1IC

>

" INTERREG. 1)
ﬂ

YYYYYYYY

SSSSSS

as a Supporter for Patient Safety

INTERREG 4 A Project: Strengthening Patient
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Project Organization Interreg 4 A-Project "™
r%‘;gﬂglns DIAKO Flensburg DIAK/QL o SR

Malteser
Krankenhaus St. @ Malteser

Franziskus Hospital

.. C Klinikum
K“n!kum EZ% Nordfriesland
(- D Nordfriesland e
-S“o
E@“& Lead Partner: Center for
UniverSity Of Applled Kvalltet Center for kvaltet LIIIeb%It
Sciences Flensburg
. y, Sgnder-
Danish jylland
hospitals
Esbjerg
further partners:
OUH

Syddansk _Q._’
Universitet SYDDANSK UNIVERSITET

Patientenombudsverein SH e.V. Psychiatrien
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Status quo in Germany: no data
consolidation

AOK

Institut
for Patientenombudsverein

Medical
Errors

no central or stringent
private database

organizations

Aktionsbiundnis
Patientensicherheit
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mediation

body of the
medical

association

special
law firms
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Status quo in Germany: Deficits S
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no single point of contact for injured patients

no single, centralized counseling for both parties

no data consolidation

Patients generally do not contact networks of health professions.

commercial, state-funded institutions, and a vast number of private

networks
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Status quo in Denmark: national data -

PATIENTY
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» central national reporting system for patients and in the health sector
employed people

collection of adverse events and near misses

statutory obligation to report for physicians and nurses

optimize processes in terms of quality

vV V V

Technical problems

Fear of sanctions
B %
Pressure of work
Lack of proficiency reasons for non-reported
Follow-up is inadequate adverse events

Would not have prevented repetition
Not usually reporting events

Didn't know how to submit a report

It takes too long to report

Considered the event to be trivial
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Objectives of the Project RO
s W

comparison between Denmark and Germany in terms of patient safety
benchmarking of relevant parameters between the hospitals

development of new strategies to improve patient safety

measuring sustainable development and control facilities {
to ensure patient safety A

» reduction of preventable adverse events (and costs!)

>

Increase the attractiveness of health facilities

YV V V 'V

» strengthening of bilateral exchanges on patient safety (communication
platform)

» mutual understanding about the other system
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Current Activities oanenr
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» establishing a Critical Incident Reporting System (based on the Danish
System) in the German project-hospitals

» transnational exchanges of experiences on the prevention of falls in
hospitals

» introduction of Global Trigger Tool as an active measurement tool in
patient safety in Germany and Denmark

» Cross border security audits in the hospitals to learn from each other

» create a common knowledge base for the mutual exchange of views on
Improving patient safety

SOLUTION 2
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Critical Incident Reporting System —-
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What is a critical incident?
» a near miss/potential event
» unexpected risk for the patient
» critical situation: ,We barely made it!"

What is not a critical incident? B -
> liabilty case i

> willful act
> denunciation

» situations, which lead to a financial disadvantage, but is not a risk
for the patient

» e.g. waste/mistakes in DRG-coding
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The “Swiss cheese” model of accident 2

PATIENTY
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causation by James Reason L

Some holes due
to active failures

Hazards

Other holes due to
latent conditions
(resident “pathogens”)

Successive layers of defences, barriers and safeguards

INTERREG Part-financed by the EU
SYODANMARK . SCHLESWIG K ER N .
Source: Reason, Carthy, de Leval: Diagnosing “vulnerable system syndrome”: an ) The European Regional
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Tip of the Iceberg o
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critical situations

100x mistakes

1000x deviation
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What is a CIRS? o

SAFETY

N

» collection of incidents concerning near miss/potential events

» collection of incidents will help you find the weak points in your system
» take appropriate action
» eliminate the weak points

» There is a difference to malfunction message-systems!
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General Principles of a CIRS
Nt
» learning device for » anonymity
continuous use
» autonomy
» voluntariness
»  simple reports
»  no penalties, no blaming-
culture »  clear definition of the
contents of the reports
» data confidentiality, _
confidentiality of » analysis by experts
information > feedback
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How do incident-reporting systems e
succeed? o
» Objective:

» make the knowledge of the employees of errors and possible
improvements in the processes of the hospital available

» prevention of future near-misses and losses in the future

» Requirements:

» Feedback to the staff!
CIRS as part of the risk / quality management
Management Support i E -
Dealing with errors: Actions!

