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Disclosure and Disclaimer

» This informational presentation was developed by independent experts.
The information provided in this presentation is not the official position or
recommendation of NCCHC but rather expert opinion. This information is
not intended to be appropriate for every clinical situation nor does it
replace clinical judgment.

| do not have any relevant financial relationships with any
commercial interests

e NCCHC does not endorse or recommend any products or services
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Educational Objectives

« Define a near miss reporting system
» Describe the steps to implementing a near miss reporting system

« Outline the benefits of a near miss reporting system
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Why | Started

* An incident when HS personnel tried to move a morbidly obese patient

alone

= No one was harmed (neither patient nor employee)

= Potential harm to the patient and/or nurse

= This was witnessed and discussed with the nurse, but no reporting system
* Avoid near misses in the future

= Could not find a near miss reporting system in HS.

= Started research and development of a near miss reporting system (NMRS)

at WSP.
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Just Culture

1S
Patient Safety

1S
Employee Empowerment
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JUST CULTURE

STOP JUDGING & BLAMING AND START LOOKING AT CONTEXT
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Discussion

 What is a near miss

e History

» Definitions

* Implementation

 What was not reported (exclusions)
» Results

e Future

 Closing

e Questions
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What is a Near Miss Reporting System

e OSHA Definition:

= A near-miss is a potential hazard or incident in which no property was damaged,
no personal injury was sustained, but where, given a slight shift in time or
position, damage or injury easily could have occurred.
* |Institute of Medicine:

= Act of commission or omission that could have harmed the patient but did not

cause harm as a result of chance, prevention, or mitigation.
= AKA

- “close call”

* “near accidents”

- “accident precursor”
* “injury-free events”
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History

 Started in the aviation industry in ~¥1976 to avoid the potential mishaps
= Aviation Safety Reporting System (ASRS)

 Studies in several industries demonstrate 50-100 near misses for every
accident
= Includes the US health care system

* Developed in the hospital setting

= Sentinel paper “To Err is Human: Building a Safer Health System”
+ ~ 98,000 US deaths due to medical errors (IOM 2000)
- ~ 490,000 to 980,000 near misses
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Definitions

e Near Miss: discussed above

* Near Miss Reporting System:

= TRANSPARENT process of reporting and communicating near misses as they
happen.
= Report is sent to management
* Root cause analysis
* Create changes,
* Study the results
* report the changes to the organization.
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Definintions

* Just Culture:

= Encourages reporting of errors in order to identify and correct
vulnerabilities within the institution.

= Everyone is held accountable for their actions.

= Environment is nonpunitive.
* Encourages self-reporting of medication errors
* Near-misses
* Potential vulnerabilities
- Ultimately improving safety
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Implementation

* |dentified stake holders:

= Facility Medical Director
Sr. Health Services Manager
Director of Nursing
Administrative staff
Nurse Manager

Provider Lead
* Yours Truly ©

a

a

a

a

a
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Implementation

 The “Why”

= Improve safety
- Patients and Staff
Improved patient outcomes
Improved patient confidence
Improved access to care
Decreased delay in care

Decreased legal actions
» Still needs to be reviewed

a

a

a

a

O
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Implementation

 |dentify your leadership stakeholders

= The concept did not initially include custody
* Broughtin later
+ Captains used the system

e Plan

= Near miss reporting system developed
* Form created
Used OSHA format with some changes
* Anonymous (opt in name if chosen)
Requested input for possible corrections (ownership)
* Open to all Washington State Penitentiary HS staff
* Reporting
Email
Internal Mail
= Tracking system implemented
* Simple Excel spread sheet
* Transparent in Health Services Share drive — Read only
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Implemented

e Trained Health Services Staff

= Trained on the form and reporting
* Emphasized was anonymous
* Emphasized transparency
= Very receptive
* Decrease hazards
* Increase safety
* Patients and staff
* Increase patient access

* Empowers employees to act and make improvements
* Cultural shift
* Just Culture
* Increase teamwork
* Increase ownership
* Provides Esprit De Corps
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Implementation

* Create Near Miss Committee

= Open to all to health services staff attend
* Must have

* FMD (or designee), Health Services Manager, Director of Nursing (or
representative), medical provider, a nurse manager, administrative help (recorder)

- Committee identify
* Was this a near miss or actual negative impact
* Assign staff to perform root cause analysis
Receive RCA
Discuss potential changes
Implement changes
Analysis if changes caused positive outcomes
Implement permanent changes
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Implementation

Tracker Number Patient Name: Doc #
Health Services Near-Miss Report Form
A medical near-miss is an event that might have resuited in harm, but the problem did not reach the patient because of timely intervention by other

staff, the patient or due to good fortune. of i include unsafe i errors, i use of il use
of faulty i and not ing proper

It is everyone’s responsibility to report and correct any of these potential hazards immediately.

This form can be filled out i without for iation, for the purpose of quality imp on systems, , and patient
safety (use extra paper or Word Document if needed).

