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There is something rotten ...

10% of patients admitted to hospital suffer iatrogenic harm.
More than half of this could have been prevented if staff had
followed established good practice. (Vincent et al. BMJ, 2001)

The rate of adverse events in
acute care ranges from 3% to
17% (international studies).

Nearly ©0% of patients are not told about
potential side-effects of prescribcd medication

(Source: Commonwealth Fund, 2009)

45% of patients fail to receive recommended
care (McGlynn et al., NEJM, 2003)
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Struggling to keep pace

Rising demands: because of population ageing,
because provision of care is increasingly intense and
complicated due largely to inter-linked technological,
diagnostic and therapeutic advances.

Performance pressure and workload: Ability to provide the right
care to the right patient at the right time suffer from work
pressures and increasing demands on clinicians, made worse by
workforce shortages and ageing staff.

Rising costs: 2010 health care expenditure ranged
from 6.25% of GDF in Mexico to 17.6% of GDF in the US.
The OECD average was 9.5% — with an estimated 4% annual growth rate.
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Crushed expectations (“solutionism”)

Since the 1970s health care has imported solutions such as quality
assurance, root cause analysis, ‘lean’, standardised guidelines,
teamwork, check-lists, accreditation, and above all IT in various forms.

Solutions typically presume predictability, inherent linearity, and proportionality of
causes and effects — which is nowhere to be found in the real world of care delivery.

“... prevailing strategies rely largely on outmoded theories of control and
standardization of work.” (Berwick, 2003).

It is generally assumed that problems will be solved with a few more
resources, a little more effort, another set of recommendations,
better data about the amount and rate of harm, more precise
measurements, tightened practices, or a new IT system.

“It is widely believed that, when designed and used appropriately, health IT can help create
an ecosystem of safer care ...” (IOM, 2012).
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WHO patient safety

) &

The general approach to patient safety
is reactive. It is “triggered” when
something has gone wrong (harm)

Hospitals need a more effective way to identify events that cause harm to patients:
The purpose of the Global Trigger Tool is to improve safety by strengthening the
ability to react, based on analysing prior adverse evente.
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The causality credo
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“Nothing happens in vain, but everything from reason and of necessity.”
Adverse outcomes happen because something has gone wrong.

Adverse outcomes therefore have causes, which can be found and treated.

Accident investigation

Find the component that
failed by reasoning
backwards from the final
consequence.

Accidents result from a
combination of active
failures (unsafe acts) and
latent conditions (hazards).

Risk analysis

Find the probability that
‘ components “break”, either

alone or in simple

combinations.

Look for combinations of

RS fail d latent
= G ol and e

constitute a risk.

o
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Different process => different outcome

, Success
Func'tlon'(work (no adverse Acceptable
as imagined) events) outcomes

Things that go right and things that go wrong
happen in different ways.

Malfunction, Failure Unacceptable
non-compliance, ——> (accidents, P
oo outcomes
error incidents)

o
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Increasing safety by reducing failures

Success
(no adverse
events)

Function (work
as imagined)

Acceptable
outcomes

“Ildentification and measurement of adverse
medical events is central to patient safety.”

pnacceptable
outcomes

—
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Safety-l — when nothing goes wrong

Safety-l: Safety is the condition where the humber
of adverse outcomes (accidents / incidents / near
misses) is as low as possible.

The lack of safety means that

, something goes wrong or can
go wrong.

Safety is therefore defined by its
opposite — by the lack of safety.

Safety-| requires the ability to prevent that something goes
wrong.

Safety-l is reactive, and assumes that safety can be
achieved by first finding and then eliminating or weakening
the causes of adverse events.

Example: Root Cause Analysis (RCA), GTT.
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From Safety | to Safety |l

IMPROVED SAFETY

Reduce adverse outcomes Increase acceptable outcomes
(accidents, incidents, etc) (everyday work)

Health is ‘a state of complete physical, mental, and social
well-being and not merely the absence of disease or infirmity’.

o r————
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Resilience: Why only look at failures?

