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The Plan
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Why do bad things happen? .,
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Patient Safety Terminology

What are we actually talking about?

Patient Safety Terminology

What are we actually talking about?

ADVERSE EVENT

An unexpected (unanticipated ) outcome directly associated with the care
provided that results in_harm

Beware of inferring causality! —

Why bad things happen
The usual explanation
W CAN ONE PERSON

MAKE 50 MANY MISTAKES
TN ONE DAY ?
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Why bad things happen

A better explanation
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A Model To Understand
£ Adverse Fvents

James Reason leaders in health — a partner in care

Understanding adverse events

DANGER

HAZARDS

o
condition
pathways JL, Investigation

Local workplace factors
Organizational factors




How are your cognitive skills?

PARIS
IN THE
THE SPRING
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How does something like this happen?

Why do bad things happen?

James Reason, Managing the Risks of Organizational Accidents, 1997




Person Model (#1)

James Reason, Managing the Risks of Organizational Accidents, 1997

Person Model Reaction

Dialysis drug mix-up
demands fatality probe

systems. And she died because
of one of the most dreadful
medical mistakes ever re-
vealed in Alberta, or all of

Person Model Reaction

unecrasaty deathy
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h A head or heads have to roll.
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What does this approach achieve? | o

We All Make Mistakes e

PHOTO CAPTION CORRECTION

)is were |ncorrecly identifi d in a photo caption with
C10 of Frlday s paper The Herald apologlzes for the error.

ina pheta captron T

s incormectly identified
Ch0 ofFricinys e, Th Heraid apeokogizes o the eroe

Types of Healthcare Providers

Those who have committed an error — harm
2. Those who will

Paraphrasing James Reason




Engineering Model (#2)

James Reason, Managing the Risks of Organizational Accidents, 1997

Institute for Healthcare Improvement

Improing the Reliability

of Health Care

Designing for High Reliability

Improving AMI Outcomes

T | | | e

Smoking
ASAon Reperfusion ASAat B Blocker at Cessation ACE or ARB
et/ Disch: Disch: 1 at
Rx (LV Dysfunction)




Improving Performance
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Snoula we ‘gesign’ humans out ot
the system?
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Organizational Model (#3)

James Reason, Managing the Risks of Organizational Accidents, 1997




Safety Management
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Safety Management

HAZARD

« IDENTIFICATION

« ANALYSIS

« RECOMMENDATIONS

PERFORMANCE

« MEASUREMENT

+ EVALUATION SYSTEM

« RESEARCH IMPROVEMENT
+ STRATEGIES / DESIGN
« TESTING
« IMPLEMENTATION
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Safety Management

HAZARD

« IDENTIFICATION

« ANALYSIS

+ RECOMMENDATIONS

PERFORMANCE

« MEASUREMENT

« EVALUATION SYSTEM

+ RESEARCH IMPROVEMENT
« STRATEGIES / DESIGN
« TESTING
« IMPLEMENTATION
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SAFETY FRAMEWORK

LEADERSHIP /
ACCOUNTABILITY

ORGANIZATIONAL
STRUCTURE

IMPROVEMENT
+ STRATEGIES / DESIGN
S TESTING

« IMPLEMENTATION

RESOURCES

Structuring for Safety

por w0 &

R T [ Lo e—

SAFETY FRAMEWORK

ORGANIZATIONAL LEADERSHIP /
ACCOUNTABILITY

STRUCTURE

s IDENTIFICATION
« ANALYSIS
= RECOMMENDATIONS

RESOURCES




Making Healthcare Systems Safer
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Making Healthcare Systems Safer

ni
C a0 HAZARD
& « IDENTIFICATION
« ANALYSIS
'+ RECOMMENDATIONS

%9 > PERFORMANCE
/JO'."\\’\ Y + MEASUREMENT
« EVALUATION SYSTEM
* RESEARCH IMPROVEMENT
+ STRATEGIES / DESIGN
« TESTING
« IMPLEMENTATION
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Safety Policies — a Social & Ethical Contract g~




Safety Policies

PATIENTS

CLOSE CALL
HAZARD o CEOSE CALL |\ ADVERSE EVENT
Uniikely Likely Non&nnus| Serious
DISCLOSING

Recognized by a Healthcare Provider

CALGARY HEALTH REGION

Healthcare Healthcare Regulatory
Professionals / \ Organizations; Agencies

Disclosure Policy
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Disclosure Policy
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Disclosure — a risky business?

