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Patient Safety



How do we define patient safety?

pa·tient [pey-shuh’nt]   safe·ty [seyf-tee]
(n) freedom from unintended injury associated with 
the provision of healthcare services

• Ensuring patient safety involves the establishment 
of operation systems and processes that minimize 
the likelihood of errors and maximize the likelihood 
of intercepting them, so patient harm will not 
occur.
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You’ve probably heard the term “patient safety,” but we want/need to be clear about how we (at UMHC) define it.
Patient safety is the freedom from unintended injury associated with the provision of healthcare services. That means that we do everything we can to prevent harm to our patients while they are in our care.
When we say prevent “harm” to patients, we are referring to avoiding things like:
A patient who slips and falls
A nurse accidentally giving the wrong medication
A physician operating on the wrong person
So, preventing harm sounds straightforward and like an obvious thing to do. However, it’s actually very difficult. These things happen because healthcare is delivered by humans…and humans make errors. There is nothing we can do to change that.
So, we must design systems and processes that minimize the likelihood that our human error will reach the patient and cause harm.




Who is responsible for patient safety?

• EVERYONE who enters our organization
– Employees
– Students
– Patients
– Visitors
– YOU!
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Who is responsible for ensuring patient safety? Anyone want to guess?
Everyone!
Our employees are the first-line defense for protecting our patients and this does not just include direct patient care providers
What are ways that you, in your role as an employee at the medical center, can impact patient safety? <ask for examples from the group>
Students that are providing patient care are just as responsible for patient safety as our employees. 
Patients and visitors are also responsible for patient safety. The best way they can help to provide a safe environment is to take an active role in their care delivery—ask questions, don’t sign anything that you don’t understand, and get involved in every aspect of their care. We teach our patients to ask questions, for example, to ask their healthcare provider if they washed their hands before entering their room.
So, ultimately we are all responsible, and that includes you! And it takes all of us working together to get it right!
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So if we are all responsible, then what are we doing to ensure our patients are safe while we are providing them care?
	We are all working to create a culture of safety within our organization.

Changing the culture of an organization is not easy to do, but we owe it to our patients to constantly work towards it.
There are five components of a culture of safety that are included in the organization’s patient safety plan
Flexibility—the organization can default to letting the person most knowledgeable lead, instead of the person at the top of the chain of command. (For example, if a fire occurs the Fire Safety Officer is in charge—not the CEO; and during surgery, if the patient’s airway becomes dislodged, the anesthesiologist becomes the leader, and the surgeon steps aside). 
WHAT WE DO: We teach concepts of teamwork so that a hierarchy does not exist. 
Informed—employees are aware of environmental factors that affect safety. Such as, what to do when they see a puddle of fluid in the floor, or how to keep patients and visitors safe around chemotherapy drugs. 
WHAT WE DO: We teach employees about the safety hazards in their particular environments
Just—an working environment of trust is established and everyone is comfortable speaking up about issues that could potentially cause harm or hazards
WHAT WE DO: We have a Disruptive Behavior Policy that protects all employees. If you speak up about a safety issue that concerns you and someone becomes “disruptive” (either active or passive), you will report that person and he/she will face consequences by their director. This policy includes ALL who work at UMHC—housekeepers, managers, physicians, etc. 
Reporting—people acknowledge their errors and near-misses and report them to prevent others from making the same mistakes, and they are not concerned about retribution.
WHAT WE DO: use our occurrence reporting system—the Patient Safety Net to report errors or concerns
Learning—the organization learns from mistakes made and implements changes to prevent them from occurring again
WHAT WE DO: share lessons learned from patient safety events to all areas throughout our organization




Learning from our Errors
• Reporting

– Sentinel events
– Unsafe acts
– Near misses

• How to report
– Occurrence reporting system
– Supervisor
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There are different kinds of errors—some that reach patients and others that don’t. We can learn from all of these.
A sentinel event is an unexpected occurrence involving death or serious injury (such as the loss of limb or function). Such events are deemed “sentinel” because they signal the need for immediate investigation and response. 
Example: operating on right leg, when it should have been the left leg
An unsafe act may be a routine or process that we realize is actually unsafe or has the potential for harm. Once identified, we can make changes to prevent an error from actually occurring. 
Example: Transporting pediatric patients to the radiology dept without a parent. (Pt gets left alone in waiting room following procedure while waiting for Ambassador Services).
A near miss is an occurrence that did not affect the outcome, but for which a recurrence carries a significant chance of a serious adverse outcome. 
Example: Almost giving the wrong medication to a patient because two pills look just alike
In order to prevent sentinel events, we need to learn from the information reported regarding sentinel events, unsafe acts, and near misses
There are several ways to report these events: online reporting system (Patient Safety Net) and/or reporting to your supervisor.



National Patient Safety Goals
• Patient identification
• Communication among caregivers
• Medication safety
• Reduce healthcare-associated 

infections
• Medication reconciliation
• Identify patient safety risks
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We are accredited by the Joint Commission – this is an internationally recognized organization that is focused on safety and quality of care we provide.  They set the accepted standards of care that we must meet.
TJC has an entire chapter dedicated to safety – the National Patient Safety Goals were developed because of repeated sentinel events at TJC organizations across the country.  The major categories are listed here with many more specific requirements for each one.
Patient Identification is making sure we are doing the right thing at the right time in the right way for the right patient.  For example, there are specific identifiers used for patients with armbands and for patients without armbands.  We use those identifiers every single time we give a medicine, take blood, transport the patient…any interaction we have with that patient.
Communication issues among caregivers is one of the main contributing factors leading to errors.  This involves shift to shift report, a physician handing off to another physician, when a physician calls an order in to a nurse and she must write it down and read it back to ensure accuracy, when a patient is taken to radiology or any other area for care – making sure the transport staff have the information they need for that patient, making sure the receiving department has the information they need as well.  
Medication safety is very involved and very important.  Errors that come from medication safety issues are usually the ones you hear in the news or in the public.  You probably are aware of the error made with the Dennis Quaid babies, they received an incorrect medication dose.
Reducing healthcare associated infections – if you hear nothing else remember this…wash your hands, wash your hands, wash your hands…also use the alcohol foam.  
Medication reconciliation is making sure that at various points in the patient’s stay, we are reconciling the list of medications to be sure everything is correct.

