NHS

Institute for Innovation
and Improvement

Reflections on the programme

Reducing avoidable
deaths in hospital

Hugh Rogers FRCS
Associate, Service Transformation

NHS Institute for Innovation &
Improvement



Hospital Standardised Mortality Ratio (HSMR) m

English trusts varies from 0.62 to 1.26 Institute for Innovation
and Improvement

HSMRs and 95% confidence intervals for English trus  ts, 2002-2003
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Background to knowledge harvest

« 3 ‘Pursuing Perfection’ sites: “Move your mortality dot”
— Bradford, East Lancashire, Luton & Dunstable

e 12 Field test sites
— All high HSMR »

o 4 'Safer Patients Initiative’ sites
— Health Foundation + IHI input

 Walsall
— Supported by Brian Jarman

« Knowledge sharing event (25" May 2006)

and Improvement

Modernisation
Agency

e Commissioned evaluation from Matrix research & evaluation:
www.institute.nhs.uk/Service Transformation/Reducing+avoidable+deaths+in+hospital.htm
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Scoping the problems and raising awareness P

» Critical incident reporting

— Only picks up 5% of events that cause harm

— Substantial variation by type of incident and by staff groups
e Case records audit

— 50 consecutive deaths

— Using ‘Global trigger tool’

— Very potent in engaging staff
« Senior safety walk-rounds

— Picks up potential risk and potential counter measures

— Drives cultural shift



3 contributed o or resulied in temporary harm to the patient & required intervention
UK Global Trigger Tool : contributed to or resutied in temporary harm to patients& required initial or prolonged
hospitalisation
contributed to or resulted in permanent patient hamm
required intervention to sustain life

contributed to the patient’s death

Event Description Event Description and Sewverity
and Severity E- E-

General care module Medication module

Lack of early waming score or M1 Vitamin K
early Warming Scone nequUirmng
response

Any patient fall M2 Maloxone
Ciecubiti M3 Flumazemnil
~eadmission to hospita! within M4 Glucagon or 505
30 days Elucnse

Shock or cardiac amest
CWTIPE following admission Lab test module
evidenced by maging +ior O
dimmers

Haematology

. - P
Surgical care module L High INR (5] |
51 Retum 1o theatre [ L2 Transfusion |
52 Change in planned procedure Abrupt drop in Hb or
L3 Het (>25%)
53 Femoval Tnjury or repair of Biochemistry
OrEan

Rising wea or creatmine
{#2% baseling)

- L .
Intensive care module S =
Ma <120 or =160
K' <250r =85
11 Readmission to ICU or HDU Hypoglycaemia
{=3mmll)
12 Unplanned transfer to ICU or =aized Troponin (=1.5
HDU ngiml]

Microbiclogy

MRSA bacteraemia

. difficile

VRE

¥iound infection
Mosocomial pneumonia
“ositive blood culbure

Patient identifier
Total events

Total length of stay




Case notes audit
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50 case notes, consecutive deaths
Trigger tool to increase efficiency
Categorise types of error causing harm
ldentify which box on the 2x2 matrix

Admitted to ITU

Admitted to Ward

For
palliative
care

For active
care
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Admitted to ITU

YES NO
1 ITU admission 1 End of Life Plans

- criteria 2 Hospice/home

or care

palliative 3 Palliative care
care team
1 2

For 1 Care bundles

: 2 Glucose control

active e

care 3 Multidisciplinary

rounds
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High Impact Change # 6:
Increase reliability of therapeutic interventions
through a “care bundle” approach

Example for reducing ventilator associated pneumoni a

— Elevating the head of the bed >30° (Drakulovic 1999)

— DVT prophylaxis (Cook et al 2001)

— Peptic ulcer prophylaxis (Yang & Lewis 2003)

— Managing sedation effectively with sedation Holds (Kress 2000)

— Tight Control of Blood glucose 4.4-6.1 mils (Van den Berghe 2001)
Reducing variation in clinical care

— Can be applied to

» Surgical site infection

» Central line management

* etc etc

http://www.institute.nhs.uk/Products/10HighlmpactChangesforserviceimprovementandDeliveryaquideforNHSleaders.htm




This suggests change strategies

Admitted to ITU

YES NO
1 ITU admission 1 End of Life Plans
criteria 2 Hospice/home
care
For 3 Palliative care
palliative team
care 1 2
1 Observations
1 Care bundles 2 EWS & SBAR*
For 2 Glucose control 3 CC outreach
active 3 Multidisciplinary 4 Risk assessments
care rounds 5 Medication errors

6 Infection control 4

3

*Early Warning Score, Situation Background Assessment Response



What Is reliability?

