2 ¥

-~

== = —"=

Police General [Hospital

Engagement
for Patient
Safety

W.9.9.090%0 MITLTM
NYUIIUBIYINTTY
T5ane101881529



iy, Safety

=

aumsszianlselihiiandesdnsue (oi)

Y

Fugns 11 Tuinw w.e.2554



ARANININULIZEYN General Electric waz Hitachi (Tatwe
% < U4 v A =\ c‘ai a
datiaazefinunisaaniulsg It nausnnnTue

Mitsuhiko Tanaka aaaWIN9IUL3EN Hitachi ldaanunitlawle
NelaRANaIA NN LULLASNAATLE2Y Pressure Vessels
dl < Qg/ 1 Qio/ o a A a ai v o
A uTugIunINIANLaanAunsn AR gNIRLNAsT ey
T lF T uT e mnInse@sa lvaann ey walussaengsuaung
NAB TRRAVAINANILULNAAIMNNANANALAZLITEN Hictach

—| dl =\ o 1 dl v a 16y &
L@ﬂﬂ%ﬂ@‘um@faummmwmmmﬂmqLW@ﬂﬂﬂmﬁ;imiuTﬁ
v v =\ Q” | o/ 1 1 dl o (1 Y v Aa
ANAZANLANNNITANHNARNTUAVLAINAN LN NANTI AR 1T 1994
RVUIUNVNANR LAZNATNARNANTI 3 T



‘1 Safety
»

Y
~ a = = d
HONIIATAOVT Moue 159uynFuunannHleu e

SINUNWNTIINAULATIVITATO AT 1T ANeI AaUTUIN
Ty umaiiosedanervosmsszidave1se il winue

1 Y] 4 =] = 9) v o d' 1o I~
AN sz MUeauyBesmeng seideudeiisaun lusanuilu

Y Y
ﬁ"llﬁ@!ﬁ'"lﬂi}jﬂ]@ﬁﬁWﬂugﬂiﬂu

http://www.prachatai.com/journal/2012/07/41408



“Fukushima:
The next one is your responsibility”
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Why We should Engagement for Patient Safety ?
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Over the past ten years, patient safety
has been increasingly recognized as an
Issue of global importance, but much
work remains to be done.



Why We should Engagement for Patient Safety ?

Preventable medical errors are actually on the
rise by 1% per year

There are about 1.7 million HAls and 99,000
deaths a year

There are at least 1.5 million preventable drug
events each year due to drug mix ups and
unintentional over doses

18 types of medical errors account for 2.4
million extra hospital days and $9.3 billion in
excess care

Source:Sorra J, Famolaro T, et al. Hospital Survey on Patient Safety Culture
2008 Comparative Database Report. AHRQ Publication No. 08-0039.
Rockville, MD: Agency for Healthcare Research and Quality, 2008



Why We should Engagement for Patient Safety ?

One In five patients discharged from the
hospital end up sicker within 30 days and half
are medication related

One of 10 inpatients suffers as a result of a
mistake with medications cause significant
Injury or death

Source: Safe Practices for Better Healthcare Why Implement Practices to
Improve Safety at
http://www.qualityforum.org/News_And_Resources/Press_Kits/Safe_Practices
_for_Better_Healthcare.aspx



iy~ To Error Is Human

TO ERR IS HUMAN:
BUILDING A SAFER HEALTH SYSTEM

ealth care in the United States is not as safe as it should be--and can

be. At least 44,000 people, and perha many as 98,000 people, die

in hospitals each year as a result of medical errors that could have
been prevented, according to estim from two major studies. Even using
the lower estimate, preventable medical errors in hospitals exceed attributable
deaths to such feared threats as motor-vehicle wr breast cancer, and
AIDS.

