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[NE Pre-Conierence
J/mooJJIJm on Patient Saiety IS/ tor give
NAErstanding and teols
ary/ to condur*t State-oi-the-art
clinical practice IMprovement projects; and
NElp direct the' patient salety progiam; at
LAEIr organizations
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Learning Objectives

— Summarize the Current state ol Saiety
— [ransiate national research Into: actionanie
mprovement activities, in: nis/ner 1ocal setting

— Use qua.l] [y Improvement metnoads to design: solutions
tnat adaress clinicalias Well' as Nen-clinicall ProcCESSES
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Tety plan that will outline key: activiti
jocal Implementation
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What's required?

yMpositum: on Patient

L/W

— The Pre-Conterence «
ety (6 neurs)

U

— SEIECT elements o1 the Harvard Colloguitm
meeting (10 hours)

— POSt meeting on-line
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What's required?

Atstherena of the course, participants; will
nave 90I aays) tor compleLte the on-line

m Completion o1 "r'n@ /L SIEments oir the
training) will' earn the: participants; a
Certiricate or Patient saiety Omicer training
completion



Today’s Agenda

Atroductions anal Overview: of Session

1:00 — 1:45 Vientall medels and: framing

1:45 — 2:00 Break

2:00— 3:00 Background on Patient Sarety ana Core
Curricuium

5:00 — 5:30 Overview: ol Patient Sarety’ Fools and
VIEthOdS! off Analysis

5:30 — 4:00 Vianaging an Adverse Event: The Aftermatn

small Group: EXercise:
Conaucting a Root Cause Analysis

4:00 —4:15 Break



Today’s Agen

F:;J psure oft Adverse Even
Do When Bad Inings Hapoen?

45 — 5:301 Applied Statistics and Data AnalysIs 100ls
50 — 6:00 Improving Sarety, Implementing Change
0:00 — 6:50  System| anad’ Organizationall ASPects of
Sarety

BN
——
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L’

Small Group: Exercise — Mapping the Pre-
Conierence Patient safety symposium to
tne rest or the Colloguiun SessIons

BN

adio) (R
0:00 — 06:

U
—t

of t
5 Concluding comments, guestions and P
Tlest logjstics

0:45 Adjourn



Introductions

NErEAUCE YOUrSEl tor your NEIGNOKS

— WNO you are, WhRere you 1rom,, youl: day-]oi,
dNnd your eXpPectations; ol this; SESSIoN

e wWill cull expectations from the group



Who Are We?

m \\ezaneran everioaded system

m \We cannoet keep: up with complex
diagnostic and therapeutic technolegies

m \We have not changed workflows andl roles
I the past couple of centuries

m Ve have placed most emphasis on
sickness control, net on health premotion

m \We face the same challenges everywhere,
pUt are tackling them: independently.



Adverse Event Rates In Healthcare

. Blood transfusion
Fatal latrogenic

adverse events

Anesthesiology
ASAl

Medical risk (total)
Himalaya Chartered Flight | Civil Aviation
mountaineering

Road Safety Railways (France)
Chemical Industry (total) Nuclear Industry

Cardiac Surgery
Patient ASA 3-5

0



U.S. Adults Recelve Half off
Recommended Care



Variation in death rates

charges In US hospitals




The Quality of Medical Care
in the United States:

A Report on the Medicare Program

The Center for the Evaluative Clinical Sciences
Dartmouth Medical School

The Dartmouth Atlas of Health Care 1999
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CPR Quality During

Cardiac Arrest

NOrcompanion: studies off CPR quality.

— Chest compressions Were not deliverear nalt or
[NE tiIMe amnd COMpPressIions, Were too Snallow.

“out-oi-nospital™)

LJ&J]"y of mul"r]ole CPR' parameters Was

anad often did not meet punlisned

it
guigelines (" 1n-nospital™)

Abella BS, Alvarado JP, Hyklebust H, et. al. Quality of Cardiopulmonary Resuscitation
During In-Hospital Cardiac Arrest. JAMA, January 19, 2005, 293(3):305-310 14



THE PATIENT SAFETY CURRICULUM

Patient Safety Domains

1. Theoretical Foundations

2. Behavioral Aspects of
Medical Professionalism

3. Interpersonal Issues

4. Human Factors and
Ergonomics

5. Systems Analysis

6. QI Learning
7. Injury Epidemiology

8. Medication Safety

9. Crisis Management Tools
10. Simulations

Knowledge, Skills, Attitudes

Microsystems, historical trends, chaos, complexity, competency
and learning

Ethics, patient quality of life, resolution of conflict

Communication, stress and coping

Design history, error taxonomies, safety tools, decision support
systems, fatigue factors, user centered design

