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Baseline Performance — Healthcare Compared
Exhibit 3. Health System Performance Scores
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Mote: See How This Study Was Conducted for a description of how the performance scores are calculated.

Source: Commaonwealth Fund analysis.



Organizations Excelling in Reliability
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# Even if you're hurt and can't
respond, the Advisor knows your
exact lecation through GPS
technology and can direct
emergency responders to
the scene
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Payers are driving value by
redistributing* $1.9B in reimbursement
through Value-Based Purchasing
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Today’s Lesson: How to Become Paul

*CMS FY2018 IPPS Final Rule estimate 4



Reimbursement is Shifting to Reliability =
Clinical Outcomes and Value

Inpatient Quality Value-Based
Reporting ! ‘ Purchasing (VBP)

1/4
reduction in 1% reduction Up to 3% reduction Up to 2% reduction Earn up to 2+%
your APU

FINANCIAL
IMPACT

Source: CALHIIN



How Much Is At Stake for Your Organization?

’ 0 Value-Based Care Report Overall Star Rating 1 100022
]
FYz019 Met change:
- Score (% of Annual
EXECUTIVE VALUE-BASED PURCHASING (VBP Possible
High-Reliablity Engaged ( ) Points for NS ——
reduction or
Domain) incentive
Person and Community Engagement Domain Score 16
1. Base Score 2 HCAHPS Summary P
2. Consistency Score 4 Star Rating
Clinical Care - Outcomes Domain Score 10
Clinical Care - Safety Domain Score 13 $ (2,650,343)
Efficiency Domain Score v}
Fiscal Years 2013 | 2014 | 2015 | 2016 2017 | 2018 Fest |VBP Multiplier
by Year
VBP Total Performance Score 36.74 35.87 7.3 3.6 20.2500 13.39)1314 1516 17 18 19 9.6797
VBP Multiplier 0.99675] 0.99690 0.99558 0.997 86/ 0.992440 09877434 — 0.9867




Then, Paul can lose it all in readmission and hospital-
acquired conditions penalties

The cost of poor reliability comes to healthcare
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Becoming a High Reliability Healthcare Organization

= What is reliability?
= How bad is it today?
= What causes poor reliability?

= What improves it?

= How do we sustain it?



HIGH RELIABILITY is:

CAPABILITY IN ACHIEVING THE
EXPECTED OUTCOME

THROUGH TIME



High Reliability is Not...

Just about safety

Six wrong site surgeries every week

Patient and caregiver satisfaction below national
median

Readmissions being big business for you

Entertaining your State Inspectors
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Comparing Complexity and Reliability Skills

INDUSTRY Complexity HEALTHCARE

HEALTHCARE Reliability Skills INDUSTRY

If this is true, how are you going to compete and win the
margins to sustain your mission?
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Required: Systems Approach to High Reliability

Systems Engineering

Reliability Engineering Safety Engineering

Expected outcome for Expected preservation
the expected time of life and environment

Measured using the Measured using
probability of survival or = accidents, close calls,
failure and commonly catastrophic failure
cost of failure or time (Loss of life or

between/until failure equipment)

High Reliability




Step 1: Safety Engineering - Leadership’s Role

“I was absolutely amazed that the
NASA people | argued with against
the launch...

didn't even mention to other
members of the mission
management team that there was a
concern...”
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High Reliability Healthcare

t may seem a strange
principle to enunciate as the
very first requirement in a
hospital that it should do the
sick no harm.

Florence Nightingale
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Step 2: Reliability Engineering
principles taught to leadership and
staff (Yellow — Master Level)



High Reliability Organizations Utilize 3Ms:

1.Measure daily
2.Manage to that measure

3.Make it easy to do the right thing
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Utilize the 3Ms of Performance Reliability

1. Measure the Process - Daily
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# of slips, lapses, and mistakes

The Hospital
Measures
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Failure Mode and Effects Analysis the Right
Way & the Healthcare Way

Healthcare
Starts FMEA

HRO Starts
FMEA

Conceptual Design Prototype Piloting & First “Open the Door”
and Approval Assembly
Dry Run

| ' | | | | | 4

Planning and Definition T | | | | |

Service Design and Development

Rrocess|Design and Development

Quality & Process Validation
Pilot|~ Controlled Variable

Pilot +- Stress test

Pilot - |All Variables “Full Dress”
Full Production

Design FMEA Design FMEA

Process FMEA



2. Manage to the Measure — Every Day

Don’t accept failure

The movie, “Lincoln,” Directed by Steven Spielberg
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3. Make it easier for teams to solve problems

“Circulate among followers consistently,”

Abraham Lincoln

The movie, “Lincoln,” Directed by Steven Spielberg
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What Can Be Achieved

