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 An academic &teaching JFlospitaI
1076 beds

e 723 physicians

* 852 nurses

* 532 other employees (in 2007)
15,692 discharges / year

* 606,848 outpatient visits / year

e 7,984 surgical operations / year
e 612 ED admissions / year

e 20.3 days of ALOS (in 2006)




Advanced Medicine & Patient Safety

A Wake-up Call for Patient Safety
In Japan

January 11, 1999
A university hospital
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— Cardiac valve drsease patient: Iung surgery

Criminal convictions for nurses, surgeons
and an anesthesiologist
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Regulations for Patient Safety

A policy for patient safety

Hospital-wide incident reporting

A functional committee for patient safety
Staff education on patient safety

A hospital division for patient safety

A full-time clinical risk manager

A patient complaint office

Strategies for Patient Safety

Introduction of an intranet-based incident
reporting system
Setting up a new organizational structure
for patient safety

Specific actions resulting from Incident
reporting system




Strategy 1: Introduction of an intranet-
based incident reporting system

Medication

Entry procedure Incident Entry Screen

Type of drugs
— .

Repories’s infoemation cument tme 2003 —09—07  14:57-49

B=requr=s B=musipe arewer pestiell=omtionsl

Advantages of a web-based system

For reporters

» Easier access

* Anonymous entry of information

» Shorter data entry time (9 minutes on average)

For monitors

Legibility of reports

Easier and faster monitoring

Security of access

No additional work to create database




Continual reporting by all hospital staff

*Past
*paper-based, by nurses
*50 reports a month

*Present
*Web-based, by all staff
300 reports a month
*Physicians’ contribution: 10%

Major types of incidents

1. Medication
(ordering, dispensing, administering):  46.6%

2. Lines and tubes: 19.0%
3. Falls and slips: 13.7%




Strategy 2: The organization for patient safety

22 multidisciplinary
professionals |
(15 physicians,

Other departments and committees |

3 nurses, others) Collaboration
Analyzing rool causes,
Clinical Risk Management implementing actions, and
Committee facilitating and integrating
Monitoring and multidisciplinary efTorts

analyzing incidents.
and planning actions

Department of Clinical Quality Management
with two full-time general risk managers

4 patient safety managers

Area Clinical Risk Managers ‘—I Feedback

{ Report orally Feedback 127 middle managers

Data gathering : (physicians, nurses,
S B -7| All Staff |-— .
—_ l Input : co-medical staff,
administrators)

Web-based incident reporting system

Strategy 3: Specific actions resulting
from the incident reporting system:

Alerts (paper- and email-based)
System-oriented improvements
Ward rounds

Education (seminars, e-learning, etc)




— Providing alerts based on
WARNING (7) | | reported |nC|dentS

Contents
» Media coverage of a serious
adverse event in another hospital
« Similar incidents in our hospital
» Knowledge, advice and check
points for prevention of similar events

No awareness of cardiac arrest of a
9 month-baby with ventilator due to
off-alarm

Change in search method for
computer prescriptions

Incident at other institutions:
Drug search errors caused by one wrong click.

an immunosuppressant (Selcept®) vs. an anti-ulcer drug (Selbex®)
a muscular relaxant (Succin®) vs. a steroid (Saxizon®)]
an antineoplastic (Alkeran®) vs. an anti-ulcer drug (Ulcerlmin®)

. EEER ERE) . . .
[~ G207 50me B3 D'SC_U_SS'_On' What is drug
EES =] specification rate?
001 T iome 10% in first-two-syllable search

003. L 65% in first-three-syllable search
004, TILFEEO. 15me

005, I 0y 7 me mi)

nod. PIL=ILHEE i . iret. _
0 T Tl o50ms (Selcop®) Action: The first-three-syllable

008 )L~ Z R E)L50me__(Selbex®) search was implemented to
005. T=)L7 ZHEFs0me

010. TILFHHRS A2 0w T reduce confusion.




Elimination of look-alike drugs

Incident at other institutions : 10% Lidocaine accidentally
administered instead of 2% due to similar appearance.

Discussion: Is it really necessary
to maintain a supply of 10%
Lidocaine?

Action: 10% Lidocaine has been
dropped from the hospital drugs’
list.

Development of fool-proof equipment

Incident at other institutions : A diet for nasal feeding was
administered through a vascular line by a nurse due to
visual confusion.

Action: A new nasal feeding system with a large diameter
of the syringe nozzle and its corresponding tube has been
blocked connecting errors.

For venous lines

Nasal feeding tube ~Venous line For nasal tubes




Pharmacist review of chemo protocols & orders

Chemotherapy
Prescription for
the patient

Register Submit by fax Order entry

v v v

Department of Pharmacy

% of inquiry among received regimens: 15.2%

Error detection system for blood transfusions

1 Two different occasions for the pre-transfusion test

’ Each department ‘

| |

1st collection 2nd collection
on admission when needed

' ;

’ Transfusion Unit ‘

v

If tests give the same result,
register patient’s blood type in
database.

2 24-hour operation of the Transfusion Unit




3 Automatic checking system with a barcode reader

4 A large colored sign with a
patient’s name and blood type

%
fh(+) '

Standardized color for each blood type all over Japan

Improvement in operation of ventilators

Incident at other institutions : A cardiac arrest of a 9 month-baby with a
ventilator was not detected for 13 minutes due to off-alarm.

