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Purpose

The importance of communication between nurses, patients, and their family
members with respect to treating each other as partners in safety cannot be
overstated.




The Issue to Be Addressed

The Institute of Medicine’s (IOM) landmark report;

released in November 1999, notoriously reported
that 44,000 to 98,000 Americans died each year
due to preventable mistakes in hospitals.

Simple systemic flaws, minor medical errors, or “neatr-
misses” that could lead to improved patient safety are rarely
addressed or reported
(AHRQ, 2017).




Why is this important?

According to the Joint Commission

Released in 2007, Leaders can help create the
personal responsibility establishing trust and clear
performance expectations among employees

within a environment.

This includes and guidelines of
expectations and promoted behaviors.

When staff report close calls and hazardous
conditions, leaders can act by addressing
concerns, resulting in improvement in




Background Problem Statement

Studies suggest the ability of the bedside nurse
to effectively communicate, speak up about
concerns to with patients and

families, has a major impact on harm :
Improves , promotes the ability of patients
and families to , and improves
their perceptions of effective

(Rosen, Stenger, Bochkoris, and Kwoh, 2009).




This project aimed to translate existing evidence
Into practice to explore nurses’ ability to promote
safety partnerships with patients and families.

The impact to policy change in the organization will
be discussed as well as future global policy change
goals.

The use of simulation training was identified as
a way to improve caregiver confidence and
ability to report concerns.




What Was Done?




A systematic search of the evidence was
completed.

The quality of each study was assessed and
evaluated. Multiple studies returned examples
of the benefit of family centered care rounds,

family voice and implementing tactics to
Increase a safety culture and reduce potential
for harm.

A review of current internal policies that may be
Impacted was completed, reviewed and ranked
for urgency.




Summary of the Literature Review

November, 1999 brought about a release of a
report prepared by the prestigious National
Academy of Science’s Institute of Medicine
(IOM) making medical mistakes and their
magnitude of the risks to patients receiving
hospital care to common public knowledge.




Relevance:
Pediatric Heparin error
in 2008 at

Cedars-Sinai




presented by the patient

or family

promotes
teamwork and family—
patient empowerment.




Communication is often a point of weakness in clinical
settings.

May cause: safety risks, poor outcomes, readmissions,
and contribute to patient and family confusion (Institute of

Medicine, 2013).

Relation to Project: Communication Barriers were Reported by Nurses.

Barriers To Communication

Physical Barriers Language Barriers Emotional Barriers
Emotional Barriers- Not Ready  Expectations Prejudices
Hearing barrier Visual Barrier Resistant

Devices “‘Communication Ability Importance/ Policy Support



Caregiver Confidence in Communication

2LEEEE « Standards Changed and Organizational Stance

State |

Training “Focused on Communication” did not exist
No Guidelines/ Policy To Support Changes Needed
Lack of Consistency in Communication

¥+ Nurses Reported Low Confidence

Implement Simulation-Based Training
* Include PFCC Families in Training

* Improve Nurse Confidence
Implement New Standard (

Organization/ Policy Support)

A

Participate in simulation training

R_gtri‘znt « Provide feedback

2114l © Train as standardized actors

Council Pay it forward
Goal




Connection to purpose

Simulation

With Simulation equipment or humans/ Standardized Actors?

In Simulation Center or In-Situ?

Both areas valuable, was able to purcase equpiptment to tape the sim
for debriefing in-situ in the unit.

We did simulation with both.

If participants have buy in, both valuable.

Parents gave real feedback and examples of scenarios where a
policy or procedure limited ability to care for their child in the way
that they wanted.
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lation with PFCC Parents using
‘with child.

Discussed Safety and Psychological Safety with pare‘nts.




