APPENDIX 6




N

Housekeeping

@ To ensure the webinar is free of disruptions, please place all
your phones on MUTE.

@Please press # # 1 to MUTE. Press # # 1 again to UN-MUTE.

®When logging on to the webinar, please include your name and
your institution acronym.

®You may use the chat function located on the right of your
screen for any questions or comments. A response will be
provided to you as soon as possible.

@©To receive CME credit, please complete your sign-in sheet
(ensure your Iinstitution name is also recorded) and forward to
or fax to 916-691-0658 within the
next two business days.

@ A random post-evaluation survey will be conducted three
months following the CME Activity. Your prompt response Is
appreciated.
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The authors and presenters have
no financial relationships to report

Please mute your phones and please do
not answer your phone while on this call





Health Care Services

Patient Safety

Patient Safety Committee Members

Adapted from VA National Center for Patient Safety
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Objectives

» Describe how a “culture change” can
contribute to improved Patient Safety.

* Describe how the Institute of Medicine's
report “To Err iIs Human” used examples
from other industries to highlight the
need to avoid a “culture of blame” when
designing safer systems.

* Explain 3 ways health care staff may be
Involved In implementing the Patient
Safety Policy and Procedure.
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What Is patient safety?

* Patient safety iIs the identification
and control of hazards that could
cause harm to patients

* Patient safety iIs the prevention of
harm or Iinjury to patients

* Is Patient safety a euphemism for
medical error? Not really...

= Medical error is poorly defined and has
often been a euphemism for blaming an
individual





Prevalence of Medical Errors

Institute of Medicine (2000):

- Annual patient deaths attributed
to medical error in US hospitals:

44,000 — 98,000

« Estimated cost: $17 — $50 billion





96%0 - 98% Reliability in Hospitals?

* Retrospective studies (srennan, et al, 1991)
= 2-49%0 of hospitalizations
s (10-40% including close calls)

* What would 99.9% reliability mean?

= 2 unsafe plane landings per day at O’Hare Airport

= 22,000 checks/hr deducted from wrong bank
account

= 20,000 Incorrect prescriptions every year
= 500 Incorrect operations each week

* Including close calls: multiply above numbers by
20 to 40X — Hospital Reliability





MYTH: Patient Safety Is only
relevant to Inpatient settings

* Total number of errors and deaths were
greater for outpatient settings.

* One-third of all malpractice claims were
the result of misdiagnosis.

e Out of 351 outpatient encounters:
= 23.6% had medical errors and preventable

adverse events
- Patient harm occurred In 24%
- Potential for harm in 70%

+ Phillips RL, Bartholomew LA, Dovey SM, Fryer GE, Miyoshi TJ, Green LA (April 2004). "Learning from
malpractice claims about negligent, adverse events in primary care in the United States". Qual Saf Health Care

13 (2): 121-126.
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Known Errors

« Known errors are the
“tip of the iceberg”

= Many errors are “near
misses”

= Frequently are not
detected or reported
= Due to prevailing error

culture, many errors are
hidden
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What About Our Numbers?

I Preventable Death Rate per 100,000 Inmates

Linear (Preventable Death Rate per 100,000

2006 2007 2008 2009 2010 2011
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CCHCS Death Reviews 2011

Lapses of Care Types 2011
#1 - Failure to recognize, identify or adequately evaluate =
0
important symptoms or signs
#2 - Failure to follow established guidelines for evaluation T
and/or management of specific condition
#4 - Failure to adequately pursue abnormal test results 8%
#5 - Failure of provider communications including botched
6%0
handoffs
#6 - Fragmentation of care such that individual responsibility o
for patient is waived
#8 - Medication prescribing errors 6%
Total number of cases with lapses identified among 388 deaths 252
Percent of total lapses due to #1, 2,4,5,6, & 8 70%

Findings From Dr. Kent Imai’s 2011 Analysis of CCHCS Death Reviews
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Patient Safety Quiz

1. CCHCS/DHCS has a culture where it is
“okay” to report errors. On scale of 1-10.

2. CCHCS/DHCS has a culture of continuous
quality improvement. YES NO

3. The cause of virtually every Sentinel Event
IS a blameworthy act. YES NO

4. How familiar are you with the Root Cause
Analysis process? On scale of 1-10.





|
Patient Safety Quiz-Results

1. 30% of respondents believed it was “not okay to
report errors” within the CCHCS/DHCS
healthcare system.

2. 25% said they do not think CCHCS/DHCS has a
culture of “Continuous Quality Improvement”.

3. 29% of respondents “don’t know” if the cause of
most “Sentinel Events” Is a blameworthy act.

