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1in 5 ‘incident
reports’ do not
describe a patient
safety incident







2 in 3 reports do
not describe why
the incident
occurred
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45% are ‘blame pos’

n

A® - 5

Nature of blame in primary care patient safety incident reports: mixed methods analysis of a national
ANVALS OF database. 2017 Sept / Oct; 15 (5): 455-461.

FAMH_/YMEDIC]NE Cooper J, Edwards A, Williams H, Sheikh A, Parry G, Hibbert P, Butlin A, Donaldson L, Carson-Stevens A.
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We use mixed methods research
techniques to generate learning from
patient safety incidents occurring in the
healthcare system to empirically inform
quality improvement initiatives and
projects to improve patient safety.
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National Institute for
Health Research

Health Services and Delivery
Research 2016 Sept; 4(27)

PEDIATRICS

OFFICIAL JOURNAL OF THE AMERICAN ACADEMY OF PEDIATRICS

2015 June; 135 (6)

Patient Safety Incidents Involving Sick Children in Primary Care in
England and Wales: A Mixed Methods Analysis

Rees P, Edwards A, Powell C, Hibbert P, Williams H, Makeham M, Carter B,
Luff D, Parry G, Avery A, Sheikh A, Donaldson L and Carson-Stevens A.

Characterising the nature of primary care patient safety incident reports
in the England and Wales National Reporting and Learning System: a
mixed-methods agenda-setting study for general practice

Carson-Stevens A, Hibbert P, Williams H, Evans H P, Cooper A, Rees

P, Deakin A, Shiels E, Gibson R, Butlin A, Carter B, Luff D, Parry G, Makeham
M, McEnhill P, Ward H O, Samuriwo R, Avery A, Chuter A, Donaldson

L, Mayor S, Panesar S, Sheikh A, Wood F & Edwards A.

Safety incidents in the primary care office practice setting.

Rees P, Edwards A, Powell C, Panesar S, Carter B, Williams H, Hibbert P, Luff
D, Parry G, Mayor S, Avery A, Sheikh A, Donaldson L and Carson-Stevens A.
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I:l System Resilience (Proactve & Reactive Risk Assessment)

@ World _Hea_lth Patient Safety A Clinically meaningful, recognizable categories for incident identification & retrieval
Organization | s assce forsuierHosmn ca
O Descriptive information

The solid lines represent the semantic refationships between the classes. The dotted lines represent the flow of information.




Recursive Model for Incident Analysis

Hibbert P, Runciman W, Deakin A. Australian Patient Safety Foundation; 2007.

Locum Doctor

Lack of continuity of care within the practice

; Failure of .
Failure to G Inappropriate
communication
response to an

between doctor : s
- investigation result
and patient

Delayed Di i
adequately assess elayed Diagnosis

patient

of cancer

Multiple Procedures for
presentations in dealing with
one consultation results

Key:  Contributory factors Patient Safety Incidents



ol \q Pediatric immunization-related safety incidents in primary care: A mixed
: g methods analysis of a national database.
/accCinewseg y
ot
@ 3= Rees P, Edwards A, Powell C, Prosser Evans H, Carter B, Hibbert P, Makeham

M, Sheikh A, Donaldson LJ, Carson-Stevens A.
2015 June; 33(32)

Weaknesses in
the process of
childhood
vaccination
delivery



Healthcare fg \» {
professionals e
check records V accCl n‘
and obtain
consent

Attend

Rees et al. Vaccine.

appointment
with
appropriate
documentation

Select, retrieve,

and prepare 2015 33(32):3873-

vaccine

3880.

