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Defini0ons	
  

•  Quality	
  –	
  The	
  extent	
  to	
  which	
  a	
  service	
  or	
  product	
  
produces	
  a	
  desired	
  outcome(s).	
  

•  Safety	
  –	
  Preven)on	
  or	
  modera)on	
  of	
  hazard	
  
induced	
  harm.	
  

•  Hazard	
  –	
  A	
  circumstance	
  or	
  agent	
  that	
  can	
  lead	
  to	
  
harm,	
  damage,	
  or	
  loss.	
  

•  Risk	
  –	
  The	
  chance	
  of	
  a	
  specific	
  event	
  occuring.	
  
Measured	
  in	
  terms	
  of	
  consequences	
  and	
  
likelihood.	
  



What	
  Is	
  A	
  System?	
  

•  A	
  collec)on	
  of	
  elements	
  whose	
  opera)on	
  
is	
  interdependent.	
  

•  Systems	
  obey	
  rules	
  that	
  cannot	
  be	
  
understood	
  by	
  breaking	
  them	
  into	
  parts,	
  
and	
  stop	
  func)oning	
  (or	
  malfunc)on)	
  
when	
  an	
  element	
  is	
  removed	
  or	
  altered	
  
significantly.	
  	
  

•  Systems	
  provide	
  a	
  coherent	
  and	
  unified	
  
way	
  of	
  viewing,	
  interpre)ng	
  and	
  of	
  
organizing	
  our	
  thoughts	
  about	
  the	
  world.	
  



IOM	
  Goals	
  

•  Safe	
  

•  Timely	
  

•  Efficient	
  

•  Effec)ve	
  

•  Equitable	
  

•  Pa)ent-­‐Centered	
  



Pa0ent	
  Safety	
  -­‐	
  The	
  Problem 

•  Not	
  New	
  
•  1964	
  -­‐	
  Schimmel	
  (Ann.	
  Int.	
  Med.)	
  
•  1981	
  -­‐	
  Steel	
  (NEJM)	
  
•  1995	
  -­‐	
  Family	
  Prac)ce	
  MDs	
  (JFamPrct)	
  
•  11/99	
  -­‐	
  IOM	
  Report	
  

– Deaths	
  due	
  to	
  Preventable	
  Adverse	
  Events	
  
greater	
  than	
  MVA,	
  Breast	
  Cancer,	
  or	
  AIDS	
  

	
  

	
  



Medicare	
  –	
  Adverse	
  Events	
  
2010	
  

•  13.5%	
  Adverse	
  Events	
  (Serious	
  Events)	
  
•  13.5%	
  Temporary	
  Harm	
  
•  1.5%	
  die	
  (15,000/month	
  =	
  >150,000/yr)	
  
	
  



Ins0tute	
  of	
  Medicine	
  
(Sept.	
  2012)	
  

•  $750Billion	
  wasted/yr	
  
•  Implement	
  Best	
  Clinical	
  
Knowledge	
  More	
  Rapidly	
  

•  Digital	
  Infrastructure	
  
•  Clinical	
  Decision	
  Support	
  	
  
•  Align	
  Incen)ves	
  	
  
•  Pa)ent	
  Centered	
  
•  Care	
  Con)nuity	
  
•  Op)mize	
  Opera)ons	
   8	
  



Where	
  Healthcare	
  Was/Is	
  

•  Cokage	
  Industry	
  Mentality	
  
•  Virtually	
  Total	
  Reliance	
  on:	
  

– Professional/Individual	
  Responsibility	
  
–  Individual	
  Perfec)on	
  
– Train	
  and	
  Blame	
  

•  Likle	
  Understanding	
  of	
  Systems	
  Rela)ve	
  to	
  
People	
  and	
  Processes	
  
–  Ignorance	
  vs	
  Arrogance	
  

Culturally	
  Different!!!!	
  



