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Stand up if...

e You have suffered harm as a patient at a hospital or other
care faclility (an infection, fall, a delayed diagnosis causing
delay in treatment, other...)

 Afamily member has suffered harm in a hospital or other
care facllity...

« Afriend or colleague has suffered harm in a hospital or other
care facllity...

* You have had to disclose harm or otherwise handle the
situation when a patient was harmed in your hospital or other
care facllity...



AGENDA

* Objectives
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 How do Serious Safety Events Occur
« Anatomy of a Serious Safety Event

* Error Prevention Technigues
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Why we’re here ................

Our mission calls us to deliver holistic care.

For Ascension Health, holistic care means caring for the
physical, emotional, social, and spiritual well-being of the
whole person by:

e Attending to the spirit through compassionate
relationships and empathetic, effective communication.

 Inviting shared decision making among patients,
providers and care teams.

« Delivering safe, reliable, evidence-based, and
Interdisciplinary care consistent with individual
preferences.



Healing without Harm by 2014 Timeline

By the end of
FY10, 100% of
the targeted
hospitals
(N=66) will
have
established a
baseline* for
Serious Safety
Events.

By the end of
FY11, 100% of
the targeted
hospitals will be

reporting Serious

Safety Event
rates and 75%
will have begun
training (leaders/

Associates and/or

active medical

staff).

By the end of
FY12, 75% (50)
of the 66
targeted
hospitals will
have completed
training of
leaders,
Associates, and
active medical
staff.

By the end of
FY13, the overall
Ascension
Health Serious

Safety Event rate

Is reduced by
15% from true
baseline.

By the end of
FY14, the overall
Ascension
Health Serious
Safety Event
rate is reduced
by 40% from true
baseline.
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Commercial Aviation

U.S. and Canadian Operators Accident Rates by Year
Fatal Accidents — Worldwide Commercial Jet Fleet — 1959 Through 2007
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Year

1935 — Advent of the checklist

1945 — Fitts & Jones study of cockpit design
Source: Boeing, 2007 Statistical Summary, July 2008



Mishap rates per 100,000 flight hours
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Significant Events at US Nuclear Plants

Annual Industry Average, Fiscal Year 1988-2006

Significant Events are those events that the NRC staff identifies for the
Performance Indicator Program as meeting one or more of the following
criteria:

0.90

0.77
¢ A Yellow or Red Reactor Oversight Process (ROP) finding or performance
indicator.
¢ An event with a Conditional Core Damage Probability (CCDP) or
increase in core damage probability (ACDP) of 1x10-5 or higher.
e An Abnormal Occurrence as defined by Management Directive 8.1,
0.45 “Abnormal Occurrence Reporting Procedure.”
I 0.40 e An event rated two or higher on the International Nuclear Event Scale.
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Source: Nuclear Regulatory Commission Information Digest (1988 is earliest year data is available)
Updated: November 2007



Industrial Safety Accident Rate

One-Year Nuclear Utility Industry Values
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Healthcare = 7.1 (2007)
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ISAR = Number of accidents resulting in lost work, restricted work, or fatalities per 200,000 worker hours.
Note: Starting in 2008, data includes supplemental personnel.
Source: World Association of Nuclear Operators, Updated: 4/09



Nuclear-Powered Submarines

5,500 cumulative years of nuclear reactor operations.
127 million miles submerged (265 round trips to moon).
Zero reactor accidents.

Operated by 20 year olds.



How Safe is Healthcare?

Dangerous (>1/1,0/QO) Ultra Safe (<1/100K)
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Reliability from the patient’s perspective...

Don't kill me
(no needless deaths).

Do help me and don't hurt me
(no needless pain).

Don't make me feel helpless.
Don't keep me waiting.

Don’t waste resources -
mine or anyone else's.

SAFETY + Quality + Satisfaction = Exceptional Care

Berwick, Donald. My Right Knee. Ann Intern Med,
January 18, 2005, Volumel42, no2, 121-125 12



Healing without Harm by 2014

*Healing without Harm by 2014 is a destination in quality, safety, and
experience for patients and caregivers.

