Mission Zero in Action

1. Untitled Scene

1.1 Untitled Slide

Lucile Packard i _-
Children's Hospital | = 11 % | | zero
at Stanford  HiNVViIwveE

! Elimimating Preventables Harm

Mission Zero in Action:
Error Prevention At Packard Children’s

hin Chil dran’m H F lllllll r
Solutions for

Patient Safety
Evwry patienl, Every iay
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1.2 Untitled Slide

Instructions

Please read the following instructions before proceeding.

o Read the content on each slide carefully.

o Follow the steps as listed on the slide.

e Some slides arve interactive and will not allow you to
proceed unless you have clicked on all the
buttons/images.
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1.3 Untitled Slide
Objec’cives

Provide an overview of Mission Zero and the current state of
preventable patient harm at Packard Children’s

- Provide an understanding of how human ervor contributes to
safety events

Introduce proven safety behaviors to promote a safe

environment

Explain how safety behaviors and actions will be a part of your
everyday work

. Demonstrate the link between various Packard Children's
initiatives and Mission Zero
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1.4 Untitled Slide

Definition

what is Mission Zero?

O CLICK
<_>7 AERE
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Layer 1 (Slide Layer)

Definition

Tell me more...

L )
O Mission Zero means keeping our
patients, visitors, and staff safe so
Q we have no errors, no accidents
07 and no safety events

Click here to continue.
i
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1.5 Untitled Slide
Definition

@ we will climinate preventable harm by:

} Introducing and sustaining evidence-based practice
into standard work

Supporting a personal and organizational commitment
' to transform our culture of safety through

* Integration of standardized communication

= [ssue escalation

® Non-punitive response to errors

® Rounding by all leaders

 Culture of continuous improvement
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1.6 Untitled Slide

Definition :
Harm to patients that can be
prevented.

But what s
Forexample:

Poor hand hygiene and hub

scrubbing/drying resultsin
O a patient getting a central

'®) line associated bloodstream

O infection (CLABSI)

Inadequate room cleaning

'\/ \f) between patientsresultsina

patient getting a hospital
acquired infection

preventable harm?
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1.7 Untitled Slide

Definitions

Are there multiple types
of preventable harm?

At Packard Children's, we are
working to reduce two typesof
preventable harm

Hospital Acquired Conditions
(HAC)

HACs are undesirable situations or
conditions that affect patients,
arising during a hospital stay
Examples: Pressure ulcers, CLABSI

Serious Safety Events (SSE)

SSEs are deviations from our
performance standards that reach
the patient and result in moderate
to severe harm or death
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1.8 Untitled Slide

Definitions

O

Hmmm... SSE.
Example please!

N

C L I CK Two providers do not
n E.RE "'9 verify correct patient

before giving blood
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SSE Example (Slide Layer)

Definitions

C L l E-K Two providers do not
“ E. RE ..9 verify correct patient

before giving blood

Severe transfusion
reaction and death

Hmwam... SSE.

Example please!
SERIOUS SAFETY
EVENT

CLICK
here ~ I
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Untitled Layer 2 (Slide Layer)

Definitions

C L l tK Two providers do not
“ E. RE ..9 verify correct patient

before giving blood

Hmwam... SSE.
Example please!

N
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1.9 Untitled Slide

Definition

Safety?

|

hen what (s a Culture o

Itis a common mindset and
commitment to embrace safety
as a core value in daily work
This means:

Everyone Makes a Persona
Commitment to Safety

Everyone is Accountable for Clear &
Complete Communication

Everyone Supports a Questioning Attitude
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1.10 Untitled Slide

Safety is our
number one
concern at Packard

{/ Children’s.

@
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1.11 Untitled Slide

We know thiscan be done - more
than 100 other health systems
have integrated the same culture
of safety interventions resulting in
profound and sustained reduction

' in preventable harm to patients
i){@ and culture of safety
improvement

\/ é L l CK Ohio Children Hospitals'
AERE = e e, safety

Got it! But is this doable:
And why Mission Zero?
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Graph (Slide Layer)

Serious Safety Event Rate (SSER)
S3ER |s Expreased as a Rolling 12 Month Average per 10,000 Adjusted Patient Days (APD)

Rainbow Bables and Children’s Hospital
Implement Cultural Change &

vt Fatw
Wt o Chuldrne Hasred

e
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1.12 Untitled Slide

Safety is Important to Patients and Families

Patients expect usto:
Keep them safe _ L
AND b
Heal them y >
AND -

Be compassionate

Many of us have had a personal experience with patient safety
Have you, a family member or friend ever been harmed by medical
error?

