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Description

Since the beginning of the new millennium,
research on topics related to patient safety
has led to numerous solutions that could make
care processes more reliable and improve patient
outcomes. Implementation, however, has lagged

behind, and global progress has been disappointing. In
this session, participants at all levels of an organization
will study and discuss the components of an institutional
patient safety improvement program, with an emphasis
on system-wide implementation and sustainability.
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Objectives

Describe the key components of an institutional
patient safety improvement program

Describe how some organizations have implementec
these components

Discuss how to develop a culture of safety and
continuous learning
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How do you define
Patient Safety?




What is Patient Safety?

Freedom from accidental injury- IOM
Patient safety is a new healthcare discipline that
emphasizes the reporting, analysis, and prevention
of medical error that often leads to adverse
healthcare events

Medical errors and adverse events include missed and
delayed diagnoses, mistakes during treatment,
medication mistakes, delayed reporting of results,
miscommunications during transfers and transitions in
care, inadequate postoperative care, and mistaken
identity

.......
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Focus Should be on
Reducing Harm

1%

The IHI definition used for
harm is as follows:

Unintended physical injury resulting from or
contributed to by medical care that requires
additional monitoring, treatment or
hospitalization, or that results in death.
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How Do We Achieve Safe Care?|

Will
The status quo is no longer acceptable
Desire to want to improve

ldeas

The changes we need to make to improve our
systems

Get Results

Ways to ensure that changes are implemented and
are reliable, and that they are sustainable
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How To Develop Will

Know the harm that is occurring in your
organization

Share that information: transparency of data...
and stories

Demonstrate that there is a better way
Find the “Bright Spots”

Engage the patient / family in the process
Leadership must emphasize the importance of
Improvement through words and actions
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ldeas

“Do not reinvent the wheel”
Learn from professional societies
IHIl.org and other improvement organizations
Colleagues in your area, hospital, ward
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ldeas

All ideas are good ideas until tested.
What works well in one area will not work
well in other areas, including your own
hospital

Apply the principles of the idea in your patient
population
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Getting Results

In Collaboration with &0 Ugleilly

79| a3 an d o Institute for
= | Hamad Medical Corporation Healthcare




Kaiser Permanente’s Patient Safety Strategy

Technical and
Cognitive Competence

SAFETY SAFETY
CULTURE CULTURE
Patient
and Family
Centered
Teamwork and
Communication Standard Work
Leadership
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CLINICAL EFFECTIVENESS, PATIENT SAFETY, RESOURCE

What Drives Patient Safety Performance?
Big Q Target Primary Drivers Secondary Drivers

r
Technical/Cognitive Competence

F K

Evidence-based Bundles '
A
" Continuous Monitoring and ’
| Improvement
(" Earty Waming Systems/Situational ’
| Awarenass

- -

DO NO HARM -—] Evidence-based Bundles l

|/ )

Rapid Response

Safe Praclice Proficiency |
-
Teamwaork, Communication, Culture
Ilf- b
Leaming Management System '




Person- and Family-
Centered Care

Person- and Family-Centered Care is putting the
patient and the family at the heart of every decision
and empowering them to be genuine partners in their
care
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Patient-and family-centered care is an
approach to healthcare that shapes policies,
programs, facility design, and staff day-to-day

interactions. It redefines relationships in
healthcare.
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Role of Leadership WA

Strong, visible, and sincere leadership is critical *
to an effective safety and health management
system...Maybe the most important

The governing board, the CEO, and organizational
leaders create the cultural norms and conditions that
produce safety

Without strong commitment from top management, it is
unlikely that other system elements can operate
effectively
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Culture of Safety

This (Andon System) Or...This?




Those Who Deliver Care

Doctors/nurses/allied health professiona

Job is to do your job and to improve
how you do your job
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Role of Managers

So much work is carried outside of the
safe space

Managers need to learn how to see it
When things go wrong, they need to
understand the system versus individual
dimension

This all impacts on the culture in which care is
given
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Teamwork and Communication




Teams and Teamwork

Teams:
Complimentary skills
Common purpose / goals
Mutual accountability for outcomes
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Communication

SBAR

Briefing and debriefing
Appropriate assertion
Cross-checks and Call-outs

Readbacks, or for patients / their caregivers,
Teachbacks
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Standard Work... W
Reliably Implemented N

The ability of a system to perform its
intended function over time under commonl
occurring conditions

Prepa.re_ i - Obtain .| Post procedure o Rgady o Trar_\sport
Obtaining > . > e »  Specimen for »  Specimen to
) Specimen Verification
Specimen Transport Lab
A 4
. Specimen
Send to Outside »  Resulted in > Results to MD > MD_ Follows up
Pathology with Results
Pathology
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Reliably Designed Workflows

4
W

25
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Standardize and simplify the
process

Use “controls” to prevent
errors

Use mitigation strategies to
Interrupt errors that slip
through A and B



Technical and Cognitive
Competence: A New Model
of Thinking

Standardization
Where it makes sense

Demonstration
Including simulation

Observation and Coaching
Role of manager / supervisor

Conversation
Peer to peer
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How do you implement a change
in your organization?




