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Assets vs Deficits

Assets thinking
Strengths based

How can we create
community spirit?

What can | do?

We’'re all in this together
We're getting there

Work with engaged people
People have the answers
People control their lives

Deficit thinking

Problem orientated

How to fix this problem?
Someone needs to sort this
Us versus them

Problems are embedded
Do things to people

People are a problem

People can’t be trusted to
decide/be in control

Institute for

Healthcare
Improvement




Safety as a Systems Property




ice...










Safety is measured by the thickness of
the ice upon which you are skating ...
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Individual failures or
system failure?




Systems: Leverage for Improvement

Eventsmlet’s get through the day

’ (crisis, anecdotes, problems)

Trends
and Let’s think about tomorro
Patterns Leverage
(run charts,
statistical analysis, for
qualitative study) Improvement

System Structure s\ | ct’s improve theway we
(pattern of interrelationship among key ork together

components of the system: hierarchy,
process flows, mental models)
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Use of the Machine

Typically, 2 machines for each 13 room hallway
Nurse has 5 patients placed throughout the unit

On average, each patient has between 7-10
medications 2-4 times per day

Nurse takes medications out 1 at a time
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System Migration to Unsafe Practices
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Why the migration to less
safe practices?

Nurses did not have the time to make several trips back
and forth to the machine several times a day

The medication cart had been taken away

No one had studied medication administration patterns
before installation

Safe dispensing # safe administration
Policy unmanageable
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The example.....

When an error occurs, is it due to special or
common cause variation?
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Model 1: “Bad Apples”
theory = someone to blame
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In the Bad Apples Scenario....

Who would be fired or disciplined?

Will the system work better for the next
person?



But what happens to the remaining system after

removing “bad apples”?

The Cycle of Fear

Error Threshold
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Model 2: “bad system” theory =
system to blame (work on all parts of
the system)
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How do we know if what happened here

is special cause (something very out of the

ordinary) or common cause (happening throughout
the organization regularly)?
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Measurement for Safer Care




The purpose of collecting
and displaying data is to
make better decisions...




You need a coronary artery bypass....




Coronary Artery Bypass Graft:
Data From Three Hospitals

Mortality Rate (%)

5.9% ®

1.1% ®

Jan ‘13 Jan ‘14
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Coronary Artery Bypass Graft:

Hospital #1
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Coronary Artery Bypass Graft:
Hospital #2

7 -

6 CABG Mortality Rate: Hospital Il

5

4 -

3

2 \‘\4\-\-

1

0 . ! ! . . .
T8 32853288283
(1°) (1°)
- -




Coronary Artery Bypass Graft:
Hospital #3

CABG Mortality Rate: Hospital lll
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There is no single measure of safety,
but early warning signals can be
valuable and should be

maintained and heeded.

Berwick Report: Promise to learn,
Commitment to Act (2013)




Monitoring and Measuring

Measurement:

data from the past, almost always driving using the rear view
mirror;

Example: Plotting your average driving speed on a run chart
over a month

Monitoring:
real time understanding of the situation so that management can
be more dynamic

Example: Using the speedometer to gauge speed as you drlve

lnsmute for
Healthcare
Improvement




Monitoring and Measuring!

When asked if your unit/hospital/clinic is safe,
what exactly do you want to know to answer

that question?

Asking five critical questions can help you
understand the different dimensions of safety in
your unit and organisation.
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Has patient care been safe in the past?
Are our clinical systems and processes reliable?
|s care safe today?

Will care be safe in the future?

Are we responding and improving?
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The 5 Questions...

Safe in the Past: psychological and physical measures

Reliability: applies to measures of behaviour, processes and
systems

Safe Today: sensitivity to operations- the information and
capacity to monitor safety on an hourly or daily basis

Safe in Future: anticipation and preparedness- the ability to
anticipate, and be prepared, for problems

Improving: the ability to use data and learning to improve
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“...As every clinician and manager knows,
problems and crises that potentially threaten
safety occur on a daily or even hourly basis,
such as a sudden influx of very sick patients,
staff sickness or equipment breakdowns.”

Berwick Report: Promise to learn, Commitment to Act (2013)
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The Culture of Safety




Evolution of A Culture of Safety and
Reliability

\J \ - Y
Safety is how we do business around here
Constantly Vigilant

*Adapted from Safeskies 2001, “Aviation Safety Culture,” Patrick
Hudson, Centre for Safety Science, Leiden University



Accountability — Fair and Just Cultur

Clear, simple rules - “one set” that apply to
everyone.

Four questions:

- Was there malice involved?

- Was the individual knowingly impaired?
- Was there a conscious unsafe act?

- Did the person(s) make a mistake that
someone of similar skill and training could
make under those circumstances?
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The Blame Cycle

Mgt. even
even more
convinced

People seen to choose
erroneous course
of action

that...

I

STARTS

disregard of
warnings, etc.

Management viewlE
this as deliberate

RE

James Reason, 2000

—

Deliberate actions
deservle sanctions

'

Exhort and punish
those making errors

Little or no effect

on error rates <




If you want to make your care safer tomorrow, you can... 1

« Seek the truth and share it transparently
« Think and talk about reducing risks

« Involve the family and patient

« Commit to learning from others

eleepty
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BREAKTHROUGH CHANGE

“There is nothing more difficult to take in
hand, more perilous to conduct, or more
uncertain in its success than to take the lead
in @ new order of thinking.”

Machiavelli




The status quo is a tyrant...
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