Obtaining Online Continuing Education Credit

This Pediatric Patient Safety educational module is intended

to provide continuing education for physicians, nurses, mid-level practitioners,

and prehospital providers who manage the pediatric patient.

For Physicians &
Physician
Assistants

For Nurses &
Nurse
Practitioners

For Prehospital
Providers

To meet Category Il CME requirements, you must first review the educational module. Then, complete
the online Quiz and Course Evaluation (available as links under the Activities section on the
PublicHealthLearning.com Web site). A minimum score of 80% on the Quiz (electronically graded) is
required. When successful completion is confirmed, you will receive an email with instructions for
obtaining a Certificate of Completion from the PublicHealthLearning.com Web site.

To obtain continuing education contact hours, you must first review the educational module. Then,
complete the online Quiz and Course Evaluation (available as links under the Activities section on the
PublicHealthLearning.com Web site). A minimum score of 80% on the Quiz (electronically graded) is
required. When successful completion is confirmed, you will receive an email with instructions for
obtaining a Certificate of Completion from the PublicHealthLearning.com Web site.

To receive prehospital provider continuing education contact hours, you must have your EMS Medical
Director approval and follow all EMS System policies related to CE approval. After reviewing the
educational module, you must complete the online Quiz and Course Evaluation (available as links under
the Activities section on the PublicHealthLearning.com Web site). A minimum score of 80% on the Quiz
(electronically graded) is required. When successful completion is confirmed, you will receive an email
with instructions for obtaining a Certificate of Completion from the PublicHealthLearning.com Web site.

1) If you have not registered yet as a PublicHealthLearning.com user, please follow the Registration section of the
user guide. (Note: This process takes 5-10 minutes.)

2) If you are already registered as a PublicHealthLearning.com user, please follow the Continuing Education section
of the user guide. (Note: If you are working within PublicHealthLearning.com and “launched” this course, then the
PublicHealthLearning.com Web site remains in the background. You do not need to log on again).

Please begin the educational module on the next page
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X1 Ask Yourself...

What is the most recent patient safety error
experienced in your unit?

What was the most recent near miss? How was it
handled?

What was the last patient safety error/near miss you
made?

What was the last patient safety error/near miss that
you reported?
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Introduction

This educational module is an update to an earlier version
published in 2004. This module will provide a brief
review of the current patient safety issues as they relate to
pediatric care, the emerging science of safety, the culture
of safety, outline the hospital-based 2007 Joint
Commission National Patient Safety Goals (NPSG) and
highlight some national & local resources.

Patient Safety Errors: Uncovered
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Institute of Medlcme S (IOM) Call to Action

To Err is Human: Building a Safer Health System!
Summary of Findings:

m 44,000 — 98,000 hospitalized patients die each year in the U.S. due to
medical error

= Equivalent to the downing of one jumbo jet per day
@ m Deaths due to preventable medical errors in hospitals exceed deaths

attributed to breast cancer or motor-vehicle collisions or AIDS.
= $29 billion annual cost

m Conclusion: The majority of problems are systemic, not the fault of
individual healthcare providers

* This report brought national attention to the need to reduce
iatrogenic injuries. It was the first report in the subsequent
“Quality Chasm” series.
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Patient Safety Errors — An Epidemic

“The problem of medical errors has been
likened to an epidemic and we are currently
in the first stages of understanding this
epidemic.”

- Dr. John Eisenberg,
AHRQ Director (2000)




Case History: Josie Ki

To put a face to the statistics, here is a brief case of one family’s tragic
experience with the epidemic of pediatric patient safety errors.

m At 18 months of age, Josie was hospitalized at the Johns Hopkins Children’s
Center for 2" degree burns from hot bath water.

2 weeks into successful recovery, she began showing signs of infection (vomiting,
diarrhea, fever) with no conclusive source

m  Central line was removed as potential source of infection; no other IV access
started

= Mom noticed signs of intense thirst and lethargy, but was assured the vital
signs and monitors indicated all systems “normal”

= Soon after, Josie suffered a cardiac arrest

= After a prolonged resuscitation process, she was resuscitated, but had suffered
irreversible brain damage

= Was taken off life support 48 hours later and died

Case Review Findings:
m Death was attributed to total breakdown of the healthcare system

In Josie’s memory, the King family worked with the hospital to set up
the Josie King Pediatric Patient Safety Program

Find more information at Josie King Foundation (www.josieking.org)

Issues (for Children & Adults)

The Emergency Department is especially important
since it presents a unique set of patient safety challenges

m  Overcrowding m  Medication safety issues
m  Time constraints m  Unintended usage
®  Broad range of illness severity m  Multiple handoffs in care
m  Uneven mix of provider training m Complex system
m  Fluctuations in demand m  Rapid bed space turnover
m  Fatigue with 24 hour operations m  Triage is especially error-prone?
s EMTALA
CrEsseery)
* Many of these safety threats 9

are present in other healthcare
areas as well.

