Patient Safety Resource Seminar: Librarians on the Front Lines

Adapted for the Canadian Health Libraries Association 2007 Conference
Instructors Guide

AGENDA

Introduction (15 minutes)

Patient safety overview (1 hour)

PowerPoint: Definition, system issues, safety culture 

Patient safety at your institution (15 minutes)


Discussion: where to connect (break out - 5 minutes)


Group summary (10 minutes)



Handout out the “First Break-Out Composite”
NOTE:  Send any new/not-included-on-handout information to the GMR

Break (15 minutes)

Addressing Patient Safety (1 hour)

PowerPoint: Resources Review 

Providing resources (30 minutes)

Group Discussion: materials we can provide (20 minutes)

Elicit discussion of the types of materials available to each group and write on a sheet, especially stress WHEN/WHAT – so they are not just regurgitating the slides – and what they may have provided in the past

Print answers on appropriate poster sheet labeled: Health Professionals, Hospital Staff, Patients and Families 


Ask about “after an event” and apply to appropriate sheet
NOTE:  Send any new/not-included-on-handout information to the GMR


Materials review (10 minutes)


Handout “Group Discussion Composite – Resources Medical Librarians Can Offer”

Highlight the resources on the “Patient Safety Web References and Resources” handout

Advocacy Discussion (30 minutes) 


Discussion: Patient Safety Event (break out - 10 minutes)

Highlight “Patient Safety Advocacy Suggestions” and ask what other possibilities folks may have accomplished (20 minutes)

NOTE:  Send any new/not-included-on-handout information/anecdotes to the GMR

Conclusion (15 minutes)

Summary and Evaluation

Course Preparation

Handout ahead of time:

Agenda

Blank Card for names

First Break Out: Patient safety at your institution: where to connect

Group Discussion: What Can the Library Provide? (could be on the back)
Second Break Out: Patient Safety Advocacy
Patient Safety Advocacy Suggestions (could be on the back)

PowerPoint Notes pages
Bibliography

Patient Safety Web References and Resources

Handouts during class/after discussions:

First Break-Out Composite: Patient safety at your institution: where to connect

Group Discussion Composite: Resources Medical Librarians Can Offer  (could be on the back)
Also needed:

Projector for PowerPoint

Poster sheets for writing – used in Group Discussion
SCRIPT NOTES

(also on the slides)
Introductory slides

Hippocrates

“Father of modern medicine” and the author of the phrase “Do no harm”. {Hippocrates}
Traditional Errors in Surgery.

Dr. Richard J. Levis gave the Presidential Address to the Medical Society of the State of Pennsylvania on June 6, 1888. {Levis}
To Err is Human

First of the Quality Chasm Series published by the Institute of Medicine and available online through the National Academies Press – www.nap.edu {Kohn}
______

Key Canadian Study
The overall incidence rate of AEs of 7.5% in our study suggests that, of the almost 2.5 million annual hospital admissions in Canada similar to the type studied, about 185 000 are associated with an AE and close to 70 000 of these are potentially preventable. {Baker}

Definitions slides
Patient safety
This is a working definition.  It is important to know what the definition is in your institution and your province/territory
(To Err is Human){Kohn}
______

Patient safety {Davies}

The Canadian Patient Safety Dictionary. 
______

Error: An error is the failure of a planned action to be completed as intended (i.e., error of execution) or the use of a wrong plan to achieve an aim (i.e., error of planning). An error may be act of commission or an act of omission. 
(Patient safety: achieving a new standard for care. pg. 30) {Committee}
Adverse event: An adverse event results in unintended harm to the patient by an act of commission or omission rather than by the underlying disease or condition of the patient. (This definition makes it clear that the potentially avoidable results of an underlying disease or condition, for example, a recurrent myocardial infarction in a patient who was not given a beta-blocker (an error of omission), should be considered an adverse event.) (Ibid. pg 32) {Committee}
Near miss: A near miss is an act of commission or omission that could have harmed the patient but did not cause harm as a result of chance, prevention, or mitigation. (Ibid. pg 34) {Committee}
Sentinel event: A sentinel event is an unexpected occurrence involving death or serious physical or psychological injury, or the risk thereof.  Serious injury specifically includes loss of limb or function.  The phrase, "or the risk thereof" includes any process variation for which a recurrence would carry a significant chance of a serious adverse outcome. {JCAHO-Sentinel Events}
______

Adverse Event: an injury caused by medical management. An injury is harm caused by an external force or action. An adverse event may or may not be preventable. {MMS}

NOT malpractice or deliberate errors

Adverse Events, especially related to medications may have additional terms {Hoffman} 
Preventable adverse event: an adverse event caused by error. {MMS}
Reportable events depend on institution, province/territory and federal requirements.

