Measuring for safety
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Aims of session

Provide a step wide approach to setting up a safety
programme in your organisation

Discuss system wide measures

Show dashboards for measurement of child specific
issues
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A brief quiz
Safety Have you had training in:
o What the stillbirth rate at o Human factors

your hospital? h
o What is the MRSA rate? o Change management
o What is the central line o How to I_{r’nprove flow of
infection rate? patients?

o What is the neonatal o Business case for quality
complication rate? o Principles of patient safety
° Howmany chiienwere . variabiy
o Is patient safety the core of
what you do? .... and do you need
Cost this?

o Do you know the capita
cost of your service?
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What do we need for safer care?

1. Design reliable processes
2. Use safety principles
Prevent
Detect
Mitigate
3. Activated and prepared care teams communicating with
activated and prepared parents and families

4. Focus on child being in control
And measure what you are doing
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STEP 1
HAVE AMBITIOUS AIMS
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High level aims

GOSH 2010
— Zero Harm, No Waits, No Waste & Working Together

Leadership:
Enhance the culture of safety in the organisation
Provide leadership at the highest level
— Measurement
— Infections
Eliminate hospital acquired infections with a focus on VAP, SSI, CVL-BSI.
— Medication
Decrease medication error and improve medication reconciliation
— Situational awareness
PEWS Improve situational awareness for the deteriorating child- PEWS
ICON response team
— Communication
Improving handover and communication at all levels -~ SBAR
WHO Checklist
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Moving our dots — how to achieve Zero Harm .
Leadership for safety

Biggest Dot Crucial Dots Medium Dots  Smaller Dots

ransforn
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ZERO HARM BY 2010 [ [ SomraonBoma {Expliclt strategic priorities
e Leadership and goals

Syslem level measures
Executive SpONSOrs | s | Monitor progress
& accountab Build patient safety and

improvement knowledge
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Weekly rounds

Database

Executive nvolvement

Parents on Transformation
Patient and parent Board

\ involvement Parents on every project

committee
Children and young
person
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Culture of safety

Paediatric

Trigger
Tool

‘Dston: A e dsgra 5 e 1 oncepuae n e 2 etemine g5 sy conp
T5rW Tondermeg Cuecn e Wt e o o e o e i o ey Gt
Aot P Secomary Drers 2 e oo SLocie pana Sver, T S e 124 > e prfcs o hngepactoges it i e h peary e

Driver Diagram — Peri-operative Care

Transformation
Primary Outcome Measure Primary Drivers Secondary Drivers
‘Appropriate use of prophylactic
ZERO HARM BY 2010 Reduce antibiotics
PERIOPERATIVE CARE Surglcal Site Maintain normothermia

Maintain giycaemic control In
known diabetics.
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Reducing Harm in S
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STEP 3
USE MEASUREMENT TO DELIVER

Improve Teamwork 'Use of the WHO surgical Safety
and Communication [d={Cneciist
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1 Decide aim

|

2 Choose measures

|

3 Confirm collection

\

7 Repeat
steps
4-6
6 Review 4 Collect
measures data
5 Analyse &
present

Reference:
patientsafetyfirst.nhs.uk
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Trigger Tool Portal for paediatric safer care

Print | E-mail

Monday 1 June saw the launch of the UK Trigger Tool Portal for
paediatrics. Specialists from across the country came to Birmingham to
hear from the co-producers about the positive results they have had from
the Trigger Tool Portal. We also welcomed our paediatrics colleagues from
Scotland.

© NHS Institute for Innovation and Improvement Safer Care
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Measure your system
System wide measures
= Mortality
» Crude mortality

» Mortality reviews
NB: HSMR is not an appropriate measure in paediatrics

= Serious clinical incidents per 1000 patient days

= Adverse events per 1000 patient days
» Paediatric Trigger Tool
» Specific Trigger tools — neonatal; adverse drug events
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Executive WalkRounds

Great Ormond Street Hospital For Children NHS Trust
L01 Number of Walkrounds completed - Series 1
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Dashboard for Infections
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Dashboard medicine management early
days

Medicines Managemen! Dashbaard
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Dashboard for the wards

Transtorming Care On Your Ward Dashboard
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Summary

Change can only occur if you know what you want to
do

You can only know that you have achieved change if
you measure

Invest time in developing real time measures

Only then can success be achieved
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