Have you ever been involved in a medical error?
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1.13 Main Slide

So how safe are

our patients?

Published by Articulate® Storyline

So farin 2013

Patients experienced a Serious Safety Event

days at Packard Children's. Click the
button to select the right answer. Select Close to
choose any other option,

10 days

50 days

100 days

www.articulate.com



Second question (Slide Layer)

So how safe are

our patients?

Published by Articulate® Storyline

So farin 2013

Patients experienced a Serious Safety Event

days at Packard Children's. Click the
button to select the right answer. Select Close to
choose any other option,

10 days

50 days

100 days
¥ Close

A patient preventable death occurred every
weeene days at Packard Children's. Click the
button to select the right answer.

180 days

91 days

365 days
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Close button (Slide Layer)

So how safe are

our patients?

Published by Articulate® Storyline

So farin 2013

Patients experienced a Serious Safety Event

days at Packard Children's. Click the
button to select the right answer. Select Close to
choose any other option,

10 days

50 days

100 days

www.articulate.com



Next button (Slide Layer)

So how safe are So far in 2013

. Patients experienced a Serious Safety Event
our Pﬂ‘t.‘ﬂh‘tS? ....... days at Packard Children's. Click the
button to select the right answer. Select Close to
choose any other option,

10 days

50 days

That's right! A Close

j palient e death occurred every
\ preventable Children’s. Click the
death occurred

every 91 days. ight answer.
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1.14 Untitled Slide

Are you concerned by how often our
patients are seriously harmed?

Oo O What is getting in our way o

VA

A

1.15 Drag and Drop

eliminating preventable harm?

(Drag and Drop, 0 points, unlimited attempts permitted)
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How do Serious Safety Events Occur?

i

ify the correct situation, behavior, and Serious Safety Event by
geing and dropping the examplesinto the appropriate circles.

= Tailgating z = Rush hour traffic

e Abrupt lane changes | = Whiplash =" = Poor visibility

* Not turning on .. | = Potential for = | = Driver fatique
headlights - serious injury

HighRisk " HighRisk §

. v
Situation Behavior

Tailgating High Risk Behavior
Abrupt lane changes

Not turning on headlights

Rush hour traffic High Risk Situation
Poor visibility

Driver fatigue

Car crash Serious Safety Event

Whiplash
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Potential for serious injury

Return item to start point if dropped outside any drop target

Snap dropped items to drop target (Stack random)

Delay item drop states until interaction is submitted

Feedback when correct:
That's right! You selected the correct response.
Feedback when incorrect:

You did not select the correct response.
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Correct (Slide Layer)

How do Serious Saf:ety Events Occur?

T W

- Identify the correct situation, behavior, and Serious Safety Event by
- dragging and dropping the examplesinto the appropriate circles.

= Tailgati
= Abrupt

R

Serious

Safety
Event

HighRisk ' High Risk
Situation “" Behavior
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Incorrect (Slide Layer)

How do Serious Saf:ety Events Occur?

T W

- Identify the correct situation, behavior, and Serious Safety Event by
- dragging and dropping the examplesinto the appropriate circles.

CREILEE  Incomed
= Abrupt
You did not select the correct response.

Continue

2

: Serious
Safety
Event

HighRisk ' High Risk
Situation “" Behavior
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Try Again (Slide Layer)

How do Serious Saf:ety Events Occur?

T W

- Identify the correct situation, behavior, and Serious Safety Event by
- dragging and dropping the examplesinto the appropriate circles.

CREILEE  Incomed
= Abrupt
Ooops! Please try again.

Serious

Safety
Event

H

HighRisk ' High Risk

Situation Behavior
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1.16 Main slide

Existing Safety Systems

Click on the button on your left to learn more about what a good
safety systems can include. Please click from top to bottom.

Technology

Processes

People

Employee Safety
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Technology (Slide Layer)

Existing Safety Systems

Click on the button on your left to learn more about what a good
safety systems can include. Please click from top to bottom.

Technology

Example: Pharmacy order
entry system that wams the

Pharmacist of potential drug
interactions

Processes

People

Employee Safety
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Processes (Slide Layer)

Existing Safety Systems

Click on the button on your left to learn more about what a good
safety systems can include. Please click from top to bottom.

