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Overview

* Whistle stop tour of the Commission

« Adverse events learning programme
team

« Updated National Adverse Events
Reporting Policy (2017) and primary
care
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Adverse Events Learning Programme

e |nitial focus in DHBs

Building reporting culture and trust
Development of National Reportable Event Policy 2012
Updated Policy 1 July 2017

« Collect notifications and reviews of AEs

» Publish learning reports “Open Book”

Publish annual report

P

Public reporting of DHB adverse events began 2006/7
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1 July 2014 to 30 June 2015




Open Book publications

* Share lessons learned from reviews

* |llustrate simple steps that can be taken
* Focus on changes, not incident

e Supply in simple format

* Make it ‘safe’ to report
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Ensuring referrals happen

This repont alerts providers 10 key fndings from three simiar recent ntident reviews at dferent hosptals
Each ncdent involved fadures in referral and foliow up Processes. We advise providers 10 CONSISer ths
report, and whether the changes being made are relevant 10 their own systems

This report is relevant 1o

*  managers responsible for medical records and patent booking and scheduling

o Al nCians Sandng and recaiving refecrals

Incident 1

A patient had delayed care because a bopsy
result was not responded 1O appropristely

Chronology

o A patent who wis admitiad with pregnancy

COMpICatons complaned of 8 neck kump
The admitting service referred her for
bopsy

o A Dwopsy of the lump was performed and
reported as ‘inadequate for dagnosis’, but
no further acton was taken

o The patient presented five years later with a

neck lump ot the same site as before. The
result of the Previous DICDSY was Noted, 8
further Biopsy taken and reatment staned
for a malignant dagnosss.

Review
The incident review found
o there was noO consistent process for

COMMUNCHtNG NON-ODIINC BSUes 10 other

specaites

* the Diopsy results were not communicated to

the patent's lad maternty carer (LMC)

o the lab report nvoived was one of a large
number of unacknowiedoed reports
redewed in 3 shoet space of time. The
sonficance of ‘inadequate for dapnoss”
Was not recognised

*  pathology did not follow up the result at the

e of the Diopsy, 10 reasons unknown

Actions subsequently taken
o Aler the inCident, the hospital introduced

an electronic cinical record system. The
record works in conjunction with inpatient
notes and provides a summary plan for
GSCharge SoCumentation

o If a patient receives matemity care,

Information is now sent 10 the relevant
LMC and general pracstioner

Incident 2

A patent referral to another service fadled, with
Cause urknown

Chronology
o Aninternal referral was made from general

surgery 10 Oncology, but the referral was
DOV reCoved 5O further Care was not
prowded

o Nine months later, following & query from the

patent, 1 was realised that the referal had
not ocourred. An adatonal referral was
made, resuling in the treatment being
provided

“
open



Before...

« Be perfect and don't make mistakes

« Name, blame and shame and
punish individuals closest to the bad
outcome

e ....S0 don’t report errors
e So.... no learning and...

* No system change or process
Improvement

v
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A Just Culture

* recognises that individual practitioners should not be held accountable for
system failings over which they have no control.

e recognises that many errors represent predictable interactions between
human operators and the systems in which they work, and that competent
professionals make mistakes.

« acknowledges that even competent professionals can develop unhealthy
norms (shortcuts, routine rule violations)
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Open communication

Open communication, or open disclosure, refers to the timely and
transparent approach to communicating with, engaging with and
supporting consumers and their whanau when adverse events occur

Health and Disability Commissioner, Guidance on Open Disclosure Policies
www.hdc.org.nz/media/18328/guidance%200n%200pen%20
disclosure%?20policies%20dec%2009.pdf
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Why review adverse events?

* To explain to the patient
and/or family what happened

e Tolearn from the incident to

try and prevent it happening

again

TTHT

“If we learn from our mistakes, shouldn’t
I try to make as many mistakes as possible?”
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The patient’s expectations

The available literature indicates patients need:

* acknowledgement, regret, empathy

e information; early, repeated and progressive

* acare plan and discussion as to extent of recovery

* preventing recurrence: what has been learned and how will that prevent
similar occurences.
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Incident review — three steps

* What happened?
 Why did it happen?

* How do you prevent it happening

again?

Ep g CRED
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What happened?

 Read the documentation

e Speak to all involved including the patient and family
* Keep notes

* Write the story — timeline

* Think outside the boundaries

* Remove jargon —doesn’t make a better report

v
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Why did it happen

* Find your inner child — keep
asking ‘Why?’

* Test your theories on someone
else

* Keep asking until you understand,

or if it is going nowhere
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How to prevent it happening again

* Good report — which means good
action plan

e Share lessons

 Have someone responsible for
changes

* Check changes have worked
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Recommendation effectiveness

High leverage
MOST EFFECTIVE

Medium leverage
MODERATELY EFFECTIVE

SYSTEM-based




Good report

e Tells the story clearly
* Explains the rationale
e Details all finding including incidental findings

 Has a targeted and clear action
plan/recommendations

e Shared with family
 Monitored for progress
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The goal for providers of care

* |dentify cases that need review
* Review them properly
* Ensure recommendations address findings

Share the lessons:

— with the patient and family

— with your team and governance
— locally and with the wider sector
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Increased focus in updated Policy on:

 role of patients and families
« supporting families but also staff involved

 prioritise what is reviewed in depth and reported and use of different
methodologies

* human factors and systems in the context of a Just Culture
* Implementing and monitoring recommendations
 Increased focus on learning and sharing

v
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... the focus of patient safety has mostly been on
improving systems of care, such systems include real
people, and safety events may take an emotional toll.