Typical	
  Approach	
  

•  New	
  Policies,	
  Regula)ons,Repor)ng	
  
Systems,	
  Training	
  

•  Good	
  First	
  Step	
  But…..	
  
– Lack	
  of	
  Systems	
  Insight	
  

– Superficial	
  Solu)ons	
  (?Answers)	
  
–  Inadequate	
  Follow-­‐Up	
  

– Lost	
  Opportunity	
  



Typical	
  Missing	
  Features	
  

•  Clear	
  Understanding	
  of	
  Goal	
  
	
  



Typical	
  Missing	
  Features	
  

•  Clear	
  Understanding	
  of	
  Goal	
  
•  Preven)ve	
  Approach	
  

•  Field	
  Understanding	
  &	
  Buy-­‐In	
  

•  Systems	
  Approach	
  

•  Sustainability	
  

•  Trust/Culture	
  of	
  Safety	
  



Safety	
  System	
  Design	
  

•  High	
  Reliability	
  Organiza)ons	
  
•  Role	
  of	
  Repor)ng	
  

– Learning	
  or	
  Accountability	
  



Safety	
  System	
  Design	
  

•  High	
  Reliability	
  Organiza)ons	
  
•  Role	
  of	
  Repor)ng	
  

– Learning	
  or	
  Accountability	
  

•  Systems-­‐Based	
  Solu)ons	
  

– Pa)ent	
  Centered	
  –	
  DUH!!!!	
  

•  Importance	
  of	
  Close	
  Calls	
  



Pa0ent	
  Safety	
  System	
  Design	
  



Pa0ent	
  Safety	
  System	
  Design	
  



Pa0ent	
  Safety	
  System	
  Design	
  
NASA	
  Experience	
    

 



Guiding	
  Principles	
  For	
  Pa0ent	
  
Safety	
  System	
  

§ Learning,	
  Not	
  Accountability	
  System	
  
§ Repor)ng	
  System	
  Characteris)cs	
  

• Non-­‐puni)ve	
  -­‐	
  Confiden)al	
  and	
  De-­‐iden)fied	
  
§ Importance	
  of	
  Close	
  Call	
  

§ Reports	
  Should	
  Emphasize	
  Narra)ves	
  

§ Interdisciplinary	
  Review	
  Teams	
  

§ About	
  Iden)fying	
  Vulnerabili)es	
  NOT	
  
Sta)s)cs	
  

§ Prompt	
  Feedback	
  

	
  



Safety	
  &	
  Human	
  Error:	
  Challenges	
  

•  Healthcare	
  Views	
  Errors	
  as	
  Failings	
  Which	
  
Deserve	
  Blame	
  -­‐	
  Fault	
  

•  Train	
  and	
  Blame	
  Mentality	
  vs	
  Systems-­‐Based	
  
•  Blind	
  Adherence	
  To	
  Rules	
  
•  Correc)ve	
  Ac)ons	
  Focusing	
  on	
  Individual	
  
•  No	
  Blood	
  No	
  Foul	
  Philosophy	
  



Safety	
  &	
  Human	
  Error:	
  
Cornerstones	
  

•  People	
  Don’t	
  Come	
  to	
  Work	
  to	
  Hurt	
  
Someone	
  or	
  Make	
  a	
  Mistake	
  

•  	
  Must	
  Keep	
  Asking	
  “Why?”	
  