*This destination is possible through the principles and practices
of high reliability.

13



Five Principles of HROs

Three Principles of Anticipation

-

 Preoccupation with Failure
— Remaining alert to small,

inconsequential errors as a symptom |
that something’s wrong. | LWQBEE'FEB
« Sensitivity to Operations

— Paying attention to what’s happening
on the front-line.

 Reluctance to Simplify Interpretations

— Encouraging diversity in experience, KARL E. WEICK aND
perspective, and opinion. KATHLEEN M. SUTCLIFFE

14



Five Principles of HROs

Two Principles of Containment I
« Commitment to Resilience
— Developing capabilities to detect,

contain, and bounce-back from events |
that do occur. | LW QBE E'i[E B

 Deference to Expertise

— Pushing decision making down and
around to the person with the most
directly related knowledge and
expertise.

SECOND EOITION

KARL E WEICK
: AND
KATHLEEN M. SUTCLIFFE

15



Facts about Errors

1. Everyone makes
errors... even very
experienced people.

2. We work in high-risk
situations that increase
the chance we will make
an error.

3. We can avoid most errors
by practicing
low-risk behaviors.

16
Source: Institute of Nuclear Power Operations



Facts about Errors

4. Culture affects how we
behave, and our

behaviors determine Structure 14%
outcomes.
: Culture 499/
5. Most near-misses and ’
significant events are Process 21%
due to system or
process problems. Policy & 11%
Protocol
Technology & 505

Environment

17
Source: Institute of Nuclear Power Operations



Typical Improvement Curve

Serious Safety Event Rate

Apparent increase due to healthier
, / event/problem reporting culture

.
>

Significant performance improvement
as a result of Prevention-Detection-Correction
activities

Actual increase due to complacency
or reverting to old habits.

/

Long-term improvement
/ through effective P-D-C.

} Achieved in several years

=
L

Start of

Culture Change Time



Patient Safety is only for clinicians, right?

T ER IR AEHET T HAH TH FOTEL

¢ Hydraulic Fluid Facts

ul <f Lkac da b an g

Virginia Mason Medical |
Center - Seattle

Mary McClinton died on November 23, 2004 In November and December of 2004, the elevator
at Virginia Mason Hospital, almost three hydraulic fluid was used as detergent in one step of
weeks after a non-surgical procedure to treat d I'I'I_le—St'E'p cleaning and sterilization process of
a brain aneurysm. In what the hospital itself surgical tools.

called an "avoidable mistake," staff at Contract elevator maintenance employees had
Virginia Mason injected McClinton with a drained the fluid from elevators into containers that
toxic cleaning solution instead of either had held surgical detergent. The containers were not
saline or the radiological dye routinely properly re-labeled or securely siored. The
administered at the conclusion of the containers were restocked and shipped as detergent

back to Durham Regional Hospital and Duke Health
Raleigh Hospital. Both technicians in central sterile
supply and the Operating Room teams noticed that
something was “different” or “not quite right.” No one
followed-up on their concem.

procedure. The containers were unmarked.

OHPI'
\ Prepared for St. Vincent's HealthCare — Jacksonwille, FL by Healthare Performance Improvement, LLC. ALL RIGHTS RESERVED  Slide 16



Serious Safety Events

Serious
SE
Event

Deviations Significant

from best- causing

Patient
practice care

Harm

Serious Safety Events include errors that result in death, permanent
loss of function, or injury, such as:

Transfusion reaction 4
Medication error t[ T.
Misdiagnosis ;';I :
Hospital-Acquired Infection — - I-:LF =
Treatment error i | .

Delay in treatment
Wrong site/side surgery or procedure
Fall with serious injury

others... ot st e e At ek e,

Prepared for St Vingant's HealthCare — Jacksomville, FL by Healtheare Performance Improvement, LLC. ALL RIGHTS RESERVED  Slide 20




SEC::
.. Even
A deviation from generally accepted Classification SN}
performance standards (GAPS) that...

