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How do we achieve PS at JAH
3 Major accom plishments as
perceived by the risk managers

Plethora of Patient Safety Literature
&
Impact of " To Err Is Human "

3|
"
A safe culture = an informed culture
PATIENT SAFETY is about consisting of many interlocking elements
Reporting Just
1. CUlture culture culture
2. error management
3. teaChlng Flexible Learning
culture culture
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What changes are needed to)
A h s "

create a culture of safety:)

Focus on Individual  Focus on Team
Authoritarian culture Communitarian culture
Fear, defensiveness Openness and support
Secrecy, silence Transparency, apology
Shame and blame Systems and support
Humiliation Mutual Respect

Makingthe Safety Journey
Mission and Goals ;
* Safety is priority one

« System goals (e.g., I
- Annual specific go

Making the Safety Journey
Training -

« Implementing safe p
« Investigating adverse
« Designing systems
« Implementing sy
* Communicatin

M'S (H)
Hanagemant

L Safety Culture ——! \

E:Environment
L:Liveware

M:Management

Soﬁwm

Making the Safety/Journey
Policies i

« Non-punitive approach
and reporting

+ Mutual respect

- Accountability -

Makingthe Safety/Journey
Support ($ and expertise)




Making the SafetyJourney

Accountability

« Patient safety leadership mlluls
« Checklists

* Root Cause Analysis(RCA)

* Failure Mode and Effects AnalysiS(FMEA)
* Liahility insurance

« Safety culture assessment (e.g. SAQ)
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Safety Attitudes Questionnaire (SAQ)

Pronovost, Sexton. Qual Saf Health Care. 2005;14(4):231-3.

-
Safety Attitudes In Your Unit
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Hospital Survey on Patient Safety Culture(AHRQ jg % )
& 9054 & - Bk % 79%
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RMStrategy for Promoting
Patient Safety

« Informed Consent
« Documentation

« Data collection system{incident reporting]
« Consumer feedback

« Standardize and simplify the process
« S0Ps, Guidelines, Protecels

* Clinical pathways

* Back-up system

« POSAcycle of COI

« EBM(evidence-hased safe practices]
« ITwith information sharing

«» Education/Human Factors Training

* Medical simulation
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i et (Strategics)

« Checklists

» Newsletter
« BeEF
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» Chart review
- Informed Consent
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PS Goals)(JCI))

1. Identify patients correctly
2. Improve effective communication
3. Improve the safety of High-Alert
4. Eliminate wrong-site, wrong pa
wrong procedure surgery
5. Redue the risk of healthca
6. Reduce the risk of patient

| \_' 1.Leadership and nommilment “ | i i
L

g
Patient Safety Standards

m Leadership’s role in creating a
culture of safety

m Proactive system design

m Training/Orientation

m Communication

PRI * (2R B

mpetencylcredentiaing
Procedural compliance

Root Causes of Sentinel Events)

(All categories; 1995-2005)
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Patient assessment
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] SBAR Checklist
Patient Handoffs

ituation

e Background
® Assessment

Situational briefing model

BB R 26

" J
Situation-current situation

m What is the situation?
m Identify self, unit, patient, room
number

m Briefly state the problem, what is it,
when it happened or started, and
how severe itis.

BB R 27

Background- quick history

m The admitting diagnosis and date
of admission

m List of current medications
m Most recent vital signs

m Lab results

m Other clinical information
m Code status

" JE " JEE |
Recommendation -
Assessment - remedies

situation evaluation

m\What is the nurse’s
assessment of the situation

BB R 29

m What does the nurse want?

m Examples could be recommending
that the patient be seen immediately
or that orders be changed.

m “SBAR Technique for
Communication:

A Situational Briefing Model. (IHI)

BB R 30




Basic Measures to Save Upto
100,000 Lives Per Year

1.Prevent ventilator pneumonia(VAP)

» 2.Prevent IV catheter infections

Tl m e O u t 3.Stop surgical site infection(SSI)

4.Respond rapidly to early warning signs
by formation of a rapid response team

5.Make heart attack care absolutely reliable
by use of aspirin, beta-blocker, stent and
clot buster.