10




Children are NOT Little Adults

Children are especially vulnerable to patient safety errors because of:

Weight-based drug and nutrition dosing

Unique epidemiology of conditions requiring hospitalization
Less ability to “safety check” own care

Limited research/data on pediatric-specific issues

Birth trauma accounts for the highest rate of pediatric adverse
events (1.5 per 1000 births)

Adapted from Lessons from AHRQ’s Pediatric Patient Safety Research
Marlene R. Miller, MD, MSc, FAAP; AHRQ, 2002
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Other Notable Pediatric Issues

m  Children have unique clinical experiences such as:

Rely on equipment that is sized and designed for adults
Cannot consent own treatment, which may delay necessary care
Rely on adult to be vigilant; their advocate

m  Children with special healthcare needs are especially vulnerable
due to extended exposure to hospital environment?

m Inpatient rates of non-medication errors for children occur in high
numbers, comparable to hospitalized adults*

Examples: postoperative infection, transfusion reaction,
gastrointestinal perforation, foreign body left during procedure, etc.
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Medication Errors in General

Definition: An error in prescribing, dispensing,
or administering a medication

m  Data suggests medication errors are seen at a higher rate in the ED
than other areas of the hospital
m  Medication errors positively correlate with inexperience,’ and with
stress/fatigue®
m  Sedation and resuscitation are especially vulnerable to errors’
m [t is suspected that medication errors are underreported
13
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Dosing Errors in Children
m  Current research shows that, in pediatrics, dosing errors are the most

common type of medication error due to:

Lack of standard doses for many drugs (often off label) used in
children

Individual doses based on age, weight or body surface area require
calculations that are prone to failure (even in ideal settings)® *
m Tenfold errors are common dosing errors, and are often associated
with higher toxicity than other types of dosing errors®

m Failure to correctly estimate a child’s weight continues to be a common
problem'?

Limited internal reserves for the child’s system to cope with even a
small dosage error!!

CASE: Jose Martinez was a 2-month-old who exhibited early signs of CHF. His
physician ordered IV Digoxin® over an extended length of stay. However, due to
a decimal point error, Jose received a dose that was 10 times what was intended.
Jose died.

(AAP Summit; Summary Statement, 2003)

14




Medrcatlon Errors in the ED

A recent study involving medication administration in a simulated pediatric
emergency scenario revealed numerous opportunities for nursing performance
improvement:!?

Communication — 45% orders were not verbally repeated back
Recommendation: Adhere to Joint Commission’s NPSG

Converting Dose —14.2% converted incorrectly (convert mg into ml)
Recommendation: Create pre-calculated conversion tool

Selecting medication — 7.3% wrong vials selected
Recommendation: Encourage manufacturer redesign of vial labels to
minimize human factor error; reeducate staff to read all labels closely

Dilution & reconstitution — 40% Ceftriaxone not properly constituted
Recommendation: Standardize drug dosages; review these technical
skills

Measuring Dose — 32.7% measured doses # to intended dose
Recommendation: Routinely conduct 2" checks before administering

WS AT TS S
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More Medrcatlon Error Prevention Strategles
m  Utilize technology (e.g., CPOE, standardized order sheets,
surveillance system, etc.)
m  Regulate double-checks

m  Enact a “zero-tolerance” policy (i.e., return all incomplete/incorrect
medication orders to prescriber to be rewritten)

m  Specify actual drug dose (not volume) and write out the dosage
calculation as part of the order

m  Provide readily available pediatric medication resources
(such as a Broselow™ tape/cart or other weight-based systems)
and appropriately train staff to use the resources correctly.

m  Indicate reason for therapy on order

16




The Science of Safety

Safety Science: Human Error

In the past few years, the prevailing view of patient
safety literature focuses on improving patient safety
through changes in “systems” of care by better
understanding the nature of human error.

“Human error is neither as abundant nor as varied as its vast
potential might suggest...it is possible to identify comparable
error forms in action, speech, perception, recall, recognition,
Jjudgment, problem solving, decision making, concept formation
and the like.”"

- James Reason (1990)

18




m  To err is human
m  Mistakes predictably increase under certain (common) conditions
m  Interpersonal communication is a key factor in many accidents

m  The more complex the system is (e.g., modern healthcare), the more
chances it has to fail

m  Patient harm is virtually always due to the convergence of multiple
system factors/failures

m  Creating a safe health system requires accepting responsibility for the
system in which you work

19
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Why Do Errors Héppen &
How Do We Prevent Them?

The common initial reaction when an error occurs is to find and
blame someone. However, even apparently single events or errors
are due most often to the convergence of multiple factors. Blaming
an individual does not change these factors and the same error is

likely to recur.

Preventing errors and improving safety require a systems approach
in order to modify the conditions that contribute to errors. The
problem is not bad people, the problem is that the system needs to be
made safer.!

