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FOREWORD
Hospitals and health systems strive to provide high quality care in a safe, timely, 
efficient, effective, equitable and patient-centered manner. The transformative 
changes taking place in health care today foster coordination across the continuum 
of care and collaborative partnerships among providers, patients and families. The 
Missouri Hospital Association, along with hospital leaders, providers and staff, are 
improving quality and safety in Missouri’s hospitals.

MHA’s Aim for Excellence Award recognizes Missouri hospitals’ innovation and 
outcomes related to the Triple Aim. The award is one of several means to highlight 
excellence, disseminate successful models of care and motivate improvement 
throughout Missouri hospitals and health systems. Recognizing different 
community settings and patient populations, the award is divided into three 
categories:

1. critical access and rural hospitals 
2. small and large metropolitan statistical area hospitals
3. care collaboratives or health care systems

This year, 13 applications were submitted. We would like to acknowledge and thank 
our judges from academic and health-related backgrounds, who brought a high 
level of expertise to the evaluation. Based on overall aggregate scores, three MHA-
member organizations were identified as winners, and three were chosen for hon-
orable mention. These six hospitals, along with other high-scoring applicants, have 
agreed to share their quality improvement journeys. 

Health care professionals are encouraged to review the compendium to identify 
best practices and lessons learned, and to recognize peers leading transformational 
improvement. Continued innovation among thought leaders is necessary in this 
rapidly advancing health care environment.

Please note that compendium content is derived from hospital applications and has 
been edited only for grammar and punctuation. In some cases, content has been 
condensed.
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PROJECT DESCRIPTION
This project was commissioned to research, analyze and 
provide recommendations on how to improve workflow 
and processes in the hospital’s Outpatient Clinic (OPC) 
in order to enhance the patient experience, and increase 
efficiency and overall workflow for the clinic. The 
information and data collected assisted the project team in 
recognizing waste in current workflows and processes, and 
establishing improved procedures and practices.

The project team was comprised of a group of six hospital 
staff with various backgrounds, including operations, 
nursing, revenue cycle, informatics and pharmacy. 
Members of the team obtained their Lean Six Sigma Green 
Belt and were able to utilize Lean tools and techniques to 
aid in the project. The project team was able to define the 
project, measure objectives, analyze data collected, provide 
recommendations for improvement and strive to control 
concerns expressed by key stakeholders.

As a critical access hospital, strategies in care delivery have 
continued to morph and develop to provide patients a 
more all-encompassing care experience in their hometown. 
In the last several years, the hospital has increased their 
outpatient services they provide to the community 
tremendously. In 2010, there were 382 clinic visits with  
7 different specialties. In 2017, the clinic almost doubled in 
size with 706 visits across 20 specialties. The physicians that 
staff these clinics travel from various hospitals within the 
KC metro and mid-Missouri area on a weekly or monthly 
basis. With the increase in outpatient clinics and high 
demand for these services in the area, the project team 
began investigating the current workflows and processes in 
place within the OPC. 

PROJECT GOAL
This project aimed to take a further look at the busiest 
clinics, including pain management, orthopedics and 
urology. Each of these clinics had their own set of 
complexities. Many of the patients within these clinics 
will have initial consultations, procedures and follow-up 
appointments. The project team completed unconstructed 
staff interviews, time studies, observations pertaining to 
processes, patient hand-offs, communication, etc., data 
analysis of reports and review of patient satisfaction scores 
for the clinic. The qualitative and quantitative information 
gathered during this project was used to modify current, 
or implement new, standardized processes to establish 
workflows that will optimize clinic and physician time, 
increase efficiency and provide the highest quality of 
patient experience. 

IMPROVEMENT STRATEGY
Subsequent to data collection, the team was able to analyze 
and provide statistical and observational data to the OPC 
staff regarding their initial concerns. Major findings of this 
study were: 
 •  patient satisfaction scores for the clinic were at 89.5% 

overall, falling below the goal of at least 93%; 
 • per patient comments and staff perception, there were 

excessive steps in the clinic workflow; 
 • 61% of patients seeing orthopedics, pain or urology had 

to go to the lab or radiology after initial registration; 
 • significant amounts of non-value added time during 

patient’s visit; 
 • lack of consistency and standardization in clinic work-

flow and processes. 

CONTACT: 

Breanna Bredehoeft
Director of Operations 

breannab@ccmhospital.org

Care Coordination — Critical Access and Rural Hospitals
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RESULTS
After analysis was performed, the team was able to present 
findings to the clinic staff and key stakeholders. From 
findings, the project team and stakeholders brainstormed 
recommendations to address concerns and mitigate 
problems. These recommendations included hiring a 
phlebotomist to work in the clinic to aid in drawing labs 
and taking specimens to the laboratory, staffing radiology 
with a portable X-ray machine on orthopedic clinic days, 
ensuring adequate staffing for clinic days, assigning a nurse 
to specified clinics to improve workflow and relationships 
with physicians, scheduling walk-ins and nursing visits for 
non-busy clinic times, and providing clinic environment 
and IT updates to help support clinical staff. 

LESSONS LEARNED
Many lessons were learned during the OPC project. 
These lessons learned included gaining staff buy-in at 
the inception of the project to ensure success, realizing 
limitations due to varying schedules with project team and 
clinic schedules, and maintaining strong communications 
with all interested parties in order to be transparent and set 
groundwork for future project success. 

