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Patient Safety Goals: SIMPLE Thailand 2018 |

E 1 Response to the Deteriorating Patient
S E 2 Medical Emergency

E 2.1 Sepsis
E 2.2 Acute Coronary Syndrome
E 2.3 Acute Ischemic Stroke
E 2.4 Safe Cardiopulmonary Resuscitation (CPR)

. E 3 Maternal & Neonatal Morbidity
E 3.1 Post-partum hemorrhage (PPH)
E 3.2 Safe Labour at Community Hospitals
E 3.3 Birth Asphyxia
E 4 ER Safety

E 4.1 Effectlve Trlage
E 4.2 Effective Diagnosis and Treatment in High-Risk Presentation
E 4.3 Effective Teamwork and Communication
E 4.4 Effective Patient Flow

E 4.5 Effective Hospital Preparedness for Emergencies H
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AE AE Error

AE without AE with Not AE

Error Error
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RCA Step b : Creative Solution

HINDSIGHT BIAS
R e

<=
pe]

3. Listen to Voice of staff

2. Potential Change

1. Story & Timeline

Before the After the
Accident Acciden
>|

5. Creative solution

How to prevent it?
; | PS _ How to make it better?
hA L 3 S How to detect it earlier?
Iy > 4 How to do it earlier?
Accident ~ How to do it more appropriate?

DEFENSES
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1. Story & Timeline

Before the
Accident I

3. Listen to Voice of staff

)
2. Potential Change

After the

5. Creative solution

How to prevent it?

How to make it better?

How to detect it earlier?

How to do it earlier?

How to do it more appropriate?

Action “

Purpose
vesgn  Risk Register ~ Learning
Monitor , Trace
Evidence : PSG [SIMPLE] %‘b& AE Report [by case]
Risk Identification Reported AE
-Past AE Improve Trigger Tool
-Potential Risk 4 (,&% Informal report

Review by Risk Owner

©

&
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Risk-based prioritization

V) anznwnyaaasisowsnaswnsua
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Event , hazard , system
vulnerability

THE SAFETY
ASSESSMENT

A Risk-based |
Prababilty o ritio ot
_ prioritization
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HINDSIGHT BIAS
3. Listen to Voice of staff
3 s

< 2. Potential Change

wELl

1. Story & Timeline

g Before the After the
. Acident oy Accident,
4. Swiss Cheese

5. Creative solution

How to prevent it?
How to make it better?
How to detect it earlier?
How to do it earlier?
_ How to do it more appropriate?

23




Al QU7
Y | X - W
FR |\ UH1IONUIadUHGAA
¥/ aruznwnygmaassoweuIasnsua
g

Common pitfall 989 Under triage

Organization Work environment
Culture \ ' Equipment
Resource L
: , Material
Policy | Staffin
Process design \ ) -
Supervision & ‘
management - o ~ | - Team

Role clarity
sk Communication
\ Handover
Education :
Training
Information

Individual staff
Skill & expertise

_ _ - Patient
Fatigue ,Distraction

characteristic ”



Rule 1. Clearly show the “cause and effect” relationship.
INCORRECT: A resident was fatigued.
CORRECT: Residents are scheduled 80 hours per week, which led to increased levels of fatigue,
increasing the likelihood that dosing instructions would be misread.

Rule 2. Use specific and accurate descriptors for what occurred, rather than negative and vague

words. Avoid negative descriptors such as: Poor; Inadequate; Wrong; Bad; Failed; Careless.
INCORRECT: The manual is poorly written.

CORRECT: The pumps user manual had 8 point font and no illustrations; as a result nursing staff
rarely used it, increasing the likelihood that the pump would be programmed incorrectly.

Rule 3. Human errors must have a preceding cause.
INCORRECT: The resident selected the wrong dose, which led to the patient being overdosed.
CORRECT: Drugs in the Computerized Physician Order Entry (CPOE) system are presented to the
user without sufficient space between the different doses on the screen, increasing the likelihood
that the wrong dose could be selected, which led to the patient being overdosed.

Rule 4. Violations of procedure are not root causes, but must have a preceding cause.
INCORRECT: The techs did not follow the procedure for CT scans, which led to the patient receiv-
ing an air bolus from an empty syringe, resulting in a fatal air embolism.,
CORRECT: Noise and confusion in the prep area, coupled with production pressures, increased
the likelihood that steps in the CT scan protocol would be missed, resulting in the injection of an
air embolism from using an empty syringe.

Rule 5. Failure to act is only causal when there is a pre-existing duty to act.
INCORRECT: The nurse did not check for STAT orders every half hour, which led to a delay in the
start of anticoagulation therapy, increasing the likelihood of a blood clot.
CORRECT: The absence of an assignment for designated RNs to check orders at specified times
increased the likelihood that STAT orders would be missed or delayed, which led to a delay in
therapy.

P uHISheduuRaa
Y./ @ruznwnuaaassowsiviasinsua

THE FIVE RULES
OF CAUSATION :

5 Rules to write

Causal

statements

25
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Rule 1. Clearly show the “cause and effect” relationship.
INCORRECT: A resident was fatigued.

CORRECT: Residents are scheduled 80 hours per week, which led to increased levels of fatigue,
increasing the likelihood that dosing instructions would be misread.

Rule 2. Use specific and accurate descriptors for what occurred, rather than negative and vague

words. Avoid negative descriptors such as: Poor; Inadequate; Wrong; Bad; Failed; Careless.
INCORRECT: The manual is poorly written.

CORRECT: The pumps user manual had 8 point font and no illustrations; as a result nursing staff
rarely used it, increasing the likelihood that the pump would be programmed incorrectly.