- Institute of Medicine (1999)

20




""" m  James Reason’s “Swiss
cheese” model'* of how
defenses, barriers, and
safeguards may be
penetrated by an accident
trajectory

m  Accidents occur when the
weaknesses or “holes” in the
usual defenses momentarily
line up to permit the
accident opportunity

Adapted from Loyola University Health System Presentation Safety Science: Human Error, Quality and Patient Safety Committee, 2007

21

“Swiss Cheese” Model of System Error: Example

Electronic med ordering
Pharmacy reviews med

Unit dosing

Patient
needs a
medication

Appropriate staffing

Patient

Slices represent barriers
<:| that prevent errors

Adapted from Loyola University Health System Pr jon Safety Science: Human Error, Quality and Patient Safety Committee, 2007
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“Swiss Cheese” Model of System Error: Example

Distracted pharmacist
misses error

Patient
Hurried RN doesn't needs a
recoghize error medication

End Result:
When holes
in barriers
align, patient
receives

wrong
medication

Tired Resident
selects wrong dose

Medication not supplied
in unit dose

Adapted from Loyola University Health System Pr jon Safety Science: Human Error, Quality and Patient Safety Committee, 2007
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Three Types of Behavior Involved in Errors

m  Human error

Unintentional and unpredictable behavior,
both conscious & unconscious

m At risk behavior
Human nature to drift into unsafe habits

m  Reckless behavior
Understand the risk and still disregard it

Adapted from Loyola University Health System Presentation Safety Science: Human Error, Quality and Patient Safety Committee, 2007




Human Error

m  Unconscious action — slips, lapses or brief memory failure

Omission or incorrect action following a distraction
You see and hear what you expect to see and hear
You forgot what you went to pick-up

You forgot what you were talking about

Adapted from Loyola University Health System Presentation Safety Science: Human Error, Quality and Patient Safety Committee, 2007

Human Error (cont.)

m  Conscious action — mistakes

Lack of knowledge or experience
Miscommunication

Factors that increase this type of error:

- Fatigue CASE: A 5-year-old boy died of respiratory
) arrest following an epileptic seizure. According
+ Stress to investigators, the child was not given the

proper drugs. The physicians present (including
several specialists consulted by phone at the

+ Multi-tasking

% Noise time) all believed someone else was in charge.
L No one noticed when he stopped breathing.
+ Inadequate training (USA Today, September 2003)

Adapted from Loyola University Health System Presentation Safety Science: Human Error, Quality and Patient Safety Committee, 2007




At Risk Behavior

m [t is human nature to drift outside of the ‘zone of safety’
(e.g., “I’ve done it this way a number of times before
and no harm resulted.”)

m  Not self-correcting because the behavior
does not always have consequences

m  Usually occurs over time

—3:&
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Adapted from Loyola University Health System Presentation Safety Science: Human Error, Quality and Patient Safety Committee, 2007
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Reckless Behavior

m  Behavior is intentional; you know your peers do not
engage in the same behavior

m  Ina “Just Culture” this behavior must be recognized
and have consequences attached to it

m Intending to cause harm

Adapted from Loyola University Health System Presentation Safety Science: Human Error, Quality and Patient Safety Committee, 2007




m  Person approach — focuses blame for unsafe acts, errors and
procedural violations on the individual (nurses, physicians,
pharmacists and others). Views the unsafe acts as
forgetfulness, inattention, poor motivation, negligence etc.

m  Systems approach — recognizes that humans are fallible and
errors do occur. Workplace issues and processes lead to
errors. However, this approach still places importance on
individual accountability & consequences for intentionally
harmful behaviors.

Adapted from Loyola University Health System Presentation Safety Science: Human Error, Quality and Patient Safety Committee, 2007

29

s Ap

* In both approaches, errors do/can still occur

stem

Person vs. Sy

m  Person approach m  Systems approach
Focus on individuals m FOCél_S on the :’ivorking
o conditions an
Blame individuals for environment

forgetfulness, inattention, or
carelessness, poor
production, etc

m  Build systems of work
that reduce harm or
mitigate its effects

®  Methods: poster campaigns, ®  Methods: system design,
writing another procedure, pro-active risk assessment
disciplinary measures,
threat of litigation, < Target: System (team,
re-training, blaming & tasks, workplace,
shaming organization, physical

<  Target: Individuals I IBIEIT, G1E)

Adapted from Loyola University Health System Presentation Safety Science: Human Error, Quality and Patient Safety Committee, 2007




The Culture of Safety:

Elements of an Effective Patient Safety Model

A culture of safety is an atmosphere of mutual
trust in which all staff members can talk freely
about safety problems and how to solve them,

without fear of punishment or blame.

- Institute for Healthcare Improvement
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Culture of Safety: Essential Elements

Reporting culture
People actively report errors and near misses

Just culture

Atmosphere of trust in which people are
encouraged to report. There exists a clear
line between acceptable and unacceptable
behavior.

