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Safety STOP: Stopping the Line to
Prevent Patient Harm

Presenters:
Natalie Johnston, CPPS
Sarah McComb, BSN, RN, CPPS

PeaceHealth Safety STOP

The Spirit of Health Redefining Possible for PeaceHealth



Objectives

Demonstrate an approach to decreasing serious safety
events that is effective in large hospitals, critical access
communities, and outpatient clinics.

ldentify strategies that can work to support a culture of safety.

Discuss barriers to implementing effective action plans
resulting from a Root Cause Analysis and strategies to
overcoming them.
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COLLABORATION SOCIAL JUSTICE STEWARDSHIP

We carry on the healing mission of Jesus Christ by promoting personal and community health, relieving pain
and suffering, and treating each person in a loving and caring way.



Safety is #1

Safety is everyone’s job. 100% Perfect Care, Zero Harm is everyone’s primary
motivator, above all else. The singular focus on safe patient care brings real change
that’s sustainable.

Redefining Possible

To better serve our patients and communities, we are redefining possible for
PeaceHealth with the vision to develop and implement systems that achieve 100%
Perfect Care, Zero Harm.

A Just Culture

As a just culture we understand that to err is human. We are committed to designing
systems that prevent human error from causing patient harm and enable all of us to
succeed.



Our first step: understanding our current state

%



Our approach: Go and See to understand

= Started by “going and seeing”

= 34 patient harm RCA cases reviewed

— Evenly distributed across large hospitals,
critical access hospitals and the medical group

— “Go-see” teams in the different facilities

Qe woit | VA WAL L
0 ind | 2 dng | 20miny m‘\
10 WS | doy 2 v6 PR
evs | HBaas \\0 o | lomes |
HEminy \ doy \\bm\ns 3Bmins |
|Shes ®) Qﬁ\y \ Eyvrs Ihes
2w oo [sws |ows wi
BNS. 20 o \ 29S| ©vs. %o,
2\ PO | OmA. |k Dwn™
e | ) |\sy |20y
e s lQ-(O é(NS Swind |28 ey
fo Prsoswes | O
d)\ 28 WS S
/095 209 @ s 05N
| \
A &03&‘5




Current state value stream map
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Future state targets (outcome measures)

= Achieve lead time

= Zero repeat SSEs across the system by April 2019

= Improve our culture of safety staff engagement survey
measure from 3.79 to 3.84 by July 2018

Safety STOP

Redefining Possible for PeaceHea

of 1 month (local action plan
Implementation) by April 2019

Safety
STOP
(th
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Future state key features — process measures

e Saiey fra Shate - Safety STOP called on discovery
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Future state — reduction in waste

* Improve response and management of safety concerns
* Reduced lead time
» Eliminates waste of waiting

» 100% perfect care, zero harm
» Reduction in defects
* Improvement in quality

* Immediate countermeasures

» Reduction in rework and over-processing (solving the same
ISsue more than once)
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Redefining Possible

To better serve our patients and communities, we are redefining
possible for PeaceHealth with the vision to develop and implement
systems that achieve 100% Perfect Care, Zero Harm.

Fix
Eliminate

Combine / Co-locate / Coordinate

Rearrange / Re-sequence

Simplify

&
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What is Safety STOP?

= All caregivers & providers are empowered to “stop the line”
— Immediate leadership support and response
— Countermeasures identified and implemented

= If prioritization indicates, may result in
root cause analysis (RCA)

= Based on concepts from lean and Toyota
Management System
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Our timeline

= Multiple kaizens including hospitals, clinics, critical access:
— Event response (stop the line)
— Root cause analysis within 72 hrs

— Action plan implementation within 10 days and evidence of
effectiveness

— Spread of improvements across system (still a challenge)
— Disclosure and Care for the caregivers
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€ Safety STOP call.

In-house leadership
arrives within 10
minutes and other
responders arrive within
90 minutes.Immediate
countermeasures are
deployed to ensure
safety of patients.

