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The time is right for a fundamental re-thinking of the

way that the NHS approaches the challenge of

ERROR Y, " Gptlay learning from adverse health care events. The NHS

O, Barom, LARE often fails to learn the lessons when things go wrong,

PRI aeArmis 9y R : : .

safionc’\;“-ﬂf and has an old fashioned approach in this area

compared to some other sectors. Yet the potential
benefits of modernization are tremendous — in terms of

An organisation with a memory

lives saved, harm prevented and resources freed

from adverse events in the NHS
chaired by the Chief Medical Officer

up for the delivery of more and better care.
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We believe that, if the NHS is successfully to modernize its approach to learning

from failure, there are four key areas that must be addressed. In summary, the

NHS needs to develop:

e unified mechanisms for reporting and analysis when things go wrong;

e a more open culture, in which errors or service failures can be reported and
discussed;

e mechanisms for ensuring that, where lessons are identified, the necessary
changes are put into practice;

e a much wider appreciation of the value of the system approach in preventing,

analysing and learning from errors.
5
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Including the Voice of Patients and Families

There are many ways to include the voices of patients and families.
Consider using one or multiple methods depending on the size, scope and needs of your area!

Interactions
with Caregivers

: . Comment
Patient C I .
SEERES SN Cards/Kiosks

Quality Teams Walkabouts

Some Ways to Include
the Voice of T
Committees Patients and Families Rounds

(see Practical Wisdom tool)

Social Media This Practical Wisdom
: Focus Groups Adapted from:

Stories
Capital Health

(2012). Engagement Framework and
Toolkif. Retneved from

http:/fwww _cdha nshealth ca/system/files/

Survey Data Structured sites/317/documents/engagement-
Interviews framework-and-toolkit. pdf

Concerns Data Rees T, & Lemieux, A

i (2011). Patient Experience F - A strategy

(contact Patient e e

Feedback and Data)

feedback. Alberta Health Services.
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Asthma patient Drive to hospital was hectic Spentawhile finding Checked with person Waited forthe turn The weman at the Sent back tosit Directed o go to Pedeiatric Had to wait in their Nurse comes in, asks towait for Wait for doctor to give Had to wait for financial Went to find the car.
needed attention parking space, had to park behind the reception. reception called and waitagain department. We found our waiting room, until the doctor, Dactor checks the prescription paper work, it took 30
inthe garage patient's name to check way tothe department. the name was called. patient, calls respitory techni- mins or more.
‘what waswrong with Nama was called cians Patient is treated back to
the patient. after we waited back
for awhile.

® ® ® ® ®

"He (my son) was having “There were lots of stop signs *I had to carry him on my back “Youget slapped n the face “Theres no signto tellyou “Trage nurse sent us to the " y& " , they “lalmost said| am out of “By the time 1 was ready to "You leave the hospital you
i e e et mesae TS ettt =i Th There wera pad dapartmant, they gava thirsty - water ganulenaly cared..cons wara here... we waited & waited & bot feellike came back empty
made me upset” first thing you see s the pinksigns with information signals, no one took us there, allthe waited .. then nurse said handed. you give them your
ine quadrant youknow baing conveyed to some gov- we were walking on our wayinthe back out. Hospital never talkd us the e e His name was inthe com. S T
youwilbeherefora ‘arnment organization what % process. Doctor explained puterbut they stil made e e (Tt e e
while: hospital does rather than 5tops he was going to do, no. us waltthat long. Ittook — =
addrassing the ptients.Itwas onaalsa d us 30 mins to getdona (g OEEi )
ugly stuff on the wall with paper work.”
Frustrated, Dissapointed 2"’:“‘“ Relieved, Exhausted, Confi-
Anxious, Incomfortable, ! dent of treatment, Worried
Discontent Questioning their logic Neglected,

Confident.
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Asthma patient
needed attention

"He (my son) was having
a hard time breathing.