Flexible culture

Ability to adapt to high risk conditions (e.g., shift of
decision-making to those with expertise)

Learning culture

Willingness & ability to learn from experience/data and the
will to change when needed'?

33
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Culture of Safety: Key Points

Creates an active learning environment in which staff can openly
discuss errors and near misses without fear of reprisals

Allows the staff to reveal when they have made a mistake or
witnessed a patient safety risk

Acknowledging failure is an act of strength

Shared accountability rewards reporting and puts a high value on
open communication

ik An organization that constantly looks for system design
improvements gives their workforce the best opportunity
to perform well.

Adapted from Loyola University Health System Presentation Patient Safety Education, 2007
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> Commit
Make patient safety a top priority

> Trust
Expect/demand accountability from everyone

> Communicate and collaborate
Develop structure to support system improvements (building
awareness with staff)

> Recognize/value lessons learned
Continuously improve systems and measure performance

Adapted from Loyola University Health System Presentation Patient Safety Education, 2007
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Organizational Strategies

Executive Safety Walk Rounds

Proactive safety assessment using Failure Mode and
Effects Analysis (FMEA)

Root Cause Analysis of significant events and near misses

System wide safety training (including team training)
Support safety improvement projects and look for

opportunities to celebrate success

Adapted from Loyola University Health System Pr ion Patient Safety: Progress and Challenges
Quality and Patient Safety Committee, 2007
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Systems Strategies

Provide ongoing patient safety training
Reduce reliance on memory

Improve communication and teamwork

Utilize technology (e.g., EMR)

Standardize processes (e.g., line reconciliation = always trace a tube or
catheter from the patient to the point of origin before connecting any new
device or infusion)

Establish/enforce staffing criteria * Design systems that

make it easy to do the
right thing & difficult
to do the wrong thing.

Reduce patient “hand-offs”

Adapted from Loyola University Health System Pr ion Patient Safety Education, 2007
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Here are just a few technologic applications to consider:

m  Electronic error reporting systems

m Digital radiology

m  Robotics in the pharmacy N\ ‘/

m Bar coding for medication processes \/

m  Electronic medical records (EMR)

m  Computerized physician order entry

m  Use products that are “incompatible by design” (e.g., tubing/catheters

that cannot mate with luer connectors on patient I'V lines)

Adapted from Loyola University Health System Pr ion Patient Safety: Progress and Challenges
Quality and Patient Safety Committee, 2007
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Major Barriers
Ingrained cultural attitudes about errors — emphasis on perfection
and infallibility

Hierarchical relationships - inhibit effective communication and
teamwork

Fear and shame — fear of reprisal, fear of legal implications, guilt,
reluctance to report a colleague

Confusion and/or ignorance — not sure what to report, how to handle
near misses, significance of errors, nature of complex systems

Apathy — “one person can’t make a difference,” no external/internal
incentive

Lack of time — too busy to report, too busy to get involved

Adapted from Loyola University Health System P ion Patient Safety: Progress and Challenges
Quality and Patient Safety Committee, 2007
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Keys to Success: Summary

Effective leadership — establishes patient safety as a priority, sets
agenda, sets expectations/standards for behaviors

Reporting system — should be a voluntary system that is nonpunitive,
confidential, and independent; encourage routine use

Effective organizational, systems, and technologic strategies

Localized problem solving - encourages mutual accountability;
empowers staff to resolve an issue that has direct impact in work area!®

Critical event analysis - helps identify and reduce the risk of
catastrophic events (including near misses); should include timely
feedback

Process improvement model — provides methodology to ameliorate
system flaws

40




W7 The Joint Commission

2007 National Patient Safety Goals

41
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NPSG History
m  Initially developed in 2002, these goals are updated annually

Purpose: to promote specific improvements in patient safety

Guided by the Sentinel Event Advisory Group to highlight
problematic areas in healthcare and offer expert-based solutions to
these problems

This module reflects the current version of the hospital — based
National Patient Safety Goals, effective January 2007.

Y The NPSGs provide practical strategies to
improve patient safety in your organization.

42




Sentinel Event Alerts

Beginning in 1998, the Sentinel Event Alert identifies specific sentinel events,
describes their common underlying causes, and suggests steps to prevent
occurrences in the future.

All accredited healthcare organizations are expected to review each issue of
Sentinel Event Alert as part of on-going patient safety initiatives.
Below is an abbreviated list of alerts over the years.

3
B

< Infant abductions Kernicterus/Hyperbilirubinemia
< Suicide

< Fatal falls

< Bed rail entrapment/death
< Potassium chloride

< Wrong site surgery

%  Transfusion errors

< High alert medications

%  Dangerous abbreviations

X3

R

Infant death/injury during delivery
PCA by proxy

Restraint death

Delays in treatment
Tubing/catheter misconnections
Medication reconciliation
Anesthesia awareness
Nosocomial infections

X3

R

X3

R

X3

R

X3

R

X3

*

X3

*

X3

*
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Joint Commission 2007
National Patient Safety Goals

@

v Improve the accuracy of patient identification

v Improve the effectiveness of communication among caregivers

v Improve the safety of using medications

v Reduce the risk of health care-associated infections

v Accurately and completely reconcile medications across the continuum of care
v Reduce the risk of patient harm resulting from falls

v Encourage patients’ active involvement in their own care as a
patient safety strategy

@ v The organization identifies safety risks inherent in its patient population j

44




Improve Patient Identification

Use at least #wo patient identifiers when providing care,
treatment or services, including reporting critical test results.