Usability criteria , organizations and learning disasters, place for
human error

Pareto/flow charts, and other QI tools, best practices, act cycles

Workplace hazards, worker safety, phases of injury, medico-legal
aspects

Adverse and near-miss reporting, ISMP tools and website,
look/sound-alikes

Team work, shared decision making, situational awareness
Micro-, macro-, debriefing, immersion levels, scripting, role playing

Gilula, M. and Barach P. Creating a Patient Safety Curriculum: Purposive Sampling of Patient Safety Experts. 79th Clinical
and Scientific IARS Congress. S-143. Honolulu, Hawaii. March 12, 2005.; Gilula, Barach, 2007.
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Mental Models and
Framing

Julie K. Johnson, MSPH, PhD




B DISCUSS hovv We use mental models to

Irame ISSUES amnd Now: that iramingl vetn
contrinutes to and lImIts ouls
Understanding oir a situation

d

m| EXPIOre the relationsnip hetween mental
MOGEIS, patient saiety, and quality.
mprevement



Before We Begin . . .

B Choose an opponent fer thumi wrestiing

u [he goal Is for youl to Win this cempetition
as many times as youi can in 15 seconds

 \Winning means pinning youl: 6ppPonent's
thumb

(adapted from the Systems Thinking Playbook by Sweeney and Meadows) -



What happened?

B F oW many: poInts adid you get?

B \Vnat Were the assumptions you brougnt
Nto this game?

B FoW @id your assumptions; anect your
DENAVIOK?



Mental Models

hepmagdes, assumptions, and storfes we
carry In our minds of OUrSEIVES; other
DEOPIE, INSLILUWIONS, and every aspect of;
the world

H [[Rey determine wnat we see, and most
mpoertantly, Aow we:act



What Might this Mean for
Our Work?

momexample, mental medels frem our
Work in clinical care

— Frequent flyer
— Patient non-compliance
— “Difficult™ patient/family,

m \What are the implicatiens fier mental
moedels as related to patient safety? For
students, clinicians,, administraters?

21



Mental Models

8 Differences In mental moadels ex olrlm AW,
W clinicians can unaderstand |

| Are generally’ InvISIBIe to) Us,— Untilfwe 100K
for them

N
S



How Can We Surface OUF

Mental Models?

m\NVoerking'with mental medels reguires
surfacing,, testing, and Improving eur
Internal pictures; of hew: the Werd WerKS

m 2 skillsican e helpful

— Reflection — understanding your ewn mental
models and the implications

— Inguiry — learning the guestions you can ask
10 help you test your own and other'ss mental
models

23
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Relationship of
Mental Models to Framing

Viental medels frame What We: See anad new: We
[espond

Our mentall modadels; are internal

=raming IS the Interaction oif our mental Moadels
and the situation at hanad

~raming contextualizes the experience, e.g., the

:,FIJ"—\I‘/ aV/ent



Small Group Exercise —
Exploring Frames

Divide, intexgreups ofi 4 — ene person firom each group
will be selected to be the observer and note taker for the

group
Each group will get a set of 3 pestcards

— Eachi postcard Is covered with a different frame that
reveals only part of the postcard

Without uncovering the cards or revealing thelr frame to
the group, discuss these guestions:

— What de yeu see within the frame?

— What Is the story you can tell?

Participants will' then/ leok at the cards and discuss:
— [How: did your firame limit what yeu knew?

— How does someone else’s frame: contribute te, or disrupt,
your understanding ofi the iIssue? o



_|

_

Debriefing

3
(1>

Nhatswash/our group’'s EXperience witn: th
EXErcISe?

— Wiat surpriseayou?

— What did youllearn?

oW 0o your mentall models aifect the irames you
USe

HOW MIgnt your professional framework limit Winat
youl KNeW?

HOW. Can you think anout mental models and
Irames In the CoONtEXt oI patient sarety?






Background on Patient
Safety and Patient Safety
Core Curriculum

Paul Barach, MD, MPH




Institute of Medicin

\{>

November 1999

BUILDING A SAFER HEALTH SYSTEM

iH3Ta0Tw Wi o r B B DiCimE

Human Error and periormance
imitations

S near miss ¢) juntary reporting

‘—nﬂ

J

Systems and protect from diSCovery.
Creating satety systems in heailth care
organizations

EI10rS 1ead as major cause of deatn,

leam training ana simulation
EStanlish szIEJDrJrIJ Salety autnority.

Anesthes -only clinical dormain to
make pa Jemr safety central to its
mission

Altman, et al. 2004---1ive years later--
IOVl most Important report in 2
decades

— S

Wacnter, 2006---C+ grade on report
cara

N
©



N DOLN aviation; and med](*]ne, DEOpIE
JEPENG ON teECANolegy as the
solution...

S0






/\/Jf f/ PEes even newer
ECrology...