With numerous key players within the project, 
successful implementation of recommendations requires 
standardization, effective communication and stakeholder 
buy-in. Overall, the findings in this study proved the 
labyrinthine operations of a critical access hospital, but 
with provided recommendations, the project team hoped 
to gain control of the established concerns within the clinic 
and obtain goals to provide high quality patient care to 
patients in the community. 

APPENDIX 
(Up to five pages) 

(This section does not count in the application narrative total number of pages.) 
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Care Coordination — Critical Access and Rural Hospitals

PROJECT DESCRIPTION
Using the Centers for Medicare & Medicaid Services 
guidelines for Transitional Care Management services 
to provide post-discharge support to the organization’s 
primary care provider’s patients discharged from an acute 
medical inpatient stay.

PROJECT GOAL
Contact 70% of eligible patients within 48 business hours 
of discharge from an acute medical inpatient stay to verify 
that follow-up appointments have been scheduled and new 
medications obtained, and to inquire on the patient’s health 
status. 

IMPROVEMENT STRATEGY
Utilizing discharge reports from the acute care hospital, 
patients discharged from a medical inpatient stay will be 
contacted and have their needs assessed. Patients without 
follow-up appointments will be scheduled within an 
appropriate timeframe related to the complexity of the 
medical needs. Appointments will be patient-centered, 
scheduled at times that meet the patient’s availability, 
when at all possible. Medication reconciliation will begin 
during the initial communication with an emphasis 
on verifying that new medications were obtained and 
verifying the patient’s compliance with their new and 
existing medications. Patient’s needs for services will be 
assessed during the initial communication with emphasis 
on restarting any service that the patient had prior to their 
admission. Examples of services include home health, 
meals on wheels, durable medical equipment deliveries, 
etc. The patient’s knowledge of their disease process and 
when to contact their provider’s office will be assessed. 
The patient will be educated about “warning signs” and 
when to call their provider versus going to an emergency 
department or calling 911. The goal is for the patient to 
have communication with their provider when their illness 
is in the early stage of progression and avoid readmittance 
to the hospital. 

RESULTS
From Jan. 1, 2018, until Dec. 31, 2018, more than  
90% of eligible patients were contacted within the first  
48 hours after discharge from the acute care hospital. The 
communication goal was met and exceeded. Another very 
positive outcome was seen as a result of these contacts. 
With no changes occurring in the admission or discharge 
processes of the acute care hospital, the implementation 
of Transitional Care Management services within the 
organization’s primary care provider’s medical practice 
resulted in an 8.2% reduction in the readmission of patients 
who receive care in the practice.

LESSONS LEARNED
Communications occurring early in the first days after 
a discharge from an acute care hospital have a positive 
impact on the safety and health outcomes of patients. 
Achieving positive results requires a significant amount 
of time from dedicated clinical staff. Accommodating the 
large volume of eligible patients and delivering a high level 
of care required the allocation of a full-time licensed nurse 
to complete the Transitional Care Management services. 

WINNER

HONORABLE
MENTION

CONTACT: 

Tina Jones
Director, Quality 

tajones@gvmh.org
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Care Coordination — Critical Access and Rural Hospitals

PROJECT DESCRIPTION
An interdisciplinary Transitions of Care team was 
established in April 2018 to improve the discharge process; 
enhance communication between patients, health care 
providers and other caregivers; and reduce the likelihood 
of readmission within 30 days. The team included the 
Care Coordinator, nursing staff, ancillary departments, 
Home Health, primary care clinics and physicians, and 
a local pharmacy. The team aims to provide education 
to overcome barriers prior to discharge and provide 
post-discharge, patient-specific follow-up care at various 
intervals based on a risk-adjusted assessment performed 
upon admission. 

PROJECT GOAL
1.  Reduce hospital inpatient 30-day readmission rate to 

below 5%.

2.  Increase HCAHPS care transition scores to >3.5 on a 4.0 
scale.

3.  Increase HCAHPS communication about medicine 
scores to >3.7 on a 4.0 scale.

IMPROVEMENT STRATEGY
Prior to the project implementation, a registered nurse 
printed discharge instructions and provided any needed 
instructions before the patient returned home. However, 
many readmitted patients did not understand new 
medication regimens, were unable to get to the pharmacy 
to get new medications, or did not understand follow-
up care. Patients discharged to long-term care facilities 
frequently had complications related to gaps in nurse-to-
nurse hand-offs, medication changes or communication 
with physicians. The improvement strategy involved the 
following components:

 • At admission, an R.N. completes the LACE index tool to 
assess a patient’s risk of readmission.

 • Newly prescribed medications can be delivered to the 
bedside prior to discharge. This partnership with a local 
pharmacy is convenient for the patient, and provides an 
opportunity for additional education and instructions 
about medications. 

 • The Care Coordinator calls the patient within 72 hours 
to help identify any areas of concern, clarify any con-
fusion, and confirm any follow-up appointments with 
primary care providers or specialists.

 • All patients can receive a complimentary home visit 
from a nurse within 72 hours of discharge. 

RESULTS
Forty percent of all patients discharged to home received 
a complimentary nurse home visit, and the Care 
Coordination nurse attempted 100% of follow-up by phone 
call. The readmission rate remained below the annual target 
of 5% for 2018 and for the first quarter of 2019. HCAHPS 
care transition scores averaged 3.5. The communication 
about medicines score averaged 3.6 for 2018, just below the 
target. Overall patient satisfaction for 2018 averaged 9.0 on 
a 10.0 scale. 

