


A
bu Dhabi’s Tawam 
Hospital faces many 
of the same barriers to 
patient safety present in 
hospitals elsewhere—

hierarchies between providers, a culture 
that isn’t accustomed to acknowledging 
medical errors, and the tendency for 
poor communication and teamwork to 
lead to adverse events.

But Tawam also has a unique set of 
challenges. Its employees hail from 60 
nations, making cross-cultural commu-
nication a difficult task. Many of these 
caregivers have traditionally felt an added 
reluctance to admit mistakes—because 
doing so might lead them to lose their 
jobs and work visas. And they needed 
to navigate their host cultures’ customs, 
such as family members’ insistence on 
visiting patients at all hours.

So when Tawam adopted a patient 
safety program developed at Johns 
Hopkins, it was logical to wonder: How 
would it translate? 

Quite well, it appears. While the 
patient safety revolution is still young at 
Tawam, there have already been several 
significant victories.

The seeds of this program were plant-
ed in May 2006, when Johns Hopkins 
Medicine International began manag-
ing the 470-bed hospital. The arrange-
ment gave International an opportunity 
to help shape the development of an 
institution that was already a leader in 
the Middle East. For Tawam, the deal 
meant access to Hopkins experts for 
training and other assistance—including 
in patient safety.

“We had to build this program 
from its infancy,” says Steve Matarelli, 
Tawam’s chief clinical officer, noting 
that until recently the hospital had no 
full-time employees in patient safety.

Tawam’s program was up and run-
ning in a span of several months. By 
January 2008, the hospital had hired a 
senior patient safety officer, Krishnan 
Sankaranarayanan, and four patient 
safety officers. The next month, experts 
from Hopkins’ Center for Innovation 
in Quality Patient Care visited Tawam 

for three days to train its executive 
leaders and department heads on their 
roles in promoting safety and help the 
hospital develop a strategic patient 
safety plan. 

The Center’s consultants were back for 
five days that April to train physicians 
and staff on such topics as the science 
of safety and to help launch the Com-
prehensive Unit-based Safety Program 
(CUSP), the centerpiece of the effort, 
on three units. Developed at Hopkins, 
CUSP provides a framework for front-
line caregivers to identify and address 
hazards through such steps as measuring 
the safety-related culture of the unit, 
leveraging the wisdom of frontline staff 
about the dangers facing patients, and 
opening the lines of communication 
between these caregivers, managers and 
executives.

Tawam leaders quickly found that not 
every aspect of CUSP translated word 
for word. In the program, leaders ask 
frontline staff two questions: How is the 
next patient going to be harmed on this 
unit? What can be done to prevent this 
harm? As Tawam leaders found, staff 

often balked at the question, no matter 
how many ways it was asked. Instead 
of bringing up dangers, they typically 
talked about the protocols they followed 
to prevent harm. 

“Today I ask very pointed question,” 
says Matarelli. “For instance, Have you 
had any problems with pharmacy recently 
on medications prepared for the ICU?”

Despite the need for some adjust-
ments, caregivers quickly seized the 
chance to tackle problems on their units. 
In the ICU, for example, nurses had 
complained that it was hard to find what 
they needed in medication cabinets. “It 
was a big mess,” says pharmacist Adeline 
Saliba, Tawam’s medication safety offi-
cer. The medications weren’t in alpha-
betical order, it wasn’t clear what the 
color-coded labels meant, and some were 
unlabeled, she recalls.

So the unit launched a project to reor-
ganize the cabinets and standardize label-
ing. The results of the month-long effort 
were impressive: The time it took nurses 
to find a needed medication dropped 
from an average of 58 seconds before the 
changes to 5 seconds afterwards. 

Among other hazards tackled:
•	 �On the pediatric oncology unit, 

restricted-access barrier doors were 
installed between the inpatient and 
outpatient areas after caregivers 
expressed concern that having both 
types of patients in the same area 
could lead to infections. 

•	 �When respiratory therapists pointed 
out that it was difficult to quickly 
find the laryngoscope equipment they 
needed from crash carts, the ICU 
team created separate boxes for emer-
gency airway supplies, in which items 
are more logically organized. 

