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Integration Across 9 Business Units

4 acute care hospitals
— Henry Ford Hospital staffed by Henry Ford Medical Group

— 3 Community hospitals supported by both employed and
private practitioners

= Henry Ford Medical Group

= Henry Ford Physician Network
= Community Care Services

= Behavioral Health Services

= Health Alliance Plan

—
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“The Henry Ford Experience”
7 Pillars of Performance

i Quality & Research & i
People Service ik Growth Eoaren Community = Finance

@ THE HENRY FORD EXPERIENCE
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Operations Focus

n Operations Focus (5 pes)

= How do you design your

work systems? i e — —
- ’_II
= How do you design, e /
manage, and improve = '
your key organizational : _
work processes? e
= What are your health / !m—ml =

care and process mﬂmp

H ~
effectiveness results? \ m I—‘/ /
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Work Systems & Key Processes
Work System & Key Process — Focus on “Each Patient First”

Our Work Is Designed to Serve Each Patient First
Work Systems Key Work Processes Work System/
RoricProcess
— ontinuum o are Requirements
Qutpatient Access to Services
Assessment, Planning and Care

Community Care | | Patient Education, Transition and
Services Care Coordination Safe

Timely
Efficient &

Publication of Research, Effective

» Acquisition of Funding Equitable
Education Patient-

Business & Support Centered

“Each patient and customer is the center of our universe, the
guest in our home, the reason we are here.”




How do we design & Improve?

Continuous
Improvement
& Innovation

o (ot
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HFHS Model for Improvement (MFI)

Employee
Engagement
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d = Debrief and evaluate effectiveness of improvement methads and tools

Customer
Needs &
Engagement

)

To kaizen events . . .

Model for Improvement

Used broadly in our leadership system . . . .

Gtz

R wrsaton CEERD

From designing new worksystems
= HF West Bloomfield Hospital
= Patient-Centered Medical Home
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T(ﬁm Model For Improvement
o Trainin g
= MFI (PDCA & = Lean Training

Change Management) — Henry Ford Production System
— New Leader Academy (2-day class)

— Leader Academy — Lean Boot Camp (1-day class)
— Advanced Leader Academy * Change Management

— Physician Leader Academy — Influencer Model

Influsncer

v

“Just-in-time” Training for Teams
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Designing a New Work System
Patient-Centered Medical Home

Henry Ford Health System GEED) (=D
o SM
Patient-Centered Team Care P e
N\
(]
>3 2 Palliative Care Care Coordination
5O O Home Care for Frail Elderly Specialty Care 4" Floor
S =
BoE
520
a un >
ES S
< = Complex Chronic Disease Care Poly-pharmacy
c £ RN Case Management “Ambulatory Intensivist” Management 3" Floor
J
. . N\
Al Mid-level Provider
[} Shared Medical Clinical Practice Planned Visits .
2 s Guidelines (CPG) S R s
= ; e low-uy
= Appointments Chronic Disease Management Tests completed por (0 2t Minor Ugent Care 2" Floor
T O Preventive Care.
o=
7]
& % Ad d Self-Care
T vance - i
o & Access Kiosk /Web E-Visits Mpa?]‘;ugls::‘i':“ Protocol
= Same Day Access RN Visits Preventive Care Reminders. Management
6 Appointments o e g CPG Reminders Routine Common liness.
= Ve —

4/23/2012



Designing a New Work System
Patient-Center Medical Home

Using Multiple PDCA Cycles Care Innovation

to Redesign a Work System MIPCT | steering Committee
(CMS State)

(5 :
de Standardize all B
0“0\ PGIP operations ™
¥ (BCBSM) &:
5 e-Visits /
Patient Focus OPD Discharge
Groups

Depression
Management

Pilot Locations li
[~ . ——

O —
HEALTH SYSTEM

Chronic Disease Mgt
(Autos, HAR, UAW)

Inventing - R&D Piloting Spreading Fully Deployed

Depression — Impact Model | PCTC RN Care Gestational Diabetes Diabetes Self

in PCTC Management Management Educ.