Human Error Rates

Error.of.commission (misreading a lakel) 3/1000
Errer of emission (iten embedded In 3/1000
procedure)

Errer off emission (Witheut reminders) 1/100
Error in simple arthmetic (with selif check) 3/100
Persennel en different shift fail ter check 1/10
conditions unless directed by a checklist

Errers under very high stress when 25/100

dangerous activities are: eccurring rapialy

Adapted from: Park, K. Human Error. In Salvendy, G, ed. “Handbook of Human Factors and

Ergonomics”, New York. John Wiley & Son, Inc. 1997: 163.

33




i HUman errors (/%) can Pe reduced ny/.
[Igorous
practices/standardization/simulation
training/- dUIAING a Salety’ CUlture, etc.



The 93% vs. 7% Rule

(People)

(People)

Organizational

Design
93%

(People)

(People)

35




Case |I: The Role of Human

Factors in an Unexpected: Wi

n_A-45=year=oldl wemen for parathyroidectemy

With nor past medical history, under general
anesthesia

m After uneventfull induction of anesthesia, the

patient became hypotensive

Resident gave 1 cc of phenylephrine

_I

mC
mE
m S| changes; TEE-severe LV hypokenesis

Rwent te: 150's and VI
PR reguiread

pinephrine given

36



Similar Vials: Atropine
Phenylephrine




Drug swap examples in last

)
B Norepinepnrne 1or Dexametnasone

SOSyNEPMINE Tor FEntanyi

| Atropine Tor Neosynepnrine
m| Cis-atracurium 1or Neostigimine
| Celazolin and Vecuronium



Medication Cart Drawer—does
Your Cart Look different?

39



Performance Shaping Facters

Affecting Human Vigilance
Fatigue
B Envirocnmental Conditions/BUilt

EAVvIironment

llask Design
PSychological Conditions
Competing Demanads

H B = B

Hana ors/sSign outs

)



Medication ADES
Take-Home Points




Medication ADES

Take-Home Points

B josreduce medication errors In the OR

— [abel syringes with color-coded, pre-printed
lalbels; conforming ter AST VI standards

— Use easily identified “ready-to-Use” syrnges
10 administer emergency drugs

— Standardize location off medications on
anesthesia cart

— Always review: “6' Right's” (patient, drug,
dose, route, time, concentration)

— Safety engineered syringes (e.g., red plunger
for relaxants) “



Medication ADES

Take-Home Points

Asneearior careiuli analysis ol causal
CONMECTIoNS PETWEEN AKUQgS and adverse

CVEIL

~—t

— Non-standardized taxonomy: makes; It dlificult
Lo analyze

— Nebeker J, Barach P, Samoere V. Annals off Internall Medicine
2004;140: /JS 801.

— Jacopsi J, et al. Annals of Thoracic Surgery, 2007



Consider the Microsystem

SimallpgeUpP! Ol CliNICIans and Stall Working
togetner with a shared clinicall purpose to
DroVIde care 1or a Gernea Set or patents

&)

— Clinicians; and support staff
— Information and tecnnology.

— Care processes
| SOUKCE Ol EXCEIIENCE [N NEealtn care organizations

Mohr J, Batalden P, Barach P. Qual Saf Health Care 2004;13 Suppl 2:34-8.



Microsystems Exist Within
Other Systems

Community,

Market, Social
Policy System

Individual

caregiver, team Clinical
and System Microsystem




What Are the Essential Elements

of a Microsystem?

m.Conrerteam ofi health' professionals

B Defined population of patients they: care
fior

B [nfermation & Infermation technology.
N SUpport staff, eguipment, environment

B Precesses, activities specific to
accomplishing the aim

46
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Communication examples

m_\Vague=="Patient got into a little treuble™; “Maostly.
stable”

B AmBbiguous="Patient Went southar

m Confusing-“tHe was: all over the place but you
don't have to worry about that”

m [ ack specificity-"1 gave him a little propoefiel”

m Imprecise Analegies-"He was like a roller-
coaster™

m Objectification and depersenification-*The Gall
Bladder in reem 34 Is deing fine”

m Derogatory--"Circling the drain”; “GOMER™ -



How Do We Do At Sharing
Information?

