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“Risks are uncertain future events that
could impact on the organization's
ablility to achieve its objectives.”

Getting on Board, A governance resource guide for arts organizations, prepared by
Graeme Nahkies for Creative New Zealand, Revised Edition, 2014.
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Health Care Defects

In the U.S. health care system:
@ 7 percent of patients suffer a medication error

@® On average, every patient admitted to an intensive care unit
suffers an adverse event

® 44,000 to 99,000 people die in hospitals each year as the
result of medical errors

@® Over half a million patients develop catheter-associated
urinary tract infections resulting in 13,000 deaths a year

@® Nearly 100,000 patients die from health care-associated
infections (HAIs) each year, and the cost of HAIs is $28 to
$33 billion per year

@® Estimated 30,000 to 62,000 deaths from central line-
associated blood stream infections per year 3
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How Can These Errors Happen?

People are fallible
Medicine is still treated as an art, not a science
Systems do not catch mistakes before they reach the patient
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Introduction to Adverse Events

Adverse event: An injury to a patient caused by medical
intervention rather than by the underlying disease or
condition of the patient

The mission of health care providers is to help and care for
patients without harming them, but adverse events
happen

When an adverse even occurs, it can be difficult for a
health care worker to take ownership and communicate
with the patient and family

Prompt, compassionate, and honest communication with
the patient and family after an adverse event is essentiah




(".i.“, ANTUNIUSIIAMATHANTUNYIUIA
o (29ANISHRIT)

Immediate Response to an
Adverse Event

Care for the patient
Report to the appropriate parties

Communicate with the patient (who, what,
when, where, and why)

Document the event in the medical record
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Next Steps in Responding to an
Adverse Event

Investigation

Continued communication with the patient
and family

Apology and remediation

System and process improvement
Measurement and evaluation
Education and training
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The Science of Safety

Every system is perfectly designed to achieve its end results
Safe design principles must be applied to technical work and
teamwork

Teams make wise decisions when there is diverse and
independent input

(1)
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System-Level Factors Affect Safety

Institutiong]

Patient
Characteristics

(1)
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Three Principles of Safe Design

Create
Standardize independent

Learn from

e defects
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Five-stape Process:

1

Create a Risk
Management

2

Understand

your Risk

Factors

Identify your
internal and
external
stakeholders and
hiow they
influence and
affect the
achievement of
your

organisation’s

purpose.

<

Define Your
Risks

Identify ywour
rizks and rate
their probability
and impact.

4

Manage Your

Decide how you
will manage the
rizk=, who will
be responsible,
and how the
plan will be
implemented.

Stakeholder engagement and participation

5

Monitor and
Rewiew

Comntinue to
Mmanage your
risks and review

your risk

management_
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Establishing the context -

Risk Identification

Risk Analysis

Monitoring and Review
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Communicate and consult
Who are the stakeholders and what are their objectives?

| | | | |

Establish Identify the Analyse the Evaluate Treat

the context risks risks the risks the risks
What do we i What might i W.hat will Lo In what order La How should
need to take happen? this mean for should we we best
into account, How, when our deal with deal with
what are our and why? objectives? them? them?
objectives?

! | | | |

Monitor and review
Have the risks and controls changed?




Communication and Consultation
Stakeholder and Community Liaison

Figure 1
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Establishing the context

What are our objectives for Coastal
Zone Management?

WWihat ars o Perfomancs
Indicators™

Risk Assessment

-

RisK ldentification

Wivhat are the |t mnatural and
SOy Lty asseis ai risk fromm
wvarous coastal hazards? (e.g. beach
erosion, long term recession, coastal

mnmundation etc)
-

Y

Risk Analysis

What ars the likslihood and the
conssquence associated  with each
coastal nsk?

Wihai s the owverall level of risk {(high,

mesdin, low 7
-

Risk Evaluation

Wihat is a tolerable level of risk™
Are thers controls § mitigating actions
already in place?

[

¥

Monitoring and Revi

r

RisK Treatment Opticons

What measurss camn be wused to
reduce the risk to a tolerable lewvel?
VWwhat are the costs and benefits of
the measures?

