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Lean, Living, Learning Org
High Reliability Org

High Performance Org

Creative
Workforce

People-
Centered
Care
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Empowerment
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Shared Decision Making
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Communicate
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High Reliability Organization

FIUAR Aug UfiuRlnednluii

Mindset — Mindfulness — Culture —

NeUNEI1Y Mindset
& Culture
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Cycle of Learning & Improvement

Context Action
4 i

Purpose [> Design (III?DAé_AI\) Learning

/ i Improvei
Criteria

Core Values

¢




From Case Review
to Process Improvement:
An Example of Head Injury Fast
Tract
in Chiangmai University
Hospital
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[ Updated - June, 8 2014 )

| 0 | Sewvere Head Injury [GCS 3-8]

il vteion . s Severe Head Injury Fast Tract,

l SBP = 90 mmHg

I Activate Severe Head Injury Fast Track I Chiangmai UniverSity Hospital

- Evaluation and

Evaluation and - To Prepara DTx, CBC PIt, BUMNYCr, BS] - NSS iv drip in
Treatment with Room & Electrolyte, PT/PTT/INR maintenance rate
ER Doctor Team for G/M PRC:FFPPIt = 4:2:2 || - Phenytoin 15-20

FAST Operation 12-lead ECE fage 2 40yrs || mg/kgiv drip in rate F ro m t h e m O rta I ity reVieW

or suspect cardiac injury] z 1mg/kg/min,
Portable CXR if no /1
referred case

ppmeeeeetieene || of @ severe head injury

B ————— that stayed in ER for 3
hours.

decision

making

# Stand by at ER for known

Other CT Findings

1. EDH thickness = 1.5 cm midline shift =5 mm De-activate OR and
2. SDH thickness = 1 cm midline shift =5 mm Blood Bank

3. ICH midline shift =5 mm

4. Any intracranial bleeding AND  signs of brain herniation; Plan for Proper Treatment
(asymmetrical pupil dilatation or and Disposition by
fixed dilatation, decortication or

Neurosx and Trauma Team

) - .|
Re-Check for Exclusion Criteria® | e

l o * Exclusion criteria:
- confirm OR - Mannitol 0.5-1 gm/kg iv drip in 1) Hemodynamic unstable (after SOAL-
- advice relative (if available) 15-30 min, if no C/f1 resuscitation) -
and Informed consent - Consider Tetanus Vaccine 2) Co-existing higher priority injuries Door-to-ER Doctor Time = 5 min
- Label head lesion side - Cansider IV ABO or Prepare 3)INR = 1.4, plotelet < 100,000 Door-to-Trauma and Neurosx Team Time < 15 min
cefazolin 1 gm to OR (Underiying of bleeding tendency or -
- Retain NG/OG, Urine catheter anticosguiant use) . Door-to-CT Time = 30 mikm
Door-to-ER Exit Time = B0 min
h 4 GOAL: Door-to-Incision Time = 120 min
50 Door-to-ER Doctor Time <5 min
Door-to-Trauma and NeuroSx Team Time = 15 min
Door-to-CT Time = 30 min
Door-to-ER Exit Time = B0 min
m Door-to-Incision Time = 120 min m
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Severe Head Injury Fast Tract

Emergency Trauma N Imaging OR, Anes, Lab,
Physician Team eurosurgeon Team Blood Bank

Original Flow

CT Scan

\ 4

Assess &
Resuscitate

\ 4

Assess

Assess [«

ER Time 180 min |
Mortality rate 33% _é Surgery || Observe

Activate Severe Dorr to CT 22 min, ER Time 50 min N
. ew Flow
Head Injury Fast Door to Incision 99 min, Mortality rate 15%

lract
Assess together by 3 teams > Being notified

v
Resuscitate & CXR

\ 4

CT Scan

\ 4

\ 4

»
»

Reassess together .
A Surgery | | Observe
\
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Reactive
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Reactive Approach
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Better Reactive
(1) syuviuzimanisaindaanuls 1w early warning

chart, early warning sign
(2) msdesslidineatasiuilnesn
(3) N1smBUNIaURas TN UL luUeynd
(4) nmsiiundnguegnsasuduievigataiuaseld
(5) nsvalnwiaziUawedaya (open disclosure)