Report to

2 leadership.
The administrator
on call (AOC) or
designated ambulatory
administrator (DAA)
attends local leader
huddle to provide a
Safety STOP report.

o Hand-off huddle.

Issue management
transitions to unit or
clinic leadership, who
identify the next steps.
If RCA is necessary,

an executive sponsor
and process owner are
assigned.

@) System escalation

huddle.

If system support

is needed, the

issue is brought to
the twice weekly
system escalation
huddle. Potential for
systemwide impacts is
also highlighted.

100% Perfect Care, Zero Harm

Safety STOP

Redefining Possible for PeaceHealth

PeaceHealth's rapid, reliable and sustainable response to safety events systemwide.

e Root cause
analysis (RCA).
Multi-disciplinary
team completes
RCA, if needed,
within 72 hours. The
resulting action plan
includes follow-up
to ensure successful
implementation.

o Action plan.

The action plan is
implemented within
10 days of the RCA.
Leaders round to
verify training has
taken place and
validate the solution
is successful.

o Close the loop.

Following successful
RCA implementation,
the issue is closed.
Participating
caregivers and teams
are recognized for
their dedication to
patient safety.

System

Spread

@ Systemwide

spread.

If appropriate, action

plans are introduced

across the system to

ensure patients get

the same high-quality

care at all of our clinics 14
and medical centers.



When is a Safety STOP activated?

Safety STOP

Safety
STOP

Redefining Possible for PeaceHealth

An event POTENTIALLY or ACTUALLY caused patient harm.

PATIENT CONDITION IS UNSTABLE:

Dial XXX to Report "RRT” or “Code Blue”
= Follow appropriate hassital palicy

Ensure patient safety:
Callfor seftional help ¥ nesded

- Remoue fauly squipment, furniture, or any other
type of hazard

= Initste otner Codes ff neaded

PATIENT CONDITION IS STABLE:

CHECK IF ONE OF THESE SIGNIFICANT EVENTS HAS
OCCURRED:

- NGF Never 29 Events (st on back]
- Delay in treatment that resulted in serious harm
= Equipment or faclity failure that requires increasad

physician ardered interventions or escalation to 2
higher level of care

- Any unsafe circumstance that could result in imminent.

harm

1

IF IT APPEARS A SIGNIFICANT EVENT

HAS OCCURRED:

* o000 to inate 3 Ssfety STOP eall

54 PeaceHealth

+ Notify on-duty Charge Nurss immadiately

* Allinvolved staff must remain in the ares until dismissed by

or Saety STOP Checklst and standard Work Forms pesse 5=

sTaP Tonlkt

+ Partcipste in the investigation s requestad

*  Besure to complete 2 Variancs (Elsctronic Inciden) Report

Surgical or - Surgeryor other
Invasive - Sugeryorother e performed on the wrong patient
Procedure g 2 performed on a patient
Events. /8 Object in a patient after surgery or other invasive procedure
- dezth in an ASA Olass 1 patient
Product ar Patient desth or serious injury associated with
Device Events | =  The use of contaminated drugs, devices, or biologics pravided by the healthcare setting
= The useor function of a device in patient care, in which the device is used or functions other than as
intended
- Intravascular sir embolism that occurs while being cared for in 2 healthcare setting
Patient = Discharge or relese of @ patient/resident of any age, who is unabie to m fsions, to other than an
Protection autherized person
2 - Patient death or seriousinjury associated with patient elopement [dissppesrance)
jcide, attempted suicide, or seff-harm that resuits in seriousinjury, while being cared for in a
Care associated with, E
Management errors involving the wrong drug, wrong dose, wrang patient, wrans time,
Events. aratien, or wrong route of administration)
. of blood products
- ed forin o healthcare setting
- s 0f an ireplacesble biological specimen
. x communicate lsboratory, pathology, or radiology test resuits
- Watemal death or serious injury associated with labor or Gelivery in alow-isk pregnancy while being
cared forin a healtheare setting
injury of a neonate associated with labor or delivery in 2 low-risk pregnancy
Stage 4, and unstage: ssure Ul  after admissios toa
e setting
nsemination with the wrang donor sperm or wrang egg
Patient or staff death or serious ated with
Events. - An electricshockin the
= Abumincurred from any sourcein aitheare setting
- The use of physical restraints or bedrails while being cared forin 2 hea ctting
= Anyincidentin which systems designated for cxygen or other 103 patient contains
rong gas, o are contaminated by toxic substanc
Radiologic Serious injury of 2 pabient or staff associated with the int o
Events. WAl area
Patential = Anyinstance by or provided by & @ physician, nurse, pharmacist,
Criminal care provider
Events. esident of any age