Safety	
  –	
  Human	
  Error	
  

Accident 

LATENT 
FAILURES 

DEFENSES 

Incomplete 
procedures 

Regulatory 
narrowness 

Mixed 
Messages 

Production 
pressures 

Responsibility 
shifting 

Inadequate 
training 

Attention 
Distractions 

Clumsy 
Technology 

Deferred 
Maintenance 



Safety	
  –	
  Human	
  Error	
  
Hindsight	
  Bias	
  



Pa0ent	
  Safety	
  -­‐	
  Strategy	
  

•  Invite	
  People	
  to	
  Play	
  
– Problem	
  Recogni)on	
  
– Remove	
  Barriers	
  (Puni)ve,	
  Difficulty,	
  Black	
  
Hole	
  Effect)	
  

– Learning	
  NOT	
  Accountability	
  System	
  
•  Importance	
  of	
  Close	
  Call	
  
•  Blameworthy	
  Defini;on	
  
•  Training	
  (Middle	
  thru	
  Top	
  Management)	
  
	
   	
   	
  Leadership	
  At	
  All	
  Levels	
  

•  Human	
  Factors	
  Approach	
  
– Tools	
  That	
  Guide	
  Behavior	
  	
  



Changing	
  Culture	
  

Tools 

Behavior 

Attitude 

CULTURE!!! 



Priori0ze	
  

•  Risk	
  Based	
  
– Severity	
  
– Probability	
  

•  Must	
  Make	
  Sense	
  
– Business	
  Processes	
  
– Regulatory	
  Environment	
  



Causa0on/Ac0ons:	
  
	
  	
  	
  Who	
  vs.What	
  &Why	
  

•  Who	
  
– ‘Whose	
  Fault	
  Is	
  This?’	
  
– Ac)ons	
  focused	
  on	
  correc)ng	
  individual	
  
– ‘Corrects’	
  only	
  aser	
  problem	
  occurs	
  
– Limited	
  scope	
  of	
  ac)on	
  and	
  generalizability	
  

•  What	
  &	
  Why	
  
– Ac)ons	
  focus	
  on	
  systems	
  level	
  causa)on	
  
– Widespread	
  applicability	
  
– Stronger	
  preven)ve	
  strategy	
  



Systema0c	
  

	
  
•  Cause	
  and	
  Effect	
  
•  Human	
  Error	
  Must	
  Have	
  Preceding	
  Cause	
  
•  Failure	
  to	
  Follow	
  Procedure	
  By	
  Itself	
  Is	
  NOT	
  
a	
  Root	
  Cause	
  

•  Nega)ve	
  Descriptors	
  Aren’t	
  Ac)onable	
  
•  Failure	
  To	
  Act	
  Is	
  Not	
  	
  A	
  Cause	
  Without	
  Pre-­‐
exis)ng	
  Requirement	
  To	
  Act	
  

•  Why,Why,Why	
  
	
  



Human	
  Factors	
  Engineering	
  and	
  
“Ac0ons”	
  

•  Warnings	
  and	
  labels	
  (watch	
  out!)	
  

•  Training	
  (don’t	
  do	
  that)	
  
•  Procedure	
  changes	
  (work	
  around	
  that)	
  

•  Interlock,	
  lock-­‐in,	
  lock-­‐out,	
  etc	
  (let	
  me	
  design	
  it	
  so	
  
you	
  can	
  not	
  do	
  that	
  –	
  forcing	
  func)ons)	
  

•  Is	
  there	
  one	
  right	
  ac0on???	
  

Weaker 

Stronger 



Ac0on	
  Assessment	
  

•  Characteris)cs	
  of	
  Ac)ons	
  
– Temporary	
  vs.	
  Permanent	
  
– Procedural	
  vs.	
  Physical	
  

•  Ac)on	
  Evalua)on	
  
– Process	
  
– Outcome	
  



Communica0on	
  -­‐	
  The	
  Problem	
  

•  Reliability	
  In	
  Healthcare	
  Is	
  Poor	
  
– Not	
  Individually	
  Acknowledged	
  

•  Basic	
  Problems	
  Are	
  Same	
  World	
  Over	
  
– Property	
  of	
  Being	
  Human	
  	
  

•  Organiza)onally	
  Ignored	
  Compared	
  To	
  Other	
  
High	
  Hazard	
  Industries	
  

	
  



Communica0on	
  

•  Communica)on	
  Iden)fied	
  As	
  Principal	
  Factor	
  
>70%	
  Of	
  RCAs	
  

•  Medical	
  Team	
  Training	
  (MTT)	
  Developed	
  To	
  
Improve	
  Results	
  
– Crew	
  Resource	
  Management	
  Principles	
  AND	
  
– Briefings	
  and	
  De-­‐Briefings	
  



Root Cause Analyses (RCA) 
 Database* 

 
•  ~70% to 80% of RCAs cited COMMUNICATION 

FAILURE as, at least one of the root causes/contributing 
factors for an adverse event or close call report. 