Example: Verification process
which requires the team to

Technology

pause before starting a

procedure in order to confirm

the correct procedure for the

correct patient on the correct
body site.

Employee Safety
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Other People (Slide Layer)

Existing Safety Systems

Click on the button on your left to learn more about what a good
safety systems can include. Please click from top to bottom.

Example: Staff member sees a
coworker about totouch a
patient without washing his
hands and stops to remind him.

Technology

Processes

People

Employee Safety
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New Safety system (Slide Layer)

Existing Safety Systems

Click on the button on your left to learn more about what a good
safety systems can include. Please click from top to bottom.

Technology

People

Employee Safety
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Employee Safety (Slide Layer)

Existing Safety Systems

Click on the button on your left to learn more about what a good
safety systems can include. Please click from top to bottom.

Technology

Example: Needles have safety
mechanisms to prevent staff
from accidentally sticking

themselves.

People
We are introducing a new safety system

- called Error Prevention strategies to

Employee Safety reduce the human error rate.
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1.17 Untitled Slide

As Humans, We work in 3 Modes

Click on the question marks to learn more about the three modes. You
must click, and not hover on all three question marks to proceed.

Skill-Based Performance
" Auto-Pilot Mode®

Rule-Based Performance

“-Then Response Mode™
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Untitled Layer 1 (Slide Layer)

As Humans, We work in 3 Modes

Click on the question marks to learn more about the three modes. You
must click, and not hover on 3ll three question marks to proceed.

Skill-Based Performance
" Auto-Pilot Mode®

s D 0 Bl Rule-Based Performance
43\ E:i “f-Then Response Mode™
_f
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Next button (Slide Layer)

As Humans, We work in 3 Modes

Click on the question marks to learn more about the three modes. You
must click, and not hover on 3ll three question marks to proceed.

Skill-Based Performance
" Auto-Pilot Mode®

s D 0 Bl Rule-Based Performance
43\ E:i “f-Then Response Mode™
_f
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1.18 Untitled Slide

Hmm... What do these
modes have to do with Patient Safety:
Are you saying breakdowns

in each of these modes can result in serious

patient harm?
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1.19 Untitled Slide

Patient Sade Examp[e and 3 Modes of Performance

Earlier in the day, the ordering
resdent did not close the loop
of communication and
ordered what he thought he
heard- 50mg, when actually

the attending physician had
communicated 15mg.

Next

Pharmacist Murse

cLick O

’ AERE (’,

R Esident
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Resident (Slide Layer)

Patient Sade Examp[e and 3 Modes of Performance

Earlier in the day, the ordering
resdent did not close the loop
of communication and
ordered what he thought he
heard- 50mg, when actually

A pharmacist was
functioning on auto pilot
mode. He remembered
approving a similar order
earlier in the day and did
not closely critique this
new order.

the attending physician had
communicated 15mg.

Next

Resident

Pharmacist ’T MNurse

click @ e ()

AERE AERE
T l

Published by Articulate® Storyline www.articulate.com



Nurse (Slide Layer)
Pﬁﬁeni: SaFety Examp[e and 3 Modes of Performance

The nurse administering a
medication was unfamiliar with

Earlier in the day, the ordering
resdent did not close the loop
of communication and

ordered what he thought he
heard- 50mg, when actually

A pharmacist was
functioning on auto pilot
mode. He remembered
approving a similar order
earlier in the day and did
not closely critique this
new order.

this type of order and tried to
clarify with both the resident
and pharmacist. Although her

CONCE M5 WETe not answered to
her satisfaction, she proceeded
with ad ministering the
medication despite her doubt.

the attending physician had
communicated 15mg.

Next

R Esident Pharmacist MNurse

ctick O

AERE
Clidk here to
continue.
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1.20 Untitled Slide

m:ﬂm images to identify Errors related to 3 Modes of
' 1ce. You must click on 3ll three images to proceed.