Serious Safety Event

» Reaches the patient and Serious
* Results in moderate harm to severe harm
Safety

or death
Events

Precursor Safety Event Precursor

« Reaches the patient and Safety

» Results in minimal harm or no Events
detectable harm

Near Miss Safety Event

*Does not reach the patient

*Error is caught by a detection barrier
or by chance

Near Miss Safety Event

OHPI' © 2006 Healthcare Performance Improvement, LLC. ALL RIGHTS RESERVED.
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St. Vincent’s HealthCare — Jacksonville, FL
FY 2007-2009*
Reported Events

St. St.
Vincent’s | Luke’s*

Potential 146 38
Safety Events

Serious 73 18
Safety Events

Ave Days 15 41
Between

Deaths 28 9
Ave Days 39 81
Between

*FY 08 — FY 09 Only for St. Luke's

SSE Examples:

v Multiple consultants ordenng pain
medications resulting in unrecognized
over-sedation and code

v Missing evolving Ml and inappropnate pt
transfer

v Failure to maintain fall precautions
resulting in fall with fracture

v" Delay in calling code with unresponsive pt

St
Level of Harm Vincent's

Minimal Permanent Harm
Minimal Temporary Harm
No Detectable Harm

No Harm

Event Almost Happened 3%) 0%)

Inciudas both Zenous Satkety Evenls & Precursor Zafety Events)

“OHPI

Prepared for St Vincent's HealthCanz — Jacksomille, FL by Healthcans Performance Improvement, LLC. ALL RIGHTS RESERVED Slide 23



How do serious safety events occur?

=

=
/‘,‘. 4 =

o~ High Risk 2 27+
.~ Behavior & =

- -l

e

OHPI' © 2006 Healthcare Performance Improvement, LLC. ALL RIGHTS RESERVED.




Human Error — A Symptom, Not Cause

Human error is not the cause of failure,
but a symptom of failure

Human error — by any other name or by any other
human — should be the starting point of our
Investigations, not the conclusion

Source: Fitts, P. M., & Jones, R. E. (1947). "Analysis of factors contributing to 460 "pilot error’ experiences
in operating aircraft controls.” Memorandum Report TSEAA-694-12, Aero Medical Laboratory, Air Material
Command, Wright-Patterson Air Force Base, Dayton, Ohio.

:)HPIW Prepared for S Vincent's HealthCare — Jacksonville, FL by Healtheare Performance Improvement, LLC Slide 20



Human Error Classification

Based on the SkillRuleHnowledge classificafion of Jens Rasmussen and the Genenc Emor Modeling System of James Reason

Skill Based

Rule Based

Knowledge Based

Familiar, routine acts that can

Problem solving in a known

Problem solving in new,
unfamiliar situation for which

Activi ituati i
ty be carried out smoothly in an ﬂgrzzﬂfmﬁzs{"irgﬂga“r’nﬁ O | the individual knows no rules
Type automatic fashion fncioles — requires a plan of action to
princip be formulated
Error = Slips = Wrong rule ] )
= Lapses = Misapplication of a rule = Formulation of incorrect
Types _ ] response
= Fumbles = Non-compliance with rule
= Educate if wrong rule
= Think a second time if
Error misapplication
a = Self checking — stop and
Prevention think before gﬂtiﬂg P = Non-compliance — reduce = Stop and find an expert
Themes burden, increase risk
awareness, improve
coaching culture
Error
1:1000 to 3:1000 1:100 310 toe 6110
Probability

OHPI'

i@ 2007 Healthcare Performance Improvement, LLC. ALl RIGHTS RESERVED.