Patient Journey Map

Drive to hospital was hectic Spent a while finding
parking space, had to park

in the garage

"There were lots of stop signs
on the way to memarial that
made me upset.”

*I had to carry him on my back
all the way to the ER"

Frustrated,
Arnxious,
Discontent

Checked with person
behind the reception.

"You get slapped in the face
when you get there. The
first thing you see is the
line quadrant you know

you will be herefora
while™

Dissapointed
Uncomfortable,
Questioning their logic

—
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15T

Waited for the turn The woman at the

reception called
patient's name to check
what was wrong with
the patient.

®

"There is no sign to tell you
what to expect. There were
pink signs with information
being conveyed to some gov-
emment organization what
hospital does rather than
addrassing the ptients. It was
ugly stuff on the wall.”

28
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®

Sent back to sit
and wait again

Name was called
after we waited
for a while.

Patient Journey Map

Rl

Directed to go to Pedeiatric
department. We found our
way to the department.

@

"Triage nurse sent us to the
ped department, they gave
signals, noone took us there,
we were walking on our
own.”

Had to wait in their
waiting roorm, until
the name was called.

"We were hungry &
thirsty .. water
fountaion was all the
way in the back”

3% —a

Murse comes in, asks to wait for
the doctor. Doctor checks the
patient, calls respitory techni-
cians. Patient is treated back to
back.

®

"People were nice to us, they
genuienely cared ...cons were
you were |eft alone to figure
out. Hospital never told us the
process. Doctor explained
steps he was going to do, no
one alsa did.”

Anxious,
Safe,
MNeglected,
Confident
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Wait for doctor to give
prescription

'l almost said | am out of
here ... we waited & waited &
waited ... then nurse said
deotor has to prescribe.”

Had to wait for financial
paper work, it took 30
mins or more,

®

"By the time | was ready to
balt”

"His name was in the com-
puter but they still made
us wait that long. It took
us 30 mins to get done
with paper work.”

Relieved, Exhausted, Confi-
dent of treatment, Worried

rEw

Went to find the car.

"You leave the hospital you
feel like came back empty
handed. you give them your
time, your money .. give
something (to patients wher
they leave) a pen that says
Memorial."

29



@ "Through the Eyes of Your Patients™

Gain insight into how your patients experience your practice. One simple way to understand both patient flow and patient experience through
a practice is to experience the care through the eyes of a patient. Members of your staff should do a "walk through" of your practice. Try to
make this experience as real as possible, this form can be used to document the expernence.

You can also “Narrate the Walk” by making an audio or videotape to capture your comments and observations about the walk.

Tips for making the "walk through" most productive:

1. Determine with your staff where the starting point
and ending points should be, taking into
consideration issues of appointment making, the
actual office visit process, follow-up, and other
issues you may suspect are problems.

2. Two members of the staff should do the walk
through together if at all possible, with each playing a
role: patient and partner or parent and child.

3.  Setaside a reasonable amount of time to do this.

Consider the usual amount of time patients spend in
your clinic.

Date:

Walk Through Begins When:

o

Make it real. Have a real appointment with a real
clinician. Include time with lab tests and arranging
for reports to be available. Sit where the patients sit.
Wear what patientis wear. Make a realistic paper trail
of chart, lab reports, referrals, payment
arrangements, etc.

During the walk through, note both positive and

negative experiences, as well as any surprises.

What was frustrating? What was gratifying? What

was confusing? Again, an audio or video tape can be helpful

Debrief your staff on what you did and what you learned.

