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To optimize webinar sound volume, please check:
• WebEx volume
• Computer volume
• External speaker volume
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If you are still having difficulty 
hearing the webinar:

 Please click on Participants 

 Then the “Request Phone” 
button to receive a toll dial-in
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If you wish to follow us on Twitter, 
go to: http://twitter.com/TMIT1
or use #safetyleaders hashtag

Also, go to: 
www.facebook.com/SafetyLeaders

and related sites
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TMIT Purpose Statement

Our Purpose: 
We will measure our success by how we protect and 
enrich the lives of families…patients AND caregivers. 

Our Mission: 
To accelerate performance solutions that save lives, 
save money, and create value in the communities we 
serve and ventures we undertake. 
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Disclosure Statement
The following panelists certify that unless otherwise noted below, each presenter provided full disclosure information; does not intend to discuss an unapproved/investigative use of a 
commercial product/device; and has no significant financial relationship(s) to disclose. If unapproved uses of products are discussed, presenters are expected to disclose this to 
participants. None of the participants have any relationship medication or device companies discussed in their presentations.

J. Michael Henderson, MB ChB. FRSC(Ed). FACS, is the Chief Medical Officer of The University of Mississippi Medical Center in Jackson, Mississippi. Born and educated in 
Scotland. Medical degree from University of St Andrews. Trained in surgery at Dundee and Edinburgh, Scotland. Fellowship in portal hypertension at Emory University, Atlanta. He 
has nothing to disclose. 

Kevin S. Cook, MSBA, joined the Medical Center as the CEO of the UMMC adult hospitals in 2013 and was elevated to his current role in September 2015. Working in tandem with 
Associate Vice Chancellor for Health Affairs Charles O’Mara, Cook is responsible for the strategic leadership of the UMMC Health System, including University Hospital, Wiser 
Women and Infants Hospital, Conerly Critical Care Hospital, Children’s of Mississippi, UMMC Holmes County and UMMC Grenada, and all UMMC-owned ambulatory clinics. He has 
nothing to disclose. 

Dr. Shannon Pittman, MD, and Candice Whitfield have nothing to disclose. 

Jennifer Dingman realized, after her mother’s death in 1995 due to errors in medical diagnoses and treatment, that there is little to no help available for patients and their families in 
similar situations. This life-changing experience left her feeling vulnerable, and she decided to dedicate her life to help prevent medical tragedies from happening to others. She has 
nothing to disclose.

Charles Denham, MD, is the Chairman of TMIT; a former TMIT education grantee of CareFusion and AORN with co-production by Discovery Channel for Chasing Zero documentary 
and Toolbox including models; and an education grantee of GE with co-production by Discovery Channel for Surfing the Healthcare Tsunami documentary and Toolbox, including 
models. HCC is a former contractor for  GE and CareFusion, and a former contractor with Siemens and Nanosonics, which produces a sterilization device, Trophon. HCC is a former 
contractor with Senior Care Centers. HCC is a former contractor for ByoPlanet, a producer of sanitation devices for multiple industries. He does not currently work with any  
pharmaceutical  or device company.  His current area of research is in threat management to institutions including conflict of interest, healthcare fraud, and continuing professional 
education and consumer education including bystander care. Dr. Denham is a collaborator with Professor Christensen at Harvard Business School. 
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Speakers and Reactors

J. Michael Henderson Charles DenhamKevin Cook Jennifer DingmanShannon Pittman Candice Whitfield
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Voice of Patient and Family

Jennifer Dingman

Founder, Persons United Limiting Substandards and Errors in Healthcare 
(PULSE), Colorado Division
Co-founder, PULSE American Division
TMIT Patient Advocate Team Member
Pueblo, CO

TMIT High Performer Webinar
November 21, 2019
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Charles Denham, MD
Chairman, TMIT

TMIT High Performer Webinar
November 21, 2019

Webinar 132

In the News Update and
October 2019 Webinar Recap
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In The News …

Recent Safety Scandals Suggest Healthcare 
Leaders Haven’t Learned Lessons

https://www.modernhealthcare.com/safety-quality/recent-safety-scandals-suggest-healthcare-leaders-havent-learned-lessons https://www.modernhealthcare.com/safety-quality/recent-safety-
scandals-suggest-healthcare-leaders-havent-learned-lessons

The 1994 death of Boston Globe health reporter 
Betsy Lehman from a chemotherapy overdose at 
the Dana-Farber Cancer Institute prompted the 
Institute of Medicine’s investigation of medical 
errors, catalyzing a national movement to improve 
patient safety.

But the IOM’s To Err is Human report and 20 years 
of subsequent safety efforts hardly eliminated the 
problem. News investigations over the past year 
and a half have found that patients continue to die 
at prestigious hospitals from preventable errors, 
even after physicians and staff warned hospital 
leaders about chronic safety issues.

UNC Health Care System, Baylor St. Luke’s 
Medical Center, Johns Hopkins All Children’s 
Hospital, and University of Texas MD Anderson 
Cancer Center each have come under fire for 

medical errors and adverse events that led to the 
deaths and injuries of pediatric and adult patients.

The revelations of systematic problems at these 
major hospitals have disturbed safety experts, 
who wonder whether healthcare leaders have 
truly learned the painful lessons of how to reduce 
patient harm. These cases, they say, demonstrate 
holes in the culture of safety, transparency, and 
routine measurement of errors and adverse 
events.

“Once harm occurs, some leaders aren’t 
interested in hearing about it,” said Dr. Stephen 
Swensen, former director of leadership and 
organization development at Mayo Clinic. “They 
may be thinking, ‘If this got out, what would that 
do to our U.S. News rating, our brand, or our 
referrals?’ ”

November 09, 2019
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In The News …

Hospitals Fall Short of Patient Safety 
Goals 20 Years after 'To Err Is Human'

https://www.modernhealthcare.com/safety-quality/hospitals-fall-short-patient-safety-goals-20-years-after-err-human

At Signature Health, a safety-net hospital in Brockton, 
Mass., daily huddles take place at every staff shift 
change to discuss mistakes and near-misses. The goal 
is to raise awareness and anxiety about errors.