4. 0Only 20% of respondents were “somewhat
familiar” or “very familiar” with the “Root cause
Analysis process” and 50% have never
participated Iin a Root Cause Analysis.
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Traditional Approach to Medical Errors

* “Name, blame, and shame”

» “Get the culprit” — specific individuals
responsible for errors are disciplined,
demoted, or discharged

« Attributing the mistakes to personal:
e “Fallures”
e Carelessness, lack of motivation
 Incompetence, stupidity
* Negligence





A More Productive Approach

 Recognize that people don’t come to work
to hurt someone or make a mistake

« Systems Issues > Individual’s Fault or
Problem

« Common vulnerabilities can be found and
fixed for EVERYONE, not just one person
or place
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Swiss Cheese Model of Cause*

*James Reason from Soule (2006)

 Insufficient protective barriers

| N Equipment
Mixed Punitive Sporadic manual
message policy training ynavailable

TRIGGER
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O OO

SATON LpoiicY LgiNG TRANING

Adverse
Event
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Shift the Focus: Person - System

Person approach System approach
Focus is on individuals Focus Is on the conditions &
environment in which individuals
work
Blaming individuals for Building tolerance in a system of
forgetfu'ness’ inattention, work to rEd_uce harm or m|t|gate
carelessness, or poor production Its effects
Methods: poster campaigns, Methods: create or redesign a
writing another procedure, better system
disciplinary measures, threat of
litigation, retrain, blame, shame
Target: Individuals Targets: System (team, tasks,
workplace, organization, physical
environment)
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Said Another Way...

« Human error Is a symptom of
trouble deeper In the system (it is
the starting point, not the end)

* To explain faillure, do NOT try to find
where people went wrong

* Find how people’s assessment and
action made sense at the time,
given the circumstances that
surrounded them





“To Err 1Is Human”

“You can’t change the human condition but
you can change the conditions humans
work in.”
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Change the System

Potential
adverse
events

?-—-.,.

Policy writing, Standardizing, | | Automation Improvements

training simplifying Eﬁ’ to devices,
- architecture
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Free Pass?

* Does that mean we have a completely
“blame-free environment”?

* Not quite, as you will see in a minute.

« We are still accountable for overtly reckless
behavior and “blameworthy acts” defined as:

= a criminal act

= purposefully unsafe act

= patient abuse of any kind

= substantial and unjustifiable risk
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High Reliability Organizations (HRO)

« HROs are organizations with systems in
place that are exceptionally consistent in
accomplishing their goals and avoiding
potentially catastrophic errors.

* Lessons borrowed from industry
s Nuclear Power & Aviation

- Safety Is always on the “agenda” —
especially for top management

« Embrace information from close calls and
hazard analysis
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Aviation's methods -

Medicine's applications

* Checklists: evidence-based protocols

« Teamwork training: ''crew resource
management”

* Briefings, debriefings, and timeouts
@ IﬂCldent repOrt|ng SyStemS (allow anonymous report)
« Simulator training in medicine

- Standardization of equipment /
environment
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Crew Resource Management

Improving communication among providers, nurses
and others to spot mistakes before they happen and
be aware of the clinical situation as it develops.
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CCHCS/DHCS Definition:

@ Adverse/Sentinel Event: An event or
series of events that cause the death
or serious disability of a patient,
personnel, or visitor.

©®CCHCS/DHCS Patient Safety policy,
adverse events Include
® sentinel events*
® unusual occurrences**.

* As described in the California Health and Safety Code 1279.1

** As described in California Code of Regulations, Title 22, Division 5, Chapter
1, Article 7, Section 70737.
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Adverse and Sentinel Events

Adverse Events Sentinel Events
®* never events °* any unanticipated
* hospital-acquired event in a healthcare
conditions setting resulting In
* events that required death or serious
life-sustaining physical or
intervention psychological injury to

a patient or patients,
not related to the
natural course of the
patient’s iliness

* events that caused
prolonged hospital
stays, permanent
harm, or death
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Near Miss (aka close calls)

@ Near Miss: An event or situation that
could have resulted in an
adverse/sentinel event but did not,
either by chance or through timely
Intervention.

® Close calls 10-100x > adverse events

e Noting and dealing with them is a marker
for HRO, culture of safety

e People more willing to analyze and delve
Into close calls (less shame?)
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Root Cause Analysis

* Root Cause Analysis Is a
standardized, rigorous, and

structured process by which:

= a multi-disciplinary team reviews a health
care incident, near miss, or
adverse/sentinel event

s determines the fundamental reasons why
or how the event occurred

s creates an improvement plan to prevent
the event from occurring in the future
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“Culture of Safety”

“Culture of safety” encompassed these

key features:

* Acknowledgment of high-risk nature of our work and
determination to achieve consistently safe operations

 An environment where individuals are able to report
errors or near-misses without fear of reprimand or
punishment

 Encouragement of collaboration across ranks and
disciplines to seek solutions to patient safety
problems

* Organizational commitment of resources to address
safety concerns
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CCHCS/DHCS is ...

