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Today's learning objectives

* Discuss approaches for mining data.

 Understand how to:

* use a gap analysis/rapid-cycle assessment to identify
areas for improvement; and

* Ccreate a strategy to address gaps.
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Data analysis resources and tips
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EQIC harm areas

EQIC-provided harm areas:
« CAUTI

CLABSI

c. difficile

SSI

MRSA

Readmissions

ADE

Opioids

Sepsis

Falls

Pressure injury




Public resources

 Care Compare
https://www.medicare.gov/care-compare/?providerType=Hospital

Data from the inpatient quality reporting program

Shows hospital measurement value and how it compares to national
benchmarks

Ability to compare your hospital with other hospitals to see how you
compare

Harm area examples: CAUTI, CLABSI, MRSA, SSI, c. diff, readmissions, etc.

« NHSN HAI Benchmark Report
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https://www.medicare.gov/care-compare/?providerType=Hospital

How to use Care Compare

* Access the website using this link:
* https://www.medicare.gov/care-compare/?providerType=Hospital

* Enter the location or name of your hospital and select search.

* You can then click the “compare” button next to your hospital and
any other hospital you are interested in comparing.

. !cnpatient measures can be found under the drop-down menus
or:

 complications and deaths; and
* unplanned hospital visits.
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https://www.medicare.gov/care-compare/?providerType=Hospital

1T Welcome . .
" Find hospitals near me

Find and compare information about the quality of care at over 4,000 Medicare-certified
Doctors & clinicians hospitals, including over 130 Veterans Administration (VA) medical centers and over 50

military hospitals, across the country.

Hospitals MY LOCATION * NAME & TYPE (optional)

‘ Denver, CO ‘ ‘ Facility name or type

rehab services

Home health services

Show past search results

9
(574
ﬁ. MNursing homes including

w Hospice care

Or want to learn more about ambulatory surgical centers (ASC)? Visit the ASC data on
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MEdiCGre.gOV Basicsv  Health & Drug Plansv  Providers & Services v e )

Chat Login
< Back h What's new B Print
MY LOCATION * SELECT PROVIDER TYPE * NAME & TYPE (optional)

Denver, CO ‘ ‘ Hospitals v ‘ ‘ Facility name or type Search

Denver Health & Hospital b 4 Saint Joseph Hospital
Authority Cancel Compare

Showing 1 - 15 of 30 hospitals Sort by: Closest v
Search This Area
it Denver Health & Hospital el slar mting
i o L 8 & QS Leyden
08mi  Authority @R :
Yo &’ Westminster Dupont -

ACUTE CARE HOSPITALS Patient survey rating

777 Bannock St L& & 84

Denver, CO 80204

Commerce City
(303) 436-4927 + Compare
) Arvada :

ey

= Rocky Mountain
Adams City Arsenal National

Wildlife Refuge

North Table Mountain ﬁ ﬁ ﬁ w
2 5 s & Overall star rating 9 -
: Saint Joseph Hospital @x) 82 ~  ~ 7
0.9 mi ' & & & & ¢
: ACUTE CARE HOSPITALS lden i
1375 E 19th Ave Patient survey rating b4 9) @Dﬁ
Denver, CO 80218 Déhiver o Jra
(303) 812-2000 o e
B 9 y
Lakewood *
||
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HOSPITALS

Saint Joseph
Hospital

1375 E 19th Ave
Denver, CO 80218

(303) 812-2000

@w

o Save to Favorites

Denver Health & (#R)
Hospital...

777 Bannock St
Denver, CO 80204

(303) 436-4927

’ O Save to Favorites

Overview

Distance from Denver, CO

Hospital type
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0.9
miles

1 8. 8.8 & ¢

1 8 8 & Sk

Acute Care Hospitals

0.8
miles

1. 8 & SNEN

1 8 & SNk

Acute Care Hospitals

Patient survey rating
Timely & effective care
Complications & deaths
Unplanned hospital visits
Maternal health
Psychiatric unit services

Payment & value of care



Care Compare output examples

Infections

Central line-associated
bloodstream infections

(CLABSI) in ICUs and select

wards

+ Lower numbers are better

National benchmark: 1.000

Catheter-associated
urinary tract infections
(CAUTI) in ICUs and select
wards

+ Lower numbers are better

National benchmark: 1.000

Surgical site infections
(SSl1) from colon surgery

+ Lower numbers are better

National benchmark: 1.000
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1.005
Mo different than national
benchmark

1.158
No different than national
benchmark

2.130

Worse than the national
benchmark

0.130
Better than the national
benchmark

0.378

No different than national
benchmark

0.844

No different than national
benchmark

Unplanned hospital visits

Returning to the hospital for unplanned care disrupts patients' lives, increases their risk of harmful

events like healthcare-associated infections, and costs more money. Hospitals that give high quali...

Read more

Rate of readmission after
discharge from hospital
(hospital-wide)

National result: 14.6%

By medical condition

Rate of readmission for
chronic obstructive
pulmonary disease (COPD)
patients

National result: 19.3%

Rate of readmission for
heart attack patients

Mational result: 14%

13.9%
No different than the national rate

Number of included patients: 477

Not available!
Number of cases too small

Not available!
Number of cases too small

14.9%

No different than the national rate

Number of included patients: 806

20.7%

No different than the national rate

Number of included patients: 30

14.4%

No different than the national rate

Number of included patients: 28
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Tools to use your
own data

National Healthcare
Safety Network
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NHSN

 The NHSN system can make run charts and export data directly
out of the system.

 NHSN generates run charts to let you view your hospital’s rates
<S:>\S/Ier time for harm areas such as CAUTI, CLABSI, c. diff, MRSA and

* Limited to run charts that are specific for each unit you have entered data
for. There is no overall run chart for your hospital.

* No run charts are available for SIR data.