In 2010, CEO Kim Hollon implemented the Lean method 
of process improvement throughout his organization. He 
added a safety-management system three years ago to 
improve how staffers think while performing potentially 
dangerous tasks, to protect both patients and 
themselves from harm. Among other things, that led to 
staff more consistently using patient bar codes during 
medication dispensing, which they would sometimes 
skip to save time.

Over 10 years, Signature has reduced its serious safety 
event rate for patients by more than 85%, Hollon said. Its 
employee injury rate fell by 90%. Workers’ compensation 
and medical malpractice costs dropped. He believes the 
cost of care in his system also has decreased due to a 

reduction in infections, pressure ulcers and patient falls.

The safety work, he acknowledged, has been “time-
consuming and exhausting, has taken tremendous 
focus, and is very invasive to the organization.” But he 
rejected the argument that it’s too difficult or expensive 
for most healthcare organizations to implement.

“If you can do that in a safety net system, with a lot of 
Medicaid patients and low commercial rates, it’s not 
about money, it’s about how you manage,” Hollon said.

Signature’s example is a call to action for the healthcare 
industry, which has been far too complacent in the 20 
years since the Institute of Medicine attempted to spark 
action on improving patient safety by reporting that at 
least 44,000 and perhaps as many as 98,000 people die 
in U.S. hospitals each year as a result of preventable 
medical errors. It estimated the cost in additional care, 
lost income and disability at $17 billion to $29 billion a 
year.

November 09, 2019
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In The News …

https://www.modernhealthcare.com/safety-quality/hospitals-fall-short-patient-safety-goals-20-years-after-err-human
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In The News …

https://www.modernhealthcare.com/safety-quality/hospitals-fall-short-patient-safety-goals-20-years-after-err-human

November 09, 2019

“I’m happy that the problem is now recognized,” said Dr. Don 
Berwick, president emeritus of the Institute for Healthcare 
Improvement and one of the IOM report’s authors. “But I’m 
especially disappointed that quality improvement hasn’t risen to 
the strategic center of healthcare. It is what we should be about.”

He and other safety experts lament that too many healthcare 
organizations still have not built a culture in which physicians, 
nurses and other staff feel confident that they can raise quality of 
care concerns without suffering retribution and that their 

concerns will be addressed. Inseparable from that, organizations 
haven’t concentrated on enhancing the physical safety and 
emotional well-being of their staffs.

“Is the culture of an organization one that genuinely cares about 
the people who care for patients?” said Dr. Stephen Swenson, 
former medical director for leadership and organization 
development at the Mayo Clinic. “This is not widespread. But if 
we’re serious about creating safety, we have to change the culture 
of organizations, and that’s largely leadership actions.”

Hospitals Fall Short of Patient Safety 
Goals 20 Years after 'To Err Is Human'



11/21/2019

5

© 2006 HCC, Inc. CD000000-0000XX 17© 2019 TMIT

In The News …

Johns Hopkins Wrote the Rules on Patient Safety
But Its Hospitals Don’t Always Follow Them

Source: http://www.tampabay.com/projects/2018/investigations/heartbroken/johns-hopkins-patient-safety/ 

Dec. 29 2018

Tampa Bay 
Times, known for 
winning the 
Pulitzer Prize for 
investigative 
reporting, is 
undertaking an 
ongoing 
investigation of 
the entire Johns 
Hopkins system.   

17

Heartbroken: Despite warnings, 
All Children’s kept operating. Babies died.Nov. 30, 2018
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In The News …

18

Patient Safety and COI Stories Being Followed

Tampa Bay Times Reports:
• Deaths of children in 1 in 10 

undergoing CV Surgery at 
JH All Children's

• Mutilation of children in 
burn unit in Maryland

• Cover up of harm
• Retaliation against 

whistleblower MD
• Patient Safety Issues in all 

Johns Hopkins hospitals
• Whistle blower law suit
• Multiple malpractice suits.
• Regulatory problems
• Oversight letting team of 

doctors make unannounced 
visits

NYT & Propublica Reports:
• Conflicts and large payments 

to Chief Med Officer – resigns
• CEO with conflicts, vote of 

non-confidence – resigns
• Board Members own equity in 

start up with special deals.
• Revision of conflict of interest 

policies.
• Top executives barred from 

serving on corporate boards 
or investing in start-ups

Propublica & 
Houston Chronicle Reports:

• Cardiac Complications
• Undeclared financial conflicts 

of interest
• Allegations of exaggerated 

quality program to lure 
patients.

• Transplant program shut 
down based on reporting.

• Leadership restructuring
• State and federal officials 

enforcing safety standards.
• 08-08-19 Feds Cease Greater 

Oversight Of Baylor St. Luke’s 
Medical Center Initiated After 
Patient Death

New York Times & 
Washington Post Reports:

• Falsification of research in 
cardiac stem care.

• Scientific misconduct
• 31 Articles Retracted
• Many patients treated
• Unknown impact of product 

used in patients treated.
• Hospital paid to settle 

allegations.
• Hospital pays $10M to settle

Tennessean & Beckers Hospital 
Review Reports:

• Nurse medication error during 
imaging with patient death

• Electronic medication 
dispensing cabinet 
safeguards overridden.

• Nurse indicted for reckless 
homicide for fatal error.

• State Health Officials decided 
no reason to discipline or take 
action against nurses license.
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In The News …
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Patient Safety and COI Stories Being Followed

Medscape Reports:
• Duke Settles Doctored Data 

Lawsuit for $112.5 Million
• Duke Whistleblower Gets 

More Than $33 Million In 
Research Fraud Settlement

• William Foster, who ran the 
lab where the data were faked, 
studied the effects of 
pollutants on the lungs of 
mouse models.

• Thomas alleged that Duke had 
won some 50 grants from the 
NIH

The Washington Post Reports:
• Baltimore Mayor Pugh involved in 

self-dealing book scandal for 
hundreds of thousands of dollars.

• UMMS Board Chairman announced 
the board's unanimous decision 
March 21 to have CEO Robert 
Chrencik take a leave of absence.

• Resignations of three UMMS, 
including Baltimore Mayor Pugh.

• Hours before Mr. Burch notified the 
public of Mr. Chrencik's leave of 
absence, the Maryland House of 
Delegates unanimously fast-tracked 
bill to overhaul UMMS' 27-member 
board of directors.