AANAOITS

— Interruptions
TOrgetiuiness,

Clfioa

jead to diversion of attention,
and error (Coiera, BIMJ 1996
m \\Vrtten hanaolis

— |nconsistent

— l\/IJSSJrg COME Status, allergies; age, sex (Lee,

JGIM 1996)
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Cold

Hand-off as a Form of Communication

corsation

Face-to-face
at whiteboard

Face-to-face
conversation

Video

conversation
Modeling

Phone Options

conversation
Videotape)l

mail

/

Audiotape /

Documentation
Options

Richness of Communication Channel

Original Diagram Copyright 2002 Alistair Cockburn, Modified Version Scott Ambler 2002

“When you move from right to
left, you lose richness, such as
physical proximity and the
conscious and subconscious clues.
You also lose the ability to
communicate through techniques
other than words such as gestures
and facial expressions. The ability
to change vocal inflection and
timing to emphasize what you
mean is also lost...Finally, the
ability to answer questions in real
time, are important because
questions provide insight into how
well the information is being
understood by the listener.”
—Alistair Cockburn

50



Role of Hand-offs

chamnge ol Vital Iniormation

= /]

Shared mental MOoGEIS and cognition of;
patient status

EXCaNge and uptake of responsIniiity.

| Part oI the microsystem liie-cycle
H \/[tall to Unit, patients, and WOoOrKers
SuUrvival

59
oL



Shift changes In hospitals

B Shiftschanges: (handofis, sign-outs)
represent transitions that can Impact the
guality: of patient care and patient safety.

m [he literature In this area has been
dominated by the nursing| proefession

m \We stilll knew: relatively: little about the
factors related tos shift changes in health
care that can undermine patient care

52



Errors iIn Communication —
1 night of sign-out

asythere anytning| nac J;'E'na_" 'na_pp
Napp enecl J;u rJJJ

Iﬁ
"\‘ (e
ﬂ)
Q)
Q))
Pt
LG
(Vp
(L

coula nave beem?
(e WRITTEN sign-out Wasnit as; gooed as; It

53
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Errors in Communication —

1 night of sign-out

[c

ommunication
21

J

Diagnostics
13 (62%)

J

Medications
8 (38%)

J

(" N
Labs and Tests 5 (38%)
- J

(

Procedures 2 (15%)

\

History 5 (38%)

Omission 5 (62.5%)

Dose 2 (25%)

Frequency 1 (12.5%)




Process Mapping

ana ends

»
(a
@

anerneginnIngs

B Diamonas are aecision points
— Questions withn: Yes/no: answers

| Arrow Indicates; airection anal sequence

J

Ol

Ol



Anesthesia Resident to Nurse Hand-Oiif

Patient in OR

Are nurses
waiting at slot?

Resident puts
monitor on patient
and hooks up
oxygen, questions
why no nurses

Resident mobilizes
nursing

Nurses arrive

Resident tells
circulating nurse
about special
needs (venilator,
a-line, invasive
monitors, etc.)

Is patient ok to
go to PACU?

Patient goes
to ICU

Nursing hooks up
monitors with
priority on oxygen
and pulse ox, then
EKG and blood
pressure, etc.

Resident mentally
summarizes case
to prepare for
documentation

s there a greater
than 30 second
delay in hook up?,

Resident mobilizes
nursing team to
put on monitors

Resident arrives in
PACU and shouts
out to unit clerk
“Where am |
going/what
number bed?”

Sec'’y or someone
else answers with
bed or slot number

Resident moves
patient to PACU

Resident
completes
documentation of
case (fills out
PACU vitals,
writes note,
documents
handoff given)

Is patient high risk?
(difficult airway, labile
vitals, anes problem

Resident identifies
nurses that are
taking care of
patient

Resident gives
report (content
checklist)

Nurses accept
patient

Resident
completes and
signs PACU
orders

Resident takes
patient to
designated slot

PACU resident
called and given
special report




The Nurses’ Voice




The Physicians’ Voice




Factors in Nurse-Physician
Communication

Relationship Team Approach

Racial Authority Gradient
Differences (clinical and non-clinical
issues)

Responsibility/Accountability

Methods for effective
Trust MD - RN Differences in communication
Clinical Judgement

Socio-economic Understanding

Differences Gender Communicate Other Roles
Differences

Plan to RN

Collaborative
Patient Care

Shared
Philosophy of Physical RN as Teacher/
Meeting Patient Staffing Space AU Advisor
Needs Issues Difference s
in Training

Hostility
Helpless/

Financial MD Confidence,
Hopeless

i ; Uncertainty
. Drivers
Impact of Hospital Transient Work

Systems Structure

Culture Organizational Education and
Support Training




Hand-off Strategies in SettingS with

High Consequences for Failure

m 21 strategiesuniall; here are the 7 for improving
nandofif update: effectiveness
— Face to fiace verbal upadate

— Additional update frem practitieners ether than the
one being| replaced

— [Limit Interruptions during update
— Jlopics Initiated by Incoming as wellfas outgeing
— Limit Initiatien of eperator actions during update

— Include outgoing teams' stance toward changes to
plans and contingency: plans

— Read-back to ensure that iInformation was accurately
received

*Patterson, ES et al. 2004

6]0)