“I'm required to make it clear that the bospital is in no way
bound by this get-well card for your bushand.”

Just & Trusting Culture
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Just & Trusting Culture

Region’s Response to Provider’s Actions
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Reporting — where is the focus?

Making Patient’s Safer

Learning from Direct Care Providers
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Reporting - Key Concepts
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Confidentiality

leaders in health — a partner in care

Managing Serious (Potential) Adverse Events’

\53-' calgary health region

Managing Serious™ (Potential)
Adverse Eventst

IMMEDIATE MANAGEMENT Offer initial support

Notify
EE

Disclosure (Acknowledgment)
CONTINUING MANAGEMENT

r T 1
ADVOCATE COMMUNICATE EVALUATE
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Managing Serious™ (Potential)
Adverse Eventst

SERIOUS® (POTENTIAL) RESPOND
ADVERSE EVENT Resuscitate patient
Ensure environment safe
Secure equipment

Protect other patients
IMMEDIATE MANAGEMENT Offer inital support

Notity
{ ot Tenlion | INITIAL ASSESSMENT

Disclosure (Acknowledgment)
CONTINUING MANAGEMENT

I T 1
ADVOCATE COMMUNICATE EVALUATE

DISCLOSURE TO.

Communicate
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Disclosure Team
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Unanticipated outcomes
Important distinction

Managing Serious Adverse Events

(Disclosure) Serious Adverse Event
(Disclosure)

Exec Med Director /
Vice-President

Disclosure Team

- Exec Med Dirctor or Desigrate (Lead)

tending Physician
1-Non physi

- Patient Advoc:

Initial Disclosure Meeting with the
Pationt & Family

+ Expression of Sympathy

- Explain Disclosure Process

-+ Explain Timelines

- Receive Questions / Concems

Follow-up Disclosure Meeting with
Patient & Family

- Expression of Symy

+ APOLOGY & Expression of Sympathy.

-+ Provide Facts Approved
- Receive Questions / Concemns Rocommondations
Final Disclosure Meeting with the
Patient & Famil

+ Expression of Sympathy + Apology
Provide Approved Recommendations
for System Improvement
- Answer Questions & Concerns

Managing Serious™ (Potential)
Adverse Eventst

Ensure environment safe.
Secure equipment
Protect other patients.
IMMEDIATE MANAGEMENT Offer iftial support

Notify
e

Disclosure (Acknowiedgment)
CONTINUING MANAGEMENT

I T 1
ADVOCATE CCOMMUNICATE EVALUATE

ISCLOSURE TO SAFETY ANALYSIS
TIENT & FAMILY

SAFETY LEARNING ADMINISTRATIVE
REPORT. REVIEW.

‘ONGOING SUPPORT
HEALTHCARE CRED
PROVIDERS




Communicate
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Managing Serious™ (Potential)
Adverse Eventst

SERIOUS (POTENTIAL) RESPOND
ADVERSE EVENT' Resusciate patient
Ensure environment safe
Secure equipment

Protect other patients.
IMMEDIATE MANAGEMENT Offer iital support

Notity

Disclosure (Acknowledgment)
CONTINUING MANAGEMENT
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Safety Analysis

What are they & what do you do with the outputs?
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Administrative Reviews
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Evidence Acts & Health

£ Information Acts
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Understanding privacy laws

“I'ne surry, biet ssder the inew bealtbenre privacy kiws, [ am's
rell you bt we took anet disring yoer operatio, ™




Summary
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