What Tools Were Used




*|ncrease
"near miss"
reports in
MIDAS

Improve
HCAHPS
Measure
"reporting
mistakes"

Increase
nurse
confidence in
conversations
around safety
and mistakes

Establish
family

participation in

simulation




*lncrease
"near miss"
reports in
MIDAS




Increase
nurse
confidence in
conversations
around safety
and mistakes




Establish
family
participation in
simulation




Improve
HCAHPS
Measure
"reporting
mistakes”




Approach Intervention

MIDAS- Education and discussions

Ongoing events review and recognition with
Multidisciplinary team

Public sharing, normalize reporting safety

HCAHPS Measure
PFCCC Partnership
Partner with Safety Team & Initiate Tools




Approach Intervention

Confidence and Communication- Simulation Center Training
Pre-Survey & Post-Survey on Nurse Confidence
Education & Role Modeling
Debriefing
Repeat

PFCCC Family Participation in Simulation
Broke ground!
Established Value
Offered Ongoing tools
Valuable input




MIDAS REPORTING

oal- Increase Reporting of Ne;
sses and Decrease the Report

of Actual Events




MIDAS Reports Were Considered a
“Disciplinary Tool”

“Write up”

Enter details about a “poor
outcome”

“Tell management about an
event’

“‘Report an error”

“Its annoying and busy work” Hazard
Who reads or reviews them

anyway?

“Don’t let patients or families

know any of this!”




Midas Events- Pediatric Unit 4 NE
Good Catch vs Near Miss Reporting
FY13-FY16 vs FY17-FY18 (Jul-March)

{ Intervention }

FY13-FY16 FY17-FY18
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ACTUAL EVENTS:
Midas Events- Pediatric Unit 4NE
FY13-FY16 vs FY17-FY18 (Jul-Mar)

JULY 2013 - JUNE 2018

Aug Sep Oct Nov Dec Jan Feb Mar Apr \EW

FY13-FY16 FY17-FY18 —Linear (FY17-FY18)




Child HCAHPS

Hospital Consumer Assessme

Healthcare Providers and Syst

Hospital Survey -
Child Version (Child HCAHP




Child HCAHPS Question

- Actual HCAHPS Question:

. Mistakes in your chi
can include things li

d's health care
ke giving the

wrong medicine or ¢
surgery.

- During this hospital
providers or other hospital staff tell

you how to report if
concerns about mist
child's health care?

oing the wrong

stay, did

you had any
akes in your
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FY18 HCAHPS Results

88%

40% 40%

20% 20% 20%
14% 12% . 14%
‘ |

Child Communication Teen Communication Adult Dignity and Respect
Commmunication

HCAHPS MEASURES FY2018 BY QTR

QTR 1 QTR 2
== (TR 3 QTR 4

Explained things
carefully




Nurse Comfort and Communi




Intervention:
NURSE COMMUNICAITON

What did we do:
GOAL: INCRESE CONFIDENCE AND COMMUNICAITON

Simulation Center Training

Pre and Post Survey on Confidence and Importance of this
Problem

Education
PFCCC Parents and Family Feedback
Ongoing Leader Role Modeling Shadowing and Mentoring

Rolled Similar Scenario with Parents in EBOLA Training In-Situ
Simulation




NURSE COMFORT

How Important Do You Feel It Is to Partner with Patients, Parents, and

Families?

Pre-Simulation Post Simulation

Question

Total

Question

Extremely 86.67%
important

Very i3.3396
important

24

Extremely 95.00%
important

Very 5.00%
important

Moderately 0.00%

Moderately 0.00%
important

important

Slightly 0.00%
important

Not at all
important

Slightly
important

Not at all
important




How Comfortable are you with speaking to parents or family members

NURSE COMFORT

about reporting a mistake and or concern?

Answer %

PRE SIMULAITON

Extremely 15.15%
comfortable

#

Answer %

POST SIMUAITON

Extremely 51.93%
comfortable

Somewhat 57.58%
comfortable

Somewhat 48.07%
comfortable

Neither 12.12%
comfortable nor
uncomfortable

Somewhat 12.12%
uncomfortable

Neither
comfortable
nor
uncomfortable

Extremely
uncomfortable

Somewhat
uncomfortable

Extremely
uncomfortable

Total

Total




comfortable are you with speaking t¢
amily members about a reporting mist:
concern?