System Improvement

Use an improvement methodology
Engage those who do the work
Standardization and simplification
Measurement for improvement
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Model for Improvement

_ What are we trying to —
accomplish?

How will we know that a change
iIs an improvement?

What changes can we make that —
will result in an improvement?




Attributes of the Change

\\ NM“ '
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\\
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Relative advantage - compared to current
method (evidence from testing)

Compatibility - with the current system and
current values

Simplicity - both the change and transition
Trialability - how easy is it to test the change

Observability - ability to observe the change and
Its Impact

Rogers
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Error Reduction Overview:
Hierarchy of Controls

Policies,
Training,
Inspection

Mitigate

Human
Factors

Minimize consequences
of errors

Make errors visible

Facilitate Make it easy to do
the right thing
Make it hard to do the wrong thing
Eliminate the opportunity for error
Eliminate

31
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VAP Bundle Compliance

VAP Bundle

94.9%

Current Median

Baseline
= 86.0%

Median
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rate per 1000 vent days

Ventilator Acquired Pneumonia Rate
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VAP Prevention Bundle Reliability
and VAP rate/1000 ventilated days
(average across Scottish ICUSs)
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rate per 1000 cvc days

Central Line Bloodstream Infection Rate
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Det har vi naet ved udgangen af 2012

565 dage siden sidste CVK infektion pa
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Example of results from KP




CLINICAL EFFECTIVENESS, PATIENT SAFETY, RESOURCE

From Strategy to Execution:
Pathway To Zero Surgical Site Infections
NSQIP Surgical Site Infection Rates I

Pre Project
0 Ot Overte I
as 40 l
30 AIM Key Drivers Secondary Drivers & Tactics
a0 7 + M 1
S = . e L ‘
as o . - | Ambulatory Care
OO0 12008 0607 1207 0008 108 | ¥ Patient Education provided on “How to avoid a surgical site infection”
wn ¥ Useof Ch {CHG) impregn loths for all ps skin incision
5 Pre-Operatively:
¥ Proper hand hygiene performed by all staff members
4 ¥ Hair removal in the surgical prep unit
‘ ¥ SCIP: Approp: and received within one hour prior to incision & bariatric
lmmil”n“ Evidenced Based dosm; prrwamir.!ormnmm
18 s ‘. Care : ; ,. btai ‘lnthtmiulpvepunnk-ifpfmt o
ppropriately plas g to
vof1 ‘ TREL “Tool Kit Intiatives”
| ] I Intra-Operatively:
os : + v ire worn in the g room and new policy followed by all stall
' s mmmmmmwum'mmm
o0 ] d and wiped down prior to patient entering
v mmn mndorduddnmdmy time — every patient
v P
v Mucedmmchuwonbvudormumeﬂumdlcaus
v S by making safety a focus and empowers staff to speak up
General & Vascular Surge ¥ Use warmed forced-ai blankets during surgery
¥ Verifyp during “time cut”, and redosing with antibiotics if
case open longer than 3 hours.
Calendar Year Rates Compared to NSQIP 7 Aaosbisep R PO TITHN
¥ Dual agent surgical prep solution used
9% ¥ Use of antiseptic dressing
8% Post-Operatively:
Continuous ¥ Proper hand hygiene performed by all staff members
g% Monitoring and v
= lmpnwemem v Comrolv\noselhw entire post surgical stay for all patients
8 6% v 24 hours after surgery (48 hours for cardiac patients)
= v Dusconwmed!oievbyscconddavpoﬁﬂ
e 5% v are ng to Infection control guidelines
E - =KSMC Rate ¥ Infection Control / Quality monitor and report compliance
% mNSQIP Rate poveres
5 3% ¥ Discharge teaching to decrease chances of an infection
; ¥ Infection Control monitors for triggers within the EMR, confirms and reports.
2%
1%
0%
2011
Year




CLINICAL EFFECTIVENESS, PATIENT SAFETY, RESOURCE

Workplace Safety. A Precondition to Patient Safety?