It on 2 patient or staff membar
njury of 2 patient o staff member
ccurs within o on the grounds of a healthcare setting

oron the grounds of 3
ing from 2 physical assaul

Any Unsafe Circumstance that could
result in harm.

Never 29 Events —Serious safety events
defined by the National Quality Forum.

Delays in Treatment that results In
serious harm or death, or could have.

Equipment or Facility Failure that
requires escalation.

Sterile Processing Failure.
Any event that impacts 3 or more
patients.

15



Standard work for all roles, centrally located

fome Hospital Safety STOP Toolkit

Departments

(FMANAGE PAGE CONTENT

: ! . 100% Perfect Care. Zero Harm ’ d i .
PeaceHealth Safety! patient safety ¥ PRINTALL Immediate Response Forms (FDF) K Safety STOP’ Operator Standard Work Instructions:
L& 3 ¢ = -
Administrator On-Call (AOC
- Home Includes the following: SQfEtg STOP ( )
i irey ssible for coeHsot
~ About Safety STOP + Safety STOP Checklist/Documentation Form Redefining Possible for Peaceffealih
e A e SO oo - Safety STOP Questionnaire An event POTENTIALLY or AGTUALLY caused patient harm. ouse Supervisor/ Immediate Responder (for PeaceHealth At
Title: AOC {Administrator On-Call) = Safety STOP Interview Form
- : o - As of 8/28/18, the PRINT ALL packet no longer includes the R X
Departments who must adopt: Administration/Executive level Operators AR e standard work documents angthe E'E‘(”D"?( Notification r for House Supervisor/ Immediate Responder (for
i - PHMG Safety STOP Toolkit Form hen appropriate (see below). If Risk has been consultad,
. - PeaceHealth at Home Safety STOP Quick Links (General Safety STOP Information): .
Task # Task Description Toolkit he following:
- — - - - Hospital Process Map * 55R On-call Calendars e National Quality Forum (see page 2 of the Safety STOP fler)
Receive notification of ‘Safety STOP' by telephone call from designated ¢ - Orange Event Toolkit - Hospital Flyer (limited permissions)
1 P . . L . . - New! SSR On-Call Calendar Standard
. For calls originating from PeaceHealth at Home (in-home patient service - RCA Toolkit - Safety STOP Infographic - system-wide p—
i i il i i i = Hospital Safety STOP Al th
time when the caregiver will be returning to the office. Response will not RCA Tracker ospital Safety gorithm - New! Safety STOP Responder (SSR) FAQS
i ign timi ions B and C of the Safety STOP Checklist. Mark as
Conqept with Safety STOP Respo_nﬂer.lssm to confirm and align timing a - Leadership Tools & Instructions ety
Acministrators should confirm arrival times to enable the ideal of respondil
- Safety STOP FAQs Standard Work Documents, by Role: .
Why is this important? The intent of a team approach is to collab OP Responder. The two-person team approach provides a
pravider/ caregivers. The AOC and 55R should work together fwit - Standard Work by Role Event: All Other (RCA and beyond): t, the caregivers and providers. As a team, work with this
2. Countermeasures. * Administrator on Call « Chief Medical Officer/Patient _ is issue from happening again.
i . . = Caregiver p - * Patient Safety Consultant R
Clarifvinz Note: Response time is as soon as possible, but not to - Charge Nurse iinﬁglidfztor + Performance Improvement fety STOP at PeacfeHeaIth, t:_e prP'D;:th CD‘-;{'E:':"}EH::_WS is
N . . . in our process from reaching any other patient(s). This
For calls originating from PeaceHealth at Home: e TR DoRden (e R - Executive Assistant HEE=S@TIEr
- : House Supervisor) * Quality Leader of the Safety STOP safe.
* In-home Services: Respond in person to the PeaceHealth at Hom - + Executive Sponsor T T . i
» Inpatient Hospice Unit: Respond in person anager . Medical Director/Med Staff ubject Matter Expel re is a location for the Safety STOP response team to
- Safety STOP Responder
Upon arrival, assume event leader role, - — -
i . . Analysis) may be required in the next 72 hrs and ask if
Confirm patient is safe and stable. Safety STOP Event Handoff Huddle Implementation,
3 Confirm that someane is assessing the caregiver's wellbeing and providin Safety STOP Checklist/ Doc. Form Handoff Huddle Instructions Verification & Validation during Debrief Huddle.
. Review event details from Immediate Responder, and receive update on ~ -
. i . Safety STOP Interview Form Process Change Alert & Instr. Explanation of the Tools confirm countermeasures, close immediate response, and
Before proceeding with response, huddle with Safety STOP Responder
X - - Standard Work Template
sequestering, additional stakeholders needed, etc.). Can be accomplished Safety STOP Questionnaire RCA Prioritization Tool i . i . o
aligned entially participate in an RCA for this event, if this has not
) Safety STOP Notification Form Rounding Post Safety STOP DMS Training Matrix
) Process Observation Form Temp...
Sponsor/process owners: David Allison, System DIR of Patient Origin: Safety STOP Workshc Process Change Alert & Instr. SSE and Harm Level Algorithm : P Workshop #2 Wersion number: 10 (12,/25/2018)
; = Reporting; And lliday, Systemn Patient serv.
A ! Telecom Notification Checklist Process Observation Tracker Te...

