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PARTNERING FOR A NEW LEVEL OF CARE






Have you implemented a new system or process that has improved the quality of care for your patients? Please share high-level summaries for any successful projects which you are working on that could be used by other patient safety professionals to improve safe quality care in their own facilities.

Please select the category that best reflects this impact story:

	Patient-care team story
	MTF-wide story
	Other 
Please describe:


	Location of this impact story: 


	Point of contact for this impact story  (e.g., name of project leader): 


	Your role on the patient-care team (e.g., nurse, cardiologist, etc.):


	Describe the focus of this impact story (e.g., TeamSTEPPS implementation, near miss, etc.):
Problem:
Solution:
Example: Problem: The Joint Commission cites communication as a leading cause of sentinel events.  Our leadership believed that improvement in team skills and behaviors, particularly at the frontline patient care teams, would improve clinical and process outcomes, satisfaction and medication reconciliation.  

Solution: A site readiness assessment was conducted to set the stage for a TeamSTEPPS initiative.  The departments/services that initially participated in the assessment were:  Main Operating Room, Labor and Delivery, and Emergency Services.  The assessment was followed by a TeamSTEPPS Train the Trainer course.



	What was the impact of your solution?  
Example: Approximately 1000 students have been trained in teamwork over the last four years.  Over 90% of students believe that teamwork is an important topic for them to tackle and most believe they will use these skills in practice.  In addition, patient satisfaction has increased to 92% and there has been a 33% increase in staff compliance with medication reconciliation.


	Describe the critical success factors related to your impact story. Enablers? Barriers you encountered?
Example. Barriers have included the lack of physician engagement.  The focus on training rather than coaching to move toward impact and sustainment was also initially a barrier.  Significant success factors for us were visible leadership involvement.  We discussed the barriers which were impeding the progress toward impact and sustainment with the Guiding Coalition. Our leaders ensured active physician engagement for our teamwork initiative.  They also supported the development of coaches within the facility.  The leaders made walk rounds to observe the teamwork skills in action and talked about team skills in the facility newsletter and at all staff meetings.


	If this is a campaign or project, what are the steps being taken to sustain the project?  How can others leverage this effort?
Example. We are in the fifth year of sustaining team skills.  All departments and units have been trained and have developed their coaching cadres.  Ongoing progress is monitored through the facility Quality Council and the executive leadership team.  Evolving a culture of patient safety is a strategy within this facility.  Teamwork is one of the tools to make this happen.  As a result, measuring, analyzing, and the reporting of impact and sustainment of team tools and strategies is an agenda item at least quarterly in the leadership meetings.  As leadership rotates out, the Guiding Coalition and champions brief incoming leaders to ensure ongoing sustainment.  

	What can other patient-care teams and MTFs learn from this story?
Example. It is important to:
· Remember that catching a near miss is a success;  
· Engage leaders regularly.  We deliver executive briefs to the Commander (CO) and Deputy Commander (XO) on patient safety impact stories on a quarterly basis.  We also train the CO and XO;
· Continue to focus on spread, impact, and sustainment for organizational results toward patient safety:
· Network with other MTFs to share lessons learned and success stories.


	Which of the MHS Quadruple Aims does this impact story influence positively:
Readiness
Ensuring that the total military force is medically ready to deploy and that the medical force is ready to deliver health care anytime, anywhere in support of the full range of military operations, including humanitarian missions.
Experience of Care
Providing a care experience that is patient and family centered, compassionate, convenient, equitable, safe and always of the highest quality.
Population Health
Improving the health of a population by encouraging healthy behaviors and reducing the likelihood of illness through focused prevention and the development of increased resilience.
Per Capita Cost
Creating value by focusing on quality, eliminating waste, and reducing unwarranted variation; considering the total cost of care over time, not just the cost of an individual health care activity.


	Which of the first four NQF Safe Practices does this story fall under - Leadership Engagement, Culture of Safety, Team & Skill Building, Reporting and Information, Other (please identify)? 


How would you like the DoD PSP to share your impact story?

	Post to PSLC (DoD members only)
	Share on public  Web site
	Feature in PSP monthly eBulletin
	Feature in Presentations (Webinar, Conferences, etc.)
	Other 
Please describe:


If you would like to share your impact story or request additional templates for sharing your impact story such as leadership briefings, press releases or newsletter language please contact the DoD PSP at patientsafety@tma.osd.mil. 
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