Earlier in the day, the ordering A Bharmad s wis The nurse aﬁmin'rster'mlg a

resident did not close the loop st a S n'l:lzmc:at[un was L[I'thBI‘IrfI[Erwtﬂ'r

o Bt N L this type of order and tried to

kil ot e thaiaht hio made. He remembered clarify with both the resident

¥ ; fige approving a similar order and pharmacist. Although her

earlier in the day and did CONCE s were not answered to
not closaly critique this her satisfaction, she proceeded

new order. with ad ministering the
e

heard- 50mg, when actually
the attending physician had
communicated 15mg.
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Nurse (Slide Layer)

*ﬂ:c Imagts to idcnﬁ(y Errors related to 3 Modes of
ce. You must click on 3ll three images to proceed.

Earlier in the day, the ordering Al e The nurse administering a
resident did not close the loop ot medication was unfamiliar with

of communication and ﬁ;:l:;: n:';g li;?::;;ijt Ehis.tl,lpe.nfnrder g tr:red e
ordered what he thought he st o ; clarify wath hlﬂlh the resident
approving a similar order and pharmacist. Although her
earlier in the day and did CONCE TS WeTe not answered to
not closely critique this her satisfaction, she proceeded
new order. with ad ministering the
e e

heand- 50mg, when actually
the attending physician had
communicated 15mg.
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Skill-based errors (Slide Layer)

*ﬂ}c Images to idf:nﬁfy Errors related to 3 Modes of
ance. You must click on 3ll three images to proceed.

ieri ol i . The nurse administering a
f:::;;Td?;En::;v;;:;: ;;:i,:;f Pi'mrmaus:t 'P" auto- medication was L!I'thBIT'Efi:Er with
b i tion il pilot, verifies med this type of order and tried to
ordered what he thought he order. Sounds just like clarify with both the resident
ARG U | medordered the oy | [
i;f:i:i:i;i;::a Sl before. hn?r sati 9‘? E:T:'u:rn ".Sh e proceeded

with ad ministering the
e L

Skill based errors
We are doing tasks
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Rule Based errors (Slide Layer)

> *ﬂ}c Images to idcnﬁ(y Errors related to 3 Modes of
1ance. You must click on all three images to proceed.

i i The nurse administering a
Resident misheard A BTt wies e : f. vy
attending's order over the . . medication was un familiar wi
functioning on auto pilot this type of order and tried to

phone {15mg as 50 myg) mode. He remembered clarify with both the resident
and didn't repeat back. approving a similar order and pharmacist. Although her
earlier in the day and did CONCE TS WeTe not answered to
not closely critique this her satisfaction, she proceeded
new order. with ad ministering the

Rule based errors
oocur when:

We choose how to respond _'
to a situation that has a
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Knowledge-based errors (Slide Layer)

*ﬂ}c Images to idf:nﬁfy Errors related to 3 Modes of
ance. You must click on 3ll three images to proceed.

Earlier in the day, the ordering X haridt e The nurse, after trying
resident did not close the loop functioning on auto pilot several sources for

of communication and mode. He remembered clarification, reluctantly

ErdE;Edsg'ﬁ:' at I'::?hmjfht”l-le approving a similar order gives the medication.
e W Y earlier in the day and did

- ea?te:lu._*.l "-Iidp_h? il not closaly critique this
communicated 15mg. e et

|~

Knowledge based errors

- occur when we are problem
solving in a new, unfamiliar
situation. We don't have a

‘skill or no rules, we come up

with the answer by:
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1.21 Untitled Slide

Take a minute to reflect on knowledqge based, skill based
and rule based errors that might happen in your work
4reg. b

Due to unfamiliarity with N\~ \

someone to Emergency
Department.

Rushing to a meeting and
forgetting to log off of your
computer.

ot including “"SECURE:" in your emai
headers when sending PHI, even

though yvou know it keeps patient

information safe and secure.
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1.22 Untitled Slide

Think of 3 series of errors like Swiss cheese

Poorly designed processes or active

errors within a well designed =
l—; Significant
process /@ ®) events or injury
K. /‘e |'690 3 ﬁ
‘ﬁ When the “holes line

up, significant

Human error can start
o adverse events can
a cascade of events if
i occur!
there are no barriers to
MNext

catch the error
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1.23 Untitled Slide

Combination of Errors

Medication
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Rule (Slide Layer)

| Combination of Erro

Medication
Overdose:
Unfamiliar
medication
ordered inan
unusual dose
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Skill (Slide Layer)

Combination of Erro

Medication
Overdose:
Unfamiliar
medication
ordered inan
unusual dose

attending’s order
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Knowledge (Slide Layer)

Combination of Erro i

Serious Safety

1 —_— Event
W 9 Rule .