—

Abnormality Tracker Template

MORE

Operator standard work instruction template licensed to PeaceHealth by Moss Adams/Rona Consulting Group. 16
Template copyrighted by Rona Consulting Group.



Tools to guide the work

PATIENT LABEL

Safety STOP Checklist / Documentation Form

Instructions: Immadiate Responder, Administrator On-Call {AOC)/Designated Ambulatory Administrator (DAA), and Safety STOP Responder (SSR)
complete this form. Ensure form is brought to hand-off huddle.

Event Details
Event Date: Event Time:
Clinic Name: Department]' Unit: Room #:

Section A: Immediate Responder (aka “Initial Responder”)

Immediate Responder Name & Title: Response Date and Time:

O Ensure patient is safe and stable

O  Assess caregiver wellbeing
e |fcare [ action is required, notify AOC/DAA or SSR

O Ensure caregivers remain available until officially released from
duty by AOC/DAA or SSR

Initiate sequestration of scene and information:

Event description:

O photographs O Supplies
O Ppackaging O Equipment

O other (please specify):

Is the event on the list of NQF Never 20?7 O ves [0 No If Yes, contact Risk Manager via cell phone — check when done: O

Has provider been notified?
O Yes, already notified O No, not required [0 Notification underway

Provider Name: Method of notification: Time:
Event Participants:
Title Name (first & last) Title Name (first & last)
House Supervisor Manager
Provider Director
Charge RN Risk Manager
Primary RN(s)

Caregiver who
called Safety STOP

CNA(s) Others:

AOC [ DAA

Safety STOP Responder

Section B: Secondary Responder (Administrator On-Call (AOC) or Designated Ambulatory Administrator (DAA))

Secondary Responder Name & Title: Response Date and Time:

O Ensure Section A complete O Ensure Variance Report is

O Asneeded, work with S5R to complete Section C complete

O Assess caregiver wellbeing — Is caregiver okay to continue work? Cyes O No
Action Taken: O Chaplain notified O Critical Incident Support O Other

Was caregiver relieved of current duties? CDYes CNo HR notified? Cyes O nNo

Record #:

Countermeasures (Document on Process Change Alert form as appropriate):

Safety STOP Not Part of Medical Record RevDate: 1/22/2013
© 2015 PeaceHealth Quality Assurance-do not disclose. Confidential information

protected by legal privilege and state quality improvement law

Are there additional areas atrisk? O ves O No | List here, with name of leader(s) advised:

Are there network / system risks? Clyes O nNo | Plans for escalation (who, and when)?