Medical errors can be defined as the failure of a planned action to be
completed as intended or the use of a wrong plan to achieve an aim. Among
the problems that commonly occur during the course of providing health care
are adverse drug events and improper transfusions, surgical injuries and
wrong-site surgery, suicides, restraint-related injuries or death, falls, burns
pressure ulcers, and mistaken patient identities. High error rates with serious
consequenc e most likely to occur in intensive care units, operating rooms,
and emergency departments.

Beyond their cost in human liv

3

ated to result in total ¢
g ted by the errors, los

billion per year in hospitals nationwide. Errors also are costly in terms of loss
' 1 of trust in the health care system by patients and diminished satisfaction by
both patients and health professionals. P: i Errors...are costly

olog in terms of loss of
BUILDING A SAFER HEALTH SYSTEM ; ioh at trust in the health
iety bears the cost of er- care system by pa-
reduced school attendance tients and dimin-
by children, and lower levels of population health status. ished satisfaction
PSR T UTE OE MR aSE AN E A variety of factors hav tributed to the nation’s epidemic of medi- by both patients

cal errors. One oft-cited proble » from the decentralized and frag: and health profes-
mented nature of the health care deliver stem,” to some sionals.

observers. When patients see multiple providers in different settings, none of

whom has access to complete information, it becomes easier for things to go

To Err Is Human: Building a Safer Health System, National Academy of Sciences.



To Error Is Human

4 -
=

The Study We Have All Heard

» Every year, over 6,000 Americans die from
workplace injuries.

« 44,000 to 98,000 patients dies a year as a result of
medical errors

» Adverse events occur in 2.9 to 3.7% of all
hospitalizations

« More than motor vehicle accident deaths in US

To Err Is Human: Building a Safer Health System, National Academy of Sciences.



s WHO Global Study (2009)

Most evidence comes from developed countries and
little from developing countries

1.5 million patients are harmed and thousands are
killed every year in USA

70% of patients’ medication histories have errors (in
some countries)

28-56% of adverse effects are preventable

10% of patients in acute care settings in developed
countries experience adverse effects

1 in 4 patients in ICUs will acquire an infection



WHO Global Study (2009)
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More than 50% of drugs were not correctly
prescribed, dispensed or sold.

More than 50% of patients took their drugs
Incorrectly (overuse, underuse or misuse of
prescription or non-prescription drugs).

Situation is worse in developing countries.

Under 40% of patients in the public sector and
under 30% in the private sector being treated
according to clinical guidelines.

www.who.int/mediacentre/factsheets/fs338/en
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Patient safety (WHO vision)

Every patient receives safe
health care, every time, everywhere.
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What is Patient Safety ?

World Health Organization definition

“The absence of preventable harm to a
patient during the process of health care.”
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10 Facts on patient safety

There is now growing recognition that patient
safety and quality is a critical dimension of
universal health coverage.

Since the launch of the WHO Patient Safety
Program in 2004, over 140 countries have
worked to address the challenges of unsafe
care.

http://mww.who.int/features/factfiles/patient_safety/en/



10 Facts on patient safety
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Estimates show that in developed countries as
many as 1 in 10 patients is harmed while
receiving hospital care.

The harm can be caused by a range of errors
or adverse events.

http://mww.who.int/features/factfiles/patient_safety/en/



10 Facts on patient safety
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Of every 100 hospitalized patients at any given
time, 7 in developed and 10 in developing
countries will acquire health care-associated
Infections (HAIS).

Hundreds of millions of patients are affected
worldwide each year.

Simple and low-cost infection prevention and
control measures, such as appropriate hand
hygiene, can reduce the frequency of HAIs by
more than 50%. http:/Awww.who.int/features/factfiles/patient_safety/en/
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10 Facts on patient safety

There are an estimated 1.5 million different
medical devices and over 10,000 types of
devices available worldwide.

The majority of the world’s population is
denied adequate access to safe and
appropriate medical devices within their health
systems.

http://mww.who.int/features/factfiles/patient_safety/en/



10 Facts on patient safety

Key injection safety indicators measured In
2010 show that important progress has been
made In the reuse rate of injection devices
(5.5% in 2000), while modest gains were
made through the reduction of the number of
Injections per person per year (2.88 in 2010).

http://mww.who.int/features/factfiles/patient_safety/en/



LA 10 Facts on patient safety

An estimated 234 million surgical operations
are performed globally every year.

