Engagement for Patient Safety
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Wwhy We should Engagement for Patient Safety ?

Engagement factors

« Meaningful for the people

« Value to public

- Realize that working in isolation
will not success
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Meaningful for the people
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Meaningful for the people

* amnuung sz Patient Safety Safe life

* amnunng sz Patient Safety nu Your life

e dmuunung sz Patient Safety in My life

sz nnAuAa Patient
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LN31E Patient Safety... Save Life

www.youtube.com/watch?v=BFd54Yzg-vo



http://www.youtube.com/watch?v=BFd54Yzg-vo
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Second Victim

Alleviating "Second Victim" Syndrome: How We
Should Handle Patient Harm

By Carolyn M. Clancy, M.D., Director, Agency for Healthcare Research and
Quality

Commentaries by AHRQ director, Dr. Carolyn Clancy, and other staff members.

Physicians, nurses, and other clinicians who are connected to these events often feel somehow responsible. Emotional
trauma is frequent. Patient safety expert Albert Wu, M.D., M.P.H., has coined a term for such clinicians: "second victims."
According to Dr. Wu, the burden that health care providers feel after a patient is harmed, manifesting in anxiety,
depression, and shame, weighs so heavily on providers that they themselves are wounded by the event.

The tragic case of Kimberly Hiatt is illustrative. Ms. Hiatt was a nurse in the cardiac intensive care unit at Seattle Children's

Hospital who last September mistakenly overdosed an 8-month-old patient with calcium chloride. The patient died. Ms.
Hiatt, a nurse with 24 years experience, immediately reported the event to colleagues. She suffered professionally from the
experience (although the details surrounding that remain in dispute) and faced an investigation. Six months after the event,

" Ms. Hiatt committed suicide 2
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Health Care Professionals as Second Victims

after Adverse Events
A Systematic Review

Abstract
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Adverse events within health care settings can lead to two victims. The first victim is the
patient and family and the second victim is the involved health care professional. The
latter is the focus of this review. The objectives are to determine definitions of this
concept, research the prevalence and the impact of the adverse event on the second
victim, and the used coping strategies. Therefore a literature research was performed
by using a three-step search procedure. A total of 32 research articles and 9
nonresearch articles were identified. The second victim phenomenon was first
described by Wu in 2000. In 2009, Scott et al. introduced a detailed definition of second
victims. The prevalence of second victims after an adverse event varied from 10.4% up
to 43 .3%. Common reactions can be emotional, cognitive, and behavioral. The coping
strategies used by second victims have an impact on their patients, colleagues, and
themselves. After the adverse event, defensive as well as constructive changes have
been reported in practice. The second victim phenomenon has a significant impact on
clinicians, colleagues, and subsequent patients. Because of this broad impact it is
important to offer support for second victims. When an adverse event occurs, it is
critical that support networks are in place to protect both the patient and involved health
care providers.
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“understand the second victim phenomenon and

to realize that supportive interventions can promote

a healthy recovery during this vulnerable period”
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Common Second Victim
Physical Symptoms

Common Second Victim
Psychosocial Symptoms

- Uncontrolled - Extreme quilt, grief
crying/shaking - Repetitive, intrusive memories
- Increased blood pressure * Difficulty concentrating

- Loss of confidence, self doubt
- Extreme .
fati : - Return to work anxiety
atigue/exhaustion - Frustration, anger, depression

- Abdominal discomfort . Second-guessing career
- Sleep Disturbances Fear of damage to professional

- Nausea, vomiting, diarrhea e~
. Muscle tension - Excessive excitability
Headaches - Avoidance of patient care areas

C )
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“When a serious event occurs, the
healthcare system with a
strong culture of safety immediately

response not only to support patients

and family numbers, but also provides

support to its clinicians”
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Key Actions for Supporting Individual Peer/colleagues

|| “Be there”-Practice active listening skills and allow the second victim to share his

or herstory. Offer support as you deem appropriate
L If you have experience with an adverse event or bad patient outcome yourself,

share it. “War stories’” are powerful healing words.

| If you don’t have experience with an adverse event or bad patient outcome, be

supportive and predict the victim’s needs.

| | Avoid condemnation without knowing the story—It could have been you!

L Let your peer know that you still have faith in his or her abilities, and that he or

she is a trusted member of you unit.

