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Objectives 

■ Explain collaborative development and planning 

■ Discuss the model for improvement - CUSP, 

TeamSTEPPS and 4 E’s 

■ Describe team successes and innovations 

■ Update on related quality initiatives 



Roadmap to Collaboration 

■ NJHA successful On the CUSP STOP BSI 

collaborative efforts 

■ Fall 2012 - Sustainability funding made available 

■ NJ HAI Learning Action Network 



Collaborative  

Synergy !! 



Key Questions?? 

■ Who 

■ What  

■ Why 

■ How 



Collaborative Teams 
(the WHO) 

■ 180 New Jersey dialysis units 

■ Teams were chosen based on BSI rates 

■ “Invitation” letters sent to unit administration 

■ Units included hospital-based and free standing  

■ All units in N.J. were invited to participate voluntarily 



Collaborative Structure 
(the WHAT) 

■ Learning Action Collaborative 

■ Faculty led and peer to peer learning 

■ 2 cohorts - 12 months each 

■ Interdisciplinary teams with leadership involvement 

■ In-person and webinar based sessions 

■ CUSP one-day boot camp  

■ Evidence-based content 

■ Toolkit 

 

 



Goals 
(the why) 

■ Primary Goal: 25% reduction in bloodstream 

infections 

■ Other goals that were encouraged: 

o Increase the percentage of AV fistulas 

o Decrease the percentage of catheters 

o Improve unit safety culture 



Model For Improvement 
(the HOW) 

CUSP 

Team 
STEPPS 

4E’s 



Comprehensive Unit-based Safety 

Program (CUSP) 

■ Created through a collaborative effort of the Agency for 

Healthcare Research and Quality and state and national-level 

innovators in patient safety 

■ Dovetails with, and supports, a range of quality and safety 

improvement models  

■ Encompasses a wide range of safety tools and approaches 

■ Based on the understanding that all culture is local, and that 

work to improve culture must be owned at the unit level 

■ Believes that harm is not an acceptable “cost of doing 

business” 

■ Can be applied by anyone, anywhere 

 



CUSP Model 

1. Engagement of front line staff 

2. Identify and learn from defects 

3. Leadership involvement 

4. Implement teamwork & communication tools  

5. Educate on the science of safety 

 



CUSP for ESRD 

CUSP Infection Prevention 

Adaptive/Cultural   Technical 
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1. Infection surveillance 

2. Hand hygiene 

3. Catheter/vascular access care 

4. Patient education/engagement 

5. Staff education and competency 

6. Catheter reduction 
 

1. Educate on the Science of Safety 

2. Identify Defects (Staff Safety 
Assessment) 

3. Senior Executive Partnership 

4. Learn from Defects 

5. Implement Teamwork & 
Communications Tools 
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Standardize 
Create 

independent 

checks 

Learn from 

defects 



CDC Core Interventions 

 Hand hygiene 

 Catheter/vascular access care  

 Staff education and competency 

 Patient education/engagement 

 Catheter reduction 

 Chlorhexidine for skin antisepsis 

 Catheter hub disinfection 

 Antimicrobial ointment 



Technical Expertise 

■ CDC Dialysis Infection Prevention Collaborative 

■ Physician Champion - Dr. Kapoian 

■ Network 3 nurses 

■ NJ Infection Preventionists 

■ AtlantiCare 

■ Fletcher Allen 

■ Altru Health System 

■ Safe Injection Practice - NJ DOH 

 

 



Safe Design Examples 

■ Chlorhexidine use 

■ Enhanced communication tools- huddles, rounds 

■ Environmental disinfection- changes in patient shift 

scheduling  

■ Audits- hand hygiene & access care 

■ Staff competencies 

■ Patient self care surveys 

 

 



Learning from Defects 



Learning from Defects Tool 

What happened? 

Why did it happen? 

Contributing factors? 

How will we prevent this from happening 
again? 

How will we know if the risk is reduced? 
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Staff Safety Assessment 

2 Questions: 

■How will the next patient be 

harmed? 

■What can we do to prevent it? 



Adaptive  



Safety Culture 

■ Enduring, shared, LEARNED beliefs and 

behaviors that reflect an organization’s willingness 

to learn from errors 

■ Four beliefs present in a safe, informed culture 

o Our processes are designed to prevent failure 

o We are committed to detect and learn from error 

o We have a just culture that disciplines based on risk 

taking 

o People who work in teams make fewer errors 



Hospital Survey on Patient Safety  

(HSOPS) 

■ Developed by the Agency for Healthcare Research and 

Quality (AHRQ), as a tool for hospitals to assess their 

patient safety culture, track changes in patient safety over 

time, and to evaluate the impact of patient safety 

interventions. 

■ The survey, which measures hospital staff opinions about 

patient safety issues, medical errors, and event reporting, 

includes 42 items that measure 12 dimensions of patient 

safety culture. 

■ Surveys available for hospital, medical office, nursing 

home, pharmacy. 