Determine the Standard Content: ANTICipate

m Develop.a
checklist

m Have
disciplines
customize to
thelr needs

m Can be used
to evaluate
the guality.
ofi hand-ofifis

Arora, et al, 2005

v Administrative Data

o Patient name, age, gender

O Medical record number

o Room number

O Admission date

0 Primary inpatient medical team, primary care physician
0 Family contact information

v" New Information (Clinical Update)

Chief complaint, brief HPI, and diagnosis (or differential diagnosis)
Updated list of medications with doses, updated allergies

Updated, brief assessment by system/problem, with dates

Current “baseline” status (e.g., mental status, cardiopulmonary, vital signs,
especially if abnormal but stable)

o0 Recent procedures and significant events

O
O
O
O

v Tasks (What needs to be done)

o Specific, using “if-then” statements

O Prepare cross-coverage (e.g., patient consent for blood transfusion)

0 Warn of incoming information (e.g., study results, consultant recommendations),
and what action, if any, needs to be taken that night

v Iiness

‘ o Is the patient sick?

v Contingency Planning / Code Status

What may go wrong and what to do about it

What has or hasn’t worked before (e.g., responds to 40mg IV furosemide)
Difficult family or psychosocial situations

Code status, especially recent changes or family discussions




1. Understand and attempt te
reduce the variation in the proecess

mAllpdisciplines “reguired” a verbal hand-ofif

m BUT due to competing demands (OR,
clinic, etc.), this verbal communication
sometimes did net eeeur

— Educate residents on this Impertant priority.

m [ndividual-level variation also: present

— “Seme residents are better at making
themselves available and touching hase with
youl [during the hand-ofif] than; ethers...” 62



2. Hand-off = Transfer of information +
professional responsibility

m_lransfersiwere at times separated In time and

space

— |n one program, departing residents forward their
pager toe the on-call resident after they: provide a
verhal hand-offi.

— |n another program, the on-call resident transfers a
Virtual pager to thelr ewn pager at a designated time
Which often occurs well before they: receive a verhal

nanad-ofi.
m Develop andl train for hand-over competencies

63



3. Need to ensure “closed-leep”
hand-off communication

m.nptwercases, patient tasks were divided
and assigned to other team| memiers

— [0 facilitate’ eanly departure of a post-call
resident (to meet resident duty hour
restrictions)

— BUT results ofi these tasks were not fermally
communicated ter anyene

B Residents ensured “clesed-loop”
communication by building required
fellow-upr en these tasks Inte the pPrecess

64



4. Keep the focus on patient care:
Role Clarity and back-up behavier:

m_Anesthesiaresident to PACU RN

— Interdisciplinary: hand-off with challenging complex
fast-paced envirenment

m Clear delineation of responsinility te: ensure

patient care

= Anesthesia resident to call’ eut for a bed
= Unit clerk to respond with bed #
= PACU RN to heek up monitors

m Equally important back-up behaviors

= Can empower participants to fecus on the patient care

= “f nursing delay =30 sec, then resident 1o heok Up moenitors

and: call for RN”
615)



Applications of a

Standard Languaole

m, Read=hack”
— Reduces errors in lab reporting

I

“Read-backs” at your
neighborhood Drive-Thru

ITable 21
Description of Errors

e

Inc
[ric
[ric

Recipient refused to repeat message 4114) detected and corrected.

All

29 errors detected during
requested read-back of 822
orrect name of patient 10 (34) lab results at Northwestern

seription of Error Now (%% b of Occurrences
orrect test result 3(31) : .
orrect specimen/test repeated 6(21) Memorial Hospltal. All'errors

29(100)

Barenfanger, Sautter, Lang, et al. Am J Clin Pathal, ZOOBAé.



What are important
team competency
requirements?




Medical Team Training

Team Competencies

edge Competencies

TNE principles and CONCepPts tn
[TECTLIVE pEerformance

at

ne learneal capacity’ (psychomotor and cognitive) to
[teract with; otner team memunoers

[hat Influence team mempners to act in



The TeamSTEPPS Framework

B Knowledge
— Shared Mental Model

"’ PERFORMANCE |
B Attitudes y I
— Mutwal Trust y
— Team Orientation
Leadership
m Performance |
= 1] y | _— Situati
5 ﬁgggrt:g“ty - Communication><, oluaton
— Productivity ' R :
— Efficiency / Support \
— Safety | \

SKILLS
i)
ATient care T2

KNOWLEDGE

 ATTITUDES

Baker D, Salas E, Battles J, King H, Barach P, 2005, 2007 *°



Miller’s Pyramid
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Challenges to Medical Education
Addressed by Simulation

m_lrainingrclinicians i risky’ procedures on real
patients Is/ less acceptable

m Limited opportunities to experience rare events
andl crises

B Apprenticeship means you have te wait for
something to happen

m Oppertunities for reflective leaming and
deliberate practice

B [raining fier teamwerk IS rare
B Simulation Is less costly

71
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zelole

tionandstraining of clinicians; engineers, medics,
and ancillary persennel

EVallating new: arugs and tecnnoelogies
EValuating periormance
Creaentialing
BIIET anal de-driel planned surgery.
Team training
— Contingency training
— Crises intervention (CRIM)
[SASLEN planning and preparedness
[SCIOSUK
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Adaptive and Reflective