*SPOT Database:  
  VA National Center for Patient Safety, April, 2008 
 Completed RCAs, Number = 8661. 





Teamwork 



Characteris0cs	
  of	
  a	
  Powerful	
  Team	
  

Common	
  Purpose	
  

Clear	
  Roles	
  

Accepted	
  
Leadership	
  

Effec)ve	
  
Processes	
  

Solid	
  
Rela)onships	
  

Excellent	
  
Communica)ons	
  

Excep)onal	
  
Results	
  



Challenge	
  

•  Medical	
  Personnel,	
  Par)cularly	
  Physicians	
  
Have	
  Been	
  Rewarded	
  Throughout	
  Training	
  for	
  
Individual	
  Achievement.	
  Highly	
  Compe))ve	
  	
  

•  Healthcare	
  System	
  Tradi)onally	
  Financially	
  
Rewards	
  Individual	
  Ac)vity/Service	
  Delivered,	
  
Not	
  Outcome	
  

•  Teamwork	
  Not	
  Tradi)onally	
  Valued,	
  Taught,	
  
or	
  Rewarded	
  

36	
  



Aviation Safety  
&  

Crew Resource Management 
(CRM) 

 



Crew	
  Resource	
  Management	
  (CRM)*	
  

•  Origin: 1979-80 NASA workshops examining the role of 
human error in airline crashes 
–  Research into aviation accidents in 1970s 

•  Definition: “Using all available sources – information, 
equipment, and people – to achieve safe and efficient 
operations.” 

•  Focus: safety, efficiency, and morale of humans working 
together 

•  LOFT:  “Line Oriented Flight Training” 
–  Work in flight simulators and measurement of airline crew performance 

•  Briefings and Debriefings 

* Musson D, Helmreich RL.  Team training and resource management in health care: 
Current issues and future directions.  Harvard Health Policy Review.  2004; 5(1): 25-35. 



CRM	
  Training*	
  

•  Required by FAA and worldwide – “the way of doing 
business” 

•  Aircrew performance measured by materials, 
organization, individual, and group variables 

•  Expanded aviation training from technical focus to 
human factors dimensions – stress, fatigue, 
communication, shared awareness, and teamwork 

•  Outcomes: efficiency, safety, customer satisfaction 
•  Airline crew surveys: CRM relevant, useful, and 

effective in changing attitudes and behavior to improve 
safety 

•  CRM accepted by industry on face validity  
* Musson D, Helmreich RL.  Team training and resource management in health care: 
Current issues and future directions.  Harvard Health Policy Review. 2004; 5(1): 25-35. 



* The American Heritage Dictionary, 4th edition, Houghton Mifflin Company (2001): 179. 

Communica0on	
  

•  Definition:  The exchange of thoughts,  
      messages, or information.* 

•  A dynamic process between people: 
•  Sender (talks/writes/signals) & Receiver 

(listens/reads/signals) 
•  Roles alternate back & forth 
• Verbal vs. non-verbal 

•  Feedback:  
•  Sending a message is not sufficient 
•  Was it received…understood? 



Communica0on	
  Skills	
  

In medical school and nursing 
school, the focus is on successful 
communication with the patient. 

