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Jm.\.cs. COUNTLESS EXAMPLES OF CARE FALLING

thp

i e BELOW STANDARDS

® While outcomes are good ....

o 228 patients reported 183 service deficiencies, each of
which doubled their risk of harm (Taylor et al, 2008)

o 20% of patients received less than satisfactory care
often experiencing harm (Hutchinson et al, 2013)

o 15% of out patient appointments are conducted with
important information missing (Burnett et al, 2013)

® Poor reliability of basic processes endemic in most systems

+2016
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The Story of Patient Safety

THE DARK AGES

Research into medical accidents: a case of negligence?

C A Vincent

Public awareness of medical accidents is growing, as
the rapidly rising rate of litigation and the correspond-
ing increase in defence society subscriptions testify.' In
many activities—for example, aviation, road and rail
travel, industry —errors and accidents are the object of

BM] voLUME 299 4 NOVEMBER 1989
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emphasis is on packaging and tt
medication errors. The authors
discussing the actual errors are usi
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PATIENT SAFETY AND THE RELIABILITY OF HEALTH CARE SYSTEMS

Series Editors: Paul Barach, MD, MPH, and
Donald M. Berwick, MD, MPP

ImprOVING PATIENT CARE

Five System Barriers to Achieving Ultrasafe Health Care

René Amalberti, MD, PhD; Yves Auroy, MD; Don Berwick, MD, MPP; and Paul Barach, MD, MPH

Although debate continues over estimates of the amount of pre-
ventable medical harm that occurs In health care, there seems to
be a consensus that health care Is not as safe and reliable as It
might be. It Is often assumed that copying and adapting the
success stories of nonmedical industries, such as civil aviation and
nuclear power, will make medicine as safe as these industries.
However, the solution Is not that simple. This article explains why
a benchmarking approach to safety in high-risk industries Is
needed to help translate lessons so that they are usable and long
lasting In health care. The most Important difference among In-
dustries lies not so much In the pertinent safety toolkit, which Is
similar for most Industries, but in an Industry’s willingness to
abandon historical and cultural precedents and beliefs that are
linked to performance and autonomy. in a constant drive toward a
culture of safety. Five successive systemic barriers currently pre-
wvent health care from becoming an ultrasafe industrial system: the

need to limit the discretion of workers, the need to reduce worker
autonomy, the need to make the transition from a craftsmanship
mindset to that of equivalent actors, the need for system-level
(senior leadership) arbitration to optimize safety strategles, and
the need for simplification. Finally, health care must overcome 3
unique problems: a wide range of risk among medical specialties,
difficulty in defining medical error, and various structural con-
straints (such as public demand, teaching role, and chronic shori-
age of staff). Without such a framework to gulde development,
ongoing efforts to iImprove safety by adopting the safety strate-
gles of other Industries may yield reduced dividends. Rapid
progress Is possible only If the health care Industry Is willing to

address these needed to the 5
barriers to ultrasafe performance.
Ann Intarn Med. 2005;142:756-764. ‘waw._annals.org.

For author affillations, see end of text.

LEARNING FROM OTHER INDUSTRIES
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Capmynglfed M fe

Second edition

Incident reporting

Incident analysis
Complaints and

litigation RIS L
RISk management Managemenl
Standards Enhancing patiént safety
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© roncs SAFETY CULTURE, MULTI-FACETED INTERVENTIONS

"R el AND TEAMWORK (2005 -2011)

©® Safety culture as foundation and as driver
® Checklists and bundles

®© Some major successes

® Tackling safety across an organisation

+2016



The Long Road to Patient Safety

A Status Report on Patient Safety Systems

Is health care getting safer?

ARE WE GETTING SAFER?

Tracking Progress in Patie =~ =~

An Elusive Target 2006...NO
Peter J. Pronovost, MD, PhD; Marlene R. Miller,
MD, MSc; Robert M. Wachter, MD

JAMA. 2006;296(6):696-699.

