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Patient safety

{4 ., . .
so long as it involve human , health care will never be free of error

....but it can be free of injury ‘Donald berwick

Donald Berwick
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WHAT IS THE MEAN OF PATIENT SAFETY ?

Patient safety defined as “ a discipline in the healthcare
sector that applies safety science methods toward the goal
of achieving a trustworthy system of healthcare delivery .

Patient safety is also an attribute of health care system :
» it minimize the incidence andimpact of .

» maximizes the recovery from, adverse events”
AHRQ
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Basic patient safety concepts

 Safety (do no harm) is the most basic
dimension of performance necessary for
the improvement of healthcare quality.

e Safety is the underlying reason for risk
management, infection control, and
environmental management programs,
qualified clinical practitioners and support
staff.

* Patient safety is a subset of safety
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Medical error

Commission
So , we need to know Omision

difference between )
Hazard VS risk

Adverse event
Sentinel event
Never event
Near miss
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Introduction to patient safety

In 1999, IOM published To Err is Human report (estimated the number of hospital
deaths related to preventable medical errors was possibly as great at 98,000 per
year).

In 2000, Crossing the Quality Chasm, laying the groundwork for a patient safety
culture.

The goal in quality and patient safety is to prevent death and injury from
preventable medical errors through system wide changes through:

1. developing strategies to recognize, prevent and mitigate harm from errors
inherent in complex systems

2. Learning from events
3. using that information to improve or prevent new events

Not all errors result in harm or injury, The key is to differentiate between
individual factors and factors attributed to the system or process design, then
redesign the process to reduce or eliminate errors and latent conditions.
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What DOES THE |IOM REPORT STATE THAT WE SHOULD DO?

The causes of medical errors:

1. the decentralized and fragmented nature of health care delivery (Poor Communication).
2. Poor reporting (blame culture)

3. the errors are results of faulty systems, processes, and conditions that lead individuals to
make mistakes, or at least fail to prevent mistakes.

*Four-tiered approach to developing a strategy to improve patient safety:

1.

Create leadership tool to increase the knowledge base about patient safety (Create Safety
Culture)

Identify and learn from errors by developing a nation-wide public mandatory reporting system

Raising performance expectations and standards for improvements in patient safety (100%
IPSGs)

Implementing patient safety systems to ensure safe practices at the delivery area.

Lays out a comprehensive strategy that government, health care providers, industry, and consumers

can use to begin reducing medical errors.

Create a Center for Patient Safety that would set national patient safety goals and track the progress

being made in meetine those goals

Treatment
(Operation)

Categories of
Errors _

Preventative
(RM)

Communication

Other Failure

/ The focus should be ON
the process itself and
the individual who
made the error should
learn from the mistake
e health systems need to
be designed to make it

harder for individual to
make a mistake, and

k easier to do the correy
thing.
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Patient
Safety

Patient safety is a discipline in the healthcare sector that applies safety science methods toward the goal of
achieving a trustworthy system of healthcare delivery. Patent safety is also an attribute of health care

systems; it minimizes the incidence and impact of, and maximizes the recovery from, adverse events. (AHRQ
2009)

Patient safety seeks high reliability of a system that is filled with risk. Therapeutic interventions are where
medical errors occur, and where patient safety must be focused

Medical )
Error

An act of omission or commission in planning or execution that contribute or could contributes to an
unintended result (Outcome).

Omission (failure to do the right thing) and Commission (doing the right thing wrong), as well as planning and
completing a process.

Commission

- Doing something
wrong

- Example:
ordering
medication for a

patient with a
documented
allergy

= Failing to do the
right thing

- Example: failing
to prescribe
medications to
prevent blood
clots in patients
at high risk for
clots
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Risks VS hazard

A Hazard: is a potential source of harm or adverse health effect on a
person or persons.

risk :is the likelihood that a person may be harmed or suffers adverse
health effects if exposed to a hazard

Example :

If there was a spill of water in a room then that water would present a slipping hazard to persons
passing through it.

If access to that area was prevented by a physical barrier then the

hazard would remain though the risk would be minimized .
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Medical Errors

* Medical error: is an '
unintentional preventable

PERTY

mistake in the provision MEDICAL ERRORS

of care that has an actual

or potential adverse
impact on the patient.
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Medical error:

“an act of omission or commission in planning or execution
that contribute or could contributes to an unintended result

Failure to do

Omission the right
eV s thing
Doing the
Commission right thing
QS )

wrong



Medical Errors
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 Medical error is "an act of
Q*LSJ)‘

omission (failure to do the

right thing) or commission

(doing the right thing
wrong) that contribute or

could contributes to an

unintended result.
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Medical

error !
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Error of Commission

Error of Omission

« An act of doing something
wrong that leads to an
undesirable outcome or
significant potential for such
an outcome.

Example:

- Ordering a medication for a
patient with a documented
allergy to that medication.

- An act of failing to do
the right thing that
leads to an undesirable
outcome or significant
potential for such an
outcome.

Example:

- Failing to prescribe VTE
prophylaxis for a patient after
hip replacement surgery
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Definitions

ERRORS

COMMISSION

0 In healthcare, an error has been defined by the
IOM as:

O the failure of a planned action to be completed as
intended (error of execution) or the use of a wrong

plan to achieve an aim (error of planning)
S5 5V
0 An error may be an act of commission or an act of

omission e /e

0 A medication error has been defined as:

O any error occurring in the medication use process
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@ Failure to administer an ordered dose
(not late dose).

® Omitted dose is not an error when:
_| cannot take anything by mouth (NPO).
| providers are waiting for drug level results.




-“\

/4’

| . eK P I S
weuhll plell dagoull dreoall Med|ca|
. SaudiPhysical Therapy Association Infinite lemg

Skill-based errors (slips and lapses)

Errors in planning actions Errors in executing correctly-planned actions

I. Knowledge- 2. Rule-based 3. Action-based 4. Memory-based
based errors errors errors (slips) “'> errors (lapses): s




Medical Errors

* A Medical error may or may

not result in adverse events.
- Such as when a patient

receives the wrong medication
but there is no harm to the

patient.
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Patient safety Error

Adve rse = unintended injury to patients caused by medical management ... that results in measureable disability,
prolonged hospitalization, or both (preventable adverse events).
E\[e nt = not all adverse events are a result of error
Se ntinel = never event, an unexpected occurrence involving death or serious physical or psychological injury or the risk
thereof.
Event = With every sentinel event, a Root Cause analysis (RCA) must be completed in a timely manner with
implementation of an action plan.
Nea r M ISS = potential medical error, which is caught prior to the administration to a patient (by chance).
itis best to complete a Failure Mode Effectiveness Analysis (FMIEA) or a Root Cause Analysis (RCA)

MNVMiaedic=al Error=s ere Events

)

\Near T .' \X‘\ .
\ / NomN—PPrevenmtabbhble A

FPrevemtable AE
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Adverse event

“unintended injury to patient caused by medical management .... That
result in measurable disability , prolonged hospitalization or both “
Since not all adverse events are a result of error, many prefer to use

the term preventable adverse events.
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e Adverse event is an unintended

injury caused by medical

management rather than the

underlying condition of the patient
that results in  measureable

disability, prolonged hospitalization,

or both" .
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e Since not all adverse events are a

result of error, An adverse event '« :
attributable to error is a s« IS'*“. ﬁ

“preventable adverse event.”

W‘QM
v =

 Adverse events have been classified ainjury e or s
- eSenipreke. s L

as either / X

Preventable: due to error.

Not preventable.
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- Adverse Event (AE)

— Injury caused by medical management resulting in
measurable disability, not due to underlying illness

- Types of AEs
— Preventable = due to error

— Unpreventable

s

Doctor error
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Definition:

Near Miss:

An event or situation that could have resulted in an

adverse event but did not (occur) either by chance or

through timely intervention.

Example: Epinephrine was almost administered
instead of Lidocaine but uncovered during the final

——
=8 -

check of the nurse. — - AT
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complete a Failure Mode

Effectiveness Analysis (FMEA) or

a Root Cause Analysis (RCA)
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Near miss? -
Don't ignore it, report it




J ok p i sy BN
Sﬁ’ A g Medical £
. SaudiPhysical Therapy Association Infinite Giving /"

3ga._ Sl 3l &

Sentinel event :

“... an unexpected occurrence involving death or serious physical or
sychological injury

A special Cuse variation falling outside the normal
control limit of the process care
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What is a sentinel event?

An unexpected occurrence involving death, physical or
psychological injury or the risk thereof (any process
variation for which recurrence carries a significant risk of
a serious adverse outcome)

Sentinel means a signal for immediate investigation and
response with implementation of an action plan
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 Sentinel events signal the need for SENTINEL
immediate investigation and response; an EVENT

intensive in-depth analysis.

e Another name for a sentinel event is a

never event. A never event is an event

that should never happen.
e The National Quality Forum (NQF)

changed the 'never event' term to 'Serious

Reportable Events (SRE)'.
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: Never event serious
reportable event NQF

“Is an event that should never happened and if it does , immediate investigation  and remediation is
required”

28 2008

)\ 29 2011
4
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Table 2-1 Serious Reportable Events in Healthcare—2011 Update

7. Swrgical or Invasive Procedure Events
a. Surgery or other invasive procedure performed on the wrong site

b. Surgery or other invasive procedure performed on the wrong patient
c. Wrong surgical or other invasive proc
d. Unintended retention o

xdure perforrmed on a patrent

a foreign object in a patient after surge ar other in wve procedure

F
= Intracoperative or irmmedi

an Saciety of Anesthesiologists Physical Status
Classification Systerm C

iately postoperative/ Dﬁ‘;t:}rﬁc-"ﬂure clﬂ't'h i an Armeric
ass T patient
2. Prodwct or Dewvice Events
a. Patient death or serious injury ass iated with the use of contaminated drugs, devices, or bhioloc
2. Patient death or serious imnjury
other thamn as intended

jics provided by the healthcare setting
with the use or function of a dewvice In patient care, i which the de

is used or functions

= Patient death or serious injury associated with intravascular air embolism that occurs while being

ed for in a heafthcare setting

3F. Patient Protection Events

a. Discharge or release of a patient/resident of any age who is unable to make decisions to anyone other than an authorized person
b. Patient death or serious INjuUry assoc

ated with :\::tlrzr-t elopement (disappearance)
= Patient suicide, attempted suicide. or self-harm that results in serious iNnjury while being cared for in a healthcare setting

£. Care Management Events

a. Patient death or serious injury assaociated with a medication error {e.g.. errors involving the wrong drug, wrong dose, wrong patient,
wraong time, wrang rate, wrang preparation, or wrong raute of administration)

Patient death or sericous injury associated with unsafe administration of blood praoducts

]

= Tl TR 1T 1 e —— e ettt} e Cdelivery in a low-risk pregmnancy while being cared for in a healthcare setting
d. Death or sericus injury of a neonate associated with labor or delivery in a low-risk pregnancy
e
F

Patient death or serious injury a

ociated with a fall while being cared for in a healthcare 'g-t—,!thﬂg
Any Stage 1, Stage IV, and unstageable pressure ulcers acquired after admissionspresentation to a healthcare setting
g. Artificial insemination with the wrong donor Sperm Or wWiran egg

h. Patient death or serious injury resulting from the irretrievable loss of an irreplaceable biological specimen

