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Patient Safety Needs A Culture Of Learning

“The ultimate success of this reporting system(PA-PSRS) will
not be found solely in the data collected. Rather, improved
patient safety will be the result of actions taken by individual
facilities in response to what they learn through PA-PSRS.”

Quote: Dr. Robert Muscalus, Former Pennsylvania Physician General

Source: Pennsylvania Patient Safety Authority. Statewide Mandatory Reporting System in Place [News Release on line]. 6/28/2004.

[cited February 4, 2013]. Pennsylvania Patient Safety Authority. Available from the internet: Patient
http://patientsafetyauthority.org/NewsAndInformation/PressReleases/2004/Pages/pr_2004_June_28.aspx P Safet
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http://patientsafetyauthority.org/NewsAndInformation/PressReleases/2004/Pages/pr_2004_June_28.aspx

Objectives

dentify how errors occur in healthcare
2. Discuss strategies for investigating causes of errors

3. Describe the two key principles associated with Just
Culture™
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Medication Events Reported to PA-PSRS 2011-2021
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here Are Not 823,250 Bad Nurses




Socio-Technical System
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Poll Everywhere

Join by Text

€) Text PSA130to 22333

Q Text in your message
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What is your favorite kind of cheese?

American
Nacho

Cheddar

Swiss

None of the above

Start the presentation to see live content. For screen share software, share the entire screen. Get help at pollev.com/app




How Errors Occur
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Active Failures and Latent Conditions

Active Failures:

= Unsafe acts by people

— Slip: Correct plan
made, incorrectly*

— Lapse: Step of plan
omitted*

— Mistake:

Misinterpretation of
rules*

— Violation: Person
knows the rule, but
doesn’t follow it*

©2022 Patient Safety Authority

Some hales dug
to active failures

Other holes due
to latent conditions

SUCCESSIVE LAYERS OF DEFENSES

10

Latent Conditions:

= Hidden in the design and
workings of a system,
equipment, or
environment

= May lie dormantin a
system until they
combine with active
failures and create an
opportunity for harm to
occur*
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Reason’s Model

= Systems approach of Reason’s model regards failure as an
inevitable result of the human condition. System
countermeasures are based on the idea that we cannot
change the human condition but we can change the
condition in which humans work.
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Learning from Errors



Event Investigation: Three Stages

-Information Gathering -Event Analysis -Action Planning*
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Maslow’s Hammer

"I suppose it is tempting, if the
only tool you have is a hammer, to
treat everything as if it were a
nail.”

- Abraham Maslow
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Information Gathering

= Timeline

= Chart Review
= Interviews

= Observation
= Policy Review

= Literature Search
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Create a Timeline
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Chart Review
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Interviewing

Staff
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What Questions to Ask?
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Interviewing Patients/Patient Family Members
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Observation
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Policy Review
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Literature Search
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Investigate Any Unknowns
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Event Analysis

= Find the “Why”

Cause and Effect
Fishbone

RCA

FMEA

Apparent Cause Analysis
Common Cause Analysis
Process Mapping
Investigation Prompts

©2022 Patient Safety Authority
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Find the Why

AN

/V
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Causal Factors

Communication/
Teamwork

Task/ Process/
Policies
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Environment

Staff
Performance/
Training
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Equipment/
Technology

Organization/
Culture

%

Patient

Safety
Authority



Cause and Effect

Outcome Problem Cause

Dead

Battery

Broken

Mlssmg

Flashlight Not Working

Switch
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Fishbone
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Battery

Missing

Stuck

Bulb

Switch

Missing

Broken

Corroded

Wiring
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Root Cause Analysis (RCA)
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Failure Modes and Effects Analysis (FMEA)
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Apparent Cause Analysis (ACA)
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Common Cause Analysis (CCA)

Clic add text
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Process Mapping
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Medication Event Investigation Prompts

Patient Medication Event
P A Safety .
Authority Investigation Prompts
Causal ; n
‘ Facra Questions / Factors to consider E::::r' Questions / Factors to consider
Was the patient correctly identified? « Were relevant policies/procedures clear, understandable, and readily
Does the medical record documentation adequately provide a clear picture of ‘: available?
what happened? o E = Were there any steps in the process that did not occur as intended?
Were there issues related to continuity of care? ) E_g e Were medications labeled correctly?
Was communication between}all team members (management/supervisors = g e Was patient weight entered in kg/g?
and front-line staff) adequate? . , ~£ s Were there any current drug shortages related to this event?
Was all necessary |nf;)rmat|on available? = e Were any current drug substitutions in place at time of event?
when needed? = e« Who orders medications?
.

Communication / Teamwork

accurate?
complete?
o Unambiguous?
Were there methods for monitoring adequacy of staff communication?
o Were there methods for:
= '"read back"
= confirmation messages
= debriefs
Are there barriers to communication?

000

Environment

Equipment / Technology

What controllable environmental factors affected the outcome?

o Was the physical environment appropriate for the process?
What uncontrollable external factors influenced the outcome?
Were there any issues related to access to medications?

Were there any issues related to storage of medications?

o Look-alike / sound-alike

o Automated dispensing

Was the level of automation appropriate? (i.e., Not too much or not enough.)
Was available technology used as intended?
o Was the technology designed to minimize errors or easy-to-catch
mistakes?
o Did the technology work well with the workflow and environment?
o Was the technology used outside of its specifications?
Equipment maintenance/management
o Was the equipment functioning as intended?
o Availability and condition of equipment
o Is equipment needed for medication administration located
conveniently to where medications are stored?
o Staff knowledge or education on equipment, including competencies
o Correct calibration, setting, operation of alarms, displays, and controls
the EMR/CPOE system include alerts for:
o Drug allergies?
o Drug/drug contraindications?
o Drug/diagnosis contraindications?
o Drug/age contraindications?
Were any additions, corrections, or alterations made in the medical record?
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Staff Performance / Training

How often is formulary reviewed?