Prepared for St Vincent's HealthCare — Jacksomdlle, FL by Healthcane Performance Improvement, LLC. ALL RIGHTS RESERVED
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Three Types of Human Errors

Skill-Based (Auto-Pilot Mode)

Errors made when performing acts or tasks that
require limited or no thought attention

Rule-Based (If-Then Response Mode)

Errors made when performing acts or tasks that
require application of rules - accumulated through
experience and training - to familiar situations

Knowledge-Based (Figuring-It-Out Mode)

Errors made when performing acts related to new or
unfamiliar situations that requires problem solving and
for which a rule does not exist or is not known

Based on the SkFueKnowedge cassifcalion of Jens Rasmussen and e Ganenc Emor Modeling Sysem of James Reason

:)HPIW Prepared for SL Vincent's HeathCare — Jacksonvile, FL by Healthcare Performance Improvement, LLC Slide 31



Skill-Based Errors

What We’re Doing At The Time -:"‘ l

We are doing tasks so routine and familiar that we don’t
even have to think about the task while we are doing it. z

Type of Error

Example Error Prevention Strategy

Slip — Without intending to we do the

wrong thing

Lapse — Without intending to, we fall

to do what we meant to do

Stop and think before acting

1 to 3 of1,000 acts performed in error

(pretty reliable!)

In healthcare, skill-based emors comprise, on average, 25% of all emmors.

OHPl /o>




Rule-Based Errors

What We’re Doing At The Time

We choose how to respond to a situation using a principle (rule) we
were taught or told or learned through experience.

Type of Error

Example Error Prevention Strategy

Used the wrong rule — We were taught
or learned the wrong response for the
situation

Education about the correct rule

Misapplied a rule — We knew the right
response but picked another response
instead

Think a second time — validate/verify

Chose not to follow the rule — Usually
because we thought not following the rule
was the better option at the time

Reduce burden, increase risk awareness,
improve coaching

1 in 100 choices made in error
(not too bad!)

In healthcare, nule-based emors comprise, on average, B0% of all emors.

OHPI

Prepared fior SL Vincent's HealtthCane — Jacksonville, FL by Healthcare Performance Improvement, LLC

Slide 33



Knowledge-Based Errors

What We’re Doing At The Time

We're problem solving in a new, unfamiliar situation. We don’t have a skill
for the situation, we don’t know the rules, or no rule exists. So we come
up with the answer by: a, o

+ Using what we do know (fundamentals)
* Taking a guess
» Figuring it out by trial-and-error ?

Type of Error Example Error Prevention Strategy

We came up with the wrong answer STOP and find an expert who/that
(a mistake) knows the right answer

30 to 50 of 100 choices made in error
(yikes!)

In healthcare, knowledge-based ermors comprise, on average, 15% of all emors.

:)HPIW Prepared for SL Vincent's HeaRhCare — lacksorvile, FL by Healthcare Performance Ingrovement, LLC Slide 34



Human Error Types in GEMS*

Skill-Based (Auto-Pilot Mode) r—)
Emors made when perfurming acts or tasks that require h
limited or no thought attention Analyzing the
“holes™...
Rule-Based (If-Then Response Mode)
Ermors made WT‘IEH E:I"fﬂl'r'l'llrl? acts or tasks that reqmre
Eppll[:allﬂr'l of rules - accumulated thrﬂugh cxpe rience and
training - to familiar situations
Knowledge-Based (Figuring-Ilt-Out Mode)
Ermmors made when performing acts related to new or
unfamiliar situations that requires pmhlem sulving and for
which a rule does not exist or is not known
St. Vincent's HealthCare St. Vincent’s St. Luke’s
Skill-Based 7% 8% 5%
Rule-Based 72% 75% 65%
Knowledge-Based 21% 17% 30%
N=72 N=2352 N=20
EE = 7% (80% CF) EE = 8% (80% CF) EE = 13% (80% CF)

*Genenc Ermor Modeling Sysfems; Rasmussen and Reason

\)H PI Prepared for St Vingant's HealthCare — Jacksomlle, FL by Healtheare Performance improvement, LLC. ALL RIGHTS RESERVED  Slide 57



= S5tructure

WHY did they - poirure
experience the error » Policy & Protocol e

= Environment &

Technology

(system failure mode)

and...
) - Competency
HOW did '|'hE-Y - Consciousness
experience the error ' 5"?—“‘”.“2"‘1?-“”.0“
(individual failure mode) ,C:,“::,?ﬂm'" e
4
What went
wrong...
WHO did WHAT because...

