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Background Seclusion is an intensive intervention employed in
inpatient mental health units to guarantee safety when de-esca-
lation methods have been exhausted. High rate of seclusion
are associated with higher employee injury rate, lower staff
engagement and increased patient length of stay.

Objectives Our aim is to reduce seclusion rates in all admitted
patients in inpatient psychiatry from a baseline of 136 to less
than 110 per 1000 patient days by December 2016 and sus-
tain for 12 months.

Methods A multidisciplinary team developed an Aim and Key
Driver Diagram focused on reducing seclusions. Evidence
based interventions included milieu management techniques,
proactive patient engagement and staff training on trauma
informed approaches, physical deflection, and reinforcement
principles. Other successful Plan-Do-Study-Act’s (PDSA’s)
include small patient groups and skill-appropriate program-
ming to reduce opportunities for escalating behaviours and
increase patient success.

Results By 1st quarter 2017, seclusion rates were reduced
from 136 to 60 seclusions per 1000 patient days (56% reduc-
tion) and sustained for 12 months. In addition to seclusion
rates, we achieved a 40% reduction in duration of seclusions,
a 55% reduction in mechanical restraints and a 72% reduc-
tion in employee injuries.

Conclusions Seclusion in children and adolescent mental health
units can be significantly reduced through systematic applica-
tion of quality improvement methodology to revise unit pro-
gramming and address training and awareness issues. We
implemented several effective and less-disruptive interventions
while we established a new unit and trained inexperienced
staff. These strategies may help impact care of patients in
other child and adolescent mental health units.
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Background Early transition of parenteral (IV) to enteral anti-
biotics is recommended to decrease hospital length of stay and
healthcare costs. Without clear criteria to guide transition,
patients at our hospital often remained on IV antibiotics until
discharge despite clinical improvement.

Objectives Increase the percentage of timely-transitioned anti-
biotic doses (total enteral antibiotic doses divided by all anti-
biotic doses in patients receiving other enteral medications)
for Hospital Medicine (HM) patients admitted for uncompli-
cated pneumonia or skin and soft tissue infections (SSTI) from
44% to 75% by August 31, 2017.

Methods Improvement efforts targeted five HM teams at a
large paediatric academic hospital. Our multidisciplinary team
included HM attendings, fellows, residents, and pharmacists.
Several key drivers (Figure 1) informed our interventions.
Interventions included education on IV and enteral antibiotic
cost differential, incorporation of antibiotic transition plan in
electronic health record (EHR) note templates, structured dis-
cussions of transition criteria for patients on IV antibiotics,
and real-time identification of failures and feedback. An auto-
mated system that interfaced with our EHR provided data on
medication administration route and missed opportunities for
timely-transitioned antibiotic doses. An annotated statistical
process control chart assessed the impact of interventions over
time (figure 2).

Results The percentage of timely-transitioned antibiotic doses
increased from 44% to 80% within 8 months. The most
effective interventions were early identification of transition
criteria through structured huddles and real-time identification
and mitigation of failures.
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Conclusions Identification of clear criteria for transition
from IV to enteral antibiotics can increase timely transitions
for patients with uncomplicated pneumonia and SSTIL.
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Background Spreading Community Accelerators for Learning
and Evaluation (SCALE) was an 18 month initiative designed
to help 24 community coalitions accelerate their health
improvement work by a) applying improvement science meth-
ods and b) developing a peer-to-peer learning system to
spread good ideas between communities.

Average Timely-Transitioned Doses

===-=Control Limits

Objectives We will demonstrate how formative evaluation sup-
ported and enhanced learning in SCALE. We will share how
partnerships between all stakeholders and discussions on
shared values facilitated co-design of methods and joint sense-
making of results.

Methods We used a multi-level, mixed method formative eval-
uation design grounded in the principles of empowerment
evaluation and improvement science. The evaluation results
were fed back to other stakeholders and processed in a timely
manner to inform improvements in program design and
implementation.

Results The support system (trainings and coaching) changed
over time in response to evaluation data. The community coa-
litions reported significant progress on building improvement
capability, though there were challenges in implementing and
documenting outcomes from PDSA use. The majority of coali-
tions (~88%) made formal commitments to continue working
together past the end of SCALE. As would be expected in a
24-community study, there was considerable variability in over-
all progress.

Conclusions Large and complex initiatives like SCALE demand
much from community coalitions. Consistent with past
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