CONTACT: 

Amy Pickren
Director of Inpatient  
and Quality Management 

apickren@hcchospital.org
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LESSONS LEARNED
Some patients discharged to home refused home visits 
or follow-up phone calls. Beginning in April 2019, all 
patients, including those discharging to home who refuse 
post-discharge care, received updated personal medication 
cards prior to discharge. The cards include new or current 
medication regimens, doses, changes and last doses taken. 
The Care Coordinator uses teach-back methods to ensure 
patients understand all discharge instructions.



Clinical Excellence 
CARE COLLABORATIVE OR 

HEALTH SYSTEM

for 



14

Clinical Excellence — Care Collaborative or Health System

PROJECT DESCRIPTION
Reaching adequate SEP-1 bundle adherence has continued 
to elude most health care providers. The Missouri average 
for compliance is only 48% and the top 10% of hospitals 
across the country are only able to achieve about 85.8% 
success rate.3, 4 The criteria, though simple, proves to be a 
moving target that complicates workflow. Despite the com-
plexity of the measures, they can be summarized into very 
straight-forward actions. The process relies heavily on our 
ability to monitor patients across the health system via our 
virtual services, and leverages the Electronic Medical Record 
(EMR) in several ways to facilitate communication of the 
patient’s progress, ultimately improving sepsis bundle com-
pliance and having a positive impact on patient outcomes. 

PROJECT GOAL
Our goal was to improve the quality of care and patient 
experience across the system for the sepsis patient 
population. The initial approach focused on improved 
compliance to the CMS SEP-1 Sepsis bundle as an effort 
to improve communication and standardize the approach 
to care across the system. This would allow us to better 
implement evidence-based care and improve the overall 
workflow, and support increased communication among 
care teams. Our approach involved the use of a novel virtual 
sepsis monitoring team, improvements in the standard order 
sets used to initiate care, extensive co-worker education, 
and improvements to the tools available in the EMR to track 
and monitor patient progress. With some of our facilities 
reporting monthly SEP-1 adherence rates below 10% and an 
overall system compliance rate of 30% in calendar year 2017, 
we set our initial SEP-1 compliance goal at 65%. 

IMPROVEMENT STRATEGY
Sepsis is one of the deadliest and most costly conditions 
worldwide. Nearly 250,000 Americans die from sepsis  
each year accounting for 1 in 3 in-hospital deaths.1 The 
SEP-1 bundle guidelines provided by CMS were developed 

in cooperation with the Surviving Sepsis Campaign to 
establish standards designed to provide guidelines for the early 
identification of severe sepsis allowing providers to initiate 
early goal-directed therapy. By listening to the caregivers 
across the health system, we determined that the initial work 
had to focus on improved communication and surveillance 
of our patients. This work led to the creation of a novel virtual 
sepsis process, which allowed for improved centralized 
monitoring of the health system’s patients throughout their 
inpatient stays, while effectively communicating the patient’s 
progress to the bedside provider allowing them to focus solely 
on the care of the patient. Improvements within the EMR, 
such as the development of a timer and status report, reflect 
the progression through the sepsis bundle. Finally, improved 
order sets that allow the providers immediate access to the 
orders they need to manage the patient’s care.  

RESULTS
The key measure for this work is compliance to the CMS 
SEP-1 sepsis bundles. This information is publicly reported 
and stands as a measure of quality of sepsis care. The national 
average for compliance to the sepsis bundle is approximately 
56.2%.4 Facilities in our system were underperforming in this 
area, with monthly adherence rates as low as 9%. Through this 
effort we have been able to achieve multiple individual facility 
monthly averages as high as 75% with an overall system aver-
age of greater than 56% across 12 facilities. 

LESSONS LEARNED
The key lesson learned through this project is that com-
plete and transparent communication is required to achieve 
success. This communication begins at the bedside, must 
be accurately documented in the patient’s record, diligently 
monitored by the team, and fully supported by leadership 
to reach the goal. Leveraging a centralized virtual sepsis re-
sponse team was fundamental to the success of our program. 
Once the project is given the priority and scope necessary, 
the expert care team and the technology can come together 
to produce a successful process. 

WINNER

HONORABLE
MENTION

CONTACT: 

Andrew Eilers
Sr. Managing Consultant 

Andrew.Eilers@mercy.net
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(This section does not count in the application narrative total number of pages.) 
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Clinical Excellence — Care Collaborative or Health System

PROJECT DESCRIPTION
Decreasing hospital-acquired C. difficile infections 
associated with inappropriate testing.

PROJECT GOAL
To identify and implement processes to reduce hospital-
acquired C. difficile infections by 20-25% as defined by 
CDC’s National Healthcare Safety Network by December 
2018.

IMPROVEMENT STRATEGY
Building on extensive improvement work done to reduce 
hospital-acquired C. difficile infections, we conducted a 
case review of all hospital-acquired C. difficile infections 
between January and August 2017 from four acute care 
hospitals to isolate and examine primary factors for 
testing resulting in a hospital-acquired infection. We 
sought to systematically apply the C. difficile testing 
criteria published in the 2017 IDSA/SHEA guidelines for 
hospitalized patients based on the presence of diarrhea 
and the absence of laxative use, and instituted a hard-stop 
lab rejection process for specimens that failed to meet the 
testing criteria. Our two-pronged improvement strategy to 
avoid unnecessary testing implemented in late November 
2017 included: 1) an electronic health record provider alert 
to notify clinicians at the time of test ordering when testing 
criteria was not met and, if they chose to proceed with an 
order; 2) an electronic health record lab report to facilitate 
lab-based rejection of samples when testing criteria was 
not met.