Anatomy of an Inappropriate Act

{ f)HPI"‘ ©2006 Healthcans Performmance Improvement, LLC. ALL RIGHTS RESERVED.
- . __________________________________________________________________________________________________________________________________________________________________|
L {" Prepared for St Vincent's HealthCane — Jacksorille, FL by Healthcars Perfommance Improvement, LLC. ALL RIGHTS RESERVED S“de 59



The Anatomy of an Event

Multiple Barriers

In technology, processes,
and people - designed to
stop active errors (our
“defense in depth”)

P Events

of Harm

Active Errors

By individuals result in
initiating action(s)

Latent Weakness

In barriers
The errors Detect & Correct
The system weakness
Adapted from James Reason, 32

Managing the Risks of Organizational Accidents (1997)



Care Management

The patient requested privacy while up to
Barriers to prevent BR; found unresponsive with fracture and
event fall permanent mental status changes.

2 S S Fall with
7 L !
-
s - |
' Care team did not know
. : the extent of patient’s
Nurse did not | F,. risk for falls — falls
. Nurse did not

assessment was
documented post fall.

provide PCT with
guidance on
Patient being “up

further clarify
‘Physician wrote  physician order

. . - ~ standard “up to BR with
with assistance. Anprrgmr order (using order assistance.”
assure visual of pt s_hegt_) for pt at
who was up to BR s_|gn|f|cant
risk for falls

33



Three Things We Must Do
to Eliminate or Reduce Unwanted Events

Find holes by e

DETECTION eReduce the
size or eliminate

| CORRECTION

the holes by

Detection and Correction
% decrease in events every 2 years

Reduce Initiating o

Actions by
PREVENTION

Adapted from James Reason, :,9 HPI
Managing the Risks of Organizational Accidents (1997)



Error Prevention for Staff

EXPECTATIONS TECHNIQUES
| am accountable for : I will:
1. Patient, Personal and Peer Safety |[1. Practice peer checking & coaching
using ARCC
I will demonstrate an open, personal 2. Stop and resolve in the face of
and co-worker (200%) commitment to uncertainty

safety

2. Clear & Complete Communications|1l. Include the "5P Handoff process
when transferring & sharing

I am personally responsible for patient care responsibility
professional, accurate, clear and timely (2. Use SBAR to communicate patient
verbal and written communications concerns

3. Use Repeat-Backs and Read-backs
with 1 or 2 Clarifying Questions
4. Document legibly

3. Paying Attention to Detail 1. Practice S.T.A.R.

I will attend carefully to important details




What is a RED RULE?

An act that has the highest level of risk or consequence
to patient or employee safety if not performed exactly,
each and every time

“Red” designates the
highest priority for exact
compliance — STOP
action if you can’t comply

36



Red Rules

 Defining red rules. Red rules are rules that cannot be broken.

« Example of ared rule in everyday life. The use of seatbelts while
riding in an automobile could serve as an example of a red rule that
everyone should follow in everyday life.

e Red rule criteria.

It must be possible and desirable for everyone to follow a red rule

every time in a process under all circumstances (red rules should

not contain verbiage such as “except when...” or “each breach will
be assessed for appropriateness”)

« Summary. Red rules have the potential to promote an
organizational culture of safety that shares accountability for the
safe delivery of patient care.



Patient Identifiers

Specimen Labeling

Red Rule Basis/Intent: To promote
a culture of patient safety by
ensuring individuals are reliably
identified as the individual for whom
the service or treatment is intended,
also to match the service or
treatment to the individual.