Was staff properly qualified and currently competent for their responsibilities?
Were the results of training monitored over time?
Was the training adequate? If not, consider the following factors:
o supervisory responsibility
o procedure omission
o flawed training
o flawed rules, policy, or procedure
Did any human performance factor contribute to the event?
o Boredom
Failure to follow established policies/procedures
Fatigue
Inability to focus on task
Inattentional blindness/confirmation bias
Personal problems
Lack of complex critical thinking skills
Rushing to complete task
Substance abuse
Trust

0000O0O0O0O0O0

Organization / Culture

Was staffing appropriate to provide safe care?
Did actual staffing deviate from the planned staffing at the time of the event
or during key times that led up to the event?
Was there an overall management plan for addressing risk and assigning
responsibility for risk?
Did management have an audit or quality control system to inform them how
key processes related to the adverse event were functioning?
Had a previous investigation been done for a similar event?

o Were the causes identified?

o Were effective interventions developed and implemented?
Would this problem have gone unidentified or uncorrected after an audit or
review of the work process/equipment/area?
Was required care for the patient within the scope of the facility’s mission,
staff expertise and availability, technical and support service resources?
Is prevention of adverse outcomes considered a high priority?
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The Basics of Event Investigation

What happened?
What normally happens?

Increasing
value

What does procedure require?
Why did it happen?

How were we managing it?
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Managing Errors
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s Text PAPSA to 22333 once to join

Have you ever made a mistake as a healthcare
professional?

Yes

No

Start the presentation to see live content. For screen share software, share the entire screen. Get help at pollev.com/app




“First Do No Harm”
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- Healthcare - History of Blame




Punitive Culture
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What is “Just Culture”?™

= Not to be confused with “blame
free” or “punitive” environments

= |t is about system design and
behavioral choices*

= |t is balancing system and
personal accountability*®
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Why System Design Matters...
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“To Err is Human”

Human Fallibility
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System Design vs Behavioral Component
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Three Distinct Duties

= Duty to Produce an
Outcome

= Duty to Follow a
Procedural Rule

= Duty to Avoid Causing
Unjustifiable Risk or Harm
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Duty to Produce an Outcome

0000 00
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Duty to Produce an Outcome

= Ask these questions...
— Was the duty known?
—Was it possible to produce the outcome?
— Does the social benefit exceed the risk?

—|Is the rate of failure to produce the outcome within the
expectations of whom the duty is owed?

Patient
Safet
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Duty to Follow a Procedural Rule
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The Duty to Follow a Procedural Rule

= Ask these questions...

— Was the duty to follow a rule
known to the employee?

— Was it possible to follow the rule?

— Did the employee knowingly
violate the rule?
— If the employee knowingly violated

the rule, did the social benefit
outweigh the risk?
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What Role Do Rules Play?
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Do Rules Get Violated?
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Duty to Avoid Causing Unjustifiable Risk or Harm
e, -
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The Duty to Avoid Causing Unjustifiable Risk or
Harm

= Ask these questions...

—Was the employee’s purpose to cause harm?

— Did the employee knowingly cause harm?

— Was the harm justified as the lesser of two evils?

— Did the behavior represent a substantial and unjustifiable
risk?

— Did the employee consciously disregard the substantial
and unjustifiable risk?
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Behaviors

= Human Error
= At-Risk
= Reckless

Patient
Safet
©2022 Patient Safety Authority 56 P A Authgrity



Human Error

= Human Error: inadvertently
doing other than what
should have been done:
slip, lapse, mistake.*
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At-Risk Behavior

= At-Risk Behavior: a
behavioral choice that
increases risk where risk is
not recognized or is

mistakenly believed to be

justified.
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Did you ever eat and drive at the same time?

Yes

No

Start the presentation to see live content. For screen share software, share the entire screen. Get help at pollev.com/app
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What is,rift?




To Drift is Human
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Individual Motivation







Reckless Behavior

= Reckless Behavior: a
behavioral choice to
consciously disregard a
substantial and
unjustifiable risk.
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The Three Behaviors

Human At-Risk
Error Behavior

Reckless
Behavior

Conscious Disregard of

Product of Our Current A Choice: Risk Believed
Unjustifiable Risk

System Design Insignificant or Justified

Manage through: Manage through:

Manage through

changes in: : :
g « Remedial action

« Disciplinary action

 Removing incentives
for at-risk behaviors

« Creating incentives for
healthy behaviors

* Increasing situational
awareness

* Processes
Procedures
Training
Design
Environment

Copyright 2007, Outcome
En g nnnnnnn g, LLC. All rights
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We Are All Accountable

= Across All Departments
= Across All Positions
= Across All Behaviors:

— Human error

— At-risk behavior

— Reckless behavior
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Good vs Bad Investigations

Good Investigations:
= What
= What = outcome

Bad Investigations:
= Who

= 77?7 = outcome

= Education

= System improvements

yA' Patient
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Systems

“People make errors, which lead to
accidents. Accidents lead to deaths.
The standard solution is to blame
the people involved.

If we find out who made the errors
and punish them, we solve the
problem, right? Wrong! The problem
is seldom the fault of an individual;
it is the fault of the system. Change
the people without changing the
system and the problems will
continue.”

(Norman, The Design of Everyday Things, 2013) Patient
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What questions

do you have?
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