Event disclosure required? O Yes [ No | Date/Time disclosed: Disclosed to: [0 Patient [ Other

Disclosed by: Executive: Provider: Risk Manager:

External reporting required? [ ves [INo

Action Taken? Explain:

Action Reguired? Explain:

O Debrief huddle held with Inmediate Responder, AOC/DAA, SSR, and Caregivers (to confirm countermeasures, close
immediate response and confirm next steps).

O Schedule or convene Hand-off Huddle | Date: Time: Text ige should contain:

AOC/DAA sends text to the following: SAFETY STOP NOTIFICATION.

Hospital and PeaceHealth at Home: CNO | CMO | PtSafety Consultant | Pt Safety Safety STOP Location:
Officer | Manager | Director | Risk Manager | Quality Leader

o Handoff Huddle:
Clinic: VP Ops | Division Chief | Pt Safety Consultant | Pt Safety Officer | Manager |

Date
Director | Risk Manager | Quality Leader | Section Leads Time
In cases involving multiple sites, consider including appropriate leaders from other site(s)in Location

handoff huddle text message. PLEASE DO NOT RESPOND.
AOC/DAA collects all necessary forms, materials and documents and takes to Handoff Huddle.

" 5 . L O Text notification sent
AOC/DAA facilitates Handoff Huddle using checklist found on Toolkit site.

Section C: Safety STOP Responder (SSR)
Safety STOP Responder Name & Title:

Response Date and Time:

O Asneeded, work with AOC/DAA to complete Section B, ensuring countermeasures are considered, and variance report is
complete.

O interview key participants using Safety STOP Interview Form.
O  During conversations, notify caregivers that RCA may occur within next 72 hours and ask if there are any issues with
their availability in the next 3-7 days.

O complete and distribute Safety STOP No

ation form (send via email).

Record names and contact information for follow-up interviews if required:

Caregiver Name: Role: . Contact Phone:
Caregiver Name: Role: Contact Phone:
Caregiver Name: Role: Contact Phone:
Caregiver Name: Role: Contact Phone:
Caregiver Name: Role: Contact Phone:
Safety STOP Not Part of Medical Record Rev Date: 1/22/2019

© 2019 PeaceHealth Quality Assurance-do not disclose. Confidential information

protected by legal privilege and state quality improvement law

PeaceHealth

Safety STOP Standard Interview Form

Caregiver Name and Title:

Interview Date: Time:

Guidelines for interview questions:

s Who discovered/reported the event? (roles, not names)
* How was the event discovered?
® Describe any process or policy in place
e Was the process or palicy followed?
o If no, describe barriers
e Where in the care process did the event occur?
e Describe any equipment needed for task
* Was equipment available and in working order?
o If no, describe barriers

During your discussion, consider the following:

® Environmental factors (e.g. noise, crowded, construction)
* Personal factors (e.g. fatigue, distraction)
s Staffing matrix

Consider utilizing 5 Whys table (see end of form) during interviews to promote root cause thinking and
identify issues that may result in repeat events.

© 2019 PeaceHealth 17 1



SSE and Harm Level Algorithm

Handoff Huddle

1

2

3

Event Recurrence

Unlikely

Possible

Likely

Likelihood of historical or future
recurrence

Less than 1-2 times/year

Close to Monthly

Close to Weekly

Event Severity

Negligible

Minor Harm

Serious Harm

Most likely patient impact

Assessment or monitoring to
preclude harm

Requires no or minimal
intervention

No added length of stay

significant intervention*®

= 1 Day increased length of
stay

= Return appointment to clinic

= Minor treatment no *

Significant intervention®
Higher level of care

Injury lasting < 6 months

> 2 Days increased length of
stay

*Significant intervention/Serious harm describes an event that can result in death, loss of a body part, disability, loss of bodily function, or require major intervention
for correction (e.q., higher level of care, surgery). 2011. National Qualityt&orum