Patient Safety System’s slides (References provided for additional detail on events)
Near Miss


Missed diagnosis by physician – caught after shift change {Cosby}


Nurse brings up issue – Physician responds to problem {Turnbull}


Prescription error by resident – caught by presiding {Turnbull}

Barriers include not only individuals, but policies of and procedures in departments 

Latent condition: Hazard {Davies}

Emergency Room

    Latent: Overcrowding leading to fatal treatment delay {Trzeciak}

    Latent: Patient assessment omitted in 35.6% of critical incidents in this study {Thomas}

    Active: 10% of all pediatric emergency patients experienced prescribing errors {Kozer, Lesar}

    Ask which: 7% of errors were due to equipment failures {Thomas} [latent]
Admissions
    Barcodes were switched on two patients leading to a potentially fatal near-miss {McDonald}

    2% of wristbands contained errors {Renner}

    Patient medication information incorrect or missing {Gleason}

Laboratory
3% of test orders not completed {Matlow}

Specimens mislabeled {Sazama, Bonini}
Unrecognized discrepancies in tests {Matlow}
Physician

 Latent error: Long hours, studies show after 24 hours 20% more mistakes and took 14% longer to complete tasks. {Taffinder}

 Active error: Interruptions/Fatigue/Assumptions leading to missed diagnosis - Brain cramp {Yee}

 Latent error – the authority gradient: Resident/junior doctor not responding to or contacting attending physician with questions or concerns {Cosby} 
Request participants to name other types of errors [find both latent and active]

Pharmacy – medication errors most completely studied of all errors

Similar packaging / Sound-alike names - “Celebrex – Cerebyx – Celexa” {JCAHO-Look Alike}

Inconsistent process for handling questioned orders {Turnbull} 

Can’t get a hold of physician {Turnbull}

Study of interventions by clinical pharmacist on cardiology wards rounds at Duke University Hospital – averaged nearly 300 interventions each month, 90 of which were medication errors {LaPointe}

Nurse - front line of defense, sharp end

Understaffed {Savill}

No policies or checklists to follow {Sazama}
Transfusion given to patient in same room or to patient with same last name {McDonald, Sazama}

Didn’t expect adult doses in children’s drawer {Wilson}

Patient / Family 

Communication, language {Shapiro}

Not giving full history of illness or homeopathic medicines {Shapiro}

Sharing when there is a concern {Shapiro} OR
Patient warning of [transfusion] problem ignored {Sazama}
Error winds its way through the system, patient injured or killed, sentinel event {Reason}
Sentinel Event Slide

Jose Eric Martinez, died August 2, 1996
Hermann and Hermann Children’s Hospital, Houston, Texas.
Why haven’t we “solved it” after five years

17 errors in Root Cause Analysis (RCA) {Turnbull}

Bad Apple analogy - fire nurse, however – even with the new nurse there is the possibility for the same error to occur (and it has, but references are few)
Those who read the Turnbull article: which events on this slide can you name?

Physician: 

wrong medication amount written on order, 

verification by second doctor missed decimal point, 

recalculation by third doctor missed wrong decimal point, 

physician dismissed nurses’ concern

Pharmacy: 

no follow-up on questioned order

no cross-check of filled order with questioned order
Medication policy:  

no clear policy on questioning orders, 

handwritten form, 

use of zeros, 

infant weight not required

Authority gradient: 

pharmacist to nurse, 

nurse to physician

Response issues: 

resident to pharmacist, 

nurse to pharmacist
Shift change: 

resident gave verbal information to next shift
Mechanical issue: 

beeper turned off

Violation: 

faxed order to pharmacy followed by hard copy

Types of Errors Slide
Examples of latent and active errors {DeLisa, Kalra}

Patient Safety Systems (intersection) slides
Quality 

“Increasing the likelihood of desired health outcomes consistent with current professional knowledge” {Burde} 
Evidence-based medicine/Evidence-based nursing/Research-based practice