* Can download data directly from NHSN as an Excel file to do your
own data analysis.
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NHSN run charts

M L\i\-/ Analysis Reports

Dashboard »
Reporting Plan 4 Expand All | Collapse All [JEEEIEY
Event y | b HAI Risk Adjusted Measure Reports (SIRs, SURs)
Ao HAI Detailed Reports (Line Lists, Rate Tables, etc.)
Procedure » ;
Device-Associated (DA) Module
Summary Data 4 CLABSI
COVID-19 » ------ i= Line Listing - All CLABSI Events
N R i= Line Listing - BSI Events Excluded from the CLABSI SIR. Mumerator
Surveys 3

e _= Frequency Table - All CLABSI Events
Generate Data Sets | oJ Bar Chart- All CLABSI Events

..... =] -
Users » Reports " Pie Chart - All CLABSI Events
Statistics Calculator | ¥ Rate Table - CLABSI Data for ICU-Other
Group . I, [#2 Run Chart - CLABSI Data for ICU-Other
Preferences
logout 00T e ¥ Rate Table - CLABSI Data for NICU

------ |2 Run Chart - CLABSI Data for NICU

------ . Rate Table - CLABSI Data for SCA/ONC
------ |2 Run Chart - CLABSI Data for SCA/ONC
----- MEBI-LCBI

..... VAP

..... VAE

----- PEDVAE

..... CAUT'

..... CL'P

----- Procedure-Associated (PA) Module

----- HAI Antimicrobial Resistance (DA+PA Modules)
----- MDRO/CDI Module - LABID Events

----- MDRO/CDI Module - Infection Surveillance

----- CMS5 Reports
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CLABRata

Mational Healthcare Safety Network
Fun Chart for Central Line-Assoeciated BSI Data for ICLLCither

As ol Aprl 28, X024 ol 514 AN
Date Bange: A8 052 CLAB_RATESCU
B orgd = ]

aigiC= lae atidn=

a8 CLA BS|Rate

204

ﬁ.

e el U

o T . B R . S . T
JANTS  JIL1S JANDO U0 JARM2T JIL JANZZ

JULZZ  JANES

MOTE: Strata with fewer than 2 data points have been omited

JULZ3

JANZS

JULZd




Downloading as Excel

\b Analysis Reports

Expand All Collapse All Search

5 ----- HAI Risk Adjusted Measure Reports (SIRs, SURs)

o HAI Detailed Reports (Line Lists, Rate Tables, etc.)
A Device-Associated (DA) Module 2CLABSI 5IR Numeratar
T o o
- 8= Line Listing - All CLABSI Events Analysis Data Set: bs2_CLAB_RatesICU
- 1= Line Listing - BSI Events Excluded from the CLABSI SIR Numerator Export Format:  (Excel spreadsheet (xisq v
------ _= Frequency Table - All CLABSI Events
------ aill Bar Chart - All CLABSI Events Export

------ @& Pie Chart - All CLABSI Events
------ . Rate Table - CLABSI Data for ICU-Other

P Run Report

£x Modify Report

[) Export Data set
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Working in Excel

AutoSave B Ssearch Joe Gentile '- ' =

File Home Insert Draw Page Layout Formulas Data Review View Automate Help Power Pivot | 7 Comments | ‘ 1% Share ~