The mtrse: after
trying several sour
for darifiation,

reluctantly gives the

U,
Medication a pilot, verifies med
e LTS
Unfamiliar € med or 2re ¢

medication Resident misheard \ day before. i
 ordered in an attending’s order I it

unusual dose over the phone

(15mq as 50 mg) and

—
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1.24 Untitled Slide

Safety Doesn't Just Happen,
We Have To Work to Make it Happen
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1.25 Title Layer

Mission Zero isthe evolution
of our current work to reduce
preventable harm through

ow do we reduce

preventable harm?

. Identifying and fixing system
Ch(}.’. problems (the holes in the Swiss

Q - \;\-ﬂf{ cheese)

Reducing the human error rate
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Identify and fix issues (Slide Layer)

Mission Zero isthe evolution
of our current work to reduce
preventable harm through

4 N

* Implement standard processes

ow do we reduce

preventable harm?

O C«\‘Lﬁ"’; {(HAC reduction, PQMS principle)
We ® Making it easier to identify and

0O communicate safety concemns
O (PQMS, tiered huddles, PCARES,

incident reporting system)

* Analyze safety events to reduce
recurrence (Root Cause Analysis-
RCA)

|
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Reducing human error (Slide Layer)

Mission Zero isthe evolution
of our current work to reduce
preventable harm through

4 AN

ow do we reduce

preventable harm?

O C’lli::if: ® Implement safety behaviors
O using error prevention
strategies
O e These safety behaviors are

critical to the success of
Mission Zero

\
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Click here (Slide Layer)

Mission Zero isthe evolution
of our current work to reduce
preventable harm through

ow do we reduce
preventable harm?

. Identifying and fixing system
CI‘“L}{'_ » problems (the holes in the Swiss

Q . ek ¢ cheese)

C\\C‘C- = Reducing the human error rate
el t
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1.26 Untitled Slide

How can you help improve our Culture of Safety?

Click each of the boxes below to co

Everyone Makes a Personal Commi

Everyone is Accountable for Clear & Complete
Communication

Everyone Supports a Questioning Attitude
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Personal Committment (Slide Layer)

How can you help improve our Culture of Safety?

Click each of the boxes below to con

Everyone Makes a Personal Commi

“I will demonstrate a personal and a team commitmen
safety.”

Everyone is Accountable for Clear & Complete
Communication

Everyone Supports a Questioning Attitude
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Accountable (Slide Layer)

How can you help improve our Culture of Safety?

Click each of the boxes below to con

Everyone Makes a Personal Commi

=== Y1 will demonstrate a personal and a team commitmen

safety.”
Everyone is Accountable for Clear & Complete

Communication
“I am personally responsible for concise, accurate, clear, and timely
verbal and written communications.”

Everyone Supports a Questioning Attitude
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Questioning Attitude (Slide Layer)

How can you help improve our Culture of Safety?

Click each of the boxes below to con

Everyone Makes a Personal Commi

=== Y1 will demonstrate a personal and a team commitmen

safety.”
Everyone is Accountable for Clear & Complete

Communication
“I am personally responsible for concise, accurate, clear, and timely
verbal and written communications.”

Everyone Supports a Questioning Attitude

“I will guestion. I will welcome being questioned.”
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1.27 Slide 26

Over 100 hospitals have found
that comprehensive training
on error prevention strategies
can reduce serious safety
events BY 80% OR MORE!

what are the Error

Prevention strategies?

Error Prevention
Strategies
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Strategies (Slide Layer)

Over 100 hospitals have found
that comprehensive training
on error prevention strategies
can reduce serious safety
events BY 80% OR MORE!

@s& strategies help euewonek

what are the Error

Prevention strategies?

O ® Apply behaviors that promote
O safety
C\u}f. ’,.—-‘:;t ¢ Minimize their chance of making
a mistake
et
W o Communicate concerns
_— P
effectively

* |ncrease awareness in high risk
situations

® Enhance our Culture of Safety

L
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10 times more likely (Slide Layer)

Over 100 hospitals have found
that comprehensive training
on error prevention strategies
can reduce serious safety
events BY 80% OR MORE!

what are the Error

Prevention strategies?

Error Prevention
Strategies

By using these strategies you will be 10 times
MORE likely to prevent a human error.
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1.28 Untitled Slide

strategies supported by
PQMS and PCARES
orinciples?