-
1S

i. Patient death or serious injury resulting from failure to follow up or communicate laboratory, pathology. or radiology test resu
5. Enwvironmental Events
= - z g . - 4 [ —— M= c = i
a. Patient or staff death or serious injury associated with an electric shock in the course of a patient care pro in a healthcare setting
= — Fues A > = B r
b. Any incident in which systems designated for oxygen ar another gas to be delivered to the patient contain Nno gas. the wrong Q=i L3
are contamiimated by toxic substances

F £ = ent-care Foess 1IN a
c. Patrent or staff death aor serious injury as patient-care proc
healthcare setting

(e | Patient death or serious injury as

sociated with a burn incurred from any source in the course aof a

for in a healthcare setting

iated with the use of physical restraints or bedrails while being care
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Table 2-1 Serious Reportable Events in Healthcare—2011 Update (continued)

6. Radiologic Events
Death or serious injury of a patient or staff associated with the introduction of a metallic object in the MRI area

8
7. Potential Criminal Events
a. Any instance of care ordered or provided by someone impersonating a physic an. nurse, pharmacist, or other licensed healthcare
provider
. Abduction of a patient/resident of any age
Sexual abuse/assault on a patient or staff member within or on the grounds of a healthcare setting

-

g 3 3

d. Death or serious injury of a patient or staff memoer 'r«"\;k.ltuuv] from a physical '-1:\‘,5;;‘:u'.t (1.e., battery) that occurs within or on he

({“,) Hgl“_‘ l.'f d Ned -”‘\ are Se 1 ”]

Renrinted from National Quality Forum. Serious Reportal g Fvents in He

ulwre pawet
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1- Of the followings NOT example for sentinel
event

A. PT attempt suicide

B. Hemolytic Drug reaction

C. death of patient due to medication error
D. surgery on wrong part of the body

2- Of the followings NOT example for sentinel event
A. PT threating to suicide within 24 after admit

B. hemolytic TRANSFUSION reaction

C. death of patient due to medication error

D. surgery on wrong part of the body
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1- Of the followings NOT example for sentinel event
A. PT attempt suicide

B. Hemolytic Drug reaction

C. death of patient due to medication error

D. surgery on wrong part of the body

2- Of the followings NOT example for sentinel event
A. PT threating to suicide within 24 after admit

B. hemolytic TRANSFUSION reaction

C. death of patient due to medication error

D. surgery on wrong part of the body
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How to Deal with a Sentinel
Event / Adverse Event

SENTINEL

EVENT Unit heads / . Persons

dept chairs accountable

AP, Unit heads
’ Immediate il
Containment ’
‘ Action

/ dept chairs

+ Customer

Service Unit heads / dept

chairs, AP, Team +
Reporting and Risk Management

Notification Office

Unit heads /
dept chairs,
sSQD + MQIO

Action Plan

& Monitoring
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Sentinel event proces

- It is considered special cause variation .

- When occurs , RCA should be conducted to know the root
cause .

- According to TJC stated that the top four root causes
were human factors , leadership , communication and
assessment .
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The IOM, To Err is Human Report

* Was released to stimulate the healthcare industry
to
develop a patient safety

culture and thus to decrease T‘ ",!‘;KK

medical errors and

Preventable adverse events.
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The IOM, To Err is Human Report

* The majority of medical errors
are not results of 'individual recklessness'. More often, £

the
errors are results of faulty

systems, processes, and

conditions that lead individuals to make mistakes, or at least fail to

prevent mistakes.



SPT wrayhllzilall 4gmuull Laoal MedICGI

_ SaudiPhysical Therapy Association Infinite Gi
_>g_>._'> i | ST r.l_b_c

Four categories of errors were identified in

the IOM report J" " g,
1. The communication © @

errors include an error or
delay in the diagnosis,

*
@ A .
A8
AL, s

How to Avoid Common
Communication
Mistakes at Workplace

failure to order indicated ‘J{’

4%

tests.
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Four categories of errors were identified in the
|IOM report

2. The treatment errors include an

TReATENT
3

error in the performance of a =
procedure or test, an error in the

administration of the treatment, an

HOW TO PREVENT MEDICATION ERRORS

error in the dose or method of

=
using a drug, and/or inappropriate &

care.
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Four categories of errors were identified in the

|IOM report (,
3. Preventative errors

include failure to provide
prophylactic treatment

and/or inadequate

monitoring or follow-up of

treatment.
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Four categories of errors were identified in the
|IOM report

4. And lastly, other

Errors include
equipment failure, and

other system failures.
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The IOM (2000) laid out a four-tiered approach to
developing a strategy to improve patient safety

1. Establish a national focus comes sounon e

to create leadership tools, LEADERSHIP
® ® ";] s

research, and protocols to A @ ""

increase the knowledge

base about patient safety.
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The IOM (2000) laid out a four-tiered approach to
developing a strategy to improve patient safety

2. ldentify and learn from errors
by developing a nation-wide

public mandatory reporting

system as well as encouraging
healthcare staff, practitioners, and

the organization to participate in

voluntary reporting systems.
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The IOM (2000) laid out a four-tiered approach to
developing a strategy to improve patient safety

3. Raising performance
expectations and standards for

R
w5 |STANDARD

improvements in patient safety
through the professional

organizations, group

purchasers, and so forth within

healthcare.
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The IOM (2000) laid out a four-tiered approach to
developing a strategy to improve patient safety

4.

Implementing patient
safety systems in healthcare

organizations and systems

to ensure safe practices at

the delivery area.

Medlcal
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* The IOM felt that if these known improvements were utilized,
50% of medical errors would have been reduced by 2004, five

years after the report was released.

: ~

e Unfortunately, Agency for Healthcare Research and Quality (AHRQ)
annual reports continue to indicate that deaths related to error
remain similar to the statistics cited in 1999, even over fifteen years

later.
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* The 2013 National Healthcare Quality Report states the

prevalence of harm associated with hospital stays from
2000-2007 was 25.1 per 100 admissions, and the number
of preventable adverse events among adults (excluding

obstetrics) per year in U.S. hospitals was 3,023,000 in 2009
(AHRQ, 2013).
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Patient Safety Practices % T,
= . Research and Quality

* Patient Safety Practices were recommended

for Implementation by AHRQ (AHRQ, 2013).
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Patient Safety Practices

* AHRQ defines a Patient Safety _QH/\RQ e b
Practice (PSP) as a process or 4
=1HR R

structure that reduces the

probability of adverse events

occurring in the healthcare -

system across a range of
diseases and procedures.
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Patient Safety Practices |
y % Agency for Healthcare

Research and Quality

* The PSPs were evaluated on the evidence

of the outcomes of the safe practices.

0u-r‘con\v&
“ ©

Outcome
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Strongly encourage implementation

 Hand hygiene.

: :
* Barrier  precautions to & e
/}7—__\ .;:::;mgi&
prevent healthcare- e
xR

associated infections. —
e Do Not Use" list of

hazardous abbreviations.
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Strongly encourage implementatlon

* Preoperative checklists and

anesthesia checklists.
e Use of real-time ultrasound for
central line placement.

* Bundles that include checklists

for central line insertion and

care.
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Strongly encourage implementation

* Bundles that include head-
of-bed elevation, sedation "o\

vacations, oral care with
chlorhexidine and

subglottic-suctioning

endotracheal tubes.
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Strongly encourage implementation

* |Interventions to reduce urinary
catheter use, including catheter

reminders, stop orders, or nurse-

initiated removal protocols.

PRESSURE ULCERS

st |
PerEsion recness of e Shan

e Multicomponent interventions to S

b
reduce pressure ulcers.

* |nterventions to Improve

prophylaxis for VTE.
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Encourage Implementation

 Multicomponent

interventions to reduce falls.

e Use of clinical pharmacists to

reduce adverse drug events.

it

I

* Computerized provider order
entry (CPOE).
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Encourage Implementation

Your -
Medicatiorn List

* Medication reconciliation.

* Obtaining informed consent to

Informed
improve patients' understanding l_"t_l
of the potential risks of

procedures.

e Use of surgical outcome

measurements.
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Encourage Implementation

 Practices to reduce radiation

-~ _pad N

|

A i/

’ n‘. I.Y.

s »
S —

e“'
=

exposure from fluoroscopy and

computed tomography scans.

e Documentation of patient
preferences for life-sustaining
treatment.

* Rapid response systems.



J ok p i sy BN
Sﬁ' A o oo Medical 85>
. SaudiPhysical Therapy Association Infinite Giving /"

BT B - T5i | T h_c

Encourage Implementation

e Utilization of complementary

methods for detecting adverse *’,:)MONITORING

events/medical errors to monitor

for patient safety problems.

* Team training.

e Use of simulation exercises in

patient safety efforts.
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Table 2-5 Safe Practices for Better Healthcare—2010 Update

Safe Practice Practice Statement National Quality Forum. Safe
Safe Practice 1: Leadership structures and systems must be established to ensure organization- Practices fOf Better

Leadership wide awareness of patient safety performance gaps, direct accountability of Healthcare—2010 Update: A
Structures leaders for those gaps, and adequate investment in performance improvement

and Systems abilities, and that actions are taken to ensure safe care of every patient served. Consensus Report

Safe Practice 2: Healthcare organizations must measure their culture, provide feedback to the (abrldged ve r5|0n)-

Culture leadership and staff, and undertake interventions that will reduce patient safety Washington DC: Author:
Measurement, risk. ! !
Feedback, and 2010.

Intervention

Safe Practice 3: Healthcare organizations must establish a proactive, systematic, organization-

Teamwork wide approach to developing team-based care through teamwork training, skill

Training and Skill | building, and team-led performance improvement interventions that reduce

Building preventable harm to patients.

Safe Practice 4: Healthcare organizations must systematically identify and mitigate patient safety

Identification and risks and hazards with an integrated approach to continuously drive down

Mitigation of preventable patient harm.

Risks and Hazards

Safe Practice 5: Ask each patient or legal surrogate to “teach back,” in his or her own words, key
Informed Consent | information about the proposed treatments or procedures for which he or she is
being asked to provide informed consent.
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Safe Practice 6:
Life-Sustaining
Treatment

Safe Practice 7:
Disclosure

Safe Practice 8:
Care of the
Caregiver

Safe Practice 9:
Nursing
Workforce

Safe Practice 10:
Direct Caregivers

weuhll plell diagowull dioeall
SaudiPhysical Therapy Association

Ensure that written documentation of the patient’s preferences for life-sustaining
treatments is prominently displayed in his or her chart.

Following serious unanticipated outcomes, including those that are clearly caused
by systems failures, the patient and, as appropriate, the family should receive
timely, transparent, and clear communication concerning what is known about the
event.

Following serious unintentional harm resulting from systems failures and/or
errors that resulted from human performance failures, the involved caregivers
(clinical providers, staff, and administrators) should receive timely and systematic
care to include: treatment that is just, respect, compassion, supportive medical
care, and the opportunity to fully participate in event investigation and risk
identification and mitigation activities that will prevent future events.

Implement critical components of a well-designed nursing workforce that

mutually reinforce patient safeguards, including the following:

< anurse staffing plan with evidence that it is adequately resourced and actively
managed and its effectiveness is regularly evaluated with respect to patient
safety;

« senior administrative nursing leaders, such as a chief nursing officer, are part of
the hospital senior management team;

« governance boards and senior administrative leaders that take accountability for
reducing patient safety risks related to nurse staffing decisions and the
provision of financial resources for nursing services; and

< provision of budgetary resources to support nursing staff in the ongoing
acquisition and maintenance of professional knowledge and skills.