RESULTS
The intervention demonstrated a 40% reduction of 
hospital-acquired C. difficile infections by the end of 
December 2017, but leveled off to a combined 30% 
reduction across the health system by December 2018.

LESSONS LEARNED
Communication strategies are equally as important as the 
implementation strategies to change culture. A narrated 
and standardized PowerPoint defining the problem and 
intervention for all clinical groups was used to inform 
the health care teams and was reinforced with colorful 
decision-level flowcharts. Given the complex and variable 
clinical decisions for C. difficile infection testing, multiple 
approaches were needed, including broad and consistent 
communication efforts, utilizing the electronic health 
record provider alerts and lab report to facilitate lab-based 
rejections of specimens not meeting the testing criteria. 
With this multi-prong strategy, implementation of our 
intervention was able to positively influence the human 
factors associated with the clinical decisions.

WINNER

HONORABLE
MENTION

CONTACT: 

Ginny Boos
Director of  
Infection Prevention 

vboos@saint-lukes.org
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Clinical Excellence — Small and Large Metropolitan Hospitals 

PROJECT DESCRIPTION
Research suggests that 2-5% of patients who undergo an 
inpatient surgery will develop a surgical site infection and 
up to 60% of them are preventable by using evidence-based 
guidelines (Anderson, et. al., 2014). The development of 
an SSI places a patient at 2-11 times higher risk of mor-
tality when compared to those who do not develop an SSI 
(Anderson, et. al., 2014). Billions of dollars are spent annual-
ly on providing additional care to patients with preventable 
SSIs. In 2016, we set out on a journey to mitigate the occur-
rence of SSIs through a systemwide initiative of research and 
process improvement. As a Lean Thinking organization that 
strives each day to provide the highest quality care at the 
lowest cost to our customers, we challenged the status quo 
by further reducing our 2015 overall SSI rate of 0.75%. While 
we were already well below the national average, we knew 
there was more to be done to improve patient outcomes, cost 
and experience.  

PROJECT GOAL
The primary goal of this project was to achieve a 50% reduc-
tion in the baseline rates for surgical site overall, deep and 
MRSA infections. Our long-term goal in active pursuit is to 
achieve top decile performance by reaching zero SSIs.  

IMPROVEMENT STRATEGY
Utilizing both the lean DMAIC (Define, Measure, Analyze, 
Improve & Control) process as well as Apparent Cause 
Analysis (ACA), we set out to define who was experiencing 
SSIs and why. We collected data measurements for analysis 
followed by the use of statistical tools to determine the areas 
of opportunity. One approach to our analysis included the 
performance of ACA with stakeholders to determine po-
tential causes for the infections. Opportunities we identified 
were hand hygiene, environmental cleaning, antimicrobial 
administration, as well as patient education and support. 
Our multidisciplinary team collaboratively developed im-
provement strategies for implementation and sustainment 
or control of those improvements. The prevention of SSIs is 
increasingly important as the number of surgical procedures 
performed in the United States continues to rise. 

RESULTS
Our improvement efforts yielded a 45.3% improvement in 
SSIs overall — 43.2% improvement in all deep SSIs, and a 
78% improvement in MRSA SSIs for the cardiovascular, 
neurosurgical, and orthopedic populations from calendar 
year 2015 to calendar year 2018.  

LESSONS LEARNED
The most significant positive lesson learned was the impor-
tance of communication between colleagues in all areas of 
patient care, as well as patient involvement. Because there 
are many factors that increase the patient’s risk of SSI along 
the surgical pathway, engaging everyone involved, includ-
ing the patient, is crucial. Effective SSI prevention clearly 
extends beyond the confines of the operating room. Increas-
ing patient participation in their care emphasizes the idea 
that health care is a shared responsibility. In our co-design 
approach, providing communication back to colleagues and 
patients displaying the fruits of their labor, and engagement 
solidified our relationship as benefiting the lives of those we 
serve while keeping our mission at the forefront. 

WINNER

HONORABLE
MENTION

CONTACT: 

Leigh-Ann White
Director of  
Quality & Performance  
Improvement 

lwhite@sfmc.net

Graph C: 
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Clinical Excellence — Small and Large Metropolitan Hospitals 

PROJECT DESCRIPTION
The alignment of our facility with the CMS sepsis quality 
measure to improve care started in the spring of 2015. 
The need for improvement stimulated the formation 
of a multidisciplinary team established through the 
Performance Improvement Committee. The initiative 
was collaboratively supported by team members from 
ICU, Pharmacy, Laboratory, ED, CMO and an executive 
champion. The goal was to improve patient care, reduce 
subsequent mortalities through early recognition and 
treatment, and improve the financial impact of sepsis. 
Work was initiated by reviewing many best practice process 
improvements, but with little traction gained. Our sepsis 
accomplishments averaged a 14% success rate. The national 
benchmark, at that time, was 37%. 

In the fall of 2017, we enrolled in the HIIN 2.0 Sepsis 
Immersion Project. The team was quick to recognize the 
benefits of said project. (Team member turnover and gaps in 
executive leadership had proven to be roadblocks up to that 
time.)  

PROJECT GOAL
With the sepsis team comprised of many new members, 
best practice action items and plans were put into place. 
The project goal remained the same: saving more lives by 
improving care through alignment with the CMS sepsis 
measure bundles. With our past rate at 14% and the national 
average at 37%, we set our goal at improving to at least 
the national average. The national benchmark increased 
mid-project to 49%. The ability to participate in a real-time 
network through the HIIN allowed access to new resources 
trialed by other facilities, and stimulated a rejuvenation for 
re-deploying previously attempted methods. 