Erj 4 cut Calibri 25 Wrap Text General - ﬁ @ Bad Good i

@ E}E @ ZA.utoSum ~ %? p

1l
1l
%

[[3coy = . . - 2
Pt e e | B T U MegesCener - | $ - % 9 | Gh 9] | Condional Fomata: Neura CEEETN 5| | et Delete Fomat | . Sond Fnd Addins | Analyze
Clipboard [ Font [F] Alignment ] MNumber ] Styles Cells Editing Sensitivity Add-ins P
Al 57 F orglD v
A B c | D ‘ E | F | G ‘ H ‘ [ K | L | M | N | o | P [ e | R ‘ s [T u E
1 |orgiD lsummary\’l locBeds numClDays numPatDays numSampPatDaynumSampClLDayCLABCount  locBedsize location locCDC PSSummarylD locLabel locationType modi scriptDate scriptlD  createDate numAPRVDay: noEventVAE noEventR
2 |TESTHOSP Dec-18 10 BURN IN:ACUTE:CC:B TEST cC
3 |TESTHOSP Jan-19 10 42 160 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 2/1/2019 11:49 2/1/2019 11:49 Y Y
4 |TESTHOSP Feb-19 10 10 138 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 3/1/2019 10:53 3/1/2019 10:53 Y Y
5 |TESTHOSP Mar-19 10 a 166 0 «=15 BURN IN:ACUTE:CC:B TEST BURN cC 4/3/201911:21 4/3/2019 11:21 Y Y
& |TESTHOSP Apr-19 10 a 116 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 5/1/2019 11:26 5/1/2019 11:26 Y Y
7 |TESTHOSP May-19 10 23 199 0 «=15 BURN IN:ACUTE:CC:B TEST BURN cC 6/3/2019 11:10 6/3/2019 11:10 Y Y
8 |TESTHOSP Jun-19 10 16 136 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 7/2/2019 10:45 7/2/2019 10:45 Y Y
g |TESTHOSP Jul-19 10 10 139 1 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 8/2/2019 10:04 8/2/2019 10:04 Y Y
10 |TESTHOSP Aug-19 10 2 26 0 «=15 BURN IN:ACUTE:CC:B TEST BURN cC 9/4/2019 9:34 9/4/2019 9:34 Y Y
11 |TESTHOSP Sep-19 10 a 74 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 10/1/2019 11:35 10/1/2019 11:35 Y Y
12 |TESTHOSP Oct-19 10 a 69 0 «=15 BURN IN:ACUTE:CC:B TEST BURN cC 11/7/2019 13:27 11/7/2019 13:27 Y Y
13 |TESTHOSP Nov-19 10 11 71 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 12/4/2019 14:13 12/4/2019 14:13 Y Y
14 |TESTHOSP Dec-19 10 3 46 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 1/7/2020 8:13 1/7/20208:13 Y
15 |TESTHOSP Jan-20 10 a 68 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 2/5/2020 11:20 2/5/202011:20 Y
16 | TESTHOSP Feb-20 10 11 54 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 3/4/2020 11:20 3/4/202011:20 Y
17 |TESTHOSP Mar-20 10 25 53 0 «=15 BURN IN:ACUTE:CC:B TEST BURN cC 4/23/2020 11:51 4/2/2020 8:54 N
18 |TESTHOSP Apr-20 10 1 32 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 5/5/2020 14:46 5/5/2020 14:46 ¥
19 |TESTHOSP May-20 10 a 22 0 «=15 BURN IN:ACUTE:CC:B TEST BURN cC 6/3/2020 8:16 6/3/2020 8:16 Y
20 |TESTHOSP Jun-20 10 a 43 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 7/7/2020 8:35 7/7/2020 8:35 Y
21 |TESTHOSP Jul-20 10 6 35 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 8/5/2020 14:05 8/5/2020 14:05 Y
22 |TESTHOSP Aug-20 10 24 45 0 <= BURN IN:ACUTE:CC:B TEST BURN cC 9/3/202013:21 9/3/202013:21 Y
23 |TESTHOSP Sep-20 10 20 46 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 10/5/2020 10:40 10/5/2020 10:40 Y
24 |TESTHOSP Oct-20 10 a 35 0 «=15 BURN IN:ACUTE:CC:B TEST BURN cC 11/4/2020 10:16 11/4/2020 10:16 Y
25 |TESTHOSP Nov-20 10 8 68 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 12/4/2020 10:41 12/4/2020 10:41 Y
26 |TESTHOSP Dec-20 10 7 52 0 «=15 BURN IN:ACUTE:CC:B TEST BURN cC 1/7/20219:47 1/7/2021 9:47 Y
27 |TESTHOSP Jan-21 10 2 12 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 2/8/2021 10:00 2/8/2021 10:00 Y
28 | TESTHOSP Feb-21 10 16 52 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 3/8/202112:21 3/8/202112:21 Y
28 |TESTHOSP Mar-21 10 20 84 0 «=15 BURN IN:ACUTE:CC:B TEST BURN cC 4/6/2021 10:29 4/6/2021 10:29 Y
30 | TESTHOSP Apr-21 10 7 36 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 5/5/20219:21 5/5/20219:21 Y
31 |TESTHOSP May-21 10 21 a7 0 «=15 BURN IN:ACUTE:CC:B TEST BURN cC 6/7/20219:19 6/7/20219:19 Y
32 |TESTHOSP Jun-21 10 a 51 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 7/2/2021 10:58 7/2/2021 10:58 Y
33 |TESTHOSP Jul-21 10 4 118 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 8/10/20219:12 8/10/20219:12 Y
34 |TESTHOSP Aug-21 10 a 146 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 9/7/2021 11:49 9/7/2021 11:49 Y
35 |TESTHOSP Sep-21 10 29 105 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 10/1/2021 10:59 10/1/2021 10:59 Y
36 |TESTHOSP Oct-21 10 52 159 0 <= BURN IN:ACUTE:CC:B TEST BURN cC 11/4/2021 10:39 11/4/2021 10:39 N
37 |TESTHOSP Nov-21 10 53 128 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cC 12/9/2021 8:33 12/9/2021 8:33 N
38 |TESTHOSP Dec-21 10 34 149 0 «=15 BURN IN:ACUTE:CC:B TEST BURN cC 1/5/2022 8:24 1/5/2022 8:24 Y I:
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2 |TE Dec-18 10 BURN  IN:ACUTE:CC:B TEST cc
3 |TESTHOSP 10 a2 160 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cc 2/1/2019 11:49 2/1/2019 11:49 ¥ Y
4 |TESTHOSP 10 138 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 3/1/2019 10:53 3/1/2019 10:53 Y Y
5 |TESTHOSP Mar-19 0 166 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 4{3/2019 11:21 4/3/2019 11:21 ¥ ¥
6 |TESTHOSP Apr-19 116 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 5/1/2019 11:26 5/1/2019 11:26 ¥ Y
7 |TESTHOSP May-19 199 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 6/3/2019 11:10 6/3/2019 11:10 ¥ ¥
8 |TESTHOSP Jun-19 10 136 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 7/2/2019 10:45 7/2/2019 10:45 Y Y
9 |TESTHOSP Jul-19 10 9 1<=15 BURN  IN:ACUTE:CC:B TEST BURN cc 8/2/2019 10:04 8/2/2019 10:04 ¥ ¥
10 |TESTHOSP Aug-19 10 2 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cc 9/4/2019 5:34 9/4/2019 9:34 ¥ Y
11 | TESTHOSP Sep-19 10 ] 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 10/1/2019 11:35 10/1/2019 11:35 ¥ Y
12 | TESTHOSP Oct-19 10 0 69 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 11/7/2019 13:27 11/7/2019 13:27 ¥ ¥
13 | TESTHOSP Nov-19 10 11 71 0<=15 BURN  IN:ACUTE:CC:B TEST BURN cc 12/4/2019 14:13 12/4/2019 14:13 ¥ Y
14 | TESTHOSP Dec-19 10 3 a6 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 1/7/2020 8:13 1/7/2020 8:13 ¥
15 | TESTHOSP Jan-20 10 ] 68 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 2/5/2020 11:20 2/5/2020 11:20 ¥
16 | TESTHOSP Feb-20 10 1 54 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 3/4/2020 11:20 3/4/2020 11:20 ¥
17 | TESTHOSP Mar-20 10 25 53 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 4/23/2020 11:51 4/2/2020 8:54 N
18 | TESTHOSP Apr-20 10 1 32 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 5/5/2020 14:46 5/5/2020 14:46 ¥
19 | TESTHOSP May-20 10 0 22 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 6/3/2020 8:16 6/3/2020 8:16 ¥
20 | TESTHOSP Jun-20 10 0 a8 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 7/7/2020 8:35 7/7/2020 8:35 ¥
21 |TESTHOSP Jul-20 10 6 35 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cc 8/5/2020 14:05 8/5/2020 14:05 ¥
22 | TESTHOSP Aug-20 10 24 as 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 9/3/2020 13:21 9/3/202013:21 ¥
23 | TESTHOSP Sep-20 10 20 a6 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 10/5/2020 10:40 10/5/2020 10:40 ¥
24 | TESTHOSP Oct-20 10 0 35 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 11/4/2020 10:16 11/4/2020 10:16 ¥
25 | TESTHOSP Nov-20 10 8 68 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 12/4/2020 10:41 12/4/2020 10:41 ¥
26 | TESTHOSP Dec-20 10 7 52 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 1/7/2021 9:47 1/7/2021 9:47 Y
27 | TESTHOSP Jan-21 10 2 12 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 2/8/2021 10:00 2/8/2021 10:00 ¥
28 |TESTHOSP Feb-21 10 16 52 0 <=15 BURN IN:ACUTE:CC:B TEST BURN cc 3/8/202112:21 3/8/202112:21 ¥
29 | TESTHOSP Mar-21 10 20 84 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 4/6/2021 10:29 4/6/2021 10:29 Y
30 | TESTHOSP Apr-21 10 7 56 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 5/5/2021 9:21 5/5/2021 9:21 ¥
31 | TESTHOSP May-21 10 21 a7 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 6/7/20219:19 6/7/20219:19 ¥
32 | TESTHOSP Jun-21 10 0 51 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 7/2/2021 10:58 7/2/2021 10:58 ¥
33 | TESTHOSP Jul-21 10 4 118 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 8/10/2021 5:12 8/10/2021 9:12 Y
34 | TESTHOSP Aug-21 10 0 146 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 9/7/2021 11:49 9/7/2021 11:49 ¥
35 | TESTHOSP Sep-21 10 29 105 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 10/1/2021 10:59 10/1/2021 10:59 ¥
36 | TESTHOSP Oct-21 10 52 159 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 11/4/2021 10:39 11/4/2021 10:39 N
37 | TESTHOSP Nov-21 10 53 128 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 12/9/2021 8:33 12/9/2021 8:33 N
38 | TESTHOSP Dec-21 10 34 149 0 <=15 BURN  IN:ACUTE:CC:B TEST BURN cc 1/5/20228:24 1/5/20228:24 ¥ F
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Working in Excel
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Pictures Shapes lcons 3D
w PivotTables w w Models ~
Tabiles INustrations
Al > o] % sl fe | nAroln
| PivotTable from table or range ? ot
A
1 lorgID Select a table or range umSa
> ITESTH Iable/Range: | BS2_CLAB RATESICU!SA:SER]
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4 JTES @ Hew Worksheet
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PivotTablel