@ Parents
@ Front line staff

@ Administrative system

Weaknesses in

Example contributory factors

the process of
childhood
vaccination

Vaccine
administration

Parent makes
appointment

delivery

Accurate &
Vaccination timely updating
reminders sent of all

to parents appropriate
records

Child health
records
updated in a
timely manner



* Records not up to date
GEEITETTES « Records not available

professionals

* Forget parent held record d:‘:'k ;eb::i:is

* Failure to attend consent

* Documentation for looked- Attend

after children lost appointment

with

appropriate

documentation

Select, retrieve,
and prepare
vaccine

* Ambiguous packaging

@ Parents * Adjacent storage of similar vaccines

@ Front line staff

@ Administrative system

Weaknesses in

Example contributory factors

the process of
childhood
vaccination

Vaccine
administration

Parent makes
appointment

* Inadequate skills

deliver
y * Siblings confused for each other

* No physical/telephone access
* Appointment for wrong vaccine
 Foster parent unaware of need

for vaccines :

Accurate &
Vaccination timely updating
reminders sent of all
to parents appropriate
* Reminder for wrong vaccine records

* Record unavailable for updating

* Reminder for wrong sibling Child health * Wrong sibling's record updated

* Reminders for looked-after records
children go to wrong address updated in a

timely manner

* Wrong information sent to child health



@ Practice

Manufacturing ﬁ QU
® Policy \/accm
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Manufacture
Manufacture . ith )
vaccines with Vagicf'f"e‘i ‘r’:’t' Rees et al. Vaccine.
different names el 2015 33(32):3873-
Paediatric and 3880
adult ’

formulations
clearly highlighted

Vaccines need
clear expiry dates

—

Select,
retrieve,
and prepare
vaccine
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What's (OL(%
Theory?

Driver diagram serves as tool
for building and testing A
theories for improvement =~ ‘\

by Brandon Bennett and Lloyd Provost

A

” N Provost L, Bennett B. What's your theory?

\ Driver diagram serves as tool for building
and testing theories for improvement.
Quality Progress. 2015 Jul:36-43.

At least it appears that we must accept a kind of double

In 50 Words truth: There are certainties, such as those of mathematies;
Or Less which concern divectly what is only abstract; and there
« Adriver diagram is are the p ions of our perience to which we
an applicable tool for seek to apply them, but with a resultant empirical truth
many contexts, from which may be no more than probable. The nature and \
improving Droéess validity of such empirical knowledge becomes the crucial |
reliability to redesigning tssuée. —C.I Lewists, A ‘\
a service to creating
ggr\:vegargggcetrs‘ﬁgncw IN THE NEW ECONOMICS, w.Edwards Dem-
user experience. ing articulated “a view from outside” that he believed was a I“
 The tool visually
represents a shared high-level complement to subject matter expertise in the pur- \
gheny o tow B suit of improvement—his system of profound knowledge.? \
might be better, building his p \

upon knowledge Deming outlined four elements—appreciation of : \
gleaned from research, —
‘ohservation and understanding variation, psychology and the theo; =
SARERENCE. edge—which provide insight into how improver occur.
—

y



B Practice

[] Manufacture
M Policy

M Education

Primary drivers

Secondary drivers

Verification procedure

Reduce risk of staff mistakes

Standardization of preparation

Reduce
vaccination errors
in children

Manufacture vaccines with different
names and/ or tall man lettering

Manufacture vaccines with different
packaging

Minimize documentation
and appointment failures

Accessibility of unified vaccine
documentation

Promotion of parental access to
vaccination records

Improve parental knowledge
about importance of and
contraindicationsto
vaccination

Targeted health visiting for socially
vulnerable children

Improve staff knowledge
about contraindications

Promote shared responsibility
between parents and front-line staff

Staff feedback on frequent errors

Rees et al. Vaccine.
2015 33(32):3873-
3880.



Primary Drivers

Timely transfer of essential
information between
healthcare settings

Improved
safety of
primary care
for older
adults

Safer medication provision

Clinical decision making
support and guidance

Figure 1. Driver diagram to show potental interventions to improve the safety of primary care for older adults.