CAHPS - Response of Hosp Staff

Inpatient
All My Sites
Top Box by Disch Date

Domain - CAHPS - Response of HoslE=Rhff (CMS View Applied)
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Dct'13 Nov'l3 Dec'13  Jan'14  Feb'l4 Mar'14  Apr'14 May'l4  Jun'l4  Jul'l4  Aug'l4 Sep'l4d Oct'14
n=338 n=334 np=346 n=366 n=341 n=35% n=369 n=362 n=370 n=320 n=361 n=133 nfa

 Benchmark for clinical outcomes — Center of Excellence
* Top 5% in Value-Based Purchasing with Zero Penalties
* Leads the market and wins the margins
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How to Build Reliability Skills - Example of a High
Reliability Training System

Culture

People

Process
(Improvement)

Clinical
Technology

Leadership’s
Four Critical

Safety Culture

Success
Factors for Quality fundamentals

Reliability and Teamwork Training

High
Reliability

Reliability Principles for Healthcare

Population Health (System Reliability)

Human/Technology Interface Supplier Resource Management

Workflow that utilizes technology effectively
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Get a Roadmap to Improve Reliability in Healthcare

Roadmap@oHigh@Reliability

UtilzingBMs
LeanisixSigma Defineltheissue
Whatitoeshezustomerialue

LeadingThange PrepareorithangeBTrain,Envision,Engage, EnablendEmpower

Whatisthe?

Measure

Measureizapability@ndzontrolbfandXs

fnalyzemvalidatingontributingactors?

ExploreiTogether Explain

ManageRtodhedneasure

hatBrether

Mbketitgasier
improve@ndiDesign
Achieveapabilitymndstability

Experiment,Explore, Bwhiletbuildingonsensusivithtakeholders

Controlt Reinforceicl

Celebrate

Train,Enable, Empower,HoldRccountable

Wiltprocess?
Counter,

w
validatedoots
uresn Is2hisThetight] §

continue?,
m - biy?
successful? gy Cadence

Bestzounters

Primarily?
Whatistbur Whatiioess  improvingiuality

KeyRuestions purpose?m

’ Currentibrocess?
Whorethes biltyoa

Reinforced?)
CaniEmeasured Istnyrocessd  capal Allzsksimanagedzol Improvementiwitl|
sustainthegains?

thetlatavell?  stable?

Voicebfthe?

causes,
o contrbuting?

CarefhuiactinneBnd@nmmanitanlc A lIHor

;
4
5
&
8
H
¢

Issue7Defect?

customers,
areBinvolved?

demandiook orproductivity?
ike?

Datadnalysis?

customer'steeds?

Custom
Designiriteria? i

Stakeholders

S e |
tolimp

Function?
Deployment
(QFD)Pughts
Matrix

Demandzate2|
omprovell romz

minimize? time.

resistance

Key@uestions:

Continuous Improvement
ValueBtreamMap

Supplier,zhput,Process,ZOutput &
Customeritnap

StatisticalProcessZontrol
Just-In-Time

QualityFunctionDeployment

FailureMode® Effects@nalysis

oeinez
Phasen
Toligatemita
sgne
charterands
currentdtoten
map

e

SystemiBnalysis| statisticald
S e

Conpatard miborre

)

Agreementd | -, gement

Analysis

Whatarethe! | Whichata
. [ ablet! measure?

keyanputn andvalidatethe
variation?  rootizauses?

Histograms Eheck)
sheets paretoll
hartstortmarrowing
oftootizauses/

o contributingactors

Kaizen/82
Wastes 2
Spaghettiz
Diagram

MessurePhasen
Tolt
BaselneCapabilty

Available f

ValueBtreamiMapsaftargets
wastestfFutureistate)

factors?

Validatingioot]
causesand:
contributing?
factorsbsing?

sece
Hypothesis?
Tests

Piloting.

Howtanwen
improvethe?
inputs?

countermeasure]
experiments 3
»r2

Design
Experiments

differences?

ignificants

Beforemndfrert|
comparisons 2
histograms,®
paretomnalysis 2|
atterplots?
straifcation

Statisticallyz
signi

Accountability

Measurez
FMEAVisuald
Comparisor®f [pilotzounters Standardz

ideasttsing? _[measures.Designt| =

Instruction
aTontrolPlan

ificant?

SPCHypothesist
Testing2
Confidences
Intervals

Totatproductives:
llari

(Operationals  |*focused.
Equipments |factories”

Effectiveness

CEATTER) Demandingz pullz

productiont | replenishmente

internal Lead-times

Quantitya
adaptston

Inventory2,
reductionitoft

externaltasidtime; reduction Point-0f-Use/

Modeln
Sequencin Kanban)
e quencing) )

ree at www.rpmexec.com

demandiort)

capable

andTeduce?
senvice waste

Controtphasen
Ridmorrou mghstese
Nottomeneproduces.
Standaremork
valdtion




What is your next step to reliability?
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