Y
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3

4

Z

8 | Tobuilda report, choose
7 | fields from the PivotTable
8| Field List

9_
10

11

12

Wil

|=
LrIg

iR
an

3_|now Labels| ~ !S_um of CLABCount Sum of numCLDays
4 |9<12/1/2018

5 #2018
6 #2019 340 531102
7 #2020 431 494409
8 #2021 508 570162
9 #2022 486 555040
10 | #2023 425 548529
119204 80 126628
12_§Grand Total 2270 2825870
13
14__
15|
16 |
17
18|
19
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[+

[v]

PivotTable Fields v X

Choose fields to add to report:

Search

[] ergiD

[] summary¥M

[] locBeds

[[] numCLDays

[[] numPatDays

[] numSampPatDays
[] numSampCLDays
[] CLABCount

[] locBedsize

[] lecation

[] lecCDC

[] PSSummarylD

[] locLabel [+

Drag fields between areas below:

T Filters Il Celumns

PivotTable Fields v X

Choose fields to add to report:

Search

[] orglD

B summaryYM

[] locBeds

B numCLDays

[] numPatDays

[[] numSampPatDays
[7] numSampCLDays
B3 CLABCount

[] locBedsize

[] location

[[] loeCDC

[] PSSummarylD
[] locLabel
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Adding a measurement field

c3 v £ | Sum of numCLDays
A A | B & D EF G | H L K
1
2 _ | Insert Calculated Field 7
3 |Row Labels - | sum of cLABCount [Sum of numCtDays | I
4 | #<12/1/2018 | Name: _.M-e.asule z‘
. = 5 | #2018 1 | Formula: | = (CLABCount/numClDays)*1000f | | el
PivotTable Analyze Design 6 w2019 P 531102 I Reete |
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= m::l G[==] =] G =]| 8 w2021 508 570162 ek
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: % s . - 102023 a2 548529 |
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v v PivotTable &Setsv  fools - PivotTables 12 |Grand Total 21 2825870 | | numsampcioays
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Chart creation

Row Labels -7 Sum of CLABCount Sum of numCLDays Sum of Measure

Automate

Il

Recommended
Charts

+ 2019 340 531102 0.640178346
+ 2020 431 494409 0.871747885
+2021 508 570162 0.800974846
+ 2022 486 555040 0.875612568
+ 2023 425 L48520 0.774799509
+ 2024 20 126628 0.631771804
Grand Total 2270 2825870 0.803292437
m Draw Page Layout Formulas Data Review View
L—d §® @ I3 SmartArt
|II+ Screenshot v
Pictures Shapes Icons
v v Models e
lllustrations
EQIC
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Chart creation

Insert Chart

All Charts

Il) Recent

Templates
Celumn
Line

Pie

Bar

Area

'S MeREE O

XY (Scatter)
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Map
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Run chart by year
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Row Labels -T| Sum of Measure
+2019 0.640173346
2020 0.871747T885
2021 0.8909743846
2022 0.875612568
+2023 0.774799509
+ 2024 0.631771804
Grand Total 0.803292437

Sum of Measure
CLABSI rate per 1,000 central line days
1
08 r— —
08
07
06
£ o5
a2
04 —g—Total
03
02
0.1
0
2020 2021 2022 2023 2024
Date
Years (summary¥YM) -¥ Quarters (summary¥M) * Months (summaryYM) * summaryyM + + -
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Run chart by year

EQIC
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Row Labels -T| Sum of Measure
+2019 0.640173346
2020 0.871747T885
2021 0.8909743846
2022 0.875612568
+2023 0.774799509
+ 2024 0.631771804
Grand Total 0.803292437

Sum of Measure

CLABSI rate per 1,000 central line days

0.9 -

0.8
0.7

0.6

® 05

Rate

0.4 —p—Total
03
0.2
0.1

2020 2021 2022 2023 2024
Date

Years (summaryYM) »¥ Quarters (summaryYM) v Months (summaryYM) v summaryYM v i

/
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Run chart by month

Row Labels -T| Sum of Measure
=12020
= qtrl
I+ Jan 0.52554884
Feb 0.519170360
Mar 0.577233895
= Qtr2
Apr 1.574112304
May 1.140560504
*]Jun 0.97793885
=Qtr3
= Jul 1.008318629
Aug 0.788519161
Sep 0.867043438
= Qtrd
Oct 0.820911644
Now 0.842383262
Dec 0.851452661
=2021
=qQtrl
*Jan 0.948572491
Feb 0.762278123
Mar 0.84505852
=Qtr2

EQIC
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sum of Measure

CLABSI rate per 1,000 central line days
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14
12

Rate

0.8

0.6 l
T Ot

0.4

0.2

Jan Mar May Jul Sep Nov Jan Mar May Jul 5ep Nov Jan Mar May Jul 5ep Mov Jan Mar May Jul 5ep Mov Jan Mar
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SPC chart

Average 0.864547809
Standard Devi 0.129014528 L —
Upper Confide 1.251591393 18
Lower Confide 0.477504225 16
Row Labels @ Sum of Measure  Sum of Average Sum of UCL Sum of LCL
=12020 14
=Qtrl
Hlan 0.22554884 0.86 1.25 0.48 12
HFeb 0.519170366 0.86 1.25 0.48
HMar 0.577233895 0.86 1.25 0.48 ! A l Values
=Qtr2 08 b u e SUM Of Measure
+Apr 1.574112304 0.86 1.25 0.48 Sum of Average
+HMay 1.140560504 0.86 1.25 0.48 0.6 ‘J Sum of UCL
Hlun 0.97793885 0.86 1.25 0.48 Sum of LeL
=Qtr3 04 l
# Jul 1.008318629 0.86 1.25 0.48 02
HAug 0.788519161 0.86 1.25 0.48
HS5ep 0.867648438 0.86 1.25 0.48 o
=Qtrd Jan Mar May Jul Sep Nov Jan Mar May Jul Sep Nowv Jan Mar May Jul Sep Mov Jan Mar May Jul Sep Nov Jan Mar
+0ct 0.820511644 0.86 1.25 0.48 Oerl | Otr2 | Otr3 | Otrd | Ol | Oee2 | Otr3 ) Otrd | Otrl  Ope2 | Oee3 | Otrd | Otrl | Qg2 Ope3 | Oerd | Oerl Qee2
HMNov 0.842383262 0.86 1.25 0.48 2020 2021 2022 2023 2024
+Dec 0.851452661 0.86 1.25 0.48
22021 Years (summaryYM) »¥ Quarters (summaryYM) + Months (summaryyM) * summaryyM = + -
=Qtrl
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Self-collected data

