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Provide the highest quality 
health care for children

Be the leading source of research
and discovery

Educate the next generation: primary 
pediatric teaching hospital for 
Harvard Medical School

Enhance the health and well-being 
of children and families in our
local community

our mission



#1 ranked children’s hospital by
U.S. News & World Report

415 licensed beds

258 specialized clinical programs

710,000 outpatient and ER visits

25,000 inpatient, observation visits

8,300 total employees

1,200 physicians and dental staff

2,000 nurses

our care, our team



Care through developmental stages:
infants to children to young adults

Families as partners…particularly 
for children with chronic conditions

Primary Care: 
• Proactive, preventive care
• Low prevalence of serious illness, but 

increasing complexity
• Rare catastrophic outcomes

Children with complex chronic conditions:
• Coordinated, highly specialized care
• Often technology-dependent
• High percentage of patients referred for 

care they can’t receive elsewhere

the pediatric difference



Nearly  30 years since James Reason 
articulated the Swiss Cheese model of 
system failure (1990)

20 years after “To err is human” (1999) 
launched the modern patient safety   
movement

Substantial progress on decreasing particular 
safety events, but much more to do…

Bates and Singh call the last two decades
the “Bronze Age” of patient safety—
Development of primitive tools1

the evolution of safety

1 Bates DW, Singh H. Health Affairs 37:11, 2018.



Highest complexity patients often have 
rare conditions or presentations

Almost all medications require 
individualized dosing and preparation—
many “off-label” for children

Specialized equipment vary with age

Electronic health records and decision 
support not as well developed for 
pediatric care

pediatric patient safety: 
some special challenges



Electronic reporting of events, close calls

Structured root cause analysis, with tracking 
of systems improvements

boston children’s: 
early warnings, response, resiliency

Rapid response consultation—including a
dedicated Behavioral Response Team 

Early Warning Systems:
• Children’s Hospital Early Warning Score
• Sepsis trigger tool
• Pediatric DVT risk assessment

High reliability principles and culture
• Every Moment Matters



Commitment to high reliability principles

100% of staff trained in error prevention strategies

Daily Operations Brief raises awareness of issues 
before they become problems

Leadership rounding

Safety metrics shared enterprise-wide, with
senior leadership engagement

every moment matters



aligning on system-wide safety goals:
a marathon, not a sprint

Sequential improvements 
since 2006:

• Barcoded medication 
administration

• Upgrade to “smart 
pumps”

• High reliability training
• Additional attention to 

medication 
reconciliation

• Additional medication 
history training

• Focus on parental 
nutrition



Quality triads: nurses, physicians,   
QI consultants

Annual departmental Quality 
Management Plans

• Outcome measures (with external 
benchmarks) whenever possible

• High priority performance 
improvement initiatives

• Innovation to advance safety

building quality teams 
and expertise in every 
clinical department



• Opioid stewardship initiatives

• Safer transitions to home
• Discharge process for complex 

care patients
• NICU Discharges
• Central line care at home

• Reducing need for anesthesia for 
MRI in young children

• Condition-specific outcomes 
measurement

building quality teams 
and expertise in every 
clinical department



Children’s Hospital Association 
Patient Safety Organization (PSO)

Condition-specific collaboratives:
- Improve Care Now (Inflammatory Bowel Disease)
- Improving Renal Outcomes Collaborative
- Improving Pediatric Sepsis Outcomes
- Cardiac Registries

Solutions for Patient Safety

children’s hospitals, 
working together

Image courtesy of Cisco



135 hospitals in the U.S. and Canada

Our mission:
Working together to eliminate serious 
harm across all children’s hospitals

Supported by partnerships with
the Children’s Hospital Association,
Cardinal Health Foundation, and
CMS Partnership for Patients

solutions for patient safety



solutions for 
patient safety

Focus on eliminating 
specific hospital-
acquired conditions 
(HACs)



I-PASS

Handoff communication is a common
component of system failures

Strong evidence that structured 
handoffs are part of the solution.

I Illness Severity

P Patient Summary

A Action List

S Situation 
Awareness and 
Contingency 
Planning

S Synthesis by 
Receiver

Number of errors 
(rate per 100 patient admissions)

Pre-
(n=5516 

admissions)

Post-
(n=5571 

admissions)
p value

Overall rate of 
medical errors 24.5 18.8 <0.001

Preventable 
adverse 
events

4.7 3.3 <0.001

Near misses / 
non harmful 
medical errors

19.7 14.5 <0.001

Starmer AJ et al., New Engl J Med 2014; 371:1803-12



A state-of-the-art flexible 
experiential rehearsal, study 
and improvement system 
organized around 5 integrated 
applications to assist in solving 
mission critical problems 
for the enterprise

bch simulation

Inputs (“Reflective Surface”)
• Staff
• Organization Priorities
• Current Staff Needs/Challenges
• Recent Events
• Environmental Changes
• Procedural Changes
• Patient’s and Families

Hospital Wide

Patient Specific

Outputs, e.g.
• Improved patient 

outcomes
• Improved employee 

wellness
• ROI benefits
• Identification of Occult 

Safety Threats



High-complexity, multidisciplinary, team-
based care requires even better levels of
effective communication.

Inadequate methods for efficient retrieval of
key information within and across systems

New technologies bring inherent risks

Increasing complexity of home care for
children with complex conditions results
in new safety risks at home

the challenges remaining



National collaborations in pediatric care:
parents and providers working together,
”We don’t compete on safety”

Emerging technologies to compensate 
for human limits in increasingly complex care

Electronic Health records now 
catching up with the promise of
safety nets and decision support

Attention to human factors in solutions 
for clinicians

Technologies to maintain continuous connection
with patients and caregivers at home

optimism ahead



Thank you



Thank you for joining us today
You can download the slides from this presentation at:

https://zurickdavis.com/industry-insight/upcoming-webinar-innovation-and-
collaboration-to-improve-patient-safety/

OR
https://bit.ly/2RWcRTd

We will be posting the recording at the same location on our Website within 
the next day so you can access it.

We hope you enjoyed this presentation. To make sure  you receive invitations 
to future Webinars, follow us:  

@ZurickDavis or @ZDinterim or on Linkedin at ZurickDavis or ZDinterim