Life-Long Learning




Barriers To Achieving Ultra=safe
Healthcare

B Acceptance of limitations: on maximum
Perfermance

B Abandenment of prefessional autenemy

B [ransition firon mindset ofi craftsman to
that of an| eguivalent actor

m Develop a culture ofi safety.
u Simplify’ prefiessional rules and regulations

74



Overview of Patient Safety
Tools and Methods of
Analysis

Julie K. Johnson, MSPH, PhD




Managing an

Adverse Event

Small Group Exercise
Conaducting a
Root cause Analysis

Julie K. Johnson, MSPH, PhD
Paul Barach, MD, MPH



Tools and Methods of AnalysIS

Numerous methoads anad teols are avallanle
0 analyzing| adverse events, near misses
anal the context ol care

vp

0 Prevent errors trom OJLLJHJHJ N the

7



Tools and Methods of Analysis

m_ThomassandsPeterson identified eight of the most
common methoeds used and analyzed the strengths and
Weaknesses of each. They found that some methods are
petter for detecting| latent errers --- the: system enrers ---
and some are better for detecting active errors and
adverse events

m An adverse event Is usually the culminatien of nUmMereus
latent errors plus an active errer, se methods that
explore the context of the systems in which| the adverse
Event eccurs are more appropriate fior detecting latent
errors

78



Types of Tools

Incident
REPOMING

AUtopsies anad
ViV Coenieren

MVialpractice
Claims Elles

Analysis

'\ A
Les

Acys
v[/l/r'i) I~
(S
Chart Review:
Direct

Administrative
Data Analy/sis

Infermation
Fecnnoiogy.

OpSservation

\r/

Na,

':)f'StQ S~
==

Clinical

Sunrvelliain



Tools and Methods of Analysis

— Root Cause A rJrlJ/S's (RCA) IS a thorougn
retrospec'ue nvestigal 'r]o'm Lo Iaentity’ Tactors
[ contributed te the occurrence ol an error

l| Proactive Analysis
J':

allure moede and efnects analysis (FMEA)
[GENUTIES potentiall contriduting Tactors, to
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Adverse Event Management Plan

Containment Plan

 Render care top




A Microsystem Framework: for:
Analyzing Events

P@nermethod that we have feund to ne

USEenuii1or systematically 1ooking at patient

SAlety’ eVeENtS npuIllds on Haadon's
OVErarcning rramework onr injury/
SpIaeEmMIoIogy.
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The Haddon Matrix

HUman \/enicle Envirenment



Haddon Matrix adapted to Patient
Safety in the Microsystem

Patient/ | HealthiCare |  Systems/
Family: | Professional | Eavirenment

Pre-event

EVent

POSt-event



Small Group Exercise

m Patientisafety scenario and the Haddon
Maitrix

m Allisen’s Story
— See video s

Al Prematurity

an d h an d O ut ‘ N Chronic lung disease / asthma

Al Congestive heart failure after
tetralogy of Fallot repair

ABMS Patient Safety Improvement Program

Patient Safety Scenario - Allison Stuart

Case adapted from

Dowdell EB. Pediatric medical errors part I: The case. A pediatric drug
overdose case. Ped Nurs 2004:30(4)-328-330.

Caitlin A. Pediatric medical errors part ll: Case commentary. A source of
tremendous loss. Ped Nurs 2004:30(4);331-335.

Mohr JJ, Barach P, Cravero J, et al. Microsystems in healthcare: part 6.
Designing patlent safety Into the microsystem. Jt Comm J Qual Saf 2003,
29(8):401-408.
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Debriefing

Orientation to the | Probablistic Risk:
PrOCESS Assessment (PRA)

Scenario Builaing

/

Hazard Analysis
Checklists

Cllew resource
Vianagement (CRM)

Interview

"Sarldicte
Checklists

Interview, Viicrosystem Analysis
Viorpidity: and Mortality:

Conterence (M&IV)

Focus Group
Interviews

SysStems/
ERvironment
I.JJ e | \/Iorl%
Analysis
HUMman Factors
ENQINEENNG

rOOL Cal
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ROOL Cause

Analysis (RCA)
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Elements of Organizational

Accidents

James T. Reason. The Human Factor in Medical Accidents. Medical Accidents.