Ensure that non-nursing direct care staffing levels are adequate, that staff are
competent, and that they have had adequate orientation, training, and education to
perform their assigned direct care duties.

Medical £
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National Quality Forum. Safe
Practices for Better
Healthcare—2010 Update: A
Consensus Report

(abridged version).
Washington, DC: Author;
2010.
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Safe Practice 11:

Intensive Care
Unit (ICU) Care

Safe Practice 12:
Patient Care
Information

Safe Practice 13:
Order Read Back
and Abbreviations

Safe Practice 14:
Labeling of
Diagnostic Studies

Safe Practice 15:
Discharge Systems

weuhll plell diagowull dioeall
SaudiPhysical Therapy Association
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All patients in general ICU (both adult and pediatric) should be managed by
physicians who have specific training and certification in critical care medicine
(“critical care certified”).

Ensure that care information is transmitted and appropriately documented in a
timely manner and in a clearly understandable form to patients and all of the
patient’s healthcare providers/professionals within and between care settings who
need that information to provide continued care.

Incorporate within your organization a safe, effective communication strategy,
structures, and systems to include the following:

» For verbal or telephone orders or for telephonic reporting of critical test results,

verify the complete order or test result by having the person who is receiving
the information record and “read back™ the complete order or test result.

+ Standardize a list of “do not use” abbreviations, acronyms, symbols, and dose
designations that cannot be used throughout the organization.

Implement standardized policies, processes, and systems to ensure accurate
labeling of radiographs, laboratory specimens, or other diagnostic studies so the
right study is labeled for the right patient at the right time.

A discharge plan must be prepared for each patient at the time of hospital
discharge, and a concise discharge summary must be prepared for and relayed to
the clinical caregiver accepting responsibility for postdischarge care in a timely
manner. Organizations must ensure there is confirmation of receipt of the
discharge information by the independent licensed practitioner who will assume
responsibility for care after discharge.

) £l nh_c

National Quality Forum. Safe
Practices for Better
Healthcare—2010 Update: A
Consensus Report

(abridged version).
Washington, DC: Author;
2010.
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Safe Practice 16:
Safe Adoption of
Computerized
Prescriber Order
Entry

Safe Practice 17:
Medication
Reconciliation

Safe Practice 18:
Pharmacist
Leadership
Structures and
Systems

Safe Practice 19:
Hand Hygiene

Safe Practice 20:
Influenza
Prevention

Safe Practice 21:
Central Line—
Associated
Bloodstream
Infection
Prevention

Safe Practice 22:
Surgical Site
Infection

weuhll plell diagowull dioeall
SaudiPhysical Therapy Association

Implement a computerized prescriber order entry system built upon the requisite
foundation of reengineered evidence-based care, an assurance of healthcare
organization staff and independent practitioner readiness, and an integrated
information technology infrastructure.

The healthcare organization must develop, reconcile, and communicate an
accurate patient medication list throughout the continuum of care.

Pharmacy leaders should have an active role on the administrative leadership
team that reflects their authority and accountability for medication management
systems performance across the organization.

Comply with current Centers for Disease Control and Prevention (CDC) hand
hygiene guidelines.

Comply with current CDC recommendations for influenza vaccinations for
healthcare personnel and the annual recommendations of the CDC Advisory
Committee on Immunization Practices for individual influenza prevention and
control.

Take actions to prevent central line—associated bloodstream infection by
implementing evidence-based intervention practices.

Take actions to prevent surgical site infections by implementing evidence-based
intervention practices.

2N

i ' ! S
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National Quality Forum. Safe
Practices for Better
Healthcare—2010 Update: A
Consensus Report

(abridged version).
Washington, DC: Author;
2010.
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Safe Practice 23:

Care of the

Ventilated Patient

Safe Practice 24:

Take actions to prevent complications associated with ventilated patients—
specifically, ventilator-associated pneumonia, venous thromboembolism, peptic
ulcer disease, dental complications, and pressure ulcers.

Implement a systematic MDRO eradication program built on the fundamental

National Quality Forum. Safe
Practices for Better

Multidrug- elements of infection control, an evidence-based approach, assurance of hospital Healthcare—2010 Update,' A
Resistant staff and independent practitioner readiness, and a reengineered identification and

Organism care process for patients with or at risk for MDRO infections. Consensus Report

(MDRO) Note: This practice applies to, but is not limited to, epidemiologically important (abrldged version).

Prevention organisms such as methicillin-resistant Staphylococcus aureus, vancomycin-

Safe Practice 25:

Catheter-
Associated
Urinary Tract
Infection
Prevention

Safe Practice 26:

Wrong Site,
Procedure, and
Person Surgery
Prevention

Safe Practice 27:

Pressure Ulcer
Prevention

resistant enterococci, and Clostridium difficile. Multidrug-resistant gram-negative
bacilli—such as Enterobacter species, Klebsiella species, Pseudomonas species,
and Escherichia coli—and vancomycin-resistant S. aureus should be evaluated
for inclusion on a local system level based on organizational risk assessments.

Take actions to prevent catheter-associated urinary tract infection by
implementing evidence-based intervention practices.

Implement the Universal Protocol for Preventing Wrong Site, Wrong Procedure,
Wrong Person Surgery™ for all invasive procedures.

Take actions to prevent pressure ulcers by implementing evidence-based
intervention practices.

Washington, DC: Author;
2010.




Safe Practice 27:
Pressure Ulcer
Prevention

Safe Practice 28:
Venous
Thromboembolism
Prevention

Safe Practice 29:
Anticoagulation
Therapy

Safe Practice 30:
Contrast Media-
Induced Renal
Failure Prevention

Safe Practice 31:
Organ Donation

Safe Practice 32:
Glycemic Control

Safe Practice 33:
Falls Prevention

Safe Practice 34:
Pediatric Imaging

weuhll plell diagowull dioeall
SaudiPhysical Therapy Association

Take actions to prevent pressure ulcers by implementing evidence-based
intervention practices.

Evaluate each patient upon admission, and regularly thereafter, for risk of
developing venous thromboembolism. Use clinically appropriate, evidence-based
methods of thromboprophylaxis.

Organizations should implement practices to prevent patient harm resulting from
anticoagulant therapy.

Use validated protocols to evaluate patients at risk for contrast-media-induced
renal failure and gadolinium-associated nephrogenic systemic fibrosis, and use a
clinically appropriate method to reduce the risk for adverse events based on the
patient’s risk evaluations.

Hospital policies consistent with applicable law and regulations should be in place
and address patient and family preferences for organ donation, as well as specify
the roles and desired outcomes for every stage of the donation process.

Take actions to improve glycemic control by implementing evidence-based
intervention practices that prevent hypoglycemia and optimize the care of patients

with hyperglycemia and diabetes.

Take actions to prevent patient falls and reduce fall-related injuries by
implementing evidence-based intervention practices.

When computed tomography imaging studies are undertaken on children, “child-
size” techniques should be used to reduce unnecessary exposure to ionizing
radiation.
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ok P ‘ N
Medical &£

3ga_ ol 1 el ¢

National Quality Forum. Safe
Practices for Better
Healthcare—2010 Update: A
Consensus Report

(abridged version).
Washington, DC: Author;
2010.
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Government & Accreditation Efforts

Patient safety and Quality improvement Act 2005:
established Patient Safety Organizations (PSOs) to standardize event data collection and reporting to the PSO
without the fear of legal discovery or disciplinary action (Culture of reporting).

The Centers for Medicare and Medicaid Services (CMS):
began withholding Medicare reimbursement
Condition of participation

National Committee for Quality Assurance (NCQA) and URAC:

modified their Quality Management standards to meet the call for "regulators and accreditors to require health
care organizations to implement meaningful patient safety programs", and to focus greater attention on
performance measures of patient safety for both health care organizations and health care professionals

IOM initiatives:

Erris human 1999 .

Crossing the quality chasm which lead to
adopt dimensions of STEEEP
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In 2003, The Joint Commission established National WHO Collaborating Centre for Patient Safety Solutions was

Patient Safety Goals for all healthcare organizations established in 2005 to identify, evaluate, adapt, coordinate,

that they accredited disseminate and accelerate improvements in patient safety

based on past sentinel event information, and they worldwide

include specific recommendations and/or approved In 2009, the WHO developed a 19-item Surgical Safety

alternative approaches Checklist to decrease errors and adverse events during
surgery.

National Quality Forum (NQF):
1.identifying a core list of preventable, serious adverse events.
2.The NQF has identified measures for medication safety, healthcare associated infections, falls, pressure ulcers,

surgical complications, workforce issues, and other subjects

Table 3: NQOQF's Phase 1 Endorsed Patient Safety WMieasures

NQOF's Phase 1 Endorsed Patient Safety Wleasures

{(0O1=28) MNational Healthcare Safety Network (MHSMN) Catheter-associated Urinmnary Tract Infection
(CAUTI) Outcomes ieasure

(0O139) National Healthcare Safety NMetwork (MHSMN) Central Line-associated Bloodstream Infection
(CLASBI) Outcomes ZWieasure

(0OS555) INR Monitoring for Individuals on Warfarinm

{(O556) INR for individualils Taking Warfarin and Interacting Anti-infective Medications

(0541) Proportion of Days Covered (PDC): 3 Rates by Therapeutic Category

(O684) Percent of Residents with a Urinary Tract Infection {(Long-Stavy)

{(2327) Antipsychotic Use in Children Under 5 Years Old

(2371) Annual Monitoring for patients on Persistent Medications
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The Institute for Healthcare Improvement (IHl) AHRQ Patient Safety Indicators

1-IHI's goal for patient safety is to work with others "to
build safety into every system of care, ensuring that
patients receive the safest, most reliable care across the
continuum

2-system level reliability for patient safety, and to build
measures and early warning systems for patient safety, as
well as for transparency.

3-The tool that IHI utilizes to accurately identify adverse
events and to measure their rate over time is called the
Global Trigger Tool

Infinite Giving
3ga._ Sk 38l &
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The AHRQ Patient Safety Indicators (PSIs) are a set of risk-
adjusted measures that screen for potential in-hospital
complications and adverse events following surgeries,
procedures, and childbirth

The indicators are divided into two domains, hospital-level
indicators and area-level



s

25>
1

A A (nauhll auoll dixgaull dooall MediCQI

SaudiPhysical Therapy Association Infinite Giving
3ga_ ol 1 el ¢

International patient safety goals

¢

International Patient Safety Goals (IPSG)

o s
” + o 2 Ensure Correct-Site,

— 84 Correct-Procedure,
Correct-Patient Surgery

ﬁl. " g Reduce the Risk of Health Vg ‘
‘ ' o Improve Effective Communication O Care-Associated Infections é

— — o

-
§1 Identify Patients Correctly R
==

Ly
= ®
g 3 Improve the Safety of {‘él '3'6 Reduce the Risk of Patient
© &P High-Alert Medications ¥ 4 o Harm Resulting from Falls

“OGMA i iy By Mg

"‘ J()-il‘lt Commicsion Joint Commission Interational® (JCI) is a division of Joint Commission Resources, Inc.®,

a wholly controlled not-for profit affiliate of The Joint Commission. JCI provides leadership

International in international health care accreditation and quality improvement.
IPSGNO416
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1. IDENTIFY PATIENTS CORRECTLY

Goal 1: Identify Patients Correctly

*"Ask for two identifiers including the FULL NAME , and MEDICAL
RECORD NUMBER

*Verify patient identification before all invasive and diagnostic
procedures.