• Kaiser Permanente paid Pugh more 
than $100,000 for 20,000 copies of her 
books during a period when the 
company was seeking a lucrative 
contract to provide health benefits to 
city employees.

Medscape Reports:
• Between 2011 and 2019 

William Roper, failed to 
disclose his seats on the 
boards of major corporations.

• At the same time, those 
corporations did business 
with the state, records show.

• Roper has served on the 
board of directors of DaVita, 
Inc.

• Roper also a member of the 
board of directors of three 
successor companies in the 
pharmacy benefits 
administration industry.

• None of his corporate board 
service was disclosed on 
state ethics forms.

Tampa Bay Times Reports:
• Johns Hopkins All Children’s 

faces record state fines.
• The planned $800,000 penalty is 

the latest fallout from problems 
in the hospital’s heart surgery 
department.

• State regulators intend to hit 
Johns Hopkins All Children’s 
Hospital with some of the largest 
fines levied against a Florida 
hospital in recent memory,.

• The Times found that surgeons 
in the hospital’s Heart Institute 
made serious mistakes and their 
procedures went wrong in 
unusual ways. It also found that 
the hospital continued to 
perform heart surgeries for 
years after frontline workers 
raised safety concerns to their 
supervisions.

New York Times Reports:
• Director of M.I.T.’s Media Lab 

Resigns After Taking Money 
From Jeffrey Epstein.

• M.I.T. official, Joichi Ito, left 
the boards the MacArthur 
Foundation, the John S. and 
James L. Knight Foundation, 
and The New York Times.

• He “stepped down after the 
disclosure of his efforts to 
conceal his financial 
connections to Mr. Epstein, 
the disgraced financier who 
killed himself in a Manhattan 
jail cell last month while facing 
federal sex trafficking 
charges”. acknowledged last 
week that he had received $1.7 
million from Mr. Epstein, 
including $1.2 million for his 
own outside investment funds.
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A New Program

The Healthcare Innocence Project builds on the successful 
model of The Innocence Project.  Where it used the new 
technology of DNA 25 years ago, we will use the new 
technology of electronic records and the digital DNA in the 
E.H.R. and administrative records to protect the medical 
identity of patients and the professional identity of caregivers.  
Both patients and caregivers may be unjustly treated through 
intentional or unintentional behaviors of insiders or outsiders 
of healthcare organizations. They include weaponization of HR, 
sham peer review, discrediting patients and families after 
healthcare accidents, or unjust harm through outsider 
cybersecurity issues. 

The Healthcare 
Innocence Project

20

www.HealthcareInnocenceProject.org



11/21/2019

6

© 2006 HCC, Inc. CD000000-0000XX 21© 2019 TMIT

Cardiac Arrest

Meaningful Use is dead. Long live something better!High Impact Care Hazards to Patients, Students, and Employees

Opioid Overdose

Common Accidents

Bullying

A Medical-Tactical Approach undertaken by 
clinical and non-clinical people can have 
enormous impact on los of life and harm 
from very common hazards:

• High Impact Care Hazards are frequent, 
severe, preventable, and measurable.

• Lifeline Behaviors undertaken by anyone 
can save lives.

Choking & Drowning

Anaphylaxis

Major Trauma

Transportation Accidents

21

Med Tac 
Story Article

Active Shooter 
Healthcare Article 

AED & Bleeding 
Control Gear Article

Rapid Response 
Teams Article

Battling Failure to Rescue

Automated External 
Defibrillator 

& Bleeding Control
Gear Placement
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Meaningful Use is dead. Long live something better!High Impact Care Hazards to Patients, Students, and Employees

22

Published November 11, 2019
https://www.campussafetymagazine.com/news/inadequate-

placement-of-aed-and-bleeding-control-gear-could-cost-you/
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Meaningful Use is dead. Long live something better!AED and Bleeding Control Gear Placement

23

After 3 minutes, 
you are either 
counting lives 
saved… 

or lives lost….
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Meaningful Use is dead. Long live something better!YouTube Patient Safety Briefings

Active Shooter Events in Healthcare
https://www.youtube.com/watch?v=qSs
WAs5JJBw&feature=youtu.be

Med Tac Bystander Care Training
https://www.youtube.com/watch?v=2lM
0jh4qCQU&feature=youtu.be 

Opioid Overdose Crisis 2019 Update
https://www.youtube.com/watch?v=vyC
xQWxaEqE 

YouTube TMIT Patient Safety Briefings

Sudden Cardiac Arrest
https://www.youtube.com/watch?v=qd
XW5WxDDY8&feature=youtu.be

Med Tac Lifeguard-Surf Program
https://www.youtube.com/watch?v=G1
V8s7LWL6M&feature=youtu.be

Rapid Response Teams
https://www.youtube.com/channel/UCC
coR25LxSltmrdRqyCQ7fA/
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Meaningful Use is dead. Long live something better!Med Tac Community of Practice

Orange County Community of Practice 
& Immersive Simulation of Bystander Care

26© 2019 TMIT

Accountability and Leadership

John J. Nance, JD

Best-selling Author and Pilot
Patient Safety Expert
Leadership Educator and Champion
Friday Harbor, WA

TMIT High Performer Webinar
October 17, 2019

A Perfect Storm:  
The Midcourse Correction for Patient Safety
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92% Agreed and 70% Strongly or Very Strongly Agreed, 
and 54% Very Strongly Agreed

Anonymous Survey Questions

Source: TMIT High Performer Webinar Series; A Perfect Storm: The Midcourse Correction for Patient Safety – October 17, 2019

I am interested in another webinar presenting  
EVOLVING ROLES OF PATIENT SAFETY OFFICERS: 

28© 2019 TMIT

• Actual roles
• Always interested in hearing more about management of adverse 

events
• Ambulatory safety
• Apologies
• Application of the role in multi layered management team
• Basics of the role
• Career and where to look for jobs in this field
• Changing culture
• CMS / TJC risks v cost investment
• Compensation, career tracks, protected time, etc.
• Current roles and future roles
• Demographics of the role, scope, outcomes
• Differentiating between quality and safety roles in hospital
• Emergency situations & how to maintain control
• Employee engagement in patient safety improvement
• Ethics, liability potential, specifications of quality and safety 

guidelines and management

• Getting C suite and front-line staff on board
• High reliability organizational journey
• How do you weave patient experience and marketing in with this 

role?
• How does the patient safety officer write their plans, get buy-in and 

train for this position?
• How to be an agent of bidirectional quality transfer/transformation
• How to integrate these roles into the c-suite and cascade priorities 

to the bedside
• How to overcome the physician resistance to using guidelines
• How to utilize them
• HRO vs. Timesteps
• Integrating all parties to reach a common interest and involvement
• Is the role a physician, nurse, non-clinical? Where in the 

organization should this role exist?
• Is there a recommended ratio of safety officers to patients.
• Job description
• Linkage to emerging payment models