Vincent C, Ennis M, and Audley R. Oxford University Press 1993
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Organizational Accident Causation

Model

Organization

Accidents

Latent conditions pathway
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Elements of Organizational
Fallure

Incompatinie € orllJ

Organizational Structural DeTCIENCY,
Inacequate (ommllrnwmons

Poor Planning and Seheauling
Inadeguate Control and Monitornng

Dericient liraining
Inadequate Viaintenance: Vianagement
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Organization Accident Caus

Model

Latent conditions pathway

Accidents
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Workplace Conditions

Promoting Unsafe Acts

H]gh Workload

ate Knowleadge, AbIlty: o EXperience

Jncldequate SUpervision or Instruction
tressiul Envirenment

\op
—

Viental State

Change



Workplace

Error Producing Conditio

Untamilianty(x17)
Time Shor'ta_ge(xll)
>O0r FHUMman- J/s eI
Intertace (xs)
Iniormation Overoad
(X6)

Negative Transter(xs)
VIISpErception or RISk

(X4)

Inexperience Not Lack
o) Fr;umru (,@)

POOr Instructions(xs

—l

Educational Mismatch
X2)

Pisturned Sleep (X1.6
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Work Environment
Violation Producing Conditions

8 [ack of Safety C J e m Little Prige in Work

| l\/lanagems‘mr/s Al n ]\/Jclf ho Culture
Contlict Be

m Poor Morale - Bad DULLOMEs

= Poor Supervision WOt Fappen”

m Condones Violations u LLow! SElI-ESteem

s Misperception of Hazardl ™ LICEMSE 1o 5ena

m [ ack of Management Rules

COMCETN B Ambiguous or
ViEaningless, RUIES



Organizational Accident Causation

Model

Accidents

Latent conditions pathway



Person /Team

Individual Unsafe Acts

= (0] 5
— Attentional Slips ana memory lapses (Intrusions, omissions)
— Vistakes
= Rule —basead
" Knowledge-based
Violations( delinerate deviation from: regulation)
— Routine ( snortcuts)
— Optimizing| Violations
— Exceptional

— Deliberate



Organizational Accident Causation

Model

Organization

Accidents

Latent conditions pathway






Disclosure of Adverse
Events: What Do You Do
When Bad Things Happen?

Becki Kanjirathinkal, MS, RN,
CPHQ, CMQ/OE, CPHRM

Paul Barach



Adverse Event Management Plan

Containment Plan

 Render care top
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Small Group Exercise

Disclosure




Disclosure Process

ldentiny INCICENCE Off patient narm; or
2l oorem [1ally cCOmpPENSanie event

| Jn]t]al discliosure and apoloegy.

| Case RevIeEW

Bl F0lIoW-Upr aisclosure
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What do patients want




— POSES) ISk to patient’s future nealtn

l
— InVoIVES non-consentea treatment or procedure
B Reduces cnances of Deing sued
B [ransparency In Process Nelps the team adaress guilt
m New laws, In 22 states requiring disclo

~
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Disclosure Conversation Planning

Reviewsdisclosure principles
Pecide Wno, Whnen, Wnere

— Deciae wno will be peint contact person for
patient/family.

WhRat to Say and Now! tor say! It
Anticipate guestions

Planning next steps
DEprenng/emotional SUuppoert 1or the
naividual(s) aoing tne aisclosing
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Disclosure Conversation

QL)

-earn '£o e'rrecir.] VEly communicate and
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(3
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 Present/iuture n

CUIoNS taken and explain SPeCIiic
PrOCESS 10K 1INAING the ansSwWers
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Risk Management Suppaolit

Mianagescontact With patient ana/or iamily

m Coordinate regulatoery/acereditation
Fequirements

m Vlanaging reputation risks
— Meaia/Crisis communication
— Internallanad external
Bl Vianaging complaints ana claims
— Early non lifigineus, settiement
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Resources

/, Baracn P, Derse A, et al. JCAHO

Kramam S5S, Hamm G. Ann Intern: Vied
1999; 151 :965-96 7.

Clinton H, Obama B. NEJV 2006.
Gallagner T, et al. NEJIVIF2007.
'n't't_;o://vvvvvvdsorr}/vvom&net

N

RISK Vianagement Pearls, on: DISCIoSUre: or
AdVerse EVents. American SocIety 1or Healthecare
RISK Vianagement at o/ /AWAAN. S Od

(
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http://www.sorryworks.net/
http://www.sorryworks.net/
http://www.ashrm.org/

Applied Statistics and
Data Analysis Tools

Davis Balestracci, MS




Improving Safety,
Implementing Change

Creating a Patient Safety Plan

Becki Kanjirathinkal, MS, RN,
CPHQ, CMQ/OE, CPHRM

Paul Barach




Patient Safety Plan




Microsystems Exist Within
Other Systems

Community,

Market, Social
Policy System

Individual

caregiver, team Clinical
and System Microsystem




Vertical Alignment

Safest Hospital

Mission & Zero incidence of harm
Objectives

2

Policy & Programs

|
Tactics Team based training

2

Expectations Communicate clearly

|
Behaviors Safety KSA's

Right information, right place,
right time
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Getting Started