 



Successful	
  Communica0on	
  

•  Many communication improvements focus 
on improving accuracy and availability of 
content, e.g. CPOE, CPRS, “Hand-Off” 
templates 

•  Poor communication results from context.  
Context is vulnerable to culture, gender, 
education, experience, time pressure, 
stress, mood, etc. 



Collabora0on	
  &	
  Teamwork	
  in	
  ICU	
  =	
  
Lower	
  Morbidity	
  &	
  Mortality	
  +	
  Increased	
  RN	
  

Reten0on	
  

Evidence from ICUs 
•  Knaus – 5030 ICU pts in 13 hospitals 

–  M&M risk improved with collaboration 
•  Baggs – 286 consecutive Med ICU pts transferred 

–  M&M risk decreased from 16% to 5% 
•  Shortell – 17440 pts from 42 ICU 

–  Teamwork across disciplines improved outcomes & RN 
retention 

•  Pronovost – Daily briefings in ICU with RNs and 
Residents 
–  Improved quality of care 



Impact	
  of	
  Team	
  Training?	
  

•  VA Facility and NCPS Leadership  
•  Young (1991) – Observational study of VAMCs 

 Lower M&M (Observed/Expected ratios)  
–  Standardization of work, “hands on” supervision of 

attending surgeons, residents, and nurses 
–  Mentoring program for residents 
–  Effective interdisciplinary communication  
–  Larger % of effective coordination practices among 

providers 
•  Meterko (2004) – Survey of 125 VAMCs  

  Strong correlation between teamwork culture and       
 patient satisfaction 

(Teamwork Culture = Prevalent collaboration across disciplines.) 
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Culture	
  of	
  Safety	
  

•  “Learns”	
  from	
  adverse	
  events	
  
•  People	
  report	
  things	
  
•  Non	
  puni)ve	
  
•  Flaken	
  hierarchies	
  –	
  promotes	
  teamwork	
  and	
  
open	
  feedback	
  (CRM)	
  

•  Safety	
  examined	
  retrospec)vely	
  and	
  
prospec)vely	
  

•  Intensive	
  training	
  of	
  personnel	
  and	
  teams	
  
•  Systems	
  thinking	
  
•  Build	
  fault	
  tolerance	
  into	
  the	
  system	
  



Fault	
  Tolerance	
  

“Zero	
  error	
  is	
  NOT	
  realis0c.”	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
	
   	
  	
   	
   	
   	
  	
  

	
  	
  	
  	
   	
  	
  

Fault	
  tolerant	
  system	
  	
  -­‐	
  system	
  can	
  experience	
  
errors	
  but	
  s)ll	
  func)ons	
  successfully….	
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VHA NCPS Medical Team Training Program 
2005 -2010 

Mean = 74 Attendees Per Learning Session 

Largest One Day Session = 208 (Baltimore, MD Jan 14, 2010) 

Largest Facility Attendance = 356 (Dallas, TX  December 9-11, 2008) 



Briefings	
  

Dialogue among principals using concise, 
relevant information to promote clear and 
effective communication 

  - Real time 
  - Face-to-face 
  - All team members present 
  - All team members participate 



Why do a Briefing? 

•  Establish a platform for common understanding 
– Gives people permission to be frank & honest 
– Gets everyone on the same page 

•  Provides a structure for collaborative planning 
•  Creates a shared mental model 



Suppor0ng	
  Long	
  Term	
  Memory	
  

•  Checklists	
  
– Put	
  knowledge	
  in	
  the	
  world	
  vs.	
  in	
  the	
  head	
  	
  
– Recogni)on	
  is	
  beker	
  than	
  recall	
  

– Tool	
  to	
  Guide	
  and	
  Improve	
  Communica0on	
  
•  Checklist	
  Philosophy	
  

– “Read	
  and	
  Verify”	
  checklists	
  
– “Read	
  and	
  Do”	
  checklists	
  



	
  	
  

IV	
  Inser;on	
  Checklist	
  
	
  Before	
  Inser;on	
  

	
  	
  

