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SUMMARY & PURPOSE:
Performance Improvement refers to those activities and mechanisms designed to measure, evaluate, and improve
the patient care provided at Homestead Hospital. This initiative seeks to outline a Performance Improvement
initiative that is comprehensive, objective, efficient, and which will serve to ensure improvement in patient care
processes/systems within the hospital environment,

POLICY:
Performance Improvement is a continuous process. It involves measuring the functioning of important processes

and services, and when indicated, identifying changes that enhance performance. The Performance Improvement
Initiative provides the structure for continuous performance improvement.

SCOPE/APPLICABILITY:
There are no exemptions to this policy.

PROCEDURES TO ENSURE COMPLIANCE:

1. Goals and Objectives:
To fulfill the Performance Improvement (Pl) Initiative, a planned, systematic, interdisciplinary, organization-
wide approach to process design and redesign, performance expectation measurement, analysis and
improvement has been established. The PI Initiative will demonstrate a continual effort to streamline the
process and improve the quality of our health care delivery system through use of measurement and
evaluation activities, database reports and comparative information, and quality improvement principles. To
foster achievement of this goal, Homestead Hospital will endeavor to meet the following objectives:
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a. Assure the delivery of high quality patient care and continually improve efficiency and effectiveness of
those processes of care that most affect patient outcomes.

b. Ensure that all departments and services participate in appropriate measurement, evaluation, and
improvement activities to identify opportunities for improvement in patient care processes/hospital
organizational systems.

c.  Provide a mechanism for integration and coordination of the medical staff and hospital service members
into multidisciplinary quality assessment and improvement activities.

d. Establish a system of adequate communication of activity and results of measurement and improvement
to all appropriate departments and/or services, Medical Executive Committee, Performance Improvement
Steering Council, and the Board of Governors.

e. Collect data in usable format to monitor the stability of existing processes, identify opportunities for
improvement, identify changes that will [ead to improvement, and sustain improvement.

f.  Define a systematic improvement methodology and incorporate problem-solving Pl tools and statistical
techniques, as appropriate, to monitor, analyze and evaluate the quality and appropriateness of care and
services,

g. Ensure coordination and integration of the risk management functions related to the clinical aspects of
patient care and safety and quality management and improvement functions.

h. Identify changes in processes that will lead to improved performance, improved patient safety, and
reduce the risk of sentinel events.

i. Strategically assess, analyze, and facilitate performance improvement of processes when performance
levels reflect undesirable patterns or trends in performance and sentinel events with the organization’s
objectives as identified through both internal and external comparisons, comparisons with standards, and
benchmarking.

j. In congruence with the system and hospital vision, mission, values, and strategic initiatives, provide a
prioritization of Pl activities, and reconsider priorities in response to unusual or urgent events. '

k. Focus on interdisciplinary processes and improvement of patient outcomes across the continuum of care.

l. Monitor compliance with standards of The Joint Commission (TIC), other regulatory bodies, and
Homestead Hospital policies.

m. Monitor effectiveness of actions taken to resolve opportunities for improvement/concerns and issues and
achieve sustained performance improvement.

n. Utilize comparisons over time and with external benchmark data to drive, achieve and sustain
performance improvement,

Critical Requirements For Success:

a. The Critical Success Factors for BHSF are:

i, Quality - Clinical and Service Excellence.

ii. Finance - Long-term Economic Viability.

iii. Community Benefit - Meeting the Needs of our Community.
iv. Physicians - Development of Essential Relationships.

v.  Workforce - Staff Development.

Strategic Priorities:

a. HH's Strategic Priorities are aligned and consistent with BHSF, and include the five pillars of excellence:
i. Quality - Best practices; outcomes and safety.

ii. Finance - Resource utilization, reduction of waste.

iil. Growth - Meeting the need of our community; social responsibility.

iv. People - Employer of choice; dynamic leadership.

v. Service - Patient, staff and physician satisfaction, community involvement, teamwork.