Each month, Packard:
¢ Focuseson 1-2 Error
Prevention strategies that
prevent skill, rule or
9 knowledge based errors
¢ Includes Error Prevention
education at meetings,
huddles & rounds

/ MORE
|INFO \,
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1.29 Untitled Slide

Error Prevention strategies are supported by:
e L eaders rounding in gemba, seeking feedback and
providing recognition
e Visual process management boards
e Using scenarios and exercises to facilitate conversation
e [ntegration of Error Prevention strategiesinto current
processes

Annual HealthStream refresher
e Expected safety behaviors
e Error Prevention strategies
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1.30 Untitled Slide

ﬁ Stfﬂf&gl&ﬁ— Please click as instructed.
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ARCC (Slide Layer)

Mame Game

Know thename and rol e of those you work
S5TAR

(stop, Think, Act, Review] Taking a thoughtful
pause in high risk sitwations before acting
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Closed loop communication (Slide Layer)

fioh S'tl'afﬂglES— Please click as instructed.

—
{A=sk aquestion, Request a

change, voice aConcern, Chain
of command) - Assert aconcern
in a non-threaening way

Know thename and rol e of those you work
S5TAR

(stop, Think, Act, Review] Taking a thoughtful
pause in high risk sitwations before acting
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SBAR (Slide Layer)

rention Sf:rafegl e5— Please click as instructed.
| ARCC
{A=sk aquestion, Request a
change, voice aConcern, Chain
of command) - Assert aconcern
in a non-threaening way

Mame Game
Know thename and rol e of those you work
S5TAR

(stop, Think, Act, Review] Taking a thoughtful
pause in high risk sitwations before acting

Closed Lloop Communication
Validate what you think you
heard

Mumeric/phonetic clarification
Clarifying questions
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Question n confirm (Slide Layer)

vention Strategies-

Mame Game |
Know the name and rol e of those you work
S5TAR

(stop, Think, Act, Review] Taking a thoughtful
pause in high risk sitwations before acting

- standand
information to
ensure zafe
transition of care

Please click 3s instructed.

ARCC

{A=sk aquestion, Request a
change, voice aConcern, Chain
of command) - Assert aconcern
in a non-threaening way

Closed Lloop Communication
Validate what you think you
heard

Mumeric/phonetic clarification
Clarifying questions
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Circle (Slide Layer)

tegies— Please click 3s instructed.

Error Prevention Stra
|

ARCC

(A=k aquestion, Requesta
change, voice aConcern, Chain
of command) - Assert aconcern
in a non-thregening way

MName Game ‘
Know the name and rol e of those you work
S5TAR

[stop, Think, Act, Review] Taking a thoughtful
pause in high risk sitwations before acting

T

CLICK F This is our cyde of continuous
Culture of Safety Improvement.
RERE Each group represents a month ly

focus on one or more Ermor
Prevention Strategies. This is our
continuous cycle for improving our
Culture of Safety.

Closed Lloop Communication
Validate what you think you

Question and Confirm
Use good judzment to detect
when things are notright

heard
Stop 2nd Resolve SBAR Murneri onetic clarification
Don't proceed in the face of Situation, K

encertainty Backzround, Clarifying guestions

AzzEszment,
Reco mmendation

standard
information to
ensure zafe
transition of care

Click Mext to continue.
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1.31 Untitled Slide

{o the Swiss cheese model, how can Error
Pre 5 a&g]ﬁ hclp‘l Click on the boxes from left to rig}lt
You must dick on all three boxes to proceed.
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Resident (Slide Layer)

j back to the Swiss cheese model, how can Error
n 'a‘&:ﬁlﬁ hclp«’ Click on the boxes from left to rlghf

dick on all three boxes to proceed.

The resident
Performs dosed-loop
mommunication using
numeric clarification.

Order is darified as
15mqg, "one-five, " and
the medication is
ordered comectly.
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Pharmacist (Slide Layer)

j back to the Swiss cheese model, how can Error
n strategies help? Click on the boxes from left to right.
ust click on 3ll three boxes to proceed.

The pharmacist
The resident Stops
Performs dosed-loop Thinks
mommunication using Acts
numeric clarification. Reviews
Order is darified as
15mqg, "one-five, " and The pharmacist
the medication is questions the order
ordered comectly. and phones the
ordering physician
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Nurse (Slide Layer)

_ back to the Swiss cheese model, how can Error
o strategies hclp_? Click on the boxes from left to right
ust click on 3ll three boxes to proceed.