2013 Performance Year-to-date Injury Rates (Oct 1, 2012 - Mar 31, 2013)
All Regions show injury rate favorability compared to 2012 performance year.

8.0

Industry average adjusted

injury rate per

7.0 Bureau of Labor Statistics *

6.0

5.0

4.0

3.0

2.0

1.0

0.0
NCAL SCAL Hi NW co GA MAS CH
2009 7.2 6.5 5.3 5.5 2.2 2.5 2.5 4.6
2010 7.7 7.0 4.8 4.4 1.9 3.4 2.5 3.0
e 2011 6.2 6.0 5.1 9.8 2.3 1.9 2.7 5.4
2012 5.8 5.6 5.8 9.3 2.0 1.7 3.1 2.0
2013 5.7 5.2 2.8 2.8 0.9 0.8 1.1 1.3
={2013 Goals 3.3 3.3 3.9 o.3 1.5 1.5 1.5 1.5

1 2013 Performance Year (PY) includes Q4 2012 through Q3 2013.

2 Beginning in 2008 PY, WPS targets are absolute injury rate goals. The % reduction
relative to 2011 PYE is shown for information only.

33.3 injuries per 100 FTEs is the average adjusted BLS rate for hospital-based regions
and 1.5 injuries per 100 FTEs is the average adjusted BLS rate for non-hospital-based
regions.

4Injury Rate Calculation: The Accepted Claims Injury Rate is calculated as the (number of
accepted claims) * (200,0000/ (total productive hours), where 200,000 represent 100

4Injury Rate Calculation continued: employees working 40 hours per week, 50 weeks per
year. This is a standard formula used by the Bureau of Labor Statistics/fOSHA and
converts the injury rate to a measure of injuries per 100 FTEs. Physicians are not included
in the calculations for any Region, although they are included in Workplace Safety
activities. All other employees are included: partnership, non-partnership, union,
supervisors, managers, and non-union non-exempt.
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Serious Reportable Adverse Events (SRAE) Over Time
Population = All, Quarterly Values

SRAE Trend
100
80 -
60 -
—4—All SRAES
40
—4—All SRAEs w/o Ulcers
20 -
0 T T T T T T T T T T T 1
— — —
S g3 9 & & T § & & T o &
[=)] (] (] (] (=] — — — — ~ (o] o~
(] — — — — — — — — — — —
(] [e] [e] [e] [e] [e] [e] [e] [e] [e] [e] [e]
('] ('] ('] ('] ('] ('] ('] ('] ('] ('] ('] (']
Measure 2009Q4 2010Q1 2010Q2 2010Q3 201004 2011Q1 2011Q2 2011Q3 2011Q4 2012Q1 2012Q2 2012Q3
All SRAEs 81 80 74 59 77 70 59 60 87 72 67 42
All SRAEs w/o Ulcers 36 34 43 33 49 27 30 33 38 42 40 18

Going back to 2011Q4, the trend in all SRAESs has largely been driven by improved HAPU and RFO
performance. To continue driving “All SRAEs w/o Ulcers” down, additional attention must be
directed toward Verification Events and Falls, while the pursuit of eliminating nosocomial infections
continues.




Pressure Ulcers
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Hospital Acquired Pressure Ulcers (HAPU) Stage 2 plus unstageables

CalNOC Prevalence Method and Stage 3+ HAPU Never Events
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Spread and Scale Up

Spread is the process of taking a successful
Implementation process from a pilot unit or pilot
population and replicating that change or package
of changes in other parts of the organization or other
organizations.

Scale up” implementing all of the necessary supports to
ensure that the improvements that have been spread

have the appropriate infrastructure support
Hiring competent staff
Training
Monitoring
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A Way of Life

Quality does not happen by accident. It results from
the deliberate and intentional actions of individuals within
an organization.

Quality is not a program or a single project. It is not the
responsibility of one individual (e.g., the Director of Quality) or
those assigned to the Quality Department.

Quality is a way of thinking about work, approaching its
improvement and getting EVERYONE involved. Quality is about
achieving excellence-nothing less.

If quality is viewed as something that has to be done, “In addition
to everything else | have to do,” then the organization will never
understand or be able to achieve it.
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Questions

45

What Questions or Comments
do you have?

What might you do differently
as a result of today’s
presentation?

- Ha-u'ud Medkal Cm-pofatlon

yoration with &o U

Institute for

gl=il

Healthcare
Improvement