IMPROVEMENT STRATEGY
The team prioritized and decided to focus on the ED process 
for improvement, where we had found through audits that 
90% of severe sepsis cases presented or developed. Time 
Zero (time when all elements of severe sepsis have presented 
and start the treatment clock, per CMS) became the focus 
area. We would equip the ED physicians with the skill set 
and knowledge to recognize when patients were at Time 
Zero and to document it. Increasing knowledge provided 
everyone crucial awareness of the timelines involved with 
the 3-hour and 6-hour measure bundles. Chart auditing 
was increased from the CMS-required minimum of 20% 
to 40%, and direct feedback was provided on each case 
regardless of case performance or outcomes. Dissemination 
of every sepsis mortality and post-operative sepsis case was 
performed and reviewed by the team.   

RESULTS
The HIIN 2.0 Sepsis Immersion period was from November 
2017 through September 2018. Over this period of time, we 
saw a 285% improvement (from 14% to 54%) in measure 
performance, surpassing our original goal of 49% (then 
current national benchmark). As an added bonus, post-
operative sepsis mortality decreased by 68%, during this 
project. 

LESSONS LEARNED: 
Consistent support and leadership on all levels is crucial. 
Without it, implementation of change is not successful. 
Education and feedback are key. In the sustainment phase, 
the project will continue and expand to the hospitalists. The 
implementation of disseminating sepsis readmissions, eICU 
(remote physicians able to monitor patients via camera and 
access the medical record), Rapid Response rounding on 
sepsis patients, sepsis alerting within the electronic medical 
record, and continued partnership and engagement of 
medical providers (in-house and communitywide) will be 
key in sustaining our efforts.

WINNER

HONORABLE
MENTION

CONTACT: 

Regina Moore
Clinical Quality Analyst 

regmoore@sehealth.org
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Clinical Excellence — Small and Large Metropolitan Hospitals 

PROJECT DESCRIPTION
Our hospital recognized an opportunity to improve patient 
outcomes and decrease mortality of patients with sepsis 
by optimizing sepsis care. In order to improve compliance 
with the Centers for Medicare & Medicaid Services sepsis 
treatment bundle, our team needed to have a better under-
standing of each step involved in the 3- and 6-hour bundle 
elements. We assessed our current processes, identified gaps 
and worked as a team to bridge those gaps to provide best 
practice standards of care for sepsis patients in our hospital.

PROJECT GOAL
Our goal was to increase CMS Core Measure SEP-1 Sepsis 
bundle compliance to >50%, reduce average length-of-stay 
(ALOS), mortality and readmissions. 

IMPROVEMENT STRATEGY
The sepsis multidisciplinary team was chartered by hospital 
leadership. The multidisciplinary team included representa-
tion from the emergency department, nursing (intensive care 
and medical units), physician champions (ED, critical care, 
hospitalist), pharmacy, clinical educator, care management, 
medical documentation specialist, virtual partner, finance 
and quality. Rapid cycle change strategies (listed below) were 
key to the improvements achieved. 
 • analysis of bundle compliance, ALOS, mortality rates, 

readmissions and direct cost-per-case 
 • collaboration with our virtual partner to improve the 

care of patients with severe sepsis and septic shock 
 • revised our inpatient sepsis protocol, ED flowchart and 

sepsis order set
 • frequent and ongoing education and communication to 

providers and nursing 
 • patient hand-offs between the ED, intensive care units 

and medical nursing units to ensure continuity of care
 • badge buddies with time zero definition (criteria A, B and 

C) and antibiotic selection were created and distributed 
 • critical care coordinator (CCC) position was trialed and 

after success with increasing compliance with the sepsis 
bundle — approval for the position was acquired 

 • Sepsis Rapid Response Team created to ensure early 
identification and treatment of sepsis patients, specifi-
cally timely collection of lactic acid and blood cultures 

 • electronic health record – development of a sepsis 
bundle status report and tracker that allows commu-
nication to optimize the ability to focus on necessary 
patient care while ensuring sepsis bundle compliance 

 • efforts to increase utilization of sepsis pathway 

RESULTS
Baseline 12/17 CMS abstracted bundle compliance was 
7% (national average was 49%). After implementation 
of interventions, bundle compliance increased to 60% in 
12/18. A pilot of the CCC position showed 82% bundle 
compliance over a two-week period. Our hospital has re-
alized an increase in identification of sepsis without organ 
dysfunction and a decrease in the volume of severe sepsis 
and septic shock patients. We are recognizing sepsis earlier 
and intervening to prevent those patients from progressing 
to severe sepsis and septic shock. The average length-of-
stay for patients in DRG 871 (Septicemia or severe sepsis 
without mechanical ventilation > 96 hours with MCC) has 
decreased by 0.99 days and total direct cost-per-case has 
decreased by $1,511 when comparing fiscal year 2018 to 
February 2019. The 30-day mortality rate has decreased 
from a high of 25% in 10/17 to a low of 16% in 2 of the last 
3 months (12/18, 2/19). 

LESSONS LEARNED
Multidisciplinary team collaboration with motivated team 
members is essential for success. We needed to understand 
current state in order to identify and bridge gaps to best 
practice. We set clear expectations for action items with 
assigned owners and dates for completion. We reviewed 
missed opportunities with the sepsis bundle to identify 
contributing factors (process, system and individual). Fre-
quent and ongoing education is necessary, which includes 
the “why” behind the process.