Benefits must be clear: the importance of communication and
simple input of information

sufficient resources
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CIRS In our project
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» implementation of a Critical Incident Reporting Systems by The Patient
Safety Company / medilox in the participating German hospitals

direct feedback to the reporter is possible
data entry through branching
causes and process analysis

» Prevention Recovery Information System for Monitoring and
Analysis (PRISMA): retrospective analysis

» Systematic Incident Reconstruction and Evaluation (SIRE):
retrospective analysis

» Healthcare Failure Mode Effect Analysis (HFMEA): prospective
analysis

YV V V

> action management
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Data Entry through Branching

Incident typ

Medication
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Which medication?

What happened?
improperly stored
wrong order
no delivery

Subform Treatment

Treatment
Diagnosis

\

v

What kind of treatment?
laboratory
X-ray

18

SUbe,,,h ' What happened?
D/agno contraindication
S/s

wrong patient
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Incident Management System )
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File MNew Action Help User: GreCom Application Development

(2 Note [Z] Incdent Search Incident

Adverse Events & Near Misses dinsdag 14 oktober 2008

=l ¢} Adverse Events & M= -

List \9

MNew

Outstanding
Archive
Hidden
Search

HEAEAWNEBE S

Agenda
53 Complaints
{53 OH&S

&3 claims

:00 [21:00 |22:00 |{23:00 [0:00 [1:00 |2:00 [3:00 [4:00 |5:00 |6:00 |7:00 [8:00 |9:00 [10:00 [11:00 [12:00 [13:00 [14:00 [15:00 |16:00
ISep 2 [Sep 3 |Sep 4 [Sep 5 |Sep 6 [Sep 7 |Sep 8

+

Filter: l Benadrukken: I l _ _ V\ﬁ_ssenl

s Reports
Incidents by type and month Reporter by category
8 B MepDev B Admin & Clerical
B wMeoic [ Amied Heaith Professional
6 B SsecrTY 13% 7z B Anciliary {including domestic staff)
B Anases = [ Eestate/Maintenance
..S- [0 Assess BE MedicayDental
3 4 B asuse B Nurse/Miawite
B otHer Other
2 a B For 1 /Technical (i ing PN ) staff
: O Relative
3 o I |
A 1 ) & % © A 9 S N N3
i) New incident
Date Time Person Stage of care
20-06-2008 17:50 Y Clinical assessment (investigations, images and lab tests)
o 23-06-2008 12:50 Y Other - please specify in description
17-06-2008 12:40 Y, Abusive, violent, disruptive or self-harming behaviour
27-06-2008 12:10 Y Abusive, violent, disruptive or self-harming behaviour
Desktop 26-06-2008 12:00 2 Clinical assessment (investigations, images and lab tests)
B Reports 25-06-2008 11:00 N Anaesthesia
Q_ Analyses 26-06-2008 14:00 N Clinical assessment (investigations, images and lab tests)
30-06-2008 11:10 Y Anaesthesia
@ Improvement follow up A ) )
30-06-2008 11:20 N Medical device/equipment
Settings 30-06-2008 11:20 Y Clinical assessment (investigations, images and lab tests) -

ered by: GreCom
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Quality Improvent Module ' e
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PATIENTY

SAFETY

File Mew Action Help User: GreCom Application Development

7 1ote () e | [ scorh e

Improvement follow up |

[ Desktop Improvement layer Start date Measurements Progress  Person responsible
== Cwerview Indicatars = i Policy Progress
g Parts E‘ ﬁ' Reducing Risks at Cur Most Vulnerable Time of the Day 05/11/2007 o Application Developmen
% Paolicy """ il Indicator: Percent of patients using aspirin daily 27/08/2007 IIIlll"""'ll'l'“l
® Projects - E} ﬁ Reduce Hospital-Acquired Pressure Ulcers 05/11/2007 0 Application Developmen
™ actions : ™ e 05/12/2007 0 Application Developmen
F Activities '}l‘ Improving Hand Hygiene Bractice with Six Sigm 05/11/2007 0 Application Developmen
'}l‘ Improving patient informing 05/11/2007 0 Application Developmen
""" ]'.] Reducing Fressure Ulcer Rates in Mursing Homes 0s/11/2007 o Application Developmen
E ﬁ Reducing Rizks at Most Vulnerable Time of the Day 02/10/2007 Application Developmen
[ Reduction in Ventilator-Associated Pneumonia Rate D4/11/2007 0
""" P Reducing Fositioning and Shielding Errors in Radiation Therap 01/10/2007 47 '
E‘ L Hospital-wide Hand Hyagiene Compliance Reduces Infection 01/03/2007 o Application Developmen
""" - Reducing Skin Ulcers and Delays for Radiclogy Exams 05/11/2007 o Application Developmen

. d _ I o
Settings mé rma:u\,

Powered reCom
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The IHI Global Trigger Tool S

» tool for measuring the rate of adverse events over time

» retrospective review of a random sample of patient records using
triggers (or clues) to identify possible adverse events