26



Rule 3.

Rule 4.

Rule 5.

Human errors must have a preceding cause. i

INCORRECT: The resident selected the wrong dose, which led to the patient being overdosed.
CORRECT: Drugs in the Computerized Physician Order Entry (CPOE) system are presented to the
user without sufficient space between the different doses on the screen, increasing the likelihood
that the wrong dose could be selected, which led to the patient being overdosed.

Violations of procedure are not root causes, but must have a preceding cause.
INCORRECT: The techs did not follow the procedure for CT scans, which led to the patient receiv-

ing an air bolus from an empty syringe, resulting in a fatal air embolism.

CORRECT: Noise and confusion in the prep area, coupled with production pressures, increased
the likelihood that steps in the CT scan protocol would be missed, resulting in the injection of an
air embolism from using an empty syringe.

Failure to act is only causal when there is a pre-existing duty to act.

INCORRECT: The nurse did not check for STAT orders every half hour, which led to a delay in the
start of anticoagulation therapy, increasing the likelihood of a blood clot.

CORRECT: The absence of an assignment for designated RNs to check orders at specified times
increased the likelihood that STAT orders would be missed or delayed, which led to a delay in

therapy.
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Stronger

Actions

(these tasks require
less reliance on
humans to remember
to perform the task

correctly)

Action Category

Architectural/physical plant changes
New devices with usability testing
Engineering control (forcing function)
Simplify process

Standardize on equipment or process

Tangible involvement by leadership

28
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Action Category

Intermediate Redundancy

Increase in staffing/decrease in workload

Actions
Software enhancements , modifications

Eliminate/reduce distractions

Education using simulation-based training , with

periodic refresher sessions and observations
Checklist/cognitive aids

Eliminate look-and sound-alikes
Standardized communication tools

Enhanced documentation , communication
29
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Action Hierarchy

Action Category

Weaker Double checks

Acti
cHOnS Warnings

(these tasks require more

_ New procedure/
relilance on humans to

memorandum/policy
remember to perform the task

correctly) Training

30
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Visual

Management Factor

Engineering

Centered

Design

Creativity/ i
Design

Innovation
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Human Centered Design

Empathize
o v 1 P d’z’ = > I
IaN laagrsanaanganvlssaunisok
Vo ;:i o %

VDINIVHRIWNLINNIRIIZDDNULL Ideate

= P=| [~ v [V V) o a .
WIgULENWLL WA AIBNITEIUNGA  F1579 WBINIAINRAINAAILVBIIDNITANS 9
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Test

Ideate ﬂﬂﬁﬂﬁﬁﬁﬁ%tlﬂﬂlﬂﬁﬂﬁaﬂ dalnauazasIvgay
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Prototype 9

Define

N1ANI DAL HILATIER Prototype
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Hh.Creative Solution
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® Evidence-based/CPG ¢ Simplicity

® Technology ® Visual management

®* Organizational knowledge * Human factor engineering

_ ® Human-centered design
® Value to patient/customer

®  Humanized healthcare
® Agility/flexibility o
® Lean thinking

¢ Safety/Risk-based thinking * Manage variation

® Quality dimension ®  Work environment

® Consistency

33



Human Factor Engineering
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Causal statement example based on the MRI close call scenario I
Cause/Contributing The lack of a ferromagnetic detection system at the entrance into
Factor (CCF) Statement #1: the MR magnet room increased the likelihood that the patient’s

oxygen cylinder would be permitted in the room resulting in the
cylinder being drawn into the bore of the magnet, the magnet being
quenched, and the MR room being out of service for 5 days.

Install a ferromagnetic detection system at the entrance to all four
MRI magnet rooms.

Action Due Date April 30,2015

Date Action Completed | Pending

Responsible Person: Ms. B, Facility Engineer

Process/Qutcome Measure 1 (Each
Process/Outcome Measure needs to
include: what will be measured; how
long it will be measured; and the
expected level of compliance.)

Five ferrous objects including an oxygen
cylinder will be passed by the ferromagnetic
sensors of each detector and 100% will result
in alarms sounding in the adjacent MR
Control Room.

Date To Be Measured:

May 10, 2015

Responsible Person:

Dr. A, MRI Safety Officer

Was the Compliance Level
Met?

To be determined

Management concurs with this Action and
Process/Outcome Measure

Yes

If No, why not? (Answered by Management)

Is the identification of another action
required?

To be determined

(@, vrdnuiavukaa

snwnumaasisowsiviasiuisua
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- 3  a 2 L ULELUE DL DU GAP Analysis : SIMPLE
HWIDWaNIIBINTID W AT 5 AN

SURGICAL SITE INFECTIONS
GAP ANALYS|S
: Does notinclude all recommendations = refar to 551 Guidali nkings = ses page 3
. Current/Actual Desired Practice | .
Recommendation !_ Action Plan
Practice Hiz -
Preoperative Hair Removal:
Cio not remove hair unless neceszany {o facilitale
sumearny (1A

If hair rermoved | da irmeadi stely before suroeny, 1 ' o 1
) = | = T = T =) I = | -
Preoperative showeer or hath e i o
Shower or bathe with antiseptic 21 Jeest night TwiT2a217w HAINNAINTIINT guideline
befare surgery [18) q

L |

- 1 = i
Patient Freoperative Skin Freparation: ﬁlﬂ NHLAR-LHHU D935

Lige ag propriate antsaptic Tor g at ent skin preg
(18] (@alcahol, iodn efodapi os g H G, T closan

Preoperative hiand

Ferorm sumical scnib fa
with appmpriate [1E)
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Implementation

Measurement

Feedback
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