4, B B

Safety-1 = Reduced 107 :=1failure in Safety-1l = Ability to
number of adverse 10.000 events succeed under varying
events. conditions.

e

Focus is on what goes
wrong. Look for failures
and malfunctions. Try to
eliminate causes and
improve barriere.

Focus is on what goes
right. Use that to
understand everyday
performarnce, to do
better and to be safer.

<

Safety and core

business compete for

resources. Learning only

uses a fraction of the

data available 1-10%:= 9.999 non-failures
in 10.000 events

Safety and core
business help each other.

Learning uses most of
the data available

© Erik Hollnagel, 2013

LIV R GERRETERLZDMN?

1= N Safety- I =xFXFICEH DK
Safety- | =B EEZRDEMNFES 01T ﬁ& SOTE D BEE 5

o SEAHBNILIZE PERD  SFEUNKIEIZESE

EEH TR, kBt ap HTB, BRDIS
REFEZR D7D, R TA— U REEEL,
REREL, NUTZ £5%LYBEUR
HETDHEITFNT S, SIS LA,
e BELOATEDRRIL
et + RELATEURAR
e 1-10%:=1 &5 FET
BT mows  ZUOZIRES
BEGEZEIZ Do F—ADELAL TS
FL5, 9,999 HICHWS.
FLLyo7=
%
©

11




What should we be looking for?

Easy to see
Complicated aetiology
Difficult to change
Difficult to manage

0.1% 0.5%

d%
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‘Difficult’ to see
Uncomplicated aetiology
Easy to change
Easy to manage

/1IN

16.0%) 15.0%

19.1%[19.1%

Easy to see
Complicated aetiology
Difficult to change
Difficult to manage

-3 -25 -2 -5 -+ 0.5 0 0.5

Safety focus:
Accidents & Disasters

Generally ignored or unknown Gratefully accepted
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Looking at what goes wrong

Easy to see ‘Difficult’ to see | Easy to see

Complicated aetiology | g1 events with adverse outcomes: they are easy to

Difficult to change -
Difficult to manage see, but difficult to change and manage.

Explanations are usually oversimplified, but the
events are actually difficult to understand.

They are exceptional and therefore difficult
4.49 to do anything about (remove or improve)

3 25 -2 4145 -1 05 0 0.5 1 15 2 2.5 3

"

0.1% 0.5%

Safety focus:

Accidents & Disasters  cenerally ignored or unknown Gratefully accepted
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Looking at what goes right

Easy to see ‘Difficult’ to see Easy to see
Complicated aetiology Uncomplicated aetiology
Difficult to change Easy to change Happeﬂ 3“ th@ t"’”@ bUt g0
Difficult to manage Easy to manage unnoticed because we get

used to them (“normal”).

Can be explained in relatively
simple terms. They are
not exceptional.

Happen frequently and are
therefore easier to change
and manage.

0.1% 0.5%

Safety focus:

Accidents & Disasters  Generally ignored or unknown Gratefully accepted
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Performance adjustments are necessary

Availability of resources (time,
manpower, materials,
information, etc.) may be
limited and uncertain.

\

People adjust what they do
to match the situation.
Performance variability is inevitable, ubiquitous, and necessary.

\

Because of resource limitations, p@rformarlca
adjustments will always be approximate.

Performance variability is Performance variability is
the reason why everyday the reason why things
work is safe and effective. sometimes go wrong.
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Work as imagined — follow the ruleg!

Emergency surgery on a fractured
neck of femur involves app. 75 clinical
guidelines and policies.

UK Government guideline on “Working
Together to Safeguard Children” is
390 pages long!

Carthey et al (2011). Breaking the rules: understanding non-compliance with policies and

guidelines. BMJ
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Variability of drug administration

The “30-minute rule” is a requirement to administer scheduled
medications within 30 minutes before or after the scheduled
time used in Centers for Medicare & Medicaid Services (CMS)

B Always

M Often
Sometimes
M Infrequently

17,500 front-line nurses (USA) were M Never
asked how often they were able to [ Don’t know
comply with the CMS 50-minute

rule when administering
scheduled medications to patients?
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How are adjustments made?