At wihat trigger lewvel do e
implemasnt the measuras fgiwing
sufficient time for implementaton )?

+

Implemeaent Manageament
Strategies

l

Indicators being met? Has the level of risk changed over time?

Management

ISO 310000: 2009 Risk Assessment Framework Adapted to Coastal

= =
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Keys to Assembling the Team

Understands that patient safety culture is local

Composed of engaged frontline providers who take
ownership of patient safety

Includes staff members who have different levels of
experience

Tailored to iInclude members based on clinical
Intervention

Meets regularly (weekly or at least monthly)
Has adeguate resources
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Barriers to Team Performance

Inconsistency in team membership
Lack of time

Lack of information sharing
Hierarchy

Varying communication styles
Presence of conflict

Lack of coordination and follow-up
Misinterpretation of cues

Lack of role clarity
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Communication Breakdowns Cause
Treatment Delays

Root Causes of Treatment Delays (1995-2004)

, , Availability of
Orientation and Informatio¥1 39%

Tralnlng 41% Leadership 19%

Commumcatlon 86%

Staffing 25%

Contlnuum e I | = o e 81’ anizational
y UG e ol B | ulture 18%
of Caresz: 75 ~ e~ '-
Care £ ANJINJ
Planning
- Competency and  Environmental
Procedural - Credentialing Tag; v/ Security
35%
Compllalr.}c/e0 :g\/
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Basic Components and
Process of Communicationt!

Noise Noise

A's context B’s context

.............. Meésaqes e e o e s N

Encoding Ci%ne' Encoding

and I and _
decoding K decoding

Sender and receiver Sender and receiver

Provider A | Provider B

(1)
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Elements That Affect
Communication and Information Exchange

* |nterruptions

e Task absorption

 \erbal abuse

* Fatigue

* Not following plan of care
* Ambiguous orders or directions
 Change in team members

* Work load

)
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How to Communicate About an
Adverse Event

Speak slowly and use clear language

Give an advance alert (“I’m afraid | have some
news to share with you.”)

Give the news in a few, brief sentences
Quietly wait for the reaction
Watch and listen for response signals
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DALI & Risk

Mindfulness
(RONLEZ)

Evidence: SIMPLE PSG
Risk: potential serious AE

. past AE : | .
- process analysis D€SIgN Wa3t9€}>ﬁ'de“e Learning

Safety Monitor
Trace
AE Review
Improve

- Reported AE
- Trigger Tool
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CUSP and Sensemaking Tools 'T\

CUSP Tools Sensemaking Tools

Staff Safety Assessment Discovery Form
Safety Issues Worksheet Root Cause Analysis
Learn from Defects Form Failure Mode and Effects Analysis

Probabilistic Risk Assessment

Causal Tree Worksheet

)
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Sensemaking Overview

@® A conversation among members of an organization involved in an
event/issue

@® The purpose is to reduce the ambiguity about the event/issue -
literally to make sense of it

@ Each person brings their experience of that event/issue to the
discussion

@® The conversation is the mechanism that combines that knowledge
into a new, more understandable form for the members

® Members develop a similar representation in their minds that
allows for action that can be implemented and understood by all
who have participated in the conversation

~
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Step 2. How might the next patient
be harmed in our unit?

)/

Step 3. What can be done to
minimize harm or prevent safety
hazards?
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Use the Safety Issues Worksheet for Senior
Executive Partnership

Step 1. Engage the senior executive
In addressing the safety issues
identified on the form.

Step 2. Use the form during safety
rounds to identify safety issues, identify
potential solutions, and identify
resources.

Step 3. Keep the project leader
apprised of the information on this
form.
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Learning From Defects:
Four Questions

1. What happened?
2. Why did it happen?

3. What will you do to reduce the
risk of recurrence?

!