Surgical care is associated with a considerable
risk of complications.

Surgical care errors contribute to a significant
burden of disease despite the fact that 50% of

complications associated with surgical care
are avoidable.

http://mww.who.int/features/factfiles/patient_safety/en/
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10 Facts on patient safety

Safety studies show that additional
hospitalization, litigation costs, infections
acquired in hospitals, disabllity, lost of
productivity and medical expenses cost some
countries a much as US$ 19 billion annually.

The economic benefits of improving patient
safety are therefore compelling.

http://mww.who.int/features/factfiles/patient_safety/en/



10 Facts on patient safety
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Industries with a perceived higher risk such as
the aviation and nuclear industries have a
much better safety record than health care.
There isa 1in 1,000,000 chance of a traveller
peing harmed while in an aircratft.

n comparison, there is a 1 in 300 chance of a
patient being harmed during health care.

http://mww.who.int/features/factfiles/patient_safety/en/



10 Facts on patient safety

»

People’s experience and perspectives are
valuable resources for identifying needs,
measuring progress and evaluating outcomes.

http://mww.who.int/features/factfiles/patient_safety/en/



10 Facts on patient safety

Hospital-to-hospital partnerships to improving
patient safety and quality of care have been
used for technical exchange between health
workers for a number of decades.

These partnerships provide a channel for bi-
directional patient safety learning and the co-
development of solutions in rapidly evolving
global health systems.

http://mww.who.int/features/factfiles/patient_safety/en/



Guiding Principles
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Focus on systems improvement
Strengthen capacity through education and
training

Learn from mistakes and minimize risks in
future

Patient center approach

Target all levels of healthcare

Apply evidence based interventions
Ensure sustainability
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(Risk, Safety, and Quality Management System)
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Emergency Room Labour Room
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Operating Room Intensive Care Unit
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Patient Safety

Goals

Quality Review

Coverage Appropriateness

Clinical Compliance

Safety Culture
& Awareness

Risk Identification Risk Prevention

Documentation Critical Incident
Reporting System Management

Coverage Timeliness & appropriateness
Use of information @ Communication

RCA
Risk Profile

Information, Monitoring, Evaluation JbGalugtgEl;
Efficiency of RM system
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Patient Safety Goals : SIMPLE
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s SIMPLE

SIMPLE A99nH 389041 1aWY 11a)) 1151 Patient Safety
Goals 1o lumsead uazsossuihvinevseanuim
melrue naziulusuina

S = Safe Surgery (2nd Global Patient Safety Challenge)

[ = Infection Control (Clean Care 11 1st Patient Safety Challenge)
M = Medication Safety

P = Patient Care Process

L = Line, Tube, Catheter

E = Emergency Response



1. Look-Alike, Sound-Alike Medication (LASA)
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2. Patient Ildentification
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4. Wrong Site, Wrong Procedure, Wrong Person Surgery
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5. Concentrated Electrolyte Solution

e.g. boncentrated KCI, hypertonic saline
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6. Medical Reconciliation
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7. Catheter and Tubing Connection
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LA WHO Patient Safety - program areas

Action area 1:

1. Clean Care Is Safer Care
2. Safe Surgery Saves Lives

Action area 2:
Action area 3:

Action area 4:
Classification

Patients for Patient Safety
Research for Patient Safety

nternational Patient Safety

Action area 5: Reporting and Learning
Action area 6: Solutions for Patient Safety



WHO Patient Safety - program areas

Action area 7: High 5s

Action area 8: Technology for Patient
Safety

Action area 9: Knowledge Management

Action area 10: Eliminating central line-
associated bloodstream infections

Action area 11: Education for Safer Care
Action area 12: Safety Prize
Action area 13: Medical Checklists
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WHO Patient Safety - program areas

Action area 1
1. Clean Care Is Safer Care

SAVE LIVES: Clean Your Hands - WHO's
global annual campaign

Announcing the 5 May 2015 Campaign theme!
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WHO Patient Safety - program areas

After 10 years of the WHO Clean is Safer Care
program, here are 10 reasons why you should be
part of it:

- Hand hygiene in health care has saved
millions of lives in the last years.