(6) N1sigarERLdyMNY
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CLIMICAL
EMNCELLEMCE
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Prevention

Clinical
4 @ Review
>

Intervention on the
Slippery Slope
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Reactive
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Design
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Modified Early Warning Sign of
Increase Intracranial Pressure
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Mahidol University ? ‘ y

¢[] Al Hihodl Wilm wouaUTHdy
;!dumit n'::l-'ll (Mmlbur:g — a1 A i i) Admit 179 (monitoring
& Early Detection) 1ce & Early Detection)
30 - 60 min
PT =3 min PT =3 min PT = 3 min
MEWS
e 10 - 60 min| A of IICP i'i -
- . — — 15 min
st - D_ECISI_O ! ‘Treatment Make Decision
' — e Treatment
wwwld Tms¥newouna . K
et dnfula (Rapid Management & Fmin — wwel o P | Disneune .
anAldiu dans¥nwn | — | Preventadverse) | i | dedula L, R | . (Rﬂliﬂpmm'mtadm) Futinn
_ A events) dfamsin | 4 : ——
PT = 30 min 15 min PT = 10 min il PT =10 min |
15 min .

Before Lean

Outcome of lICP Treatment

- Improve (%)

- Death (%)

Before Lean

48.80
19.

50

After Lean

2014
55.17

5.75

)

2013
56.52

9.57
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Operating Room
Crisis Checklists

BRIGHAM AND
WOMEN'S HOSPITAL

ARIADNE|LABS | mm 4ARVARD

SCHOOL OF PUBLIC HEALTH

A JOINT CENTER FOR HEALTH SYSTEMS INNOVATI

>> Do not remove book from this room <<

Fevied Juty 2013 [072413.1)
Bl n e O Crs Chects af ww projoctoc oy s

Al Fas0raDia pracauticr Mawe been taken 10 vesty tha inomation cortned i fhis publication
The respansbilty for e Ntemretaton and use ot e s e i

3013 Ariaring Lates: 4, Joint Carir ko Hoafth Sysioms novaion

| reasor

Alr Embolism - Venous 1
Anaphylaxis 2
Bradycardia — Unstable 3
Cardiac Arrest — Asystole/PEA 4
Cardiac Arrest - VF/VT 5
Falled Alrway 6

ANTURIUTDIAMMTHANTUNEIUIA
(2aAMIHKITY)

OR Critical Event Checklists

Sror

READ OUT LOUD:

Has somebody called for
help?

Who is going to be the
team leader?

the material liscwith the 1eader

able g jutions have baen taken 10 verify the informa

Air Embolism
Anaphylaxis
Bradycardia - Unstable
Cardiac Arrest - Asystole/PEA
Cardiac Arrest - VFVT !
Failed Airway

Fire

Hemorrhage
Hypotension

Hypoxia

Malignant Hyperthermia
Tachycardia - Unstable

ublication, The responsibilit 1 the interpretation
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1 Air Embolism — Venous

Decreased end-tidal CO., decreased oxygen safurafion, hypotansion

ion GhaNGES

if PEA develops, go fo [ CHELST 4
Call for help and a code cart ~
k- Ask: "Who will be the crisis manager?”
Turn FiO; to 100%

Turn off nitrous oxide

Stop source of air entry

» Fill wound with irmigation

k- Lower surgical site below level of heart, if possible
b Search for entry point (including open venous lines)

© consider..
- Positioning patient with left side down
» [ontinue appropriate monitoring while repositioning
» Placing bone wax or cement on bone edges
» Transesophageal echocardiography (TEE) if diagnosis unclear

# Using ETCO, to monitor progression and resclution of embolus or for
assessment of adequate cardiac output
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Work Flow & NEWS

Patient’s voice
Patient centered outcome research

Needs & Experience
of Patients

N

Evidence &
Waste Professional
Standard
Value stream mapping
v Critical appraisal

Safety

Proactive risk assessment
RCA & human factor engineering

NDISAUNA ARKILanTE
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Role of Human Factors

* User-Centered Design
— Systems designed to fit people (not vice-versa).
— Reduces training time.
— Minimizes human error.
— Improves comfort, safety, and productivity.

