MICHIGAN HEALTH AND SAFETY COALITION (MH&SC)

A COMPILATION OF INNOVATIVE PATIENT SAFETY IMPROVEMENT INITIATIVES FROM THE 2003 MH&SC PATIENT SAFETY CONFERENCE


· Partners in Safety Brochures: educational tools for patients and their families designed as guides to help them through the health care process and provides advice on how they can help avoid medical errors

· Safe Prescription Writing Practices: hand-held, laminated “reminder” card for clinicians designed to ensure the five “rights” of the patient: that the right patient receives the right drug, in the right dose, by the right route, at the right time

· Patient Safety Newsletter: a quarterly publication for health system associates designed to create awareness of the patient safety movement and responses to the challenge (system-wide and nationally).

· Patient Safety Program: a comprehensive plan using “five” elements to create a safety of culture within the health care system focusing on 1) creating trust through effective communication; 2) incident reporting without fear of blame or disciplinary action; 3) informing patients of unanticipated outcomes; 4) analyzing incident reports for purposes of improvement and 5) education – share potential problems and solutions; use technology; use evidence-based best practices.

· Patient and family advisory councils: use in hospitals and other health care settings to raise public (consumer) awareness of medical errors; educate the public on how to aid in safeguarding their own care; educate health care providers’ about the experiences of patients and their families. 

· Pressure Ulcer Prevention Program: a package of tools designed to reduce the rates of nosocomial pressure ulcers. Tools include pressure ulcer guidelines, intensive education to all nursing care providers, daily patient monitoring, “upon discovery” audit tool, accountability and responsibility, and continuous process improvement.

· Safe Sleep for Babies: brochures and other educational tools designed to reduce sudden infant death syndrome by illustrating how infants should sleep during their first year of life.

· Usability Testing for Defibrillator: a human engineering technique applied to help ensure that defibrillators are used safely and accurately in emergency situations

· “No – U” Campaign: program designed to eliminate the use of “U” as an acceptable abbreviation used in medication orders

· Telemedicine: uses video conference technologies to educate health care practitioners, provide health education to the public, facilitate medical consultations and increase efficiencies through administrative meetings

· Telehome care: allows nurses to link with patients using video and telephone technologies

· Reducing restraints and fall prevention - the IRIS program: Identify patients at risk for falls; implement the IRIS program (I Require Intensive Surveillance) using signs, pink armbands or pink nametags for “at-risk” patients

· Electronic Patient Records: allows physicians and other clinicians to access and view a comprehensive, Web-based patient record including real-time access to lab, radiology and other reports

· Computerized Physician Order Entry: reduces adverse drug events by providing a mechanism for medication ordering including drug-to-drug, drug allergy, drug-food, duplicate therapy and overdose/underdose interactions

· Good Catch Program: a program to record patient safety “near misses” using a non-punitive culture, with the goal of “catching” systems problems before they have harmed the patient

· Surgical Infection Prevention: Reduce surgical site infections (SSIs) in cardio-thoracic and vascular patients by implementing known best practices for prevention of surgical site infections

· Implement Medication Safety Programs: look-alike, sound-alike posters and alerts; define safe medication order writing policy/pocket card

· Coding Patient Complaints – Patient Advocates Reporting System (PARS) - code patient complaints; identify the distribution of unsolicited complaints among members of a medical group and determine if there is an association between complaint generation and risk management activities; a peer shares information with the high- complaint MD

· Create a Culture of Safety: Accountability as Responsibility - Safety is Everyone’s Responsibility; Begins with Board level commitment to a patient safety improvement strategy

· Implement a comprehensive Safety Program – commit to no harm: Eight elements: 1) evaluate the culture of safety; 2) educate staff on science of safety; 3) identify staff’s safety concerns; 4) executive adopt an ICU; 5) prioritize improvement efforts; 6) implement improvements; 7) share stories and disseminate results; 8) evaluate culture

· An Outline to Improve Patient Safety: 1) Educate the organization about patient safety issues; 2) enhance the cultural awareness around the issue of patient safety; 3) incorporate patient safety improvement activities into the operational infrastructure; 4) identify a process to implement patient safety practices across many different member organizations

· Use an intensivist to manage care in Intensive Care Units

· Reduce central line infections in the ICU: use a closed drainage system; make sure the catheter is indicated; remove the catheter as soon as possible; and consider other methods for prevention

· Implement a Patient Safety curriculum for physicians and trainees

· Implement a Patient Safety curriculum in universities including nurses, medical students and other health care professionals

· Implement patient and family advisory councils; and include patients at the Board level

· Be a Patient Safety Champion in your organization: be clear and committed to critical patient safety values; attract and cultivate co-champions; collaborate internally and externally. Use informal (e.g., open dialogue at staff meetings) and formal (e.g., cultural assessment) techniques; be patient safety vigilant for patient safety risk, opportunity, success and reward; provide recognition (verbal, written, financial) for patient safety successes

· Conduct patient safety research; seek funding from organizations including the BCBSM Foundation, the Agency for Healthcare Research and Quality, and others

· Disseminate patient safety information and success stories across health care organizations via conferences, toolkits and facilitated workshops