CONTACT: 

Diana Henderson
Executive Director -  
Quality Management
 
Diana.Henderson@Mercy.Net

MERCY HOSPITAL SPRINGFIELD
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Benchmarks from Hospital Compare preview report 4/26/19:

Total direct cost per case decreased by $1,511 (comparing FY18 = $6,744 to February 2019 = $5,233)

Average length of stay (ALOS) decreased by 0.99 days (comparing FY18 = 6.71 to February 2019 = 5.72)
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Clinical Excellence — Small and Large Metropolitan Hospitals 

PROJECT DESCRIPTION
This project involved designing a more patient-centric, 
coordinated approach to post-discharge care for patients 
undergoing a total joint replacement procedure. The 
objective was to ensure that patients were involved in the 
discharge planning process prior to their hospital admis-
sion, that the discharge setting was determined based on 
the needs of each individual patient and that, if applicable, 
transitions to the next level of care took place in a timely, 
yet safe, manner. 

PROJECT GOAL
 • work with the patients to set their post-discharge 

expectations
 • achieve discharge disposition patterns representative of 

national and regional benchmarks
 • optimize the length of stay for those patients discharged 

to a skilled nursing facility
 • maintain, if not improve, high quality clinical outcomes 

and patient satisfaction

IMPROVEMENT STRATEGY
Our overarching strategy was to include the patient and 
all personnel who interact with the patient pre-surgery, 
during the hospital stay and after discharge, in designing 
a more coordinated discharge plan and recovery process. 
Using evidence-based resources, we developed criteria 
for use in determining the most appropriate discharge 
setting for each patient and criteria to indicate they were 
ready to move on to the next level of care. We developed 
educational tools and checklists that were provided to 
the patients by the physician’s office so the patient would 
know what to expect, and could plan and prepare for 
their surgery and recovery. Working with regional skilled 
nursing facilities, home health agencies and outpatient 
therapy providers, we set expectations and criteria-based 
processes for their use in caring for our total joint 
replacement patients. We met with each orthopedic 
surgeon and their office staff, as well as our pre-anesthe-
sia clinic, to ensure they all were on board with our new 
discharge planning process, and asked them to help rein-
force the initiative’s objectives and educational messages 
when communicating with patients contemplating a total 
joint replacement procedure.

RESULTS
 • increased the percent of patients discharged directly 

to outpatient therapy from <1% to 46%
 • decreased the percent of patients discharged to a 

skilled nursing facility from 29% to 15%
 • decreased the length of stay for patients discharged to 

a skilled nursing facility from 17 to 11 days
 • readmission rates remained below the national 

average of 4% and below our goal of 3%
 • functional outcome scores (HOOS/KOOS Jr.) 

improved by 10 to 12 points
 • overall and transitions of care patient satisfaction 

results remained above the Press Ganey 80th 
percentile 

Discharge Disposition Trends

CONTACT: 

Tamara Strand
Director,  
Clinical Performance  
Improvement 

tami.strand@stlukes-stl.com

ST. LUKE'S HOSPITAL — CHESTERFIELD
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LESSONS LEARNED
The most important lesson we learned is that you need to 
engage ALL stakeholders in a process, not just those closest 
to the process, and you need to engage them continuous-
ly and provide feedback on the project results in order to 
achieve and sustain the project goals. We also learned that 
there is no substitute for face-to-face communication when 
trying to engage stakeholders in a process improvement 
initiative. Taking the time to sit down and discuss the 
initiative not only allows stakeholders to identify potential 
barriers, but also demonstrates the importance and the 
organization’s commitment to the initiative.

Discharge Disposition Results by Physician for 1Q2019

National and Regional Discharge Disposition Trends 

Skilled Nursing Facility Length-of-Stay Trends

30-Day Readmission Rates

Functional Outcomes (HOOS/KOOS Jr.) Scores 

HCAHPS Patient Experience Top Box Scores

Discharge 
Disposition

National 
Baseline National 2017 National 2018

Home Self Care 28% 37% 39%

Home Health 36% 39% 38%

SNF 30% 19% 18%

30-day 
Readmission 

Rates 1Q2016 2017 2018

Facility 1.3% 2.2% 1.8%

Functional Outcomes 
Improvement 1Q16 2017 2018

Pre-surgical average score NA 13 14

9 month post-surgery  
average score NA 3 2

Score improvement  
(decrease in score) NA 10 12

Question
Top Box 
Answers 2016 2017 2018

2018 
percentile*

Overall Rating 9 or 10 87% 88% 86% 83

Would 
Recommend

Definitely 
Yes 89% 91% 88% 84

Care Transitions Always 64% 70% 67% 81

SNF LOS 
Baseline  

2012-2014 CJR 3Q16 - 4Q18

Facility 17 days 11 days

CJR Peer 17 days 13 days

Discharge 
Disposition

Regional 
Baseline Regional 2017 Regional 2018

Home Self Care 37% 52% 56%

Home Health 27% 27% 23%

SNF 30% 18% 17%

Note: Lower score indicates higher/better functioning
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CONTACT: 

Lori Bishop
Director of Nursing,  
Quality and Clinical  
Services 

lori.bishop@mymlc.com

Clinical Excellence — Critical Access and Rural Hospitals 

PROJECT DESCRIPTION
Our organization recognized total harm reduction as 
a pertinent and pivotal safety issue for the patients we 
served, in 2017. In preceding years, we had focused on 
specific individual measures which contributed to the 
reduction goal. Movement was noted in each individual 
area we focused on, but other areas would “drift” or not 
move without direct focus. It became apparent that we 
needed to focus on changing the culture and the mindset 
of our teams. It was apparent that to be a highly reliable 
safety organization with hardwired practices, we needed 
to emphasize the importance of harm prevention overall 
and the trust we could build with patients and families 
through the realization of this goal. The overall aim of 
the organization became a meaningful change in practice 
that would translate to our patients and their families. 
Encouraging our staff to own the processes and the 
environment, as well as our reputation for safety became 
the goal.