= Examples of acceptable identifiers: m Label all containers intended
for blood or specimen collection
Full Name in the presence of your patient.

Assigned Identification #

Date of Birth Do not pre-label
. . specimen containers
Social Security Number

Telephone Number
Address Do Not Use the
Other Unique Number Patient’s Room #

as an identifier

45

Improve Communication

a) For verbal or telephone orders or for telephonic reporting of
critical test results, verify the complete order or test result by
having the person receiving the information WRITE DOWN
and READ BACK the complete order or test result.

Example: Billy Jones is a 10-year-old with new
onset Diabetes. Billy’s physician calls his nurse
with an order to administer 20 units of regular
insulin to Billy.

The nurse writes down the order and then reads
back the order to the physician, “You asked me to
give 20 units of regular insulin to 10-year-old Billy
Jones.”

The physician confirms or corrects the nurse’s
understanding of what she has written down.

Only after the physician confirms the order from
the read back does the nurse administer the order.

46




b) Standardize a list of abbreviations, acronyms, symbols, and dose
designations that are not to be used throughout the organization.
Below is the current list from the Joint Commission.

Do Not Use

Potential Problem

Use Instead

U (for unit)

Mistaken for “0” (zero), the
number “4” (four) or “cc”

‘Write "unit"

IU (International Unit)

Mistaken for IV (intravenous) or the
number “10” (ten)

‘Write “International Unit”

Q.D., QD, q.d., qd Mistaken for each other Write “daily”
Q.0.D., QOD, q.0.d., qod Period after the “Q” mistaken for “I” Write “every other day”
and the “O” mistaken for “I”
Trailing zero (X.0 mg) Decimal point is missed Write “X mg”
Lack of leading zero (.X mg) Write “0.X mg”

MS
MSO* and MgSO*

Can mean morphine sulfate or
magnesium sulfate

Confused for one another

Write “morphine sulfate”

Write “magnesium sulfate”

* The Institute for Safe Medication Practices offers a more extensive list on their Web site (www.ismp.org)

Improve Communication (cont.)

¢) Measure, assess and, if appropriate, take action to improve the timeliness of
reporting, and the timeliness of receipt by the responsible licensed
caregiver, of critical test results and values.

¢ Applies to stat tests and critical values

results/values

healthcare provider

improvement

Part 1: Set target of acceptable length of time
between both of these segments:
a) ordering to reporting critical test

b) from when the report is available to when
the responsible healthcare provider receives it

Part 2: Collect data to measure how long it takes

from ordering to reporting to receipt by responsible

Part 3: Analyze data to determine if you are meeting
your stated target or if there is need for

resuscitation.

CASE: A 15-year-old male presented lethargic,
dehydrated with ketotic breath attributed to
diabetic ketoacidosis and polysubstance abuse.
He was intubated immediately to control his
airway. The supervising physician ordered an
arterial blood gas and metabolic profile.

The lab reported the critical results within 20
minutes of the time the blood was drawn, which
was within the established target time.

Receiving the critical results rapidly allowed the
physician to make crucial adjustments in the
patient's ventilator settings and fluids to optimize
his acid/base status within the first hour of

48
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Improve Communication (cont.)

)

d) Implement a standardized approach to “hand off” communications,
including an opportunity to ask and respond to questions.

“Hand offs” can include:
Shift to shift
Sending patient for lab work, radiology, etc
Transferring to inpatient care
Physician to physician
Etc.

The SBAR technique is commonly used to provide a framework
for communication between members of the health care team
about a patient's condition.

49

Improve Medication Safety

a) Standardize and limit the number of drug concentrations used by
the organization.

Broselow™ tape issue: To comply with this NPSG, use
the newer versions of the Broselow™ tape (i.e., version
2005A & majority of 2002B) that were updated to omit
the dosing guidelines for continuous IV infusions.

Standardize the concentrations of IV infusions used in
your ED/hospital (typically determined by your
pharmacy department)

* REMINDER: Joint Commission has concluded that the ‘Rule of 6
and other dosing methodologies that result in individualized
concentrations are not in compliance with this NPSG.

50




Improve Medlcatlon Safety (cont.)

b) Identify and, at a minimum, annually review a list of look-alike/sound-
alike drugs used by the organization, and take action to prevent errors
involving the interchange of these drugs.

