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How do you feel?

https://www.menti.com/aly7ir3nkdmk
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Who we are?

Continuous Improvement and Innovation Team 

•

•

•

•

•

•



Seattle Children’s Strategic Plan

Quality & Safety Strategic Imperative

•

•

•



Background

Ideally

Theory

Reality

https://www.who.int/news-room/photo-story/photo-story-detail/10-facts-on-patient-safety


Project Goals

•

•

•



Measuring Success

•

•

•



DIFFICULTIES AND CONSTRAINTS OF THE CONTEXT

• The complexity of the system

• System highly regulated

• Historical mind frame and infrastructure

• High barriers of entrance

• Movement adversity - Not nimble or agile

• Size of the infrastructure 

• Different cultures inside the same organization

• Working in silos

• Hierarchical power and roles



Our Challenge



Our Challenge

NEW FOCUS



de·sign
ˈ

https://www.menti.com/aly7ir3nkdmk



…Design?



…Design?



…Design?



Service…?

GOODS-DOMINANT SERVICE-DOMINANT 



Design Mindset

Systems, Futures & Design Thinking 

https://www.racheljetel.com/recent-projects/2017/7/26/systems-futures-design-thinking-sustainability-workshops-in-hong-kong


Design Approach

“THIS IS SERVICE DESIGN THINKING”



Design Approach

HUMAN-CENTERED CO-CREATIVE SEQUENCING EVIDENCING HOLISTIC

“THIS IS SERVICE DESIGN THINKING”



Why Participatory Design?

WITH
DESIGNING FOR THE USER

involve and engage representations of all the stakeholders in the design process 
meet the needs and expectations of the people



Why Participatory Design?

DIFFERENT VOICES COLLECTIVE CREATIVITY CHANGE OWNERSHIP



Our framework

18

46



Synthesis and Analysis 



Synthesis and Analysis 



Synthesis and Analysis 

Barriers 

identified



Synthesis and Analysis 

needs 

identified



Synthesis and Analysis 

insights 

formulated



Insights

insights 

formulated



Insights

•

•

•

It was briefly mentioned in my 

orientation, but nobody gave us a 

walk through or told us how it 

works...I had asked about it and I 

taught myself.

[To escalate safety concerns] it’s 

just whatever your preceptor 

shows you. There is not a formal 

class offered on the unit-level list. 

I did get some training [...] after a few weeks 

of being here [...] which was helpful, but 

honestly looking back I should have 

scheduled a follow-up training because it was 

still so new to me that some of the stuff the 

trainer went over. Didn't I didn't have a lot of 

context for it.



Insights

•

•

Our Safety Reporting Platform to us 
is a secondary system.

We'll escalate things to the appropriate 

folks via email [...] I can't remember the 

last time I submitted an event using our 

Safety Reporting Platform 

I can say it's not a great 

process [track events] because 

mostly relies on my brain to just 

remember these themes. 

[Most of time, I don’t have the patient’s information 

so] I need to look into this patient’s chart to figure out 

things like “When did this patient come down from 

PICU, and who are all the people who cared for 

them in that time” so that I can provide coaching to 

all of those staff members.



Insights

•

•

•

I think [our Safety Reporting Platform is,] 

because we get no response back, it’s a 

waste of time. […] But it’s a pain in the 

**** because you got to take time in the 

busy day to go through somehow make 

this work.

I personally have never gotten a 

message back from any 

eFeedback I put in telling me what 

happened from that eFeedback.

As far as full follow up, depending on the issue it could take 

a lot of time. But I will, at least thank them for putting it in 

our Safety Reporting Platform, which might be part of the 

reason why [my nurses] are really good reporters.



Insights

•

•

•

A lot of times we just sort of

want to reach out and have a

conversation about it.

I should be able to say this is 

important like this is an 

urgent request.

I think that you’re always going to experience some 

resistance to using one tool, right? I think that the 

nature of clinical care is verbal when they have an 

issue, it’s usually an issue that needs to be resolved 

right now. And so, it has to be done quickly. Our 

Safety Reporting Platform is not quick.
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What is Co-Creation?
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•

•
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•
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Co-creation Sessions Framework

CONTEXTUAL 
IMMERSION

PLATFORM 

IDEATION

3

ORGANIZATIONAL 
SYSTEM IDEATION

COLLABORATIVE 
ANALYSIS



Co-Creation Sessions

01CONTEXTUAL 

IMMERSION
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Co-Creation Sessions

02PLATFORM 

IDEATION

•

•

•

•

•

•

•

•



Co-Creation Sessions

03SYSTEM ORGANIZATION

IDEATION
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Co-Creation Sessions

04COLLABORATIVE 

ANALYSIS
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•

•

•

•

•



Co-Creation Sessions Recap

https://www.youtube.com/watch?v=CoBm9HzRIcw



Co-creation session results
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•

•
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•
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ideas generated



Gaps and Barriers

•

•

•

•



Project Learnings To Date
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What is NEXT
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Q A

T h a n k y o u s o m u c h !