Numerator Denominator
Date Mumber of observed CLABSI infections |Mumber of central line days

Jan-23 4 4826
Feb-23 3 4799
Mar-23 10 5226
Apr-23 4 4748
May-23 ] 5006
Jun-23 10 5000
Jul-23 2 5044
Aug-23 6 4934
Sep-23 7 5200
Oct-23 3 4931
MNov-23 7 5403
Dec-23 7 4881

Y. EQIC

EASTERN US QUALITY
IMPROVEMENT COLLABORATIVE

)

D5 v f =B5/C5*1000
| A E C D

1 {

2

3 Numerator Denominator Measure
4 Date Number of observed CLABSI infections |Number of central line days |CLABSI rate per 1,000 central line days
5 Jan-23 4 4826 0.828843763
6 Feb-23 3 4799 0.625130235
7 Mar-23 10 5226 1.913509376
8 Apr-23 4 4748 0.842459983
9 May-23 6 5006 1.198561726
10 Jun-23 10 5000 2
11 Jul-23 2 5044 0.396510706
12 Aug-23 6 4934 1.216051885
13 Sep-23 7| 5200 1.346153846
14 Oct-23 5 4931 1.013993105
15 Nov-23 7 5403 1.295576532
16 Dec-23 7| 4881 1.43413235
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Self-collected data conts

Numerator Denominataor Measure
Date Number of observed CLABSI infections |Mumber of central line days |CLABSI rate per 1,000 central line days

Jan-23 4 4826 0.828843763
Feb-23 3 4799 0.625130235
Mar-23 10 5226 1.913509376
Apr-23 4 4748 0.842459983
May-23 1] 3006 1.198561726
Jun-23 10 5000 2
Jul-23 2 5044 0.396510706
Aug-23 i] 4934 1.216051885
Sep-23 7 5200 1.346153846
Oct-23 3 4931 1.013993105
Mowv-23 7 5403 1.295576532
Dec-23 7 4881 1.43413235

EQIC
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Data wrap-up

 What data are currently being tracked at your facility?

* Are there any dashboards available within your facility?

* |Is your facility already aligned with any value-based care
programs?

» Talk to coworkers about available resources for data and data
analysis.
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Closing the gap:
Structures, processes and outcomes

Nicole Ford
EQIC project manager




How do you solve a problem
within your system?

\ . EASTERN US QUALITY 30
IMPROVEMENT COLLABORATIVE Image source



https://ccmit.mit.edu/problem-solving/

Do these steps look familiar?

N

ision
e problem within the
larger system

Engage collaborative
multidisciplinary teams
centrally and locally

- L

I

." EQIC 1. Pronovost PJ, Berenholtz SM, Needham DM. Translating
‘ EASTERNUSOUALTY evidence into practice: a model for large scale knowledge 31
translation. BMJ. 2008 Oct 6;337:a1714. PMID: 18838424.
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THE PROBLEM

Traditionally, quality improvement
efforts are driven by the STEPS in
the process rather than by the
IMPROVEMENTS themselves.

EQIC

EASTERN US QUALITY
IMPROVEMENT COLLABORATIVE

FIGURE 2.

FOCUS:
FIND ;

e What are we trying
to accomplish?
ORGANIZE g How will we know the change
is an improvement?
CLARIFY g What are we trying
to accomplish?
UNDERSTAND e How will we know the change
is an improvement?
SELECT g What changes can we
make that will result
in an improvement?
FIGURE 3.

Improvement comparison

TRADITIONAL QUALITY IMPROVEMENT

Pros Cons

High level of comfort with Longer cycles of decision-making
familiar processes and methods. in the FOCUS-PDSA model.

Larger samples analyzed. Delays in making changes.
Intermittent, retroactive data Impact of improvement measures
collection. are not realized on a timely basis.
Longer process allows for the Potential for resistance.

multiple levels of communication.

Adaptations can occur to measures
taken when failures occur.

Adaptations lag due to process
and retroactive data collection.

RAPID CYCLE QUALITY IMPROVEMENT

Pros

Cons

Quick improvements noted with
small tests that can be disseminated.
Goals reached in & to 12 months.

Discomfort from new processes and
“rapid= testing.

Failures are noted quickly and Several small tests necessary to

affect few cases. achieve desired results.

Measurement is concurrent and Concurrent data collection requires

on small samples. continuous commitment.

Testing small populations before  Without leadership buy-in, this process
spreading change increases is difficult to initiate from the

confidence in the success of the
process and minimizes resistance.

grassroots level.

Reference: Rapid Cycle Improvement: Controlling Change:"A Closer Look at Quality_The Journal Volume 98 32


https://www.ashp.org/-/media/assets/pharmacy-practice/resource-centers/quality-improvement/learn-about-quality-improvement-rapid-cycle-methodology.pdf
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ldentifying where and why gaps exist

Examples of gaps in healthcare include:

1. Disparities in healthcare access and outcomes among
different populations.
2. Variation in care delivery for a specific disease or
treatment- Gaps in Care are
. . . . disconnects
5. Lack of adherence to clinical guidelines or best oetween patient
practices. et practives.
4. |Inefficient communication and coordination between
nealthcare providers.
5. Incomplete documentation and lack of data sharing
among healthcare providers. DD+DD
00 0O
EQIC —
EASTERN US QUALITY 33
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https://www.certilytics.com/news-insights/sub-population-algorithm/
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THE SOLUTION:
Shining a light on the
space in between

A gap analysis or rapid-
cycle assessment is

an examination and
assessment of your
performance for the
purpose of identifying the
differences between your
current state of operation
and where you'd like to
be.

EQIC

EASTERN US QUALITY
MPROVEMENT COLLABORATIVE

Gap Analysis

Key steps to bridge gap

Current State |+| Desired State

Action Plan

Think of it as a
BRIDGE to

accelerate your
team from point A
to point B

Image source
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https://www.linkedin.com/pulse/gap-analysis-strengthens-transition-bridges-iii-dba-sc-d-/

How do we close the GAP‘?

10

Where yeu
want te be

Where
| you re gomg :

Quantifiable Metrics
[ N hJ W = M ~] 00 o

v 5 6 F S 9 10 11 12
Time (Months)

0a EQIC
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https://www.ahrq.gov/hai/tools/mvp/modules/cusp/action-plan-trip-fac-guide.html

The gap assessment:

A powerful tool in strategic planning

EASTERN US QUALITY
IMPROVEMENT COLLABORATIVE
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Let’'s walk through the steps!