Common strategies:
m  Use the “Tall Man” lettering scheme
(e.g. Prednisone = PredniSONE; Prednisolone = PrednisoLONE)
m  Segregate drugs with similar looking labels
g JlLGoiie
ey ':-:Er' R Wy
HYDRALAZINE
EXAMPLE: Two drugs WYOROXYOINEMCI  we | YDROCHLORIDE .,
with very similar label 3 Store TABLETS, USP o
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Improve Medlcatlon Safety (cont.)
) Label all medications, medication containers (for example,

syringes, medicine cups, basins), or other solutions on and off
the sterile field.

Label everything including solutions you may add to the sterile field
to prepare the patient for a procedure (e.g., lumbar puncture,
suturing, etc.)

Label everything that is in the area of preparation (e.g., label the
basin used to hold sterile water)

Keep all original containers available for reference until completely
finished with procedure

If staff changes during the procedure, conduct a double-check
process to review everything on the sterile field

52




a)

Comply with current Centers for Disease Control and Prevention (CDC)
hand hygiene guidelines (www.cdc.gov/handhygiene).

Wash your hands or use antiseptic gel before AND after any patient
encounter (including entering and leaving patient room or exam room)

When you use antiseptic hand gel, remember:

= Apply 1 —2 pumps of agent to palm of hand

= Rub hands together, covering all surfaces of hands and fingers,
until hands are dry

Hands must be washed with antiseptic soap and water for 15 seconds
when visibly soiled or contaminated with blood or body fluids.
(hint: it takes 15 seconds to sing “Happy Birthday” 2 times)
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Improve Medication Reconciliation

Develop/implement a process for comparing the patient’s current
medications with those ordered for the patient while under the care of the
organization.

A complete list of the patient’s medications is communicated to the next
provider of service when a patient is referred or transferred to another
setting, service, practitioner or level of care within or outside the
organization.

Follow these critical steps:

* Interview the patient/family to obtain a current list
»  Use/refer to established list when ordering medications

% Upon admission: Communicate the list at time of transfer to the
appropriate nursing unit

x  Upon discharge from hospital or ED: Give patient a copy of the list
AND forward list to primary care provider (if patient has one)
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Reduce Patient Falls

a) Implement a fall reduction program including an evaluation of the
effectiveness of the program.

Hospitalized children often climb from carts/beds seeking to be next to
their parents and it can result in falls. Parents may often fall asleep at
their bedside with the rails down and then the child falls from the bed.

ik Include “signage” on the patient’s cart/bed, label the chart,
and place a sticker on the patient gown for at-risk patients.

Keys to Fall Prevention:
- “Screen” all children (resources: Premiere; Miami Children’s
Hospital’s Humpty Dumpty Falls© scale; Phoenix Children’s

Pediatric Risk Factors:
- History of falls

| Age/Gcr!dcr Hospital’s Cummings Pediatric Fall Assessment© scale*)

- Diagnosis

- Cognitive/physical impairments - Make environment safe with core environmental safety practices
- Functional status (lighting, footwear, bed height, floor surfaces, call lights,

- Patient care equipment patient/family education)

- Medications (can alter equilibrium)

B ironmental factors - Involve the patient/family with education on the importance of risk,

prevention, and communication with staff

*for more information, contact reference author, Roni Cummings (Roni.Cummings@NYSNA.ORG)
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Patients' Involvement

BE

Actively Encourage

: i o

a) Define and communicate the means for patients and their families to
report concerns about their own safety and actively encourage them
to do so.

Resources/tools/strategies to actively engage patients/families so they
do speak up when they have concerns:

Joint Commission International Center for Patient Safety
Speak Up™ Campaign - Joint Commission
Agency for Healthcare Research and Quality
Consumers Advancing Patient Safety
Institute for Family Centered Care

National Patient Safety Foundation
Partnership for Patient Safety

Persons United Limiting Substandards and Errors in Health Care
World Health Organization Patients for Patient Safety Program
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atient Population

Identify Safety Risks in P

The organization identifies patients at risk for suicide

Applies to all psychiatric hospitals and patients being treated in
general hospitals (including the ED) with a primary
complaint/diagnosis of an emotional or behavioral disorder

Emotional/behavorial disorder = any DSM-1V diagnosis, including
substance abuse

ik Conduct a suicide risk assessment and take appropriate
precautions to ensure the patient’s immediate safety

Resources:
Screening For Mental Health, Inc. — offers a free resource guide
specifically designed to help implement this NPSG
American Academy of Child and Adolescent Psychiatry - Practice
parameter - reviews epidemiology, causes, management, and prevention of
suicide and attempted suicide in young people
4-Item Risk of Suicide Questionnaire (RSQ-4) — developed by Children’s
Hospital Boston to specifically address the pediatric ED population'’
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Think Ab

How would you describe your institution’s culture?

What changes (positive or negative) are taking place in your
institution?

What could you do to positively impact your culture?
Do you know the process for reporting a medical error?

How comfortable do you feel reporting a medical error or patient
safety issue?

What are alternative ways/systems in which to share information
with your colleagues other than the traditional lecture format?