Authority and Organization:
Homestead Hospital believes that ail staff that provides care or other services within the organization has the
responsibility to contribute to the efforts to improve quality. Leaders play a central role in fostering
continuous improvement through planning, educating, setting priorities, providing time and resources, and
empowering staff. Leaders include the Board of Governors, the Chief Executive Officer, senior
management, the Vice President of Nursing and other leaders, the Medical Executive Committee, and clinical
departments.
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a. Baptist Health Board of Directors:
Baptist Health South Florida Board of Directors provides the overall vision, mission, values, and direction
of the system organizations. The Board establishes strategic goals and objectives.

b. Board of Governors:
The Board of Governors has the overall responsibility to maintain and support, through the administration
of the hospital and the leadership of the medical staff, an ongoing Performance Improvement program.
The Board receives updates on Performance Improvement Activities, including Patient Safety (e.g., Patient
Safety Goals, root cause analyses) periodically. The Board understands that coordination and integration
of the processes carried out by physicians, nursing staff, support staff, and others are critical to improving
the ultimate outcome for the patient. The Board provides for the resources and support systems that
allow for ongoing performance improvement. The Board evaluates their performance to support
sustained improvement periodically.

c. Performance Improvement Steering Council:
The Performance Improvement Steering Council (PISC) provides multidisciplinary oversight and
coordination of the performance improvement initiative. The PISC sets performance improvement
priorities and identifies opportunities for improvement. Criteria used to assist in setting priorities include
hospital vision and mission, corporate and hospital strategies, resources, patient safety, critical
requirements for success, TIC functions, reduction in risk of sentinel events, expected impact on
performance, and those processes that affect a large percentage of patients that place patients at risk, or
are problem prone. Priorities are reconsidered in response to unusual or urgent events. Patient Safety is
a primary consideration,

Clinical practice guidelines are considered for development based on volume, patient safety, and financial
outcomes.

PISC members are empowered, based on prioritization criteria, to initiate intensive assessment of a
process and determine how to address, to include, but not limited to initiating/chartering a team to study,
referral back to the initiating department or committee to study, and/or referral to a currently meeting
team. PISC members report on these Pl activities periodically.

The Leadership performs an evaluation of their performance to support sustained improvement, based on
measurable, objective process criteria. PISC draws conclusions based on this evaluation to develop and

implement improvement in their activities.

Membership includes the Chief Medical Officer, the Chief Executive Officer, the Director of Performance
Improvement, the Vice President of Nursing, the Vice Presidents of Support Services and Professional
Services, Medical Staff members, and Hospital Directors.

d. Hospital Administration:
The Senior Management Group (SMG) supports the hospital’s performance improvement philosophy and
activities, and provides leadership and resources. The SMG requires all hospital services to be involved in
performance improvement activities. SMG communicates findings and actions to the Board of Directors.
Membership includes: CEO, Vice President of Nursing, Vice Presidents of Support Services and
Professional Services, Controller, and Manager of Public Relations.

e. Medical Executive Committee:
The Medical Executive Committee is responsible for the quality and efficiency of services rendered by
members of the medical staff. The MEC supports the hospital’s performance improvement philosophy
and activities, MEC reviews and approves clinical practice guidelines and performance improvement
team recommendations involving medical staff issues.

f.  Medical Staff:
The Medical Staff shall make an active commitment to participate in the Performance Improvement
Initiative. The President of the Medical Staff will ensure that adequate performance improvement is
conducted in the various departments and committees of the Medical Staff to enable opportunities for
the improvement of care to be identified and appropriate actions to be taken.
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The Medical Staff committees, as defined in the Medical Staff Bylaws, utilize a multidisciplinary approach

to monitor and evaluate the quality of clinical management to assure patient safety. Patterns of practice

and opportunities for improvement are identified and evaluated. This will result in recommendations
and/or actions to institute change and therefore improve or enhance care. These committees report to
the Medical Executive Committee.

