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Framework for Safe, Reliable and Effective

Leader-driven (ISO 9001)

Learning System

Health Care

Psychological
Safety

Leadership T ork s

Engagement of Communicatic

Patients & Family

Engagement of
Transparency Staff

What matters to you

Reliability Continuous
Learning

Measurement

© 2017 Insfitute for Healthcare Improvement and Safe & Reliable Hesalthcare

Source: Frankel A, Haraden C, Federico F, Lencci-Edwards J. A Framework for Safe, Reliable, and Effective Care. White
Paper. Cambridga, MA: Institute for Healthcare Improvement and Safe & Reliable Healthcare, 2017. (Available at ihi.org)

Reference: Frankel, A. et al. A Framework for Safe, Reliable, and Effective Care. IHI, 2017.
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Hudson Model of Safety Maturity

LEVEL 3

LEVEL 2

LEVEL 1 Calculative

We have a
system in place
to manage
hazards.

Reactive

Safety is
important.

Pathological
Safety is not

very important

to us. about safety

every time we
have an
accident.

We do a lot Senior
management

rules must be
followed by all

Minimal
workers.

Compliance.

Ur Reference: Workplace Safety Education Guide: Understanding Safety Culture.
Xchanging, September 2015.

LEVEL S

Generative

Safety is how
we do business
around here.

Itis a pre-
condition to our
work.

We plan for
what might
happen.

Feedback
systems are
central.
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Variability

Aircraft Carrier

Healthcare

Jet speed and characteristics

Level of carrier

Visibility

Sea conditions

Training of crew

Equipment functionality in jet and on carrier
Pilot condition

Health of patient
Equipment functionality
Training of staff

Staff condition

Medication accuracy

Room setup and cleanliness

Patient information (ID, registration, 1nsurance)

Language
Health literacy
Time of day
Census/volume
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High Reliability Organizations

“operate under very trying conditions all the time
and yet manage to have fewer
than their fair share of accidents.”

Risk is a function of probability and consequence.
By decreasing the probability of an accident, HRO’s
recast a high-risk enterprise as merely a high-
consequence enterprise. HROs operate as to make
systems ultra-safe.

Reference: Weick and Sutcliffe. Managing the Unexpected (3" Edition, 2015) : "j II' hlsatngel
ystem



Definition of Reliability for Health Care

The capability of a process, procedure or health service
to perform its intended function in the required time
under existing conditions.

“...dt is not possible in such dynamic settings
to anticipate and write a rule for every
circumstance....(we need) to foster real-time
problem solving and...institute safety systems
that incorporate a knowledge of human
factors....”

Reference: Weick and Sutcliffe. Managing the Unexpected (3™ Edition, 2015)



Journey to improving reliability

Optimized = 1 in 100 million
Outcomes

Human Factors

1 in 10 million

Integration

Intuitive design

1 in 1 million : _
S Impossible to do the wrong thing
= Obvious to do the right thing
E 1in 100,000 _
(0] . :
B . s Core Values & Vertical Integration
5 1 16 Reliability Culture Hire for Eit
Y ! Behavior Expectations for all
Fair, Just and 200% Accountability
1in 1000
1in 100 Process Design Evidence-Based Best Practice
In Focus & Simplify
Tactical Improvements (e.g. Bundles)
1in 10
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How do we measure quality and safety levels in healthcare?

In industry this is called reduction of nonconformities, and increasing yield
In healthcare, we:

« Reduce infections

« Reduce falls

« Reduce untimely documentation
« Reduce readmissions

 Increase patient flow efficiency

¢« Many more...

Improvement Science Methods (like Lean Six Sigma) is a “non-conformity” and variation
reduction strategy, increasing effectiveness and efficiency of services and products

£69)
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How do we know we have improved?

