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FREE FROM HARM:

ACCELERATING PATIENT SAFETY IMPROVEMENT
FIFTEEN YEARS AFTER TO ERR IS HUMAN

TOERR IS HUMAMN FRAMED PATIENT
SAFETY AS A SERIOUS PUBLIC HEALTH
ISSUE (1999 ESTIMATES)

44,000 - 98,000
Annual deaths from
rrvcical error among
hospitalized patients @
43,458

Annual deaths
from car crashes 8

16 ;
Annual deaths

= from AIDS

TO UNDERSTAND THE FULL IMPACT OF
PATIENT SAFETY PROBLEMS, WE MUST
LOOK AT BOTH MORTALITY AND MORBIDITY

Annual deaths from
bireast cancer 8

o

W 1in10
| patients develogs a health

care atouired condition (such
as infection, pressune ulcer,
fall, adverse drug ovent)
during hospitalization 5

BY SO0ME MEASURES, HEALTH CARE HAS
GOTTEM SAFER SINCETO ERR IS HUMAN

1.3 Million

ol Estimated reduction in
- hospital-acquired conditions
: (201 71-2013) as a result of
L the federal Partrership fos

Patients indtiative (B

BUT WE MUST LOOK BEYOND HOSPITALS
TOTHE FULL CARE CONTINUUM

Rowghly 1 billion
ambulatory visits aocur
in the US cach year, '

About 25 million hospital
admisslons ecour anmually,

1Billion

i o

ADVANCEMENT IN PATIENT SAFETY
REQUIRES AN OVERARCHING
SHIFT FROM REACTIVE, PIECEMEAL
INTERVENTIONS TO ATOTAL
SYSTEMS APPROACH TO SAFETY'

Ensure that leaders establish and
sustain a safety culture.

Create centralized and coordinated

2 oversight of pathent safety.

3 Create a comman set of safety metrics
that reflect meaningful outcomes,

a Increase funding for research in patient
safgty and implementation science.

“ Address safety across the entire care

continuum,.

& | Support the health care workforce.

Partner with patients and families for
the safest care.

Ensure that technology is salfe and
optimized o improve patient safety.
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EIGHT RECOMMENDATIONS FOR ACHIEVING TOTAL SYSTEMS SAFETY

From the report of an expert panel convened by the Mational Patient Safety Foundation:

Free from Harm Acceleroting Patient Safety Improwemnent

1. ENSURE THAT
LEADERS ESTABLISH
AND SUSTAIN A
SAFETY CULTURE

Fifteen Yoors After To Err ls Human

2. CREATE CENTRALIZED
AND COORDIMNATED
OVERSIGHT OF
PATIENT SAFETY

Fi
3. CREATE A COMMON SET
OF SAFETY METRICS THAT

REFLECT MEANINGFUL
OUTCOMES
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4. INCREASE FUNDING
FOR RESEARCH

IN PATIENT SAFETY
AND IMPLEMENTATION
SCIENCE
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5. ADDRESS
SAFETY ACROSS
THE ENTIRE CARE
CONTINULM
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7.PARTHER WITH
PATIENTS AND
FAMILIES FOR THE
SAFEST CARE
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8. ENSURE THAT
TECHNOLOGY 15

SAFE AND OPTIMIZED
TO IMPROVE

PATIENT SAFETY
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6. SUPPORT THE HEALTH
CARE WORKFORCE
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Ways IT Can Improve Safety

* Prevent errors and adverse events

* Facilitating a more rapid response after an
adverse event has occurred

* Tracking and providing feedback about adverse
events

Bates, Gawande 2003 Bl it




Main Strategies for Preventing
Errors and AEs Using IT

Tools to improve communication

Making knowledge more readily accessible
Requiring key pieces of information
Assisting with calculations

Performing checks in real time

Assisting with monitoring

Providing decision support

Institute for
Bates, Gawande 2003 "mi“mr@




Optimize the Use of HIT

* We know that some technologies reduce errors
significantly
— Computerized provider order entry (CPOE)
— Barcoding
— Electronic prescribing
— Handoff tools
— Test result management systems
— Referral management systems
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Use of EHRs in Ambulatory Care
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Use of EHRs Among U.S. Hospitals
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Optimize the use of HIT

* Need to optimize these EHR and device systems
— Reduce over-alerting
— Variability across vendors
— Improve interoperability (devices)

* Improve implementation
— 42% of hospitals are failing to scan both the patient and the
medication for at least 95% of administrations (Leapfrog
2018)
* Also, we know there can be unintended consequences
— Clinical documentation/cut and paste
— Accurate medication and problem lists
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Unintended Consequences:
Inpatient CPOE

*  Workflow/work-arounds

* More work/new work

* Communication

* Qverdependence on technology

* Shift in power

* Never-ending technology demands
* Emotions

* New errors

* Cost creep

Ash JS, Sittig DF, Poon EG, et al. JAMIA 2007 mi@




EHR as a Source of Burnout

* Primary care physicians using an EMR with a moderate number
of functions report more stress and less job satisfaction than
physicians with a low number of EMR functions (Babbott S, et
al. JAMIA 2014)

* For many physicians, the current state of EHR technology
worsened professional satisfaction in multiple ways (Rand study,
2013)

— Poor usability

— Time consuming data entry

— Interference with face to face patient care
— Inefficient and less fulfilling work

— Degradation of clinical documentation




Sociotechnical Model

* 8 components for successful implementation
— Hardware and software
— Clinical content
— Human computer interface
— People
— Workflow and communication
— Policies and procedures, Culture (internal)
— Rules, regulations (external)
— Measurement and monitoring

Sittig, Singh BMJ Qual Safety 2010 I“Im




HIT culture is critical to HIT
SUCCESS

* Creating a culture of HIT safety is a critical foundation to
improving safety using technology
— Is the organization open to hearing about HIT safety issues?
— Is there feedback about safety issues?
— Is there punishment and blame?

* Many strategies exist to make culture change that are relevant
to HIT
— Reporting systems
— Walkrounds

* Need tools to measure where your HIT culture is
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