...committed to a Culture of Safety

* Performance Improvement Culture Statement
- Patient Safety Program Policies & Procedures
« HQ Patient Safety Committee

* Medical Oversight Program (MOP) disbanded

s Non-Blameworthy Acts — Root Cause Analysis
and Improvement Plan, Peer Review

= Blameworthy Acts — Hiring Authority, Office of
Internal Affairs

» Revising the Adverse/Sentinel Event reporting
process

- HQ and field staff training on Root Cause Analysis





Creating a Performance
Improvement Culture

Safety Culture
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Changing Our Culture

ATTACHMENT II

CALIFORNIA CORRECTIONAL HEALTH CARE SERVICES

PERFORMANCE IMPROVEMENT CULTURE STATEMENT

Patient safety is the fundamental responsibility of every individual in the correctional health care delivery system. To
promote an effective performance improvement program, CCHCS actively cultivates a culture of continuous learning and
improvement where all staff focus on making health care delivery processes and outcomes as safe and effective as
possible and developing and implementing systems that support sustainable, high-quality performance.

CCHCS RECOGNIZES THAT . . .

* Human error is inevitable and we continually strive to monitor and improve systems to prevent errors.

+ Most incidents of unfavorable variances from expected patient care involve process or system breakdowns that
must be addressed before performance can reliably improve.

* A punitive environment does not fully take into account systems issues, nor does a blame-free environment
hold individuals appropriately accountable.

* A culture of learning and improvement recognizes that people operate within processes and systems and can
make mistakes; acknowledges that even competent people can develop erroneous patterns of behavior, yet has
zero tolerance for reckless behavior, blameworthy acts and delayed reporting of care incidents.

+ To effectively identify opportunities for improvement and resolve system problems, CCHCS staff at all reporting
levels must be able to report care incidents without being subject to unjust punitive investigation and penalties.

CCHCS STAFF WILL.. ..

* Support a learning environment that encourages and fosters the reporting and review of all errors, near-misses,
adverse events, and system weaknesses.

e Critically analyze existing processes to proactively identify potential problem areas and opportunities for
improvement.

* Proactively analyze processes, design and improve systems to support a safe patient care environment.

* Promote collaboration across ranks and disciplines to find sustainable solutions to patient safety issues.

* Respond quickly and reasonably to actions, decisions, and behaviors that may result in unsafe acts, realizing
that most actions, decisions, and behaviors do not warrant corrective or adverse action. The most severe
penalties, such as demotion, reduction in pay, suspension with or without pay, and termination, are reserved
for reckless behavior and blameworthy acts and, as warranted, delayed reporting.

* Report discovered patient care incidents within the timeframes prescribed in relevant Policies and Procedures.

+ Use standardized algorithms based upon learning and improvement concepts to determine individual
accountability.

A BLAMEWORTHY ACT . . .

Although performance improvement processes will primarily target the identification and resolution of process
breakdowns, reckless behavior and blameworthy acts discovered in this context will be appropriately addressed to
ensure patient and staff safety. Reckless behavior includes situations in which an individual takes a substantial and
unjustifiable risk that may result in patient harm. A blameworthy patient care act possesses one of the following three
characteristics: i

involves a criminal act, a purposefully unsafe act, or events involving patient abuse of any kind.
Reckless behavior, a blameworthy act, intentionally withholding information, or providing misleading or false
information may result in adverse action in accordance with the Disciplinary Matrix.
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Changing Our Culture

Patient safety Is the fundamental responsibility
of every individual in the correctional health
care delivery system. To promote an effective
performance improvement program, CCHCS
actively cultivates a culture of continuous
learning and improvement where all staff focus
on making health care delivery processes and
outcomes as safe and effective as possible and
developing and implementing systems that
support sustainable, high-quality performance.
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Changing Our Culture

This organization recognizes that . . .

* Human error is inevitable and we continually strive to monitor
and improve systems to prevent errors.

« Most incidents of unfavorable variances from expected patient
care involve process or system breakdowns that must be
addressed before performance can reliably improve.

= A punitive environment does not fully take into account
systems issues, nor does a blame-free environment hold
iIndividuals appropriately accountable.

< A culture of learning and improvement recognizes that people
operate within processes and systems and can make
mistakes; acknowledges that even competent people can
develop erroneous patterns of behavior, yet has zero tolerance
for reckless behavior, blameworthy acts and delayed reporting
of care incidents.