Guidelines: Surgical, handoffs – transfer protocols

Training: knowledge deficits

Processes: written/unwritten rules, diffusion of responsibility

Forms: handwritten/computer

Measurements: AHRQ patient safety indicators, NQF performance measures 

Safety
“Safety [science] is not just about making unsafe things safe. It is about better design, more extensive consideration of how things interact with people and environment, and about better management and control of things that are dangerous.” {UNSW} 

Environment 

Workflow, distractions {Ulrich} 

Staffing of floors, time of day {Welton}

Equipment

Locations of machines/wiring/outlets {Chawla} 

Demo mode on pumps, HFE {Gosbee}

Management  

Leadership critical {Meyer}

Business case – costs from adverse events, litigation, increased insurance costs, to patients {Hwang} 

Policies and procedures {Turnbull}
All on rounds/FMEA/RCA, including patients {Pronovost, Scarsi, Frankel}
Culture   

Safety culture {ECRI}

Communication {Cosby, Turnbull}

Patient Input {Munch}

Policies and procedures {Turnbull}
Exploring Patient Safety (final slide)
Diagram published in the Canadian Root Cause Analysis Framework {Hoffman}

Sharp end: refers to the personnel or parts of the health care system in direct contact with patients. Personnel operating at the sharp end may literally be holding a scalpel (eg, an orthopedist who operates on the wrong leg) or figuratively be administering any kind of therapy (eg, a nurse programming an intravenous pump) or performing any aspect of care. 

Blunt end: refers to the many layers of the health care system that affect the scalpels, pills, and medical devices, or the personnel wielding, administering, and operating them. 

Thus, an error in programming an intravenous pump would represent a problem at the sharp end, while the institution’s decision to use multiple types of infusion pumps (making programming errors more likely) would represent a problem at the blunt end.  {AHRQ}

PART II
Federal & Provincial Legislation
Adverse Reactions Reporting

· mandatory for companies, voluntary for health professionals {Health Canada}

Mandatory/Voluntary Reporting - Patients want disclosure, to know what happened, how consequences will be mitigated, how reoccurrences will be prevented {Gallagher}

· SK, MB, ON, QC {Hoffman} 

· BCAS - British Columbia Anesthesiologists’ Society Critical Incident Reporting Service (CIRS) {Merchant}

· Studies in Canada {Health Canada}

______

Disclosure is “absolutely the right thing to do.” {Pinker}

· Position statements {CPSI, under Additional Patient Safety Resources in the Resource List}

· Patient notification {CPSI, Hoffman}

· Guidelines/Policies {CPSI, OHA, under Additional Patient Safety Resources in the Resource List }

Apology - States ... have enacted laws excluding expressions of sympathy (e.g., “I’m sorry that you are hurt”) after accidents as proof of liability. {Cohen} 

· Liability - BC {Merchant}

______

CPSI {NPCPS}

Possibilities

· Staffing {Ellis}

· Overtime {SEIU}

· Work-week {ACGME}

Accreditation
Where libraries can intersect with accreditation rules

· CCHSA Patient Safety Goals & ROPs {CCHSA}

· CCHSA 2007 Performance Measures {CCHSA}

Certification
Health Professionals 

· Doctors: every 2 yr - FL 2 hrs, PA 12 hrs {AMA}

Students/Residents 

· Medical Schools – Queens University Undergraduate School of Medicine Phase III {Gibson}

Residency requirements 

· 2005-2008 PAIRO-CAHO Agreement {PAIO}

Recognition
CRPNBC - http://www.crpnbc.ca/

MOHLTC - http://mohexpoform.innovasium.com/

CCHSE/CCDSS - http://www.cchse.org/default_awards.asp?active_page_id=53

OHA - http://www.oha.com/client/OHA/OHA_LP4W_LND_WebStation.nsf/page/Patient+Safety+Awards

WRHA - http://www.wrha.mb.ca/healthinfo/patientsafety/files/2007CallforSubmissions.pdf

Research
Canadian

· CHSRF/FCRSS: http://www.chsrf.ca/funding_opportunities/ 

· CIRH/IRSC: http://www.cihr-irsc.gc.ca/e/780.html 

· CPSI/ICSP: http://www.patientsafetyinstitute.ca/research/funding_opportunities.html