- Hand hygiene is a quality indicator of safe
healthcare systems.

- Affordable life-saving technology is available!
Alcohol-based hand rub, which costs
approximately $3 per bottle, can prevent HAI
and millions of deaths every year.



WHO Patient Safety — program areas
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WHO Patient Safety - program areas

Action area 1
2. Safe Surgery Saves Lives

The reported crude mortality rate after major
surgery is 0.5-5%.

At least half of the cases in which surgery led
to harm are considered preventable.

Mortality from general anaesthesia alone is
reported to be as high as one in 150 in some
parts of sub-Saharan Africa.



World Health | Patient Safety

Surgical Safety Checklist ¥%) Organization

A world Allance for Sater Health Cars

Before induction of anaesthesia Before skin incision Before patient leaves operating room
(with at least nurse and anaesthetist) (with nurse, anaesthetist and surgeon) (with nurse, anaesthetist and surgeon)
(J Confirm all team members have Nurse Verbally Confirms:
introduced themselves by name and role. O The name of the pracedure
O Confirm the "natlem' 's name, procedure, [0 Completion of instrument, sponge and needle
and where the incision will n'; made. counts
P . . - [J Specimen labelling (read specimen labels aloud,
=|a: mmnmw“'s R including patient name)
O Yes [J Whether there are any equipment problems to be
addressed
0 Not applicable
— — To Surgeon, Anaesthetist and Nurse:
et [J What are the key concerns for recavery and
To Surgeon: management of this patient?
[0 What are the critical or non-routine steps?
[ How long will the case take?
(J What is the anticipated blood loss?
To Anaesthetist:
[J Are there any patient-specific concerns?
To Nursing Team:
[J Has sterility (including indicator results)
been mnﬁ?med? B
] Are there equipment issues or any concerns?
Is essential imaging displayed?
O Yes
[J Not applicable
This checklist is not intended to be comprehensive. Additions and modifications to fit local practice are encouraged. Revised 1/2009 © WHO, 2009
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WHO Patient Safety - program areas

Action area 2
Patients for Patient Safety

In the area of patient and consumer
Involvement, Patients for Patient Safety Is
ouilding a patient-led, global network of

patients and patient organizations to champion
patient safety.

Patient engagement became a priority.




WHO Patient Safety - program areas
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Action area 3
Research for Patient Safety

Research for Patient Safety undertakes global
orevalence studies of adverse effects and is
developing a rapid assessment tool for use In
developing countries.




WHO Patient Safety - program areas

Ny
U7 G L

u:

Action area 4

International Patient Safety Classification
- Blood safety

- Injection and immunization safety

- Reporting and learning systems

- Nursing

- Safe surgery

- Infection control



WHO Patient Safety - program areas
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Action area 5
Reporting and Learning

Reporting and Learning aims to generate best
practice guidelines for existing and new
reporting systems, and facilitate early learning
from information available.
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WHO Patient Safety - program areas

Action area 6
Solutions for Patient Safety

“...system designs or interventions that
demonstrate the ability to prevent or mitigate

patient harm stemming from the processes of
health care.”



WHO Patient Safety - program areas
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Action area 6

Solutions for Patient Safety

- Medication Names.

- Patient Identification.

- Communication During Patient Hand-Overs.

- Performance of Correct Procedure at Correct
Body Site.

- Control of Concentrated Electrolyte
Solutions.



LA WHO Patient Safety - program areas

Action area 6

Solutions for Patient Safety

- Assuring Medication Accuracy at Transitions
In Care.