Root cause: Inspection of ventilators’ alarm setting and the individuals
responsible have not been clarified.

» Action: A check sheet for physician
order and nurse confirmation during the
use of a ventilator has been developed
by medical engineers. Itis hung on a
ventilator to unify relevant information
for appropriate management.
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A check sheet for ventilation and alarm setting | [S#H##] PE7a00 HI2E S (RE 1

Mo H i m M 1 2 3 4
Mo sEkER Bt ~ e e e
B ; : : : :
Kl FF SET Ly 0
FEH - HE FER- # i FER- # i FER- # i
2 VIAVE FORM H=w % T T T
. — SV O Sy | Che Sy | CMWSIMY | b SIMy
O CRAE CPAF CPAF CPAF
i FiCz SET [+ 40
5| T SET : ] 0.5 . . . .
Pt . LOEMTY 2 0.45 = : : :
§ ; AR B fir) 12 , . . .
A Pt | HIRSPRT <25 - < < i<
7 - FEEF~ SET famte ) u} ! ! ! I
*® | CRAFRE Lt PEEP =10 > > > >
8 | # FSy SET fambhi 10
a z TRGSER SET famth] 1.0
10 PLATES L SET feq) 0.3
Pt
” . Ft (Mipont) I
L0 EXH i 54 > > > >
Pt a
12 FFCMIE) e PR b : : : :
LOPRESS | HIFRESS | 3<i< 40 <ic <id <ie <
13 IE Pt : : : :
14 3 1 B 1|
Root cause:

(1)A flawed protocol allowing staff to
proceed without critical checks

(1)Poor communication between staff due to
authority gradient or human relationships

Action:
A clear protocol with a checklist has been introduced
Take a X-ray in thoracic or RO

) s g | BHOKGIOVE D NO i )
abdominal surgeries in OR | BEOK(AYY k- WERIE - NO (UK )

. . o Wl SR
Check the fllm by tWO phySICIanS 2| MF MUK OK(AD Y - SR -NO(TE J
g MEF—0K(HDD Y - HHER) -NO(E J

Sign in an operative sheet
by two physicians By C )

@ueesssqpy,  mgp,

Physician’s signature
for X-ray film check




Rapid Response Team
to resuscitate patients

 CPR cardiopulmonary resuscitation calls
— Dial 77 : ICU physicians
— Dial 99 ER physicians
» ACLS (advanced cardiac life support) training
» AED (Automated External Defibrillator )placement

Patient Safety Rounds

o

Staff involvement =
Compliance check il —
Checked issues Lt
— Management of verbal orders g~ T e,

— Patient identification procedures

— Overall procedures for
medication/transfusion processes

— The use of a ventilator check sheet
— Interview patients about employee
compliance

Feedback of the results
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Multidisciplinary peer review
for serious adverse events

« Complications or unforeseeable events

e Purposes
— Improvement of patient safety & quality

— Accountability v Things v,

e Timely and full disclosure policy
 Public disclosure & Investigation Committee

— Prevention of defensive medicine

When

ong

A consensus statement of
the Harvard hospitals.

March 2006

E-learning
Quiz: basic knowledge

B ST
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E-learning
Quiz: compliance with a rule
When the endoscopic examination finished

DI’ Old pl o .Im:#-tl-n'-‘_ ¥ RE. NTLER

Please wait =il 1
there. -
(soto) .

Dr. young:
Let's start
the exam

E-learning
Simulation: SBAR Situational Briefing

S — situation

B — background

A — assessment

R — recommendation

- )

!
fRAZa=y—La.1 (SEAR} ]

b A, :
FEE [f0LT. REANEYSRELTE. L. ERCLRNOLC RRE

2 ERT 7 U DS RELE ; :
A e SO, RETHOEEL T, &30 LT £ LB E~a TR BVET)
AL TR
P | Ll L T T = W [ il L = = r T

A TRT TR TR

| Badcase

Goodcase
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CRM-like approach in ER

=y

*High risk
*High stress
*Team training

Endoscopic Surgery Training Center

Virtual reality simulator for endoscopic surgery
“LapSim” (Surgical Science, Sweden

15



Legal Climate

 Criminal sanction for
OB doctor arrested ! — Professional negligence
- T e — Failure to notify police of
- unnatural death

 Criminal investigation
— Confidential
— Less professional
— No feedback for improvement

Skttt cifhd iz :
FRRNIql 6 faEscc }{ﬁi : e« Collapse of medical system
o ORI UL R O — Quitting risky specialties
oo ML NS b — Closing hospitals

Sankei Newspaper, March 11, 2006

Conclusions

* The Web-based incident reporting system has:
— Creation of safety culture
— Facilitation of hospital-wide collaboration
— Results in specific actions related to patient safety.

» Multidisciplinary peer review activities can :
— Promote quality and patient safety
— Achieve accountability
— Deter negative defensive medicine

» Future challenges include:
— lIdentification & measurement of patient safety indicators
— Development of effective educational programs
— Legal and social systems to foster patient safety
— Patient safety-centerd payment system
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