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What is Patient Safety?
Value of Patient Safety Data

Systems-Approach + Culture of
Safety

Impact of Patient Safety Events
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4-year-old Jack Russell Terrier

Head trauma
Splenic laceration
Diaphragmatic hernia
Multiple fractures

Multiple transfusions

Two emergency surgeries
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Banks
1 3 2 9

CT scan blood transfusions emergency surgeries days spent in the ICU
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Patient safety is an applied science that involves systematic study of
errors and the rigorous design and testing of change interventions
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What is a Patient
Safety Event?

Harm or potential harm
caused by medical
management / treatment
rather than the underlying
condition of the patient
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The patterns of error in
healthcare are no
different from the
situations that exist in
other high-risk industries

What is different in
healthcare is that there
still remains an element of
a culture of infallibility
that denies the prevalence
of error



Medical Erroris a
complex issue, but
error itself is an
inevitable part of

being human
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PATIENT SAFETY IN HUMANS

33.6 MILLION 44K - 98K

admissions to U.S. hospitals Americans die in hospitals each year as a
result of medical errors

EXCEEDED THE DEATHS ATTRIBUTABLE TO:

43,458 42,297 16,516

Motor vehicle accidents Breast cancer AIDS
MARS & Quality &
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Globally, 4 in 10 patients
are harmed in primary
and outpatient care

o
80%

Up to 80% of these are
preventable




SAMPLE MEDICAL ERRORS
Many patient safety events are PREVENTABLE

< £ Il = &

Administration of Cefazolin given 2-year-old dog 4-year-old Patient sent
6mils of Ketamine epidurally presented for Westie with home with
to acatas mass removal. burn from wrong insulin
induction agent Accidently patient dose
performed warming device
neuter.
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TOP PATIENT SAFETY EVENT CATEGORIES
HUMAN MED vs. VET MED

& 00

. 00
w HUMAN MEDICINE: o VETERINARY MEDICINE:

@ Medication error @ Medication Error

@ Hospital Acquired Infection @ Patient Care + Handling

@ Surgical Errors @ Anesthesia

@ Diagnostic Errors @ Surgery + Procedures
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http://www.who.int/

Why do
Errors
Happen?
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__.rors are made by weII trained, well-
SCI Us people who are
II’JO weII but are caught
1s that set them up to make
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COULD
THIS BE A
PROBLEM?

T e e ey N e re—he
XY NE St by

MARS ‘ &'Q Quality &

Veteri nary Health Patient Safety Copyright © 2022 Mars, Incorporate d — Confidentia 16



Look-Alike Sound-Alike: ‘LASA’ Drugs

Cerenia

maropitant citra

ovamenasen st e
IJECTION USP FOR HORSES

it
et 10 Gz 199
!

i

Ao by FOA i ARV 25
et Contants 100 %

nia in Baby Pigs
OR HUMAN U

ot
OUT OF REACH OF CHILDREN

convenia

NOC 13085, 25, y
: {/({{/M\é erond
1&y = e 2%
TS : Lidocaine

Vitamin B-12 1
w

Sterile Solution

For 2
ach of childre® -
s s 0%
Federal law 1rslvlL::rr¥d
o on the order 0! &
an.

i
o
. contents: 1 4
= Visi0218 Net

& OQuality &
Veterinary Health \ Patient Safety




What is a System?

Making a cup of coffee
Driving a car

Taking a blood sample
Clinical handover
Managing test results
Running a hospital ward

Veterinary practice
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A set of interconnected

components organised
for a purpose
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Types of Systems

- Recipe for
baking a cake
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Complicated

- Engine

Complex

- Veterinary
care
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WHATIS A
SYSTEMS-BASED
APPROACHTO
ERROR?

WHERE ARE THE
WEAKNESSES IN THE
SYSTEM?
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All systems and processes
can fail

Focus on finding and fixing
unsafe conditions before
injury happens

Errors most often due to a
complex series of events, not
a single event



If the system lets you make the
error, it is badly designed. And if
the system induces you to make
the error, then it is REALLY badly

designed.
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SWISS CHEESE
MODEL OF
ERROR

by Jim Reason

Healthcare team

* Training

Technical / Equipment
* Poor designs

 Deferred maintenance

v/

* Distractions

* Fatigue

Patient harm

MARS &) OQuality &

Veterinary Health ‘ \_ Patient Safety

/

e

Funding and

resources / /
/

Organization
 Culture

* Leadership
* Incomplete policies

* Shifting responsibilities

* Handovers
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FISHBONE DIAGRAM: ROOT CAUSE ANALYSIS

Environment
People

Equipment/materials

Problem/Effect
(undesired
patient
outcome)

Policies
Process
Management Leadership
by Kaoru Ishikawa
MARS ‘ @ Quality &
Veterinary Health \ Patient Safety, incorporated — Confidential 23



8 Tech Features That

improve Car Safety What is HUMAN-FACTORS?