*"Patient identification wristbands for inpatients.

“Time-out” before starting all surgical and invasive procedures
(preventing wrong site, wrong procedure, wrong patient surgery)

*"Not use these for identification
v Patients room numbers, locations
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Goal 2: Improve Effective Communication
EFFECTIVE COMMUNICATION

Improve Effective Communication Team ‘ %

v Effective communication, which is timely,

accurate, complete, unambiguous, and

understood by the recipient, reduces errors, . _
and results in improved patient safety. S ituation

v Reporting the critical test results,

roun
¥ Verbal and telephone orders that includes: B a(kg ou d
writing down & reading back .

v A standard communication method Assessmem
including asking and answering questions it
during hand-offs

R ecommendation

v SBAR

v Inappropriate abbreviations, symbols and aCNANCE
wordings R YWUIE
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Handovers of Patient Care within a Hospital Occur

“*between health care providers, such as between physicians and
other physicians or health care providers, or from one provider to

another provider during shift changes;

“*between different levels of care in the same hospital such as
when the patient is moved from an intensive care unit to a medical
unit or from an emergency department to the operating theatre;

and

“*From inpatient units to diagnostic or other treatment
departments, such as radiology or physical therapy.
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Goal 3: IMPROVE SAFETY OF
HIGH-ALERT MEDICATIONS

» High-Alert Medications are:

- Medications involved in a high percentage of erro
and/or sentinel events ’

- Medications that carry a higher risk for adverse
outcomes

- Look-alike/sound-alike medications
» REQUIRMENTS:

» Policies and/or procedures are developed to
address the_identification, location, labeling, and
storage of high-alert medications

» List of High-Alert medication in the Hospital
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Goal 3: IMPROVE SAFETY OF
HIGH-ALERT MEDICATIONS

» Top five high alert medications are:
. Insulin

2. Narcotics

3. Injectable potassium chloride (phosphate)
concentrated

4. Intravenous anticoagulants

5. Sodium chloride solution above 0.9 %
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Goal 3: IMPROVE SAFETY OF
HIGH-ALERT MEDICATIONS

» Examples of SOUND ALIKE Medications

Folinic Acid Folic Acid
Zinnat Zantac
Parlodel Panadol
Tazocin Prazocin -
Lasix Losec
Aldactone Aldomet
Ranitidine Loratidine
voltarin ventolin
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Look alike examples
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Goal 3: IMPROVE SAFETY OF
HIGH-ALERT MEDICATIONS

» Example of LOOK ALIKE Medications:

| PRESCRIPTION UNLY MEDICINE
KEEF OUT OF REALH OF Cototmn

.....

_‘_‘
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2 e

QO Use a checklist, including a “time-
out” just before starting a surgical
procedure, to ensure the correct
patient, procedure, and body part.

Q Develop a process or checklist to
verify that all documents and
equipment needed for surgery are on
hand and correct and functioning
properly before surgery begins.

O Mark the precise site where the
surgery will be performed. Use a
clearly understood mark and involve
the patient in doing this.
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WHO SurglcaISafety Checkllst

The World Health Organisation (WHO)published the WHO
Surgical Safety Checklist and Implementation Manual in 2008
In order to increase the safety of patients undergoing surgery.
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SO THAT ERRORS DON'T COST YOU DEARLY...

€) Pre-procedure check-in €) Sign-in (before

(in pre-operative area of OT) induction of anaesthesia)
Identity; procedure and procedure Briefing of all teams about

site; consents; surgery orders; pre- identity, procedure site and
anaesthesia assessment; imaging and consent; anaesthetist review
blood test reports; pre-medication and surgeon review

€) Time out ) Sign out (before
(before skin patient leaves
incision) operating room)
Critical or Counting of sponge; sharps
unexpected steps and instruments; specimen

of surgery, case identification and labelling;
duration, anticipated noting down key concerns
blood loss, additional | for recovery and patient

ncerns management
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Before i 1
of anesthhesia

FPatient has conmnfirmnmed:
- ldentity - Site
- Procedure - Consent

Site marked 3 Not applicable
Anesthesia safety check comnmpleted
Pulse Oxinnmneter on patient

and fuanctioning

Does patient have a

Kmnown allergy?

NO -4 T
Diffrcult aiirvway/aspiratiom risk?
NO L3 YES K and eguipment/

assistance available

Risk of —S00mm! bood loss

(Tl 'ikg inmn children)?

NO 3 YES, and adeguate intravenous
access and fluids plannmned
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TIME OUT
Confirm all team members have introduced
thhemselves by name and role

Surgeon, Anesthesia Professional and Nurse
verbally confirnm:

- Patient - Site - Procedure
Anticipated coritical events:
Surgeon reviews: What are the critical or unexpected
steps, operative duration, anticipated blood loss?
Anesthesia team reviews: Are there any patient-
specific concerns?
Nursing team reviews: Has sterility (incduding indicator
results) been confirmed? Are there equipment issues or
any concerns?
Has antibiotic Prophylaxis been given within

the last 60 minutes?
YES 3 Not applicable

Is essential imaging displayed?
YES 3 Not applicable
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s Before patient
) oOopreratinmmg

Nuaarse verbally comsfarseames
wwiths thehe Tearncs

T hea rmrame of tThhve proceduare
recorcdedcdd

That imnstruarmeaent, Sspomnag e, amcd
meaeacdle couamts are correct
{or mot applicabl<)

FHow thhe specisrmen is labeaelledad
(incduding patient mnarme)

Wiheaethh er thhere are anmny

ecguiprmeaent problernss To
be addressed

Suargeorn, Anesthheaesia
Frofessiomnal amnd Nuars=
rewvieww thhe key comcerns FTor
recowvery anmnddd ssmrsamnagesrTmaent
ofFf othis patiemt

IR
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How To Run The Checklist: In detail

g Tmerr, WWorld Health
N!...:.,ﬁi; =l Oyorcgganizaticom

» Signin
» Before induction of anaesthesia
» Ready to go back to the theatre

» Time out
» Before skin incision
» Safe to start operation or procedure

» Sign out
» Before patient leave operating room

» Safe to end operation and safe to
send patient to next point of care
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REDUGE RISK OF HEALTH CARE-ASQOCIATED -
INFECTIONS P
* In an effort to reduce HAl’s, the

Germ Farm
based published hand hygiene guidelines '

* World Health Organization (WHO)

* Center For Disease Control And Prevention
( CDC)

* The guidelines of hand hygiene and

disinfection are completely implemented
in all hospital areas

organization utilizes up-to-date evidence

Sémb‘ém!
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Goal 5: Reduce the Risk of Health Care—Associated Infections

dinfection prevention and control.
JCatheter-associated urinary tract
infections, blood stream infections and
pneumonia (often associated with
mechanical ventilation).

JCentral to the elimination of these and
other infections is proper hand hygiene.

JHand hygiene guidelines
JCDC — Bundles

*CDC: Centers for Disease Control and Prevention
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6-REDUCE THE RISK OF PATIENT HARM
RESULTING FROM FALL

Requirement:

The organization develops an
approach to reduce the risk of
patient harm resulting from falls.

« 1. Policies to reduce the risk of
patient harm resulting from falls.

« 2. Implement initial assessment of
patients for fall risk and
reassessment when indicated.

< 3. Implement measures to reduce P
fall risk for those assessed tobe at .= =

': * N
»aazs e bl 7 Mo -
ey » = .,
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Patient safety must be integrated by leadership into strategic planning. Institute for
Healthcare

Improvement (IHI)77 outlines six things all boards can consider in their effort to
improve quality and reduce harm:

Core Knowledge Core Board

Areas Processes

Governance of
Quality Assessment

Core Quality
Knowledge

» Key processes

c | to oversee all
ore Improvement dimensions of

System .
Knowledge Sy
« Assessment of
progress over
time
Board Culture
and Commitment
to Quality

Vision of Effective
Board Governance
of Quality

| understand the
domains of and key
concepts underlying
quality care.

| understand the
process to assess,
prioritize, and
improve care.

Our board culture
demonstrates a
commitment to

delivering quality for
all patients.

: uality
6 Steps to Quality Improvement at RCHT E'l"',mp,ov@mem
huts
GSunoott& 1- PROBLEM
V’Eﬂf Q.. Discuss and understand the
problem, issue or opportunity.

6. ceLesrate & suare Looas S on
Tell your siory and share = @) "‘ Wh.atdoyouwanthoadieve?

your leaming with others.

) 3 MEASURES
(® How will you measure the

5. TEST, LEARN & IMPLEMENT "3{
PDSA cycles. Implementing :

successful and sustainable benefits?
9e- ) How will you know you have
- ? - made an improvement?

s ]
4. GENERATE CHANGE IDEAS
Using different tools to help
generate change ideas to ensure

your idea is a success.
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* 1. Learning, starting with the board: Develop capability as a board. Learn how the best
boards work

* with executives and physician leaders to reduce harm. Set an expectation for similar
levels of

* education and training for all staff.

e 2. Establishing executive accountability: Oversee the effective execution of a plan to
achieve aims to

* reduce harm, including executive team accountability for clear performance
improvement targets.

» 3. Setting aims: Set a specific aim to reduce harm this year. Make an explicit public
commitment to

* measurable quality improvement (e.g., a reduction in unnecessary mortality and harm),
establishing a

 clear aim for the facility or system.
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4. Establishing and monitoring system-level measures: Identify a small group of
organization-wide

* measures of patient safety (e.g., facility-wide harm, risk-adjusted mortality), update the
measures

e continually, and make them transparent to the entire organization and customers.

* 5. Gathering data and hearing stories: Select and review progress toward safer care as
the first agenda

* item at every board meeting; progress is grounded in transparency and a desire to put a
human face on harm data.

* 6. Changing the environment, policies, and culture: Commit to establishing and .
maintaining an environment that is respectful, fair, and just for all who experience pain
and loss because of avoidable harm and adverse outcomes.
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Leaders in patient safety

* Leadership is the critical success
factor for an effective patient

safety program.
* The governing board's

responsibility for ensuring and
improving care, safe and harm-free

care . This cannot be completely

delegated to the medical staff and

executive leadership.
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Leaders in patient safety

* The leaders must: I
- be educated about patient . e

a M BRIEFING
!l.fl B — -

safety.
- be given ongoing safety

oriefings.

- understand how processes

must be embedded with

patient safety goals.
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- ps should be strategic priority by the leaders of the
organization

-IHI consider leadership to be the critical success factor for an
effective patient safety program .

-eight steps recommended for leaders to follow archive patient
safety and high reliability in their organization

‘v

1)establish ps as strategic priority

2)Engage key stakeholders

3)Communicate and build awareness
4) Establish , oversee and communicate system level aim

5) Measure harm over time

6)Support staff and patients / families impacted bymedical error and
harm

7)Align system strategy , measures and improvement projects
8) Redesign care processes to increase reliabililty
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Leaders in patient safety

The following steps for leaders to follow to achieve patient

safety and high reliability in their organizations
1. Establish Patient Safety as a
Strategic Priority;

e Has a vision of PS culture.

Should be found in all of the plans of

the organization.

Supportive patient safety culture.

