director level

Leverage Point 1: Establish clear and
measurable HIM departmental performance
metrics

o Aligned with organizational goals
o Visible and transparent to all
O Scorecards of both process and outcome measures

@ verisma
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HIM SCORECARD

Hospital
Scorecard Measure Metric

Category

Current Where would the data
Performance come from?

Labor Cost per $29.50 Monthly Departmental
Financial Labor Cost Discharge ' Financials

% of Completed
Timely Charts Filed Generated from Chart
Efficiency | Chart Filing within 24 Tracking System

hours

Clinical Coding # Coding Errors

Quality Accuracy per Month Clmeling G AueliE

% of ER

ER Requests for
Satisfaction | Turnaround | Records fulfilled Chart Tracking System
Time in 15 minutes or
less

% verisma
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Applying the 7 Leverage Points at
the HIM Director level

Leverage Point 2: Ensure that projects you launch are
designed to “move your dots” and move the
organization’s “Big Dots”

Break key processes into “bundles” of steps that must be
done every time

Measure % of time that the bundles are 100% completed
as required

Determine where your problems are and launch projects
to improve “bundle” compliance
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Applying the 7 Leverage Points at
the HIM Director level

Creating the right culture (Leverage Points 3,4,6)

Create departmental focus by what you pay attention to and
talk about

Become an advocate for transparency and patient access to
Information

Engage physicians in improving HIM work processes

@ verisma
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Applying the 7 Leverage Points at

the HIM Director level

Leverage Point 5: Get the CFO behind you by
eliminating waste and rework from
departmental processes
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Business Case for Quality

There Is always a business case that can
be made for improving clinical and
service quality in hospitals...whether or
not there Is a financial case for a specific
proposed strategy Is a different issue.

MDP 2006




Evidence Based Gut Fact*

= 25-50% of all health care costs are directly
attributable to processes that produce as

outcomes waste, rework, needless
complexity, wrong clinical decisions,
adverse patient events and excess clinical
Intensity

* A strong feeling that you
have had for more than 10 years

verisma
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Eliminating Waste

Source of Frequency? | Estimated Monthly

Waste Cost per Impact?
1% of all Incident?

Misfiled searches
Records— 20 minutes of | $1.000 per
filed chart not (200 times staff time = month
where it is per month) $5.00
supposed to
be and have
to search
multiple
places
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Applying the 7 Leverage Points at

the HIM Director level

Leverage Point 7: Invest in developing process
Improvement skills and knowledge
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Nolan’s Model for
i Improvement

* What are we trying to
accomplish?
« How will we know that a
change is an improvement?
 What changes can we make
that will result in an improvement?

k

‘Pugh Ettinger McCarthy

IHI 1998
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Leverage Point 7: Build the improvement capability
necessary to achieve the aims

10-1 Individual Effort
eTraining
eReminders
eStandardization
eProfessionalism

e e e ey e e o b

verisma Michael Pugh 2008
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Going Green...

go to www.verismasystems.com and download a copy
of the presentation...or send me an email.

For a copy of our paper: Michael Pugh
President and CEO
www.1hi.org Verisma Systems, Inc.
Seven Leadership Leverage 301 N. Main, Suite 200
Points for Organizational Pueblo, Colorado
Change by Reinertsen, mpugh@verismasystems.com
Pugh and Bisognano 719 542-2433

These slides may be used by others only in their existing format with proper attribution/service
marks of Verisma Systems, Inc., IHI and the organizations that have contributed slides used in this

presentation.
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