•	 �Across the hospital, teams are work-
ing to improve visitor control through 
such steps as restricting access to 
rooms. There have been cases in 
which family members crowding 
patient beds have obstructed care.

Although these fixes came quickly, 
moving a culture takes time. The life-
blood of any patient safety program is 
caregivers’ willingness to acknowledge 
when they’re involved in adverse events, 
so that the hospital can address system 
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Steve Matarelli, Tawam Hospital’s chief clinical officer, talks to staff nurse Vilma Sim during his monthly executive safety rounds on 
the intensive care unit.
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The Director’s Chair

Just like any business merger, the uniting of several hospital units requires due 
diligence. When a new critical care tower opens at The Johns Hopkins Hospital 
in 2011, several existing preprocedure and recovery areas will be combined 
into new, integrated perianesthesia care units (PACUs). The third-floor PACU 
alone will combine eight existing areas. Dina Krenzischek, nurse manager in the 
Weinberg and General Operating Room Same Day Prep and PACUs, explains how 
they’re preparing for the complicated move.

No Longer Taboo
Ric   h a r d  “ C h ip  ”   D a v i s 

Executive Director

Several years ago, the blood bank at The 
Johns Hopkins Hospital noticed a worrisome 
trend. Too many units of blood transported to 
operating rooms had to be discarded before 
they reached patients. So, with assistance from 
the Center for Innovation in Quality Patient 
Care, a team that included the blood bank 
and the Department of Anesthesiology and 
Critical Care Medicine tackled the problem. 
They methodically identified and eliminated 
several key sources of wastage, such as incon-
sistent methods for packing units in coolers 
that led their temperatures to rise above 
allowable levels. 

Their work led the discard rate to drop 
from 4 percent to just 1 percent. This turn-
around has not only preserved more of a 
limited, lifesaving resource, but it has also 
proven a financial boon, saving the hospital 
more than $900,000 since late 2004. 

When we created the Center for Innova-
tion in 2002, I believed that significant financial 
savings could result from the work of quality 
improvement and patient safety. But I was 
reluctant to tout those benefits. The mission 
of improving health care delivery needed to be 
front and center, and I didn’t want to feed any 
suspicions (wrong as they might be) that our 
efforts to redesign health delivery were veiled 
attempts to boost the bottom line.

Over time, however, many people trained 
by the Center have recognized on their own 
that, as they looked for better models of care, 

they uncovered inefficiencies that cost their 
organizations time, money and resources. 

Consider the projects undertaken by 
health care professionals in the Center’s Lean 
Sigma Prescription for Healthcare class, and 
it’s clear that many have seen the financial 
upside of quality improvement. Using Lean 
Sigma methods to reduce waste and eliminate 
errors, trainees have spearheaded efforts to 
more accurately capture charges for patient 
care and to improve inventory control in the 
Emergency Department, among other efforts.

Projects focusing mainly on patient care 
can also help our financial footing. Take, for 
instance, this issue’s story about successful 
efforts at Johns Hopkins Bayview Medical 
Center to reduce triage times in labor and 
delivery. The unit nearly doubled the number 
of patients seen in triage each day, without 
adding additional staff or patient rooms.

Given the economic stressors facing health 
care organizations these days, we all need to 
find cost savings and new revenue wherever 
we can. Rather than seeing quality improve-
ment and safety as potential victims of these 
tight times, we should regard them as part of 
the solution.   n

Negotiating a Merger in the PACU

Why do these units have to merge?
The building’s design dictates it. The floor has one large 
area for preparation and recovery, which is located close to 
both the operating rooms, procedure area and the waiting 
area. This is a logical way to arrange your space, but that’s 
not how the rest of our hospital developed over the years.

 Hopkins Hospital is actually several buildings, and we 
ended up having multiple prep, procedure and recovery 
areas spread throughout. A patient might visit three dif-
ferent floors in three different buildings for steps of care 
related to a single operation. There’s a clear benefit to 
combining several areas onto one unit, but we have to 
make sure that we standardize care and get everyone on 
the same page.

