Iowa Healthcare Collaborative 

Patient Safety Cluster
Conference Call Minutes

August 6, 2009

10:00 – 11:30am
Dr. Evans welcomed conference call participants and explained the restructure of the Iowa Node work.  
Background

· The IHI 5 Million Lives Campaign was completed in December 2008 and IHI began development of the Improvement Map (I-Map).  
· Development of the I-Map was slow and no new content was available from IHI on the 5M improvement topics.

· The economic challenges facing health care organizations resulted in budget and travel restrictions and the need to “do more with less”.  
· In response to those issues, IHC cancelled the August 25, 2009 Node Work Day.  
Restructure

· IHC will continue the Node to drive performance to higher levels in Iowa.
· The Node work will continue as the Hospital Learning Community (HLC).
· Node Cluster conference calls have been reduced from 12 60-minute calls per quarter to just 3 90-minute cluster calls per quarter to reorganize and better accommodate your busy schedules. 
· The improvement topics have been grouped according to 3 “clusters”:
1. Cardiovascular – CHF, AMI/Aortic Dissection, Stroke
2. Hospital-Acquired Infection - CA-UTI, HAI/MRSA, SSI/Surgical Checklist, Central Line/VAP
3. Patient Safety -  Pressure Ulcers, Medication Reconciliation, High Alert Medications, Rapid Response Teams
· Cluster conference calls will have a standard agenda format
· The IHC website will be reorganized and updated 
· There will be fewer IHC conferences in 2010 but they will be 2-day conferences 
Focus of the Work
Going forward, the focus will be in 3 areas: deployment, measurement, and value
·  Deployment – continue to deploy improvement initiatives and measure through voluntary reporting. IHC is going to develop a simpler, more concise reporting mechanism than the Spread Exercise tool currently used.  
· Measurement – identification of objective clinical metrics to demonstrate our improvement such as AHRQ measures.
· Value – quantifying the financial impact as a result of performance improvement. 
Trula Foughty provided a brief overview of the I-Map:

· Currently the I-Map is in a prototype testing status – IHC has participated in testing calls.

· It contains 68 care and organizational processes but more will be added over time.
· I-Map is a tool for hospitals to use in creating their own unique quality improvement agendas.
· It provides the ability to develop an improvement agenda based on outcomes such as reducing harm, reducing costs, increasing efficiency while considering the cost, time and difficulty to implement a process.
· It provides key elements, measures and links to resources.

· National release date for the I-Map is September 15.

· There will be no charges or fees to use the I-Map. 

IHI will continue to offer focused, in depth learning opportunities on specific topics for a participation fee:

· Expeditions are 2-5 month focused programs designed to help frontline teams make rapid improvements (example – using multidisciplinary rounds),
· Collaboratives are 9-12 month support programs to help cross-discipline teams achieve dramatic improvements in complex processes (example – reducing sepsis mortality).

Trula reviewed Patient Safety Spread Exercise data for Q’1 2009:
	Topic
	Hospital-Wide Implementation
	Partial Implementation
	2009 Goal

	Pressure Ulcers
	53%
	18%
	75%

	Medication Reconciliation
	61%
	34%
	61%

	High Alert Medications
	55%
	32%
	65%

	Rapid Response Processes
	53%
	18%
	60%


Congratulations to those hospitals that have achieved Hospital-wide Implementation.  We also want to encourage those hospitals in Partial Implementation Status and those who are in Discussion Only or No Activity status to keep moving forward to achieve implementation.   Once changes have been made, it will be necessary to ensure sustainability or hardwiring of the new processes.  
Topic Discussions 
Participants had a rich discussion and sharing of information on the following topics:

Pressure Ulcers
Dr. Gutshall reported that IFMC is working with 17 nursing homes and 8 hospitals on reducing pressure ulcers and more hospitals and nursing homes will be added to the work.  One focus is the consistent use of screening and risk assessments. 

It was noted that even consistency of processes within a facility can be a challenge. Processes can vary among units. Turning schedules can also be challenging. 
At Trinity Regional Hospital in Fort Dodge, a magnetic sign holder on the door frame of a patient room is used to identify at-risk patients, using the acronym, SOS (Save Our Skin). Cues are also placed in the patient’s chart and on the care plan.  A Pressure Ulcer Committee reviews monthly prevalence studies.

At the Clarinda Regional Health Center, magnets are also used as well as wristbands to identify at-risk patients. 

Skiff Medical Center in Newton also has a Pressure Ulcer Committee. CNA and nursing reports a produced.  CNA education on why turning is important for patients drives improvement down to the bedside.  When they understand why it is important, adherence improves. 

Medication Reconciliation

The biggest challenge is the lack of accurate patient medication information on admission to the hospital. With multiple physicians, medications are changing continually. 

Trinity, Fort Dodge has thought of trying a home medication bag with a medication list inside. 

It was noted at one Iowa hospital that medication bags were distributed to selected ED and inpatients.  They found that it didn’t help in having an accurate medication list but was a great patient satisfier.

It was noted that the only national measure related to medication reconciliation is found in the Heart Failure core measures on patient discharge instructions.
There is a Medication Reconciliation Toolkit on the IHC website at www.ihconline.org 

High Alert Medications

There is a Narcotics Toolkit on the IHC website. 
Rapid Response Process

Hospitals are involving families in their Rapid Response Processes. Mercy Hospital in Des Moines, St. Luke’s Hospital in Cedar Rapids, Allen Hospital in Waterloo and Genesis Hospital in Davenport are a few that have implemented family involvement
Trinity, Fort Dodge has included families for about one year.  Patients and families receive information in their hospital admission packets. Family initiation of their RRT has only been used once or so. 

Mercy, Iowa City recently included family in the rapid response process. Information is provided on admission and on the units. Staff had to develop a comfort level with including families in the process. 

Greg Clancy from Mercy, Iowa City also shared that Mercy is involved in a study using specialized roll around blood pressure machines. Vital signs are recorded into the machine; if the vital signs fall outside of parameters, the machine provides an alert indicating the patient qualifies for a Rapid Response Team.  

The basis for the study is that vital signs are often taken and recorded by non-nurses.  There is often a delay in the nurse review of the patient’s vital signs even though vital signs can provide a forewarning of a clinical problem.  The study will look at missed opportunities of a clinical warning and how often the alert is ignored. 
The cluster calls are intended to support your organization in your performance improvement journey. Send any topics you would like discussed on the next call to Trula Foughty at foughtyt@ihconline.org .  Also send your thoughts or suggestions on how to improve the cluster conference calls so they add value to you. 

Next Conference Call 

November 3, 2009

10:00 – 11:30am 

Dial-in Instructions:

Call: 1-800-882-3610  Passcode: 7340904#
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