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Reduction in preventable adverse events is a source of unified focus for healthcare
delivery systems, accreditation agencies, and training programs in Graduate
Medical Education

BACKGROUND RESULTS- PROGRAM EVALUATION ( RESIDENT SELF- REFLECTION AND PROJECT EVALUATION )

Assessment domains categorized as Knowledge, Attitudes, Skills, Behaviors, and Qutcomes Adverse Event Reflection Tool

Foundational Seminar Series

0

his/her understanding of the core concepts of patient safety and QI Psychometrics: reliability good to excellent, ranging from
o  94% of residents felt that they understood the medical error reporting 0.58 to 0.93 (Spearman’s correlation coefficients)

Assessment through adverse events reflective exercises , , . o
; process (compared to 40% prior to the seminars) o  Reported patient outcome evenly distributed

1999- Institute of Medicine (IOM) reports medical errors result in 44,000

to 98,000 deaths annually

2007- HealthGrades Study reports 82,000 preventable annual deaths in

Medicare patients

Lack of progress argues for new approach — “Bottom Up” where residents are
trained to 1dentify, analyze, and reduce medical errors in their clinical environments

1. Knowledge (K)

Assessment of ability to categorize adverse event as preventable,
non-preventable, sentinel, near miss

2. Culture (A): institutional, and individual
perception of culture

Patient safety culture survey

Self-assessment in adverse event reflective exercises

3. Skills (S): Adverse event analytical skills

Adverse events reflective exercises

Adverse Event Reflective Exercise portfolio entries

o  Residents reported that they are more likely to talk about (89%) or
report (90%) medical errors that s/he made or recognized as a result

of the seminars

Patient Safety Improvement Projects (PSIPs)

o  Many team projects have led to or will lead to institutional changes that
have important patient safety implications.
o  Each project is summarized in detail in Table, detailing the interdisciplinary

and 1nstitutional impact

No/Minor Harm: 30%
Moderate Harm: 43%
Severe Harm/Death: 27%
Identified category of patient safety issue:
Medication safety: 28%
Diagnostic Error: 20%
Incorrect identification: 18%
Communication: 17%

Project Title and Brief description Multidisciplinary Impact
4. Behavior (B): current resident behaviors L : Problem Category
PRO GRAM O BJ E C T IVE S (B) Participation and attendance at the Patient Safety conferences
Endoscopy Biopsy Problem: Completeness of follow-up for biopsy Nursing staff in procedures Unit, GI
Participation and evaluation within PSIP teams Results Followup results is incomplete. faculty, staff, Pathology department
(Communication) Solution: Modify nursing, specimen ID processes faculty and staff, primary
C. i . , : , and pathology result reporting. Pilot ongoing — care/referring physicians
To develop a longitudinal patient safety and quality improvement (QI) curriculum, including the follow-up clinic for those with complex findings.
' ' 5. Patient Outcom Impact of PSIPs
© Learning experiences ent Outcomes (O) P Code training: Problem: Inadequate teamwork and training for Nursing, Medical staff, Office of
0 Faculty mentors team and running codes. Clinical Affairs, Risk Management,
0 Patient Safety Improvement Projects (PSIPs) individual roles Solution: ““Just in time” training sessions for all CPR | CPR Committee, Simulation Center,
0 Assessment tools (device-related team members, pilot ongoing Other code team staff
complications and
Patient Safety Culture Survey communication)
Who's the doc and Problem: Patients admitted to hospital without Nursing, Medical staff, Office of
transfers clearly identified responsible physicians. Clinical Affairs, Clerical staff,
(communication- Solution: A new process that would improve Admitting, EHR and CPOE staff,
handovers) identification of the team. Pilot testing in near Emergency department staff
future.
Radiology study Problem: Missed recommendations for radiographic Radiology faculty, Internal Medicine
follow-up followup after detected pulmonary ‘““‘coin lesion™. faculty and residents, EHR team,
Residents/Facul‘[y feels (communication) Solution: Potential IT solution, project ended upon Primary care physicians
. . departure of key faculty.
that their mistakes are held 34% 27% 37% 71%
. Delay in STAT Problem: ILLab draws ordered ““STAT”’, but do not Nursing, Medical staff, Office of
PRO GR AM DE S C RIPTION agalnSt them. Lab Orders occur in a timely fashion. Solution: Examination of | Clinical Affairs, Risk Management,
(diagnostic impact of CPOE, pathology processes, MD Pathology and Pathology lab, CPOE
errors/medical education. and EHR groups.
complications of
hospitalization)
0 Devdopment of analy.tlc .conceptual model rooted in Sociological and Human Factors I f;eel that my colleague(s) Excessive Problem: Increased frequency of C. difficile Infection Control, Nursing, Medical
Engineering (HFE) principles will think less of me/not C.difficile infections in UM hospitalized patients. staff, Pathology and Pathology lab,
i i i - i . . infections (medical Solution: Target lag between onset of symptoms and | Microbiology lab, Office of Clinical
o  Curriculum disseminated through small group, case-based seminars t h 579, 30% 479 289/ g g
: Fespect me as a4 pnysician 0 0 0 0 complications of ultimate diagnosis and isolation with “preemptive” Affairs, Risk Management
g
o  Learners apply conceptual model to personally-encountered adverse events, entered into . . ST ) : : : .
electronic portfolio by talklng about a medlcal hospitalization) isolation precautions. Pilot ongoing.
Resid lead i discipl; di : fad h : error Code status Problem: Patients can be transferred or admitted Nursing staff, CPOE and EHR
0 esidents lead interdisciplinary discussions ot adverse events at monthly patient ) identification onto the floor without a clear code status. development groups, CPR
Safety conferences identification Solution: Change in institutional policies to committee, Office of Clinical Affairs
. L1 g : p
o  Academy of faculty mentors (n=8) trained using conceptual model and tools: issues) gacllltate CPOE-mediated code status
. . tation.
Human Factors Engineering approach . , ccumen
Cause-effect diagrams By talklng about medical Procedural training | Problem: Variable procedural training for residents. Medical staff, Nursing, Office of
L h I that it will (device-related Solution: Implementation of a central line Clinical Affairs, Risk Management,
. ean approac . o . . CITOrS, 1 WOITY that 1t Wi complications) simulation curriculum, evaluation of impact Medicine Residency
o  Residents assigned to faculty-led teams to implement longitudinal patient safety improvement be put on my permanent 449, 47%, 26% 28% ongoing.
projects (PSIPs) to address important institutional problems record or may impac t my
career negatively.

MEDICAL KNOWLEDGE
PRACTITIONER EXPERIENCE

PATIENT

CLINICAL TEAM
Degrees of Co-ordination

Degrees of Complexity

Degrees of Uncertainty

o  Respondents felt most comfortable discussing errors within their respective peer groups: residents with

co-residents and attendings with co-attendings

o  Both faculty and residents were less likely to discuss errors with their “supervisors” defined as
Program/Associate Program Directors (residents) or Division Chiefs/Department Chair (faculty)

CONCLUSIONS

Didactic, reflective and experiential curricular elements in core patient safety concepts for residents appear to change
multiple levels of learning and patient care outcomes.

“Bottom Up” approach promotes change from within institutions by front-line providers, and may also provide more
tangible shifts in institutional culture of safety.

Residents may become providers who are proactive instead of reactive to these important issues in the care of their
own patients.