B Sell-assessment

— Allgnment withr erganizationall Strategy.
Program: Inirastructur

— lnVEntory o1 current pati

s Reseurce allocation
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Safety Program

B Linkage with' Leadership/Organizational
Culture

OVersignt responsiniiity/inirastructure
Stakenolder Engagement
\/\/ork Plan Development:

xecution Viodei(s)
]\/JOFJJFOFJHJ/J\/ISES rement
Participation/accountaniiity
Spread/sustalinaniiity
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AlM:gSalest Hospital

ODJEective: Zero InCidence of narm

— Crew resource management (CRIM)
— SBAR

adpld response teams
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What's on the Horizon for Patient

Smart autemation

| Adaptive Informatics
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Knowledge & Skill Set

u [_eadership/Negoetiation Principles

B Human Eacters Engineering

B Behaviorall Seience Principles

m Systems Thinking and Complexity: Theory
N Performance Improvement

N Project Management

m Change Management

B Patient Safety Language Literacy
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Resources

m Advanced Tm]n]ng Program, Intermountain
Healtneare, salt Lake City.

muo //szermolmemmegl NCArE. Org/xp/punlic/instittute/colrses/atp/.
Folbectives

| LeaTJers Nip Guide to Ratient salety iom the
titute 1or Healthcare Improvement at
NELOE JIANAWLiTaiL 6 (0]

tient

ﬂ)

h'ﬁ

ne Umvéur/ o1 Michigan Healthsystem Pa
afer/ Teolkit at
NEEEE//AWWWEMEd-UmichEeau/patientsaietytoolkit/
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http://intermountainhealthcare.org/xp/public/institute/courses/atp/#objectives
http://intermountainhealthcare.org/xp/public/institute/courses/atp/#objectives
http://intermountainhealthcare.org/xp/public/institute/courses/atp/#objectives
http://www.ihi.org/
http://www.med.umich.edu/patientsafetytoolkit/

Small Group Exercise —
Mapping the Pre-Conference
Patient Safety Symposium to

the rest of the Colloquium
Sessions

Julie Johnson, MSPH, PhD
Paul Barach, MD, MPH



What do you think is on the horizon
for patient safety in the next 5



Concluding comments,
guestions, and Post Test
logistics




THE PATIENT SAFETY CURRICULUM

Patient Safety Domains

1. Theoretical Foundations

2. Behavioral Aspects of
Medical Professionalism

3. Interpersonal Issues

4. Human Factors and
Ergonomics

5. Systems Analysis

6. QI Learning
7. Injury Epidemiology

8. Medication Safety

9. Crisis Management Tools
10. Simulations

Knowledge, Skills, Attitudes

Microsystems, historical trends, chaos, complexity, competency
and learning

Ethics, patient quality of life, resolution of conflict

Communication, stress and coping

Design history, error taxonomies, safety tools, decision support
systems, fatigue factors, user centered design

Usability criteria , organizations and learning disasters, place for
human error

Pareto/flow charts, and other QI tools, best practices, act cycles

Workplace hazards, worker safety, phases of injury, medico-legal
aspects

Adverse and near-miss reporting, ISMP tools and website,
look/sound-alikes

Team work, shared decision making, situational awareness
Micro-, macro-, debriefing, immersion levels, scripting, role playing

Gilula, M. and Barach P. Creating a Patient Safety Curriculum: Purposive Sampling of Patient Safety Experts. 79th Clinical
and Scientific IARS Congress. S-143. Honolulu, Hawaii. March 12, 2005.; Gilula, Barach, 2007.
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Rules for Health Care Designiin
the 21st Century

m New Approach

CurrentyApproacn

— Do no narmyisian — Salety IS a system
naividuall responsiniiity. PIOpPErty

— |nformationrIs a: record — '/rJO\/\/Jeche S Shared

_ 59 r‘:\(J/ S mecessary. dnd INTermation 1iows

Ireely.

— Proiessionall autonomy.

drives /clf]chJJJ[/ — Needs are antic JJE'EEEJ
— Decision makxing IS
evidence-nased

IOM. Crossing the Quality Chasm. National Academy Press, 2001.
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Final Thoughts

astransition phase
Erom error counting| ter narm prevention
From; rules to: migration
From reports to stores
From| technology tor more: system; mind-fullness
From one size fits all tor individualization /- customization
FOCUS 0N rECoVEry and near misses
Collaboration ana’sharng
Algorithms and standaraization
Competency based training
Careful automation

)
SEasoned regulation

ety IS Not a “top-priority=--Salety IS a precondition
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