The organization's infrastructure.
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Leaders in patient safety

2. Engage Key Stakeholders:
* engage the Governing

Board, leaders, physicians,

staff, patients and families

in discussions ; need to be

educated about patient
safety.
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Leaders in patient safety

3. Communicate and Build

Awareness:

~ 5WaystoBula

~ Awareness of L
) WM ! T'\O POWQ“ Of .
the organization. - Communicalion &

B 2 < L

* leader rounds throughout

e
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Leaders in patient safety

4. Establish, Oversee, and
Communicate System-Level

Aim:
* The leaders should develop a

strategic plan

* |dentified system-level goals
need to be communicated

throughout the organization.
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Leaders in patient safety

5. Encourage error management;
Measure Harm Over Time:
e Utilize a dashboard or balanced

scorecard to observe data over

time for important factors. This
might include mortality rates,

triggers for adverse events, etc.
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Leaders in patient safety _
6. Support  Staff and :

Patients/Families Impacted by

Medical Errors and Harm:

e Disclosure of information

SUPPORT STATF

and an apology to the

patient/family .
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Leaders in patient safety
/. Align System Strategy, Measures, and Improvement

Project. Align resources to achieve goals.
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Leaders in patient safety

8. Redesign Care Processes to Increase Reliability:

e.g.

* The use of rapid response teams,
CPOE systems with decision -
support. S

O
* The standardization of care with = O,
guidelines and pathways. % %

(adherence to evidence based

medicine). s Ly
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Leaders in patient safety

9. Personal example.

10. Encourage the

identification and
management of risks
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* Commitment

« Taking actions by creating
structures, processes, and
programs that allow a culture
of safety and quality to
flourish

* Focus plan on improving
patient safety

* Provide accurate and usable
information related to safety

e Use data

Education that focuses on
safety

Team approach

Openly discuss issues of
safety and quality.

Include patients

Creating and implementing
a process for managing
disruptive and
inappropriate behaviors.

-“\
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Conduct Patient Safety Leadership Walk Rounds
Create a Reporting System

Designate a Patient Safety Officer

Involve Patients in Safety Initiatives

Provide Feedback to Front-line Staff

RRRREE

Relay Safety Reports at Shift Changes & Simulate
Possible Adverse Events
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Awareness structures and systems provide leaders with continuous information about potential risks,
hazards, and performance gaps that may contribute to patient safety issues.

These structures and systems include

Panes Markopoulos « Borrs de Ruyter
Wendy Mackay 54

(a) identification of risks and hazards

(b) culture management, feedback, and intervention

Awareness
Systems

(c) direct patient input

(d) governance board and senior management briefings and meetings. ey
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Accountability

Straight Ahead ' t

e Accountability structures and systems enable leaders to establish direct accountability to the governing
Body, senior management, mid-level management, physician leaders, and frontline staff.

Included in these structures and systems are
Leadership and

(a) the patient safety program Oversight

. . Response and . Risk
(b) the patient safety officer Enforcement Assessment

Accountability

Effective compliance,
business sustainability, . Policies and

. . ey Monitoring and
(e)external reporting activities. Verification @ Protichion for Procedures

individuals

(c) direct organization-wide leadership accountability

(d) an interdisciplinary patient safety committee

5 @
Training and Transparency
Awareness
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Structures and systems-driving ability allows leaders to assess the capacity, resources, and competence
necessary to implement change in the culture and in patient safety performance.

* This ability includes ConTras Crikal Srade Vistifty
* (a)patient safety budgets P T TedER s
B8, |88 O |
* (b) people systems peen {42 : ,
(c) quality systems = 28 = S Legand
. A e
* (d) technical systems. " 3 RO I e
i | i 0 | U
“ - = i )
ok B2 e
; ~ ¢ & e i
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Actual

Lewvel Desired
/ Level
S

Gap

Corrective /

Actions

Delay

Action structures and systems enable leaders to take direct and appropriate action. These structures and
systems include

(a) quality and performance improvement programs

(b) regular actions of governance including confirmation of values, basic teamwork training, and governance
board competence in patient safety

(c) regular actions of senior administrative leadership, including commitment of time to patient safety;
culture measurement, feedback, and interventions; basic teamwork training and team interventions; and
identification and mitigation of risks and hazards

(d) regular actions of unit, service line, departmental and mid-level management leaders

(e) regular actions with respect to independent medical leaders.
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* As leaders think about accountability and action, they can foster and reward improvement

for the spread of best practices, knowledge and adoption of value-based interventions and
innovations in program

» design and redesign. Measures of success should align the incentives for the improvement of
patient safety.

 safety practices. A comprehensive discussion of change and innovation can be found in
Performance and Process Improvement. Also, see Organizational Leadership for more
information about leadership, quality improvement, and strategy.
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Components of a Patient Safety Program

* Infrastructure: senior leader

roles, , PSO, governance PROGRAM
teams, software. B - '
[rvermocronc I
Without the support of senior ﬂ ”
. \ 4
leadership, no program, no @ o ©°
“s@Da=
matter how well planned and s
@ q

e
developed, will survive. '
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Components of a Patient Safety Program

* Linkage with QM functions,

alignment with strategic goals.
* Participation by all

communication -

departments, programs, and ’.‘i’é’.‘.‘“‘éoﬁé’éﬁ{““:;',‘:i;{}\s

re_culture . i
; TP tiscussion " \Q % seveion
services within the char o@QNo ok dovelo

¥ =1malrmmﬂ skill solutio
support mission
toyctherness parmpership lea

siemwe mmnoniratisnnes
Qge3327051 www.gograph com

ie!

organization.
PAaRrRTiICIPATIORN

TR OO 35

3 —
-_— .
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Components of a Patient Safety Program

 Policies and procedures and
education to control risk.
* Incident reporting system.

(culture of safety / Just
Culture)
* Proactive risk identification.
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Components of a Patient Safety Program

 Definition of "sentinel event"

and communicate the
definition  throughout the
organization.

* A process for response to
medical errors and sentinel

events.
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Components of a Patient Safety Program

* Support systems available for

staff that have been involved in second Victim Support
- 2
an adverse or sentinel event.
second victims DEI!I[II!"_I__“F_I_y
 Performance measurement.

* Response to system or process

failures.



U @K P I S “‘“
. SaudiPhysical Therapy Association Infinite Giving / " /

EYo Y - T5i | BT n_c

Components of a Patient Safety Program

* Performance improvement.

* The lessons learned should EESSORE
be shared with all staff. @;

e Documentation and e
reporting.
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5 . The Components of a
= Patient Safety Program

TEAM
TRAINING

IN,
LEssg 01’47-,
Ns Z 540006’/
Ve,

oORTING/DAT,
RE OLLECTION B e

IMPROVEM gy,

EDUCATION
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Patient Safety Plan

oia

* The goals are to move

the patient safety
program forward.
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Patient Safety Plan

* Should define and

Describe the
organization's

commitment and
approach to providing a

safe environment.
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Patient Safety Plan
* May be written as a major ﬂ
component of  the O

performance

improvement  Plan

Often this is the best way

to insure clear integration.
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Patient Safety PIan

* Many of the

components are very

similar to those in the

performance

similar

improvement plan.
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Written Patient Safety Plan General
Components

1. Purpose.

2. Mission, Vision, Values

(organization) and Commitment.

3. Goals (strategic) and
Objectives.

4. Scope: includes the full range

of patient safety issues.
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Written Patient Safety Plan General

Components
5. Responsibilities:  Board  of

Directors; Quality Council/Patient
Safety Team; Medical Staff; Patient

Safety Officer; Hospital and Medical ——

Appreciation Humility
Commitment ReSpOI’ISlblllty'_

Staff Department Directors and ..%Leadersh

:

Honest Communica tlonp

valuesPu rposeDetermmatlon =
rinciples

>

P
Chairs; Employees, Medical Staff Aﬁ.—s ea

Members, and Volunteers; Patients.

“‘.‘
) P
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Written Patient Safety Plan General

Components
6. Important Processes:

ldentification of patient safety
Issues; response to a patient

safety incident; event/incident
reporting; managing serious,
potentially serious, and

sentinel events....etc.
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Written Patient Safety Plan General

Com ponent; i )
. 4 . ; Se?rél:. interestion "':F-,n%m s ‘___:_.::'%;..gg
7. Confidentiality. ngjggenblgl =

8. Program Evaluation, at

least annually.
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Written Patient Safety Plan General

Components
9. Regulatory agencies and

accrediting bodies with

oversight authority, listing of

their standards and how the
organization documents the

compliance with those

standards.
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Written Patient Safety Plan General
Components

/

10. Reassessments of the

program due to changes

in legislation, insurance
policy.
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Written Patient Safety Plan General

Components
11. Education efforts related to *lll «
safety and risk reduction and prevention. .
v g r Learning from

!
. ot 2 D J
12. Quarterly or Annual written ﬁ

reports to the governing body

might include safety issues like:
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Written Patient Safety Plan General

reports Components

1. All system or process

failures.

2. The number and type of

sentinel events.

ZERO HARM
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Written Patient Safety Plan General

Components
3. Whether the patients and the o oy

i_!
I ;li_

patient safety, both proactively [Jegelive <P

families were informed of the
event.

4. All actions taken to improve

. )
and in response to actual T Vs &

= |
-2

occurrences. = Pﬁ@aﬁkﬁﬁW@
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Written Patient Safety Plan General

Components
5. The determined number of
distinct improvement projects to o

IMPROVEMENT

be conducted annually.
6. All results of the analyses related
to the adequacy of staffing.

* External reporting of significant
adverse events.
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Basic principles of patient safety

. o Svyst z
1. Patient safety emerges from systems design et S S

* The more complex a system is, 3 /|\%
the more chance there is for N

error, especially when there are
different systems working

together. Safety systems have

many components.
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Basic Principles of Patient Safety

The more complex a system is, the
more chance there is for error,
especially when there a different
systems working together (culture/
environment/ material ...etc)

*There must be a culture of
openness among all team
members so learning can occur
when errors arise.

*it also recognizes most errors
are caused by flaws in the

process rather than the person

Systems design
(complex
system)

Designed for
the nature of
illness

Dependent on
open learning
(Learning from
errors, culture)

Trustworthiness
is essential
(speak up)

*When a patient comes to a healthcare
setting and is already ill, then
something in their body has already
gone wrong.

*Most conditions are common and

thus patients can be treated with
standardized protocols and/or guidelines to
help minimize error.

*The standardization decreases the
opportunities for errors

The members of the healthcare team
must trust each other to speak up
when an error or a potential error is
identified
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Basic principles of patient safety

1. Patient safety emerges from systems design.

System

DESIGNMN ‘a ’ ;f:'
* The safety systems are comprised of - : /N%&
procedures, the environment, the
design of the material used, the ® ¢ &
training that has been done, and the z g
H &

culture of the team caring for the
patient. All of these can contribute to ER R

errors.
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2 O
Safety Filters \

Management Systems

(Processes, Procedures)

Work on the

: ! Conditions
job site

(Facilities, Equipment, Environment)

People
(Behaviours, Actions)

Incident
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Some holes due
to active fadures

Accident

James Reason’s Swiss Cheese

Model

RO successive Lavers oF DeFeEnses

N HAZARDS
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James Reason's Swiss Cheese Model

* Each slice of Swiss cheese has "“""’\' 9o l7
K 0 (_“.:)_-r‘
holes in it, but the hole location N e
will not be consistent to allow a
straight line to be drawn from S —
the front to the back. There is a o oW N
Hazard a‘ l‘ “ " " *
barrier preventing further W ' HI -
passage through the cheese. 2
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James Reason's Swiss Cheese Model
e Catastrophic errors do not occur
in isolation. It is only when the

systems align in a certain way,

and the fail-safe mechanisms all

Rehson 1997

fail, that the catastrophic event

OCCurs.
e A number of smaller errors

leading up to a catastrophic error.
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CLASSIFICATION OF MEDICAL ERRORS =

IR

Research on why humans make errors (Reason, 1990) has identified two

classes of errors: active and latent.