Extremely Somewhat Neither comfortable Somewhat
comfortable comfortable nor uncomfortable uncomfortable

B Pre Sim Post Sim




Approach Intervention

Reviewed Unit Culture of Safety Scores

2015 to 2017 Favorable Improvements, continue to
alm to improve.

2018 Iin progress- New department created.

The unit reported that it is a “Safety Culture® However
the opportunities were with reporting mistakes.

This Survey was timely as the Simulation center
training had just started when results were received.




2015 2017

% %
Survey Item Favorable Favorable Change
Nonpunitive Response to Errors
Staff feel like their mistakes are held against them. 20.7 37.9 17.2
When an event is reported, it feels like the person is being written up,
not the problem. 31.0 37.9 6.9

Staff worry that mistakes that they make are kept in their personnel file.  13.8 24 .1 10.3

Communication Openness

- Staff will freely speak up if they see something that may negatively

affect patient care. 86.2 86.2 0.0
Staff feel free to question the decisions or actions of those with more :
authority. 58.6 65.5 6.9

Staff are afraid to ask questions when something does not seem right. 66.7 69.0 2.3




)pen Ended Feedback Post Si




Q - What is something that you lea
gained knowledge in that would yo

EVERY Simulation for future partic

Verbiage, remember how to talk to families.

Our families hear something completely different than what | say often and | need to
ensure they understood what | mean.

How to communicate better, US guided IV training was great- Skills and words.......

How to properly prepare parents and patients on procedures, explaining

Assess interactions with patient and family and consider more involvement with patient
and family members as to their comfort and encourage involvement

| Made me think “how to word or describe things differently” i.e. Social Work

some different ways to communicate and explain things

| learned better ways to explain things to patients/parents

explain in detail, | will wait to make sure they understand and ask to teach back what
they know

eye contact, presence, sit down and talk with them.




Do you feel that this training will i

r communication and or clinical pr

Do you feel that this training will improve your communication and or clinical
practice?

| didn’t know | needed it until | needed it. |
feel like | wish there was a place to "Ask a
parent".

Yes, please have the residents and the
phlebotomy come to this class.

Watching the video gives the opportunity to
evaluate your communication techniques.

Yes, | learn better with practice. | can adapt
many of these sKills to clinical practice.

Thank you guys yes this helps a lot

Yes, When can we do it again?

Yes, in terms of finding different ways to
communicate ideas and procedures

Yes makes me think, what would the
parents think about this when we
implement new processes

Debriefing is great, need to debrief a lot
more.

Yes, can we focus on what else we can say
to better communicate?

Yes, thank you for good tools

Yes, have other people come too, have the
MD’s




Simulation Impact




Created a Template for Simulation based on California
Simulation Alliance (CSA) Templates

Updated internal template for simulation and added a line for
PFCC/ Parent Council volunteer role, patient advocate role.

Trained Parents (And Teen Volunteers) as Standardized
Actors

Simulation Process- Prompts for Patient volunteer. Simulation
center staff and PFCCC volunteers can speak to the “Why
would we need that” if asked.

Updated Organizational Policy on Including Non-Employees in
training and Simulation.

Created situation that was likely and created need for communication about
a mistake.




Simulation

Many Policy Changes:

Change to the House wide IV policy, bedside procedures, initiation of
anesthesia and discharge planning policies.

Technology for Communication- - Isolation Communication

TV’s Installed with ability to ensure family Safety Rounds Participation.

Initiated and adult version is in the works.
House wide visitation policy

MIDAS system being replaced and part of RL Soluitons build will include
Near Miss Reporting call out and recognition.

Policy on transparent mistake reporting training and process change.

Initiated new Partnership with the Institute of Patient and Family centered
care.