How do you envision the new units’ processes?
With the assistance of Bob Hody in the Center for Inno-
vation in Quality Patient Care and staff from Opera-
tions Integration, our team collected massive amounts of 
information from the units to be merged: their patient 
volumes, the length of procedures, recovery times, medi-
cations, supplies, visitor volumes and so on. We then 
used this data to make projections. For instance, we use it 
to project bed usage and staffing needs at different times 
of day in the future PACU.  

We also created process maps to look at such issues as 
chart flow and materials use. 

Did you discover any problems through these 
analyses?
The team focusing on the planned family lounge areas 
found that the third-floor family area would meet approx-
imately 80 percent of the projected volume—meaning 20 
percent of the family members won’t have a chair there. 
We’ve been working with the facilities office to find an 
overflow area and figure out how we’re going to commu-
nicate with these visitors. Do we need pagers that light up 

when these visitors should come back to the lounge, like 
those you get while waiting for a table in a restaurant, or 
electronic tracking via monitors to inform family mem-
bers of patients’ status?

	
Did you make any improvements over the existing 
plans?
One of our objectives was to standardize the floor’s medi-
cation rooms. For example, back in 2007, when our plan-
ning process started, I worked with Marge Siegmeister 
from Facilities to make sure that the PACU’s three medi-
cation rooms had the same dimensions. Also, each room 
will have Pyxis machines that are located and stocked the 
same way. The standardized Pyxis machine and room 
setup will reduce frustrations and extra steps by the nurse.

What are some of the biggest obstacles to a 
smooth transition?
This new unit will have high volumes, rapid turnover, 
varied acuity levels, and patients undergoing many differ-
ent types of procedures—and the nurses have to master 
them all. 

Currently, every unit has their own standard and thinks 
that they have the best practice—and rightfully so because 
it’s the best practice for them. It’s important that we get 
together to review evidence-based practice to support our 
standards.  

Cultural integration of these different areas is one of 
our main goals for the future. We can easily write policies 
and procedures and teach clinical content but cultural 
integration has to be approached with sensitivity and 
respect for those who are involved. We need to find ways 
to get staff informed, involved and engaged in the transi-
tion. Using Hopkins’ simulation center to practice clinical 
scenarios and model patient flow may help ease caregiv-
ers’ anxiety and improve teamwork. n

errors related to those events. But the hos-
pital’s history worked against that.

“Tawam had a history of, you made 
a mistake, you were terminated,” says 
Matarelli. “That also likely meant deporta-
tion because unless you carry an Emirate 
passport, you are a guest.”

Given that track record, Tawam needed 
to convince staff that they could admit 

errors without fear. Leaders had the chance 
to prove it after an error when nurses failed 
to follow medication administration proto-
cols. Still employed, those nurses spread the 
message that people must report mistakes.

Sankaranarayanan says such empower-
ment has more people clamoring for CUSP. 
Three more units will be adopted in 2009. 

The safety program “has become a 

buzzword at the hospital,” he says. “Units 
are asking, When are we going to have 
CUSP?” n

To learn about consulting services  
and training offered by the Center for  
Innovation, visit www.hopkinsmedicine.
org/innovation, call (+1) 410-614-3567  
or e-mail innovations@jhmi.edu.
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When nurse manager Joanne Tim-
mel explains the reasons for past 
episodes of uncoordinated care and 
confusion on Weinberg 4C, she 
breaks it down to one simple fact.

At any given time, the 18-bed 
surgical oncology unit at The 
Johns Hopkins Hospital could have 
patients from as many as eight dif-
ferent services.

That reality meant that nurses 
couldn’t join physicians for morning 
rounds. It produced a daily flurry 
of pages from nurses with pressing 
questions for physicians. And it con-
tributed to unwanted disconnects. 
On two occasions, for instance, the 
team decided a patient should be 
transferred to intensive care due to 
deteriorating lab values; however, 
the nurses weren’t notified of the 
condition change and hours later 
found out about the need to trans-
fer the patient from an order in the 

provider order entry (POE) system.
So it was no surprise that when 

the unit launched the comprehen-
sive unit-based safety program in 
February 2008, communication was 
the safety hazard most often cited. 