= Active errors (human errors) are those that involve individuals who
are actually doing a task, and their effects are felt almost
immediately.

= Latent errors are errors in system or process design, faulty
installation or maintenance of equipment, or ineffective
organizational structure. E.g. an undetected design flaw in an airplane

(a latent error) may, years after the aircraft was built, cause the pilot

o lose cpntr of the plane (an active ernor) and result in a crash.

) \ . / " " ' . / [
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Types of Error \EXEE

Latent

» Occur at the point » Failure of design or
of contact between organization
a human and the » Less apparent
system - At the “blunt” end

* Readily apparent - Example: facility

« At the “sharp end” has muiltiple types

- Example: pushing of infusion pumps,
an incorrect increasing
computer key likelihood of

program mlng error

-“\
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Types of Errors

System Errors (Latent)

Communication Heavy
workload/Fatigue

Incomplete or unwritten
policies

Inadequate training or
supervision

Inadequate maintenance
of equipment/buildings

oK P I s A
3ga_ ol 1 el ¢

Human Mistakes (Active)

Action slips or failures (e.g.
picking up the wrong syringe)
Cognitive failures (e.g.

memory lapses, mistakes
through misreading a situation)

Violations (i.e. deviation from
standard procedures; e.g work-
arounds)

W
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Swiss Cheese

catastrophic errors do not
occur in isolation.

Rather there are multiple
opportunities for errors to
OCCUT.

It is only when the systems
align in a certain way, and
the fail-safe mechanisms all
fail, that the catastrophic
event occurs
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A central principle of TQM is that mistakes may be
made by people, but most of them are caused, or at
least permitted, by faulty systems and processes.

VvVihat's thhe gsoal of TCOnhNNAa 7

OO THhhe ragoghht thinoos vright ihe first
time, every tinme ™

G- -
Q{: -
— - -\
- -— .
= ' ‘ . »
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SYSTEMS THINKING IN HEALTHCARE

* Systems are multiple,

interconnected

(interrelated) components:

people, machines, =4
processes, and data which weur SYSTEMS 2ions

S CIEN MTHINKINGPROBLEM

E SYSTEM

APPROACH

operate toward a common

SOL

pturpose.



@K P I S

4 .
weuhll el diageull dieoall Med|ca|
_ SaudiPhysical Therapy Association Infinite Giving

3ga_ ol 1 el ¢

SYSTEMS THINKING IN HEALTHCARE

to maximize the output SOt
——_‘.
of the whole ~ ou

carry

components  (system), | n.zzﬁﬁzf N

Cnmpgnems pwceﬂures

T CU’ES ;‘;'
t elated

ad continually duty directly

structure existence methods
consists aclivily
routines

"The goal of a system is

Ied

solve
organ_l_zeg
business = g2
[

gactmty

not the output of each of

its components.”
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SYSTEMS THINKING IN HEALTHCARE

* Health  systems  are

: i
considered L .
E B =
N EEE ‘
" " L_-_-gg
macrosystems.” Each
\('/
. . . U S
clinical unit and support e [
e

unit is a "microsystem.”
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Complex System Theory: A "complex

adaptive system (CAS)
* A healthcare organization, is: Comie e Sy
1. complex because it is diverse T4 f.jimf o
and comprised of many i ~-’~

interconnected elements and

2. adaptive because it can learn

from experience and change. -
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Basic principles of patient safety

2. Patient safety is designhed for the nature of illness.

Y,

* Patients can be treated with standardized protocols

and/or guidelines to help minimize error.

* The standardization decreases the opportunities for

errors. @
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Basic principles of patient safety

3. Patient safety is dependent on open learning.

LEA RGN

e When errors occur, the team should learn from

“\
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Basic principles of patient safety

4. Trustworthiness is essential to the concept of

XANEF

e The members of the healthcare team must trust

patient safety.

each other to speak up when an error or a potential
=g

error is identified.




SPIA

crasbll ol &390l a0 Meducal,,«*“

SaudiPhysical Therapy Association

3ga Sk g3 el &

Patient Safety System
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e Emphasis is placed on the system of

care delivery that: @
1. prevents errors;
HEALTH

2. learns from the errors that do occur;

3. is built on a culture of safety that
involves health care professionals,

organizations, and patients.
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The Safety Thinking...

=l Patient safety involves prevention.

Think of safety at all times, safety is everyone’s business

DS
oo
. Think Safe...

Work Safe...

Be Safe

“Safe Practice Saves Lives”

” "

s “Safety culture”, “Non blame culture”

B “System Approach”
Learn from incident/error & share

Emphasize & share right practice also
[— P gnt p

g Nyl =~ B N. "N "
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./, . Definition of a Safety of Culture
V4 4 - 4
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A culture of safety is an atmosphere of mutual trust in
which all staff members can talk freely about safety

problems and how to solve them, without fear of blame or
punishment.

Essential to improving patient safety in any organization.
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safety Culture

The safety culture of an organization is comprised of values, attitudes, perceptions,
competencies, and behaviors, which determine the commitment to, and proficiency of, an
organization's health and safety management.

safety culture is characterized by communication founded on mutual trust, by shared
perceptions of the importance of safety, and by confidence in the efficacy of preventive
measures.

An organization with a culture of fear of retribution, will not be very open to reporting
errors or_potential errors.

an organization with a recognized Just Culture' leads to process changes, not
individual retribution, and has a better patient safety culture .

The safety culture assessment helps identify and measure conditions in healthcare organizations
which lead to adverse events and patient harm.

The outcomes of these efforts may be reflected positively or negatively.

All healthcare organizations should periodically assess their patient safety culture.
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The assessmentdiagnoses the current safetyculture and tracks

changeover time. It raises _patient safety
awareness, helps prioritize  quality strategies, and

provides an opportunity for_ internal and external
benchmarking.

Assessment of safety culture within a hospital should be at the unit level.

There is more variability between units in a typical hospital than
there is between hospitals. Because interventions to improve safety

are implemented at the clinical area level, it is critical to understand
culture at that level.

The Agency for Healthcare Research and Quality (AHRQ) released the
Hospital Surveyon Patient Safety Culture(Consumer Assessment for
Healthcare Providers and System (CAHPS) Survey) in November 2004 .
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=V rsrscs __ '} Patient Safety
h

« AHRQ free “Hospital survey on 2008
patient safety culture” P s )

 The safety culture assessment helps
identify and measure conditions in
healthcare organizations that lead to

adverse events and patient harm.

e Surveys occurring every two

years.
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» The Agency for Healthcare Research and Quality
(AHRQ) released the Hospital Survey on Patient Safety
Culture in November 2004 (every two years).

= Why???

1. Raise staff awareness about patient safety

2. Diagnose and assess the current status of patient
safety culture

3. Identify strengths and areas for patient safety
culture improvement

4. Examine trends in patient safety culture change over
time

5. Evaluate the cultural impact of patient safety
initiatives and interventions

6. Conduct internal and external comparisons

Medical,
Infinite Giving
3ga_ ol 1 el ¢

HOSPITAL SURVEY ON PATIENT SAFETY CULTURE (2023)

= Reporting Safety Events
6 Survey Participants
Branchm last 12 months
@ | Total # of Employees: 390 ‘ r -zal
45%

<5 OfStaff Raported No Safiety
Events in the last 12 month

i} [
@ ‘ Total # of surveys taken: 146 ‘ .
. ‘ Overall Response Rate: 37.4% | 21 Ko Clinicl r ._:l”

Patient Safety Grade & Recommendation

Survey Domains (Overall 55%)

How would you rate your unit/work area on i
patient safety? Communication about error

Reporting Patient safety event

Hospital Management support patient safety n
Poor Good Very Good Excellent —

Supervisor support forsafety
Teamwork

Would you recommend this hospital te treat your

family members or loved ones? SUPEWiSDI'S SU[JPDIT for salety
Organisational learing
o Q Communication opennes
Staffing and workpace

83.3% 137 Responseto rror
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Safety Culture

* |t is the product of values,

competencies, and
behavior of the
organization that
determines the

commitment to safety
management.

Medi"c”c’il

Infinite le ing

. : ©
ucc_e ~  ftest
%orno Ind IosSODhy
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- Components of a safety culture include:

« Commitment to safety as the primary priority
« Availability of the necessary resources

« Incentives, and rewards for safety

« Openness about errors and problems

« Commitment to organizational learning

« Unity, loyalty, and teamwork among staff

« Non Punitive Environment (culture of safe reporting)
leads to increase number of reported errors



9
weuhll pdell diagowull dioeall
. SaudiPhysical Therapy Association

Just
Culture
Reporting
Culture

Informed
Culture

Culture

/‘9%‘5\

Medlcal

Learning
Culture

Flexible
Culture
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Definition

It is refer to a safety-supportive system of shared

accountability where health care organizations are

agcountable for the systems they have designed and for
sponding to the behaviors of their staffs in fair and just
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Just Culture

 "Most serious medical errors are

committed by competent, caring

people doing what  other
competent, caring people would do"

 Everyone has a job to protect the
patient and others and to be part of
the solutions to reduce the risk of

errors.

Medi"c”c’i

Infinite Giving
Jg.m_sil_uzl_b_c
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Just Culture
e In a 'Just Culture' all

employees, practitioners
and others understand

that the mission and the

vision of the organization
cguides them to do the

best that they can in
completing their job.
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Just Culture
* The |IHI estimated that 80%

of medical errors are system-

driven.
* A just culture recognizes
that professionals should not
be held accountable for
system failings over which

they have no control.

eK P I S ‘
Medicéil 855>
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- T5i | BT n_c

shutterstock.com = 44434616330
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Just culture &

T A just culture is about ensuring everyone Is
confident they will be treated fairly when something

goes wrong. It recognises that everyone makes
mistakes and focuses on changing systems and

processes to make it easier for people to do their
jobs safely.
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Just Culture

e Just culture defines
three possible behavior
choices that an
individual makes and

needs to manage
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just Culture

People can and will make mistakes, It does not matter
who that person is

Console, Coach or Counsel? Safety First |

Every Day

= Just culture is recognized that reporting errors leads to THERE IS A DIFFERENCE

Process changes, not individual retribution (punishment). M At-Risk Human

ehavior Behawor Error
= Everyone has a job to protect the patient and others and to be / oo _—
. . eg 1iok ok reco ize Doing other than |

part of the solutions to reduce the risk of errors. - / T / et |

= most errors are a result of a process and not necessarily the I H\/

whether an error occurs.

individual, human factors play an important factor in \ mz~ M/

= The Just Culture structure defines what behavior should be
undertaken for the individual who directly makes the error.
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To Err is Human...