Process capability: Ability of a process, based on how it is resourced and structured, to meet
your intended goal

Process reliability: The consistency of your process or system over time

Process improvement: Increasing the process capability and reliability

Relevant Metrics
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Process Control and Reliability

Reduce
variation

Current Process with Shift the mean

state control limits

| --------- .HL
i e } ,,n,.v'vu
' | ‘yvv”

W . e e e e e e e

Standards & PPS
for stability

No standard Standards

established

Standards respected
and pushed

Bundle Reliability
-CLABSI

-CAUTI

-SSI

-Unplanned Extubation
-Pressure Injury
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ISO 9001: 2015-Quality Management Systems

ORGANIZATIONAL OVERSIGHT

4 (D))
ANIEr
ealth System




Quality Management Systems: DNV and ISO 9001:2015

ISO 9001: 2015 is defined as the international standard that specifies
requirements for a quality management system (QMS)

A quality management system (QMS) is a formalized system
that documents processes, procedures, and responsibilities for
achieving quality policies and objectives

Organizations use the standard to demonstrate the ability to
consistently provide products and services that meet customer and

regulatory requirements

£69)
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Defining Key Processes

I " Process
nputs Standardization
Customer
requirements
Low Variation

Lower Risk for

Define Key Processes
Nonconformities
Consistent
¢ Product
Higher
Reliability

Outputs
| Customer

satisfaction
20
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Reference: Levett, JM and Burney, RG. Using ISO 9001 in Healthcare: Applications for Quality Systems,

ur Performance Improvement, Clinical Integration and Accreditation, 2011.




Managing Key Processes

Management Controlled
document

Measurement,
data collection review
@ | P

Manage Key Processes

e o

Corrective/preventive
action plans

Audits

€D o Lo oo
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Reference: Levett, JM and Burney, RG. Using ISO 9001 in Healthcare: Applications for Quality Systems,

Ur Performance Improvement, Clinical Integration and Accreditation, 2011.




Improving Key Processes

Balanced
Design,

Strategic
planning scorecard .
\ | / redesign
Improve Key Processes

assessment

Quality tools
Lean-Six Sigma
Plan-Do-Check-Act
Statistical process control
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Reference: Levett, JM and Burney, RG. Using ISO 9001 in Healthcare: Applications for Quality Systems,

Ur Performance Improvement, Clinical Integration and Accreditation, 2011.




System Inputs

Voice of the Patient and Family

(" Unit/Department Top 10 )
Problem Lists (Risk-based
Management) )
i Opportunity Identification by )
: Frontline (Rounds/Audits) )
(' N\
Regulatory Expectations
N J
g ™
Staff Expectations
<

Community Responsibilities

Organizational Values

Best Practices

QMS Engine

Journey to

Excellence
improvement
Science

(1SO 10.1-
10.3)

System Outputs

Patient/Family Satisfaction

Quality Outcomes

Zero Harm (Patients and Staff)

Regulatory Compliance

Staff Satisfaction and Retention

Community and Financial Value
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EHS Quality
Management System
Structure

Officers Council
{Steering)

Medical QIC (Q) and
Peer Review)

Med Exec Committee Sad

EMG Quality Cmte

Surgical and Trauma QIC

Credentialing Cmte

QMS Committee Structure Realignment C

N'Y/  Health System

» Eranger BOT <

Chief Executive Meeting
150 900 seror e S
monitoring)

Quality Governance

Council (1S0/QMS
Pianning, Priontization,
andStweering)

Patient Safety Steering
Committee (Safety S DNV/other Surveys
Event Classiication)

Date: 3/2

Patient Safety and Qual

Medical Staff
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Event Reporting Root Cause Analyses

BECOMING A LEARNING SYSTEM
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Driving the Mission, Vision and Values

Improve
Y =| quality, safety

MISSION

We compassionately care
for people.

VISION

Erlanger is a nationally-acclaimed health
system anchored by a leading academic
medical center. As such we will deliver
the highest quality, to diverse
populations, at the lowest cost, through
personalized patient experiences across
all patient access points, Through
innovation and growth, we will sustain
our success and spark economic
development across the
Chattanooga region,

Enhance assoclate
& physician & drive service g3
engagement
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Framework for Safe, Reliable and Effective
Health Care

Learning System

P Culture

Accountability

Leadership

Engagement of
Patients & Family

Engagement of
Transparency Staff

What matters to you

Reliability Continuous
Learning

Learning System

Measurement

£ 2017 Institute for Healthcare Improvement and Safe & Reliable Healthcare

Source: Frankel A, Haraden C, Federico F, Lenoci-Edwards J. A Framework for Safe, Reliable, and Effective Care. White
Paper. Cambridga, MA: Iflsh'u'e for Haahh(.are Improvement and Safe & Raliable Healthcare, 2017. (Available at ihi.org)
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_ Quality
Quality and DNV ISO 9001; 2015 Management
Accreditation
System