Electronic
Stability Control

Slows individual

wheels during a turn to
Lane-Kee P keep car on course.

Assist

Detects lane
departure and
steers vehicle
back into the
correct lane.

The interrelationship between individuals at
work, their equipment and tools, and the
environment in which they live and work

Adaptive Adaptive Collision
Cruise Control Headlights Warning System
Monitors the driver-set Improve forward Alerts the driver
speed and distance to illumination if a collision

]
the vehicle ahead. bassgn%ri\tirgr?g is imminent. 3 domalns:
1. Physical (workplace layout)

2 0 p=
2. Cognitive (mental processes)

360-D
Cami?;ee . ) . . . .
Helps parallel park the Improves visibility when ::teas;uit:;‘::;;:e:nyv:: 3. Organlzatlonal (Communlcatlon and teamwork)
vehuf:'I: rrv:lttrr:e n:r;/tzre:"ng backing up or parking. need a break.

Get help finding your next vehicle at usaa.com/carbuying.
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Human Factors

The study of all the
factors that make it
easier to do the work
the right way
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Human Factors Aims

Improved system
performance

Optimised human
wellbeing
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Where does this fit into understanding patient
safety events and Culture of Safety?

People do what makes sense at the time. Try to put yourself in their
shoes. Why did they do what they did?

What features of the task, job, equipment, environment or system
made the event more likely to happen?

Where could changes make the system more compatible with the
needs, capabilities and limitations of people?

&
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Defining a Culture of Safety

Shared values, beliefs, norms
related to safety. It is the compass
team members use to guide their
behaviors, attitudes and perceptions
on the job.

What will | get praised for?
What will | get reprimanded for?
What is the “right” thing to do?

MARS ‘ &’Q Quality &
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Culture

i1 3

Behavior and
attitudes on
the job

|

Patient
Outcomes
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Psychological Safety

Psychological safety is the individual confidence that
speaking up will not result in embarrassment,
rejection, criticism, or punishment from others.

Strong psychological safety has been linked to less
burn out in caretakers

Ref: MaY et al
J Nurs Manag. 2021
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A strong Culture of Safety supports Psychological
Safety as all team members, regardless of position
or rank, have a voice. Psychological safety helps
flatten power dynamics that, when present, have
been shown to lead to adverse events in healthcare.
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Why a Culture of Safety matters

Safety culture is related to outcomes

m Patient Outcomes = Clinician Outcomes

* Patient care experience
* Infection rates

- Sepsis

- Post-op hemorrhage

- Respiratory failure

- Treatment errors

Incident reporting
Burnout
Engagement
Turnover

MARS

Veterinary Health

e Quality &
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Ref:Huang et al., 2010; Mardon et al., 2010; MacDavitt et al., 2007; Singer et al., 2009; Sorra et al; 2012; Weaver, 2011
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Key Qualities of a Strong Culture of Safety

People are
comfortable

speaking up, asking
for help and
reporting errors

MARS

Veterinary Health
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An environment
where it is safe to
learn, grow and
ask questions

People are
supported when
things go wrong.

Culture is non-
judgmental and
non-punitive

Errors/events are
dissected and
discussed in order
to prevent future
errors

Copyright © 2020 Mars, Incorporated — Confidential

32



How PSE’s
can drive

safety and i
culture

=
@ ALL Report events
- \ EVENTS
i m
Reality Data
MARS Quality &
Veterinary Health Qﬁ Patien)t, Safety

**Feedback to Reporters

Analyze

Reduced
harm
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Measurement of CoS

Safety climate survey Johns Hopkins

1. | would feel safe being treated here as a
jpatient.

2. Medical errors are handled appropriately in this
work setting.

3. | know the proper channels to direct questions
Fegarding patient safety in this work setting.

4.| am encouraged by others in this work setting
to report any patient safety concerns | may have.