The problem led the unit in 
spring 2008 to pilot a potential solu-
tion: becoming the home for all the 
patients from one of the surgical 
services. Now, six to 12 of its beds 
are typically occupied by patients 
cared for by Surgery’s Cameron 
Blue service, which specializes in 
liver and pancreatic surgery. The 
strategy allows the service’s sur-
geons to focus on a unit and to be 
more available to nurses when not 
in the operating room. Patients typi-
cally go to the unit after an over-
night stay in intensive care.

Patient cohorting, as this strategy 
is known, has long been practiced 
on several hospital units. The hos-

pital has geographical homes for 
transplant patients and cystic fibrosis 
patients, for example. But additional 
areas of the hospital have come to 
see cohorting as a boon to commu-
nication and efficiency, building trust 
between caregivers at a time when 
electronic ordering has decreased 
their face-to-face contact.

On Weinberg 4C, the approach 
has allowed a charge nurse to 
round with surgeons on their 
patient at 6 a.m. each morning. A 
team-based daily goals sheet helps 
to focus their discussions, which 
include the nurses’ concerns, the 
day’s plan of care, and what must 
be done before the patient can go 
home. These goals might be to get 
a patient out of bed and walking or 
started on solid foods.

The pilot project has turned 
many Weinberg 4C caregivers into 
advocates of expanding the cohort-

ing approach. But they acknowledge 
some drawbacks to the strategy. 
For one, many nurses like having a 
more diverse mix of patients rather 
than a group of similar ones. Also, 
because the unit gets the patients 
from one service, there may be 
periods when the acuity of patients 
is markedly high on the unit.

Then there’s the logistical dif-
ficulty of finding beds for patients 
on their designated cohort unit, 
particularly in areas with high occu-
pancy rates.

Still, the effort has received high 
marks from caregivers. Nurse clini-
cian Maria Balatzis says cohorting 
has allowed her to build a rapport 
with the Cameron Blue residents 
and surgeons. Joining them on 
rounds, she benefits from the 
teaching between senior residents 
and interns. “When doctors write 
orders and you’re not there, they 

don’t tell you the why,” she says. 
“But you can learn those reasons 
when you’re rounding with them.” 
This knowledge helps the nurse to 
explain the rationale to patients. 

Working more extensively 
with patients who have a similar 
condition also allows the nurses 
to become more expert in caring 
for them, says Rich Schulick, an 
attending surgeon on Cameron 
Blue. The nurses are more apt to 
notice when a patient’s condition 
diverges from the standard pathway 
to recovery, he notes.

The various changes appear 
to be having an uplifting effect on 
caregiver attitudes. The percentage 
who had positive perceptions of 
safety, teamwork, working condi-
tions and unit management all 
jumped considerably between 2007 
and 2008 in a survey of safety-
related attitudes. n

W
hen the increas-
ingly busy labor 
and delivery unit 
at Johns Hop-
kins Bayview 

Medical Center launched an effort to 
reduce triage times, they knew that one 
potential solution wasn’t up for discus-
sion. There wasn’t any space to build 
additional exam rooms beyond the three 
that existed.

But while the unit’s geographic foot-
print remains fixed, the explosion in its 
patient visits isn’t letting up. An influx 
of younger families, many of them 
immigrants, has produced a significant 
increase in patient flow—deliveries alone 
increased by nearly 50 percent between 
2003 and 2008. Patient acuity is also 
rising, as it has become more common 
to see patients with undiagnosed health 
problems, such as active tuberculosis. 
“We often see patients who do not get 
prenatal care,” says Wendy House-
knecht, advanced clinical nurse. “If they 
do get prenatal care, it’s often not until 

there’s a critical need for it.”
Understanding that longer wait 

times can increase safety risks, unit and 
department leadership decided to target 
triage because it’s a vital link in patient 
flow where patients’ conditions—from 
bleeding to decreased fetal movement to 
labor—must be assessed and providers 
decide whether to admit them to the 
OB unit or send them home. But where 

would the group start?
They found a framework in Lean 

Sigma Prescription for Healthcare, a 
five-day course offered by the Center 
for Innovation in Quality Patient Care. 
This approach combines Lean meth-
odology, which focuses on optimizing 
flow, increasing speed and reducing 
waste, with the statistical tools of Six 
Sigma to reduce defects. As part of the 
course, students lead their own quality 
improvement projects.