Patient Safety
and Peer Zero Harm
Review

Root Cause Medical Staff
Analysis Quality

Service Patient : Ambassador Complaints and
) Chaplaincy :
Excellence Experience Program Grievances
Infection Infection Reduction ,
Prevention and (CLABSI, CAUTI, Hand Hygiene EnV|ronmentaI COVID-19
Control ) Cleanliness

Quality Analytics and External Quality Measure Support

Juswabebu pue ainnd

Improvement Science Project Support, Education and Decentralization
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Culture of Safety

* Defined by IHI as:

— “an environment in which providers can discuss errors, near misses, and
harm openly, knowing that they won’t be unfairly punished and have
confidence that reporting safety events will lead to improvement”
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Awareness and Learning

One well- Action items
. — Event Cause .o
oiled safety — . + . + and positive
reporting analysis
process change
%2 on
7)) T
Q = k=
= = >
) = S
— = =
: : 3
< = E
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Causal Analysis

« A systematic approach to analyze the factors (or errors) that lead to a
safety event.

« Goal: Reduce the risk of the same, or similar, event from occurring
again

« Apparent Cause Analysis (ACA) and Root Cause Analysis (RCA),are
the most common forms of systematic analysis used for identifying
the factors that bring about a patient safety event.

erlanger




SEC Pyramid

Serious A deviation from GAPS that
Safety reaches the patient and results in
Events moderate to severe harm or death

Precursor
Safety
Events

A deviation from GAPS that

Near Miss does not reach the patient
Safety Events (the error is caught by a detection
barrier or by chance)

Figure 1. Safety Event Classification Pyramid

&% erlanger
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SEC Algorithm

Was there a deviation from No

generally accepted performance
standards (GAPS)?

Yesl

No

l

Not a Safety Event

Did the deviation reach the patient?

l

Yesl

Near Miss Safety Event

No

Did the deviation cause moderate to
severe harm or death?

Serious Safety Event

6N
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HPI SEC Code Level of Harm

SSE 1 Death
SSE 2 Severe Permanent Harm

Serious Safety Event (SSE) SSE 3 Moderate Permanent Harm
SSE 4 Severe Temporary Harm
SSE 5 Moderate Temporary Harm
PSE 1 Minor Permanent Harm
PSE 2 Minor Temporary Harm
PSE 3 No Detectable Harm
PSE 4 No Harm
NME 1 Unplanned Catch

Near Miss Safety Event (NME) NME 2 Last Strong Barrier Catch
NME 3 Early Barrier Catch

£69)
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Funding &

The Swiss Cheese model it s Ne (

Adapted from J. Reason, 2000
Technical { ( {
Poor designs {
Deferred maintenance ¢ ¢
{

Provider

Training 7
Distractions ( ( Organization
Fatigue ( Culture
9 ( Incomplete policies
{

( Team
Shifting responsibilities
“An o

Patient

R L. .
S erlangel

@ Health System

Ur Reference: Reason, J. Human error: models and management. BMJ, 320 (7237), 2000.




How?
Record occurrence in eSafe

Why?
Error reduction through B e
analysis and process
improvement

Reduction/elimination of
same type error in same
location

Reduction/elimination of
same type error in other areas

Reduction/elimination of
errors of related type before
they occur

Event Reporting

&% erlanger

\@I Health System




eSafe
Access/Training/Clinical Questions?

Access/Training?
Dia Perry, MSQI, eSafe System Coordinator
dia.perry@erlanger.org

Clinical Questions, ACA/RCA Meetings?
Jackie Bishop, RN, MSQI Director
|ackie.bishop@erlanger.org
Dean Burse, RN, Patient Safety Coordinator
deanna.burse@erlanger.org

Patient Safety/Culture, Causal Analysis
Dr. Adam Campbell, PhD
VP, Patient Safety & Quality
adam.campbell@erlanger.org

£69)
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PATIENT EXPERIENCE AND SERVICE EXCELLENCE

6N

: [ 1 0‘ 1"-
\o.-’ Health System b



Key Inpatient Experience Domains, By Unit of Discharge
Percentile Rank versus All Press Ganey Participating Hospitals (11/01/2021 - 04/30/2022)

