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Introduction to Hawaii Pacific 
Health

• Not for profit
• Merger of 3 Hawaii healthcare systems 6 years 

ago
• 4 hospitals:

– Kapi’olani Medical Center for Women and Children
– Kapi’olani Medical Center at Pali Momi
– Straub Clinics and Hospital
– Wilcox Memorial Hospital
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Introduction to Hawaii Pacific 
Health

• 3 employed physician groups
• Academic programs based at KMCWC
• Large number of independent 

physicians
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Our Board Directed Goals
• 100% composite score AMI
• 100% composite score HF
• 100% composite score Pneumonia
• 100% composite score SCIP
• 100% observable hand hygiene
• 100% medication reconciliation

by June 30, 2009
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Laying the groundwork

• Adopt “Alapono” structure: July, 2004
– Combined risk management and quality 

improvement, added patient safety and 
service excellence

• Create awareness
– Is there a problem? 
– Is there a problem at Hawaii Pacific 

Health?
– Why does it exist?
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Introduce solutions

• Without a plan to make it better, the 
status quo is just plain scary

• Prioritization: there is too much to do
• IHI 100K Lives campaign announced 

just at the right time (December, 2004)
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Introduce metrics

• It is easy to assume quality in the 
absence of data
– “world class”

• A whole new language to be learned
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Board Role

• Each of our hospital boards receives a 
standardized data dashboard

• Regular board discussion regarding 
selected topics

• Open discussion and recognition of 
discomfort
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Why Do Boards Exist?

Boards oversee
• Mission 
• Strategy
• Executive leadership
• Financial stewardship
• Quality of Care and Service 
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IHI Measurable Indicators
• Boards will spend at least 25% of time 

on quality and safety issues. 
• Actual data will be reported back directly 

to the Board
• Board will have a conversation with at 

least one patient or family member who 
sustained serious harm at their 
institution within the last year.
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What do we need the Board to do?

Set the Aim 
• Help to determine what that aim is
• Make a public and specific announcement 

to measurable quality improvement
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Behaviors of the “Best”
Boards

Aim High 
“our aim is to achieve zero ventilator 

associated pneumonias…..”
Aim Big
“for all patients in ICU regardless of 

diagnosis
Aim Accurately  
“… by July 1, 2008.”
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Reality of the Board Character

• Who are the individuals on your Board? 
• Why does the answer to that question 

make a difference? 
• What are the weaknesses of the Board 

members related to safety and quality?
• What are their strengths?
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What has really worked for us?

• Our stories
• Our own credible data
• Our own thoughts



Reality of Work at Pali Momi

What does all of this 
“stuff’ mean 

… at the Board conversation level?
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Premise: 
the Board members usually 
do not have a practice background in  
quality or patient safety.

PM Board Education Plan
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Board Education

• Educate regarding quality issues
• Encourage commitment to monitoring 

the care provided 
• Ask challenging performance questions
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Therefore: we needed to ask

What plan elements needs to be in place 
to change the weaknesses to strengths?

What are the specifics of these required 
elements of the plan?
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Disruptive Governance

Change the way you do things: 

• the status quo can and should be 
challenged

• to stimulate creativity and active 
engagement to the commitment to quality 
care 
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Nursing Leaders on the Board

Nursing leaders must talk to the:
• expectation of care 
• accountability of actions or non-actions  
• implementation of protocols 
• quality data and what it actually means 

on the units and at the patient bedside
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New Learning and Literature

• Current literature needs to be provided 
• Educational presentation on clinical 

conditions and related safety issues 
• What terminology needs to be explained? 
• Explanation of procedural techniques
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Focus On Quality & the Board

• Culture of transparency to promote 
focus and accountability 

• Clinical quality measures
• Adherence to protocol 
• Comparison of expected vs. actual 

mortality rates
• Patient injuries (personalized)
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Patient Focus and the Board

• Redirect focus to the care of the patient

• Remove financial performance as the 
sole focus
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Management Incentives

• Recognize need to deploy expert 
leadership and management skills

• Discuss compensation and actual 
patient events

• Follow the court cases that are related 
to quality and patient safety  

• Discuss the Joint Commission Sentinel 
Alerts concerns and our financial 
process to meet them



Key Lessons
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What Did We Do Right?  # 1
• Specific aim was set to reduce harm and to 

make a clear public commitment to measurable 
quality improvements 

• Agenda template was changed so that patient 
safety became the first agenda item on the list 

• Small # of facility-wide measures were chosen 
and the Board committed to monitor them. 

• Measures were regularly updated for relevance
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What Did We Do Right?  # 2
The Board committed to:
• Establish and maintain an environment 

of accountability, respect & justice for all 
• Develop the capabilities of its members
• Oversee the plan to reduce harm 

including the leadership team’s 
accountability to clear QI targets.
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What Changes Would We Make? 
• We should not have made assumptions 

about what the Board understood 
related to patient safety events

• We didn’t explain events well enough
• Didn’t communicate from the Board to 

the front line staff 
• We haven’t yet had an injured patient 

speak 1:1 to the Board



Questions 
& Comments

Dr. Melinda Ashton
MelindaA@kapiolani.org

Kelle Payne
KPayne@kapiolani.org

mailto:MelindaA@kapiolani.org
mailto:KPayne@kapiolani.org
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