Such events occasionally result in an intense period of
professional and personal anguish, even among the
‘strongest’ caregivers...

v

r HEALTH QUALITY & SAFETY O en
COMMISSION NEW ZEALAND

FOR BETTER CANE



Staff support

 The importance of this should not be underestimated
* Being available for staff is crucial
e Staff need a safe and confidential space to discuss the event

e ASSIST ME model (from Ireland which has been adapted from the ASSIST
model of communication from MPS)

v

r HEALTH QUALITY & SAFETY O en
COMMISSION NEW ZEALAND

FOR BETTER CANE



Messages to the sector

« Safety culture and framework
« Open communication
« Make reporting easy

« Triage and use a methodology for
reviews

 Feedback and the outcome of the
review to families and staff

« Support for both families and staff
- Share learnings
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“Now WHY would you want to do
something like that?”

open
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Hauora ¢

Severity Assessment Code (SAC) rating and triage tool for adverse event reporting %ésm;':s%;mﬁ;::szsu

Rate severity of adverse events on ACTUAL outcome (near misses are rated SAC 4)

Severe Major Moderate Minor Minimal
Death or permanent severe loss of Permanent major or temporary Permanent moderate or temporary Requiring increased level of care = No injury
function severe loss of function major loss of function including: « Noiificieased level of care oF
= not related to the natural course = not related to the natural course = not related to the natural course = review and evaluation length of stay
of the illness of the illness of the illness .
differs from the immediate = differs from the immediate = differs from the immediate -
expected outcome of the care expected outcome of the care expected outcome of the care
management management management

additional investigations * Includes near misses

referral to another clinician

can be sensory, motor, = can be sensory, motor, = can be sensory, motor,
physiological, psychological or physiological, psychological or physiological, psychological or
intellectual intellectual intellectual

Rate severity of event

SAC1 SAC 2 SAC3 SAC 4

J \

STEP 1: Report event to Health Quality & Safety Commission (‘Commission’) YES Is the event on the Always
= Complete adverse event brief: part A’ with chief executive (or equivalent) sign-off Report and Review list?

= Send adverse event brief: part A to Commission within 15 working days of notification
of event to provider

J

= . . - . .
§ STEP 2: Review event and send summary of findings to Commission STEP 1: Report event within organisation’s reporting, review and
— = Select review methodology learning system
% = Establish review team members STEP 2: Review event according to organisational review guidance
q;_, = Offer involved consumer and whanau the opportunity to share their story STEP 3: Share lessons learned and actions taken; this includes sharing
q;) = Consider independent consumer representation in review process with involved consumer and their whanau
-.:7 * Develop recommendations and action plan with assigned responsibilities \J/
= = Share review with involved consumer and their whanau
& = Complete adverse event brief: part B2 with chief executive (or equivalent) sign-off For national learning - organisations are encouraged to
= Send adverse event brief: part B to Commission within 70 working days of notification of complete the adverse event shared learning tool and send
event to provider to Commission for:
\L = near miss events with high potential for causing serious harm

= adverse events rated SAC 3 or 4 where there is value for national learning

For national learning - organisations are encouraged to send = other system issues that should be alerted at a national level
non-identifiable, full review reports to Commission

1 See: www.hgsc.govt.nz/our-
programmes/adverse-events/
publications-and-resources/
publication/2939.

Maintain an actions register, linked to organisational governance structures, to ensure review learnings are 2 See WWW-thcagovt-"z/owt- ;
- - - - - - rogrammes/adverse-events,
actioned and monitored for progress, including updates to involved consumers and whanau zubgncaﬁons_and_,esou,ces/

publication/2940.

Published in June 2017 by the Health Quality & Safety Commission. Please send all related enquiries to: adverse.events@hgsc.govt.nz newzealand.gOVt.nZ



Always Report and Review List

Should be reported irrespective of harm

* Wrong blood product

* Wrong site

* Wrong implant/prosthesis
* Retained foreign object

* Wrong consumer/patient

Chlld/mfant abduction or discharge to wrong family .
fr'g open
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SAC rating

Severe
Death or permanent
severe loss of function

¢ not related to the
natural course of the
illness

e differs from the

immediate expected
outcome of the care
management

e can be sensory, motor,
physiological,
psychological or
intellectual
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Major
Permanent major or
temporary severe loss of
function

¢ not related to the
natural course of the
illness

e differs from the
immediate expected
outcome of the care
management

e can be sensory, motor,
physiological,
psychological or
intellectual

Moderate
Permanent moderate or

temporary major loss of

function

¢ not related to the
natural course of the
illness

e differs from the
immediate expected
outcome of the care
management

e can be sensory, motor,
physiological,
psychological or
intellectual

Minor
Requiring increased level

of care including:
¢ review and evaluation

e additional
investigations

¢ referral to another
clinician

Minimal
e No injury

¢ No increased level of
care or length of stay

¢ Includes near misses

open
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Thank you for listening

» Questions?...

Contact us
adverse.events@hqsc.govt.nz

-

"There are no stupid questions, so let's also :
agree there are no stupid answers." Op.en

FoR ETTER CARE
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