Transforming healthcare : a safety imperative
Leape L. Berwick D. Clancy C., et g
IJQSH 2009:18:424-28

Healthcare is unsafe.../... The IOM called in
2000 for a major national effort to reduce
medical errors by 50% within 5 years, but
progress since has fallen far short

2010.__NO

2009...NO

Baines R. & al BMJ Qual Saf
Changes in adverse event rates in hospitals over time: a
longitudinal retrospective patient record review study

Design Longitudinal retrospective patient record review study.
Setting and participants A random sample of 21 hospitals in The

2013...NO

|
Patiént Safety At Ten:
Unmistakable Progress,

Troubling Gaps

December 1, 2009, marks the tenth anniversary of the Institute o
of Medicine report o mcduzl errors, To Err Is Human, which arguably
the modemn pa Over the past decade, a
variety of pressures [mch as more T e T Py
) have created a stronger business
case for hospitals to focus on P L e LS
systems have fully and we are
finally grappling with balancing “no Der accountability. The
research pipeline is maturing, but fanding remains inadequate. Our
limited ability to measure progress in safety is a substantial impediment.
‘Overall, I give our safety efforts a grade of B—, a modest improvement
since 2004.

Netherlands in 2004, and 20 hospitals in 2008.

Results Multilevel analyses of 11 883 patient records showed that the
rate of patients experiencing an AE increased from 4.1% in 2004
to 6.2% in 2008.

More than 50% of all AEs were related to surgery. Indications were
found that differences in the risk of experiencing a preventable AE
between hospital departments were larger in 2008 than in 2004, while
differences between hospitals themselves were smaller.

20‘1Q."\"EQ\INAQJOURNAL of MEDICINE

“ SPECIAL ARTICLE ”

Temporal Trends in Rates of Patient Harm
Resulting from Medical Care

Christopher P. Landrigan, M.D., M.P.H., Gareth J. Parry, Ph.D.,
Catherine B. Bones, M.S.W., Andrew D. Hackbarth, M.Phil.,
Donald A. Goldmann, M.D., and Paul J. Sharek, M.D., M.P.H.
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Major successes In focal clinical areas

Operating theatre

The NEW ENGLAND JOURNAL of MEDICINE

“ SPECIAL ARTICLE ”

A Surgical Safety Checklist to Reduce Morbidity
and Mortality in a Global Population

Alex B. Haynes, M.D., M.P.H., Thomas G. Weiser, M.D., M.P.H,,
William R. Berry, M.D., M.P.H., Stuart R. Lipsitz, Sc.D.,
Abdel-Hadi S. Breizat, M.D., Ph.D., E. Patchen Dellinger, M.D.,
Teodoro Herbosa, M.D., Sudhir Joseph, M.S., Pascience L. Kibatala, M.D.,
Marie Carmela M. Lapitan, M.D., Alan F. Merry, M.B., Ch.B., FAIN.Z.CA_, F.R.CA.,
Krishna Moorthy, M.D., F.R.C.S., Richard K. Reznick, M.D., M.Ed., Bryce Taylor, M.D.,
and Atul A. Gawande, M.D., M.P.H., for the Safe Surgery Saves Lives Study Group™

n rate decreased 36%

Major complicatic
ased 47%

. Mortality decre

ction decreased 48%

WORLD ALLIANCE
fOPATIENT SAFETY

s/ TOPATIENT SAFETY

Intensive care

The NEW ENGLAND
JOURNAL o MEDICINE

VOL. 355 NO. 26

ESTABLISHED IN 1812 DECEMBER 28, 2006

An Intervention to Decrease Catheter-Related Bloodstream
Infections in the ICU

dham, M.D., Ph.D., Sean Berenholtz, M.D., David Sinopoli, M.P.H., M.B.A.,
M.D., Bryan Sexton, Ph.D., Robert Hyzy, M.D., Robert Welsh, M.D
e Goeschel, R.N., M.P.A

Peter Pronovost, M.D., Ph.D., Dale Nee:

Haitao Chu, M.D., Ph.D., Sara Cosgrove,
Gary Roth, M.D., Joseph Bander, M.D., John Kepros, M.D., and Christin

0,
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Max bar

Quality Approach

Offering best standards

Extreme rapid pace of
innovation
No-limit ambition

Averageltycle®ffuality?
interventionsin@omplexBystems?

2WearsoBeethed

2WearsitoBeed
localBolutions?