· Health Sciences Centre Foundation: http://www.hscfoundation.mb.ca/research.asp

International

· Occasional funding of international projects: Robert Wood Johnson Foundation: http://www.rwjf.org/applications/ 

______

HSRProj: 

· Lists over 371 patient safety related projects including funder, PI and project information

Databases

· MedEffect:  http://www.hc-sc.gc.ca/dhp-mps/medeff/ 

· JCAHO: http://www.jointcommission.org/SentinelEvents/Statistics/

Education
Conferences/Seminars 

· Variety of national organizations, medical associations, regional health programs and local health system programs

· Special programs for study
Publications
· Five journals: International Journal for Quality in Health Care, Quality & Safety in Health Care (2002), Joint Commission on Journal on Quality and Safety (2003), Patient Safety & Quality Healthcare (2004 - online), Journal of Patient Safety (2005)

· Newsletters & Bulletins: CPSI/ICSP, ISMP, TIPS, CAPSlink

· Columns: AORN J, Manitoba RN J {http://www.crnm.mb.ca/}
Web-based & Home-study

· Including audio conferences, web-based training programs, on-line articles, CME/CNE/CE programs, etc.

Support Agencies
Example of current programs that exist in the U.S.

Patients/Families

· P.U.L.S.E. - http://www.pulseamerica.org/

· Voice4Patients.com - http://voice4patients.com/
Medical professionals 

· Medically Induced Trauma Support Services (MITSS) - http://www.mitss.org/

· Sorry Works! Coalition - http://sorryworks.net/

Other support agencies

· American Society of Medication Safety Officers (ASMSO) - http://www.asmso.org/

· Patient Safety Officers Section (PSOS) through the American Institute for Healthcare Quality (AIHQ) of the American Board of Quality Assurance and Utilization Review Physicians (ABQAURP) -  https://www.abqaurp.org/psos.asp

Tools
RCA - Jose Eric Martinez {Turnbull}
FMEA - patient identification, medication processed, blood sampling {Akpon}
Six Sigma - DMAIC (Define, Measure, Analyze, Improve, Control) methodology {ASQ}

PRA – or ST-PRA (sociotechnical PRA) {Marx}

______

HFE - {Gosbee}

CRM – {Salas}

SBAR – {Haig}

NLM Resources

http://www.nlm.nih.gov/
PubMed – including My NCBI Alerts, My NCBI Collections, Clinical Queries {www.pubmed.gov}
TOXNET – especially HSDB (Hazardous Substance Data Bank), Household Products Database, and LactMed {http://toxnet.nlm.nih.gov/}
MedlinePlus, Genetics Home Reference {http://medlineplus.gov/, http://ghr.nlm.nih.gov/}
ClinicalTrials.gov {http://clinicaltrials.gov/}
WISER - Wireless Information System for Emergency Responders{http://wiser.nlm.nih.gov/}
REMM - Radiation Event Medical Management {http://remm.nlm.gov/}
NIH Clinical Alerts & Advisories {http://www.nlm.nih.gov/databases/alerts/clinical_alerts.html}
HSRProj - Health Services Research Projects in Progress {http://www.nlm.nih.gov/hsrproj/}
Library Connections & Advocacy
In Training & Education (including CE, CNE and CME)
In orientation classes, at seminars, during resource council meetings

As part of the student curriculum 

Teach EMB strategies, searching strategies, computer skills

Assist with CE & CME requirements 


Teach in Orientation classes


Prepare on-line tutorials and resources
With Reference Services

Literature Searches may include Stat for Emergency Room, Nursing Education Department requirements, Monthly Infection Control Reports, Drug Use for Employee’s needs


Alerts may include Recalls, Tables of Contents, Clinical Alerts, Drug Updates
Track and report library usage, questions and research done
On the Website


Create Information Pages for patients and families, and for employees and health professionals

Include celebrations: “Good Catch”; System changes due to FMEA, other

Lift up Current News, for example recent evidence based research (and provide recent articles/reports), benchmarking information, alerts
Include availability of library/librarians
Include reporting resources
Beyond the library 

In the hospital


Create or assist at patient safety fairs/weeks/programs/events

Visit nursing stations, departments & people 


For example, put icons on nursing computers


Serve on committees, councils & panels


Support Magnet Status & JCAHO IM requirements


In the community



Assisting at community affairs department projects


Speak at public libraries

Share


Publish articles



Future blog/wiki/listserv?
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