Hospital Departments/Services:

i.  Hospital Departments/Services will align their departmental objectives to the hospital strategies,
vision, mission, and values, their scope of care, and the annual Pl hospital focus.

ii. Departments/Services will focus on interdisciplinary processes and improvement of outcomes. The
departmental scope of care provides a basis for the establishment of indicators to measure, evaluate,
and improve the dimensions of performance most important to the positive outcome, health, and
safety of the patients served.

iii. Four-to-five key departmental processes that are linked to customer/patient satisfaction, employee
satisfaction, financial and clinical improvement are identified for monitoring and evaluation. These
monitors should be based on department-specific high volume, high risk or error/problem prone
processes, quality control (as appropriate), patient safety, clinical risk, undesirable single events,
levels or patterns, and/or undesirable variations from recognized standards.

iv. Departments should consider measurement criteria that address patient care that is safe, effective,
efficient, and culturally sensitive.

v. Intensive assessment will be initiated when undesirable patterns or trends in performance are
identified (see Dimensions of Performance, Appendix A). All sentinel events will be intensively
evaluated as per the HH Administrative Policy 713 Sentinel Events.

vi. Corrective and/or improvement actions will be implemented when indicated.

vii. Departments/Services will participate in Pl teams and analyze department specific findings when
indicated.

viii. Department/Service P activities are reported to their SMG direct report.

Employees:

Individual employees and the medical staff are part of a greater “team.” Everyone is empowered to meet

the needs of the customers. All employees and medical staff can contribute their ideas, talents, and

perspectives to the design, redesign, analysis, and improvement of the processes they use in their daily
work. There are opportunities for employees and medical staff, either as individuals or as part of a small
team, to contribute to the performance improvement of all our processes.

Employee opinion is sought through surveys and regular meetings with Administration. Employees are

encouraged to report clinical and/or patient safety processes requiring further assessment through the Pl

Team application.

Teams:

In order to meet the various efforts, there are defined team processes:

i.  Clinical Practice Guideline Team:
This is a physician-driven team. The group completes a literature search for the evidence based
medicine best practices. A guideline is written with input from the specialist physician(s) and piloted
on a unit. Data is collected and the guideline revised if indicated. The final guideline is presented to
the various medical staff committees for approval and implemented house-wide.

ii. Pl Teams/Task Force/Workgroups.

iii. Root Cause Analysis Teams.

iv. Teams Refocus Imagine Measure (TRIM) training.

Patients/Visitors:

Patient satisfaction and perceptions/suggestions to improve patient safety is measured through patient

surveys, patient rounds, complaints, and clinical outcomes. The PISC, Senior Management and the Board

of Governors review patient satisfaction data.

Scope of Activities:

a.

Medical Staff Measurements:
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i. The Medical Staff has a leadership role in organization performance improvement activities designed
to measure, assess, and improve processes, not limited to the following:

1) Medical assessment and treatment of patients {Performance Improvement Steering Council,
Medical Staff Quality Committee, and Data Trends Committee).

2) Use of medications, (Pharmacy and Therapeutics Committee).

3) Use of blood and blood components, (Medical Staff Quality Committee).

4) Use of operative and other procedures, {Medical Staff Quality Committee, Data Trends
Committee, Surgical Services, Critical Care).

5) Efficiency of clinical practice patterns and Utilization Management (Performance Improvement
Steering Council, Medical Staff Quality Committee).

6) Significant departures from established patterns of clinical practice (Performance Improvement,
Medical Staff Quality Committee, Disruptive Physician Committee and Medical Executive
Committee).

7) Development of Clinical Practice Guidelines/protocols (PISC, Medical Staff committees,
Performance Improvement, MEC).