6.Medication reconciliation

(IHI 2004) |

O
Evidence-based Empowerment:
Rapid Response Teams

m Specialized code teams have
improved the management of
cardiac arrests in hospitals

m Rapid Response Teams are
designed to provide expert
interventions to prevent cardiac
arrest and avoidable deaths,
addressing “Failure to Rescue”

PRI, - [ £ B
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-~ non . Patients for Patient Safety
waten WHO World Alliance for Patient Safety




O
World Health Assembly
Resolution 55.18

- Develop global norms and guidance
- Promote evidence-based policies

- Encourage patient safety research

- Share best practices

- Promote cultures of safety in health
care organizations
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Taxonomy for patient safety

H
H

Austral. a truck with a driver that can be hired.
1,wel) o, a marked path along which aircraft taxi te
o parking area, etc. Also called: taxi strip,

taxiway l‘
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g by a company that can be set against
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e n. the g

income, wealth, etc., assessed as

K personal income made annually o
o basis for assessing an individual's
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1.5afe culture
2.Safe care
3.Safe staff
4.Safe patients
9.5afe place
6.Safe support syst

" JE
Needlestick Injuries

m Two million annually worldwide
m Nurses have the highest rate of
injuries
m Most commonly associated with
Blood collection
Intravenous line insertion

Handling or disposing of used
needles

Inj ections PRI (85 a1

Reducing Needlestick Injuries

m Provide appropriate sharps
containers close to point of use
m Purchase safer needle devices and
provide training in their use
Studies suggest 23-100% of
injuries are prevented by this
change
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Violence in the Workplace

95% of hospital nurses reported verbal aggression & |O"Connell etal,
80% physical over prior year 2000

UK ICU nurses reported high rates of verbal & Lynch et al, 2003

=
B AL RG T
7 24 3
physical abuse from patients and relatives
Australian nurses exposed to more violence than Alexander & (SWOT)

other hospital workers, most often verbal Fraser, 2004

88% of Turkish Emergency Department nurses Boz et al, 2006
reported verbal & 49% physical violence over 1 year
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%’3‘}» @jj[;gg_@g:t]ms‘@ Leadership’s Steps Towards

Improving Patient Safety
® | eadership & Commitment

ofEE B PR LB A dili
® Teamwork %ﬁﬂﬂﬁ Proactive risk reduction

! _ Engage patients in safety
SHHILEAME = Establish annual safety goals

m Convene, collaborate, educate

- PRI [ B 46

m Establish standards focused on safmv;’
m Encourage error reporting
m Shared lessons learned
n

4 'major:barriersto physician|
participation in PS efforts

1.Fear of losing autonomy
2.Time constraints

3.Lack of motivation to change
4.Skepticism
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DISRUPTIVE

BEHAVIOR

1.Lack of funds(cost)
2.Lack of communication
3.Lack of teamwork

4 _Culture of blame

Barriers to Patient Safety

5. Fear of litigation

6. Fatigue

7. Manpower shortage
8. Low health literacy

Theme of ICN for the year 2006

International Nur ay
12 May 2006 @

Safe staffing saves lives
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Some Topics of Interest

- HIPAA compliance in IT security and
privacy protection

- Budgeting for PS and cost justification

- Legislating staffing standards

- Impact of hospital performance, ranking
and public disclosure

- "RAID" model for clinical governance

- "Iero" restraint policy

- Read hack
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Magmg doctors is
as difficult as

° herding cats
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SLOGANS FOR Quality Culture and|

PATIENT SAFETY

m SpeakUP

m Stand up for PS

m Ask, listen & learn

m Safety first

m Better late than never
m Safe & Save

m Our patients — Our partners One
team, One goal

PRI (2R B

Safety Culture interface

Medical quality is a natural extension of
Patient Safety and vice versa

Quality in healthcare means Patient Safety
Patient Safety in healthcare means Quality

RM=PS=012 Are they at odds?
Similar philosophy and methodology

10



= i{iﬂ@ﬁi‘%f

1~ SERM—R2BAERA

2 REEEHFEAREA cLe
Ik B e AR H

3 BAHAELZAALZRESY

4 BREREDH® > BER
W5 A _

5 A EMER “BA" Sin
B2 # P08

6 Kib+ FFFMLE L5

hank you

il [

63

BEARR KRR

PRELE an s AnEc TR

HAEREREMARBEA > A HA -

11



