S.A.F.E
Situation Awareness For Everyone

Closing the Gap in Paediatric Safety
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A What is does
Safety really
mean?

O

We harm 10-15% of patients

http://www.health.org.uk/sites/health/files/LevelsOfHarm_0.pdf
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Heinrich Accident Pyramid

Reactive
1
‘catastrophe

30 serious
incidents

300 intermediate

3000 near misses

30000 at risk behaviours \
FE

H. W. Heinrich Industrial Accident Prevention 1931

Proactive
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Why should we understand the
harm we can cause?

O

Causes to explore

* Human factors

* Clinical complexity factors

* System failures




Safety Culture

informedness
or mindfulness

Increasing

Generative
Safety is how we do business here

Proactive
We work on problems
we still find

hazards

Calculative
we have systems in place to manage all

Reactive
Safety is important - we do a lot when
something happens

It is ok as long as nothing happens

Pathological

Increasing information

Hudson P. Applying the lessons of high risk indust
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Understanding why harm happens
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Contributory
factors
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Culture
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Care delivery

problems
Environment
factors Unsafe acts
Management || teamfactors
decisions Errors
&Organisational =} Staff factors =
processes N .
Task factors Violations
Patient factors
Latent Human Active
failures factors failures.
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Adapted from Charles Vincent and SEIPS System Model Carayon
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Move to Ultra safe care

= Acceptance of limitations on maximum performance

= Abandonment of professional autonomy
= Transition from the mindset of craftsman to that of an equivalent actor

= Need for system-level arbitration to optimize safety strategies
= The need to simplify professional rules and regulations

v e Pl Bach, MD, MPH, and |IMPROVING PATIENT CARE
Dokt M. Brwick, MD. WP

Five System Barriers to Achieving Ultrasafe Health Care

Rens Amlbert, MD, PRD; Yves Auroy, MD; Don Bermick, MD, MPP; nd Pasl Barsch, MO, MPH

ABhough debsle contimses over estmles of the amount of pre.  aed o i he
ther seoms o aukonomy, the

discretion of wokers, the need to reduce wodker
need o make the trnztion from 3 caftsmanshp

Aiming for reliability .

Contain

Commitment to
{ resilience

« Regarding

« Pushing
small errors as

decision
making dows

Sensitivity to
operations

a symptom

diversity in

that something. experience, to the front
is wrong * Paying perspective, « Capabilities to line
attention to and opinion detect, contain,
Preoccupation with what's Reluctance to and bounce-
‘ failure happening on simplify. back from Deference tol
the front-line J | events expertise
Anticipate

Resilience safety 2

“Safety” is the ability of a system to sustain required
operations under both expected and unexpected
conditions.

Safety is not a commodity that can be counted;
it is what we do every day

Published simultaneously by the University of Southern Denmark, University of Florida, USA, and Macquarie University, Australia.




Look at safety differently

Focus is on what goes right.

Use that to understand normal
performance, to do better and to be
safer.

No Harm

9%

Safety and core business help each other.
10-4 := 9.999 non- failures
. . in 10.000 events
Learning uses most of the data available
0-4 := 1 failure in 10.000 events

»

Published simultaneously by the University of Southern Denmark, University of Florida, USA, and Macquarie University, Australia

9/15/17

Why do we accept our inability
to deliver the right care at the
right time every time?

Reliable and safe person centred care

Right care giver Right place

Where, how and when
Right treatment
Personalised

Right ward

or clinic No delays

o
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S.A.F.E. Partnership

The S.A.F.E Partnership brought

. Closing together four UK organisations that
the Gap .
g Isnal;gtem have a shared goal to improve
" outcomes for children and young
people.
This programme was part of the RCPCH TS TR

- Hossttal forichildren,
Health Foundation’s Closing the
Gap in Patient Safety

programme.

UCLPartners
imbrovement | Safety =
Wave 4 to
4 start 56
Y Wave hospitals
Wave %3
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Hospitals
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Hospital for Children

Great Ormond street I




Getting to the Third Curve
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Jeff Cooper Principles of Personal Defense Paperback ~ 2006
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SITUATIONAL AWARENESS

SOME LESSONS CAN ONLY BE LEARNED ONCE!

o SAFE




Mindfulness

O
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What is Situation Awareness?
Gathering Recognizing & PP
Situation Awareness
y =
Perceptio Projection

Situation Awareness is the Perception of the Elements in the Environment
within a Volume of Time and Space, the Comprehension of their Meaning,

and the Projection of their Status in the Near Future. el 1668

Thank you to Steve Meuthing

Evidence in healthcare

A qualitative study examining the
influences on situation awareness dhn Or gl lhty
and the identification, mitigation and and situation awareness
escalation of recognised patient risk

Linda M Goldenhr, Ptk W By Katleen M St
Stephen Moeting

Patrick W Brady," Linda M Goldenhar®

Improving Situation Awareness to Reduce Unrecognized
Clinical Deterioration and Serious Safety Events

Health care huddles: Managing
R ——
.mmmmmmwcomplexlty to achieve high reliability
pitalized patients. We designed
‘escalate patient risk by using principl Shannon M. Provost
Vet ar g o s o '
Luci K. Levkum s' F!
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Situation Awareness or knowing what is going on in real
time is defined as
“The perception of elements in the environment within a
volume of time and space, the comprehension of their
meaning, and the projection of their status in the near
future.”