PFCCC Participation

“Will you be involving
a Family Centered

. ***FOR INSTRUCTORS & SIM OPERATORS ONLY
Care Council member : T

or volunteer in your
simulation?”

Diagnosis:

Target Audience: Pediatric Nurses

Prerequisite knowledge and skills: Pediatric Nursing, Family
centered Care, IV skills

Parent Voulenteer/ PFCC Participant:

. e ‘This is a three-year-old male child who was admitied to the ED at 4:30 AM this morming by night shit sad you
Are they an Oﬁ:lC'aI ;us?cmﬁ;;&todayshﬂﬁemothubmnghthmmmof poor feeding, weakness fussiness and just not
= ” You are the primary RN your charge nurse welcomed the patient into the room and you just completed bedside

HOSpIta| Volunteer? handoff. You introduced yourself and are reviewing your pending orders.

New orders: STAT IV Fluid Bolus with DSLR with one 300 MLs over 2 hours, Lab Test with IV start: CBC,

CMP, Temperature monitoring q shift and pra, Diet as tolerated. |

You notice the child is cool and sluggish.

Parent seems upset/ distraught

Medications: None at this time.




Average cost per episode Sustainable?

One Medical Error Current cost of medical « Preventable Harm
errors can be estimated at * May have impact hours to
$20.8 billion years to indefinite time.

$75,000- $100,000/ year * Underreported

Online Training Course $10,000 * Yes however inflation

90-240 hours to produce costs unaccounted.
~ One day or online hour $8,880-$28,640 * Yes Per person Purchase.

program 100-160 hours to produce

Facility Led Simulation $5478 * Yes and Replicable

training (Project utilized $206/ per person « Content utilized

Here) 195 hours to produce repeatedly.

Cost for this Project with $14,978.00 ($453 per Nurse) * Yes.

Staff costs




Studies have suggested that the economic impact is
actually much gr ce thought.

If one applie
250,000 p | errors—
and ass > at

' s for those

' -) to the




PARENTS

Conversations around
reporting mistakes.
Improved
Communication

With our PFCC
Parent Council
Members!



PARENTS
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Parent Feedback in Debriefing opened the eyes of the Nursing Staff. g
Brought to light more change was needed!




Leadership Support
demonstrated Value.

Debriefing and
listening the team
assisted each other.



Key Findings

Outcome Review




What did | not anticipate, were made!

Initial buy-in that faded over time with changes in
financial models, tools changed, stay to course, fall back to roots.

Needs Organizational support and structure, have
replicated in various areas but not set as an organizational standard.

Executive leadership changes,
organizational focus changes, expectations and focus of the Project

manager changes, Safety office support and new programs with
Patient Advocates

Offering and new perspective




4

Impact to the
Profession of Nursing




Impact to Nursing

As a profession moving forward, how will this impact our profession.

Safety rounds and staff reporting with issues. The other side of the coin
IS partnering with patients, parents and families to take a team event
towards safety. Importance of the Parent and patient voice, policy
changes receive IFPCC input. Celebration and tracking of near misses.

Opportunity to train staff and PFCC families together. Debriefing very
valuable for all, utilized in Actual Events outside of a formal RCA.




What are the next steps

Moving forward:

Increased and Consistent Training Standard for all Nurses, and
Clinical Staff through Simulation

Recognition and Celebration of Safety Concerns and Catches




f“‘}é‘é’*—; - The organization
Nippos — i recognized the win
¢ " and made policy
changes to
implement more

process changes.




Future of Safety Culture

Developing a reporting culture: Learning from close
calls and hazardous conditions

4 E Tool Published.




Future of Safety Culture

Establish Trust
Encourage Reporting

Eliminate the Fear of Punishment

Examine Close Calls or Near Misses
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Conclusions and
Summary




Conclusions

This project produced both quantitative and qualitative results
supporting the project goal at a

Results demonstrated an scores reported
by parents about their confidence in reporting mistakes or errors.

