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Applying the 80/20 rule to identify what will meaningfully improve care for our patients & providers.

AIM

Impetus for Change
Meaningful prioritization in healthcare is impossible when governments and external entities impose counting exercises that increase workload
and distract from the real-world issues facing patients and providers. Healthcare is flooded with patient safety information and quality
improvement teams are stranded on an Iceberg. Many have done significant work with peer review, incident reporting, and the global trigger tool.
Real change however, is lurking beneath the icy water. To be heard by leadership, people communicate with louder, repetitive demands. Without
prioritization, quality improvement is famous for Band-Aids on big problems, too much resource for smaller problems, and standardization to the
point of losing important nuances between facilities. Healthcare must begin to shift resources toward fixing what matters for patients & providers.

Collaborative Actions Taken
An international research collaborative was launched to identify
meaningful process and system failures that impede great outcomes.
It is defining, measuring and improving the process of care and
system failures that contribute to the suffering and harm of our
patients and providers while providing support for one another.
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Leveraging the Safety Learning System TM,
A standardized
methodology, language and nomenclature, based on Mayo Clinic’s
published review process, was implemented. Guiding tenants include:
system review (not peer review), deference to expertise, consensusdriven identification of opportunities and localized implementation.
After standardized on-site training, each participating hospital
reviewed processes of care for adult patients from a priori specified
cohort(s) (e.g. mortalities, sepsis, readmissions, MET/RRT calls,
mortalities, orthopedic surgical cases). The mixed method (qualitative
& quantitative) reviews were entered into a web-based data registry.
Multidisciplinary and/or multispecialty case discussions were held
locally for those cases with any opportunities identified by reviewers.
Only those opportunities/process of care issues that reach 100%
consensus from all nurses, doctors and allied health present were
included as ‘Opportunities for Improvement’ outcomes.
“We all get that ‘this could have been better’ feeling with some
patients. This is the way to do something about it!” – MD, Maryland
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Collaborative Results & Deep Dives
Ubiquitously, more than 80% of opportunities for improvement (OFIs)
are acts of omission, not commission. By studying patients’ journeys, we
have identified and prioritized process & system failures below the water
that create vulnerability for facilities and impediments that keep
providers from doing their best job every day. When reconciled with
existing patient safety reporting structures, 90-100% of OFIs identified
with this review process were NOT previously reported.

Fixing What Matters
With traditional quality monitoring, errors of omission are often
invisible and hard to recognize. More importantly, a necessary culture
shift needs to be achieved in which hospitals move away from shameand-blame to taking accountability for omissions in care – to no longer
view them as inherent characteristics of care.
Failures in optimal healthcare delivery can happen to any one of us, on
any given day. SLS™ aims to identify the process of care and system
failures that get in the way of providers doing their best job every
day. The methodology is used to make informed decisions or changes
and further be used to affirm new implemented methodologies over
time to improve the overall quality of care for patients.

“I thought the process was fantastic! I am embarrassed to say that we did an
RCA on a case and missed the salient features in this process.” - MD, Tasmania

Getting Below the Surface
Traditional Commissions
Adverse Safety Events; HACs, HACIs
Hosp. Acq.
Infections
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95-100% NOT found in existing patient
safety reporting mechanisms

Implementation is local using actionable information and influence.
Yet, Collaborative members have the benefit of sharing lessons
learned & results with other members through our research program.
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OFIs include:
End of Life
Documentation
Treatment
Delayed / Missed Diagnosis
Communication
Deteriorating Patient
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Diving-in is a shock to the system but the discoveries are boundless!
What keeps your care teams from doing their best job everyday?
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