Source: TMIT High Performer Webinar Series; A Perfect Storm: The Midcourse Correction for Patient Safety – October 17, 2019

Specific additional EVOLVING ROLES OF PATIENT SAFETY OFFICER 
related topic I would like covered include:
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• Moving towards zero, engaging the c-suite in patient safety, tying 
ROI to patient safety program

• National patient safety board
• No topics that aren't really safety oriented should be considered.
• Not sure
• One showing patient and employee safety
• Patient safety officer responsibilities, compensation, standards
• Prep for TJC and regulatory visit
• Primary responsibilities of role.
• PSO role in conjunction with all risk management roles
• RCA tools
• Resources
• Responsibilities. Claim reviews
• Responsibility of preparedness of entire facility, eternal support 

relationships
• Risk management & regulatory
• Role description; reporting relationship; evaluation of role; outcome 

measures

• Role educating the board of directors for any health care 
organization

• Role within facility
• Roles and responsibilities
• Spread across large facility with many specialties
• Staff engagement, role in classifying safety events, value of CPPS
• Staff safety
• Successful strategies for reducing HAI
• Tracking, trending, & development of corrective action plans
• Ways TO APPROACH AND HANDLE SITUATIONS
• What are patient safety officer responsible for across the nation.
• What is the impact of lean six sigma and qi expertise for the patient 

safety officers in hospitals? What are the healthcare quality 
competencies (NAHQ has developed a framework) that are needed 
and how do we grow this field?

• What is the relationship between the safety & quality

Source: TMIT High Performer Webinar Series; A Perfect Storm: The Midcourse Correction for Patient Safety – October 17, 2019

Specific additional EVOLVING ROLES OF PATIENT SAFETY OFFICER 
related topic I would like covered include:
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48% Agreed and 30% Strongly or Very Strongly Agreed, 
and 17% Very Strongly Agreed

Anonymous Survey Questions

Source: TMIT High Performer Webinar Series; A Perfect Storm: The Midcourse Correction for Patient Safety – October 17, 2019

I am interested in another webinar presenting  
PLACEMENT OF AEDs & TRAUMA GEAR IN FACILITIES: 

31© 2019 TMIT

• Actual trauma gear that would be placed
• Ambulatory facilities
• Assessment tools for placement
• Benefit of having AEDs in an acute care hospital that has a RRT
• Benefits and potential risk mitigation
• Communication - trauma gear needed
• Cost benefits of purchasing & placing equipment
• Critical access hospital implications
• Directing & managing an emergency
• High risk concerns
• Hospitals seem to think D/T availability of crash carts they are 

covered, but in lock down situations what plan is in place when 
those crash carts and personnel cannot reach the destination due 
to the risk to their safety

• How to assess vulnerability and gear placement
• National standards for AED placement, how many and where
• Off campus facilities

• Patient safety
• Placement into ambulatory sites of care
• Public office buildings
• Recommendations related to AEDs that have differing assumptions 

such as Zoll AED plus that assumes if pads are placed on someone, 
they are pulseless but that isn't part of teaching in heartsaver-it 
says use AEDs always

• Resources to protect from trauma
• Role of community hospitals in mass trauma
• School setting
• Securement of AEDs and trauma gear
• Standards on placement and education specific to trauma gear in 

preparation of shootings
• Surprise drills to test the skills of caregivers in your institution
• Trauma specifics
• Very open
• What is the research and where
• Where to place

Source: TMIT High Performer Webinar Series; A Perfect Storm: The Midcourse Correction for Patient Safety – October 17, 2019

Specific additional PLACEMENT OF AEDs & TRAUMA GEAR IN 
FACILITIES topics I would like covered include:

32© 2019 TMIT
Source: C. Denham, TMIT

The #1 Concern to healthcare leaders is brand damage of the 
institution and the individual brands of those who serve.

Their brand is what they are known for by the public. 

Our Emerging Threats Community of Practice is addressing 
the inside, outside, and inside-outside threats to patients, 
caregivers, and institutions. 

© C Denham 2019

© C Denham 2019
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Anonymous Survey Questions

Source: TMIT High Performer Webinar Series; A Perfect Storm: The Midcourse Correction for Patient Safety – October 17, 2019

I am interested in a webinar presenting  
EMERGING THREATS TO OUR HOSPITAL & INDIVIDUAL PROFESSIONAL BRANDS: 

34© 2019 TMIT

• Storefront medical centers" such as Walmart, amazon, etc. and how they affect us
• 2nd victim care
• All current and new threats
• Clinician burnout & competencies
• Communication - internal vs. External
• Communication internally and externally
• Cyber attacks & preventative strategies
• Employee engagement
• Enablers; data trends; retention strategies
• Funding
• General information
• How do you pass the word to staff regarding what we do for injured patients> 

anything that smells of potential lawsuit is hidden and never spoken about. Again the 
silence.

• How to assist staff in feeling safe when an event occurs
• How to keep staff safe
• How to minimize social media attacks on staff members; how to minimize 

unsubstantiated social media negative comments
• How to start the conversation about emerging threats to our hospital leadership
• Improving the hospital professional brands in rural communities
• Interested in concept of enablers

• Legalities of employee safety
• Marketing role
• More specific threats- including threats against physicians
• Nurses and med errors
• Preserving our reputation, protecting our staff and employees, risk management 

threats
• Risks of new medical devices
• Safety industry and media rankings
• Shifting landscape of infections, changing role of quality to patient safety - IE. RCA, 

pi methods, etc.
• Social media; cyber security
• The basics
• The perceptions of the community is as important as the publicly reported data, 

leapfrog grades, etc. How do we sell looking at the hospital, as perceived by the 
community in a more global manner than just those "numbers" on our public 
dashboards.