- Avoiding Catheter and Tubing
Mis-Connections.

- Single Use of Injection Devices.

- Improved Hand Hygiene to Prevent Health
Care-Associated Infections.
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WHO Patient Safety - program areas

Action area 7
High 5s

The High 5s initiative will spread best practice
for change in organizational, team and clinical
practices to improve patient safety.

The High 5s name derives from the Project’s
original intent to significantly reduce the
frequency of 5 challenging patient safety
problems in 5 countries over 5 years.



7Y, World Health
¥/¢ Organization

Service Delivery and Safety

The High 5s Project
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WHO Patient Safety - program areas

Action area 7

Three Standardized Operating Protocols
(SOPs) have been developed. These
address:

1. Concentrated injectable medicines
2. Medication accuracy at transitions in care
3. Correct procedure at the correct body site
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WHO Patient Safety - program areas

Action area 8
Technology for Patient Safety

Technology for Patient Safety focuses on the
opportunities to harness new technologies to
Improve patient safety.
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WHO Patient Safety - program areas

Action area 9
Knowledge Management

Knowledge Management will work with
Member States and partners to gather and
share knowledge on patient safety
developments globally.



WHO Patient Safety - program areas
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Action area 10

Eliminating central line-associated
bloodstream infections

WHO Patient Safety will ensure that the results
of the work in the State of Michigan, USA, to
eliminate central line-associated bloodstream
Infections is replicated in other settings, this
could change the lives of tens of thousands of
patients worldwide, especially on intensive
care patients.
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WHO Patient Safety - program areas

Action area 11
Education for Safer Care

Education for Safer Care will develop a

curricular guide for medical students as well as
other resources.



A World Alliance for Safer Hoakh Care

y World Health | Patient Safety
¥ Organization

Patient Safety Curriculum Guide
Multi-professional Edition

om ey




WORLD ALLIANCE FOR PATIENT SAFETY

WHO PATIENT SAFETY CURRICULUM GUIDE
FOR MEDICAL SCHOOLS

W
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DOWNLOAD THE GUIDE FOR FREE AT:
http/Avww.who.int/patient safety/activities/technical/medical_curriculum/en/index.html
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WHO Patient Safety - program areas

Action area 12
Safety Prize

The Safety Prize will be an international award
for excellence in the field of patient safety that
will act as a driver for change and
Improvement.
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WHO Patient Safety - program areas

Action area 13
Medical Checklists

After the success of the Surgical Safety
Checklist developed by Patient Safety last
year, which was shown to decrease morbidity
and mortality by over one-third, WHO Patient
Safety Is working on additional checklists in
order to determine If this approach is effective
In other areas of medicine as well.



Patient Safety Studies
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Having a non-punitive environment would
encourage reporting of errors and near
misses

Both the Joint Commission (TJC) and the
Centers for Medicare and Medicaid Services
(CMS) require a non-punitive environment

A person who is reckless or does something
Intentional to harm a patient should be
terminated from employment
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mebN] The Seven steps to patient safety in mental health

7 Steps 1o patient safetiy i mental heatth

The National Patient Safety Agency (NPSA)



The Seven steps to patient safety in mental health

The Seven steps to patient safety in mental
health describes a framework for mental
health organizations, staff and teams on which
to build work towards improving the safety of
service users.

The steps are part of a continuing process:
step one Is the foundation step; steps two to
seven help you build your safety culture.

The National Patient Safety Agency (NPSA)



e | [he Seven steps to patient safety in mental health

Step 1: Build a safety culture
Step 2: Lead and support your staff
Step 3: Integrate your risk management activity

Step 4. Strengthen reporting in mental healthcare

Step 5: Involve and communicate with service users and the public

Step 6: Learn and share safety lessons

Step 7: Implement solutions to prevent harm

The National Patient Safety Agency (NPSA)
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Step 1: Build a safety culture

Create a culture that is open and fair.