Childhood Obesity PCTC Tel-Assurance Pediatric MH Special Smoking Intervention

Needs Patients Program

Back Pain for BCBSM Diabetes Support Depression In Primary | Anti-coagulation clinics
Group Facilitation Care

Panel Managers Health Engagement E-Visits Weight Management
Visits

OPD Discharge Process DocSite to OptimEyes E-Messaging Wound Care

DocsSite Performance HAP/HEDIS P4P DocsSite use during visit | Cardiac Rehab

Reports bonus for staff

Quiality Bonus Lipid Clinic _ E-Prescribing

| Clinical Program | | Culture Change | | Process Redesign |

HEALTH SYSTEM
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Key Work Process: Care Delivery
No Harm Campaign

6 Aims CMS & IHI

Initiatives
Strategic
Retreat
Design,
Manage, System
Improve Priority

No

100K Lives Campalgn = 5M Lives Campaign

Process
& Support
Teams

No Harm Campaign: Reduce All Harm by 50%

* Enhance our Culture of Safety = |dentify Top Causes of Harm
* Improve the Quality & Clarity of * Redesign Care to Eliminate Harm
Clinical Communications




Harm is unintended physical injury resulting from or contributed to by medical
care that requires additional monitoring, treatment or hospitalization, or that
results in death whether or not considered preventable.

Medication Procedural |
il Coded BSls \JAntibiotic Stewardship

Hypoglycemia

VAPs \Sepsis

Anticoagulation

Surgical Site
Infections

Sources
of
Harm
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Leveraging our Core Competencies
“Put Everyone to Work”

Efficient Use of Resources

= Public Relations, Human i

Resources, Quality and Safety, co, abor atlon!
Performance Improvement - Ao
partnership o et

= Safety Champion network

= Delegate accountability and build
on existing operational systems

[ &
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HEALTH SYSTEM
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Infrastructure to Share Learnings &
Deploy Improvement

SharePoint Site .
—— System DeS|gn,
ey Quality
= - Forum Man age,
| D — Improve
- = | |

—— Care Innovation No Harm Other Quality

Team Steering Initiatives
Committee Lﬁ g

Sharing metrics;

[ [ ili i Falls &
Building accountability Cuwrechange | | | wedaton | et s

BSI, VAP, SSI, -—"___——""—_

CDiff, UTI OB Harm groceduralliain Glucose

- . (NSQIP System "
(Infetét(l)?;gi%ntrul (OB Collaborative) Collaborative) Ll (CMO Council)

=7 &
Yy
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It's About Process
AND
Culture Change

(Change Management)

—
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Change Management: Creating a
Culture of Safety

Leadership
— Safety rounds

= Training & Awareness
— Human Factors
— Conflict Management

= Simulations

= Communications

— Departmental Safety
Champions (450+)

— Weekly Safety Huddles
— Daily event debriefs

Collaboratives
- ICU, ER, OR, OB

We are over

360 Safety
—‘—-—_________———-'-'-_-
Champions

Engage . . .Innovate . . .Reduce Harm

4/23/2012
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Engage .. .Innovate . . .Reduce Harm

s et
HEALTH SYSTEM e

Culture of Safety Results

2006 - 2010 Comparison of Percent Favorable:
(4 - Agree and 5 - Strongly Agree)
100
90
83 —
8 g 7 79 =
80 76
= 8 -0
70 —
62 50 8
60 -
50
%
40 34
30
20
10
0+ ' L ' ' ;
Mgt actions We are Iwould feel  Lots of nurse Clinical Communication
show safety is encouraged to safeas a doctor disagreements  breakdown
apriority speak up patient here teamwork resolved well leading to care
delays rare
Culture of Safety Question
B2006 ®2008 ®2010 =AHRQ 75th Percentile 2010 =AHRQ 90th Percentile 2010 |

qu.'msvrr:n
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» HFHS Harm Events and Hospital Mortality Rate Trends w
Infection Hi-Risk Med
23 Prevention Management
A F 55 T
22 - } =
Insulin AN X —— Bee 2
21 Protocol | 50 ]
% SSIwork | WHO Surgical 3
= Checklist g
22 1 100K 3
= Lives 45 bl
E 19 Sepsis E
E Protocol =
218 a0 §
a -31% E
17 7
o
‘CMS mortality comparator : I 35 ﬁ
16 - -17%/ 6 years o
2
w
15 - - . - 30
2004 2005 2006 2007 2008 2009 2010 2011
—i—HFHS Mortality —+—HFHS Harm ——-AHRQ Nat'l Safety Index