Staff Members:

Ends When:

© 2003, Trustees of Dartmouth College, Godfrey, Nelson, Batalden, Institute for Healthcare Improvement

30
Page 23 Rev: 03/22/04




N1SNUNIRAISHIR/ Aot e/ U Lasn153n1

Wnane: sasniudeiswhlile wiavlalsia

A o v ] 6
L‘Wa%’]ﬁﬂéﬂ’]iﬂjﬁﬂﬂéﬂﬁﬂ&lﬂ’lW‘llaﬂl!ﬂﬂa/ ANANLLAZITULUINWY

AR

'sﬂaszuuaﬂmwﬁ’agaLﬁ'm’%ﬂ%iﬁmauqﬂﬁm (Dx/Rx)
ﬂ%’uﬂga3zuulﬂszmumsﬁ'\muﬁﬂ'aﬁﬂmajﬁ (Y11 RCA
L@ 0WLNA adverse event)
UHBR WA NI ATNAT DD D NUUUNNTIINYI N INRNZ AR
Tundniigerinlulauaannl s
1% Patient Journey Map z183taTzh lwnsabl)Lasn1935n11

Y o d 1 [« 9] dl d” 1
2D IRUWNNLHBINDE LU NS DI 1915 »
———— _



nsnuUNIulALgFIUINI

v . (VXY sud' I 1 6 (Y] 'y,

Ll UINKRNY: slemnalmwmaaQmmmfluaaﬂnﬁ MWW AN LN TN
VA A € v L o ‘tQJd Y, @ o 9)1 Y a
Whdldszaunsainaend1 v diGeusasedssian dn1sun ladaiawaia
281195701157

1

Fladan.
a 6 . o a o
ALAIIEKR common pitfall LLR&%’]N’]’J'\ML%’W]'\O?JQ?UG\T@El

U L 1 o o

ﬂtﬁﬁl')‘ﬂﬂﬂ’i’)&dﬂ%ﬁ]ﬂﬂ'}

¥ | = | . -~ U A

1% visual management i3 reminder system Wa liinanis

Unue aauwIN1ene

Y o d 1 [« 9] dl d” 1
2D IRUWNNLHBINDE LU NS DI 1915 »
T——



N1SAURKEILAZUINUAITNLTY S

v a I I 1 I I 'Y a
\nsne: awngnssidengndanagaiunenss wazsaiussia
a‘i'@msﬁwa‘i'ﬂgnszl,ﬁﬂm&iﬁu‘iﬁ’ﬁu aahslﬁlﬁﬂé'umwﬁ'uﬁ%'w%ms

Y a
LLaz&j’lwsms
|

981\315:

M3 TUNNRNAILADNLDY
AATITRANNLFLI IUIRA DA
ﬁ']qﬂ?mﬁﬂiﬁj.mtiaaJ'm‘.iJ‘VI':mu,az’a’]aLm'mwi’]adﬁ%

fagan:

Tof Risk Register liVa1ladnuazaIuaua LRy

VY = 1 Q/ di dqj 1
ﬂﬂiﬁﬂ%ﬂﬂllﬂ%?'\?ﬂzlﬂwm%ﬂ Lyada El'l\‘ivl’i 33
e~ ‘




< < <
[SQua [SQua [SQua

a00USUS2VAUNTWANTUWEIUNA (DVANISUKIBU)

The Healthcare Accreditation Institute (Public Organization)

Risk Register

Date

Risk ID Source Added Risk Title Risk Description Likelihood  Consequence Risk Grade
1-5 1-5
) ) L. Risk Review Date Last ) Residual Risk .
Prevention Monitor & Control Mitigation Plan A Result of Review Risk Status
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Risk Description
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Consequence Risk Assessment
Risk Grade/Level
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Before the After the
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5. Creative solution

How to prevent it?
How to make it better?
How to detect it earlier?
- How to do it earlier?
/] . :
Accident How to do it more appropriate?
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Evidence-Practice Gap

Recommendation/
Standards

Adults receiving IV fluid
therapy in hospital have an
IV fluid management plan,
determined by and
reviewed by an expert,
which includes the fluid
and electrolyte prescription
over the next 24 hours and
arrangements for
assessing patients and
monitoring their plan.

Current/Actual
Practice

Desired
Practice
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Action Plan

Trace

current
practice by
using
observation,

interview,
records
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