PPS-II: Health Care Safety Lecture I

I. Problem

a. 7% of patients suffer a medication error

i. Doesn’t even include mistakes of omission

b. Every patients admitted to an ICU suffer adverse event

c. 44,000- 98,000 deaths

i. $50 billion in total costs

d. Commonly missed conditions (50% of time condition is missed) 
i. Low back pain

ii. Coronary artery disease

iii. HTN

iv. Depression

v. Orthopedic conditions

vi. Colorectal cancer

vii. Asthma

e. Deaths in ICU common due to 5 evidence-based interventions ( 170K deaths
i. ICU Physician

ii. Sepsis drugs

iii. Steroids in sepsis

iv. Gluclose control

v. Low Tidal volume in ARDS

II. Solution

a. Need to view the delivery of healthcare as a science

i. View from perspective of flight safety

1. Aviation has accepted errors occur, therefore they use systems analysis

2. Medicine refuses to acknowledge a systems-based approach

b. How to improve

i. System is a set of parts interacting to achieve a goal

1. Lack of communication, lack of protocol, inadequate training, supervision

2. “See one, do one, teach one” 

ii. Every system is perfectly designed to achieve the results it gets

1. Caregivers are not to blame

c. Steps

i. Translating evidence into practice

ii. Identifying and mitigating hazards

iii. Improving safety culture and communication

iv. Linking organizational structures to patient outcomes

d. System:
i. Institutional ( Hospital ( Departmental factors ( work environment ( team factors ( individual provider ( task factors ( patient characteristics

ii. Teamwork is best source to reduce errors

1. When a message is sent ( message encoded ( decoded by receiver

2. Only 54% of RN rates ICU Physicians

3. 90% of ICU Physicians rate RN

III. When do teams make wise decisions

a. Diverse and Independent input 

i. Wisdom of Crowds

b. Alternate between convergent and divergent thinking

i. The ability to take a step back after a decision and make a new gameplan

ii. Get from OR to balcony

c. “Don’t Play Man Down”

i. Speak up when an error is seen

IV. Ways to reduce error

a. Standardize what we do

i. Store tools in same location

ii. Standardizing carts with tools to decrease infection decreased blood infections 3x. 

b. Create independent check

i. Ex: Click of seat belt

c. Learn from Mistakes

i. Eliminate risk

ii. Make it visible

iii. Mitigate harm 

V. Resident Work Hours

a. Increased errors because lack of sleep

b. But then when shifted, increased errors because transition

VI. Normally only major events generate change

a. Near-misses are often ignored

PPS Safety Lecture II: Teamwork and Communication

I. Situational Awareness

a. Focus is: 

i. Preparation/Planning and vigilance

1. Members of team understand what’s going on and what will happen next

2. Teams are alert to developing situations, sensitive to cues and aware of their implications

ii. Workload distribution

iii. Distraction avoidance

b. Elements that affect Situation Awareness

i. Interruptions

ii. Task absorption

iii. Verbal abuse

iv. Fatigue

v. Not following plan of care

vi. Ambiguous orders/directions

vii. Change in team member

II. ICU Reporting System

a. Reporter selected teamwork causes

i. Communication during routine care

ii. Communication during hand-off

iii. Team structure and leadership

iv. Communication during a crisis

b. Communication errors

i. Written orders/instructions

ii. Report/instructions hand-offs

iii. Between teams

iv. Documentation

v. Verbal orders/instructions

III. Root causes

a. Root causes of sentinel events AND delays in treatment AND medication errors

i. Communication

ii. Orientation/training

iii. Patient assessment

iv. Staffing

v. Availability of info…

IV. Ways to improve

a. Assertion

i. Organized in thought and communication

ii. Speak clearly and audibly

iii. Look for clarification/common understanding

b. Assertiveness

i. Attitude and way of relating to those around you

ii. Sees self as having worth, valuing others and their opinions equally

iii. Engage in communication respectfully while also respecting your own opnions

c. Strategies to achieve a shared mental model

i. Individual strategies/situation monitoring

1. Know patient care plan

2. Active listening and Read back

a. Focused on speaker and processing information

b. Used to retain information and gain knowledge

c. Goal is to repeat the sender’s message “read back”