Age and Ageing
THE BRITISH GERIATRICS SOCIETY

Secondary drivers

Strength as per
USDVA dassification®

Current evidence
of efficacy

E-documentation (including discharge summaries, referrals and

other communications between healthcare professionals) with Yes (19)
forcing functions and contractually mandatory timely delivery
Standardised electronic records available between care settings
which could be patient controlled
Electronic prescribing alerts and risk assessments Strong Yes (20)
Electronic and bar code technology for drug administration Strong Yes (21)
‘Look alike” and ‘sound alike’ medicine solutions Strong Limited (22)
Polypharmacy medication reviews with validated checklists Intermediate Yes (23-25)
Pharmacist involvement in community medication reviews and 2
medidne reconciliation using validated checklists Fitermeckate Yes (26)
Point of care tests for therapeutic drug monitoring Intermediate Limited (27)
| New mlultsdlsciplinarycare models with intermediate intermediate Limited (28,29)
geriatric care
| Guldelnjnes for treating patients with multi-morbidity rather than Weak Limited
single disease protocols
| Local MDT protocols for result recall for older adults unable to Weak Limited (30)
take ownership over their own results

Sources of unsafe primary care for older adults: a mixed methods analysis of patient

safety incident reports.
Cooper A, Edwards A, Williams H, Hibbert P, Makeham M, Avery A, Sheikh A, Donaldson

L, Carson-Stevens A.
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. . . : Strengthas per Current evidence
Aim Primary Drivers Secondary drivers USDVA dassification™  of efficacy
E-documentation (including discharge summaries, referrals and
Timely transfer of le.-<1 other between with Strong Yes (19)
B M fol d y timely delivery
information
healthcare settin; [*-. ] Standardised electronic records available between care settings
H L which could be patient controlled Strong Limited
L
- Electronic prescribing alerts and risk assessments Strong Yes (20) |
-
.4 Electronic and bar code technology for drug administration Stron, Yes (21)
Improved = logy for drug e |
safety of l¢.--{ “Look alike’ and ‘sound alike’ medicine solutions Strong Limited (22)
primary care |.-{ Safer medication pi ke --{ Polypharmacy medication reviews with validated checklsts ntermediate Yes (23-25)
for r
s ol'de [~ i " i i i Intermediate Yes (26)
adults k. | medidne reconcilation using validated checklists
* Point of care tests for therapeutic drug monitoring Intermediate Limited (27)
S
N L i Intermedite Limited (28,29)
o gerlatric care
Clinical decision making |, __| Guidelines for treating patients with multi-morbidity rather than Week Limited
support and guid single disease protocols
(S
~.] Local MDT protocols for result recall for older adults unable to
take their own results Weak Limited (30)

Figure 1. Driver diagram to show potential interventions to improve the safety of primary care for older adults.

Sources of unsafe primary care for older adults: a mixed methods analysis of patient

Age and Agelng safety incident reports.
Cooper A, Edwards A, Williams H, Hibbert P, Makeham M, Avery A, Sheikh A, Donaldson
THE BRITISH GERIATRICS SOCIETY

L, Carson-Stevens A.

Model for Improvement

What are we trying to
accomplish?

How will we know that a
change is an improvement?

What change can we make
that will result in improvement?

The Improvement Guide, API, 2009




Objective 1
Mixed methods
description of
safety incidents
occurring to
[patient
population] at
local / national
level

4

Objective 2
Scoping review
to identify
existing
interventions or
initiatives to
address each

Quality improvement project

Objective 3
Structured group
discussions at
stakeholder
events to
prioritise
opportunities to
improve care

Objective 4
Update a
programme
theory (as a
driver diagram)
with options for
improvement

Objective 5
Theory driven
process
evaluation of
project to amend
and update the
programme
theory

Objective 6
Identify
improvement
strategies and
produce ‘how to’
guide from
lessons learnt

~_

A study to improve the quality of out of hours palliative care services for end of life patients
Williams H, Noble S, Kenkre J, Donaldson L, Carson-StevensA.