1092 solutiontendorsed

24-10-20110

Safety approach
Avoiding accidents

Min Bar

Thefpower®fdnnovation’d

OfL00Bystematiceviews

of care Median@imeRohange®hat?
would@ffect@linical@
decisions@vas®.5Fears.

Continuous progression of Life duration
With Healthy life
Growing complexity for care

Continuous progresses
*Surgery on patients over 85
*New Stroke care ...

Shojania@nniinterniMed, 20072

Ansals of Isternal Medicine

How Quickly Do Systematic Reviews 6o Dut of Date? A Survival
Analysis

Halfdifetknwoledged@nBoftware@ndustryZR,95rsk
EllalfﬂlifeliknowledgenIZleaIthca reld®,5H skl
EllalllilifelimowledgenIIiviIIZ\viationEEl.3I?(rsEl

]
Halldifedknowledge@n@uclear@ndustry®:A 7 rs?

Increase risk, increase complexity
sImpossible national conformity with continuous
change in Quality ambition

*Need multiple adaptation, rapid pace of change

More accidents
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NEW
CHALLENGES

® Harm has been defined too narrowly

©® Progress is slower than anticipated

® Only part of the healthcare system has been addressed
©® Interventions are idealistic

® Safety and quality improvement equated

©® ... and healthcare is changing rapidly

+2016
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Poor Access

target

Safety in healthcare is a moving

AEs associated with the
Care environment

AEs associated with
poor care

patients

EDITORIAL

Charles Vincent," Rene Amalberti?

Safety in healthcare is a constantly moving
target. As standards improve and concern
for safety grows, we come to regard an
increasing number of events as patient
safety issues. In this respect, healthcare
differs from almost all other safety-critical
industries. What we regard as harm in, for
instance, civil aviation remains the same
whatever advances may occur in aviation
technology or practice. In contrast, innov-
ation and improving standards in health-
care alter our conceptions of both harm
and preventability.

2016

drug events in the community that cause
admission to hospital, polypharmacy and
general harm from overtreatment.” All
these, in the past, might have been regret-
ted, but now receive greater artention by
being viewed under the safety umbrella.
The perimeter of safery is, therefore,
expanding. This is welcome for patients
as 1t reflects rising standards and aspira-
dons. However, the shifting perimeter
does present problems, both conceptual
and practical. The definidon of harm
seems increasingly difficult to pin down

Poor shared information
and partnership with

Incredible errors

Never events




o/ Safety is the management of risk over time (which
FONCSI | . :
maormeare | [NCIUAES the reduction of harm)

de sécurité industrielle
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System changes

® Sociological changes
o acute diseases becoming chronic,
o  Massive ageing
o Patients becoming experts

® Technical innovations (day surgery is only one example) all leading to a drastic and
rapid reduction of the average length of stay.

® More public transparency
® More supervision by authorities via administrative and medical databases

Leading to new challenges

® Imposing a rapid shift from safer medical acts to safer patient’s journey

+2013

+Sweden 0l4



g ¥ T MASSIVE AGEING

Percentage of population over 60

2015 2030 2050
Japan 33,1 37,3 42,5
Spain 24.4 33,5 41,4
Portugal 27,1 34,7 41,2
Greece 27 33,2 40,8
Italy 28,6 36,6 40,7
Germany 27,6 36,5 39,3
China 15,2 25,3 36,5
Switzerland 23,6 30,6 34,5
Chile 15,7 23,7 32,9
Canada 22,3 29,4 32,5
France 25,2 29,9 31,8
Iran 8,2 14,4 31,2
Ireland 18,4 24,4 31
UK 23 27,8 30,7
Denmark 24,7 29,3 29,9
Sweden 25,5 28,3 29,6
Norway 21! 26,2 29,5
Russian Federation 20 24 28,8
Australia 20,4 24,6 28,3
India 8,9 12,6 28
USA 20,7 26,1 27,9
Columbia 10,8 18,3 27,6
Mexico 9,6 14,9 24,7
Oman 4,4 9,4 24,5
Argentina 15,1 21,5 23,6
Moroco 9,6 15,1 23,4
Qatar 2,3 7,9 19,8 No data
Malaysia 8,2 13,2 19,2
Indonesia 8,2 13,2 19,2
Jordan 5,4 8,6 15,8
South Africa 7,7 10,5 15,4
Botswana 5,9 7,9 15,7 Source Global Age Watch 2015
Cameroon 4,8 5,2 8,1
Angola 3,8 4,2 5,5