|

HEALTH SYSTEM

HFHS Combined Harm Rate

Combined Harm Rate HFHS Hospitals by Hospital

Rate per 1000 Days

20 T T T T T T T T T T T T T T T T T T T T T T 1
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Harm Reduction Segmented by Type
; _Infection Related Harm Rate HFHS Hospitals ALL HFHS Hospitals
12 - Procedure Related Harm Rate
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Obstetrical Harm

= OB Bundle (In process) = OB Result (outcome)

Compliance w all expected aspects of HFHS System OB Birth Trauma
care during labor Induction

100%

80%

60%

3 "\\ —a—AHRQ Est. 90%le

25 —e—HFHS ‘7
2 \

20% 15 A L

0% 1
10Q1 10Q2 10Q3 10Q4 11Q1 11Q2 11Q3 11Q4 05 \ /

—e—HFH —&— HFWH —o— HFMH 0
—®—HFWBH  ==—Total

40%

<

Q1 2009
Q2 2009
Q32009
Q4 2009
Q12010
Q2 2010
Q32010
Q42010
Q12011
Q22011
Q32011
Q42011

Compliance w all expected aspects of
care during labor Augmentation
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Quality Pays

Total Cost Per Harm Category

" Harm redUCtion Proccdura]p(z:;:?c:lic:r: S?G?:Z’:M‘Mo
prOduced a $10 mllllon Urinary Infections $5,662,895
variable cost reduction z

over 4 years

Pneumothorax | $340,260
Surgical Site Infections | $280,000

Vent Pneumonias | $190,352

- Over 10 yeal’S, HFHS Mortality Improvementand Malpractice
malpractice expense . Reduction (All System Hospitals)
was cut by 60%, saving
more than $26 million
per year

2.40%

1.60%

Annual Malpractice MS$ (Whole System)

—

o =
HEALTH SYSTEM

Mortality Percent

Looking Forward

= Continue to identify key processes, owners and related
performance measures at all Business Units and in all work
systems

= Develop additional everyday in-process measures and
drive accountability at every level

= Continue to drive standard work — in clinical, administrative,
and management processes

- Better deploy identified best practices across all Business Units and Work Systems
- Leverage our new EMR (EPIC) to drive standard practice

= Leverage our annual Quality Expo to identify and spread
best practices

- Update and share our annual No Harm Report

http://www.henryford.com/noharm

HEALTH SYSTEM
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Panel Discussion

William Conway, MD Sr. VP and CQO, HFHS & CMO, HFH
wconway@hfhs.org

Linda Bargamian Project Manager, Management Services
Ibargam1@hfhs.org

Sharon Harpootlian Director, Medical Informatics
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lyoungl@hfhs.org |

Improvement
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National Best Practice Safety Innovations

HFHS Process

HFHS Outcome

Validation

Perfect Depression Care Model

Up to 180 lives saved from 2002 to
2011

Codman Award (TJC) 2006 Nat'l Suicide
Action Alliance (HHS) 2011

Sepsis Bundle and Deployment

In the last 12 months 211 deaths
prevented

New England Journal of Med., Kaiser, HCA,
others

No Harm Campaign

16,360 fewer harm events over the past
three years

AHA Quest for Quality Award 2010 VHA
Patient Safety Leadership Award 2009

John M. Eisenberg Patient Safety and Quality
Award 2011 (NQF and TJC)

Dialysis Catheter Antibiotic Lock

Prevent 80 catheter infections annually

Nat'l Kidney Foundation of Ml Innovations
Award 2011

NSQIP Execution and
Deployment

1,000 fewer procedural harm events
annually

American College of Surgeons National
Initiative Consultants 2009-2011

Pharmacist Directed
Anticoagulation Service

Out of Range Test Results
Decreased by 80%

CMS Partnership for Patients Best Practice
2009 ASHP Safety Award

HEALTH SYSTEM
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