• This is reputational risk that emanates from unacceptable safety events, but it isn't 
safety, per se. A focus on brand is a slippery slope away from a core focus on error 
reduction, zero harm, culture of safety, high reliability, rapid cycle improvement, 
leadership behaviors that support system safety as a priority, and a complete 
enterprise wide commitment to well-being for the healthcare organization workforce.

• Weapons, violence, verbal threats

Source: TMIT High Performer Webinar Series; A Perfect Storm: The Midcourse Correction for Patient Safety – October 17, 2019

Specific additional EMERGING THREATS TO OUR HOSPITAL & INDIVIDUAL 
PROFESSIONAL BRANDS topics I would like covered include:

35© 2019 TMIT

J. Michael Henderson, MB ChB. 
FRSC(Ed). FACS

Chief Medical Officer

Leadership Tools, Performance 
Improvement, and 100 Day Plans

Kevin S. Cook, MSBA 

Chief Executive Officer

TMIT High Performer Webinar
November 21, 2019

Dr. Shannon Pittman, MD

Chair of Family Medicine

Candice Whitfield

Administrator of CMO office

Leadership Tools
Performance Improvement

And 100 Day Workouts

November 2019

Kevin Cook: CEO
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OUTLINE
UMMC Performance Improvement
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Hospital Leadership Team
Leaders Engaged in Improvement

• Leadership Rounds:
- Understand the goals
- Consistent communication
- Visibility

• Quality Reviews:
- Senior leaders informed
- Know your data
- Departments build teams

How do we get the right frontline caregivers?

What makes best caregivers?                            
How do we build the right frontline TEAM?

For Patients
Efficiency & Effectiveness 

Who Understands Expectations/Rules?

• Content Experts:
- Accreditation
- Infection Prevention
- Risk Management
- Performance Improvement

• Experts in their areas
- They can’t fix performance gaps
- Take their expertise to the frontline

• Visible partners 

Accreditation

Clinical Risk
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What do you need for improvement?

OPINIONS

CULTURE PERFORMANCE IMPROVEMENT
The Right Tools for the Right Project

Build engagement with 100-day Workouts

• Harness the power of middle managers

• Create excitement with frontline

100-Day Workouts

• A method for driving innovation at the unit level
• Embeds Rapid Cycle Testing into the organization
• Increases speed of execution and tempo throughout 

the organization
• Forces middle management to “up their game”
• Is flexible and can be used to increase the focus on 

already existing goals
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100-Day Workout:
Highly structured organization change model

100 - Day Workout Cycle

N 1 N 2 N 325% Planning : 75% Execution

Accountable Change Model Characteristics

Goal-setting & use of data for speed of action
• Initiative metric/direct linkage to someone’s cost center

• Narrow scope to be achievable in 100 days

• Activity/ “# of changes” metric (e.g. 2 changes per manager/month)

 Accountability Structure
• Kick-off: ¾-day each trimester

• Monthly accountability check-ins: 2-3 hours

• Managers organized into collaborative groups vs siloes

• Real-time implementation tracking (EXCELerator)

• Apply to both physician-driven & manager-driven

• Designed to have fun

Accountable Change Model Characteristics (cont’d)

 Cultural Evolution
• Making change the safer alternative vs safer to protect the “status quo”

• Speed to implementation vs analysis, analysis, analysis

• Manager training focused on how to drive change/reduce barriers to change

• Senior leader behaviors build manager confidence

• Senior leader behaviors “make heroes” of change agents & consequences for 
low performers

• Lean/Six Sigma Black Belts/ Quality Professionals emphasis shift from 
“more analysis” mindset to “managing resistance to change” mindset

• Attack Bureaucracy Vigorously 

Engage frontline caregivers

• Hear their issues – harness their ideas

• Visual Management
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UMMC Experience with Visual Management

Variable success depending on:
- Location
- Leaders
- Workflows

Dr. Shannon Pittman 
Chair of Family Medicine

Ownership 

• Empower current clinical leaders in the department 
• Engage and give voice to potential leaders
• Establish support from management 
• Ensure alignment with institutional efforts towards PI 

Engagement 
• Clearly defined and articulated “the why” across all levels 

• Training provided from Process Improvement team 

• Visited other services where VM already implemented 

• Modified process and workflow to fit ambulatory 

practice and Family Medicine specifically 

• VM updates included in departmental newsletter

Empowering Others to Act 

• VM in Family Medicine is driven by nurse leadership 
– Vetting (Pick charting) of ideas occurs by the team 
– Departmental leadership is engaged when needed and offers 

support regularly
– Providers engaged, but in supportive role, not permitted to lead

• Every voice is important 
– VM is not an isolated nursing tool. All staff have a role. Work to 

identify pairing of strengths and opportunities (e.g. metrics and 
CMA)  
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Visual Management: Lessons Learned
• Leadership

– expectations, accountability, resources and support must be 
driven by senior leadership

• Flexibility in Structure 
– Supporting flexibility in timing and structure to meet clinical 

needs and diversity contributed to successful implementation

• Address Naysayers 
– Addressing negative comments and engaging naysayers is a 

necessary component for success 

• Sustained Engagement 
– As new employees are onboarding and roles/responsibilities 

evolve, maintaining engagement and keeping the vision in the 
forefront is both challenging and critical to continued progress 

• Simple / Timely / Actionable Data

• Data Transparency

• Data Review

UMMC Hand Hygiene Program

A Process Improvement Program with elements of:
- Leadership
- Culture
- Performance Improvement

Every Time

All the time

Key Elements of UMMC HH Program

• Structure: observers / data / oversight

• Accountability

• Data transparency

•Definitions / expectations / education
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EVOLUTION OF UMMC HAND HYGIENE PROGRAM

2016
• Establish program
• Train observers
• Collect / display data
• Start reviews

EVOLUTION OF UMMC HAND HYGIENE PROGRAM

2016
• Establish program
• Train observers
• Collect / display data
• Start reviews

2017
• Establish data validation
• Reboot program
• Confirm expectations
• Start coaching

EVOLUTION OF UMMC HAND HYGIENE PROGRAM

2016
• Establish program
• Train observers
• Collect / display data
• Start reviews