+2016

+15
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Change definition, define Patient safety as the management of risk over time
Patient safety is the art of controlling risks of time to minimize harm (isolated or cumulative) in relation to benefits
With this definition, patient safety is not a ‘zero default’ approach with total elimination of any harm or incidents.
Managing safety is not aimed simply at compliance with procedures, whatever the value of these procedures

Understand risk and harm through the patient’s eyes
Incidents important but only one aspect of a wider perspective
Adopt the five levels of care and its implication for safety priorities
Consider a broader view of Harm including poor care, the burden of treatment and psychological harm

Consider the balance of benefit and harm within an episode of care
Examine episodes of care and consider both risk and harm within an extended timescale.
Need to encompass a timeframe sufficient to embrace initial assessment, provision of treatment, monitoring the result,
and responding to complications while continuing to deliver care.

Adopt different safety models dependent on context

Accept different safety models : There is no one universal model of safety in healthcare that can apply across every
setting.

Use a wider range of safety strategies and interventions
Adopt the compendium of strategies

2016 16
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ot o rw s HARM THROUGH THE PATIENT’S EYES

de sécurité industrielle

® Harm is conceived very broadly encompassing both serious
disruption of treatment and distressing events.

® Harm includes serious failures to provide appropriate
treatment as well as harm that occurs over and above the
treatment provided.

® Harm is seen not in terms of incidents but as a trajectory
within a person’s life.

+2016
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Safety and quality of care
(1]

Treatment of Arthritis

Jan Feb Mar

Safety and quality of care

Apr Moy Jun Jul Aug Sep Oct Mov Dec

Standard of treatment of Arthritis

Treatment of Diabetes

Jon Feb  War

2016

Apr Moy Jun Ju Auwg Sep Oct Moy Dec

Standard of freatment of Diabetes

Salety and quality of care

Safety and quality of coare

Treatment of Hip Fracture

Jan Feb Mar Apr May Jum Judl Aug Sep Oct Mov Dec

— Standard of treatment of Hip Fracture

Treatment of Depression

Jon Feb Mor Apr Moy Jun Jul Aug Zep Oct Moy Dec

Standard of freatment of Depression

18
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Does this look like an incident?
+2016
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DECLUTTERING HEALTHCARE

+2016

Admission (o accident and emergency
1. Procedure for trage assessment of patient
2. Patient identification

Guidelines for investigations while in accident and emergency
3. Standard electrocasdiography for elderly poople

Specific clinical

— guidelines
17. Does patient sati=fy fast frack coteria (elderty)

18, Full ®story and examination of gwary cegan systam
19, Assessment of sodal circumstances

20. Exclude and treat oches injuries

11, Patiend's oriestation

22, Assessment for mukiple pathology

&, Urine dipstick 23. Assessment of injury
5. Blood tests 24, Consider possibilty of eldeddy abuse
6. Chest x ray Patient 25, S0, 19¢% check arterial blood geses and administer oxygen
7. HWip xray ert arves 26. Treat cardhac ambythmias according to guidelines
8. MRSA screening =1 Waccdentand 27. Cansidar and trea ¢ y accpeed p ia
L SrRCIRICY. 28, Consider need for bane protection medication

Guidelines to menitor and manage patiests in accident and

emergency

9. Vital siges {full se)

10. Pain scoee

11. Analgesia peescribed (analgesic dder)
12, Deep vein thrombosis prophytaxs

13. Oxygen sdministration

14. Intravenous flukds

Transter to ward
29, Transfer guideies
30, Patient handover

15, Keep nil by mouth until defiestive plan made Ward admission checks
16. Transfer to orthopaedic ward within £ h of aeival Patient sdmitied to 32, Waed orieot ‘m‘“"“nﬁm gient And relagh
orthopeedic mand l' 32, Assess skin and pressure areas