5. The culture in this work setting makes it easy to
Jearn from others.

MARS

& Quality &
Veterinary Health ‘ &, Patient Safety

Key dimensions: teamwork,
communication, leader commitment, response to
errors, overall assessment of safety

Response rates >60% needed; debrief

Measure Q 18-24 months
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IMPACT

of Patient Safety Events
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Bosley

8-year-old male Labrador retriever

Quality &
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Burn injury
from warming
device

 Initially discharged but then
represented

* Hospitalized 12 days
* 6 general anesthetics
« 2sedations

« Daily wet-dry bandage wound
care
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Patient Safety Event Impact - beyond the patient

MARS
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v

Emotional impact

Lost time for Associates & leaders

Workflow disruptions & inefficiencies

Increased Associate stress

Resolution & settlements

Potential lost revenue
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Impact on Veterinarians 2019

I e Repert

Veterinarians’ experiences with near misses
and adverse events

LoriR. Kogan FiD OBJECTIVE
Marik Rishnfor DYSL. 210 To assest the prevalence of madical arrors (spacifically, near missas [NMs]
ar! " - and adverse events [AEs]) and their personal and professional impact on

L 4 Peter W. Hellyer Dva vete rinarians.
of veterinarians had T |
f’mmme Dﬂ:memuﬂcllnlul iclmcs Q:II e of | Cross-sectional study:
eterhary Hadiche and Blomedca Scletce bl SAMPLE

Members of the Veterinary Information Netwark (n = 46.481).

Address correspondence to Dr. Schoenfeld-Tacher | September 24 and October 21, 2015. Responses were summarized and
(regina_schoenfsld@nceu.ed). compared between genders by means of the 2 test.
RESULTS

606 vetarinarians completed the survey (1.3% respense rate). Overall, 447
(72.8%) respondents reported Invalvementin | NM (n = 389 [64.2%]) or
AE (179 [29.5%]). The NMs had a short-term (< | week) adverse impact on
professional life for 68.0% (361/384) of respondents and longer-term nega-

o . G o, €0 1053 Koy
o experienced 1 or more G | T

EranaryFedione: Horth Caroina tcs Unmeray, | an eleceronie survey regarding veterinarians’ experiences with NMs and

p Rilegh, N 2601 schomiet-acher ABs was uted via email to an online vetzrinary community between

v impact for 36.4% (140/385). The impact on respondents' personallives

as similar (63.6:¢ [245/385] and 33.5% [19/385), respectively). For AEs,

these numbers were 84.1% (48/176). 56.2% (39/177). 77.8% (137/17€). and

50.6% (83/175). respectivaly. Both NMs and AEs were more likely to nega-

e

CONCLUSIONS AND CLINICAL RELEVANCE
These findings suggested that many vetarinarians experience emotional dis-
tress after a medical error. Support should be provided to mitigate this ad-
verse impact on the wellbeing of veterinarians and, potentially, their future
patients. {/ Am Vet Med Assoc 2018;252:586-595)

reported that adverse events
0% affected both professional
and personal lives
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A dverse events and medical errors in veteri
'y and human medicine are inevitable, and
research has only just begun w shed light on the
prevalence of these incidents' Medical errors can
include those involving medications (eg, wrong
medication, wrong dose, or failure to recognize an
allergy), misidentification of patients, and errars of
delays in diagnosis. Surgical errors (eg, wrong surgi-
cal site or procedure) are also possible, as are judg-
ment errors that lead 0 an unAecessary surgery or
dem ofa ofa pecessary operation
error can be defined as “a commission
or omission with polentially negative consequences
for the patient that would have been judged wrong
by skilled and knowledgeable peers at the time it oc.
curred, independent of whether there were any nega-
tive consequences ™ Such errors can therefore be dis-
tinguished from complications or unpreventable AEs,

ABBREVIATIONS
AE  Adverse event

NM  Mearmiss

WIN  Veterinary information Metwork

which are an acknowledged risk of medical care and
surgical procedures 5 This definition of medical er-
ror also includes actions that do aot actually result
in direct harm to patients, referred to as NMs5* An
NM can be lieﬁmzd as :m mcuienl that could have had

adverse L, and is indistin-
gms.habLE from a fullﬂedged AI in all but outcome.
Examples of NMs include incorrect selection of a po-
tentially harmful drug that was never administered,
prescription of the wrong drug that resulted in no
harm to the patient, or scheduling of surgery for the
wr iy part but catching this error before sur-
gery begins.