2018
• Just-in-time coaching
• Local ownership
• Variable compliance
• Accountability

2017
• Establish data validation
• Reboot program
• Confirm expectations
• Start coaching

EVOLUTION OF UMMC HAND HYGIENE PROGRAM

2016
• Establish program
• Train observers
• Collect / display data
• Start reviews

2019
• More transparency
• Competition
• Recognitions
• Sustainment

2018
• Just-in-time coaching
• Local ownership
• Variable compliance
• Accountability

2017
• Establish data validation
• Reboot program
• Confirm expectations
• Start coaching
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Data Transparency Lessons Learned
• Listen to and engage all stakeholders

• Work to develop trust (observers/data/coaching)

• There are barriers to HH / overcome them

• HH entails i. physical act, and ii. culture

• Timing important in advancing to next phase

• A strong HH program is a sound base for PI work

Change Management; speaking a common language

• Leaders Facilitating Change – training

• Change leaders: facilitating performance improvement

CHANGE MANAGEMENT

Process improvement in healthcare is not rocket 
science. It’s actually much more difficult than that 
because rocket science involves getting machines to 

behave as you want them to. 
With process improvement, you need to change the 

behavior of people. 

Dr. Mark Chassin
President, The Joint Commission 
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Why Change Management? 

• Central focus is people
• Build buy-in and support 
• Gain acceptance and accountability 
• Engage those closest to the process in identifying the best 

solutions 
• Empower staff 
• Sustain the gains of improvement

UMMC Work on Change Management

• Over the past three years, have recognized the need 
for a common language around performance 
improvement.

• Also recognized the link between culture and change 
management. 

• Change management helps with buy-in and acceptance 
for new ideas, and productive meetings help support a 
culture primed for transformation by fostering 
teamwork and accountability. 

• Partnered with the Center for Transforming Healthcare 
to institute change management leaders across the 
health system. 

UMMC Work on Change Management- Leaders 
Facilitating Change 

• Health System senior leaders participated in Leaders 
Facilitating Change Training 

• Focus was facilitating change concepts and tools with 
the discussion centering on the unique role that leaders 
have in every aspect of change management; 
particularly as it relates to leading change and leading 
others through change.

Change Leader Trainees- Sept. 2019 
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UMMC Work on Change Management- Change Leader Training 

• Trained 20 individuals 
• These individuals will be used as change “catalyst” throughout the 

organization. 
• Every Change Leader will learn…

– How to recognize the link between culture, process improvement and change management
– How to employ core concepts of Facilitating Change model of change management
– How to employ change management tools and concepts in their daily work

UMMC Work on Change Management-Facilitating Change Model 

Key components of managing change
1. Plan: engage all stakeholders, identify sponsor, champion and process owner
2. Inspire: paint a convincing picture of how beneficial the change will be
3. Launch: initiate the change, intensify communication to stakeholders
4. Support: sustain the improvement; empower process owner

Plan 
Your 

Project

Inspire 
People

Launch 
the 

Initiative

Support 
the 

Change

Facilitating Change™

Value of Change Management

• Innovation 
• Improvement
• Team Building/Standardized Approach
• Productive and Efficient Meetings 
• Positive Change 
• Growth 
• Progress 
• ZERO HARM

University of Mississippi Medical Center

4 years into our quality improvement journey……..
how are we doing?

1.  People
2.  Culture
3.  Tools
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National Survey Questions
I would like another webinar on 

PERFORMANCE IMPROVEMENT PLANS & TOOLS

Very
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9
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Very
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3
Strongly 
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6
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5
Negative 
to Neutral

4

The topics I wish to have covered in a webinar on
PERFORMANCE IMPROVEMENT PLANS & TOOLS
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National Survey Questions
I would like another webinar on 

ENGAGING SENIOR LEADERS IN PATIENT SAFETY
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The topics I wish to have covered in a webinar on
ENGAGING SENIOR LEADERS IN PATIENT SAFETY
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Speakers and Reactors

J. Michael Henderson Charles DenhamKevin Cook Jennifer DingmanShannon Pittman Candice Whitfield

80© 2019 TMIT

Voice of Patient and Family

Jennifer Dingman

Founder, Persons United Limiting Substandards and Errors in Healthcare 
(PULSE), Colorado Division
Co-founder, PULSE American Division
TMIT Patient Advocate Team Member
Pueblo, CO

TMIT High Performer Webinar
November 21, 2019
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More and deadlier: 
Mass shooting trends in America

Public mass shootings are occurring more frequently in 
recent years, and they are claiming more lives, according 
to an analysis of The Post’s public mass shootings 
database.  Four or more people have been killed in a 
mass shooting every 47 days, on average, since June 17, 
2015. 

Before the 1999 shooting in which two teens killed 13 
and wounded 24 at Columbine High School in Littleton, 
Colo., mass shootings took place roughly every six 
months. Between Columbine and Charleston, the pace 
was roughly one every 2½ months. After Charleston? 
One almost every six weeks.
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More and deadlier: 
Mass shooting trends in America
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In The News …

Johns Hopkins Articles

Source: https://www.tampabay.com/author/kathleen-mcgrory/  

1. Family settles for $2.3 million over All Children’s heart surgery death June 
28, 2019; It is the first settlement to become public. Others are expected.

2. The law firm investigating All Children’s filed its report. The hospital will 
make big changes. June 28, 2019; The investigation was commissioned by 
the board of Johns Hopkins Medicine, which runs the hospital, following a 
Times investigation into fatal problems in All Children’s heart surgery unit.

3. Extra oversight for children’s heart surgery signed into law June 26, 2019; 
Outside physicians will now be allowed to inspect Florida heart surgery 
programs. The change follows problems at Johns Hopkins All Children’s 
Hospital.

4. In North Carolina, the New York Times reveals another heart surgery 
program in trouble May 30, 2019; A New York Times investigation published 
today details a situation that may feel familiar to readers in St. Petersburg. A 
well-respected children’s hospital — this one in North Carolina — was 
having trouble keeping heart surgery patients alive. Cardiologists were 
concerned.

5. Profit at Johns Hopkins hospitals tumbled. All Children’s was to blame. May 
28, 2019; The Johns Hopkins Health System’s operating profit dropped 70 
percent in the first quarter of 2019, in large part because of problems in the 
All Children’s Hospital heart surgery program, according to the system’s 

latest financial report.