3. Verify

4. Cross monitoring

a. Monitoring the actions of other team members to share workload and reduce errors

i. Maintain accurate situation awareness

ii. Way of watching each other’s back

iii. Ability of team members to monitor each other’s task execution and give feedback during task execution

ii. Group strategies

1. Brief/Debrief
a. Discussion between 2 or more people using succinct information pertinent to an upcoming event

i. Maps plan of care, IDs responsibilities for each team member, increases awareness of situation, allows team to plan for unexpected, team members needs and expectations are met.

b. SBAR Briefing: 

i. Situation

ii. Background

iii. Assessment

iv. Recommendation

2. Huddle

a. Review and decide action

b. Can be prearranged or as needed

c. Anyone can ask for one!

3. Meetings

4. Documentation

5. Hand-offs

6. Call out

a. Statements of action

b. Lets team know what’s going on

iii. Environmental support

1. Visual management tools

2. Checklists

3. Distraction control

4. Technology aids

V. Conflict resolution

a. Inevitable in dynamic environments

i. Lead to feelings of powerlessness

ii. View others as adversaries 

b. Two attempt rule:

i. Using elements of assertion, make 2 attempts to reach a common goal

ii. If disregarded, continue up chain of command 

c. Conservative Response: 

i. Non-confrontational method to gain agreement among team members

ii. Used to ensure disagreement does into escalate to confrontation by seeking input and advice from another team member or outside consultant

PPS Safety Lecture III: Investigating a Defect

I. Defects
a. Definition: 

i. Anything you do not want to have happen again

ii. 1st order problem solving: one person checks for errors, but it doesn’t address the root

iii. Avoid word “error” because it implies culpability

b. Source of Defects

i. Adverse event reporting systems

ii. Sentinel events

1. 12/year, affect a person’s life

iii. Claims data

iv. Infection rates

v. Complications

vi. Where is the next patient going to be harmed?

c. Learning from defects

i. Not a root cause analysis

1. Takes 200 hours)

ii. System defect analysis

1. Describe what happened

a. From the view of the person involved

b. Get input of all people, view system factors from all sides

2. Identify why it happened

a. Prioritize

i. Want to fix with least resources and best result

b. “Strong fix” = was to get great improvement

i. Ex: Connecting tubes so toxic ones cannot connect

ii. More education is NOT the answer

3. Define what you will do to reduce the chance it will recur

a. Person, issue follow-up 

b. Pushing harder next time or “trying harder” is not an answer

4. Evaluate how you know that you reduced the risk that it will happen again

a. Measuring safety is very difficult

b. Way to balance patient volume with safety

II. System (latent failures)

a. Arise from managerial and organizational decisions (or lack of decisions) that shape working conditions.

i. Rather than being the main instigators of an accident, operators tend to be the inheritors of system defects….. Their part is that of adding the final garnish to a lethal brew that has been long in the cooking.”

b. Often result from production pressures.

c. Damaging consequences may not be evident until a “triggering event” occurs.

III. Strategies for technical and teamwork

a. Label devices that work together to complete a procedure

i. Rule: stock together devices needed to complete a task

b. Ways to fix M&M Conference

i. Select 1 or 2 meaningful cases

ii. Invite everyone who touches the process including administrators

iii. Summarize event

iv. Identify hazardous systems

v. Close the loop (issue, person, F/U)

vi. Share what you learn

IV. Lessons:

a. Focus on systems not people

b. Prioritize

c. Use safe design principles

d. Go mile deep & inch wide rather than mile wide & inch deep

e. Evaluate if it worked

f. Learn from one defect a quarter

g. Learn at multiple levels