User-Centered Design

Satisfaction
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Some of the common human factors that
can increase risk include:

e mental workload

o distractions

 the physical environment

e physical demands

e device/product design

e teamwork

e process design




@ am't'i'u"s"usaaqmmwamuwmma

(29ANTIHRITU)

Approach Tun1swauIAmAIN

Learning

Reactive
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Learning
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Monitoring
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Control Chart: The Best Tool for Quality Indicators

um
50 |

o d o a P~ 'Y =
BN 1 mamm@;wmwﬂmiwﬂmmmn
&) . ')

VPN 2 AANINY bUAILFWAII L USZUL

vd W |

Q- Q- 1 A 3’
N 3 Usuaadylnads

UCL = 18.89
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KPI Trauma Care in KKH 2013 | e

KPI for quality improvememt

Z \<A\v/\/

5 S

4 \ MR of all injury
3 MR of PS>0.75 \\
2 \ \ -
E—
1 i
2006 2007 2008 2009 2010 2011 2012 2013
—MR of PS>0.75 —MR of RTS 25 —MR of all injury

——MR of HI which GCS >10—MR of ISS 215

®

oy

35

30

25

20

15

10

Dr.Witaya Chadbunchachai
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lﬁﬂ%g%'\ﬂ"ﬂa NANATA

HINDSIGHT BIAS

3. Listen to Voice of staff

< 2. Potential Change

1. Story & Timeline

Before the After the
Accident Acciden
>|

5. Creative solution

T LATENT How to prevent it?
How to make it better?
SN - How to detect it earlier?
The World = How to do it earlier?
Accident How to do it more appropriate?

DI

DEFENSES
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When will health care pass the orange-wire test ?

By Sir Liam Donaldson
Chair of the WHO World Alliance for Patient Safety

Published in The Lancet (2004: 364; 1567-1568)

Imagine that a Boeing 757 aircraft engine contained an orange-coloured wire essential
to its safe functioning. Imagine that an airline engineer doing a preflight inspection
spotted that the wire was frayed in a way that suggested a systematic fault rather than
routine wear and tear. Imagine what would happen next. It is likely that most 757
engines in the world would be inspected—probably within days—and the orange wire, if

faulty, renewed.

(D

357
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Delayed or missed diagnoses
Medication errors
Wrong side surgery
Wrong patient surgery
Equipmentfailure
Patient identity
Transfusion errors
Mislabeled specimen
Patient/resident falls
Time delay errors
Laboratory errors
Radiology errors
Proceduralerror

Jian Patsent Safety Institute | A

Lost, delayed, orfailures to follow
up reports

Retention of foreign object
following surgery

Contamination of drugs,
equipment

Intravascular airembolism

Failure to treat neonatal
hyperbilirubinemia

Stage lll or |V pressure ulcers
acquired after admission

Wrong gas delivery

Deaths associated with restraints
or bedrails

Sexual or physical assaulm
CpSI“ICSp

17 )
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Patient Safety Practice Assessment: SSI Prevention
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Recommendation

Process Designy

Inniovation

Evidence of Compliances

Indicator Monitoring

Plan for Improvement

SHEA Guideline 2014

1 14 antimicrobial prophylaxis s
e r
NIRTEULEE LT RS eEng L
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2 w5 AU vancomycin &
flucguinolones
g R T ) Tl e T s
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Train

Design

#WINUIMUIE > PCT Surg -> HUSHITIZAUES

Action

DALI
(PDSA)

Improve

Trace

Learning
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2 TilrurwivF e fn wanwnew

Tusesurmunmian gl Tl




+ ANURIUSIIAMATHANTUNEIUIA
(aaANT3HKI T

Approach Tun1swauIAmAIN

Humanity

Learning

Reactive
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Humanity Approach
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