Red Rule Expectations:
Employees will use at least two-
patient identifiers (Name and date of
birth)

Red Rule Basis/Intent: To promote
a culture of patient safety by
ensuring specimens are properly
and accurately labeled.

Red Rule Expectations:
Employees will label all specimens
at the bedside in front of the patient

* Red Rule Violations: Individuals found in breach of red rules will
be disciplined in the following progression:

1st offence- Written-counseling to be placed in personnel file
2nd offence- Suspension of employment
3rd offence- Termination of employment




Error Prevention Techniques

SCENSION

nnnnnn

HEALING
i B

Error Prevention Technique: 5 Ps
S e ) » Coitical thinking

5Ps

Team Coaching (ARCC

UUUUUU

Handoffs—5 Ps | AscEion o

Error Prevention Technique: SBAR - Clinical
Patient]
S BA R SBAR % & communication toal plan for planning Hntions: Wag s i om
and strucluring about a problem in both clincal and S R T
Plan {

noa-clinical situations. Each letter represents
informabian that is impofant to communicale

Read-backs/Repeat-backs with N A

Clarifying Questions £ |=|=

Document Legibly and Accurately ™ e ) 5

Stop and Resolve - =

Self-Checking with STAR i =
=

39



Patient, Personal, and Peer Safety

A responsibility to protect in a manner of mutual respect —
an assertion and escalation technique

With ARCC use the lightest touch possible...
Ask a question

Make a Request

Voice a Concern

If nO success...

Use Chain of Command

A Safety Phrase
“ have a concern...”

40
OHPI' © 2006 Healthcare Performance Improvement, LLC. ALL RIGHTS RESERVED.



Clear, Concise and Complete Communications

U 0000

The “Five Ps” —A Simple Responsibility Change Checklist

| own it until | hand it off to an appropriate person.
An effective handoff includes the 5 Ps:

Patient or Project — whatis to be handed off
Plan — whatis to happen next
Purpose (of the plan) — the desired end state

Problems — what problems you have encountered with this patient or what is
known to be different, unusual, or complicating about this patient or project

Precautions — what you are or would be concerned about or what could be
expected to be different, unusual, or complicating about this patient or project

41
OHPI' © 2006 Healthcare Performance Improvement, LLC. ALL RIGHTS RESERVED.



Techniques Practice - Instructions

« Work with a partner.

 Review the scenario (on next screen). Apply the 5 Ps
technique.

e Partner A explains what they would say in this situation
using the 5 P technique at the time of transfer
assessment.

« Partner B suggests improvements.

« Share any best practices or examples you have that
relate to this technique.

42



Practice Activity: 5 P Scenario

A 55-year-old female with a very complex medical condition is
admitted for a femoral artery bypass graft. Following this
procedure, she is transferred to the ICU with an arterial line in
place.

Due to an incomplete transfer assessment, the patient’s
arterial line is not connected to a monitor as required. The
arterial line remains disconnected from the monitoring device
for more than 12 hours.

At shift change, the nurse assuming care of the patient
notices this. The patient remains unstable during much of the
recovery period. Fortunately, no harm results from the 12 hour
period that the arterial line was not attached to the monitor.

43



Leadership Methods

Leadership

Performance Excellence

Method for

Reinforce & Build Accountability
Walking Rounds , 5:1 Feedback, Fair and Just

Accountiability

I will round with perpase each day to understand what is
prﬁiigdﬂmﬁmin,ulgagevﬂhuupmple,aﬂ

identify problems ampacting operalions by-
+ askmyy for problems and acting to fix problems, and
- rewarding and recognizing o people.
Twill reinforce expeciatons during rosnds by:
+ observing pesformance and practice 5:1 feedback — 5 bis
nfposiluefuwuy1biufmgﬂmefem:lmck,
+ no moced

Find, Fix, and Prevent Problems

Pre-Task Brief — After Action Review with
Thoughtful Task Assignment & Staff Develop