E2 d28 S5¢ 2y 58 € € 53 ©% 2 &3
Discharging 52 82 £2 8% E&8 T % £3 £f o7 % %
Unit Responses £ £ & mo SF &2 8% & & 8% B8: S8E& s£
Total 2283 22 58 '
Baroness Total 1324
3000 MS 55
WW3 44
CSDu 97
CV-S5U 28 » Targeted approach
CWW6 157 » Specificity of unit and metric
NW6 121 . .
NW7 a5 * Mining of comments to understand
Nws 147 patient perception
NW9S 60 . . . .
E.STAR 5 » Collaboration with physicians,
BEH ER 126 vendors and other stakeholders
BEH Surg 20 . .
YN ONC a1 * Work consistent with CMS and payer
WW7 Oncology 98 focus areas
BEH Mother-Baby 111
HRPU 36
East Total 786
East W2 184
East W3 220

East Mother-Baby 364

EWCH Total 117
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Inpatient Overall Question & Comments Distribution (Rolling 3 months)

Distribution of Responses 6
CAHPS Rate 0-10 Comments from Respondents that

== Choose '8’
148

9n=65 - 19.0% Positive, Mixed, 45,
40, 19% 21%

Bn=58 17.0%
7n=28 8.
f 2% Mixed
n=4 | 1.2% m Negative
! ' # Neutral
5n=15 1 4.
; i Neutral, 3%
- 18% @ Positive
dn=6 1.8%
In=3 | 09% Negative,
90, 42%
21 1.5%
1n=2 | 0.6%

D-Worst
s
possible n=7 I 20%

0% 20% 40% 60% 50% 100%

Frequency




Box and Whisker Comparisons: Percentile Rank Spread (Jan '21-current) Box and Whisker Comparisons: % Top Box (Jan '21-current)

94 82.96 Top Box = Rating of 9or 10

84
7796

74

729
b
®
® 65796
54 3‘
@
]
kS .
g u § 6296
s 5
2 a
- x
$ 14 2
-~ LS
] 2 ,7.96
a =4
24
52.96
149
1796
a
] 4296
Percentile: Total Percentile: BEH Percentile: East % Top Box: Total % Top Box: BEH % Top Box: East
Subgroups Subgroups
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System % Top Box Over Time: XmR Chart BEH % Top Box Over Time: XmR Chart

7660 oy 75151 76.30
71.60 r i ) R | e e e I e e e RS o = VWL == = SRR = = 70.367 _
66.30
x 66.60 -
& . ® 61.30
2 61.60 R \\/ ¢ § s
; Average = 62.930 = Average = 57.926
56.60 e
51.30
5160 _ __ __ B e e e e e e 50.709 _ 46.30 LCL 45.486

&
g
&
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~ c'j by ~ = ~ A ~ ~ ~ ~ ~ 32 E ~ ~N b b E ~ ~ ~ b ~ ~ ~ by ~ N i N ~ ~ A
£ - = [ < & - & = X - < - L = a - o A X -
o 3 o = 3 @ n = 5'
s & & & § 5 = %2 % §8 8 &2 58 &8 & & & 5 ¢ & &% § 5 = 7 §% & § & 5 28 & :* %
Month Month

Statistical Process Control Charts: 5 7250 ‘\'\Y/‘\.\./\‘”“‘“’”“A\//\ .
% Top Box Over Time * e e

5290 T T L L O 49.945
42.90
N i ~ by b~ T:‘ A ~ ~ ~ ~ ~ N E Py A b
< =3 - = oo o . [} c T
(-8 = (-9
s & § % § 5 = Z § 8 § & 5 &£ & :§& %
Month
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System Percentile Rank Over Time: XmR Chart BEH Percentile Rank Over Time: XmR Chart

700 e L P /- S
600 | ___. o o o o e e e e e e e e e 576 _ 300
500 250
40.0 200 A /\’\‘\‘
= 2 150 /\‘\
T 300 s
§ 20.0 § i /‘\/ v \\/ Centerline = 11.9 \/\Q—c
{ Centerline=23.4 & 5.0
100 0.0
00 5.0
“10 ____ ’:C.L-------------------_-------------_-------,--‘---------_-----------_-’.19_9-- -10{] L(L —— - - —_— —— - - - - = - - - - - - R ——— 84 -
200 150
5 § 8 8% 8§ § 8 § 8 & § § § § 8§ 8 9§ 5§ § & & % § & § % 8§ § & § ¥ § § 3§
- - - 3 - [} - ~ ~ - 3 .~ [ -
s ¢ § & § 5 = 2 § 8 & & = &t § 3 3 5 ¢ & & § 3 3 2 § 8 & & 58 &t 3§ & 3
Month Month
East Percentile Rank Over Time: XmR
160.0
100 | ____ 7, 5 VS P S, S R SO SS SRS OGNS VSR D SO IO S PRI ST TR P 1348 _
120.0
1000
% 80.0 ACenterllne =525 /\ A /\/.
H M . ® 600
Statistical Process Control Charts: S \\/
- - m,-
Percentile Rank Over Time