Preoperative preparation guidelines

45. Surgery within 48 h and during day time

46, Preoperative assessment

A7. Preaperative fasting

48, Deug administration

45, Preaperstive nursing preparation

50. Preoperative checks and accompamwysng a patient to theatro
S1. Asthistic prophydiods prescrprion GTropaative + pastoperatvel
52. Consent + operation site mark

—»  Periopesative case _J

33. Mowing and handing guidelines

34, Natrition assessment

35. Guidelines for cinical obserations, vital signs, weight and height
36. Continence assessment

37, Information documentation

Guidelioes Tor managing patient care
I8 Discharge planning
35. Paln management

Intraoperative care L AD, Ineastigations o
53. Theatre aertval checklist n m administration
54. Anaesthetic care (multiplo} Patienl positioning, traction, inmebilsstion snd mmusl anding
53. Surgital safety checklist pa— &1 Pressure area care
56. Surgical opesation (multiphe] a4, Bong protaction medication guideting for elderty Cae
57. Scrub messe guidelines (multiple)
o RSth lami m.eh-
59. . nar
€0. Additicaal a.udcll;ns depending on drcumstances— Rehabistacion “" Rehabsiitation :‘:“‘“";‘“m ko
S Dlapd st aaion - Eacly postoperative mobdsazion (within 24 h)
71. Slips, trigss, and f3lls
Pestoperative care guidelines . Gatdell exeel gramme sebabili
61. Immediate care of patient in theatre recovery (multiple) = : : .'.'5?"?. tmsrdpix. x md» mh“
62. Postoperative infection provention —
63. Postogeralive monitoning ad investigations
:- mm:mhnm d Safe dbscha d
Y en and supplementation 73 rge an
66. Postoperalive sugical care—ag, timing of drain mmoval Diacharge l 74. wohe soclal senvces If appropriate

s R ek e

75. Bone health assessment and treatmant at discharge

Fig 1 Typical patient journey for an elderly patient with fractured neck of femur

+20
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Importance of FAILURE TO RESCUE
Priority given to recovery strategies

Mitigation

Recovery

Prevention

2016 21




Y, T Result of French Hospital Accreditation

Fondation pour une culture

de sécurité industriell (Initial accreditation visit, HAS 2010-2014)

Sample of 1296 Hospitals, public and private

Accreditation on borrowed
time 130: 10%

Accreditation passed 225 :
17%

Accreditation failed 4, 0% /0

Accreditation with \

reservation: 464 : 36% o .
Accreditation with

recommendation: 473 :
37%

Living with non compliance is tolerated (and even the norm)

2016 22



ym"cs' RESULT OF FRENCH HOSPITAL ACCREDITATION
(AFTER A SUPPORT PERIOD OF 3 TO 18 MONTHS)

de sécurité industrielle

Accreditation on borrowed
time: 7,4%

L 0
Accreditation failed 0,3% 4 Accredltatlon passied 2,74

Accreditation with
reservation: 464 : 28,3%

Accreditation with
recommendation: 47%

1296 Hospitals, public and private

+23
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ENHANCING MONITORING AND
ADAPTATION AT THE CLINICAL AND
EXECUTIVE LEVELS

® Managers constantly adapt and firefight. How much is
necessary and how much unnecessary and due to poor
systems?

® Develop planned approaches to adaptation and recovery
rather than relying on ad hoc improvisation.

® Executive training in risk scenarios and trade offs between
safety and other objectives

+2016
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@ Safety issues
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%

Quality scheme
Legal binding requirements & policies,

l

Professional standards, guidelines &
Recommendations <
Border line Tolerated Conditions of Use
(BTCU) implicitly acknowledge by Internal
and External Audits

MAX BAR

ACCEPTABLE
BAR

AN

N

%

 ACCEPTABLE

Increasing doubts about the vaIuer
supervisory control and compensatory
mechanisms. Loss of trust in
management.

l

2016

BAR

MIN BAR

All applicable regulations are
followed

Safety maintained COMPENSATORY

at top thanks to SOLUTIONS

reorganization - Management, culture, staffing,
compensation expertise ...

strategies

Compensatory safety actions hide
degradation of working conditions

Safety engaged
Partial
compensation

Working authorization engaged

25
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EXAMPLE

Professional deep-sea fishing as practiced by 20 to 24-meter trawlers (vessels usually

manned by five fishermen, for fishing tours of four to fourteen days) 20-27 meters

Studying the fishing skippers’ decision-making process

by placing them in situations of conflict between

production and safety.