_ooking at what was wrong In the system

nelps organizations to learn lessons that can
prevent the incident recurring.

A mature, high-functioning safety culture will
ensure that clinical and managerial staff are
aware not only of the individual service user
risks, but also of the risks associated within
the systems that they are working.

The National Patient Safety Agency (NPSA)
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Step 1: Build a safety culture

— A
»

Individual approach Systems approach
Error prone people Error prone situations

- Individuals are - poor organizational
careless, at fault, design sets people
reckless up to fail

Find someone to blame Focus on multiple

- punish, shame and contributing factors not
train just actions of individual
‘Fix’ individual Redesign the process

The National Patient Safety Agency (NPSA)



Step 1: Build a safety culture
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Discuss with your colleagues, including
temporary staff and students, what they hope
and expect will happen when they report
something that has gone wrong.

Build into regular team meetings a prompt to
discuss any emerging risks that might need to
be reported — and agree who will report them
on behalf of the team.

The National Patient Safety Agency (NPSA)



Step 2: Lead and support your staff

=P
»

Establish a clear and strong focus on patient
safety throughout your organization.

To show that safety is a priority and that the
management of the organization is committed
to iImprovement, leaders must be visible and
active in leading patient safety Initiatives.

The National Patient Safety Agency (NPSA)



Step 2: Lead and support your staff

|

Levels of maturity with respect to a ‘safety culture’

Risk
management

IS an integral
We are part of

always on everything
the alert for that we do

risks that
We do might

something emerge

when we

our time on incident
safety?

Pathological Calculative

The National Patient Safety Agency (NPSA)
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Step 2: Lead and support your staff

Know who your own champion or lead is for
patient safety.

nvite them to visit your area, meet the team,
and explain their role.

Support individuals within your team when
something does go wrong.

The National Patient Safety Agency (NPSA)
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Step 3: Integrate your risk management activity

Develop systems and processes to manage
your risks, and identify and assess things that
could go wrong.

Patient safety is a key component of risk
management, and should be integrated with
staff safety, complaints management, litigation
and claims handling, and financial and
environmental risk.

The National Patient Safety Agency (NPSA)
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Step 3: Integrate your risk management activity

Review your structures and processes for
managing clinical and non-clinical risk.

Develop performance indicators for your risk
management system which can be monitor.

Use the information generated by your incident
reporting system and organization-wide risk
assessments to proactively improve service
user care.

The National Patient Safety Agency (NPSA)



fHﬁ Step 3: Integrate your risk management activity
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Discuss the reports your organization provides
on incidents, complaints, etc as a team, to
identify new areas your team can make
Improvements in.

Feedback any suggestions on improving the
iInformation provided to your team.

Keep risk assessment of issues affecting your
team or area active.

The National Patient Safety Agency (NPSA)



Step 4: Strengthen reporting in mental healthcare

Ensure your staff can easily report incidents
locally and nationally.

A high level of reporting within an organization
Indicates a better safety culture: the more
aware staff are of safety problems, the more
likely they are to report.

A significant barrier to reporting can be the
perception from staff that they report but
receive no feedback from their organization.

The National Patient Safety Agency (NPSA)



Yo A Step 4: Strengthen reporting in mental healthcare

Encourage your colleagues to actively report
all patient safety incidents, including those
where staff intervened and no harm came to
the service user.

Remember to thank team members who report
Incidents, and keep them in the loop on any
subsequent actions.

Give as many staff as possible an opportunity
to get involved in producing and implementing
action plans following incidents.

The National Patient Safety Agency (NPSA)



“ Step 5: Involve and communicate

Develop ways to communicate openly and listen to
service users and the public.

There are three main areas in which organizations can
Involve service users and the public in making the
service safer:

1. Involving service users and the public in developing
safer services at a strategic level.

2. Involving service users in their own care and
treatment.

3. Encouraging an open, two-way dialogue between
health professionals and service users when things go
wrong.

The National Patient Safety Agency (NPSA)



“ Step 5: Involve and communicate

Develop a local policy covering open communication
about incidents with service users and their
relatives/carers.