•  Pa)ent	
  Iden)fica)on……………………………..CONFIRMED	
  
•  Correct	
  Side………………………………………CONFIRMED	
  
•  Catheter	
  Size……………………………………..CONFIRMED	
  
•  Equipment…………………………………………AT	
  BEDSIDE	
  
•  Pa)ent……………………………………………..BRIEFED	
  

	
  ACer	
  Inser;on	
  
	
  	
  
•  Tourniquet…………………………………………REMOVED	
  
•  Line………………………………………………...FLUSHED	
  
•  Pump……………………………………………….SET	
  (with	
  fluids)	
  
•  Sharps………………………………………………DISPOSED	
  
•  Site…………………………………………………..LABELED	
  
•  Documenta)on…………………………………….COMPLETE	
  



Pre-­‐Op	
  Briefing	
  
 

•  Entire Surgical Team  
–  Attending surgeon 
–  Anesthesiologist/CRNA 
–  Circulator  
–  Scrub nurse/tech  
–  Resident, PA, perfusionist, others 

•  Guided by checklist guide (specialty specific) 
•  OR suite prior to anesthetic induction 
•  Does not replace pre-op planning 
•  Complements the TIMEOUT 



Asking	
  the	
  right	
  ques0on	
  

•  “Any	
  ques)ons?”	
  
	
  
	
   	
  VS	
  

	
  
•  “What	
  is	
  your	
  biggest	
  concern	
  for	
  today?”	
  	
  



Checklist-­‐Driven	
  Preopera0ve	
  Briefing	
  



Avoid	
  Hint	
  and	
  
Hope	
  

1.  Specific	
  
2.  Direct	
  	
  
3.  Concise	
  

3 W’s 
1.  What I see 
2.  What I’m concerned about 
3.  What I want 

4 Step Assertive Tool 
1.   Get Attention 
2.   State Concern (‘Feel The Pinch’) 

 “I’m uncomfortable with…”  
 “I’m concerned about…” 

3. Offer Solution 
4. Pose Question 

Use	
  Chain	
  of	
  Command	
  

SBAR	
  

TAKE	
  
ACTION	
  

OR 

STEP BACK 



Post-­‐Op	
  Debriefing	
  

•  Entire Surgical Team 
– Attending surgeon 
– Anesthesiologist/CRNA 
– Circulator 
– Scrub nurse/tech 
– Resident, PA, perfusionist, others 

•  Guided by checklist (specialty specific) 
•  What went well?  What did not go well? What did 

we learn? What can we do to improve our 
processes?   

•  Timing – when patient is stable before attending 
leaves (update prior to patient leaving OR) 

•  Method to track debrief items and follow-up 



Post-­‐Op	
  Debriefing	
  

•  What	
  it	
  is	
  NOT:	
  
– Chance	
  to	
  whine	
  about	
  people	
  
– Chance	
  to	
  collect	
  sta)s)cs	
  for	
  sta)s)cs	
  sake	
  

•  What	
  it	
  IS:	
  
– Tool	
  to	
  iden)fy	
  problems	
  that	
  impact	
  pa)ent	
  
care	
  

– Tool	
  to	
  solve	
  problems	
  as	
  a	
  team	
  



The image cannot be displayed. Your computer may not have enough memory to open the image, or the image may have been corrupted. Restart your computer, and 
then open the file again. If the red x still appears, you may have to delete the image and then insert it again.



Followership	
  

•  Engaged	
  and	
  ac)ve	
  in	
  decision	
  making	
  
•  Cri)cal	
  thinkers	
  
•  Assume	
  ownership	
  and	
  responsibility	
  for	
  team	
  
decisions	
  

•  Provide	
  honest,	
  )mely	
  feedback	
  
•  “Speak	
  up”	
  regardless	
  of	
  situa)on	
  or	
  rank	
  
•  Asser)ve	
  but	
  Respecxul	
  
?	
  