Information :

« weather report, failures, damage to the fishing gear,
occupational accidents, information on previous
fishing tour, fax from colleagues on quantity of
catch, selling price of prawn auction prices,
localisation of colleagues, fixed expenses,...

What are the elements considered in priority by captains for
making decision on continuing fishing Vs giving up in
extreme fishing conditions ?

Morel, Chauvin, Safety Science 2007
Morel, Amalberti, Chauvin, Human Factors 2008
Morel , Amalberti, Chauvin, Safety Science, 2008

+2014 26

+Swedish Medical Society
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rofessional deep-sea fishing as practiced by 20 to 24-meter trawlers (vessels usually
anned by five fishermen, for fishing tours of four to fourteen days) 20-27 meters

Are fishermen insensitive to safety aspects?

NO... of course... they hope getting safer

They ask for better tools for traffic collision avoidance
(with cargos), and safer bridge working conditions for
sailors (on trawlers)

Morel, Chauvin, Safety Science 2007
Morel, Amalberti, Chauvin, Human Factors 2008
Morel , Amalberti, Chauvin, Safety Science, 2008

+2014 27
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Civil aviation

® 1994, A310: YR-LCA, Tarom A310, lost control during final approach on Paris Orly
airport. Flight 381 was approaching to Paris-Orly runway 26 and the captain was at
the controls. He decided to perform an automatic approach and landing. Before
lining up with the runway, the aircraft adopted an unusual position due to a crew’s
wrong comprehension of an order given to the autopilot. Recovery came two long
minutes after the plane entered into quasi loopings.

® 1995, A310 : Tarom flight ROT 371 took off from Bucharest-Otopeni runway 08R for
a flight to Brussels . The crew was distracted and forgot monitoring aircraft attitude.
The plane banked progressively, and when the crew realized the problem, they were
unable to recover, 60 fatalities.

What do you think the international Authorities have decided afterwards?

Amalberti, Piloter la sécurité, Springer, 2012

2016 28



ypoucsu A THIRD EXAMPLE

Fondation pour une culture
de sécurité industrielle

@Flre fighting

® Group Intelligence

© Give priority on team work, leadership and
adaptation to unexpected conditions

® Lessons drawn from accident analyses are
grimarily about ways in which the situation has
een managed and could be managed better in

future. (Recovery rather than Prevention)

© Five characteristics of High Reliability
Organizations responsible for the "mindfulness”
that keeps them working well when facing
unexpected situations.

Preoccupation with failure
Reluctance to simplify interpretations
Sensitivity to operations

Commitment to resilience

Deference to expertise

2016
29




Consider different Safety models and associated intervention strategies
_© /Fones!

ULTRA ADAPTIVE

Context : Taking risks is the essence of
the profession : Sea fishing, Military war
time, Drilling industry, Tradeurs (banking),
Oncology, Emergency medicine

and heroes
Safety model : Power to experts
‘Give me best chances and safest tools to

exploits’

Safety training: Peer-to-Peer

Learning through shadowing, acquiring
professional experience, "training for zebra",
working on knowing one's own limitations.
Priority to recovery and mitigation
strategies

Cultural trait: Fighter spirit, cult of champions

survive in these adverse conditions and make

1
1
o
1

Innovative medicine

(grafts, oncology ...)
ICU Trauma centers

Hymalaya
mountaineering

Finance

Medical ris|

HRO model
Context : Risk is not sought out, but it is
inherent in the profession. Marine,
Shipping Oil Industry, Processing industry,
Fire-fighters, Scheduled medicine
Cult of group intelligence and adaptation to
changing situations.
Safety model : Power to the group, Ability
of the group to organize itself (roles), to
provide mutual protection to its members, to
apply procedures, to be suspicious of
excessively routine simplification of the
situation, to adapt, perceive changes in the
context and make sense of it.
Training in teamwork to gain knowledge of
the capacity of the group and adaptability in
terms of applying procedures to suit the
context.
Priority to recovery strategies