6. Florida Legislature 2019: What passed and what failed May 06, 2019; 
Increases oversight of pediatric heart surgeries by letting team of doctors 
make unannounced visits to struggling programs and review death records.  

7. Lawmakers approve measure to catch pediatric heart surgery problems 
April 29, 2019; The proposal, which would let teams of physician experts 
inspect struggling programs such as Johns Hopkins All Children’s Hospital, 
now goes to Gov. Ron DeSantis.

8. Heart surgery bill gets new April 24, 2019; The proposal, which seeks to 
catch problems at children’s heart surgery programs, had stalled earlier in 
the session.

9. All Children’s works to restore faith, but families struggle to forgive April 10, 
2019; At least 11 families have filed claims with the hospital, which is 
admitting liability in many cases. Still, Johns Hopkins faces an uphill battle 
to restore trust.

10. After All Children’s deaths, proposal aims to catch heart surgery problems 
February 19, 2019; Sen. Gayle Harrell, R-Stuart, filed a proposal to increase 
oversight of pediatric heart surgery programs and institute site reviews by a 
state panel of doctors.
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In The News …

Johns Hopkins Articles

Source: https://www.tampabay.com/author/kathleen-mcgrory/  

11. Top All Children’s Executives Resign Following Times Report On Heart 
Surgeries December 11, 2018 The events described in recent news reports 
are unacceptable,’ the hospital’s parent company said.

12. Reps. Kathy Castor, Charlie Crist Repeat Call For Federal Investigation Into 
All Children’s Heart Unit December 12, 2018 “Major corrective actions must 
be taken,” they said in a statement

13. State May Publish More Data On Heart Surgery Deaths December 17, 2018 
The change could alert families to problems like the ones at the All 
Children’s Heart Institute much more quickly

14. Johns Hopkins Wrote The Rules On Patient Safety. But Its Hospitals Don’t 
Always Follow Them. December 29, 2018 Johns Hopkins touts itself as a 
national leader in patient safety. Its doctors invented a simple checklist 
credited with saving thousands of lives

15. Three More All Children’s Officials Resign Following Times Investigation 
January 2, 2018 A total of six top officials have now left the hospital, 
including the CEO and three vice presidents.

16. Johns Hopkins hires former prosecutor to investigate All Children’s Heart 
Institute January 09, 2019 "Many of you courageously spoke out when you 

had concerns but were ignored or turned away,” the system’s president 
acknowledged in a video apologizing to the hospital’s community

17. State and federal inspectors visit All Children’s after reports on heart 
surgery deaths January 11, 2019 Lawmakers have recently criticized 
regulators for not investigating reports of problems in All Children’s Heart 
Institute sooner

18. The Baltimore Sun April 10, 2015; Burn Center Director Sues Hopkins; The 
bulk of Milner's complaint alleges that his supervisors ignored concerns he 
started raising in early 2013 about Dr. Dylan Stewart's care of six children at 
the pediatric unit

19. Modern Healthcare; Johns Hopkins removes three more All Children’s 
Hospital Leaders; All Children's is the latest hospital where severe quality of 
care problems exposed by the news media led to the ouster of top hospital 
leaders.

20. Becker’s Hospital Review; Johns Hopkins burn center director accuses 
system of covering up risky care; Dr. Milner says officials from Johns 
Hopkins Medicine removed him as supervisor of the center's pediatric 
division after he raised complaints about unsafe care.
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In The News …

Johns Hopkins Safety Crisis Articles
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Tampa Bay Times Articles

• Family settles for $2.3 million over All Children’s heart surgery death 06-28-
19; https://www.tampabay.com/investigations/2019/06/28/family-settles-for-
23-million-over-all-childrens-heart-surgery-death/

• The law firm investigating All Children’s filed its report. The hospital will 
make big changes 06-28-19; 
https://www.tampabay.com/investigations/2019/06/28/the-law-firm-
investigating-all-childrens-filed-its-report-the-hospital-will-make-big-changes/

• Extra oversight for children’s heart surgery signed into law 06-26-19; 
https://www.tampabay.com/investigations/2019/06/26/extra-oversight-for-
childrens-heart-surgery-signed-into-law/

• Johns Hopkins wrote the rules on patient safety. But its hospitals don’t 
always follow them 12-29-18 
http://www.tampabay.com/projects/2018/investigations/heartbroken/johns-
hopkins-patient-safety/

• State and federal inspectors visit All Children’s after reports on heart surgery 
deaths: 01-11-19 https://www.tampabay.com/investigations/2019/01/11/state-
and-federal-inspectors-visit-all-childrens-after-reports-on-heart-surgery-
deaths/

• Johns Hopkins hires former prosecutor to investigate All Children’s Heart 
Institute 01-09-19 https://www.tampabay.com/investigations/2019/01/09/johns-
hopkins-hires-former-prosecutor-to-investigate-all-childrens-heart-institute/

• Three more All Children’s officials resign following Times investigation 01-
02-19 https://www.tampabay.com/investigations/2019/01/02/three-more-all-
childrens-officials-resign-following-times-investigation/

• State may publish more data on heart surgery deaths 12-17-18 
https://www.tampabay.com/investigations/2018/12/17/state-may-publish-
more-data-on-heart-surgery-deaths/

• Reps. Kathy Castor, Charlie Crist repeat call for federal investigation into All 
Children’s heart unit 12-12-18 https://www.tampabay.com/florida-
politics/buzz/2018/12/12/reps-kathy-castor-charlie-crist-repeat-call-for-federal-
investigation-into-all-childrens-heart-unit/

• Top All Children’s executives resign following Times report on heart 
surgeries 12-11-18 https://www.tampabay.com/investigations/2018/12/11/top-
all-childrens-executives-resign-following-times-report/

• State, federal officials missed warnings at All Children’s heart unit 12-07-18 
https://www.tampabay.com/investigations/2018/12/07/state-federal-officials-
missed-warnings-at-all-childrens-heart-unit/

• Heartbroken 12-02-18 
https://www.tampabay.com/projects/2018/investigations/heartbroken/all-
childrens-heart-institute/   