.| Determine a way that you can make an individual difference.




Key Words to Stimulate Conversation with
Second Victims
“Are you OK?”

“Pll help you work through this.”

“You are a good nurse working in a very complex
environment.”

“I believe in you.”

“I'm glad that we work together.”

“Please call me if you would like to talk about it again.”

“l can’t imagine what that must have been like for you. Can we
talk about it?”

“I’'m here if you want to talk.”
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Patient Safety: Safe your life
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Patient Safety in my life
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Value to public

JdaatA1nadvn




Over the past ten years,
patient safety has been increasingly recognized

as an issue of global importance,
but much work remains to be done.




; World Health

%)V Organization
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2002, WHA 55.18: "...Urging member states to pay the closest possible attention
to...patient safety..."

2004 — the 57t World Health Assembly supported the creation of the World Alliance
for Patient Safety



2009 — Became a WHO department and renamed " WHO Patient
Safety Programme"

2004 -Patient and community engagement has been a core priority
since 2004 until today

2013 — Incorporated into a newly created "Service Delivery and
Safety"” Department
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SEA/RC59/R3 PROMOTING PATIENT SAFETY IN HEALTH CARE

W, World Health
J""' Organization

Reglunal Office for South-East Asia




Regional strategy for 5015
patient safety in the

WHO South-East Asia Region

Goal

{(Zgg)), World Health
gﬂ” Organization

e =

Regional Office for South-East Asia

Under the overarching goal of providing safe and quality UHC, the goal of the patient safety
strategy is to improve patient safety at all levels of health care in both public and private sectors,
from primary to referral level, and all modalities of health care, including prevention, diagnosis,
treatment and follow-up.



Patient safety research in Thailand

@ A lot of information from quality
Improvement projects, but limited findings
from systematic research.

@ Little evidence on safe practices and their
outcomes.

@ Share a lot, but evidence of LEARNING
and IMPROVEMENT 7?77
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About 20%—40% of all health spending

Is wasted due to poor-quality care

Safety studies show that additional hospitalization,
litigation costs, infections acquired in hospitals, disability,

lost productivity and medical expenses cost some

countries as much as US$ 19 billion annually.

The economic benefits of improving patient safety are

therefore compelling.
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Realize that working In
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will nhot success
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Patient Safety Initiatives

Medical Record Review
| Entry g Assessment g Planning g Implementation i Evaluation yd Discharge

Bedside Review

Risk & Care

Customer Complaint Review

Communication Adverse Event/Risk Management System
?g:r‘r:"wu:ﬂ& DICplan Competency Management System

Infection Control
Environment & Equipment  Drug Management System
Medical Record Review
Resource Utilization Review
KPI Review

Patient Identification
Opsration Safety
Failure

Maternal
& Neonatal

HAI

(VAP, Sepsis)

Infusion Pump
Clinical Alarm System!
Drug Reconcile

Fall
Influenza
Surgical Fire

Drug Safety

1st Patient Safetﬁoals

Readmit, ER revisit
Death / CPR
Complication

ADE & ?ADE

NI & ?NI

Refer

Incident
Unplanned ICU
Anes complication
Surgical risk
Maternal & neonatal
Lab

Blood

Pt Complaint

scute coronay oo NUFS @ supervision

2nd Patient Safé

Review &
Redesign

=

Patient Safety Goals / Guides : SIMPLE

S8I Pravention
Sefe Anesthesia

Safe Surgery Correct
Surgical Ssfety Checklist

VAR, Central line infection

nd
Infection Control  — paee

Medication & Blood Safety

Patient Care Process . Communication (SBAR, handovers, critical test

results, verbal orcler, abbreviation]
Proper Diagnosis
man camplicatians (Pressure

Line, Tubing, Cathether

seps
> Azt Coronzry Syndrame.