« To effectively identify opportunities for improvement and
resolve system problems, CCHCS staff at all reporting levels
must be able to report care incidents without being subject to
unjust punitive investigation and penalties.
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Changing Our Culture

Staff will . . .

» Support a learning environment that encourages and fosters the
reporting and review of all errors, near-misses, adverse events, and
system weaknesses.

- Critically analyze existing processes to proactively identify potential
problem areas and opportunities for improvement.

* Proactively analyze processes, design and improve systems to support
a safe patient care environment.

» Promote collaboration across ranks and disciplines to find sustainable
solutions to patient safety issues.

» Respond quickly and reasonably to actions, decisions, and behaviors
that may result in unsafe acts, realizing that most actlons decisions,
and behaviors do not warrant corrective or adverse action. The most
severe penalties, such as demotion, reduction in pay, suspension with
or without pay, and termination, are reserved for reckless behavior
and blameworthy acts and, as warranted, delayed reporting.

» Report discovered patient care incidents within the timeframes
prescribed in relevant Policies and Procedures.

* Use standardized algorithms based upon learning and improvement
concepts to determine individual accountability.
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Changing Our Culture

A Blameworthy Act . . .

Although performance improvement processes will
primarily target the identification and resolution of
process breakdowns, reckless behavior and blameworthy
acts discovered in this context will be appropriately
addressed to ensure patient and staff safety. Reckless
behavior includes situations in which an individual takes a
substantial and unjustifiable risk that may result in
patient harm. A blameworthy patient care act possesses
one of the following three characteristics: it involves a
criminal act, a purposefully unsafe act, or events
Involving patient abuse of any kind. Reckless
behavior, a blameworthy act, intentionally withholding
mformatlon or providing mlsleadlng or false information
may result in adverse action in accordance with the
Disciplinary Matrix.
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Performance Improvement Culture

The performance improvement culture
concept teaches us to shift our attention
from retrospective judgment of others,
focused on the severity of the outcome,

to real-time evaluation of behavioral
choices In a rational and organized manner.
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Patient Safety Program

1
g HEALTH CARE SERVICES

VOLUME 3: QUALITY MANAGEMENT Effective Date: 5/15/12
CHAPTER 7: PATIENT SAFETY Revision Date(s):

3.7.1: PATIENT SAFETY PROGRAM POLICY Attachments: Yes [ | No [

3.7.1: Patient Safety Program Policy
3.7.2: Adverse/Sentinel Event Review Policy

Procedures

3.7.4: Patient Safety Committee

3.7.5: Initial Triage/Assessment of Adverse / Sentinel Events
3.7.6: Institution Response to an Adverse/ Sentinel Event
3.7.7: Headquarters Adverse/Sentinel Event Committee





Patient Safety Committee (PSC)

* Multi-disciplinary
= Nursing
= Mental Health
= Dental
- Medical
= Allied Health
= Custody
o [nstitution CEQO’s
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HQ Patient Safety Committee (PSC)

* Decrease risk to patients
* Adverse/Sentinel Event reporting process
 Encourage reporting “near-misses”

* Disseminate Patient Safety Alerts
statewide

» Assist in redesign of healthcare processes

» Statewide training and support for “Root
Cause Analysis”
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Conclusions

« Patient Safety Is focused on the
system and not the individual

- Patient Safety Is proactive with a
focus to prevent patient harm

 We are interested In:
= What happened
= How It happened
= Why It happened
s What we are going to do to
prevent it from happening again

= And, how we are going to
measure whether or not our
Interventions are working
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Additional Training Sessions

Health Care Services Patient Safety
(Applicable for Continuing Professional Education Credit)

Tuesday, 12/04/12, 9:00AM-10:00AM
Tuesday, 12/04/12, 1:30PM-2:30PM
Thursday, 12/06/12, 7:30AM-8:30AM
Tuesday, 12/11/12, 3:00PM-4:00PM

Webinar and teleconference information:
www.webmeeting.att.com
Dial-in/Login Number: 866-249-5279
Passcode: 512499
Please call into the teleconference and sign onto the webinar.






Additional Training Forthcoming

» Establishing a Patient Safety Culture

* Health Care Incident Reporting
= Types of Reportable Incidents and How
to Use the New Reporting System
* Root Cause Analysis (RCA)

s RCA Requirements and How to
Complete a Thorough and Credible RCA




http://www.wellsphere.com/viewGroupPhoto.s?showclean=true&id=19436�



Questions?

Al“"‘_“

It’s Safe a;es S,

)‘s to ASK

a)
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To receive CME credit, please complete evaluations
and sign-in sheet within 2 days to:

CMEReview@cdcr.ca.gov
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