The pharmacist
The resident Stops gif:;i and
Performs dosed-loop Thinks Confi
mommunication using Acts
numeric clarification. Reviews
Order is darified as The S m{}thues o

1 % : question until she
15mq, "one-five, " and The pharmacist :
p e 2 confirms the comect

the medication is questions the order e e
ordered comectly. and phones the attonding

ordering physician
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1.32 Untitled Slide

s Advocate for safety - speak up
- Think - “What if this was my
child?”

s Incorporate the strategies into

your daily practice

What is my role in

Evror Prevention?

* Encourage others to use the
strategies to keep patient, staff,
and visitors safe

* Apply the strategies to discuss
potential and actual safety
events in your area
How do they help stop safety
events from happening?

- How could they be applied to
prevent reoccurrence?
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1.33 Untitled Slide

ror Prevention, PCARES, POMS and Epic work together to
T - culture of ngéiyf Click inside the circles to learn more.
< inside 3l four circles to proceed.
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pams (Slide Layer)

Hmdb Error Prevention, PCARES, POMS and Epic work together to
W our cu['l:un: of safcty? (jldc inside the circles to learn more.

r/' AsPackard's
manage ment and
improvement system,
POMS supports and
enabrles a culture of
safety by emphasizing a
patient-centric
mindset, empowering
individual
acoountability, &
demanding the
relentless elimination

\.  ofdefects.

CULTURE OF SAFETY
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pcares (Slide Layer)

How do Error Prevention, PCARES, POMS and Epic work together to
ﬁrg)m our r_u[h.m: of safcly? Click inside the circles to learnh more.

Emor reventlon

CULTURE OF SAFETY
LS Packard s g ’/'W\
management and o mimun ication
improvement system, framework which
POMS supports and promotes a culture of
enables aoulture of safety by ensuring a
safety by emphasizing a oo nsistent message of
patient-centric COncern, appreciation,
mindset, empowering and safety to our
individual patients and families,
acoountability, & and to one another, thus
demanding the strengthening our
relentless elimination foundation for
\_ of defects. _/i \__ exemplary care. _/J
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ePIC (Slide Layer)

How do Error Prevention, PCARES, POMS and Epic work together to
ﬁr?mc our r_uih.ln': of safcty? Click inside the circles to learnh more.

CULTURE OF SAFETY
LS Packard s g ’/’_ME isour \‘ ( ™\
management and o mimun ication
improvement system, framework which Epic supports patient
POMS supports and promotes a culture of safety through a single
enables aoulture of safety by ensuring a patient record across the
safety by emphasizing a oo nsistent message of continuum of care,
patie nt-centric COncern, appreciation, dedsion support alerts,
mindset, empowering and safety to our and reports to manage
individual patients and families, key performance
acoountability, & and to one another, thus indicators in patient
demanding the strengthening our safety.
relentless elimination foundation for
\_ of defects. _,Ji \__ exemplary care. ) k _/
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Error Prevention (Slide Layer)

Hm do Error Prevention, PCARES, POMS 3nd Epic work together to
Rrg)rmc our r_uih.ln': of safcty? Click inside the circles to learnh more.

Ermror

Srevention

CULTURE OF SAFETY
LS Packard s /’WE isour \‘ '/' ™\ (" R
management and o mimun ication
improvement system, framework which Epic supports patient
POMS suppaorts and promotes a culture of safety through a single Error Prevention
enables aoulture of safety by ensuring a patient record across the methods provide the
safety by emphasizing a oo nsistent message of continuum of care, comman language
patie nt-centric COncern, appreciation, dedsion support alerts, and strategies to
mindset, empowering and safety to our and reports to manage improve our culture
individual patients and families, key performance of safety.
acoountability, & and to one another, thus indicators in patient
demanding the strengthening our safety.
relentless elimination foundation for
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1.34 Untitled Slide

Lucile Packard
\e=. Children's Hospital
/ at Stanford

ZE10

Safety starts with YOU,
and together,

WE can achieve Mission Zero!
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1.35 Untitled Slide
Quiz
Instructions
There are five questions in the quiz. You are rcquirf:d to
answer all five questions. Plegse select Submit to reqister

your answer. The pass mark is set to 100%.

licyr::u wish to review any content, P[EE]SC select Review or
click Continue to fake the quiz.

e

1.36 Patient safety is the priority for Packard Children's.

(True/False, 10 points, 1 attempt permitted)
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Patient safety is the priority for Packard Children's.

