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BACKGROUND
Our mission at UC Davis Health is to improve lives and transform healthcare through
excellent patient care, ground breaking research, innovative interprofessional
education, and dynamic community partnerships. In pursuit of our mission, we have
found that the work of our people is noble and that our people are amazing, but our
systems are in need of improvement.
In order to address our systems issues, we embarked on a journey to become a high
performance management system. Our journey is unique because it is not another
initiative but rather a new way of thinking. We have made a commitment to zero harm
and have found that this commitment is integral to improving safety outcomes,
improving the patient experience and enhancing the overall value of care.

AIM
Our strategy is to use our management system to focus on one highly impactful habit, which in our case is safety, in order
to identify and correct ineﬃcient processes, improve patient outcomes, and enhance the patient experience.

HOW WE IMPLEMENTED OUR MANAGEMENT SYSTEM
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Monday

Tuesday

Wednesday

Thursday

Friday

8:00 – 9:00
Safety Huddle

8:00 – 9:00
Safety Huddle

8:00 – 9:00
Safety Huddle

8:00 – 9:00
Safety Huddle

8:00 – 9:00
Safety Huddle

Visual Management Boards deployed
Safety Huddle deployment planning
Standardized Nurse Manager rounding launched
No Meeting Zone launched

Enable

Align

7:00 AM
8:00 AM

Improve

9:00 AM
10:00 AM

9:30 – 11:00
PCS Council

No Meeting Zone from
8:00 – 10:00

Enable
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OWNER:

TEAM MEMBERS:

PROBLEM

ANALYSIS

1. What is the problem or gap?

2. What causes are preventing us from meeting our target(s)?
What are the “suspected and observed” causes?

Target:

Environment

People

Gap

Actual:

Effect/ Problem

Target
Current/
Actual
Performance

Gap:

Process

Cyclical
Process

ACTION
4. Which actions will address the most important causes?
What experiments and/or changes can we make to test our hypotheses in 1-2
weeks? (Develop a plan)
What

Equipment

Who

When

PRIORITIZE

3. Brainstorm solutions and prioritize using a PICK chart.
PICK Chart

Improvement Benefit

Effort
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3

3
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IMPLEMENT

CONSIDER

POSSIBLE

KIBOSH
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UC Davis Medical Center

Align

ü Institutional goals developed
ü Strategy Map created to define
philosophy (what), mission
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ü Staﬀ development and training
ü Standardized work
ü Launch of Daily Escalation Huddle
sponsored by Chief Nursing Oﬃcer, Chief
Operating Oﬃcer and Chief Medical Oﬃcer

ü Launch of daily Tiered Safety Huddles in
34 Intensive Care Units, Acute Care Units,
Pediatric Units and Hospital Service
Departments
ü Simple A3 Structured Problem Solving
methodology deployed

OUTCOMES
One of the main benefits of our local “learning” system is
that it improves communication between all levels of the
organization, as opposed to waiting for (often unread)
emails. Every morning, leaders get an incident report that
shows what happened the previous day. The local
“learning” system allows leaders and staﬀ to engage within
minutes to discuss the incident in real time and conduct
root cause analysis. Countermeasures are tested, and
successful improvements are shared in an enterprise wide
“learning” system. Through the sharing of best practices,
outcomes are improved.

Unit/Area Huddles

In 2016, when we launched standardized Nurse Manager
rounding, we saw an increase in RN Communication in the
pilot units the quarter after implementation. The largest
increase being +8.4%, followed by +5.7%, and +2.7%. For the
subsequent three quarters, all three units maintained
improved scores with slight fluctuation.
We have also seen an increase in our Nursing Organization
engagement scores. In 2018, we scored “strongly agree” in
five out of seven ANCC categories and “agree” in the
remaining two ANCC categories.
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