The capacity to perform a given function under given conditions for a
specified period of time (Juran)

A reliable health care system is one that is designed to ensure that
every patient consistently receives evidence-based, effective care
every time he or she needs it. (IHI paper ‘Reliability in healthcare’ www.ihi.org)

“Reliability means keeping a promisgbon Berwick)



Compare Reliability and Safety

Safety

Errors of commission
Special cause strategies
Reactive

Focused projects

Reliability
Errors of omission
Common cause strategies
Proactive

Design of reliable systems

Overlap
Failure has high impact

High frequency low impact Lo w frequency high impact



Current Reliability

Good people working hard will not be able to overcome the complexities of today’s
systems of care to prevent errors. Studies show that human beings make errors:

— Misreading errors 3 in 1000 (safety)
— Omission in the absence of reminders 1 in 100 (reliability)
(Nolan T, BMJ March 2005)
In critical care:
— 44% of hospitals have no critical care outreach
— 66% of admissions to ICU were unstable for >12hrs (in hospital >24hrs)
— In ICU care less than good in 47%

— Deficiencies in care may have contributed to death in 11%
(‘An Acute problem?’ National Confidential Enquiry into Peri-Operative Death report, 2005)

Evidence based care: 6712 Medical records examined
— Only 55% received ‘scientifically indicated care’
(McGlynn et al NEJM 2003; 348:2635-2645)



Measuring reliability (‘All or none’) in Luton

20 sets of notes reviewed each month

Increasing Reliability of Clinical Observations

Mortality Project Improvement All observations ‘com plete’
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Colour banded chart
prompts response
(Luton)



Critical care outreach (Conwy)

Calls to Outreach
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Common causes of high HSMR

Inappropriate and/or untimely care

-ineffective systems to identify and rescue the deteriorating patient
-delays in the process of care e.g. delays to theatre
-delays in transferring patients to high dependency unit

Inappropriate setting of care

- problems accessing critical care

- medical outliers on surgical wards

-inappropriate admissions from nursing homes. E.g. patients
admitted to hospital for end of life care

Poor medicines management

- antibiotic doses missed

-errors in establishing the medication history of patients on admission
and omission of pre admission drugs

-complications from high risk medications. For example poor control
of opiates and Warfarin,

Hospital acquired infections

- surgical site infections
-central line associated bacteraemia
-ventilator associated pneumonia

Non-clinical issues

-inaccurate coding




Applying systems thinking to mortality:

Crude weekly deaths on SPC chart
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Daily Medical Outliers Blackburn

Special Cause Flag

Blackburn hospitals

Medical outliers vs Mortality
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Length of Stay and Mortality
West Middlesex Hospital

Weekly
average
LOS

Monthly
HSMR
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Commitment of senior leaders is crucial

Quantify the case for change and create will

Develop an implementation plan

— Integrate service improvement staff with clinical governance resources

— Empower front line staff to experiment, innovate and test changes

Make it everybody’s business
— Put it high on the board’s agenda

— Be visible in making safety a priority: ‘safety walk-arounds’




Key findings:

There is no ‘magic bullet’
Leadership is vital to create a safety culture
Local solutions need to be developed by staff and relate to local issues

More deaths can be avoided by designing systems of care delivery to
be reliable than through reducing harmful incidents
— though both are clearly important

Across participating trusts, the average reduction in HSMR was 10%
10% reduction in mortality across England = ~10,000 lives per year

We know it can be done — how do we get it higher on the agenda?



Bradford calendar year hsmrs
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Learning from death: a hospital mortality reduction programme Wright J et al. J R Soc Med 2006;99:04-20.1-6