• All Children’s CEO: Not telling parents about needle left behind was 
“complete failure” 05-22-18 
https://www.tampabay.com/investigations/2018/05/22/all-childrens-ceo-not-
telling-parents-about-needle-left-behind-was-complete-failure/

• All Children’s Hospital now under federal review 05-17-18 
https://www.tampabay.com/investigations/2018/05/17/all-childrens-hospital-
now-under-federal-review/

• All Children’s never told state about needle left in baby 05-15-18 
https://www.tampabay.com/investigations/2018/05/15/all-childrens-never-told-
state-about-needle-left-in-baby/

• State investigating problems at All Children’s Heart Institute 04-28-18 
https://www.tampabay.com/investigations/2018/04/28/state-investigating-
problems-at-all-childrens-heart-institute/
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Tampa Bay Times Articles

• How we calculated All Children’s surgical mortality rates 
http://www.tampabay.com/projects/2018/investigations/heartbroken/data-
methodology/

• These eight children went to the All Children’s Heart Institute. Here's what 
happened to them 
http://www.tampabay.com/projects/2018/investigations/heartbroken/patient
-stories/

• Johns Hopkins All Children's still noncompliant with some regulations, 
CMS says 03-11-19 https://www.beckershospitalreview.com/quality/johns-
hopkins-all-children-s-fails-follow-up-inspection-federal-funding-still-at-
risk.html

• Federal inspectors find unresolved problems at All Children’s 03-08-19 
https://www.tampabay.com/investigations/2019/03/08/federal-inspectors-
find-unresolved-problems-at-all-childrens/

• Senate committee greenlights oversight of children’s heart surgery 
programs after Times report 03-11-19 https://www.tampabay.com/florida-
politics/2019/03/11/senate-committee-greenlights-oversight-of-childrens-
heart-surgery-programs-after-times-report/

• All Children’s deaths led to a bill adding oversight. The Florida House just 
gutted it 03-27-19 https://www.tampabay.com/investigations/2019/03/27/all-
childrens-deaths-led-to-a-bill-adding-oversight-the-florida-house-just-
gutted-it/

• Florida could have fined All Children’s millions for late reports. It went with 
$4,500 03-29-19. 
https://www.tampabay.com/investigations/2019/03/29/florida-could-have-
fined-all-childrens-millions-for-late-reports-it-went-with-4500/

• All Children’s works to restore faith, but families struggle to forgive 

https://www.tampabay.com/investigations/2019/04/10/all-childrens-works-
to-restore-faith-but-families-struggle-to-forgive/

• Times’ series on patient deaths at Johns Hopkins All Children's Hospital 
wins top award https://www.tampabay.com/environment/times-series-on-
patient-deaths-at-johns-hopkins-all-childrens-hospital-wins-top-award-
20190409/

• Heart surgery bill gets new life 04-24-19 https://www.tampabay.com/florida-
politics/buzz/2019/04/24/heart-surgery-bill-gets-new-life/

• Lawmakers approve measure to catch pediatric heart surgery problems 
04-29-19 https://www.tampabay.com/florida-
politics/buzz/2019/04/29/lawmakers-approve-measure-to-catch-pediatric-
heart-surgery-problems/

• Regulators still not satisfied with All Children’s progress 05-01-19 
https://www.tampabay.com/investigations/2019/05/01/regulators-still-not-
satisfied-with-all-childrens-progress/

• Florida Legislature 2019: What passed and what failed 05-06-19 
https://www.tampabay.com/florida-politics/buzz/2019/05/06/florida-
legislature-2019-what-passed-and-what-failed/

• Profit at Johns Hopkins hospitals tumbled. All Children’s was to blame 05-
28-19 https://www.tampabay.com/investigations/2019/05/28/profit-at-johns-
hopkins-hospitals-tumbled-all-childrens-was-to-blame/

• In North Carolina, the New York Times reveals another heart surgery 
program in trouble 05-30-19 
https://www.tampabay.com/investigations/2019/05/30/in-north-carolina-the-
new-york-times-reveals-another-heart-surgery-program-in-trouble/

• Top heart surgeon returns to All Children’s, 3 years after being pushed 
out. https://www.tampabay.com/investigations/2019/10/16/top-heart-
surgeon-returns-to-all-childrens-3-years-after-being-pushed-out/
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Meaningful Use is dead. Long live something better!In the News: Med Tac Updates

Source: Campus Safety Nov/Dec Issue - https://www.campussafetymagazine.com/public/med-tac-training-bystanders/ 

Nov/Dec 2018 Issue
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Meaningful Use is dead. Long live something better!Med Tac Slides and Articles in RESOURCES SECTION

89

Med Tac Articles: Campus Safety Magazine
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In The News …

Bleeding Kits Available on Cape Cod 
Beaches In Case of Shark Attack

Source: https://www.cnn.com/2019/07/04/us/shark-bleeding-kit-beach-cape-cod-trnd/index.html 

The kits contain, "bleeding control dressings, 
gloves and eye protection, and they are in a 
waterproof and airtight sealed case up the 
beach," Fire Chief Anthony Pike tells CNN.

Eventually 10 kits will be deployed. These are 
in addition to those already available with 
lifeguards, EMTs on the beaches, and in fire 
department vehicles.

Pike said the kits are great for doctors, 
nurses, and off-duty first responders. And 
directions are provided to help those who lack 
medical training.

The kits are for serious incidents only, Pike 
warns -- not for minor cuts form a shell on the 

ground. They're for "any major bleeding 
emergency that may arise."

And with at least a dozen sharks swimming 
nearby, that's the "major bleeding emergency" 
on most minds.

"I hope we never have to use them, but if we 
do they are there," Pike said.

Sharks are common in the area, but attacks 
are rare -- and fatal encounters almost 
unheard of. Last summer, a swimmer at a 
Cape Cod beach died in what experts said 
was the state's first fatal attack in more than 
80 years.

July 04, 2019
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Patient Safety and COI Stories Being Followed

October 16, 2019

Johns Hopkins All Children’s Hospital has hired a familiar face to help it restart its troubled heart surgery unit. 
“the first step in a phased process of restarting the Johns Hopkins All Children’s Heart Institute.”

Source: https://www.tampabay.com/investigations/2019/10/16/top-heart-surgeon-returns-to-all-childrens-3-years-after-being-pushed-out/

The New World of Relentless Coverage