Step 1: Identify areal(s) for improvement
Step 2: Analyze your current state

Step 3: Define your end goal

Step 4: Understand your gap(s)

Step 5: Determine a plan of action

EASTERN US QUALITY
IMPROVEMENT COLLABORATIVE
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Step 1: Identify areas for improvement

Rapid-cycle Improvement Program v " EQIC

. A EASTERN US QUALITY
SepSIS Assessment IMPROVEMENT COLLABORATIVE

WHAT IS THIS TOOL?

This assessment allows hospitals to identify opportunities for improvement to reduce
the risk of a patient developing sepsis. Use this tool to interview unit-based staff and
compare current practices with recommended evidence-based best practices.

WHO SHOULD USE THIS TOOL?
Hospital-based quality improvement teams focused on reducing sepsis.

ASSESSMENT PROCESS:

+ Review the hospital's internal policies and protocols.

» Review electronic medical records for selected patients to evaluate the presence
of documented assessments and interventions.

« Complete the assessment with unit-based staff from multiple hospital areas to
ensure that unit-to-unit variation is accounted for in any hospital-wide action
plans developed as a result of the assessment.

» Review responses with your EQIC project manager for additional guidance and
next steps.

Y. EQIC
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Review internal policies, protocols and

processes

EQIC

EASTERN US QUALITY
IMPROVEMENT COLLABORATIVE

EVIDENCE-BASED PRACTICE

ORGANIZATIONAL STRUCTURE AND CULTURE

An interdisciplinary team or committee focused on sepsis
prevention meets regularly.

PRACTICE IN PLACE?

O Yes O No

This team reports to the hospital quality improvement committee
or board of directors.

O Yes O No

The hospital has identified an executive sponsor.

OvYes O No

There are designated unit-based champions across the hospital.

O Yes O No

The hospital has a performance improvement program in place.

O Yes O No

Policies/protocols have been developed and updated with
current guidelines/evidence-based recommendations.

O Yes O No

New treatments, equipment designed to assist with treatment
and prevention are frequently evaluated.

O Yes O No

Patient stories are shared with frontline staff and board members.
DATA COLLECTION AND REPORTING

Rates are tracked regularly.

O Yes O No

O Yes O No

Rates are delineated by unit location.

O Yes O No

The hospital uses a standardized reporting mechanism (i.e.,
dashboard) to track incidence and outcomes.

O Yes O No

Data are shared with clinicians, frontline staff and key
stakeholders.

STAFF EDUCATION

Staff that receive education and training on sepsis prevention
strategies include (check all that apply):

O Yes O No

D Providers

D Frontline staff

[:] Clinical support staff
[:] Transport staff

[] Environmental staff

39
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Review EMR to evaluate select patient
documentation and interventions

EQIC

EASTERN US QUALITY
IMPROVEMENT COLLABORATIVE

EVIDENCE-BASED PRACTICE

STAFF EDUCATION (CONTINUED)

Staff education about sepsis prevention and treatment is
provided:

PRACTICE IN PLACE?

O At orientation

(O Annually
O Other; describe:

A sepsis educator or champion is available to staff at all times for
questions and real-time education.

OvYes O No

A patient and family advisory council or another committee with
patient representation is involved in sepsis education.

EARLY IDENTIFICATION AND TIMELY TREATMENT

A sepsis screening tool (i.e., Systemic Inflammatory Response
Syndrome, National Early Warning Score or Modified Early
Warning System) is used.

O Yes O No

O Yes O No

All patients suspected of having or presenting signs of sepsis are
screened.

O Yes O No

An early alert warning system is utilized in:
« ED;
« ICU: and/or
* Med/Surg unit.

O Yes O No
O Yes O No
O Yes O No

Code Sepsis or Sepsis Rapid Response Team is activated when
sepsis is suspected and/or a patient demonstrates signs of
imminent clinical deterioration in:

« EDand/or
e inpatient units.

SEPSIS CARE BUNDLE IMPLEMENTATION AND COMPLIANCE

The Hour-1 bundle is implemented upon sepsis/septic shock
recognition.

OYes ONo
OYes O No

O Yes O No

40
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Interview staff to assess knowledge and
understanding of best practices

EVIDENCE-BASED PRACTICE

PRACTICE IN PLACE?

ORDER SETS
Sepss standard order sets are in place and used consistently by C. Always
providers C s mes
(O Never
Clirscian documentation includes appropriate mformation feg. | () Aways
definitions of sepsis, severe sepsis, seplic shock, time 2ero, C, s dmes
treatment bundie components with a imeline for meeting
requirements) C Never
Lab testing is avadable and timely
™ "
« Lab lactic acd tumaround time is 30 minutes or less L) Yes C) No
B ~
+ Point-of-care lactate testing is avatable (,,a Yes (_/ No

O ves Ono

Antmucrobial stewardship strategies are used 1o achieve optimal ’;, Yes
duration of therapy (e 9., de-escalation protocols)

HANDOFF COMMUNICATION

r
\

* Resources are available for a potential increase in blood
cultures.

Hangoffs of care readily incorporate the status of bundie C Always

plement treatment .

’ rayn O Sometimes
C- Never

Hangoffs of care readily inCorporale appropriate sepss language C. Always

le.g. systemic inflammatory response syndrome criténa met ) s "

suspected source of infection. most recent patient assessment b—4

recommendations] | O Never

GOALS OF CARE AND DISCHARGE PLANNING

Sepsis education s provided to patients, families and care O Yes O No
partners (Le., verbal and printed/wrnitten matenals)

'

EVIDENCE-BASED PRACTICE

GOALS OF CARE AND DISCHARGE PLANNING o0

Principles of palliative care are integrated into the treatment plan
as approprate

i:) Yes

Discharge summary includes
* Information about the ICU stay, sepsis and related dagnoses. | (0) ves

key treatments (e.g, mechanical ventilabon, dialysis)
Oves O Mo
+ New impairments, follow-up with clinicians able to support | () Yes () No
and manage new and long-term sequelae

HEALTH EGUITY CONSIDERATIONS

A screening process is in place for assessing heaith-related social | () ves () No
needs

ONc

+ Common impairments, including post-ICU/post-sepsis
syngrome prior 1o discharge

Approprate referrals are made

lOves QO ne

O ves O No

Care team igentifies specific patient populationis) and considers
demographic variables (i e race. ethnicity, language, social
needs) when developing and targeting interventions 1o reduce
health disparities

Goals of care are documented and discussed with the patient [ O Yes O No

and family [

Care planning Includes takiored interventions appropriate tothe | () ves O No
level of care (Le., high-risk rounding, InCreased frequency of

monitonng and reassessment)

EQIC

EASTERN US QUALITY
IMPROVEMENT COLLABORATIVE
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Drill down - right to the unit level!

