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Problem
Problem: LIFECYCLE OF A SAFETY EVENT
« Lack of global awareness of safety events occurring within the Children’s Hospital. - - N
« Lack of structured communication & escalation of safety concerns. Time Line RN VVithin 7 days 6-8 weeks

« Poor follow up to reporters regarding outcomes or process improvements made in response to submitted reports.

Opportunity:

« Transparency and communication of process improvements with front line caregivers demonstrates our commitment to
patient safety and encourages staff engagement, ultimately leading to better patient care and outcomes.

« This project demonstrates a structured approach to address safety concerns with the ultimate goal to improve patient
OUtC0meS Warrants an

RCA
« It supports the goals outlined within the Quality & Safety Pillar of the Pediatric & Perinatal AOP for FY24.
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« To create a culture of safety within the Children’s Hospital focused on enhancing the process for real time identification, Reﬂgf{es N Managemen: R
escalation, action, and feedback of process changes to teams. e

(Table B)

« Escalation: 75% of all event reports submitted to Riskonnect will be also be reported in tier 1 or 2 huddles by 12/1/23.

« Feedback: Develop and share lessons learned within 8 weeks of identification for all safety events that trigger an Apparent Cause
Analysis (ACA) by 1/1/24.

Requires .
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Immediate ACA
> Ess:alatiop for S
Strategy G able o
: : TIMELINE :
» Establish a Comer Safety Oversight Team
° ; : : 05/23 Event Resolved in
Determine b.asellne.Serlous Safety Event Rate (SSER) Saf/Et 59415 2:00 Huddle TN
« Weekly Review Serious Safety Events (SSE) o 6/6/23 1st e o Event action plan | Allevents to
« Utilize the concepts of high-reliability and the Press Ganey Serious| Rreporting Safety Baseline Safety Identified through shift Leader of the unit closes R T R e - E"merRsaf_EW
Safety Event Classification and taxonomy tools. in Tier 2 el S Moment e S investigation closes event report {
H blish epo
« Develop and modify tools to supplement event tracking: e Fotablished Roltout - Classification
« Redcap Initial Event Entry . ‘ : b /
» Apparent Cause Analysis (ACA) Redcap !
+ Action Plan and Follow-up Template 1/30/23 6/14/23 e - _ _
e Lessons Learned Temp|ate . Sefous el BemEm ol 2023 . * PartnerSh|p W|th R'Sk & Patlent Safety - - .
- Safety Story submission & sharing et Safety Event L‘*Tarjfnfi;*;'p « 84 Events reviewed retrospectively by Comer Safety Oversight Team to determine baseline SSER
- Workflow process was socialized with frontline leaders Enr " eetinen
Measures of Success:
« Increased number of events in event reporting N t St
system . ; . ex SO
. H)i/gher percentage of events escalated in Tier 1,2 Comer Children’s Serious Safety Event Rate fSSER) p
’ January 2021 to July 2023 . . . : . , .
huddles 30 Rolling 12-month average of serious safety events per 10,000 adjusted patient * Worklng Wlth marketlng to develop a personallzed Z€ero harm |OgO for Chlldren S Hospltal
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* Decreased Serious Safety Event Rate (SSER)

days

Providing Leadership Methods Training to Leaders within Children’s Hospital on Culture of Safety
« Sharing of safety stories with all staff

« Development & implementation of culture of safety training for all staff

* Implementation of safety coaches

Acknowledgements

* Risk and Patient Safety: Joe Shine, Martina Buttligero, Chit Au, Emina Cirkic, Jen Bronars

LR PR R * Comer Leaders & Staff

3 §  Serena Lake

N
[

T
SN

1

— —
o (6]
- N w
Serious Safety Events

A deviation from GAPS that

reaches the patient and results in
moderate to severe harm or death

Precursor A deviation from GAPS that
Safety reaches the patient and results in
Events minimal harm or no detectable harm

o

A deviation from GAPS that

Near Miss does not reach the patient
Safety Events (the error is caught by a detection c o
barrier or by chance) C O
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Serious Safety Event Rate (SSER)
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