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What is Patient Safety?

» Patient safety is the prevention of
harm

We Don’t Want to Harm, but Harm
Does Occur:

» The occurrence of adverse events
due to unsafe care is likely one of the
10 leading causes of death and
disability in the world

* In high-income countries, it is
estimated that one in every 10
patients is harmed while receiving
hospital care. The harm can be
caused by a range of adverse events,
with nearly 50% of them being
preventable

S — Sense the Error

A — Act to Prevent It

F — Follow Safety Guidelines

E — Enquire into Adverse Events

T — Take Appropriate Corrective Measures
Y — Your Responsibility

https://www.who.int/news-room/fact-sheets/detail /patient-safety



What We Monitor & Why

« Medication errors are a leading cause of injury and avoidable harm in
health care systems: globally, the cost associated with medication errors
has been estimated at US$ 42 billion annually.

« Health care-associated infections occur in 7 and 10 out of every 100
hospitalized patients in high-income countries and low- and middle-
Income countries, respectively.

« Unsafe surgical care procedures cause complications in up to 25% of
patients. Almost 7 million surgical patients suffer significant
complications annually, 1 million of whom die during or immediately
following surgery.

https://www.who.int/news-room/fact-sheets/detail/patient-safety
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Purpose of Patient Safety & Clinical Risk Management

Patient Safety

* The discipline of patient

safety is the coordinated
efforts to prevent harm to

patients, caused

process of health care itself

Risk

Management

by the

Clinical Risk Management
» Clinical risk management

Quality
Improvement
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specifically is concerned with
improving the quality and
safety of health- care services
by identifying the
circumstances and
opportunities that put patien
at risk of harm and then
acting to prevent or con
those risk
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What is a Great Catch?

A Near Miss is...

* An event that did not reach the patient
because of chance/timely intervention

A Great Catch is a Near Miss+

* An event that did not reach the patient
because of chance/timely intervention

AND

 Immediate action was taken to contain
the situation and protect patient and/or
staff

AND
» Extra steps were taken to follow up

A Great Catch is an opportunity to prevent harm
to patients in the future and a method for
revealing process and system vulnerabilities.
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- Before one Sentinel Event occurs, there havebeen @ @
- 1,000 Great Catches for the same event!

1,000 Great Catches
(harm did not reach the patient)

100 Minor Events

(temporary harm)

1 Sentinel Event

(severe permanent harm or death)




New Form ] Login | Register ]

o Safety Intelligence: Event Report

Welcome to the UHC Safety Intelligence Front Line Reporter Form.

- A indicates a mandatory field.
O u S O u re p O r - Click the icon for help with a particular field.

- Clickthe ¥ button to view and select from the list of available options for that field.
- Click the 3 button to remove values from a field.

[ ]
e V e n t S * V I a t h e If you have any questions or require assistance with completing this form please contact your on-site administrator.
[ ]
online event s

% Who was affected by the event? Patient N

reporting system: — S—_

* Type @ Patient
a e y For the primary person affected: the response here should match the O visitor

response above for "Who was affected by the event?" O staff Member/Employee

Intelligence (Sl) o

|

Last name | |
|
|

| l Search |

First name

|
|

Middle initials
*This includes near misses/great catches, ST e
potential harm events, and harm events. ender =

Race v

Add another

Event Basics

* Event Type v
% Event Category v
Event Subcategory v
% Event discovery date f
UniverSity % Event discovery time |
HOSPITAL Use the military time format.

Newark, NJ

* Event occurrence date (MM/dd/yyyy) 0212112022 = ]




Safety Intelligence (SI) Event Instruction for Event Owners & Consultants

Click the link in the email sent you via the SI system. The Google Chrome browser is recommended ‘
You can also access the login page at https://uhnj.datixhostingusa.com/live/index.php?action=login

(5 Safety Intelligence: Q/R Manager Review Form

Basic information regarding the event =% st iepun

Event Report
Manager Review for Event
Pharmacy manager revew b
Name
Communication between the z:;“‘s"[g“;w"' Current approval status
Patient Safety Team and you. Comeunicaien asd feedback W Approval states 2ker save
Conselations Reported date vied\vyyy)
Alachmarts Reported tims (hume)

On the Manager Review for Event page: Complete all fields, including Contributing Factors.
—

—_—
Manager Review for Event Contributing factors: Notes

What was the remedy of cormective action plan to reduce the ikelihood Manager Notes

for fs recurrence?