Yes O Occasionally

Always

Always

Sometimes

Occasionally No

Sometimes

Yes
Always

Never

Occasionally O

Sometimes

No
Never

No
Never

42
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https://www.google.com/search?sca_esv=d37586a3b186efe8&sca_upv=1&rlz=1C1GCEB_enUS971US971&q=magnifying+glass&tbm=isch&source=lnms&prmd=isvnmbtz&sa=X&sqi=2&ved=2ahUKEwig-c3gp_KFAxWfFlkFHUveBGgQ0pQJegQIDxAB&biw=1600&bih=739&dpr=1#imgrc=YIIiJxVi5g2wyM

Step 2: Analyze your current state

Now it's time to determine your starting line for improvement. This step
answers the question, “Where are we now?”

» Gather stakeholders to review findings and garner consensus.

* Discuss identified gaps, opportunities and contributing factors — be
specific and detailed!

» Reflect on cross-cutting themes to inform priorities for ACTION.

43
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Analyze your current state

O There are numerous tools, methodologies,
and internal/external analysis frameworks you

can use to assess your current state (like
SWOT Analysis, McKinsey 7-S, etc.).

These do not replace your gap analysis!

EQIC

OM CO ABORA’

WHO is involved
in the PROCESS?

-

.

Medical Staff-
Frontline/Leadership

~

-

.

C-Suite Leadership

~

-

.

Quality, Safety, &
Risk Management

-

.

Unit-Level Staff/-
Directors/Managers

~

-

.

IT/Clinical
Informatics/

Technical Experts

44



SMART

Step 3: Define your end goal

PECIFIC
| o s )

After understanding where you currently stand, it's time

to define quantifiaple goals to strive for. This stej)o” EASUREABLE

answers the question, “Where do we want to be: Mka,om

progress and
reevaluate along
the way.

1. What are the top two or three findings that are most
iImportant for us to address in the short term? In the
long term?

2. What are our stren_?_ths and where do we have the
greatest opportunities for improvement?

3. What are our goals? Are they measurable and
achievable?

4. What is our timeframe? Is it realistic and feasible?

TTAINABLE

/' Setrealistic goals

. thatare )
* challenging but
' achievable.

ELEVANT

Ensure the goal 0 O
serves a relevant L

0-0
purpose.

Specify a deadline,

monitor progress and =

reevaluate.

9, EQIC
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https://www.google.com/search?sca_esv=d37586a3b186efe8&sca_upv=1&rlz=1C1GCEB_enUS971US971&q=magnifying+glass&tbm=isch&source=lnms&prmd=isvnmbtz&sa=X&sqi=2&ved=2ahUKEwig-c3gp_KFAxWfFlkFHUveBGgQ0pQJegQIDxAB&biw=1600&bih=739&dpr=1#imgrc=YIIiJxVi5g2wyM

Step 4: Understand your gaps

You've analyzed your current state and defined your
future state. Now, compare the two to understand the
gap you're trying to close. This step answers thew
question, “What is the extent of our gap(s)?”

PROBLEM

d Systematically examine each gap, identify factors
4 Y 99p y SOLVING

and assess barriers toward best practice
iImplementation.

d Gauge the impacteach factor contributes to your
performance (i.e. organization-wide, unit-specific).

d Map factors to what they will look like once your
future state is achieved.

Explore

' . EASTERN US QUALITY 46
IMPROVEMENT COLLABORATIVE |maqe Source



https://ccmit.mit.edu/problem-solving/

5 Principles of

High Reliability Organizations"
Assessing how your organization is 01 Z'iiinﬁifﬂ;iﬁfi’m sensitve
performing on the road to high to operations.

High reliability

reliability is an important step to help cla . _—
. ., = . organizations are reluctan 1gh rehapility
Create ad rObUSt r’or’t’zed act’on 0 2 to accept "simple" 0 4 organizations defer to

explanations for problems. expertise.

plan.

High reliability
High reliability organizations organizations are resilient,
0 3 have a preoccupation with 0 5 This trait could also be
failure. called relentlessness.

[1] Gamble, Molly. “5 Traits of High Reliability Organizations: How to Hardwire Each in Your Organization.” Becker's
Hospital Review, 29 Apr. 2013, medicine.arizona.cdu/sites/default/files/5_traits_of_highly_reliable_organizations.pdf.

9. EQIC
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Step 5: Determine a plan of ACTION

Now it's time to determine a plan of action to bridge the gap. This step
answers the question: “How will we get from point A to point B?”

o Review focus areas for improvement, prioritize action steps and
determine a timeline for completion.
o Discuss change management tools and techniques to achieve stated

objectives.
o Solicit feedback from stakeholders to ensure buy-in, build momentum

and accelerate change.

Process Performance

Outcome

Method or Short-term End goal

strategy initiative/project

48
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Johns Hopkins

gap analysis tool:

Inpatient diabetes care
in ACTION

The team conducted a
gap analysis and _
addressed the following
areas for improvement:

* program infrastructure;

e protocols, policies and
order sets;

* patient and healthcare
pr%fessmnal education;
an

 automated data access.

9. EQIC
.“ EASTERN US QUALITY

Mapping Gap Analysis Tool Components to Johns Hopkins Hospital Conceptual Model for Implementing

Hospitalwide Glucose Management Program g

/ Improved Processes of Care \
AUTOMATED DATA ACCESS

o Discontinuation of OADs

Improved Knowledge * (hecking Hg Alc during admission
® % appropriate ¢ of insulin
HEALTH CARE PROFESSIONAL therapy
EDUCATION

o Appropriate daily adjustments to Insulin

Development and Implementation
POLICIES, PROTOCOLS, ORDER SETS

. wide hypo- and hypergh policies
*  Hypo- and hyperglycemia order sets

| insulin ad

. \PPrope

practces
o Protocol-driven response to hypoglycemia
o Appropriate transition 1o home processes.