4. How will you know the risk is
reduced?

)
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Stages of Engagement

© Engagement: “To involve oneself or become
occupied; to participate fully and deeply”

© Active support of the project Engaged
Apathy
@
Aversion
o
Uninvolved

¢
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The Second Victim:
Health Care Workers

e Health care workers involved in an adverse
event experience their own trauma

* Health care workers should request ongoing
support from their hospital and peers

* Hospitals have developed Employee
Assistance Programs and Medically Induced

Trauma Support Services
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Engage Physicians on the Team

|dentify Create an Listen to Develop plans
physician understanding physician to address
leaders of this role concerns concerns

SEE Create a Develop a plan
physician vehicle for for
leaders communication § communications
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HIMR: Holistic
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Innovation
Multidisciplinary
Review

Benchmarking
Research
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Needs & Experience
of Patients

Evidence &
Professional
Standard

Safety

KPI Monitoring

a A Ko o o
/ AANNEATDIBINANATY \

ad5enuaTWATIA NIZIUNHAKANE T NN
o .

Creativity & Innovation
Design & Human Factors
7
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Multidisciplinary Team

\
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Benchmarking Holistic Care

How can we get more benefits from
\ these improvement concept and tools? /
K = @ o o
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Bedside/Medical Record Review Evidence:based Praciice
TS ladamialinatamsd

Root cause Analysis from Incidence
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Understanding Risk and
Human Behavior

Choosing to behave
In a way that
iIncreases risk where
risk Is not
recognized, or IS
mistakenly believed
to be justified

Inadvertently

completing the
wrong action; slip,
lapse, mistake

Choosing to

consciously

disregard a
substantial and
unjustifiable risk

£)
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Managing Error and Risk

Human Error At-Risk Behavior Reckless Behavior
Product of our A choice: risk Conscious disregard
current system believed insignificant of substantial and

design and or justified unjustifiable risk
behavioral choices
Manage through .I\/IaFr;age thﬁoﬂgh: Manage through:
changes in: sl * Remedial action

; Incentives for at-  Punitive action
* Choices risk behaviors
* Processes e Creation of
* Procedures incentives for
* Training healthy behaviors
* Design - Situational
* Environment awareness
Console Coach Punish
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Systems and Behaviors
Work Together To Improve Outcomes

\ Improved

Outcomes

Mission, Values, /
and Expectations
Behavioral /
Choices
y N

—_— e

Learning Accountability
Systems and Justice

£ )
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Engineering System Design to
Support Behavior Choices

Punitive Culture: Blame-Free Just Culture:
Transparency is Culture: No Optimally

impossible accountability supports a system
of safety

£)




Just Culture

* A system that:
- Holds itself accountable

- Holds staff members
accountable

- Has staff members who hold
themselves accountable

) 4
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Oppariunities Risks

Risk-based thinking is something we all do automatically and
often sub-consciously

The concept of risk has always been implicit in 1SO 9001 — the
2015 revision makes it more explicit and builds it into the whole
management system

Risk-based thinking is already part of the process approach
Risk-based thinking makes preventive action part of the routine

Risk is often thought of only in the negative sense. Risk-based
thinking can also help to identify opportunities. This can be
considered to be the positive side of risk
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Why Should | adopt “Risk-Based
Thinking™?

To improve customer confidence and
satisfaction

To assure consistency of quality of goods and
services

To establish a proactive culture of prevention
and improvement

Successful companies intuitively take a risk-
based approach
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Key Points to Remember

Risk Based Thinking = Preventative
Action

Risk Based Thinking is everybody’ s
business!

— Risk Based Thinking is not just the
responsibility of management

— Risk Based Thinking must become
an integral part of the organizational

4
culture k «‘_

C )
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What Should | Do?

» Analyse and prioritize the risks and opportunities in
your organization

— what is acceptable?

— what is unacceptable?

* Plan actions to address the risks

— how can | avoid or eliminate the risk?
— how can | mitigate the risk?

+ Implement the plan — take action
» Check the effectiveness of the actions — does it work?
+ Learn from experience — continual improvement
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Is Your Hospital Safe?

Would you want a loved one to be a patient at your hospital? Your
unit?

Would you want to be a patient in the unit where you work?

Can you say with 100 percent certainty that you believe that your
hospital does everything it can to protect its patients?

)