AVOID

anything that may have

negative consequences

for yourself, your group,
or organisation

MAINTAIN/CREATE COMPENSATE FOR
conditions that may be unacceptable conditions
of use in case of future 50 that it becomes

problems. possible to do your work.
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Same process => different outcomes

Function (work ouccess Acceptable
. . (no adverse
as imagined) outcomes
events)
Everyday work Things that go right and things that
(performance go wrong happen in the same way.
variability)
Malfunction, Failure U
i . : nacceptable
non-compliance, (accidents, outcomes
error incidents)

e
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Increase safety by facilitating work

Understanding the variability of everyday
performance is the basis for safety.

cC ~
Function (work ( ﬁif@@ [\cceptable
as imagined) - outcomes
events)
Everyday work
(performance
variability)
Malfunction, Failure Unaccentable
non-compliance, (accidents, outcoﬁnee
error incidents)

Constraining performance variability to remove
failures will also remove successful everyday work.

o —
© Erik Hollnagel, 2013

TFZ2L0I<THILITELSTEEDM L

HBRONIA—IVADEHZEBTHENTEDH

- HEe(BBEYDMLE - BRUM(BEEFFRREGL) FRTSHER
%)

Jlnl

e BRDEE(UNTA—
TUADIEE)

- WEEFE, /oavT o KRBT IVTUN, RATEHLVER
SATIRAR, T5— AT UR)

o RBZERETH-HICNTF—IVADEEZEHHTHE.
BROEFDORUBERELTLES,
©

20




TR25EE BARIKEHBREERRTS IS —
I[ERTLICBITALSYIVAIVS =7 S 1(5A10R) BHAEH

Safety Il —when everything goes right

Safety is the ability to succeed under varying conditions.
(Risk is the likelihood that this does not happen, that people do not succeed.)
The emphasis is on how things go right, how they work in the first place.

Different outcomes (“normal” results vs. failures) are not distinct binary categories,
but rather judgements of value.
Unexpected outcomes are not necessarily a consequence of unexpected processes.

Acceptable
Individuals and organisations must adjust ﬁ outcomes
everything they do to match the current Performance
conditions. Everyday performance must variability
be variable in order for things to work. K_} Unacoeptable
outcomes

— |
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When do the rounds start?

When a Danish hospital looked at the daily rounds, they found that they started
when everybody “were ready”. This could be any time between 09:50 and 11:30.

The rounds provide the basis for decisions
about treatment and discharge of patiente.
The variability of the rounds therefore has
serious effects for the activities that follow —
hence for the quality and safety of care.

As a result of the study, the rounds now start at 09:00 with a group conference
where the personnel (doctors and nurses) discuss patients and establish a common
understanding, using an electronic board.

This makes it easier to plan work for the rest of the day. One consequence is that
patients’ hospital stay is shorter.
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Relation between Safety-| and Saftety-ll

/ Focus of Safety-Il: Everyday actions and \
outcomes - risks as well as opportunities

TN

/1IN

19.1%[19.1%

4 )

16.0%) 15.0%

0.1% 0.5% A%
N 7%

-3 -25 g =15 0.5 0 0.5

Focus of Safety-I:
Accidents & incidents
. J

Safety-|l (resilient health care) can reuse many methods & techniques from Safety-|,
but with a different purpose and from a different perspective

——
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What should we look for and learn from?¢

Reactive health care Resilient (proactive) health
(Safety-I) care (Safety-ll)

Contihuous monitoring of
performance (adjustments) —
looking for patterns

Counting and analysing past
events based on severity

Look for and learn
from frequent

L] i events (that go
, right), rather than
Future risks come from a rare events (that  Future risks come from a
(re)combination of past g0 Wrong). combination of performance
events and conditions (linear variability, that usually is seen
causality) as irrelevant for safety
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ANy QUesg;ons?

www.resilienthealthcare.net
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