Nurses reported an post-simulation in
communication around talking with families around reporting mistakes.

PFCC Families and demonstrated value- Included now
with organizational changes and debreifing.

MIDAS “Near Miss” events Actual Events




Tools Created




ADDED:

SPEAK UP, PFCC

Volunteer/

SPEAK OUT FEUIAT

Actor Role
in
Simulation
Scenarios.

ADDED:

Electronic
Messaging in -
Bedside SAFETY:
"MyChart’ Safety Rounds
Created By and Safety
Family Star
Council. Recognition of
ol el Near M_iss
think is a mistake, please inform any member Reporting

of your care team.




What did | learn; Create Tools

Today's Date: f! / (mm/dd/yyyy)

Am—— The “POKE PLAN” was

How would you describe your/your child’s experience(s) with previous needlesticks/procedures?

I:]no problems I:] cries I:] worries [:] very fearful [:| no previous experience i n iti ated a n d a d O pted .

Comments:

Information:

During a procedure, would you/your child like (check all that zpply):

Communication
Expectations
How to share concerns

[:] verbal cues

|:| curtain pulled/privacy D count out loud “1, 2, 3" then poke

People: Who would you/your child like to be present?

[ Jparent [ |nurse(sjonly [ _]Child Life staff member (if available)
Position: Would you/your child prefer to:[_|lieflat [ Jsitup [ _]sit with adult caregiver/be held
Watching: Would you/your child prefer to:|_|watch [ | not watch

Distraction: Would you/your child like (check all that apply):

|:| bubbles |:| book I:Iglitter wand I:[ pin wheel |:| TV/video D none Ad u It Ve rS i O n i n th e WO rkS !

|:| other (specify)
Comfort Measures: Would you/your child like any of these comfort measures? (check all that apply)

For infants: I:l swaddle I:l caress I:[ pacifier l:l sucrose/Sweet-Ease

Children of all ages:

|:| imagery (e.g. my favorite place) |:| deep breathing ]:| squeezing someone’s hand

[:| playing a game (if possible) |:| my personal comfort item (blanket, stuffed animal)

Today's Date: Y / (mm/dd/yyyy)
Poke Plan for (child's name):

Would you/your child like any of these comfort measures?

I:l LMX (numbing cream) l:l Buzzy I:l Pain-Ease cold spray I:

Additional comments and notes:

How would you describe your/your child’s experience(s) with previous needlesticks/procedures?

If the poke plan does not result in a successful needlestick with minima

aptions to complete the proc Dnn problems I:] cries D worries [:] very fearful [:l no pravious experience

Adapted with icn from L ity of .5, Mott Children's Hospital poke program.



Implementing Better Together
The Institute of Patient and
Family Centered Care program
to partner with families.

Institute of Healthcare Improvement
education series around patient
safety:

Better Together

Partnering with Families




Partnering with

Parents and
Famihies for

Repeat Ebola saiety
Drill Training! [ER7SSSESEraaes

-l Lel] | _opemy | are valuable partners
| | . " * | in your care. Cedars

ﬂ___, . Sinai Medical Center

! a Pediatrics, Pediatric

JHn g, . Intensive Care Unit
(PICU), and

Congenital Cardiac
Unit (CCICU)

encourage you to
participate in

medical and care and

P ¥y decisions.




More Change
After Each
Simulation with
Families.




- Thank you for asking my opinion

| want to help

| just don’t want anyone to go through what |
did (or other kids)

How can we change the minds of the

organization?
Ar o

‘z,« at : can we work on’?

Y al



Did we meet our objectives

(Thoughts)?




Review of Purpose




Parent Mentors and pati

Jojo Smith, Caitlyn Me:
Massey. _

vo ice and feedback is invaluable;
ey, Bryce Caufiel teye Guerrero, Veronique

Ny — =
= = " .

Mary Lynne Knigh
Adjunct Faculty
Healthcare
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