What are some potential obstacles to reducing/eliminating pediatric
patient safety issues in your department, organization or institution?
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Resources

The following slides profile the leading healthcare agencies/companies
within the Patient Safety movement, highlighting their efforts and providing
links to numerous Patient Safety tools and resources.

IOM S Quahty Chasm Series

Crossing the Quality Chasm: A New Health System for the
2I* Century (2001)

This report continued the work of the Committee on the
Quality of Health Care in America (formed in June 1998)

Main objective: provide a strategy and action plan for building
a stronger health system in the coming years

Proposed six aims for improvement — Healthcare should be:

1)
2)
3)
4)
5)
6)

Safe

Effective
Patient-centered
Timely
Efficient
Equitable
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IOM S Quahty Chasm Series (cont.)

m  Patient Safety: Achieving a New Standard for Care (2004)
Summary: To achieve an acceptable standard of patient safety, IOM
recommends all health care settings establish comprehensive patient
safety programs facilitated by trained personnel within a culture of
safety and involving adverse event and near-miss detection and
analysis.

m  Preventing Medication Errors: Quality Chasm Series (2006)
Summary: /OM reviews the cost of medical errors and effectiveness
of proposed error-prevention strategies. The committee provides an
actionable agenda outlining the measures needed to improve the safety
of medication use.

All of the IOM reports are available online at:
www.iom.edu/CMS/3718.aspx
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Patient Safety and Quality Improvement Act

Patient Safety and Quality Improvement Act of 2005 (Public Law 109-41)'%

Enacted in response to growing concern about patient safety in the
United States and the 1999 IOM report

Signed into law on 7/29/05

Goal: To improve patient safety by encouraging voluntary and
confidential reporting of events that adversely affect patients

Created Patient Safety Organizations (PSOs) to collect, aggregate,
and analyze confidential information reported by healthcare
providers.
m Significantly limits the use of PSO information in criminal, civil, and
administrative proceedings
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Agency for Health Care Research & Qualit

Mission: The AHRQ is the lead Federal agency charged with improving the
quality, safety, efficiency, and effectiveness of health care for all Americans.

Launched national PSA campaign entitled, "Questions Are the Answer: Get
More Involved With Your Health Care” aimed at patients/caregivers by
encouraging a more active role in their healthcare. Created a Web site that
features an interactive "Question Builder" that allows consumers to generate
a customized list of questions to ask their healthcare providers
(www.ahrq.gov/questionsaretheanswer).

Resources:
Patient Safety Network - weekly online publication
WebM&M - expert analysis of medical errors reported anonymously

Pediatric Quality Improvement Indicators - set of measures that can be
used with hospital inpatient discharge data

Patient Safety Task Force - coordinates integration of data collection on

medical errors and adverse events, and promotes collaboration within the
Department of Health
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National Patient Safety Foundation

Lo

Vision: The NPSF is the indispensable resource for individuals and
organizations committed to improving the safety of patients.

Mission: To improve the safety of patients by these efforts
Identify and create a core body of knowledge
Identify pathways to apply the knowledge
Develop and enhance the culture of receptivity to patient safety
Raise public awareness and foster communications about patient safety
Improve the status of the Foundation and its ability to meet its goals.

Resources:
Focus on Patient Safety — Quarterly newsletter
Online fact sheets/brochures

Nursing Resources * Patient safety is central to quality
Medication Safety Resources health care as reflected in the
Anesthesia Resources Hippocratic Oath: "Above All, Do
Patient/family Resources No Harm".
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Institute for Healthcare Improvement

Mission: To accelerate the improvement of healthcare worldwide

Founded in 1991, this organization provides reliable knowledge, and
support to accelerate change in healthcare by cultivating promising
concepts for improving patient care and turning the ideas into action.

Resources: Web site is free and designed for all healthcare
professionals.

IMPACT Network - is a membership network of healthcare
organizations join forces to achieve dramatic improvement in clinical
outcomes

Measures

Changes
Improvement Stories
Tools
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National Initiative for Children’s Healthcare Quality

Mission: Dedicated solely to improving the quality of health care
provided to children.

Agenda:
Prevention of childhood obesity

Promoting evidence based, family centered care for children
with chronic conditions

Purging harm from children's health care
Promoting equity in care and outcomes for all children.

Resources:
Getting to Zero: The Kids’ Campaign
NICHQ Forum - annual forum

Collaborative Learning - offers numerous conferences and training
opportunities
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The Leapfrog Group

Mission: To trigger giant leaps forward in the safety, quality and affordability
of health care by:
Supporting informed healthcare decisions by those who use and pay for
health care; and,
Promoting high-value health care through incentives and rewards.

Founded by a small group of large employers aimed at mobilizing employer
purchasing power to advocate for improvements in healthcare safety, quality
and customer value.