Houseknecht and Susan Will, Hop-
kins’ obstetrical patient safety nurse, 
took the course in early 2008 as the 
representatives for the unit’s multidisci-
plinary triage improvement team, while 
the Center’s Robert Hody, a Master 
Black Belt in Lean Sigma, coached the 
group and provided statistical analysis 
and support. 

In February 2008, the team identified 
its baseline: The average length of triage 
stay was 147 minutes. 

Among other steps, they mapped 
patient flow processes in search of 
opportunities to save time. They ana-
lyzed the types of patient cases present-
ing to the unit. And they created a 
survey to collect staff feedback on the 
sources of delays—such as inefficient 
processes and patients who could have 
been treated at other locations. 

These analyses led to a series of small 
changes that have combined to make a 
big impact.

In one project, observers noted that 
nurses often made several trips from 
the triage exam rooms to various sup-
ply rooms down the hallway to retrieve 
items that they needed for patient care. 
To reduce this distance, the unit pur-
chased a brand of bedside supply carts 
that could be placed in triage rooms. A 
card-swipe reader unlocks the cabinets, 

insuring that items such as syringes and 
medications—which need to remain out 
of patient reach—are securely stored.

“It reduces the stress on the nurses,” 
says Peggy Jones, a staff nurse on the 
unit’s triage Lean Sigma team. “When 
you have carts in the room, you don’t 
have to run all over the unit because 
you already have what you need.” 

The team also worked to reduce 
the number of nonobstetrical visits 
that came to the unit. In the past, the 
Emergency Department would often 
send pregnant patients to the labor and 
delivery unit, even if the reason for 
needing care wasn’t pregnancy-related, 
like a toothache. Working with their 
ED colleagues, the labor and delivery 
team  refined triage policy so there were 
fewer such cases going to OB.

Among the group’s other steps: 
identifying overflow space for patients 
who needed prolonged monitoring but 
didn’t require admission; transition-
ing registration duties to the front-desk 
secretary, instead of that function being 
performed off the unit; and improv-
ing signage so that patients, family 
members and staff wouldn’t wait in the 

wrong areas, where staff weren’t aware 
of their arrivals.  

Their efforts have already paid off. 
By December 2008, triage wait times 
dropped nearly 25 percent while the 
average daily census jumped from nine 
patients to 16. The number of admitted 
patients whose triage stays was within 
the unit’s one-hour target increased 
from 56 percent before the project to 
70 percent after it. And the two-hour 
triage target for nonadmitted patients 
was met in 58 percent of cases, com-
pared to 49 percent before the effort.

Hody says that the best tribute to 
the team is that it hasn’t stopped with 
triage times. While that triage project 
continues, the team has embarked on a 
new one, also using Lean Sigma, to start 
more OB surgical cases on time. n

Lean Sigma Prescription for Health-
care training is available to all health 
care professionals. Upcoming courses 
will be offered Sept. 14-18 and  
Nov. 2-6. To learn more, visit www. 
hopkinsmedicine.org/innovation,  
call (+1) 410-614-3567 or e-mail  
innovations@jhmi.edu.

TOOLS

Same Space, More Patients 

Obstetrical patient safety nurse Susan Will (left) stands near a new bedside supply cart, 
one of the interventions that has streamlined care.

Changing the Geography of Care
Giving surgeons a “home” in the hospital proves a boon to communication.

SPOTLIGHT                                                                          

Patient acuity is also 
rising, as it has become 
more common to see 
patients with undiagnosed 
health problems, such as 
active tuberculosis.

A labor and delivery unit uses Lean Sigma tools  
to tackle triage wait times.