E
m
=
e
(=]
o
L

Disposition

*WIORE site,/patient/procecure, RFD, Gas contamination

ACREd wEns with " Electric shock, Burn, Metallic object in the MA
_Caregyer sysnts withot harm: Sexual assaul, Physical assault

& 2019 PeaceHealth

I T GG SR | S
S, -
4- Catastrophic
Harm
3- Serious
Harm
2- Minor
Harm
1- Negligible
L Harm
‘ 1-Unlikely 2-Possible 3-Likely 4-Almost Certain
Occurrence Occurrence Occurrence Occurrence
Patient Safety led RCA of High Risk Close Call Event
Consider higher prioritization for facilitated work
, Artificial insemination ermi
Consider lower prioritization for facilitated ir work

Consider referral to Operations for Improvement

18
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RCA

RCA block times
Standard invitees

Safe, blame free environment

One or two latent roots
Limited action items

RCA Toolkit

Root Cause Analysis (RCA) (Within 72 hours of the event)

Facilitation

Tools

Patient Safety Consultant Standard Work (including Handoff Huddle and steps to prepare for RCA)
Patient Safety RCA Action Plan

Process Map Symbols

RCA Action Plan Rigor Test

RCA Agenda

RCA Confidentiality and Sign-In sheets

RCA Opportunities for Improvement

Timeline

Timeline Swim Lanes

SSE and Harm Algorithm

Explanation of Tools (PPT)

Abnormality Tracker Template

Daily Management System (DMS) Training Matrix
PHMG Manager Training Matrix

Process Observation Form Template

Process Observation Tracker Template

Gemba Rounding Calendar Template

Standard Work Template

19



Action Plans

= Action plan is developed during the RCA

= Action plan visibility

= |ncludes:
— Action items
— Verification/Validation
— Metrics

= Leader rounding

Patient Safety Action Plan

RCA date: Due date for completion: Process Owner: METRICS Definition Target Target Met?
¥/N
SSE type/summary: RCA Facilitator: Process
Latent Root: Executive Sponsor Outcome
Latent Root Category:
Balancing
Recommendation:
® J 9 o
25% complete 50% complete 75% complete 100% complete
ACTION ITEM OWNER DUE DATE STATUS NOTES SUSTAINABILITY
(FOR EXECUTIVE GEMBA.
WALK POST CLOSURE]
30 |60 |90

Implementation

lenter date
10 days out
from RCA

Verification and Validation

Closure Huddle

validation

completion]

J  30-day Closure Criteria (Action plan complete, process and outcome measures met)

Approved by

Date

Executive Sponsor

O Sustainability plan completed

A4V



|
Closing the Loop

= Closure huddle held following action plan implementation
— Goal Is 33 days after event

= Caregivers involved are recognized

21



100% Perfect Care, Zero Harm

Where are we now?

= July ’18 Culture of Safety score:
3.86 (beyond the goal of 3.84)

= Process Measures: ClinicarExcellence |

Measure Baseline Today Redefining Possible for PeaceHealth

Event to RCA with 58.2 days 3.5 days January 2018 to March 2019
approved action plan 1 2 77 Safety STOPs 1 4 5 Trained Safety
Event to Action Plan Closure 9+ months 39 days itlatec SICF meepencem
systemwide
85 seriann ety svaita These caregivers are ready to respond

932 close calls = 124 operational issues at a moment's notice when a Safety

= 4 quality |mprovement issues STOP is initiated.

= 132 other safety iss

= Weekly review of RCA barriers at !
System Tler 1 hUddIe 3 PeaceHealth networks 5 Reasons for calling

. ] use Safety STOP Safety STOPs
= Twice-weekly System Escalation

Safety STOP has been implemented in all #= Never Events = Delays in treatment

medical centers, clinics, and home health = Equipment or facility failures
I I u e and hospice services systemwide. = Sterile processing failures

= Any unsafe circumstance

PeaceHealth



Rate of Serious Safety Events

Numerator: Count of Serious Safety Events tracked by Kimberly Gale in Issue Tracker #650.
Denominator: 10,000 patient days for Inpatients, Observation and Ambulatory Surgery patients.
Rate: Count of Serious Safety Events per 10,000 patient days.