8) Autopsies (Medical Staff Quality Committee).

ii. Ensure that the medical staff participates in the measurement, assessment, and improvement of
other patient care processes. The processes include, though are not limited to, those related to:

1) Education of patients and families. '

2} Coordination of care with other practitioners and hospital personnel, as relevant to the care of
the individual patient.

3) Accurate, timely, and legible completion of patients’ medical record (Medical Records
Committee).

iii. Ensure that when the findings of the assessment process are relevant to an individual’s performance,
the medical staff is responsible for determining their use in peer review or the on-going evaluations
of a licensed independent practitioner’s competence, in accordance with standards on renewing or
revising clinical privileges delineated in the Medical Staff Bylaws.

iv. Ensure that the findings, conclusions, recommendations, and actions taken to improve organizational
performance are communicated to appropriate medical staff members.

v. Ensure that the medical staff, with other appropriate hospital staff, develop and use criteria that
identify deaths in which an autopsy should be performed.

b. Organization-wide Measurements:

The goal of improving organization performance is to continuously improve outcomes and to achieve and

sustain improvement. Collected data is considered for further study.

i. Data is collected and reported every six months on at least the following processes or outcomes
related to patient care:

1) Operative, other invasive and non-invasive procedures that place patients at risk of disability or
death. Significant discrepancies between preoperative and postoperative diagnoses, including
pathologic diagnoses.

2) Processes that relate to medication use. Significant medication errors and adverse drug
reactions.

3) Processes that relate to the use of blood and blood components; all reported and confirmed
transfusion reactions.

4) Care or services provided to high-risk populations.

5) Staff views regarding performance improvement opportunities (annually).

6) Undesirable patterns or trends in performance/sentinel events and Risk management activities.

7) Outcomes related to resuscitation.

8) Behavior management and treatment such as restraint use.

9) The appropriateness and effectiveness of pain management.

10) Patient, family and staff opinions (annually), needs, and perceptions of risks to patients, and
suggestions for improving patient safety.

11) Staff willingness to report medical/health care errors and unanticipated adverse events
{annually).
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12) Adverse Events related to the use of moderate and deep sedation or anesthesia.

13) Perceptions of care, treatment, and services of patients, including specific needs and

expectations, and how the hospital can improve patient safety.

Risk Management activities to include but not limited to the monitoring of falls and the

effectiveness of fall reduction activities.
15} Infection control surveillance and reporting.
16} Organ procurement conversion rate data.
17) Universal Protocols.

18) Anticoagulation therapy.
19) Labeling of Medications.,
20) Medication Reconciliation.
ii. Quality Measures:
1) Community Acquired Pneumonia.
2) Congestive Heart Failure.
3} Acute Myocardial Infarction.
4) Surgical Care.
5) Outpatient Measures.

iii. Collected data shall be assessed using statistical quality control techniques.

iv. Internal and external comparisons of its performance over time and/or as compared to external
sources are evaluated. Undesirable patterns or trends in performance are intensively analyzed (via
Team process, departmental PI, ad hoc group, and/or Hospital or Medical Staff Committee).
“Undesirable patterns or a trend” is defined when:

1) Levels of performance vary significantly and undesirably from those expected (e.g., a statistical
trend, shift, or outlier is identified);

2) Performance varies significantly and undesirably from that of benchmarks or recognized
standards;

3) Asentinel event (see HH Administrative Policy 713 Sentinel Events).

4) Significant adverse drug reaction or medication error or patient fall (Level 4, 5, or 6), hazardous
condition (Safety Management Plan), and staffing effectiveness issues.

5) Oryx Core Measure data with a negative outlier over three or more consecutive quarters for the
same measure.

14

—

Model For Performance Improvement:

Performance improvement activities of the organization are organized through the use of the PDCA Model for
Improvement (see Appendix B).

Education:

Performance improvement is everyone’s responsibility in the organization. Courses are offered to provide
employees with a systematic and comprehensive methodology to improve their work processes and their daily
work. Understanding these fact-based problem-solving techniques will empower employees to resolve
problems and bring about improvements in their work environment.

a.