@ True

False

X True

False

Feedback when correct:
That's right! You selected the correct response.
Feedback when incorrect:

You did not select the correct response.
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Correct (Slide Layer)

Patient safety is the priority for Packard Children's.
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Incorrect (Slide Layer)

Patient safety is the priority for Packard Children's.

® True |ncorrect

Falsi You did not select the correct response.

L_ Continue _J

1.37 If | practice the Error Prevention strategies, | am 10 times more likely

to prevent a human error.

(True/False, 10 points, 1 attempt permitted)
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If | practice the Error Prevention strategies, | am 10
times more likely to prevent a human error.

@ True

False

X True

False

Feedback when correct:
That's right! You selected the correct response.
Feedback when incorrect:

You did not select the correct response.
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Correct (Slide Layer)

If | practice the Error Prevention strategies, | am 10
times more likely to prevent a human error.
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Incorrect (Slide Layer)

If | practice the Error Prevention strategies, | am 10
times more likely to prevent a human error.

Incomect

® True
You did not select the correct response.

Falsi

L Cintnin

1.38 We will focus on 1-2 Error Prevention strategies a month.

(True/False, 10 points, 1 attempt permitted)
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We will focus on 1-2 Error Prevention strategies a

month.
® True
False

X True

False

Feedback when correct:
That's right! You selected the correct response.
Feedback when incorrect:

You did not select the correct response.
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Correct (Slide Layer)

We will focus on 1-2 Error Prevention strategies a
month.
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Incorrect (Slide Layer)

We will focus on 1-2 Error Prevention strategies a

month.
Incomect
® True
You did not select the correct response.
Fals

L_ Cintnin

1.39 1 don’t work in the hospital; Error Prevention strategies do not apply

to me

(True/False, 10 points, 1 attempt permitted)
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| don't work in the hospital; Error Prevention strategies
do not apply to me

True

@ False

True

X False

Feedback when correct:
That's right! You selected the correct response.
Feedback when incorrect:

You did not select the correct response.
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Correct (Slide Layer)

| don’t work in the hospital; Error Prevention strategies
do not apply to me
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Incorrect (Slide Layer)

| don't work in the hospital; Error Prevention strategies
do not apply to me

Incomect

True
You did not select the correct response.

@ Falsi

L_ Continue _J

1.40 Cultural change and improved communication are not integral to
improving patient safety.

(True/False, 10 points, 1 attempt permitted)
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Cultural change and improved communication are not
integral to improving patient safety.

True

@ False

True

X False

Feedback when correct:
That's right! You selected the correct response.
Feedback when incorrect:

You did not select the correct response.
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Correct (Slide Layer)

Cultural change and improved communication are not
integral to improving patient safety.
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Incorrect (Slide Layer)

Cultural change and improved communication are not
integral to improving patient safety.

Incomedt

True
You did not select the correct response.

@ Fals

Continue

1.41 Results Slide

(Results Slide, 0 points, 1 attempt permitted)
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Results

%4 Results ScomrePercent®h % (%

Your SCGFE: ResultsScorePoints% points)
Paﬂﬂi ng SCUFE: ;ﬁ:&n:}tspmr:ent%% (%4 Resultts PassPoints®a

Result:

1.15 Drag and Drop

1.36 Patient safety is the priority for Packard Children's.

1.37 If | practice the Error Prevention strategies, | am 10 times more likely to prevent a human

error.

1.38 We will focus on 1-2 Error Prevention strategies a month.

1.39 I don’t work in the hospital; Error Prevention strategies do not apply to me

1.40 Cultural change and improved communication are not integral to improving patient safety.
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Result slide properties

Passing Score 100%

Success (Slide Layer)

Results

Your Score: ik A

F&Sﬂi ng SCUFE: ;ﬁuﬂen;J}ltstment%% (%4 Resu s PassPointssa
Result:

/ Congratulations, you passed.
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Failure (Slide Layer)

Results

Your Score: ik A

FﬂSﬂi ng SCUFE: ;ﬁ:en:}ltwmr:ent%% (%4 Resu s PassPointssa
Result:

¥ You did not pass.
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