Scheduled surgery

Chronic care

Anesthesﬂ

ULTRA SAFE
Context : Risk is excluded as far as
possible: Civil aviation, Nuclear Industry,
Public transportation, Food industry, Medical
Lab, Blood transfusion
Cult of applying procedures and safety
organized by an effective supervisory
organization.
Safety model : Power to the regulators of
the system to avoid exposing front-line actors
to unnecessary risks.
Training in teamwork to apply procedures
and apportion the work even if abnormal
events occur.
Priority to prevention strategies

Food Indtlistry

Fire Fighting

Chartered Flight

Combat A/C, war

time

Drilling Industry

Processing Industry

Profeélsional fishing

102
y unsafe

Unsafe

103

Chemical Industry (total)
104

105
Safe

I 1 I_ I , B - I i

Blood transfusion

2

o

ology ASA1 <

<5

Sz

~ <

o

=

o

Civil Aviation ;:'

Railways
Nuclear Industry
106 Fatal
Ultra safe risk 30
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Arbitration in healthcare

In Europe : Among patients who died during hospitalization after major surgical
procedures, 8.5% are admitted to an ICU at some point in their hospital stay.
Mortality overpasses 4% for all patients and 20-30% for geriatrics patients

ASA3.

In the US, this figure was 7 times greater, 61% admissions in ICU. Mortality is
2,1% for all patients and 10-15% for geriatrics patients ASAS.

These finding also point to the financial costs of healthcare in the US. In 2013,
ICU services alone accounted for 4% of all US health care expenditures, or

nearly 1% GDP.

2016 31
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meSEfety improvement anagement
Overused
/—\ Aspects of

ouaity OVer trusted
Improvemen/ Best
Practice

Risk
control

regulation

Underu;e-d
Under truxsted\

Adaptation
Underused &
Recovery Aspects of
Under\trusted human factors,
Optimise teams,
Human fgctors the resilience
ergonomics, System
system Mitigation
Improvement
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\.J A Compendium of Safety Strategies and Interventions
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= An incomplete taxonom
Fondation pour une culture P y

de sécurité industrielle

Frontine Organisation  System
Safety as best z;::sfew _Fﬁx:%::ﬁrrem v Lsed 4
practice: aspire pec

to standards m@hmwg v Underussd +

The trick is not to be bound by = . I -

Dieveiop more sophisticated

any one strategy but to blend ot o e e .

Improvement staff maning, assessment v v used +
of systems and TR
to context o ey A o
IT to support decision making v v Used +
Automation of processes o v Undenused +
Improved equipment design 4 v Used +
Formaising feam roles and
responsibilites v v L=
Standardisafion and
enhancement of handover v Used
Improve working c:ondifions ©
light, noise, physical emironment v ==
Reduce infemuptions and
distractions v undenssed ++
Improve onganisation and evel
of staffing v o Underused +
Creqtion of new roles and posts
to improve coordination £ w Underused +
Risk control Witharow senices b4 v Underused +
PLAYING ON A PALETTE OF — A P
FIOCe restrictions on senvices s + Underused +
Fiace restrictions on individuals v L undensed +
Piace resiicfions on condifions
of operation i £y + underused +
Pricrifisation of care eitner
temporarity or permanentsy 4 -~ underused +H
INTERVENTIONS — | v e e
adaptafion Improve detection of deterioration v o ungenused +
and response
TO MAKE ORGANISATIONAL ; e TR e
Dievelop team cross checking
and monitoring v v LEEER
ADJUSTMENTS S ¢ —
Improve onganisaticnal response
to pressures and threats to safety v v = ussd +
Hegofiate resporse fo reguia
aeegmms rEguae v L4 Undensed
Mitigation Policy of explandrion, apoiogy
2| and support forinjured patients v v L=
Rapid response to physical harm v s Used +
iy ical su| for pati
:srr: c»lc:-lg'Es pport for patients v » A
Peerto
[asmﬂpeersuppon programmes v ) D .
{quas‘gflprpon and menforing v ) et
Insuraince of staff and crganisation
against ciaims v v LEEinE
Prooctive response fo complaints
and cigims v Underused ++
Froacfive response to media o £ ungerused
Open diclogue with reguiaiors
v L Unaerused +

