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OFI: Opportunity for Improvement

Opportunity for Process Improvement
Opportunity for Performance Improvement
Opportunity for Innovation

Opportunity for Research
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Patient Safety Challenges & Goals
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Patient Safety Challenges

Clean Care is Safer Care
> Global Patient Safety Chal

Safe Surgery Save Lives Clean Surgery

Safe Anesthesia

lenge

Right Patient, Site, Procedure

Safe from ADR

Safe Medication Safe from Med Error
Safe from Transition Error (Med Reconcil

_ _ Patient Identification
Proper DiIagnosIS Effective Communication (SBAR)

& Response Proper Diagnosis

€)

Rapid Response to Clinical Un-stability

Sepsis
High M & M Conditions Acute Coronary Syndrome
Maternal & Neonatal
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Patient Safety Concepts
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Systems Approach vs People Approach to AE
lceburg Model of AE
The Swiss Cheese Model of Defenses
Active Failure & Latent Failure
Organizational Factors
Hindsight Bias
Human Factor Engineering
Safety Culture
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Iceberg Model of Accidents and Errors
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The Swiss Cheese Model of Defences

James Reason
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The “Swiss Cheese” Model of Defences

Some “holes” due to
active failures

Other “holes” due to
latent conditions

f Layers of
dgefences

Losses

James Reason
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Swiss Cheese Model

Goal Conflicts
and Double Binds

Incomplete Mixed Inadfeq_uate Deferred
Procedures Messages Training Maintenance

Production Dﬁt:enii::i_on Clumsy
Pressures ISLractions  rechnology LATENT

Regulatory Respo:ns_ibility FAILURES

Narrowness

Triggers
4 Ay
43
S
The World
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Accident

DEFENSES

Modified from Reason, 1991 @ 1991, James Reason 1 3

James Reason
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Detences

"‘ Causes

condition
pathways

I} Investigation

Organisational factors




Organizational Factors

Training
deficiencies
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Patient Safety Monitoring
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Cascading: Dashboard Indicators

AE/1000 patient days

V=T
Medication l

M = M = Medication related event
| = Hospital Associated Infection

Yy S I / y 4 /) S = Surgery related AE
‘. Vv R = Delayed response
Surgical AE i \\ ‘
&\ N
S\ / /
M = Medication related event

N

ya 12 = SSI

/ /12 / 13 = BSI
S = Surgery related AR0) J—

h \x I1 = VAP
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R = Delayed response
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Triggered Chart Review

to Identify Adverse Events
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Higi\eRisk Trigger  JuAS12R LA LA adverse event ®3a bal
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Readmit, ER revisit

Death / CPR .
Complication Portion of
ADE & ?ADE Chart Reviewed
NI & ?NI

Refer

Incident

Unplanned ICU
Anes complication
Surgical risk
Maternal & neonatal
Lab

Blood _ Harm Category
Pt Complaint Assigned
Nurse supervision

Total Hospital Days

End

Review AE / IOPO Days
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Informed Consent
Order Countersign
Incident Report
Medical Record Review
Safety Culture
Communicate Bad News
Ethical Principle
Patient Safety Goals & Solutions
Medical Professionalism
Efficient communication




A Comprehensive Framework for Qua!ity Activities

Performance
Dimension
Access
Appropriate
Competency
Continuity
Coverage
Effective
Efficiency
Equity
Humanized/Holistic
Responsive
Safety
Timeliness

Root Cause
Aim/
Purpose/ . -
Goal ]
Objective/

1

Process

Disease
/System
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What’s our major risks?
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Patient Safety Improvement
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Human Factor Engineering Aaazls
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Human Factors Engineering is the discipline concerned with ~ 3=Ul _
understanding human characteristics and how human ABNNILADI
Interact with the world around them, and the application of nuunossy

that knowledge to the design of systems that are safe,

efficient, and comfortable. 989
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Factor

Eye-hand coordination
Hearing and noise
Informat. Management
Learning curves

Light

Motor control

Noise

Perception

Sleep deprivation
Space

Temperature

Task performance

Lay Example

hitting a baseball

loud talking in a library
electronic banking
baking perfect soufflé
fluorescent color distortion
computer mouse
outdoor pay phones
accident witness

driving a truck
overcrowded classroom
overly warm auditorium
typing test

Vision and illumination jewelry repairman

Visual distraction

car crash rubberneckers

e
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Health Care Example
suturing

alarm bells during surgery
electronic medical record
see one/do one/teach one
X-ray against overhead light
laparoscopic surgery
equipment alarm ubiquity
examining an X-ray
residency

crowded medication room
cold stethoscope

setting a fracture
endoscope

watching monitor, not patient

Source: Risk Management Foundation (http://www.rmf.harvard.edu)
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Implication of Human Factors

 Design of labeling

e Design of warning or alarm
 Design of software program
 Design of information display
 Design of paper forms

 Design of process/activity flow
 Design of workplace

 Design of training/education
 Design of cognitive aids
 Design of decision support systems
 Design of policies and protocols
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Applying Human Factors to Patient Safety
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+ gawAanmbnduindiayszdn (routine)
o ¥ U
« N13W1 human factors mﬂszqﬂmﬁl%ﬂszﬂaumﬂ
- N13§ILNA (observation)
A 6 .
* NIIILAICNK (analysis)
* NI INIDDN (solutions)

Source: Risk Management Foundation (http://www.rmf.harvard.edu)
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Applying Human Factors to Patient Safety

Observation
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Analysis

Solutions

Source: Risk Management Foundation (http://www.rmf.harvard.edu)
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Applying Human Factors to Patient Safety

Observation

Analysis
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Source: Risk Management Foundation (http://www.rmf.harvard.edu)
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Best Practice in Healthcare Human Factors

Reducing reliance on memory

~ <% a .
DINUUUILUUINWINBIAANTIING short-term memory #38 prolonged attention
G’ | ]

2aNLULNIBIRLWIZUUINDAR memory-related errors
1% checklists Lilaaan1sNIANNIEIHTY high-risk procedures %38 multi-step
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Pre-package ail3znaueig ¢ ﬁ'\‘lﬁl‘ﬂuqﬂéu%gﬂ (kits)

Improving information access

Decreasing error opportunities

Simplification

o

Source: Risk Management Foundation (http://www.rmf.harvard.edu)
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Best Practice in Healthcare Human Factors

Reducing reliance on memory

Improving information access
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Decreasing error opportunities

Structure critical tasks tWa1laIn errors

. . 1 o 1 a ¢ A [ <
1% forcing functions 1% n1saanLUUMTFILIHIBABNNILABSINaTaInNWA1THS
overdose of a drug W3ailasnwn13dIa KL BUN

Simplification

nsanaNNTUTandnasnInnInsilvdEmlsznauas g Sanasuysol

(39);

Source: Risk Management Foundation (http://www.rmf.harvard.edu) X
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1. Look-Alike, Sound-Alike Medication (LASA)
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2. Patient Identification
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3. Communication during Hand-overs
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4. Wrong Site, Wrong Procedure, Wrong Person Surgery
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5. Concentrated Electrolyte Solution

e.g. concentrated KCI, hypertonic saline
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6. Medical Reconciliation
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/. Catheter and Tubing Connection
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Reliability
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