> http://www.ihi.org/IHI/Topics/PatientSafety/SafetyGeneral/Tools/Transla
tedVersionsIHIGlobalTriggerTool.htm

1) — N
' : Aktives Messinst ¢
> six Modules: Actvs Musssurent
H das IHI Global Tri
1. General Care (G1 bis G15) xSl
2. Medication (M1 bis M12) Pt rer

3. Surgery (K1 bis K16) = s —
4. Intensive Care (11 bis 14)
5. Perinatal (P1 bis P6) N——
6. Emergency Unit (Al bis A2) |

!'NTERREG:) Part-financed by the EU

e, The European Regional
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http://www.ihi.org/IHI/Topics/PatientSafety/SafetyGeneral/Tools/TranslatedVersionsIHIGlobalTriggerTool.htm
http://www.ihi.org/IHI/Topics/PatientSafety/SafetyGeneral/Tools/TranslatedVersionsIHIGlobalTriggerTool.htm

Data collection sheet: hospita
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Arbeitsbogen, Global Trigger Tool
Modul Beschraibung des Verfalls und Klassifizierung des Modul Beschrelbung des Vorfalls und Klassifizierung des
Schadens (E-l) Schadens (E-l)
Trigger - Ganerelle Bahandlung Trigger - Chirurgie
Bluttransfusion oder Transfusion von .
G1 Blutprodukten K1 |Erneute Operaticn
Ruf des Harzalarm-Teams oder Herz- und
G2 |Atemstillstand und starke Verschlechterung des K2|4nderung des Eingrifies
Patienten
. Verlegung auf die Intensivstation nach der
G3|Akute Dialyse K3 Operation
. Intubation/Reintubation/ BiPap/CPAP im
G4|Positive Blutkulturen K&\ fwachraum
a5 Réntgen- oder Ultraschalluntersuchungen bzgl. K5 Réntgenuntersuchung wihrend der Operaticn
Embolie oder Phiebothrombose oder im Aufwachraum
G6| Pistziiches Fallen des Hb oder Hkt 2 25% K6|Tod wahrend oder direkt nach der Operation
G7|Stur: s Patienten KT [Postoperative Beatmung > 24 Stunden
c8| Dekubitus K8 |I"II'§-QIPEI'§II'.JE Gabe von Epinephrin,
Norepinephrin, Naloxon oder Lanexat
G8| Wiederaufnahme innerhalb von 30 Tagen Ka P?st-aperall-)er Anstieg des P-Troponin T-
Niveaus = 0,1 mikrogrammy]
G10|Fixierung des Patienten Ki ﬁ\r:erl..r; der Form der Andsthesie wahrend der
Operation
G11(Im Krankenhaus erworbene Infektionen K11 .leerw's.:r‘L.r; durch einen anderen Speciaizien
im Aufwachraum
"Falsch-pathologische™ Befunde, die nicht in
G12(2chlaganfall im Krankenhaus K12|Verbindung mit der pré-operativen Diagnose
|stehen
ci3 Varlegung auf ein anderes Pliege- oder Ki Anlegen eines Arterienkatheters oder eines ZVK
Behandlungsniveau wahrand dar Oparation
G 14 [Komplikationen K14|Operationszeit > & Stunden
- Entfernung, Schaden oder Reparatur ven
Bl Sonstiges Al Schéden an Organen wihrend der Operation
Trigger - Madikamenta K16|Post-operative Komplikationen
M1 |Clestridium difficile in der Stuhlprobe Trigger - Int ivbehand|
MZ|APTT > 100 Sekunden 11 [Pneumonie
M3|INR > & 12[Wiederaufnahme auf der Intensivstation
M4 |Glukose < 3,0 mmalil 13|Behandlung/Eingriff auf der Intensivstation
M5 Anstieg .:es Harnstoff/Creatinin, 2fach Gber 14Intubation/Re-Intubation
Normalwert
ME |\ itamin K
M7 |[Antihistaminika P1 a|Apgarscore < 7,0 nach 5 Minuten
M8 |Flumazenil (Anexate) P1 b|Mabelschnur pH < 7,05 undicder BE > 10
MS|Naloxon P2(Transport oder Verlegung von Mutter oder Kind
M10[Antiemetika P3|Magnesiumsulfat oder Bricanyl
M11 [Hypotonie/Ubersedierung P4 (Verletzungen 3. cder 4. Grades
M12|Plstzlicher Stopp der Medikation P5|Einleitung der Geburt
Patienten ID: PE[E-Glukose < 2 Zmmoal/| beim Kind
Anzahl Trigger: Anzahl Patientenschaden: YE o p—
Anzahl Behandlungstage: Zeitraum: Al Wiederaufnahme in der Notaufnahme innerhalb
von 48 Stunden
AZ|Aufenthalt in der Notaufnahme > & Stunden