PROJECT GOAL
Reduce total patient harms by 50% from a baseline of  
10 patient harms or 14.45 harms per 1,000 patient 
discharges and sustain a decrease over time, with an initial 
goal of twelve months. Focus on becoming a highly reliable 
safety organization with a hardwired safety culture using 
evidence-based practices and socio-adaptive techniques 
to improve outcomes while, reducing and preventing 
unnecessary patient suffering.

IMPROVEMENT STRATEGY
The safety committee and its multidisciplinary team with 
representation from environmental services, outpatient, 
clinics, lab, radiology, dietary, surgery, nursing, infection 
prevention, maintenance, pharmacy, administration and 
disaster prep were tasked with the oversight. The team de-
veloped an action plan, overseeing implementation of the 
plan and hardwiring the interventions, ideas and assess-
ments as common practice in the organization. Consistent 
communication of results, assessment of data, intervention 
implementations, feedback loops, innovative teaching and 
rapid PDSA cycles were a priority for the team.

Strategies included:
 • participation in the HIIN program through MHA to 

access proven strategies, tools, mentorships and idea 
sharing among peers

 • utilization of proven reduction toolkits with effective 
hardwiring in the EHR

 • communication of current results to employees on a 
routine basis with consistency of definitions

 • education of providers, staff and community partners 
on reduction strategies and population-specific man-
agement goals in innovative and meaningful ways 

 • continuous review of processes and data, including root 
cause analysis, employing rapid PDSA cycles

 • feedback on all harms through pertinent committees 
and medical directors 

RESULTS
With the employment of the strategies mentioned and 
commitment from administration through the front-line 
staff and service areas, we have been able to decrease to  
2 total patient harms for the past 12 months or 3.51 harms 
per 1,000 patient discharges. This translates to a  
75% reduction in harm and suffering for our patients  
and the families who support them. 

WINNER

HONORABLE
MENTION

MOSAIC MEDICAL CENTER — ALBANY
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LESSONS LEARNED
Many lessons were identified with the following identified 
as the priority learnings:
 • Education is not “one size fits all,” everyone learns 

differently and must be met where they are, if you hope 
to engage everyone across the organization and care 
teams and get dedicated “buy-in.” 

 • Data sharing should be concise and consistent in its 
definition. Limit elements to the most important and fo-
cus on the overarching goal. Sharing too much informa-
tion becomes overwhelming and staff will lose interest. 

 • If you wish to attain and maintain a culture of safety 
and high reliability, continued education, reinforcement 
of the priority and modeled behavior must be part of 
everyday operations and interactions.
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ABBREVIATIONS LEGEND 
ACA Apparent Causes Analysis — A straightforward 

analytical approach used to identify obvious causes 
based on the facts pertaining to the incident.

ACH Acute Care Hospital
AHRQ Agency for Healthcare Research and Quality — One 

of 12 agencies within the United States Department 
of Health and Human Services. AHRQ is the lead 
Federal agency charged with improving the safety 
and quality of America’s health care system. AHRQ 
develops the knowledge, tools and data needed 
to help Americans, health care professionals, and 
policymakers make informed health decisions. 
AHRQ works with HHS and other partners to make 
sure that the evidence is understood and used in 
an effort to achieve the goals of better care, smarter 
spending and healthier people.

APIC Association for Professionals in Infection Control 
and Epidemiology

APRN Advanced Practice Registered Nurse
CAUTI Catheter-Associated Urinary Tract Infection
CC Care Coordinator
CCM Chronic Care Management
CDC Centers for Disease Control and Prevention
CHF Congestive Heart Failure
CJR Medicare’s Comprehensive Joint Replacement 

Bundled Payment Program. This program bundles 
payment and encourages coordination of care 
for total joint replacement patients from hospital 
admission through 90-days post-hospital discharge.

CLABSI Central Line-Associated Bloodstream Infection
CMS Centers for Medicare & Medicaid Services
COWS Computer on Wheels
DC Discharge
DC’d Discharged
DCs Discharges
DMAIC Define, Measure, Analyze, Improve and Control — 

data-driven improvement cycle used for improving, 
optimizing and stabilizing business processes and 
designs, and a core tool used to drive Six Sigma 
projects.

EHR Electronic Health Record
EMR Electronic Medical Record
EMS Emergency Medical System
F/U Follow-Up
FMEA  Failure Modes Effects Analysis
FTE Full-Time Employee
HAI Healthcare-Associated Infection — An infection 

which results from medical care.

HCAHPS Hospital Consumer Assessment of Healthcare 
Providers and Systems — Patient experience survey 
where results often are presented in terms of the 
“top box” score. (The top box score is the percent 
of patients answering the most favorable response 
option or who answered a 9 or 10 on an answer scale 
of 1-10.)

HH Home Health
HIIN Hospital Improvement Innovation Network
HRET Health Research and Educational Trust
IHI Institute for Healthcare Improvement 
LPN Licensed Practical Nurse
MDM Medical Decision-Making
MHA Missouri Hospital Association
NAHQ  National Association for Healthcare Quality
NHSN National Healthcare Safety Network — Secure, 

Internet-based surveillance system that expands and 
integrates patient and health care personnel safety 
surveillance systems managed by the Division of 
Healthcare Quality Promotion at the COC.