HSOPS:  
42 Items Assess 12 Dimensions of Patient 

Safety Culture 

1. Communication openness 

2. Feedback & communication about error 

3. Frequency of event reporting 

4. Handoffs & transitions 

5. Management support for patient safety 

6. Nonpunitive response to error 

7. Organizational learning--continuous improvement 

8. Overall perceptions of patient safety 

9. Staffing 

10. Supv/mgr expectations & actions promoting patient safety 

11. Teamwork across units 

12. Teamwork within units 



Key Items from N.J. Units 

 High scoring: 

o Management support for patient safety 

o Supv/mgr expectations & actions promoting 

patient safety 

o Teamwork within units 

 Low scoring: 

o Nonpunitive response to error 

o Handoffs & transitions 

o Staffing 

 

 

 

 



Sample Survey Review 



Integrate Methods to Enhance 

Teamwork and Communication 



Source: Joint Commission, 2014 



Why Does Teamwork Matter in 

Healthcare? 

■ Reduce clinical errors 

■ Improve patient outcomes for patients  

■ Better continuity of care, access to care and 

patient satisfaction 

■ Increase staff satisfaction 

■ Increase efficiency 



TeamSTEPPS  
 

Key Principles 



Patient Safety Movement 



“Begin with the End Goal in Mind” 



TeamSTEPPS and CUSP for ESRD 

BSI 

• Reduce BSI rates by 25% 

CUSP 

• Improve safety culture as evidenced by improved  teamwork 
and communication by employing CUSP methodology 

TeamSTEPPS 

• Brief, Huddle, 2 Challenge Rule 



Challenge:  
To Engage Staff  

and Patients 

 

Photo shared by Renal 
Center of Brick 



Engage Team Members Using the 4 E’s 
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Engage 

(adaptive) 

How does this make the 

world a better place? 

Educate  

(technical

) 

What do we need to 

know? 

Execute 

(adaptive) 

What do we need to do?  

What can we do with our 

resources and culture? 

Evaluate 

(technical

) 

How do we know we 

improved safety? 

Senior 
Leaders 

Staff 

Team 
Leaders 



Engagement Strategies 

■ Aim Statements - set goals 

■ Owned their data 

■ Identified knowledge gaps - staff and patients 

■ Staff were involved in decision making and 

implementing change 

■ Patients were asked to take responsibility for actions 

and be part of the solution 

 

 

 



Results 

■Goal was 25% reduction in 

infections 

■Over 2 cohorts of teams 

oAchieved 25% - 48% reduction 

in infection rates! 



Celebrate Success! 

Photo shared by Renal Center of Brick 



End Stage Renal Disease  
Related Issues 

■ VAP/VAE 

■ CLABSI 

■ VTE 

■ Pressure Ulcers 

■ C–Diff 

 

 

 

 

 

 

 

■ Falls  

■ ADES 

■ Readmissions / 

Transitions of Care 

■ Patient & Family 

Engagement (PFE) 

■ Leadership 



End Stage Renal Disease Related Issues 

TOTAL CASES OF HARM REDUCED: 10,611

TOTAL COSTS SAVINGS: $180,261,349 - $202,959,107

NJHA Hospital Engagement Network Harm Reduction and Cost Savings
2012 - 2013
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8,117

879

10

1,404

Readmissions
$77.4M -
$77.9M

Note: Total cases of harm reduced represent the difference in number of harm events occuring during the project 
period (2012-2013) between expected cases (calculated based on baseline rate) and observed cases. Baseline 
benchmarks use data from 2010, 2011 or earliest available period.
Data Sources: National Healthcare Safety Network; National Database on Nursing Quality Indicators; Healthcare 
Quality Strategies, Inc. (QIO); Patient Safety Indicators; UB-04 Hospital Discharge Dataset; ADE and EED data self-
reported by hospitals. Costs are calculated based on figures provided by AHA/HRET, AHRQ and RTI International.
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BASELINE

55 58

601
513

C. difficile
$60M

Falls
$9.9M -
$26.3M

VTE
$467K -
$583K

OB
Events
$1.54M

EED
$12.1M

Pressure 
Ulcers

$19.9M -
$25.8M

CAUTI
$41K -
$323K

CLABSI
$954K

SSI
(KPRO)

$624K -
$655K

VAP
$435K

1,485

ADE
$4.21M



VAP/VAE 



CLABSI 



VTE 



Pressure Ulcers 



C-Diff 



Falls  



Adverse Drug Events 
New Jersey Discharge Data Collection System 



Adverse Events Related to Warfarin 
New Jersey Discharge Data Collection System 



Poor Glycemic Control 
New Jersey Discharge Data Collection System 



Adverse Events Related Steroids 
New Jersey Discharge Data Collection System 



Adverse Events from Antibiotics 
New Jersey Discharge Data Collection System 



Adverse Events from Opiates 
New Jersey Discharge Data Collection System 



Readmissions 



Readmissions 



Admission Rate 



Patient & Family Engagement 



Patient & Family Engagement 



Leadership 



Thank you! 