Um die Patientenschéden genauer zu beschreiben, benutzen Sie bitte die Riickseite!
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Flow Chart for IHl GTT Methodology /j
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Random Charts
Selected for
Review

Events Reported as:

/1000 patient days

l /100 admissions

% of admissions

Charts A
Reviewed for
Triggers
l v Appropriate Voe
Triggers © Portion of the Adverse Event Harm Level
Identified Chart Reviewed Identified Assigned

&

lNo

SYODANMARK. s:muwm-'y

T

Chart Review Ch I;’:\_rt_th]ev;ew
Finished inishe
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IHI Global Trigger/'FGGI\

rate

Adverse Event rate per 1000 patient days

140 ~

A 2006 goal ® 2007 goal

1 }\ W 2005 goal

4 2004 goal

Oct-03 Feb-04 Jun-04 Oct-04 Feb-05 Jun-05 Oct-05 Feb-06 Jun-06 Oct-06 Feb-07 Jun-07

——e@— rate per 1000 patient days 2003 average — @ - Goal |

70 ~

60 -

50 4

40 A

30 1

20 A

10 A

0

Adverse Event Rate Per 100 Admissions

Oct-03

Feb-04 Jun-04 Oct-04 Feb-05 Jun-05 Oct-05 Feb-06 Jun-06 Oct-06 Feb-07 Jun-07

—e— rate per 100 admissions

70 A

60 A

50 A

40 A

30 A

20 A

10 A

0 T T T T T

Adverse Event Rate Per 100 Admissions

Oct-03 Feb-04 Jun-04 Oct-04 Feb-05 Jun-05

Oct-05

Feb-06

Jun-06  Oct-06 Feb-07  Jun-07

|+ rate per 100 admissions |

AE rate per 1000 pt days = 7.2 (1 AEs per 139 pt days); 3 mth rolling =9.3 ; 2007 YTD Avg = 21.6; 2007 Goal = 25; ALOS = 6.95 days; 20 charts reviewed

ICU stay = 6

Surgery =8

OB=2

ER =8

Death =0

1 AE identified in 1 patient — 20 patients reviewed (5%)
AEs per 100 admissions =5

svoomunu-:tmumc-y
Summary of AEs: patient was exubated x 24 hrs - required reintubation secondary to collapsed lung e N

Part-financed by the EU
The European Regional
Development Fund
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Why use a trigger-tool? Sy

L

Traditional reporting of errors, incidents, or events does not reliably
occur in the best of organizations.

Probably only 10-20% of all adverse events, near misses and risks are
reported.

In 90-95% errors does not lead to harm. E .
Voluntary methods underestimate events and concentrate on what is
interpreted as being preventable.

Trigger tool identifies adverse events without using complex
technology.

The results can be used for systematic measurement of safety.

INT G Part-financed by the EU
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Knowledge Base
T

» Building a common knowledge base at the Flensburg University of
Applied Sciences

— common learning platform

— reporting and analysis of the reports from CIRS, IHI Global Trigger
Tool, and falls

— regular reports to the project partners
— exchange on successful actions

— quick alerts

INTERREG) Part-financed by the EU
SYODANMARK - SCHLESWIG K ER N
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Data base and reporting iy
o

i Klinikum
[E%};Dwordfriesland Malteser DIAKOj
£ Fasum et oing « o ~ ...weil Nahe zshlt. el
-, Database - Database e Database
%; Hospital %; Hospital g; Hospital
(W FH Flensburg
Ry
= ? «
Reporting Reporting
Center for
> N Kvalitet
S I
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The Safety Journey: a long-term strategy
N

management commitment
- no harm to
" any patient

technology
standardisation

safety rounds
patient involvement

proactive risk analysis

process mapping

believe in
a ’normative” level of
harm and failure

proactive approach

7,

improved safety culture

dialogue

adverse event reporting
INTERREG Part-financed by the EU
svonmuuu.scmuwmy The European Regional

« Development Fund
Investing in your future
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Strengthening Patient Safety between o

PATIENTY
SAFETY

Denmark and Germany e

www.patientsafety-interreg.com

Contact:

Christine von Hielmcrone
research assistant
Fachhochschule Flensburg
Tel: +49 461 805 1623 o

Email: Christine.Hielmcrone@fh-flensburg.de 7

The European Regional
« Development Fund
Investing in your future

INTERREG) Part-financed by the EU
SYODANMARK . SCHLESWIG K ER N



http://www.patientsafety-interreg.com/
http://www.patientsafety-interreg.com/
http://www.patientsafety-interreg.com/

!/ INTERREG ' ).

PATIENTY
SAFETY

Development Fund
Investing in your future

INTERRtEwg 1A " Part-financed by the EU
T """"") The European Regional
N