Human
Error

_.AA::LQJ::'D

(an inadvertent action, a lapse or a mistake
Product of our current
system design

“l forgot to do the 2- hour

check”
starting an operative procedure

without a time out
Manage through changes in:
. Processes
Procedures
Training
Design
Environment

)

A Choice: Risk believed
insignificant or justified

“l did a one person transfer with a
resident who requires a two-person
transfer because the resident needed
to use the bathroom and everyone
else was busy”

Manage through:
< Removing incentives for at-risk

behaviors

° Creating incentives for healthy
behaviors

° Increasing situational awareness

I

Conscious disregard of
unjustifiable risk

“l knowingly avoided completing a
treatment because it is complex
and time-consuming”

Manage through:

-

. Remedial action >

. Disciplinary action

~~'s CONSOLE
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“Professionals should not be afraid to make

mistakes. They should be afraid of not learning

from the ones they do make.”
Sidney Dekker, “Just Culture; Balancing Safety and Accountability”, 2007
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Establish Learning Boards

= The learning board is posted on
the unit and utilized to display
safety concerns identified by staff

= promotes visibility of specific
concerns (transparency).

= This transparency demonstrates
to the staff and others that their
input is critical to having a well
functioning patient safety
program.

= Being able to anonymously report

concerns in this manner may be
valuable for the staff and others
to report the safety concerns
without fear of reprisal

Medica

Infinite Giving
29 - Tol | T .

\EN
é‘-‘“‘\
*

| £
/. ‘/

Learning Board

Active
Visual
|dentified - -
Resolved

I N
Measures # of defects # of defects % defects

identified/ Month without action > resolved in

30days past 30 days

Data collection:
Count on the first
day of each

month

Data collection:
Monitor and
move

Data collection:

Count on the first
day of each month
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For the purpose of improvement,
assessment of safety culture in a
hospital is best conducted at the level

of the

A. individual.
B. unit.

C. hospital.

D. system.
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For the purpose of improvement,
assessment of safety culture in a
hospital is best conducted at the level

of the

A. individual.
B. unit.

C. hospital.
D. system.
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How should the organization assess its culture of
patient safety?

A. Review post-surgical infection rate data

B. Review data collected through incident reports
C. Survey patients admitted in the last 6 months
D. Survey employees and physicians
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How should the organization assess its culture of
patient safety?

A. Review post-surgical infection rate data

B. Review data collected through incident reports
C. Survey patients admitted in the last 6 months
D. Survey employees and physicians



A

2
- eK P I S “
sl il 3gal 20 Medical g2>
_ SaudiPhysical Therapy Association Infinite Giving /"

EYo BN T3l | BT | n_c

An organization has achieved a culture of patient safety
when

A.fear of reprisals for reporting incidents has been
eliminated.

B. its patient safety goals have been implemented.

C. patient safety training of employees has completed.
D. reports of incidents and near misses have decreased.
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An organization has achieved a culture of patient safety
when

A.fear of reprisals for reporting incidents has been
eliminated.

B. its patient safety goals have been implemented.

C. patient safety training of employees has completed.
D. reports of incidents and near misses have decreased.
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Leadership walk-round
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Safety WalkRounds

» A “Safety WalkRound” is a process
whereby a group of senior leaders visit
areas of a health-care organization and
ask front-line staff about specific events,
contributing factors, near misses, potential
problems,and possible solutions.

o~ @

e/ o
=

G
//.V‘ o ]~l
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Leadership round rules

1)Should be preparation from leadership and unit participants .

2)Should consist of : leader, scribe , pso , quality professional and director of the unit .
scriber : person who capture comments ,concerns and safety events .

3) Walk-around should be scheduled based on staff schedule not leader schedule .

4)In the morning and after shift change not agood time due to care for patients
5) Should occur in all shifts due to all staff has opportunity to speak up

6) Should occur weekly for at least a year to reinforce to staff that commitment of
leader ship not a one time occurance.

7)Manager of unit should know several days in advance that walk- around will be done .

8) Important to take a camera along walkaround
9) Feedback should be given to the staff
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Patient Safety Leadership Rounds

e The WalkRounds should consist of

a senior leader, a scribe, the

Patient Safety Officer and/or

Quality Professional, and the
manager/director of the unit.

* The scribe captures comments,

concerns, and safety events. M ATTE RS
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Patient Safety Leadership Rounds

* WalkRounds cannot simply start

without preparation of senior
leadership and unit participants.

* The manager of the

unit/department should know
several days in advance that the

WalkRounds will be done on that

unit/department.
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Patient Safety Leadership Rounds

e The WalkRounds should be ‘?¢o-,f~~o°__'
scheduled based on the staff's %Oauoeig

AL
A

schedules.
e The WalkRounds should occur on all

shifts so that all staff members have

\
opportunities to  voice their
concerns. =1
% 2

schedule and not the Ileaders'

S\HEE
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Patient Safety Leadership Rounds
- The WalkRounds should occur W LY € BB

Mmm‘lbmv| Frday ﬂmrlln»

Mapkay

weekly for at least a year to |“~

reinforce to the staff and others

that the commitment from the W

leadership is not a one-time

M\ u
occurrence. w
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Patient Safety Leadership Rounds

* When the WalkRound team arrives
in the area, a brief opening

statement/introduction should
OCCur.

* |t is also important for leadership to

elicit concerns from patients and

families during these WalkRounds.
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Patient Safety Leadership Rounds

e At the end of the session, there
should be a scripted closing

/4’

statement that indicates that there
will be work done to examine the

information provided, and identify

and prioritize the improvements to

be made.
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Patient Safety Leadershlp Rounds

* [t is important that there is

follow up and feedback to the

staff about the issues

discussed during the

WalkRounds.
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Patient Safety Leadership Rounds
* There must be a plan to

\F¥\E
provide feedback from the ﬁ“ﬁ “n

rounds to other leaders and SAFETY

staff of the organization.




. eK P I S
wauhll pdell diagowull dieeall Medlca
. SaudiPhysical Therapy Association Infinite Giving

BYo B . J5 | BT

alyamin

=<y

Learning board

ks S

CPHONhrenaratorveotlrese
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What is a learning board?
How can it help promotetransparency?

« Learning boards — digital or analog white boards used to visually display key
processes, measures, and improvement tests at the unit level — are essential in promoting
operational transparency because they offer a way for people to observe the learning
process in action.

« Frontline teams must have the expertise to interact with the boards, so they can
understand which parts of a process are working reliably and which are not.

» The use of learning boards should be an integral part of daily work.

« Leaders must set expectations that managers will create learning boards to highlight
and

communicate about the ongoing activities and work in their areas.

» organizations must train managers on how to create, use, and respond to the boards.
» Senior leaders need to routinely visit work settings to discuss the learning system
components of the framework at the learning boards.

« During these visits, frontline providers and managers have the opportunity to describe
the learning board.

I,,’ >
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eadership round

- Increase awareness of safety issues .

- Engage senior leader with frontline staff.

- Provide opportunity for leadership to openly discuss
operational failures, safety and harm from frontline staff

- Educate staff about concept like : just culture
- Obtain information from staff about barriers to safety
- Assure the information collected affected actions

- Elicit information and aggregate in a useful manner
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Objectives (Benefits) of Patient Safety
Leadership WalkRounds

* Show their support for reporting 5 rr T
COMMITMENT

of errors.
e Demonstrate commitment to
safety.

* Communication 4pout patient tis

safety; leaders talk to staff and

B D S
- STNOT,
encourage reporting of errors. N



9 @K P I S /5“‘
SP)A oz Medical s>
. SaudiPhysical Therapy Association Infinite Giving /"

3ga._ Sk 38l &

Objectives (Benefits) of Patient Safety
Leadership WalkRounds

* Engage senior leadership with

frontline staff about patient

safety issues.

* |ncrease awareness, Fuel culture

for change.
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Objectives of Patient Safety Leadership
WalkRounds

®* Openly discuss operational failures,

barriers to safety, safety and harm

with front line staff.

e |dentify opportunities to improve

safety.

e Educate staff, senior executives
about patient safety concepts such

as Just Culture.
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Objectives (Benefits) of Patlent Safety

Leadership WalkRounds
* Allows  for  resource

allocation; the rapid

testing of safety

Improvements.

e Utilize the  Learning
Board.




8 ok P 1S A%
Sm el pilall &2gaull dsaoal Medical ,ég‘i“

. SaudiPhysical Therapy Association Infinite Giving
3ga._ Sk 38l &

Human factors engineering

* Methods for Improving Patient Safety. — .

. . COMPLEX sYSTEM
* Interactive systems that involve = o

people, tools and technology, and . .

work environments. & &>

* The top three factors that contributed

to the errors were cognitive factors. @G@

Communication failures ranked
fourth Mental Health
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HUMAN FACTOR / ERGONOMICS

Study of the interrelationship between humans , the tools , and
equipment they use in the workplace , and the environment in which
they work .

attnhled =

people nercentmn e world ™
Warning Often e, dBS| n-

Uman f tu :i":“

= =S m-ﬂcclden S Taaig st o
— c’éﬁ;'é'd uman Factors - r..gmw..m.'l.‘."mf == pert armngs

T b g V== accidents = ==

—— == =" s Injury

W e imezthons Y

h
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- in healthcare , 85 25 of errors are the result of systems
issues and 15 2 are attributable to human factors.

- according to IHI! , the key to reliable , safe care does not
lie 1N exhorting individuals to be more careful and try
harder .

examples of human factors found to contribute to errors
include the following :
- human interaction with nmachines

- workload leading to errors and mistakes in providing the best care for
patient , when there are not enoug<gh staff to handle the work load or
work hours are inadequate

- disruptive behavior of healthcare personnel that undermines a culture
of patient safety

- fatigue and stress leading to less than expected performance
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Human factors engineering

e Since individual human factors are

substantial to preventing errors, there

must be focus on individuals, in addition

COGNITIVE

ABILITY
to focus on the system.

 Cognitive factors and communication
failures are therefore the highest priority

areas of focus when working to mitigate Wy caimitiaon S

these types of errors.
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Human factors engineering

* |dentify and address human B S
issues; focus on mitigating the S5

”~

cognitive and perceptual errors, DENTIFY YOUR

. . FRENGTHS & WEAKNESSES
taking into account human

strengths and limitations in the Q

system design to ensure safety, P

o A==
effectiveness, and ease of use. ":1‘&{:}
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Human Factors mﬁ“gz%m -
= human factors -

watls Boromic's  ERGONOMICS - DEFINITION £ LMLy ,?'m

{ Human Factors Engineering (HFE) |- r:mﬁ#%

‘The study of the interrelationship between humans, the tools
and equipment they use in the workplace, and the environment

in which they work.
« "DESIGNING THE JOB TO FIT THE WORKER , NOT

FORCING THE WORKER TO FIT THE JOB*“

« SCIENCE THAT DEALS WITH DESIGNING AND
ARRANGING THINGS SO THAT PEOPLE CAN USE

THEM EASILY AND SAFELY
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Human and Fatigue :

Fatigue can impact an individual’s performance and
personality

* Reduce decision-making ability

* Prolong response time

* Increase lapses in attention

* Negatively affect short-term memory

* Lessen ability to multitask

* Increase irritability, moodiness, and depression
* Decrease ability to communicate

204
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the science applied to healthcare fosters these principles in
designed work processes :

- simplify to take steps out of a process .

- standardize to remove variation and promote predictability and
consistency

- use forcing functions and constraints that makes it impossible to
do a task incorrect!ly and creates a hard stop that can not to passed
unless actions are changed .check , restrict , or compel to avoid or
perform some action.