. e RC Royal College of
priority issue GP General Practitioners  marie

Care and support
hrough berminal




@] Roval Collese of p— ) | Stage§ of the Primary Care Patient Safety (PISA)
@3] Ceneral Practitioners Leaming for Care Improvement Model
Stage 1 Patient safety
Identification incident
occurred to
patient
Reporting and [ o—
. . St_ape 2 3 Staff writes advise practice
learning from patient T Bl
practice report leam from
. . . Acknowledge 1 incident
sdiety Incliaents Iin receptof o
= reviewed ;L)’aﬁent and
general practice — byprcice [ — e
Stage 3 manager outcome
Risk assessment l of leaming
processes
" Discuss with
Immediate |, | Collate ;
action(s) |~ | evidence 2 gﬁm:aa;ed
Stage 4 Practice team
Discussion discussion <]
of leaming about quality |—
and safety
Stage 5 =
Investigation E:'%rr\:{tcant
Analysis Discuss
l leaming and
/ plans for
Stage 6 Submit improvement
Reporting incident —
regional / national report
Stage 7
Update
Improvement improvement
agenda
AWTTC ﬁ_\ Canolfan Supported by
All Wales Therapeutics & Toxicology Centre £ PRIME Cymru 5 INHS |
Canolfan Therapiwteg a Thocsicoleg Cymru Gyfan gyj CWales PRIME Natlo;;:'i'lrn;:te::ea’f:; Figure 6. Stages of the Primary Care Patient Safety (PISA) L ing for Care Imp Model
entre



C Royal College of S D
Gl) General Practitioners

Reporting and
learning from patient
safety incidents in
general practice

AWTTC ﬁ\ Canolfan

All Wales Th tics & Toxicology Cent 75\ PRIME Cymru

Canoﬁaerf Thgrr:;’ﬁ/tltécgsa Tr?c)v(écs[l)cglgeyg g;mrfu Gyfan @y CWales PRIME
entre

Supported by

National Institute for

PISA Patient Safety Incident Reporting Form Template

Who Where/When
Patient affected: Location:
Person reporting incident Date/time of incident:

(including job title):

Date/time reported to manager:

What
Incident category type (please circle):

* Medication process « Communication process
* Diagnostic / clinical assessment * Equipment
= Investigation process « Other

What happened?

Why?

Was immediate action necessary? If yes please document below

Were there any contributing factors? (e.g. system, staff, patient)

What was the patient harm severity outcome?

(please circle — refer to table on next page):

= No harm + Severe harm
= Mild harm + Death

* Moderate harm

What is the probability of recurrence?
(please circle — refer to matrix on the next page)

+ Extreme risk « Medium risk
* High risk * Low risk

Actions to prevent recurrence and how this incident will be investigated?

Health




Aim/Primary
Outcome

To achieve safe,
timely discharge
and monitoring of
all patients taking
warfarin by [date]

Primary Drivers

Acute Rehabilitation
Team (ART) to manage
patients with ‘unstable’
INRs

GPs to manage ‘stable’

patients and initiate slow | o _

loading for patients with
atrial fibrillation

Hospital doctors to
initiate timely discharge
of patients newly
commenced on warfarin

mmmmmm==d

A
I
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Secondary Drivers

Early identification

Allocation of additional team
members and resources

Communication with GPs for
ongoing dosing

Reconfigure from five to
seven day service

Agreed definitions
Slow loading protocol

Receipt and demonstrating

' utilisation of funds

Education and training

Enhanced documentation for
referral of patients with a

. 'stable’ or ‘unstable’ INR on

discharge

Change ldeas for PDSA

Establish supervisory link
with Haematology &
Pharmacy

Co-develop protocols for
monitoring and discharge

Develop proposal to
extend ART service

Agree definition of
‘stable’ INR

Draw up proposal foran
Enhanced Service for
GPs to deliver

Produce and implementa
communication to hospital
and GP staff about new
processes