The effect of these errors on patient outcomes
is stapgering. Findings in a 2016 study! suggest that
251,454 patient deaths/y in US hospitals are attribut-
able to medical error. Although much research has
been conducted to explore the impact of medical er-
rors on patient outcome, the impact of these errors
on physicians has received much less attention in the
literature 3™ However, data are emerging regarding
the impact of these errors on the health-care provid-
ers and on patients treated by providers involved in
an error

586 JAVMA +Vol 252 + Mo §  March 1,2018

JAVMA, 2019 Kogan et al. Veterinarians Experience with
Near Miss and Adverse Events

w



Impact on Veterinary Team Members 2024

_ Psychological Impact:
The effects of patient safety

events and the potential
mitigating roles of personal - 50% feel embarrassed from these events
resilience, good leadership,

23ﬂ5r£SyChologlcally safe « 42% feel deep remorse for these events

- 48% feel fearful of future occurrences

L Kogan et al.
mm Self Efficacy:
- 45% feel inadequacy regarding patient care abilities
- 38% wondered if they weren’'t good health providers
« 36% became afraid to perform difficult or high-risk
procedures
MARS uali
Veterinary Health ‘ Qf) gati:eltalt’g(afety
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Second Victim Syndrome

“Health care providers who are involved with a patient-related
adverse event or medical error, and as a result, experience
emotional and sometimes physical distress.”

Feel responsible for Feel they failed the Question their own
the outcome patient competence

4 ™ ?
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In a survey of 3,171
physicians in the U.S. and
Canada, physicians
reported increased anxiety
about future errors, loss of
self-confidence, difficulty
sleeping and reduced
satisfaction following
medical errors




Medical error: the second vicim
The doctor who makes the mistake needs help too

hen T was a house officer another resident
Wﬁjled to adentify the electrocardiographic

signs of the pericardial tamponade that
would rush the patient to the operating room late that
night. The news spread rapidly, the case tried repeatedly
before an mcredulous jury of peers, who rehmrned a
armmary judgment of ncompetence. I was dismayed by
the lack of sympathy and wondered secretly if T could
have made the same mistake—and like the hapless
resident, became the second victim of the emor.

improvements that could decrease errors. Many errors
are built into existing routmes and devices, settmgup the
unwitting physician and patient for disager. And,
although patients are the first and obwvious vicims of
medical mistakes, doctors are wounded by the same
errors: they are the second vidims

Virtually every praditioner knows the sickening
realisation of making a bad mistake. You feel singled
outand exposed—seized by the instinct to see if arrpone
has noticed. You agonise about what to do, whether to

Canadian Medical Education Journal

Review Papers and
Meta-Analyses

Peer support programs in the fields of medicine and nursing:

a systematic search and narrative review
Programmes de soutien par les pairs dans les domaines de la médecine et
des sciences infirmieres : recension systématique et revue narrative

L Pereira,’ T Radovic,? KA Haykal®

1Faculty of Medicine, University of Ottawa, Ontario, Canada; 2Faculty of Science, University of Alberta, Alberta, Canada; 3Department of
Family Medicine, University of Ottawa, Ontario, Canada

Correspondence to: Kay-Anne Haykal, OD. MD. CCFP. FCFP. Assistant Professor, Department of Family Medicine, Assistant Dean Student Affairs, Roger
Guindon Hall, 451 Smyth Rd #2044, Ottawa, ON K1H 8M5; phone: 613-562-5800 x8136; e-mail: khaykal@uottawa.ca

Published ahead of issue: April 19, 2021; published: June 30, 2021. CMEJ 2021, 12(3) Available at http://www.cmej.ca

© 2021 Pereira, Radovic, Haykal; licensee Synergies Partners

https://doi.org/10.36834/cme].71129. This is an Open Journal Systems article distributed under the terms of the Creative Commons Attribution License.

Peer Support
Programs for
Physicians

Mitigate the Effects of Emotional Stressors Through Peer

Support
Jo Shapiro, MD, FACS
Associate Professor of Otolaryngology—
CME Head and Neck Surgery, Harvard
CREDITS: Medical School; Founder, Center for
0.5 Professionalism and Peer Support,

I Brigham and Women's Hospital; Senior
I Faculty, Center for Medical Simulation,
Boston MA; Consultant, Massachusetts
General Hospital

(https://creativecommons.org/licenses/by-nc-nd/4.0) which permits unrestricted use, distribution, and reproduction in any medium, provided the original
work is cited.

Open access Research

BMJ Open Duration of second victim symptoms in

the aftermath of a patient safety incident
and association with the level of patient
harm: a cross-sectional study in

the Netherlands

Kris Vanhaecht,'? Deborah Seys,1 Loes Schouten,® Luk Bruyneel,1’4
Ellen Coeckelberghs,1 Massimiliano Panella,® Gerda Zeeman,® for the Dutch Peer
Support Collaborative Research Group
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Patient Safety’s Critical Impact

/

|
5

Improved
patient
outcomes

Increased
retention and
engagement

Medical error is a top leading cause of death

in humans in the US
(Est. only 40% of errors reported)

Strong
Culture of
Safety

The same errors that harm patients also
traumatize healthcare workers

MARS
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