*  Faculty and medicel staffl education

*  Nursing and allied health staff
education (allied health staff includes.
dietitians and pharmacists)

o Smart hyperglycemia physician order entry j

I

Program
PROGRAM INF TR R
*  Glucose Steering Committee
o Physician leadership

Centralized Glucose Management

o Disbetes FTEs (clinical, administrative, analytic)

*  Clinical information system/electronic medical
record
* Inpatient insulin formulary

Engage Staff and Hospital Executives

|

\ systems
L1l
/ Improved Intermediary \

Glucose Outcomes

AUTOMATED DATA ACCESS
o % of readings within hypoglycemic, euglycemic,
or hyperglycemic range
o % of patient hospital days with an episode of
hypoghycemia (e g, < 40 mg/dL), or
hyperghycemia

o Electronic insulin, glucose, time display
o Smart hyperglycemia order entry systems

Clinical Decision Aids
o Pocket cards

o % of patient hospital days with day-weighted
mean BG in euglycemic & hyperglycemic range
Evaluate

o Overall mean patient-day or patient-stay blood
= Y,
l_]
[
AUTOMATED DATA Improved Clinical and Economic

Outcomes
ACCESS
o Process and outcome measures W
*  Unintended contequences
-

o Decreased LOS, cost of admission, inpatient
Rarriers to implementation hty | infecti

o Decreased incidence of readmissions for
\ hyperghycemia, or DKA

*Gaps were defined as those instances in which local resources,
infrastructure or processes demonstrated a variance against the current
national evidence base or institutionally defined best practices.

Golden SH, Hager D, Gould LJ, Mathioudakis N, Pronovost PJ. A Gap Analysis Needs Assessment Tool to Drive a Care Delivery and Research Agenda for Integration of
Care and Sharing of Best Practices Across a Health System. Jt Comm J Qual Patient Saf. 2017 Jan;43(1):18-28. doi: 10.1016/j.jcjq.2016.10.004. Epub 2016 Oct 13.
IMPROVEMENT COLLABORATIVE pMID: 28334581; PMCID: PMC6214354. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6214354/#SD1
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Final thought: Design your system with
reliability in mind!

High Reliability

Segmentation

Visualization
Standardization/simplification
Back-up planning

> e

Your ACTION PLAN: Creating and sustaining reliable

processes, requires thoughtful planning and execution!

Source: IHI Patient Safety Essentials Toolkit: 50
Developing Reliable Processes Image Source

. ‘ EASTERN US QUALITY
IMPROVEMENT COLLABORATIVE



https://keepingpatientssafer.net/2015/09/09/developing-a-mature-safety-culture-within-healthcare-the-road-to-high-reliability/
https://www.ihi.org/sites/default/files/SafetyToolkit_DevelopingReliableProcesses.pdf

Standardize and Simplify

1)  Determine which defect vou want to standardize and why.
2} Ask people who do the work to contribute ideas.
3} Standardize the processes by answering the following questions:

a.  Who will complete the task? (Answer with a named role, not a named individual.)

b, What is the task they will complete?

¢, When will they complete the task? [Try to make it part of normal or existing workflow if possible.)

d.  Where will they complete the task? (Answer in terms of physical location.)

e.  How will they complete the task? (Answer in practical terms: What will the person physically dio to
complete the task?)

Remember: There is no "one §  With what vill By complerts fhae bnsk? (Is Hhees » incl, tanmplsts, or checkist nesded bo suypart
way" to solve a problem;

completion of the task?)

different people will solve it Develop a Back-up Plan

1 I i)  Identify which process steps require a back-up plan.
d Iffe re n tly . 2} Develop vour back-up plan using the principles described above (standardization and simplification) by answering
the following questions:

a. Who will complete the task? (Answer with a named role, not a named individual )

b.  What is the task they will complete?

e.  When will they complete the task? (Try to make it part of normal or existing workflow if possible.)

d.  Where will they complete the task? (Answer in terms of physical location.)

e.  How will they complete the task? (Answer in practical terms: What will the person physically do to
complete the task?)

f. With what will they complete the task? (Is there a tool, template, or checklist needed to support
completion of the task?)

' 3} Incorporate your back-up plan into the existing waorkflow.
.“ Eg UISSRLTY 1

IMPROVEMENT COLLABORATIVE

Source: IHI Patient Safety Essentials Toolkit: Developing Reliable Processes
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EQIC Unit-Based Patient Safety and Quality
Improvement Toolkit and MORE!

Intro to UBS and culture of
quality

Planning your QI project

Getting started: How to
Improve

Data collection and reporting

Maintaining momentum and
sustaining change

Tools and guides for success

EQIC

EASTERN US QUALITY
IMPROVEMENT COLLABORATIVE

UNIT-BASED PATIENT SAFETY
AND QUALITY IMPROVEMENT
TOOLKIT

Quality improvement primer

EQIC compiied a telection of key retources to Lse fof your qUBlty IMProvernent work
Pleate use these tools 31 3 primer for onboanding new quality staff and continuing

education for all L2aff in the foliowing cinical and pationt tafety areas

Unit-based safety
Uit based Paterd Safety a0d Chuallty irgeovernant Toahl; - EQIC

Process improvement
s irgroement fundameatals - EQIC

Anticoagulation and venous thromboembolism

Primers

il Pacbos Qe ngs 000
acing Asticoagulation Sievarsihis’ A Padiook

Assessment

Preveraing Haspial- Assoc ated YTE - Agency for Hastheare Aetesnch nd Cudity

i tool

Cyehe Imgraverrent Prosgram VTE Assesomnt - EQIC

Infections

Prirmer

Coelnfeckon Preventian and Contol Practces for Sate Healtncans Delivary 0 ALSS

0 Torl - Ambrican Murtes Assor

0 of Certral Ling- Aviocined Blocdireanm Infecton)

gation Togl - AMRO

Leading a Quality
Improvement Project

Is& this guide with EQIC's Linit-based patent safety and Juaity smorowement (0ot to

eep your quality impfovement projects organized and on task and produce meaningful

utcomes.

L Pre-initiative work before Involving staff
+ Review data to understand preliminary opp for
If data are not currently being collected, puriue data repons and analyiis
first
+ Discuns pricrites with to align efforts.
* Gather lsadership input on system and organizational readiness and resource
commament.

Il Pre-staff meeting work
+ Think 3bout how 10 create a safe ervironment for stalf sharing (no fear of
repercussion of blamel.
+ Determine what you would like to accomplich at this initial meeting
+ Set specific goals and timaelines for the project’s initial steps.

L Seek frontline input
+ Ensure a safe ernironment for s1aft tharing,
« Actively listen
+ Brainstor systematic and technology-based solutions
+ Seck feedback about system and crganzational readiness.

V. Ask probing g i to ge participation of all unit

and broader perspectives

* When was the Last event?

+ What caused the event?

* What interventions to acdress the event have been successful?

* What has been tried but did not work?

+ What data have been shared with unit staff?

* How can leadership help ensure the next iniatie is successhul?
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Thank you.

REGISTER TODAY!

Nicole Ford Wednesday, June 26
Session 3: Data in action: Ready, set,

nford@hanys.Qrg go!
1-2pm.

Va EQIC

EASTERN US QUALITY
IMPROVEMENT COLLABORATIVE
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