Provide your staff with the support, training and
encouragement they need to be open with service
users and their relatives/carers.

Support informal learning within your team, for
example asking more experienced staff to share
difficult situations they have been through with more
junior staff.

The National Patient Safety Agency (NPSA)



“ Step 5: Involve and communicate

Make appropriate apologies to service users, their
relatives/careers and your colleagues part of the
everyday response to minor things that go wrong.

Listen in a respectful and sympathetic way and know
what action to take whenever service users, their
relatives/carers or colleagues tell them they think
something is wrong.

The National Patient Safety Agency (NPSA)



Step 6: Learn and share safety lessons
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Encourage staff to use root cause analysis to
learn how and why incidents happen.

RCA technigues focus the key questions not
on ‘who is to blame for the incident?’, but ‘how

and why did it occur?’.

They pinpoint areas for change, and prompt
recommendations for sustainable solutions
that reduce the chances of the incident
happening again.

The National Patient Safety Agency (NPSA)
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Step 6: Learn and share safety lessons

Root Cause Analysis (RCA)

A structured, robust approach to incident
Investigation which looks beyond the
Immediate actions and assumed causes and
identifies the contributory factors, latent
conditions and root causes which lead to an
Incident occurring.

The National Patient Safety Agency (NPSA)



“ Step 6: Learn and share safety lessons

Ensure your team accesses the formal training
your organization offers to you in incident
Investigation.

Share lessons from RCA investigations within
team meetings, and review progress against
action points.

Seek out opportunities to discuss each other's
learning from investigations, for example,
visiting a team similar to yours in a
neighbouring organization.

The National Patient Safety Agency (NPSA)



—HK] Step 7: Implement solutions to prevent harm

Embed lessons through changes in practice,
processes or systems.

The National Patient Safety Agency (NPSA)



?‘Hﬂ Step 7: Implement solutions to prevent harm

Implementation methods which work are:

1. The use of collaboratives and simple
clinically-led interventions.

2. Use of respected individuals or peers who
can influence others to change behaviour and
practice — ‘the opinion leader model’

The National Patient Safety Agency (NPSA)



Step 7: Implement solutions to prevent harm

P
»

Implementation methods which work are:

3. Multi-modal methods using interactive

educational meetings, audit, triggers,
reminders, ritual practices and feedback.

4. social marketing and behavioural change
Initiatives.

The National Patient Safety Agency (NPSA)



Step 7: Implement solutions to prevent harm

Solutions to Prevent Harm
Address root causes

Make designs of equipment, systems,
processes, more intuitive

Make wrong actions more difficult
Make Incorrect actions correct
Make It easier to discover error

“Telling people to be more careful doesn'’t
work”

The National Patient Safety Agency (NPSA)



LA Step 7: Implement solutions to prevent harm

Always explain and justify proposed changes
In practice; aim to win hearts as well as minds.

Where you've successfully implemented a
change, share the secrets of your success
with peers.

When you are sent Rapid Response Reports,
quickly review what your team needs to do,
and make sure all your colleagues know too.

The National Patient Safety Agency (NPSA)
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Examples of Compliance

Have a patient safety plan
Do an report card, use trigger tools

Board report at least yearly, consider more
frequent, written reports of sentinel events,
and whether patient informed

Have a patient safety committee

Do education for staff to make sure they know
near misses must be included in definition of
medical error

Do patient safety walkabout rounds by senior
leaders
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Examples of Compliance

Ensure MS participation in patient safety
Have safety department champion

Have a user friendly RCA and FMEA form

Do more than just one FMEA a year but know
why you picked them (transfusion, infant
abduction, medication error, inpatient suicide)
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Happy workplace

Best practice

Story telling / Lesson learned
Knowledge management
CoP

Innovation

Edutainment
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