Situational Awareness 

Definition: The continuous perception of self and 
team in relation to the dynamic environment and the 
ability to make adjustments. 

   
The one most important aid in maintaining Situational 

Awareness is a common understanding of the briefed 
plan. 



Medical	
  Team	
  Training	
  
Safety	
  Aetudes	
  Ques0onnaire	
  

* * 

*  P < 0.05 paired, Students t-test N	
  =	
  3138	
  Ques;onnaires	
  

In this clinical area, it is easy to speak up. I would feel safe being a patient here. 
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P = 0.02 

45 Operating Rooms and 35 Intensive Care Units  

Pre = 12 Months Prior to Learning Session 

Post = 12 Months Following Learning Session 



Outcomes	
  –	
  Morbidity	
  /	
  Mortality	
  

Observed	
  /	
  Expected	
  Mortality	
  Ra0os	
  

Quarters	
  of	
  MTT	
  	
  

August 19, 2009 MTT Preliminary Report :  N = 99 facilities. 

P	
  =	
  0.03	
  



MTT	
  –	
  Facility	
  Level	
  Impact	
  

•  67%	
  High	
  Impact	
  on	
  OR	
  Staff	
  	
  
•  73%	
  High	
  Impact	
  on	
  OR	
  Pa)ents	
  
•  69%	
  of	
  OR	
  Teams	
  Improved	
  Teamwork	
  
•  66%	
  of	
  OR	
  Teams	
  Report	
  Improved	
  Efficiency	
  

– Eqpt	
  U)l	
  (61%),	
  Starts	
  (35%),	
  Dura)on	
  (19%)	
  
•  Safety	
  Aytudes	
  Ques)onnaire	
  (SAQ)	
  	
  

– Significant	
  Improvement	
  (p<0.001):	
  
•  	
  Working	
  Condi)ons,	
  Percep)on	
  of	
  Mgmt,	
  
Job	
  Sa)sfac)on,	
  Safety	
  Climate,	
  &	
  
Teamwork	
  	
  



Neily et al. Assoc. Between MTT and Surg Mortality. JAMA. 2010;304(15):
1693-1700. 

 







MTT	
  Impact	
  

•  N=108	
  Ins)tu)ons;	
  74	
  MTT,	
  34	
  Control	
  
•  MTT	
  50%	
  greater	
  decrease	
  in	
  mortality	
  &	
  
morbidity	
  than	
  Control	
  

•  Dose-­‐response	
  –	
  	
  
– 0.5	
  deaths/1000	
  procedures	
  less	
  per	
  quarter	
  
p=0.001	
  

– 0.6	
  deaths/1000	
  procedures	
  per	
  increase	
  in	
  
briefing/debriefing	
  p=0.001	
  

•  70%	
  Reduc)on	
  in	
  reported	
  OR	
  related	
  harm	
  



What	
  Have	
  We	
  Learned?	
  

•  Ac)ons	
  needed	
  well	
  before	
  entering	
  the	
  OR	
  
– Timeout	
  period	
  is	
  too	
  late	
  in	
  many	
  cases	
  
– Systems-­‐based	
  approaches	
  beyond	
  individual	
  

•  Involvement	
  of	
  all	
  disciplines	
  
•  Structured	
  communica)on	
  that	
  drives	
  
discussion	
  
– Briefings	
  &	
  debriefings,	
  Medical	
  Team	
  Training	
  
essen)al	
  



In	
  Perspec0ve	
  -­‐	
  Goethe	
  

“Knowing	
  is	
  not	
  enough;	
  we	
  must	
  apply.	
  
Willing	
  is	
  not	
  enough;	
  we	
  must	
  do."  