12 Month Rolling Averages: All the numbers in this report are presented as 12 month rolling averages.
So the numerator and denominator are sums over 12 months. The months shown in the charts below mark
the final month in each 12 month period.

Source: Centricity, CareConnect, McKesson STAR, Issue Tracker #650 / Data as of 2019-Mar-2

. Safety
Systemwide ( SToP

Rate: Events per 10,000 Patient Days

Jan 2018: First two settings
go live with Safety STOP

35 .- .1_____37}_31;?13.3____?1L2__ __3._2_3._1_.3._1_ ____________________________ —+— Rate
3|28 27 . 2.8 ——]
N . --—- LCL
P ., A 3...0 ............... 371 _________________________________________ 2. ..6_ ..... .2 T‘i __________________ o UCL
25 28 July 2018: All acute | G v s—
5] care hospitals are live | , .
1.5 Nov 2018: All hospitals | T
. and clinics are live 1.6
0.5 Mar 2018: All settings are live

(incl. all home health)

2017- 2017- 2017- 2017- 2017- 2018- 2018- 2018- 2018- 2018- 2018- 2019- 2019-
Mar May Jul Sep Nov Jan Mar May Jul Sep Nov Jan Mar
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Safety STOP Outcomes Measures
Safety STOPs, RCAs and Serious Safety Events
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COUNT OF SAFETY STOPS by TYPE, by FACILITY

Color ranges from very light pink to very red, darkest red represents highest count

Definitions - HospA HospB HospC HospD HospE HospF HeospG HospH Hospl Hospl
Medication Error 10 28 11 7 8 g 1
Failure to Follow Standard Process 7 18 7 12 1 18 22 2
Equipment/Device/Supply Failure 6 13 5 10 6 5 16 3
Technology Failure 10 6 9 2 4 17 3
Communication/ Handoff Failure 2 16 1 1 2 2 4 7 1
Facility Failure 7 3 2 12 3 1 6 8
Delay in Treatment 1 10 1 11 6 12

Patient Fall 18 5 5 1 7 2
Pressure Injury 1- 4 2 4

Failure to Follow-up/Communicate lab, path or | 3 1 3 4

Patient Flow/Delay in Throughput 2 8 1 29

Delayed Orders 2 3 5 1 1 14
Equipment/Device/Supply Unavailable 2 10 1 10 1 3 4

Delay in Diagnosis 3 5 2 p 9

Patient Identification Issue 11 2 2 1 2 3 1
Staffing/Scheduling Issue 2 1 3 5 14

Physical Assault 2 7 2 4
Contracted Laboratory Issue 2 1 2
Delay/Failure to Follow-up In-Basket It 1 1

Contaminated Drugs/ Devices/ Biologic 1 4 1 8 2 1 1
Patient Elopement 5 1 12 1
Delayed Procedure 2 4 3 6

Referral Failure 3 2 1
Delay in Transfer 1 1 3 4 4 1 1
Grand Total 73 244 50 146 37 1 2 76 261 31

Hosp

Clinic

Clinic

Clinic

Grand

Region 1 Region 2 Region 3 Total
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Ancillary successes and learnings

= Leadership rounding at the front line
— Humble Inquiry (Edgar Schein) in practice

= Escalation huddle work — all system owners represented on the call
— Receive escalation — 165 escalated, 116 closed
— Status updates on ongoing issues

— Advisement of issues common across the system

= Communities pulled for Safety STOP
— Such eagerness was not common at that time
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Key learnings, cont.

= Key to success: Servant
leadership and humility in
coaching

= The miracle of Tier 1
— Line of sight; visibility;
transparency

— System COO and CMO following
Standard Work; coaching kata
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