Reporting date: Clinical Area of Incident (i.e. IPU, West Complex):

Date and time of Incident:

In detadl, describe the event or conditions that might have resulted in harm and the possible outcome (use additional paper as needed):

Name (Optional): Email Address (Optional):

Phone Number (Optional):

Submit this form 1o either smail; DOC WP HS Near Miss Reporting OR: peint and send to Luns Avery-F sirbanks (mailbos W24). For questions of cases deumed mmediately dangerous
Call SHt Liwutenant: WC- 6643; SC6418; ECAA2ZE.  n the Gave of an emergency coll 333

For Near Miss Safety C o
Date Reviewed: Assigned to:
Fact finding start date: Next Review Date:
Fact findings:
Mark all appropriate conditions: Type of concern:
©  Unsafeact
©  Near-miss ©  Unsafe condition of area
©  Safety concern ©  Unsafe condition of equipment
©  Safety suggestion ©  Unsafe use of equipment
O Other (describe): ©  Error in communication
©  Other (decribe):

Date Closed: ‘Committee Members:

WSP HS NMRS date 07/20/21v.5
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Implementation

Tracking # (¥ Dateie.

001-092120)

Dept. Patient involved YIN?

Name of patient

Type of
concern

Descripton

Corrective Action Plan (CAP)

CAP
Owner

Results

035092621 otk Theteare o wedg elevation dvios forour ptits it |1 Create HSR cokeiafor HSR v lowerextemity ~(Jim Duncan 812812k Nursig saidwedges e back-crdered. im vl reake HER it tobe submited to FIAD commitee. Vil report backin  weeks,
over ey edema Theeaeno HRsforthisand] | cevatonvedge
b s VADOC s, el he vedies e e meine,cveate thesevedges i SPL o
416 0nback orde,|ean think o 4 paents just off the o of tesepatents
myhead tha need these, The have been on back order or
fOIH2H Oid reoeive g levation wedges, uncan d indevidince based mediineto support bu st needs o develop aprotocolta present. Vil
need 10 be sentto FMO through Or. Cul
fOIGI2t Dumeanis vring a "5 type protonolfo use of bed wedges, This il then o to FAMCVHG Mediea for eviewtapprona
{01242 uncandone it protoeol VIl ave avalable o nest et miss meeting
i2: PA Dunean vilsubmi protaol o e and submission to FMD aroup et week
036-120721 ey South Clf Yes Unknown Unsafe Aot Patients etwened o Adams Uk afr astayin COA (E-t)|LPHhas roposed hatmedsbeputonPLNon  (Maryhn T2k Provides and ursingneed o beeducated on desied change nprotocolthat paiets disohaged rom COWE i e on i neunt
Wi KOP medeatons. Asthteis o oleythtlknowof | scharoe hom E-ter (OO suchtimethat ~(Cul MO prosidrrevens and assutes thek safety. O, Curl il putouk the proposaland askfor feedbac. Targed forimplementation: Januany 2022

thatwould prohdit m from eissuing these medicatons. He
Hhen owverdosed on these medications when hie retunedto

provider can evien forsafety and can conventto
¥ap

012812 Persomnelon vaoation at thi time, VIl Follow up mestneat miss.

ft22: Dseision of Neat Miss Commites i that o meds (medicaland menta eakh] should be PLL LIE afer discharge from COA. Primaryeare
Will it nd s ik Pkl Heakh,thethy il make aeam dacision regarding the safeyofchangingte status to KOP s appropeate
The timeling for thi evies o o is within 30 days ofdischarge from COR, Or Cur vl put o fo b to all of medical prior to

o
T
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Not reportable (exclusion criteria)

e Medication errors
= Reported on Medication Incident Reports
- Went directly to pharmacy
* Actual Negative Outcomes
= Events that reached the patient or staff

= Reported on Incident Report
- Went directly to appropriate manager
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Results

e Implemented from 9/29/2020 to 03/01/2022

= 18 months of reports

* Total of 40 near miss's report

* 30 reports from 09/29/2020 to 09/28/2021

+ 2.5 reports a month
* Report every 2 to 3 weeks
* Causes for decrease

« COVID 19 pandemic hit WSP
* Decreased staffing
- Staffing over worked
* Decrease in training of new staff
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Results by Staff

e Nursing staff: 8
= RNs
Chart Title > LPNs
= MAs and CNAs
* Medical Providers: 21

= Medical
lNurs.lngStaff. . Dental
B Medical Providers
= Others = Mental Health
e Other: 11
= Custody

= Administrative Staff
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Results Type of Near Miss

e Reported Events:
= Unsafe Act: 7
= Access to Care: 8
= Unsafe Area: 9
= Timeliness to Care: 12
= Use of Equipment: 1
= Condition of Equipment: 1

14

12

10

Unsafe Act Accessto
Care

Type of Concern

Unsafe Timeliness Access to
Area to Care Care

35.00%
30.00%
25.00%
20.00%
15.00%
10.00%
5.00%

0.00%
Use of  Condition
Equipment of
Equipment
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Improvements

» Patient accessibility

e Transitioning patients

 Safer patient environment

* Record keeping

e Communications

« Staff safety

* Fixed sidewalks

* Improvements in medical staff training
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Lessons Learned

* Need for ongoing training
= New Employee Orientation
= Annual in-service
e Near Miss reminders
= Newsletter
= Email
* Involve all personnel
= More eyes = more improvements
* Positively acknowledge the reporter
= Unless anonymous reporter
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Conclusion

e Improved patient
= Safety
= Access to care
= Staff safety
 Near miss is a proactive process
= Find it before it happens
« Empowerment of staff
= Sense of ownership
= Proactive process
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Questions

e And thank you!!!
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