) <>
Resources: THELEAPFROGGROUP

Leapfrog Hospital Quality and Safety Survey S

Leapfrog Hospital Insights — assesses hospital quality, efficiency, and
overall performance in five clinical areas using nationally standardized
measures

Leapfrog Hospital Rewards Program™ — pay-for-performance program
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Mission: To advocate for and support hospitals and health systems
as they serve their patients and communities.

Resources:

Patient Safety Learning Collaborative - network connects national
and regional safety experts and with other hospital teams to identify
solutions and accelerate adoption of best practices

[llinois Hospital Report Card Act - State mandate requires hospitals
to provide consumers public access to information about hospital
staffing and patient outcomes

Improvement Strategies

Clinical Resources

General Safety Links
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Chicago Patient Safety Forum

m  Mission: To facilitate innovative system approaches to understanding and
improving patient safety in the Chicago metropolitan area.

m  Goals:
Promote a culture of safety in healthcare among all stakeholders
Develop community leaders in patient safety
Catalyze inter-organizational efforts to reduce medical errors
Influence public awareness, attitudes, and behaviors with respect to
patient safety

m  Resources:
Chicago Pediatric Patient Safety Consortium - hospital specific patient
safety strategies

100K Lives Campaign — 1 national effort designed to save a specified
number of lives

Professional Resources

Patient/Consumer Resources

s AT
AT & 4
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“Knowing is not enough, we must apply.

Willing is not enough; we must do.”

- Johann von Goethe
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Agency for Healthcare Quality & Research

American College of Emergency Physicians

American Hospital Association

American Society for Healthcare Risk Management
Centers for Disease Control and Prevention

Federal Aviation Administration

Human Factors and Ergonomics Society

Illinois Hospital Association

Institute for Healthcare Improvement

Institute for Safe Medication Practices

Institute of Medicine

Joint Commission on Accreditation of Healthcare Organizations
The Leapfrog Group

Metropolitan Chicago Healthcare Council

National Coordinating Council for Med Error & Prevention
National Patient Safety Foundation

The Patient Safety Group

Veterans Affairs — National Center for Patient Safety

o o v oy o s

References
1] Kohn LT, Corrigan JM, Donaldson MS, eds. To err is human: Building a safer health system.

Washington, DC: National Academy Press; 1999.

2]  Wuerz RC, Fernandes CMB, Alarcon J. Inconsistency of emergency department triage. Ann
Emerg Med. 1998;32:431-5.

3] Slonim AD, LaFleur BJ, Ahmed W, Joseph JG. Hospital-reported medical errors in children.
Pediatrics. 2003;111:617-621.

4]  Miller MR, Elixhauser A, Zhan C. Patient safety events during pediatric hospitalizations.
Pediatrics. 2003;111:1358 —1366.

5] Kozer E, Scolnik D, Macpherson A, et al. Variables associated with medication errors in pediatric
emergency medicine. Pediatrics. 2002;110:737-742.

6] Selbst SM, Fein JA, Osterhoudt K, et al.. Medication errors in a pediatric emergency department.
Pediatr Emerg Care. 1999;15:1-4.

7] Cote CJ, Notterman DA, Karl HW, et al. Adverse sedation events in pediatrics. A critical incident
analysis of contributing factors. Pediatrics. 2000;105:805-15.

8] Kozer E, Berkovitch M, Gideon K. Medication errors in children. Ped Clinics of North America.
2006;53(6):1155-68.

9]  Wong IC, Ghaleb MA, Franklin BD, et al. Incidence and nature of dosing errors in paediatric
medications: a systematic review. Drug Saf. 2004;27(9):661-670.

E= .




PR

References (¢

J(‘.‘.

o'ht.)

10] Hunt EA, Hohenhaus SM, Xuemei L, et al. Simulation of pediatric trauma stabilization in 35
North Carolina emergency departments: identification of targets for performance improvement.
Pediatrics. 2006;117:641-648.

11] Kaushal R, Bates DW, Landrigan C, et al. Medication errors and adverse drug events in paediatric
inpatients. JAMA. 2001;285(16):2114-2120.

12] Morgan N, Luo X, Fortner C, et al. Opportunities for performance improvement in relation to
medication administration during pediatric stabilization. Qual Saf Health Care. 2006;15:179-183.

13] Reason J. Human error. New York: Cambridge University Press, 1990.
14] Reason J. Human error: models and management. BMJ. 2000;320:768-70.
15] Reason, J. Managing the Risks of Organizational Accidents. Ashgate Publishing, 1997.

16] Napier J, Knox GE. Basic concepts in pediatric patient safety: actions toward a safer health care
system. Clin Ped Emerg Med. 2006;7:226-230.

17]  Horowitz LM, Wang PS, Koocher GP, et al. Detecting suicide risk in a pediatric emergency
department: development of a brief screening tool. Pediatrics. 2001; 107(5):1133-7.

18]  The Patient Safety and Quality Improvement Act of 2005. Overview, June 2006. Agency for
Healthcare Research and Quality, Rockville, MD.

73