= Response to the Deteriorating Patient /RAT
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Anuwat 130409 HA Journey.ppt#54. PowerPoint Presentation
Anuwat 130409 HA Journey.ppt#55. PowerPoint Presentation
Anuwat 130409 HA Journey.ppt#43. PowerPoint Presentation
Anuwat 130409 HA Journey.ppt#56. PowerPoint Presentation
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Findings from HA Evaluation Study (2013-14)

@ Hospital experience :
— Improvements could be identified in areas, such as :
“* Risk management system
 Prevention and control of hospital acquired infection
 Medication safety
“+ Environmental safety (Physical)

— Effective and context-sensitive measures for
monitoring patient safety in hospitals are needed

— Patient safety culture needs continuous strengthening
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e Implementing WHO —
multi-professional patient . Ml S
safety curriculum guide K, !
Thailand

Knowledge

\

Social e Patients for Patient
movement Safety
. e Patient Safety/ Safety .= e
Policy link Hospital/Safety §EI
Healthcare Service

Engagement for Patient Safety

Triangle that moves the mountain
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Engagement agingls?

Ownership sanLTwid1289
Empower |alaniaviilangdsse
Collaborate lsalan1dasiayii

Consult lalanialdminuAa
Agency LUURAIUNY UBNFD  LAWAMA

Care & Support wala Uszviula
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How to: Engage all (staff, professional, patient, family,
community) for Patient Safety in Thailand

Sharing is very important to initiative Engagement for
Patient Safety in Thailand
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KNOWLEDGE MOVEMENT

TRIANGLE THAT MOVES THE MOUNTAIN
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The signing ceremony of collaborative agreement:

” s
-4

4 g

| i
The Ministry of Public Health, Tﬁ?Consoftiu?h of Thai
Medical Schools, The Medical Council of Thailand,

The Preventive Medicine Association of Thailand,

The Dental Council of Thailand, The Pharmacy Council,
The Thailand Nursing and Midwifery Council.

The Healthcare Accreditation Institute (Public organization)



SOCIAL MOVEMENT

Patients for Patient Safety

This hand gesture
shows pinkie promise that
whenever there is a
problem, if the providers
and the patients work hand
in hand through mutual

understanding, love and

trust everything is

possible and together we
can achieve
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WHO Patient Safety - programme areas
action area 2 Patients for Patient Safety

In the area of patient and consumer involvement,
Patients for Patient Safety is building a patient-led,
global network of patients and patient organizations
to champion patient safety.

Patients for Patient Safety (3) Srpenination
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RELIABILITY OF HEALTHCARE O
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Mindset

Mindfulness
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EVERY PATIENT receives SAFE health care

EVERY TIME, EVERY WHERE

\ 1
REFERENCE: ENGAGEMENT FOR PATIENT SAFETY PROJECT FRAMEWORK'
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PATIENT SAFETY & SAFETY HOSPITAL & SAFETY HEALTHCARE $
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SAFETY CULTURE SURVEY & THIP & HRMS & ADVANCED HA.
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REFERENCE: ENGAGEMENT FOR PATIENT SAFETY PROJECT FRAMEWORK
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TRIANGLE THAT MOVES THE MOUNTAIN
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PATIENT SAFETY CONTRIBUTING TO SUSTAINABLE

UNIVERSAL HEALTH COVERAGE

® Acknowledging that health services are still not

as safe as they should be; that up to one in ten

patients experience adverse events in health

facilities, safety among health personnel is still

a major concern, and that there are compelling

health and economic arguments for improving

patient safety;




PATIENT SAFETY CONTRIBUTING TO SUSTAINABLE

UNIVERSAL HEALTH COVERAGE

* Realizing that improved patient safety and
guality of care are essential in gaining trust by
the population, and an integral element in
progressing towards universal health
coverage, and further recognizing that
improved quality and safety requires the
engagement of stakeholders in particular
patients and health professionals, and beyond
health sector;

)




PATIENT SAFETY CONTRIBUTING TO SUSTAINABLE

UNIVERSAL HEALTH COVERAGE

* Recognizing barriers for improving patient
safety, including reporting errors and adverse
events, safety culture, effective
communication and coordinated care among
health professionals, and the need for a whole
systems solution;




PATIENT SAFETY CONTRIBUTING TO SUSTAINABLE

UNIVERSAL HEALTH COVERAGE

* Recognizing barriers for improving patient
safety, including reporting errors and adverse
events, safety culture, effective
communication and coordinated care among
health professionals, and the need for a whole
systems solution;




PATIENT SAFETY CONTRIBUTING TO SUSTAINABLE

UNIVERSAL HEALTH COVERAGE

« ENDORSES the Reqgional Strateqy on Patient
Safety (2016-2025)