- use redundancies such as double check someone work .
- avoid reliance on mMmemory by using tools such as checklist

- promote effective team functioning (e.g., teamwork and
communication )

- automate and use technology carefully .
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Principles of human factors engineering

e Simplify.
* Usability testing.
e Standardize.

e Use forcing actions and

constraints.

e Use redundancies.
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Principles of human factors engineering

e Avoid reliance on
memory.

* Encourage teamwork.

* Automate carefully.

e Use visual controls.

* Mistake proofing.
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Mistake proofing

* Mistake proofing, or its Japanese

equivalent poka-yoke, is the use

of any automatic device or

method that either makes it

impossible for an error to occur

or makes the error immediately

obvious once it has occurred.
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Mistake proofing

Examples:

1. The elevator will not move if out of

load.

2. Packaging medicines in plastic
bags containing a single dose, or "unit

dose, “ stops drug overuse.

3. Lock won’t operate when the car

10 Examples of Poka
Yoke in Everyday Life

doors are open.
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l Benefits of Poka Yoke

= Reduced
training
time
Reduced
waste
O B

Medical £

Improved

safety
&

<>

Higher
productivity
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(MISTAKE PROOFING)

Promoting
culture of

continuous
Improvement



Mistake proofing

Examples of  Mistake-Proofing in

Health Care:

Infant Abduction Prevention.

Bar Coding.

Computer-Aided Nutrition and Mixing
Private Files.

Computer Drug Interaction Checker.

Computerized Physician Order Entry.

Infinite Giving
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Mistake proofing

Examples of Mistake-Proofing in

Health Care:

* Plug Protection.

* Unit Dosing.
* Kits.

Auto Shut-Off Treadmills.

Needleless Systems.

Distinct Labeling.
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RED!

Know and Comply with Red Rules
What Is A Red Rule?

An act having the highest level of Fnllﬂw

risk or consequence to patient or T“E

employee safety if not performed
exactly, each and every time RUI-ES

“Red” designates the rule as a
safety absolute with the highest
priority for exact compliance
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Red Rules Examples

e "No hospitalized patient can
undergo a test of any kind,

receive a medication or blood
product, or undergo a procedure Red Rules
Absolute Compliance

if they are not wearing an

identification bracelet.” 1. Patient Identification

* Time Out. Ti m e 2, Time Out
Gt

3, Two Provider Check
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Red rules

cannot be broken
few in number
easy to remember

associated only with processes that can cause
serious harm to employees, customers, or the product
line.

must be followed exactly as specified except in rare or
urgent situations.

Every worker, regardless of rank or experience in the
company, is expected to stop the work or production

line if the red rule is violated.
FeuLes
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Sentinel Event Process

* Sentinel event policy.

e RCA. (SENTINEL |

ZERO HARM

* The top four root causes were

human  factors, leadership,

communication, and
assessment.

 Action.

é-» Disclosure]

g :

* Apology & Disclosure.
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Apology and disclosure

- When adverse event occur , the patient deserve to know that and

details about it .

- Organization must have formal process for disclosing information and

to patient , family and how responsible for ps in organization

- Organization should determine person

responsible for disclosure
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According to national quality forum and its report “ safe
practices for better health care “ decided that :
> Communication with patient should be timely or within 24
hr from event

> Should include : what happened , empathetic

communication ,expression of regret , ways to prevent
recurrence of error .

> Individual involved in this event either directly or

indirectly should be treated with respect and dignity .
> Staff involved should be innocent of intentional
harm until proven otherwise

> Staff involved in error should be part of RCA or other
investigation .
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Apology & Disclosure

 When an adverse or sentinel

event occurs, All healthcare

organizations must have a
formal process for apology and

disclosing this information to
the patient and as appropriate
to family members, and to
those responsible for patient

safety within the organization.

Se S.S

SO 'S

\1

,,,c‘ Lﬁiw

‘ s
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Apology & Disclosure
* Support systems to assist ===
the patient and providers

with this process must be in

place.
e Communication with the

patient should be timely,

within 24 hours of the
event if possible.
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Apology & D|sclosure

e Communication should include the

facts about what happened,

empathic communication of those
facts and expression of regret (24, a

commitment to investigate and, as
possible, to prevent future
occurrences of the event, and that

emotional support of the patient

and family will be provided.
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Apology & Disclosure

* Caregivers are often called the

Victim Support

N

S

<
F
dl

"second victim" of the event.

* There may be multiple @

individuals who directly and
indirectly contributed to the
adverse event occurrence, due

to system failures or human

error.
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Apology & Disclosure
* The individuals involved in the s e —1 54
event either directly or indirectly

should be treated with respect and

Respect

dignity < ke,

* Those involved in the error receive
the care they need and to

determine if they are "fit to work" res eCt

WlthOUt people llfe self -respect «

. ing important %ISO
for the protection of them and ;‘r’js‘l t u"f""gie
-0thel

ve vnrtue vew

Caa scncs posm thmk
others.



\¢
wauhll pdell diagowull dieeall
. SaudiPhysical Therapy Association

Apology & Disclosure

* The exception would be if
they were found to be

under the influence of
drugs, or alcohol, or if their

behavior indicated that they

may have intentionally

contributed to the error.

Med|ca|
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~ Disclosure of medical errol
Definition

* “Communication of a health care provider and a
patient, family members, or the patient’s proxy that
acknowledges the occurrence of an error, discusses
what happened, and describes the link between the
error and outcomes in a manner that is meaningful to

. »
the patlent. Fein et al.: Journal of Geneml Internal Mediane, March, 2007: 75576

* Disclosure of medical error is not a single
conversation; rather, it needs to occur over time, in a
series of conversations. suaumani, 2007
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Role of Technology in Improving PS

4 Computerized PhYSiCian Order Entry [ Computerized Provider Order

Entry System (CPOE)

(CPOE).
e Bar-code Medication Administration

(BCMA).
* Radio  Frequency Identification
(RFID).

, Security <N>) |
* Abduction/Elopement | p—

Systems.
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Meaningful use of EHR

the HITECH Act (Health Information Technology for Economic and Clinical

required providers to show “meaningful use” of an EHR system. izt s

Meaningful use is defined as using certified EHR technology to
«improve quality, safety, and efficiency; reduce health disparities;
eengage patients and family;

eimprove care coordination, and population and public health; and
e maintain privacy and security of patient health information.

» Meaningful use compliance results include better clinical outcomes,
improved population health outcomes, increased transparency and
efficiency, empowered consumers, and more robust research data on
health systems.

« Meaningful use sets specific objectives that eligible professionals and
hospitals must achieve to qualify for the financial incentive programs.
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Meaningful use of EHR

When they were introduced, the Medicare and Medicaid EHR Incentive Programs
were
designed to measure the meaningful use of CEHRT in three stages:

Stage 1 focused on promoting the adoption of certified EHR technologies. This
initial stage established requirements for the electronic capture of clinical data
and giving patients access to electronic copies of their own health information.

Stage 2 expanded upon stage 1 criteria by encouraging the meaningful use of CEHRT.
This stage emphasized care coordination and the exchange of patient information. It
increased the thresholds of criteria compliance and introduced more clinical decision
support, care coordination requirements and patient engagement rules.

Stage 3 focused on using CEHRT to improve health outcomes by implementing
protected health information, e-prescribing, clinical decision support, computerized
provider order entry, patient provider access, coordinated care through patient
engagement, health information exchange, clinical data registry and case reporting.


https://searchhealthit.techtarget.com/definition/meaningful-use-stage-1
https://searchhealthit.techtarget.com/definition/meaningful-use-stage-2
https://searchhealthit.techtarget.com/definition/patient-engagement
https://searchhealthit.techtarget.com/definition/meaningful-use-stage-3
https://searchhealthit.techtarget.com/definition/personal-health-information
https://searchhealthit.techtarget.com/definition/personal-health-information
https://searchhealthit.techtarget.com/definition/e-prescribing
https://searchhealthit.techtarget.com/definition/computerized-physician-order-entry-CPOE
https://searchhealthit.techtarget.com/definition/computerized-physician-order-entry-CPOE
https://searchhealthit.techtarget.com/definition/Health-information-exchange-HIE
https://searchhealthit.techtarget.com/definition/Health-information-exchange-HIE
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Technology and Its Effects on Patient Safety

1. Computerized physician order entry
(CPOE) system

= the clinician enter directly an order into the CPOE

= electronically transmitted directly to the pharmacy or
other department

= interface with clinical decision support systems
(CDSSs), which include suggestions or default values
for drug doses, routes, and frequencies, check for drug = _-
allergies, drug interactions, drug-laboratory values, p
drug guidelines, or prompt for corollary lab tests.

CCPOE has been shown to be quite effective in
reducing error related to the prescribing of the
medication

Qit has not been effective in errors occurring at the

dispensing and administration stages of the
medication process.
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2. Bar Code Medication Administration (BCMA) Systems

O item-specific identification
U work-around

U The barcoding system has been utilized to assure that the
medication is administered correctly with the five rights of

medication administration. Leapfrog, an organization of payers and others that look at Patient Safety and rate hospitals on specific

O The barcode is applied to each unit dose and scanned by indicators developed in collaboration with hospital leaders and vendors, recently published a Leapfrog
nurses at the bedside to connect the right medication with standard with which they sill measure hospitals (Leapfrog, 2016). The four components of this

the right patient. measurement will include: 1. "Measurement of the extent of a hospital's BCMA implementation
J BCMA Benefits : throughout the hospital with a focus on medical and/or surgical units (adult and  pediatric) and
1-Accuracy in confirming the "five rights" of medication intensive care units (adult, pediatric, and neonatal)"; 2 . "A hospital's compliance with both patient and

administration: right patient, medication, time, dosage, and | yegication scans at the bedside prior to administering medications": 3. "The types of decision suppor

route that the hospital's BCMA system offers”; and 4. "A hospital's sfructures to monitor and reduce

2-integration with an electronic medication administration | ygarounds' (Leapfrog, 2016).

record (eMAR), pharmacy system, and the organization's
information system

2-Comprehensive data for performance measurement and
improvement




1. asset management (equipment location)

2. patient care (patient tracing, helpful in infant abduction)
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3. Radio Frequency ldentification (RFID)
automatic identification system, using digital memory

chips embedded on tags to track medical devices, drugs,
staff, patient, and so on.

contain information about the lot number and expiration
date for medical supplies and drugs or allergies and blood
type for patients, or the physical location of equipment and
patients in real time.

Data can be read by sensors from a distance and can be
transmitted to a host computer for processing and
tracking, it has both read and write capability

RFID is utilized for three purposes:

3. inventory management (maintenance log)

A disadvantage of RFID is the expense of the equipment, both
hardware and software

|,,r >
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Abduction/Elopement Security Systems

RFID technology is used increasingly for infant and
pediatric security to prevent abduction

bracelet that is placed around the infant or child's wrist
or ankle. If the bracelet is removed or cut off, an alarm
signals the nursing station and computer software,
alerting the healthcare staff.

Usually the facility incorporates door and elevator locks,
and goes into "lockdown mode“

a mother/infant matching system, where the mother is
given a tag or band with the same code as her infant's,
to serve as an additional and automatic identification

adults with dementia

ical 4655
ical g2 >
s

o

> 4

SO

[ PREVENTING |
INFANT
ABDUCTIONS
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