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Objectives

= Describe the ubiquitous nature of errors

= Overview of a Performance Improvement

Program and what it fixes and what it doesn’t

Describe importance of a decision matrix to
address shades of grey

Describe the need for objective reasons for loss
of credential

Define peer engagement and it’s importance




“I'0make no mistakes is not in the
power of man; but from their errors

and mistakes the wise and the good

learn wisdom for the future.”
-Plutarch




= 3-4% of hospital patients are harmed by the health
care system

= /% of hospital patients are exposed ut‘o a serious
medication error ‘

® 50,000 — 100,000 deathsal yr from medica

mistakes
_)

BUILDING A SAFER HEALT




e meastre of your system is
Not in the mistakes you make...

IT1s in the action taken to
address those mistakes.




Pl Programs of Old

= Outcomes based and provider focused

= Bad outcomes are caused by bad providers

= Mistakes are the fault of a bad provider

Doesn’t seek out errors to fix
Catches errors to BLAME




lgnores

= Cognitive
s Errors of omission/commission

o Knowledge deficits
o Skill retention/ Training

= Process/procedure

8 Unclear or no procedure/protocol

o Structured communication

= System
o Equipment
o System design/fatigue




Jhehealthcare professions have
gotten better about this...

~ to the exclusion of the
contribution of the behavior of
the individual?




Performance Improvement
Principles




Creating an program that seeks
Out errors in.a non-punitive

blame free environment does
NOQ | mean that all behaviors can
be tolerated.
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ASIprofessional caregivers you
SHOMUIOMWWANT accountability for
gnacceptable behaviors to preserve:

Trust
Respect

Value
PRIDE

in what you do.




WOYld of grey.

PROVIDERS

Are in short supply

Good ones want to
work with like minded
others

Want validation of their
contribution

Define the quality of the
care you provide and
the System

much at stake

STAKEHOLDERS

= Patients

= |F they have a choice it is
based on trust

=@ Hospitals/Physicians
= Facilitate or hinder your
clinical initiatives
= Community
= Safety of your providers
= Advocates for the service
= Politicians
= Control your funding




Process and Structure

= Process to create reproducible decisions

» Provides consistency
= Defensible

= Structure of PI and review must be functional
= [Limited impact on System
= HExpedient for most event types

= Increasing complexity and deliberation for more
difficult cases




Process to Address Behaviors
INDEPENDENT of Outcome

Creates accountability for behaviors within the
control of the clinician

Ill intent doesn’t always result in bad outcomes

Bad outcomes do not indicate ill intent

Clearly defines unacceptable behaviors




Unacceptable “Deadly Sins”

Impaired

Intentionally harming a patient
Intentionally withholding care
Integrity violation

Failure to remediate







denets of a Just Culture

Errors will occur
System failures contribute to many errors

Self reporting and error acknowledgement is
essential to improvement in the system

PUNISHMENT does not deter normal errors

WILLFUL reckless behaviors cannot be
tolerated in Safety/Just culture




Just Culture

Human error, lapse, slip or mistake

= Manage through process, procedure, training

= Console

At risk behavior(choice) where risk not recognized
or believed justified

= [ncentivize healthy choices and increased situational
awareness

= Coach

Reckless behavior is conscious disregard of
unreasonable risk
» Remedial action or removal

= Punish




Hetoilediicesion The Duty to Avoid Causing Unjustifiable Risk or Harm

www_justculture.org

2 k 1 The Just Culture
N r- | Algorithm

Note: Harm )
not requirad — Was it the
only the employee's purpose
purpose o to cause the harm?
cause harm

Consider punitive action

Support employee
Yes in decision

The Duty to Produce an Outcome
(system under control of employee)

The Duty to Follow a Procedural Rule

Was the ha
(system controlled by the employer) . ::asem :ren” .

of two evils?

Did the employee
knowingly cause
the harm?

Was the duty to
produce an
outcome known to
the employee?

Investigate
circumstances
leading to failure
to know of duty

Was the duty to
follow a rule
known to the

employee?

Investigate
circumstances
leading to failure to
know of duty

Note: Did the behavior
Evaluated representa
e substantial and

Consider
remedial/
punitive

Did the employee consciously
disregard this substantial and

Investigate unjustifiable risk?

potential harm

Was it possible
to produce the
outcome?

Did the social
utility associated
with the deviation
outweigh the risks
associated with
the failure to
produce the
outcome?

Is the rate of
failure to produce

Investigate
circumstances
leading to
impossibility

Support
employee
in decision

Was it possible to
follow the rule?

Did the employee
knowingly violate
the rule?

Did the social
utility associated
with the deviation
outweigh the risks
associated with the
failure to comply
with the rule? ‘

circumstances
leading to
impossibility

Conscle employee
and conduct human
error investigation

Support
employee
for decision to
violate rule

(i.e., risk)

unjustifiable risk?

Note: A substantial and
unjustifiable risk s one
where the risk of ham
outweighs the social
utility of the behawvior.

Given this, should
the employee have known

action

Do not consider
they were taking a substantial SIS employee action
and unjustifiable risk?

Yes

Did the employee
se the behavior? No

Yes

Coach employee
and conduct at-risk
behavior investigation

Console employee

and conduct human

error investigation

Does the source of the
series of human errors or
at-risk behaviors reside
within the system?

the outcome within

the expectations of

those to whom the
duty is owed?

Investigate
circumstances leading

to system risk
Did the employee L

have a good faith
but mistaken belief
that the violation

Coach employee
and conduct
at-risk behavior

Repetitive Errors or
At-Risk Behaviors

was insignificant

investigation
or justified?

Consider remedial/
Assist employee punitive action
in producing
better outcomes,
or consider

punitive action s the system appear
designed to achieve the

Consider remedial/ results you intend?

punitive action System Test

Redesign system
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The Duty to Avoid Causing Unjustifiable Risk or Harm

Was the harm
justified as the lesser
of two evils?

Consider remedial/
punitive action

2 Note Did the behavior Did the employee :

- h_‘ ‘d ww’

gqa‘s‘v;t s bstamsal‘:nd disregard this substantial and
- unjustifiable risk?

°°"°;‘:' :‘:‘ unjustifiable nsk?

Given this, should
the employee have known
they were taking a substantial
and unjustfiable risk?

Note: A substantial and
unyustifiable rsk is cne
wheea the risk of ham
cLtwaghs the sccal
ullity of the behavior,




Peer Review or Peer Torture

Often used as the sole means of determining
providers fate

Uses “reasonable™ peer as standard for
behavior

Often without education for participants

If unstructured can do more harm than good




More harm than good?

Peers are far more critical
Can result in harsher action than intended

Challenge to maintain error friendly
environment

Belief that the outcome is predetermined




Patient Safety Committee

@ 3 peers and 2
physicians from
medical society

Blinded review of fact
pattern that led to
decredentialing
recommendation

= If not unanimous a
majority and
dissenting opinion are
submitted

Physicians work with
peers and see
acoutability

Assures no personality
issues or influence on
process or return to
practice

Assures final decision is
as informed as possible




Take Away

Be proud of what you do, where you do it, and
who you do it with

PI focus should be on contributing factors but
not to the exclusion of bad behaviors

Create a non-punitive environment for errors
but define and maintain accountability for
unacceptable willful acts

Use peer review assure process transparency
and engagement for inside and outside
stakeholders




“Personal responsibility is not only
recognizing the errors of our ways. Personal

responsibility lies in our willingness and
ability to correct those errors individually and
collectively.”

-Yehuda Berg