PATIENT SAFETY CONTRIBUTING TO SUSTAINABLE

UNIVERSAL HEALTH COVERAGE

URGES Member States:

* To translate the six strategic objectives of the Regional
Strategy for patient safety in the WHO South- East Asia Region
into actions, implementation, monitoring and evaluations in
line with country context;

* To engage all relevant stakeholders in building safer health
care facilities , creating and sustaining a culture of safety at all
level of health care;

* To create awareness and engage patients and communitiesin
the process of improved patient safety, in strengthening
health systems and supporting UHC;

* To consider allocating adequate resources to implement the

)

country action ptam;



PATIENT SAFETY CONTRIBUTING TO SUSTAINABLE

UNIVERSAL HEALTH COVERAGE

REQUESTS the Regional Director :

 To provide technical support to Member States in
implementing the Regional Strategy and country action plans;

* To facilitate collaboration and the exchange of information
and best practices between Member States, regional and
global networks;

* To report progress, achievements and challenges in
implementing this Resolution to the Regional Committee in
2017, 2019, and facilitate assessment of the patient safety in
Member States in the Region, upon request, and report to
Regional Committee in 2021.
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SIMPLE 2015

PATIENT SAFETV GOALs




Patient Safety Goals / Guides : SIMPLE —

Safe Surgery

Infection Control ——

Medication & Blood Safety

Patient Care Process

Line, Tubing, Cathether

Emergency Response
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S: Safe Surgery

S 1: Safe Surgical Care
S 1.1: Surgical Safety Check list (WHO)
S 1.2: SSI Prevention (CDC)

S 1.3: Enhanced Recovery After Surgery (Royal College
of Surgeons of Thailand)

S 1.4: Venous Thromboembolism
Prevent (VTE)

S 2: Safe Anesthesia (Royal College of Anesthesia of
Thailand)

__ S 3: Safe Operative Theater
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I: Infection Control

| 1: Hand Hygiene / Clean Hand (High 5s / WHO PSS#9)
| 2: Prevention of Healthcare Associated Infection

| 2.1: CAUTI prevention

| 2.2: VAP prevention (HA)

| 2.3: Central line infection prevention (WHO PSS)

| 2.4: Control of MDRO (multi-drug resistant
organisms)



New Patient Safety .‘ 015

M: Medication & Blood Safety
M 1: Safe from ADE

M 1.1: Control of concentrated electrolyte solutions (WHO
PSS#5)

Managing concentrated injectable medicines (High 5s)

M 1.2: Improve the safety of High-Alert Drug
M 2: Safe from medication error
M 2.1: Look-Alike Sound-Alike medication names (LASA)

M 3: Medication Reconciliation / Assuring medication accuracy
at transition in Care (High 5s / WHO PSS#6)

M 4: Rational Drug USE
M 5: Blood Safety



New Patient Safety Goals 2015

P : Patient Care Processes

P 1: Patients Identification (WHO PSS#2)
P 2: Communication

P 2.1: Effective Communication —SBAR

P 2.2: Communication during patient care handovers (High 5s /
WHO PSS#3)

P 2.3: Communicating Critical Test Results (WHO PSS)

P 2.4: Verbal or Telephone Order / Communication (JC)

P 2.5: Abbreviations, acronyms, symbols, & dose designation
P 3: Proper Diagnosis (HA)

P 4: Preventing common complications

P 4.1: Preventing pressure ulcers (WHO PSS)

P 4.2: Preventing patient falls (WHO PSS)

P 5: Pain Management



New Patient Safety Gdal 015

L : Line, Tube & Catheter

e Avoiding catheter and tubing mis-connections
(WHO PSS#7)



New Patient Safety “ 015

E: Emergency Response

E 1: Response to the Deteriorating Patient /
RRT

E 2: Sepsis (an1annminipangs)
E 3: Acute Coronary Syndrome (HA)
E4: Stroke

E 4: Maternal & Neonatal Morbidity (HA)
E4.1: PPH (;n1anendsgn)

ES5: Emergency Response for HCW and ENV
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* anuAnd1 Atw Engagement for
Patient Safety ualuu

* auAndAns Engagement for Patient
Safety asals

* puAndIALAd5 Engagement for
Patient Safetyvisala
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Engagement for Patient Safety
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Thank you
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