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Joint Commission Overview

We are private, not for profit and set quality
and safety standards for health care

Origin: American College of Surgeons 1917
program to improve quality in hospitals
We accredit or certify more than 16,000

organizations or programs in the US and
250 hospitals in 35 countries

Programs include hospitals, home care,
ambulatory, behavioral health, long term
care and laboratories
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Domains of Potential Interest by
Intelligence Community

y

Medical research: conduct, compilation,
dissemination----and getting It used

Physician decisionmaking for individual
patients

Organizational excellence

1. Psychology of human error

2. Causation of “organizational accidents”
3. High reliabllity
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Organizational Excellence

'We are trying to solve 2 different classes
of problems Iin health care quality:

1. Routine safety process breakdowns
(Handwashing, medication administration,
sterilization and disinfection)

2. Rare, but catastrophic adverse events
(Wrong patient surgical procedures, fires
In the operating room, infant abductions)

No role models in health care
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Wrong kidney removed despite concern of parents

SURGERY WHICH resulted in a child having the wrong kidney
remaoved at Our Lady's Hospital for Sick Children in Crumlin,
Cublin, proceeded despite concerns being raised by the childs

In this section »

parents about the side of the body on which the operation was + Garda welcome use of
being performed, an independent investigation has found, writes DEDDEr Sprayv
Eithne Donnellan , Health Correspondent. +  Accuszed zaid it was me'.

garda tells court
It also found a whole series of factors resulted in the child having a
healthy kidney remaoved last spring, to be left with a poarly
functioning one.

There were no ¥-ray images reviewed at several stages in the process: when the child was listed for surgery in
outpatients; when the child was admitted to hospital the day before surgery; an the pre-operative morning ward
raund on the day of surgery; in response to queries from parents about the operation side; orin theatre prior to
making the incisian.
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Holes drilled in the wrong side of heads
during surgery NHS watchdog warns

Surgeons are drilling holes in the wrong side of people's heads during brain surgery
despite a warning issued three years ago.

by Rebecca Smith, Medical Editor
Last Updated: 10:56PM GMT 21 Mov 2008 T TextSize (+ ] -]
So-called wrong site surgery has been a consistent problem in the MHS and in

some cases patients have died as result of having the wrong organ removed.

In 2005 the MNational Patient Safety Agency issued an alert to all neurosurgical
units after an audit found there was no standard method of identifying which
side the patient was to have surgery with some units marking with pen the side
to be operated on and others marking the side not to.

Since the alert the NPSA have had another 15 reports of incidents in nine of the
36 neuro centres where surgeons have begun brain surgery on the wrong side of
the head.

Another alert has now been issued saying it is still a problem.

The brain surgery incidents are among 56 wrong site surgical mistakes reported
to the NPSA during 2007 and another 654 reports related to operating list errors
where the wrong patient or the wrong operation had been planned.
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Rare Adverse Events

Adverse events In hospitals usually
represent unigue sequences of errors

Errors challenge defenses (hiring,
training, supervision, teamwork,
protocols, communication, etc.)

When defenses fail, patients suffer

Same weak defenses permit many
different error sequences to do harm

Reason’s “Swiss-Cheese” model
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A Familiar Adverse Event

' Pathway

| made a mistake

A patient suffered



Reason J. (Ashgate, 1999)

P The Joint Commission



Defenses

' Leadership

Hiring

Training

Personnel evaluation
Policies, protocols
Computer systems
Communication

Supervision of
trainees
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Teamwork

Coordination
(among teams)

Staffing (levels,
availability, mix)

Equipment
Environment

Individuals
(knowledge,
skills, stress)



A Real Case

' Elderly woman admitted to hospital with
order for phenytoin 300 mg TID

MD consulted database for meds
Pharmacist caught error--told MD,RN
No follow through to next shifts

RN sees order, but no dispensed med
She uses another patient’s phenytoin
Continues for 3 days; patient delirious
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How Have Others Done It?

": Igh reliability organizations” are those that
manage serious hazards extremely well

« Commercial jet air travel, nuclear power
 Aircraft carrier flight decks

HROs have certain common characteristics,
a particular culture and a set of principles
and tools to perfect their processes

Karl Weick: “Safety Is a dynamic non-event.”
“Collective mindfulness”
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Robust Process Improvement

Systematic approaches to problem solving
proven in many other spheres of work

Eo

_ean, six sigma, change acceleration, Toyota
Different from what came before (CQIl, TOM)

ually effective when applied to health

care’s toughest safety and quality problems

(e.

g., medication safety, infection control)

Directly address critical failings of current QI
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Jerome Lederer (1952)

' “The average man has only 1 head, 2 eyes,

2 hands, and 2 feet; his response to
demands cannot be guaranteed within + 5%;
his temperature cannot be allowed to vary by
more than a few degrees; his pump must
operate at constant speed and pressure; his
controls are subject to fatigue, iliness,
carelessness, anger, inattention, and
Impatience. This mechanism was originally
designed to operate in the Stone Age. It has
not since been improved.”
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Technical Solution Is Not Enough

I Why does improvement so often fail?
e Sometimes: technical solution is lacking

e Most often: organization failed to accept
and implement a good solution it had

Robust Process Improvement (RPI)
addresses this failing directly

Change management Is an essential
component of effective improvement
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How to Sustain Improvement

' Managing change is integral and must
be explicitly included in improvement

E=QXA; XA,
Effectiveness (E) =
Technical quality (Q) x
Acceptance (A,) X
Accountability (A,)
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Change Acceleration Process
CAP Model

Shaping a Vision
 J
Mobilizing Commitment

Current :s Transition Improved
State . State State
o Making Change Last
0.’.
o Monitoring Progress —
0..
............................. B —————————————————————————————
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Robust Process Improvement:
' Fitting the Tools Together

Q x A XA, = E

Proven Formula for Results

P The Joint Commission



The 3 Imperatives of a Safety

' Culture

e N

Report

Reason J and Hobbs A. (Ashgate, 2003)



' Near Misses = “Free Lessons”
C

ritical barometer of safety culture
Punitive organizational culture
never finds out
Bureaucratic culture
celebrates
High reliability organization
reacts as If it were an adverse event



Summary
ligh reliability science being applied In
nealth care, may be applicable in IC
RPI + safety culture = high reliability

Safety culture unlocks flow of information
about weaknesses In:

* Defenses against adverse events
 Routine safety processes

RPI tools are the way you fix processes
and repair defenses