	
  



Implementa0on	
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Steps	
  In	
  OR	
  

Status	
  Quo	
  
•  Pre-­‐Induc)on	
  
•  Pre-­‐Incision	
  

•  Sign	
  Out	
  

MTT	
  

•  Pre-­‐Induc)on	
  
•  Pre-­‐Incision	
  
•  Post-­‐Op	
  Debrief	
  
•  Sign	
  Out	
  



OR Policy Changed to Require 
Attending Surgeon in OR 



Trust	
  But	
  Verify!!	
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Observa0onal	
  Data	
  



Conclusions	
  

•  Need	
  To	
  Con)nue	
  Improvement	
  on	
  Teamwork	
  
and	
  Safety	
  Climate	
  in	
  the	
  OR	
  and	
  PACU	
  
– MTT	
  is	
  beginning	
  to	
  address	
  some	
  of	
  these	
  issues	
  
– Post-­‐MTT	
  data	
  has	
  shown	
  some	
  improvement	
  

•  Recent	
  Data	
  show	
  that	
  people	
  more	
  likely	
  to	
  be	
  
“on	
  the	
  on	
  same	
  page”	
  

•  MTT	
  process	
  (Debriefing)	
  is	
  highligh)ng	
  issues	
  
that	
  need	
  and	
  are	
  geyng	
  aken)on	
  
– Must	
  put	
  system	
  in	
  place	
  to	
  deal	
  with	
  inputs	
  

•  MTT	
  Is	
  An	
  Ongoing	
  Process	
  –	
  Requires	
  Leadership	
  



Sustainable	
  Systems	
  Approach	
  

•  Problem	
  Iden)fica)on	
  
•  Clear	
  Goal	
  Defini)on	
  	
  
•  Involvement	
  Of	
  All	
  Sectors	
  
•  Iden)fy	
  Systems	
  Influences	
  
•  Iden)fy	
  Systems	
  Controls	
  
•  Iden)fy	
  Constraints	
  
•  Cri;que	
  –	
  Go	
  To	
  Worst	
  Cri;cs	
  Early	
  On	
  
•  Pilot	
  –	
  Volunteers	
  First	
  Then	
  Others	
  
•  Evaluate	
  



Who’s	
  On	
  The	
  Team?	
  

•  Clinicians	
  	
  
•  Administra)ve	
  
•  Other	
  Staff	
  
•  Users	
  
•  Pa)ents	
  
•  Personnel	
  with	
  Systems	
  Background	
  

–  Opera)ons	
  Research	
  Management	
  
–  Human	
  Factors	
  Ergonomics	
  



Essen0al	
  Elements	
  For	
  
Sustainable	
  Improvement	
  	
  

•  Appropriate	
  Goal	
  Iden)fica)on	
  &	
  Selec)on	
  
•  Transparent	
  Priori)za)on	
  	
  
•  Iden)fica)on	
  of	
  Real	
  Causes	
  
•  System-­‐based	
  Countermeasures	
  That	
  Address	
  
Underlying	
  Causes	
  

•  Stronger	
  Ac)ons	
  That	
  Are	
  Explicit	
  
•  Measurement	
  of	
  Ac)ons	
  	
  

– Process	
  &	
  Outcome	
  
– Feedback/Transparency	
  

•  Top	
  Leadership	
  Involvement/Visibility	
  



Closing	
  Thoughts	
  

•  It’s	
  Everyone’s	
  Job	
  
•  Not	
  About	
  Errors!!!	
  
•  Coun)ng	
  reports	
  is	
  not	
  the	
  objec)ve,	
  
iden)fying	
  Vulnerabili)es	
  is	
  
– Hope	
  they	
  increase	
  	
  
– Analysis,	
  Ac0on,	
  &	
  Feedback	
  are	
  the	
  
key	
  

•  Preven)on	
  NOT	
  Punishment	
  
•  Cultural	
  change	
  is	
  the	
  key	
  –	
  takes	
  )me	
  
• Safety	
  is	
  the	
  Founda;on	
  Upon	
  
which	
  Quality	
  is	
  Built	
  

	
  