T will conduct & Pre-Task Brief prior @ beginning 2 non-
rufine or muGne bt significamt sk o mprove the
Ekelhood of success by
OSummaniznyg the cilical steps and objeciives
emy-kely siuations and potential problems:
Dmemcmmrﬂumaﬂmﬁwyphﬁ
O Evahsalmg db wdentify vital P
OReviewsy) past expenence — personal, hospital, mdustry
T will condisct an After Action Review following a non-

MESSHEs — -
iwmmmmgammmm
+ mstant feedback as close m time as possible to the act

I will manage fairdy and consistenty when a person’s
by

Red Rules for Safety — Our Safety Absolutes!

mmpoitant pat of prtecting frim haom and vl make & easy
1o comply with Red Rules by
+fnding aml foong poblems that make Red Rules
+ mplementing reminders and forcing funclions e work
pmcemmmimymmmly
+ standing behind mvdividuals who “sinp the Ene” when
they cannot comply with a Red Rule, and
+ recognizing Red Rude compliance and following through
with far consequence for mitended non-compiance with
Red Rudes_

13 Minutes* Focused = On Feet

Daily Check-In

T il Insciclie = the start of the day to mamnian awvareness of
operabons and fo give direction about pnosly and

+ symificant activibies from the tast 24 hows

+ anhcipated actnalies m the next 24 hows

+ piibies, problems, and precaubions
1 witl meet with my direct reporis at least monthiy to
mubhnﬁ,adnmbimhmlveaﬂa:ﬁwe

1 will reindorce Red Fales — our salfely absolites — as an |}

or Mtﬂguﬁcﬂltﬂskhum.eupelﬂng
experience is caphwed amd wsed 0 EmMprove

by
l:ltiﬂ:ussng mmmmmm
Imsunslnﬂmd ﬁlueadwim

ni!llfyng
Ocoachmgy each oiher un yml petfunmn:e and
opporhmties to mpiove
T wilf the individual team hers assigned o
tashs are capable and willing and | will use Pre-Task
Briefings and Afier Action Reviews i praise and develop
individiral team memibers.

Rapid Response to Safety Critical Issues
“Condition-Problem-Cause Solving”

T will fead with a sense of wrgency for foang the cause of
wlentifed condibons adverse to quality or safely.
OSiartihe clock sense of wgency
Okobiire those with the expestise to solve the cause
and aulhoity to empowes action
Olse SORT to sohve avd decide (Skalement of Problem /
Oplions { Rule Oul { Take Aclon)

| Top 10 Problem List with
Problem Owners & Actions Plans

T will mainiain a fistof the Top 10 problems

CHNpATHNEsEY) safe operalions inmy area. Each problem

has a problem cwner, and a Level 1 & 2 Action Plan
l:llssngj&penmnmpumbﬂyfmllmpmblunaﬂfur

l:l[)uutrmihus mﬂle pioblem is a poblem?
l:lDuesuuachunph:adﬁes&bulhnuuessdnngesas

l:l[ha:hmn;nwbackmmﬂmlmllm problem?
Olfwe complete all of these achions, will we resobve the
problem? if no, what are we messang?

RevisimnA, January 2008
ALl RIGHTS RESERVED.

COHPI"
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Rounding to Influence
 Walking Rounds
e 5 1 Feedback

Daily Check-In

Find & Fix Problems

 Pre-Task Brief

o After Action Review

 Rapid Response to Safety
Critical Issues

e Top Ten Problem List with
Problem Owners & Action Plans

44
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Benefits of a Daily Check-In

Leadership Awareness
* For the senior leader: awareness of what's happening at the front line by
staying in touch with your people
 For operational leaders: awareness of “what’s going on” in other areas
and cross-department impact

 Mental organization — a chance to “plan your day”

Problem Identification & Resolution

« Early naotification of issues
 Breaking down silos — all directors to pool ideas and resources in solving
problems and potential problems

Accountability for Safety
o “Talking about perfect care has become easier” — more aggressive in
leadership for Zero events

« Dialogue about how we are at risk, how we can reduce our risk, and how
we can support each other

e Transparency — “A patient fell on my unit last night and broke an ankle”
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Leadership Method: Daily Check-In

Leadership Hudd]es!Dain Check-In happens every day and is face-to-face or by phone. It is always led by the
senior leader, and every leader must come prepared. Identified problems are assigned to owners, who are then responsible for
dewveloping an action plan.