0.0
40.0
N & & & & &8 & &8 & & 8 ®8 8 &8 ¥ 8 9
s & : 3 §F 5 = 2 %8 § &3 :2 5 &8 : 3 %
Month
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Decentralization to the frontline

IMPROVEMENT SCIENCE METHODS
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Inpatient Survey Comments from 8’s

Discharge Survey ,
Reaction
Unit Comment Section
Beh Nw8 Mandy on the 8th floor worked on night shift. She was awesome! She had

wonderful bedside manners. She was on top of it and helped keep me as
comfortable as she could just by being kind. Both my daughter and husband were
very thankful for her help as well. Thank you Mandy.

Beh Cv 5du CVicu the nurse is Rebecca and Jackie and levana if you are a shadow and a few int ive/
ntensive
others | don't know their names they were awesome the sweetest ladies | could Positive

have ever met in a while they helped me a lot Critical Care
Beh Nw9s The cleaning staff were excellent and very polite. | was glad to be able to set my
room temperature, since | felt very hot.
| was surprised at how quick | was able to receive an epidural after | requested it.
When we found out | needed to have an unplanned c-section they were very quick

Murses Positive

Room Positive

Beh Cw5

to get my into the OR. Everyone in the OR was so nice and explained everything to Doctors  Positive
Ob/Gyn )

me. It was just me and my husband so | am grateful some nurses took my husbands

phone to snap some pictures of us as a family of three.
I would like to expressly commend a nurse *Audrey (nurse extender) who was o I
vera
Beh 3000 attuned to what | need. She anticipated my needs. *Audrey seemed to be very Positive
Assessment

experienced in how she cared for my needs.

erlanger
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System Inputs

Voice of the Patient and Family

(

Unit/Department Top 10
Problem Lists (Risk-based
Management)

y

~

N\

Opportunity Identification by
Frontline (Rounds/Audits)

Regulatory Expectations

s o

N £

Staff Expectations

Community Responsibilities

Organizational Values

Best Practices

QMS Engine

Strategic

Planning

(ISO 6.1-
6.3)

Journey to

Excellence
improvement
Science

(1SO 10.1-
10.3)

System Outputs

Patient/Family Satisfaction

Quality Outcomes

Zero Harm (Patients and Staff)

Regulatory Compliance

Staff Satisfaction and Retention

Community and Financial Value
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Strategic Balanced _
planning scorecard Design,
\ / redesign

Improve Key Processes

\ Risk

Quality tools assessment

Lean-Six Sigma

Plan-Do-Check-Act
—Statistical process control

Reference: Levett, JM and Burney, RG. Using ISO 9001 in Healthcare: Applications for Quality Systems, erl‘ ] (Tel'

Performance Improvement, Clinical Integration and Accreditation, 2011. Health System




Problem Statement

If a child is readmitted to the hospital after
being recently discharged, it leads to family
dissatisfaction and stresses the system clinically.
Our 7-day readmission rate is higher than other
similar pediatric hospitals. As part of providing
safe and quality care to all patients and families,
we would like to reduce our readmission rate.

Understand the Opportunity




Review Available Data

7 Day Readmission Rate
8.00% -

uCL

T D ——— L _— |_\m7_
6.00% -
& 500% -
3 = YA\‘ J\‘ 2 - Our Average Performance
-§ 4.00% -
&
3.00% - <+ Other Pediatric Hospital Performance
0.0233
LCL L L ——
2.00%
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Number of 7-day Readmissions

Number of 7 Day Resdesivuons

120

1o

w0

Male versus Female Readmissions
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Project Charter: Formalizing the Team and Project

| er |
Name:
Charter Date:

Executive Sponsor(s):
Background: )

< What is the purpose of the group?
Goals: < SMART AIM goals for the group
Structure and Scope: < Size and strategic integration of work
Attendees/Members: « Who is on the improvement team?
Meeting Frequency: - How often will the team meet?
Governance (Committee Structure): )

<— To whom does the group give updates?