For patients that come to us with mental or emotional issues, those patients are assessed to determine if they are at a higher risk for suicide.  If so, there are specific interventions that are put in place to keep that patient safe.
These goals are our foundation for providing safe patient care.




Performance Improvement



What is Performance Improvement?

• A continuous effort to find new and better 
ways of doing things

• Improving our performance by using and 
applying
– Best practices
– Evidence based medicine
– Improvement ideas 
– Success stories
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What does performance improvement mean to us? 
Always working to improve the services we provide to our customers

How do we improve? 
-By using best practices, evidence based medicine, great improvement ideas and successes



Who is responsible for PI?
• All of us each day have the responsibility to 

improve the safety and quality of care we 
provide to our customers
– Teams
– Projects
– PDSA reporting
– Personal, departmental, and unit based 

improvement initiatives
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Who is responsible for performance improvement? 
Everyone has the responsibility  to  improve the safety and quality of care we provide to our customers. 
Each of us have the opportunity to do so by:
Participating with teams or projects
PDSA reporting
Personal, departmental, and unit based improvement initiatives



How do we choose what to improve?
• UHHS Performance Improvement Plan 

– Communicates the methodology for how we will identify, 
prioritize, plan, measure, evaluate, and improve our 
systems, processes, and outcomes across the continuum of 
care    

• Quality Boards and UHHS Leaders
– Develop strategic plans, priorities, and expectations
– Oversee the performance improvement process to 

accomplish desired goals for health, service, and cost 
outcomes
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How do we choose what to improve? 
The UHHS Performance Improvement Plan provides a planned and managed approach for performance improvement. The PI Plan communicates the methodology for how we will identify, prioritize, plan, measure, evaluate, and improve our systems, processes, and outcomes across the continuum of care

All performance improvement initiatives support the mission, vision, and values of UHHS

Each year the Quality Boards and UHHS Leaders develop strategic plans, priorities, and expectations for opportunities to improve. They oversee these opportunities and provide support to accomplish the desired goals for health, service, and cost outcomes.



UHHS Model of Improvement

Plan

Do

Act

Study
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The UHHS Model of Improvement is the Plan, Do, Study, Act (PDSA) cycle. Now, the PDSA cycle is also referred to  as the Deming cycle. Edward Deming was an American statistician who developed PDSA. It is a simple yet powerful tool that facilitates continuous improvement and learning. 
It provides a problem solving process that is organized and concise. 

In the Plan step, you establish your plan
In the Do step, you carry out what was planned
In the Study step, you review the data and results from what was done
In the Act step, you determine what actions to take to improve





Regulations and Guidelines
• TJC – The Joint Commission 
• Large impact including public perception, residency 

programs and reimbursement
• Four surveyors for 5 days - typically
• Unannounced surveys began  January 2006
• Our last survey – February 2009
• Tracer activities compose the majority of the survey -

“Traces” a number of patients through the entire 
health care process

• Surveyors interact primarily with front-line staff
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TJC accreditation is an indicator of excellence and the importance of maintaining our accreditation status is significant.  Because our customers are very aware and knowledgeable, accreditation is important to the public’s perception of the care and service we deliver.  All residency programs depend on our accreditation.  Reimbursement can even be affected by our accreditation status.
UHHS typically has a 5 day surveyor with 4 surveyors
We should embed TJC standards into our routine operations – they should be  followed all the time, not just during survey.  To further this goal, TJC no longer announces when the survey will take place, they arrive with no notice.  Unannounced surveys began in 2006.  Our last survey was in February 2009.  The next survey could be at any time.
Surveyors spend the majority of their time conducting tracer activities – they identify a patient and then visit all of the areas / services experienced by that patient.  This helps the surveyors get a very good idea of the care and service provided.  It also enables them to spend the majority of  their time with front-line staff.  



Current Measures Available
• Quality Data Management 

(QDM)- Patient Satisfaction

• TJC Standards and Patient 
Safety Goals 

• Restraint Use

• Procedural Sedation

• Organization Wide Initiatives

• Pain Assessment

• Customer Care Connection

• Scorecards and Report cards

• QDM HCAHPS Patient 
Satisfaction

• Mock Survey Reports

• Morehead Survey Results

• CMS/TJC Core Measure 
areas
– Acute myocardial infarction
– Heart failure
– Pregnancy and related 

conditions
– Children’s asthma care
– Pneumonia
– Surgical care
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Data results can be used to identify opportunities  and guide strategic planning. You can see some of the current measures available to the organization are: patient satisfaction, TJC standards, survey reports, scorecards, and core measures.



Information and Education
• UHHS Leadership Meeting
• Healthstream modules

– Performance Improvement
– PDSA Training
– Apparent Cause Analysis

• Websites
– http://pi.umc.edu/ and 

http://patientsafety.umc.edu/

Presenter
Presentation Notes
Information is available through attending or viewing the UHHS Leadership Meeting. 
Education is available through Healthstream. We have two Performance Improvement modules, a PDSA Training module, and an Apparent Cause Analysis module. 

Our websites are valuable resources for the latest information, performance results, education, recognition, and contact information. Please visit them. 

http://pi.umc.edu/�
http://patientsafety.umc.edu/�
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