PATOS Present at the Time of Surgery — A modifier to 
identify patients who enter the operating room with 
evidence or suspicion of an existing infection at the 
surgical site.

PCP Primary Care Provider
PDCA Plan-Do-Check-Adjust
PDSA Plan-Do-Study-Act — A reiterative approach to 

process improvement.
PEC Physician’s Excellence Committee — A select group 

of physicians who review cases presented regarding 
quality issues in patient care, case by case.

RN Registered Nurse
SBAR Situation, Background, Assessment, 

Recommendation — Provides a framework for 
communication between health care team members.

SIR Standardized Infection Ratio — A summary measure 
used to track healthcare-associated infections at a 
national, state or local level over time.

SNF Skilled Nursing Facility
SO Strategic Objective
SSI Surgical Site Infection — A surgical site infection is 

an infection that occurs after surgery in the part of 
the body where the surgery took place. Surgical site 
infections can sometimes be superficial infections 
involving the skin only. Other surgical site infections 
are more serious and can involve tissues under the 
skin, organs or implanted material.

TCM Transitional Care Management
TST Targeted Solution Tool
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DEFINITIONS LEGEND
Avera — eICU company utilized for care and quality reports

Badge Buddies — reference card that attaches to ID badge 
holder

Baseline Time Period — baseline (or pre-project) data was 
January – March 2016 unless otherwise indicated

Bottleneck — work stage that gets more work requests than 
it can process at its maximum throughput capacity, causing 
an interruption to the flow of work and delays across the 
production process

Care Discovery Quality Measures — web-based data 
abstraction tool used for quality reports of sepsis measures

CMS Core Measure SEP-1 — sepsis core measure involving 
minimum sets of actions required by 3-hour and 6-hour time 
points after a patient reaches severe sepsis or septic shock

Criteria A — suspected source of infection

Criteria B — SIR criteria 

Criteria C — organ dysfunction

Deep Surgical Site Infection — infection that occurs after 
surgery in the part of the body where the surgery took place 
beneath the incision area in muscle and the tissues surrounding 
the muscles

Discharge Disposition — setting to which a patient is sent at the 
time of discharge from the hospital (examples include: home/
self care, home with home health services or a skilled nursing 
facility — total joint replacement patients discharged to home/
self care would be followed by outpatient physical therapy.

eICU — remote physician with camera access to patient who 
can access and document in the electronic medical record 
(orders and progress notes) 

Fall Risk Assessment Tool — tool used by health care facilities 
to assess a patient’s level of probability to fall (usually embedded 
in the EHR) and then employee-specific interventions based on 
the level of probability to prevent all falls

HOOS/KOOS Jr. Functional Status Survey — an abbreviated 
version of the hip dysfunction (or knee injury) osteoarthritis 
outcome survey (higher scores indicate lower function and are 
taken by patients immediately prior to surgery and again nine 
months post-surgery — a decrease in the score between the 
pre- and post-surgery survey indicates an improvement in the 
patient’s functional status)

HRET HIIN (Health Research and Educational Trust Hospital 
Improvement Innovation Network) — CMS-sponsored efforts 
to reduce by 20%, all-cause harm to patients in the hospital

Ishikawa Diagrams — referred to as a fishbone diagram — 
shows the causes of a specific event

Kaizen Event — short duration improvement event that gathers 
stakeholders into one place, maps existing processes, improves 
on the existing processes, and solicits buy-in from all parties 
related to the process

Lean Six Sigma — method that relies on a collaborative team 
effort to improve performance by systematically removing 
waste and reducing variation (combines lean manufacturing 
and Six Sigma to eliminate the eight kinds of waste: defects, 
over-production, waiting, non-utilized talent, transportation, 
inventory, motion and extra processing, and also provides a 
framework for overall organizational culture change)

Lean Six Sigma Green Belt — certified professional who is 
well-versed in the core to advanced elements of Lean Six Sigma 
methodology, and leads improvement projects and/or serves as a 
team member of improvement projects

Nutritional Optimization — enhancing the nutritional and 
metabolic status of patients pre- and post-operatively

PCR (Polymerase Chain Reaction) Screening — test used to 
detect and identify pathogenic organisms such as MRSA and 
Staphylococcus aureus in patients undergoing surgery

Press Ganey — a national vendor that administers the HCAHPS 
patient experience survey and reports results in order to 
improve clinical and business outcomes

Qualaris — web-based data collection tool

Queue — technology used in the outpatient clinic that tracks 
the arrival of patients once checked in, and alarms patient when 
registration is ready

Sepsis — a potentially life-threatening condition caused by the 
body’s response to an infection that can damage multiple organ 
systems

Sepsis Pathway — evidence-based guideline for coworkers to 
use in the medical health record

Terminal Cleaning — method used in health care environments 
to control the spread of infections by removing all detachable 
objects in the room, cleaning lighting and air duct surfaces, and 
cleaning everything downward from ceiling to the floor

Time Zero — Criteria A + Criteria B + Criteria C or 
documentation of severe sepsis or septic shock

Total Joint Replacement Surgery — a total hip or total 
knee replacement procedure (does not include partial hip 
replacement procedures or hip revision or knee revision 
procedures)

Urinalysis — test of urine and used to detect and manage a wide 
range of disorders

Urine Toxicity Screens — test that determines the approximate 
amount and type of legal or illegal drugs taken
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