£69)
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SMART AIM:
What +

How Much +
By When +
For Whom +
Where

Aim Statement Worksheet

An aim statement is the answer to the first question in the Model for Improvement, “What are we frying to accomplish?”

Effective aim statements delineate clear, specific plans for the work ahead.

Use the prompts below to write an effective aim statement. Then use the checklist to double-check your work.

What? What's the problem or opportunity? Make sure it relates to a fundamental customer need.

Readmission Reduction

How much? By how much will you improve? Or *how good™ do you want to get?

By 15%

By when? What is the date by which you will achieve the level of improvement you've set out to accomplish?

By December 2021 and sustain for one year

For whom? Who is the customer or population who will benefit from the improvement?

Patient discharged in past 7 days

Where? What are the boundaries of the process or system you're trying to improve? Where does it begin and end?

Patient discharged from Inpatient or Observation Status

Complete aim statement:

Reduce readmissions by 15% by December 2021 and sustain for 1 year

for patients discharged from an inpatient or observation status in the
last 7 days

erlanger
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Follow-up

Understand the Process Phone Call

Patient Leaves

Map the process via observation and analyze the Hospital

effectiveness of the process

Medications

Patient Patient

Discharge Order Discharge Tasks Follow-Up Visit Discharge

e Written Fire Scheduled Finalized

Discharge

Orepped/Transportation
Confirmed

Discharge
Education Given

Medical
Equipment
Received (if

needed)

&2 erlanger



Identify gaps in the process

Patient
Potential
Discharge

Discharge Order
Written

Medications

Discharge Tasks Follow-Up Visit
Fire ) 5cheduled

Discharge
Education Given

Medical
Equipment
Received (if

needed)

Follow-up
Phone Call

Discharge
Finalized

Patient Leaves
Hospital

Patient
Prepped/Transportation
Confirm

&2 erlanger




Project Title: Readmission Reduction

Project Leader: Team 1
Aim

Reduce readmissions for
patients discharged
from an inpatient or

observation status in the
last 7 days by 15% by
December 2021 and

sustain this reduction for
1 year

Key Drivers

Key Driver Diagram (KDD)

Interventions

Coordinate follow up phone calls to
patients

«

Communication

Team communication for pending
discharges

Communicate readmission to
discharging physician

4-.‘

Education

Increase understanding of discharge
instructions with patients and families

N

1

Services

Coordinate follow up appointments
with Primary Care Physician and
Specialty Clinics, as appropriate

Improve Patient Flow
for all patients

N

Ensure home health, durable medical
equipment and medication
coordination

Analysis and Transparency

Track unplanned status of
readmissions through chart review

\

Share data with staff

N
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/ Model for Improvement \ PDSA Form

What are we trying to P

accomplish? ‘a PDSA Short Form  DATE
HOW Wl” we know that a Objective for this PDSA Cycle
Change IS an Im provement? Is the use of this cycle to develop, test, or implement a change?
W hat Change can we m ake that What question(s) do we want to answer on this PDSA cycle?

will result in improvement?

Plan:
Plan to answer questions. Who, What, When, Where

Plan for collection of data: Who, What, When, Where

Predictions (for questions above based on plan)

Do
Carry out the change or test; Collect data and begin analysis

Study:

Complete analysis of data,

Compare the data to your predictions and surmmarize the learning

Act:

Are we ready to make a change? Plan for the next cycle
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Effects of Changes
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Institute for
Healthcare
Improvement

QI Essentials Toolkit

or

« (Cause and Effect Diagram
u ———
» Failure Modes and Effects Analysis (FMEA)

« Flowchart

- Histogram

. rato C

» PDSA Worksheet

» Project Planning Form

« Run Chart & Conirol Chart

« Scatier |"!] aoram

Reference: Institute for Healthcare improvement, 2017

@  Institute for

-I Healthcare Open School
Improvement :

Ready to start improving?

With dozens of online courses and thousands of local Chapters around the world,
the IHI Open School is here to support you and your team in providing the best
possible health care

Take a Course

Credits and Certification

¥ The complete catalog of online courses includes more than 35 continuing

"( 4 education credits for nurses, physicians, and pharmacists as well as a Basic
|~ Certificate in Quality and Safety. A selection of courses has been approved for
Maintenance of Certification (MOC) Part 2 Activity points

Continuing education credits and certificates »
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Adam.Campbell@Erlanger.org
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