Unit Dﬂ“y Check-In happens every day and occurs face-to-face on the unit. It is always led by the unit leader. The staff
must come prepared. |dentified problems are assigned to owners. who are then responsible for developing an action plan.

Both check-ins are leadership methods designed to identify potential problems before they become a reality. They should be
focused and last 15 minutes.

Method Item Description

Look Ahead identify significant safety or quality ksues from the last 24 hours or the last shif.
* What immediote actions did you iaked
* kthi anisoloted instance or could 1his be happening in ofber ploces?
* Whal olher anecs does il impoct?

Accountability

Anficipated lssues:
1

4
X
4,

il Look Ahead Arlicipats sofst liry in th 124 h 1h 13hilft
S ey ool & nficipate sofely or quality iszues in the nest 24 hourg or the next shiff,
T will reingforve expecations
* How ars you preparing your lsam for thess tosksd
= Whal Safely Behavior emor prevantion lechnigues should be used§
Anficipated lssues:
1.
2
Error Prevention N
Focus i
- Critical Thinking L The Senior Leader, D, Dell asked Dr. Saah 1o share his Salely Success Slary, Dr. Seah discussed an
" sxampls regarding Ihe oparatian chacklis ha i 1eslin
2 camplmn“ Scenario '9. -] = f L =3 . .
Ca o The anesthesia leam had been disiracled by @ maniter Ihal kep! Aiashing while Ihey were
- ETUTIL CATion attempting o find a good vein far ihea I They did not adminiter the antibiotiz ine palisnt should
+ Conscicusness have recetved,

Tha nurze collad a time-out fortha 12om forun the Bafore Incilon chack. Reading 1he lines off
the wall poster. Dr. Seah aiked. “Has the anlibiolic been given within the laul sixty minulest™ The
anesihesia resident repliad, “Oh, rghl, it will be." EBveryone wailed s the medicalion bagan lo
fiowin, Once thal was completed the operation proceaded.

This was a Lasl Slrang Barier Calch type of Near Miss Saksty Evenl. Thankfully, Ihe checklis|
caughl Ihe amission ard the o wias , raducing the risk of
post-aperative infection.

Dr. Dest lack this cpportunily lo recognize Dr. Seah for e
checklisl. The other doclon present were wery inferested i

3 b inilictive 10 desslop the
Irying it oul themiehes.

Unit Scenario sdder cuked Ann 1o share her success slory, Ann scently allended on educalional session
on control lechniquis and the importance of hand weshing. Back al work, she noliced
thal a physician wenl rom palisnt 1o palient withaul washing his hands She encounlared Ihe
dectorin the corridar and addressad Rim saying that sh 1he hand-washin
and noticed he did not always folow procedurs, The docior appeared surprsed by the

mment bul shesplsnty agraad that hand washing is very imporiant and thal he wil be
maore coraful,

Sharing this slory had mulliple banedits. One, il recognized Ann for her calch and the
appropriate wayshe handied the situation. Two. the story served as a reminder fo everyone fo
frequenily wash iheir hands. Three. It reinforced the fact that everyone can Speak Up for Safely
12 anyona slse when nasdad,

START HERE

Leadership Daily Check-In

 Happens every day

e 15 minutes

* Face-to-face or by phone

» Always led by senior leader

* Every leader comes prepared

Problems are assigned owners

EVOLVE OVER TIME
Unit Daily Check-In

* Happens every day

e 15 minutes

» Face-to-face on unit

« Always led by unit leader
« Staff come prepared

Problems are assigned owners
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