Challenges

Allipcgte more time to implementation

Reduwce disparity within setfings

Limited fime aliccated to education and training
Peronaized medicine in progress

Excessive use of tempomry staff

Incregsing volume of policies and wasteful processes

Usability and infegraticn into wordiow remain problemnatic
Reluctance to adopt

manufocturers not sufficientty engoged in safety

Models avagilabie but sesdom implemented
Models availabie but sesdom implemented
Ampie margin for progress

Hot considerad as a problem

Economic constraints and fixed professional noles

Economic constraints and fixed professional noles

Poiifical constraints and potential odverse social impoct
Poiifical constraints and potential odverse social impoct
Poiifical constraints and potential odverse social impoct
Resporse offen too late and too punifive:

Does not confiorm fo heaitnoarne cutfune.
Polificaly difficuit at local level

‘often ogvised but seidom effectively impiemented

In progress with increasing attenfion to failure to rescue
Many examples but could be mone widely employed
Modeis availabie and huge potential for increased use
Models avgilabie and huge potential for increased use

Heeds explorgfion, study and development

Adversanal relaficnship between providers ond reguiatons
Policies exist but practice kags benind

Ropid response in hospital DUt may De SIower in cCommunity
Policies exist but practice kags benind

Modes exist but few exampies of effective mpiementation
Modes exist but few exampies of effective mpiementation
‘Widely used but not linked effectively to safety initiafves
Modes exist but few exampies of effective mpiementation

Some exampies of good procfice bi nitty difficutt

Huge scope for improved ond more productive
resgticnships



\.J Five system barriers to achieving ultra safe industry
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N Amalberti,, Ann Intern Med. 2005;142, 9: 756-764.
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No limit in performance Increasing safety margins

Excessive autonomy of actors Becoming team player

. Accepting to become equivalent
Craftsman ‘s attitude

actors
Accepting to endorse residual risk at
Ego-centered safety protections, vertical conflicts the executive level
o _ _ _ Accepting to question the
Loss of visibility of risk, froozing actions success and change strategies
Chemotherapy Radiotherapy _
Emergency Scheduled surgery Blood transfusion 2
Oncology Wards, geriatrics Biology s
3
o
Professional Medical risk g
fishing (average) Civil Aviation a
Chart d Flight i >
Traders in the artere g Scheduled flights o
o
global market Railways (Europe) El
lace
P Chemical Industry (total) Nuclear Industry

102 103 104 105 106 Fatal
risk

Ultra safe
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UNDERSTANDING RESILIENCE
RESILIENCE Si= S+,

S, (Safety total) = S; (Safety imposed)+ S,( Safety managed)

NORMS / QUALITY + ADAPTATION

Error avoidance Surprises
Observed BBS/CBS/HRA management
Safety
Based on Based on
Rules Human Intelligence
Regulations Human expertise
Constraints Adaptive learning
systems

35



PARADOXES OF RESILIENCE

Significant safety improvements always detrimental to Sm

Craftman industry St= S, + Sm

Safety improvement l,

l Ultrasafe systems St= S| + S

The next challenge : Preverving S, while Improving S

S, S.S,

+2016
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TOWARD A STRATEGIC VIEW ON MEDICAL SAFETY — A TENTATIVE
MAPPING EXERCISE

ULTRA ADAPTIVE

LEARNING SYSTEMS

to MARKET DEMANDS & NON STANDARDS CASES -

Incompatible with
social risk acceptanee

NON ADAPTIVE
POOR LEARNING SYSTEMS

1%7? Cherry Picking
Percentage of NO GO & working situations
excluded by the model

5%?
HRO ‘

Betting on sense
making

15% ?

RESILIENCE

Betting on Cognitive map >
Individuals’ global vision ULTRA SAF
Competences Procedures SYS.TEMS
/expertise 2 tearm Betting on
_ Systems
regulations supervision incompatible

with market
demands

_
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