How preventable was the intident? Type here

Assessment of Additiona Costs Incurred
Select 3l that apply
Manager Notes hetory

Q/R Manager Notes
Probabiity of event recurring ©7

Severlty of effect resulting from recurrence of event &7

Identify contributing factors to this event
1. C Factors (Inchudi £

Notes
U6 T SOCton 50 detad Jny 250000 Ntes MRVant 1D th Gvont. Note That 27y Notes onased Nird wil be wabia 1 OTr Lsens Who
Maw nete

| 1.01 Supervisor to staff

] 1.02 Among staff or team members Type here

J 1.03 Between staff and patient / famiy

] 1.04 Handoff issue - Important information mot given to recefver

1 N O oty
) 1.08 Handoff issue - Information gven but not accurate e

— Click save! f———b sna| cocel|

\l\tetum to the Event Report page.
y— Enter the first few letters of your last name in the

Fvet Report
Moreger Brview for Svest 4 5 - "
Pharmecy marwper v el ) : Reviewing Managers drop down box. Double-click your
QR Managn Reven Namm TEST TEST ] e
S f e Qurent approv sivws == name to enter it into the box.
e s et APRON 0G  500 L —
SR R _— \Change the approval status to Being Reviewed if still

reviewing or QRM review if your review is complete.
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1) PROBLEM
IDENTIFICATION

What Are Tiered Huddles?

3) ESCALATE
IF NEEDED

Executive
Level
(C-suite)

5) IDENTIFY GREAT
CATCHES

7) REVIEW
PLAN

Frontline Level
(Frontline staff and managers)
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2) ADDRESS
REALTIME
ISSUES

4) REVIEW
PERFORMANCE

6) RECOGNIZE AND
CELEBRATE



Tiered Huddles

Ground Rules

- Teams report on the same set of measures daily (at a minimum)

- A designated scribe records action items and follows up

Huddles last no longer than 15 minutes when fully operational

Participants physically (or virtually) meet and stand during huddle

Report issues from your Tier 1 Safety Huddle:

Safety issues
Methods/Procedures
Equipment

Supplies

Staffing

I L AT o L o R

-—Tier 2 Safety Huddle -—- 7 lssues impacting other departments
Issues you are struggling to resolve and

N

Department report out (SMESS)

you need help from people present

. / - - - -
Follow-up items High risk situations
/" Harm events
Patient Safety Tracker /' Great Catches*
h 7 Anything that involves police, fire dept,
Great Catches high profile patients, or potential for hi
Announcements publicity
. *A “Great Catch” is an event that had the
Recognition ,
yotential to cause harm but was averted du
Post-huddle huddles o an intervention.
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Root Cause Analysis Process (RCA2)

Solutions are the focus, not the blame!

LEHEf

roystoncartoons.com

. , University “To address this mistake we need to utilise our
HOSPITAL thorough system of root cause analysis. I will begin,
Newark, NJ

if I may, by pointing out that it’s not my fault™
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et \s Root Cause Analysj (Rc )

Root Cause Analysis (RCA) is a useful popular tool that

helps determine the basic, underlying cause of a problem through

a serles of specific steps, A factor Is considered a root cause if its removal
from the problem-fault-sequence prevents the final undesirable event from recurring.

The successful application of the determination
of the root cause should ultimately result in

When Should Root Cause Analysis be Performed? the elimination of the problem.

« When human errors occur during a workflow process
« When performance is below standard
« When equipment fallures or adverse events occur during certain work processes

Step 7:
Monitor and
Assess Results

Steps of RCA

Step 1:
Identify
the Problem

Step 4:
Identify
Possible Factors
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Root Cause Analysis & Actions (RCA2) Team

What does the RCA2 team do?

 The RCAZ2 team is officially
charged with investigating
the adverse event to
discover underlying system
issues that contributed to or
resulted in the event
occurring.
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Who do you consider to be the team
members on an RCA2 team?

The RCA2 team members are those who are

assigned by the organization’s leadership to
officially serve on the team.

These are the individuals who attend all of the
meetings, conduct the research, interview

staff, identify root cause contributing factors,
and write the report.

In most cases this team also identifies the
corrective actions and their associated
process/outcome measures, though in
organizations an individual or anothe
may complete this task.




Root Cause Analysis & Actions (RCA2) Team:
Identifying Corrective Actions

RCAZ2 teams work to identify corrective actions to mitigate root causes of
the adverse event using the following steps:

« Causal statements for all identified contributing factors

* For each causal statement, an action is identified that could mitigate
the cause and minimize the chances of the event recurring and reduce
the severity or consequences should it recur.

« At least one strong or intermediate action for each identified cause

 ldentify an individual responsible for implementation and
measurement of each corrective action

* Monitor implementation on an ongoing basis to ensure that changes
achieve the desired results
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Contact Us

Inna Mesh:

» Office — (973) 972-9317

» Cellphone — (973) 699-2561
 Email — meshinn@uhnj.org

Patricia Rondan-Mann:
» Office — (973) 972-4114
 Email — rondanpd@uhnj.orqg

Maria Candelaria:
» Office — (973) 9726426
« Email — fedauzma@uhnj.org

Off Hours:
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On-Call Cellphone — (973) 477-2113

On-Call Information located on AMIiON
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