General Orientation:

General Orientation welcomes the new employees and provides information and skills needed for success
and productivity in their work. New employees are introduced to the vision, mission, values, culture,
history, and key business drivers of the hospital. Also, hospital policies, services and compliance with
regulatory and hospital standards are discussed.

An overview of the Performance Improvement Initiative and the Service Excellence program are also a
focus of the program.

i. Target Audience: All employees.

ii. Duration: 12 hours.

Recurrent Training:
This program provides annual mandatory training which includes, but not limited to, infection Control,
Risk Management, Environment of Care and Safety, and Performance Improvement. This is provided in a

self-study format.
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i. Target Audience: All employees.

ii. Duration: 4 hours.

Team Process:

All newly chartered teams are provided a “Just-in-time” training specific to performance improvement

tools and techniques used in the team process.

i. Target Audience: Team Members.
ii. Duration: One hour.
Management Staff:

Supervisory and Management staff is encouraged to attend the four-hour Introduction to Performance
Improvement course provided through Baptist Health University.

i. Target Audience: Management staffs (although open to all employees).

ii. Duration: 4 hours.

Management and supervisory staff are also encouraged to attend the Leading People - Core Leadership
Course. This Course is spread over seven days, four hours/day.

i. Target Audience: Management/Supervisory Staff.

ii. Duration: 28 hours.

Computer Based Performance Improvement Training Modules:

The computer based Performance Improvement self-study contains five, 50 minute modules:

i. Introduction to Performance Improvement (Pl).

ii. Plan-ldentifying Pl Opportunities.

iii. Plan-Collecting Data and Identifying Solutions.

iv. Do & Check-Implementation of Pl Solutions.

v. Act-Determining Success.

Baptist Health University:

In addition, various educational opportunities are offered through Baptist Health University that
addresses leadership development, career and professional development, clinical education, performance
improvement, required education, personal and family development, and self learning opportunities.
Medical Staff Leadership:

Medical Staff leadership is sent to a conference on performance improvement, in addition to other
related courses as scheduled.

Baptist Health Performance Improvement Symposium:

The Performance Improvement Symposium allows individuals and groups to showcase performance
improvement projects in the areas of clinical, fiscal, service, and employee excellence. The projects are
shared in either presentation or storyboard format.

Summary of Pl-related education:

Pl Tools & Performance Corporate Ethics TJC Standards
Techniques Improvement Compliance
Initiative
Board X X X X X
Medical Staff X X X X X
Senior X X X X X
Management
Managers X X X X X
Staff X X X X X

8. Evaluation:
The PISC and Leadership measure and assess the effectiveness of their contributions to improving

performance. PISC compares objectives, priorities, and focus set against data collected and evaluated to
evaluate their performance to support and sustain improvement.

a.

Senior Management members on the Council review departmental Pl activities periodically and if
indicated, direct intensive assessment.
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b. Performance Improvement activities will be reported the Board of Directors periodically.
c.  Any employee or physician can submit a request for intensive assessment of a process by completing a
Process Improvement Team Application, (see appendix C).

SUPPORTING/REFERENCE DOCUMENTATION:
e  The Joint Commission Standards
e  Utilization Review Plan
e  Homestead Hospital Medical Staff Bylaws/Rules and Regulations

RELATED POLICIES, PROCEDURES, AND ASSOCIATED FORMS:
¢  Attachment - Dimensions of Performance, Appendix A
e  Attachment - Performance Improvement Methodology (PDCA model), Appendix B
e Attachment - Process Improvement Team Application, Appendix C
e HH Administrative Policy 713 Sentinel Events
e HH Administrative Policy 102 Performance Improvement Steering Council

ENFORCEMENT & SANCTIONS:
Violations of this policy will be reported the appropriate management personnel for further investigation and. if
necessary any applicable sanctions.
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