Track further
anticoagulation-related
incidents and feedback to
clinical areas



Aim/Primary
Outcome

To achieve safe,
timely discharge
and monitoring of
all patients taking
warfarin by [date]

Primary Drivers

Acute Rehabilitation

| Team (ART) to manage

patients with ‘unstable’
INRs

GPs to manage ‘stable’

patients and initiate slow «-

loading for patients with
atrial fibrillation

Hospital doctors to

| initiate timely discharge

of patients newly
commenced on warfarin

e d

Secondary Drivers

Early identification

Allocation of additional team
members and resources

Communicationwith GPs for
ongoingdosing

Reconfigure from five to
sevenday service
Agreed definitions

Slow loading protocol

Receipt and demonstrating

| utilisation of funds

PR T

Education and training

Enhanced documentation for
referral of patients with a
‘stable’ or ‘unstable’ INR on
discharge

Change Ideas for PDSA

Establish supervisory link
with Haematology &
Pharmacy

Co-develop protocols for
monitoring and discharge

Develop proposalto
extend ART service

Agree definition of
‘stable’ INR

Draw up proposal for an
Enhanced Servicefor
GPs to deliver

Produce and implement a
communication to hospital
and GP staff about new
processes

Track further
anticoagulation-related
incidents and feedback to
clinical areas

Model for Improvement

What are we trying to
accomplish?

How will we know that a
change is an improvement?

What change can we make
that will result in improvement?

The Improvement Guide, API, 2009




Blame-free learning from patient safety incidents

Dr Evans' colleagues
many things at once. Hc
same situation

sed that she had r such a mistake

nd initially appear critical of her for try
ds the end of the meeting

to do too
s acknowledged that any of them could ha

en in the

In this next clip, they start to think about the sequential steps involved from ordering an ECG to its review.

Quality improvement
for General Practice

E2EE B D BN

Nurse reviewy
Doctor requesty Patient requesty Receptionist Patient aftends ready through Nurse asky duty || ECG i reted
ECG and asks appointment at & next for ECG notey tor doctor tor byd:«’ty%
patient to-book: reception avaidable determine why review ECG
appointment ECG being done
Doctor adds Patient requesty
ECG ax a task appointment Receptionist Onttancd P{]://WP‘QECG o sipvatod
st BRestsiepiione calledoctor o7 [ et attend for doctors troy for by duty
arrange wrgency of ECG g Peviowm rEgltn
Dector printy ]
pVP‘M R ) Nurse identifiey ECG interpreted
label to-ask S any doctor for by locuny
receptionist for X review
sot and. to-call sttt
patient

Nurse looksto- || ECG interpreted
see who is free/ by requesting
hay finished GP

wiraesy




Incident Type

Detection
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Mitigating Factors

Ameliorating Actions

D System Resilience (Proactive & Reactive Risk Assessment)

A Clinically meaningful, recognizable categories for incident identficaticn & retrieval

O Descriptive information

The solid lines represent the semantic relationships between the classes. The dotted lines represent the fiow of information.
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A challenge for every health care
system

Use the WHO International
Classification for Patient Safety to:

1. Realise the range and utility of the
patient safety data you already
have;

2. Appreciate the overlap in data, and
where appropriate de-duplicate;
and,

3. Identify the gaps in your
understanding of patient safety,
and explore new opportunities for
data gathering / collection.



BMJ

Opportunities for incident reporting
QUALITY
& SAFETY Williams H, Cooper A, Carson-Stevens A

2015 Nov; 25: 133-134.

Health care systems should aim to:

...maximise the usefulness of data provided by staff and patients
...analyse data regularly to inform improvement agendas

...engage staff with improvement projects informed by data they
have provided

...demonstrate to staff and patients how they have acted on the
learning
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