Endsley MR. Measurement of situation awareness in dynamic systems. Hum Factors. 1995;37(1): 32-84
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The Cincinnati Model

Identify Mitigate Escalate

Bedside Unit Organization
Team r/-\ Team Team

w1 S
Corm T R T
| Watchstander
m Charge Nurse

Bedside
[
concerm Attending

Brady P W et al. Pediatrics 2013;131:e298-e308
©2013 by American Academy of Pediatrics

Situation Awareness

Perception

Identify ..

via SA > Mltlgate> Escalate
Projection

o
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The ‘huddle’ suite to achieve SA

Escalate
Leaders Daily Safety Brief
Overview of events of harm and risk

Mitigate
Ward Safety Huddle
Nurses, Doctors, Allied professionals
PEWS, Watchers, family or
AL communication concern /

Identify
Ward Bedside huddles
Nurse Doctor Parent

. Distributed

.Shared * Dynamic
awareness

¢ Degree the :
Team wider'than the
team shares team

« Every team the same SA
member
understands the
° Individual role in
responding to
data

e Integrate
clinical data
into action

Adapted from Brady et al o

DAILY SAFETY REPORTING TOO!
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Figure 2 New South Wales (NSW) standard adult obss
Excellence Commisson.
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Reliable communication

S-B-A-R-D
Identify

Situation

Background
Assessment
Recommendation
Decision and Read back

SAFE

How to assess the huddle

HUDDLE OBSERVATION TOOL O HUDDLE OBSERVATION TOOL O

O
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Meds 1Q — www.medsig.org

Medication Cycle
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SAFE
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— BIEE NEWS  10:51 T RESIGNATIONS AFTER THE LABOUR LEADER SAID HE COUL
: p)
So what is needed-
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Understand Culture

Culture is learned,
not biologically inherited

‘ What we produce
= the outcomes
All based on our

mental processes, beliefs, knowledge, and values

What we think ‘
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Change they way we think and act

New Mental ;115 we think about
Models challenges and solutions
(Deming)

Behaviors ¢ What we need to do
(Culture) make a difference

¢ Where we need to focus
Plan and act efforts

Slide based on IHI White Paper

Front line ownership

Challenge is how to allow the care givers
in the frontline to own the improvement
and changes needed

o
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n
1. Identify the different types of
harm that can exist in your
setting
2. Use arange of safety measures,

Use the analysis of
incidents as a starting
point to reveal the
wider issues in the

Past harm

Syt What did we

i Has patient care emTterstamTTE
Place more emphasis do well? e
on learning, been safe strengths and limitations

4. Ensure the measures are valid,
reliable and specific

feedackand action
than simply on data
collection

Integrate and tailor
information to make it
meaningful from the
ward to the board

in the past?

Actions

1. Specify the level of
reliability you would expecy
in areas of standardised

Reliability
Are our clinical

Integration
&learning

Are we : i
systems and practice
responding Measuring Use local and national
and processes
tions and improving? o reliable?
Don’t wait for things to go monltorlng 3. Understand what

contributes to poor
reliability

wrong before trying to
improve safety

Explore new
opportunities to develop
systematic ways to
anticipate future risks
Use a variety of tools and
techniques to build an
understanding of the
factors that give rise to
safety issues

Safety

1. Select an appropriate mix of
. formal and informal safety
operations monitoring mechanisms

Is care Use this information to take
timely action to avert safety
issues
Reflect on whether current
structures and committees

ave an intervention neQYsnre

Anticipation
and

Sensitivity to

preparedness

Will care be safe
in the future?

safe today?

Daily questions to ask at all levels

WHRat did we do well?

— So we can replicate

Past harm
— Has patient care been safe in the past?

Reliability
— Are our clinical systems and processes reliable?

Sensitivity to operations
— Is care safe today?

Anticipation and preparedness
—  Will care be safe in the future?

Integration and learning
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— Are we responding and improving?

S.A.F.E

S.A.F.E Toolbox — A Sustainable Product

* Six chapters
— Introducing Quality Improvement
Theories of Patient Safety

— Structured Communication

Recognising Deterioration Early
— Implementing Huddles
— Evaluating Impact

http://www.rcpch.ac.uk/safe-resource/introduction-
resource-pack/introduction-safe-resource-pack
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@Peterlachman

@SAFE_QI

lachman@isqua.or

http://www.rcpch.ac.uk/safe

http://www.health.org.uk/programmes/closing-gap-patient-safety/projects/closing-gap-paediatric-safety

SAFE
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