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6 Ql Tracks & 4 Domains

2. Patient Safety
3. Clinical Population

1. Unit Optimization

4
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FUVIW /4 Standard Implementation

2dANS

5. Strategic Management
6. Self Assessment
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Track 2 : Patient Safety

wumummmamqmaaﬁamiw'ﬂumu

l7Uve lg it AanITuNLNIG
RCA, Standardized Work

@388 PSG: SIMPLE & Improve

NUNIK / ’J’]G§$UUU%%’]§@1’J’1NL§UG
A 6 A b Q/ 1
AATTRANMULREI/UDINn (RWHILINW/IZTUUIW)

Trigger Tool

Hiﬂﬁ ﬂ’]TITE]Ha & ITUUUIHITANINLFE



Track 2 : Patient Safety

wumummmamqmaaﬁamiw'ﬂumu

l7Uve lg it AanITuNLNIG
RCA, Standardized Work

@388 PSG: SIMPLE & Improve

NUNIK / ’J’]G§$UUU%%’]§@1’J’1NL§UG
A 6 A b Q/ 1
AATTRANMULREI/UDINn (RWHILINW/IZTUUIW)

Trigger Tool

Hiﬂﬁ ﬂ’]TITE]Ha & ITUUUIHITANINLFE



n1susznuamnIw

1L

nasns=itWa THiInaa WUl
9NSsSUNISUSNISSnYIwauUlal
navdUdIMdAIIUAdVNISIIAS
A2 ANANIVYDVW [GUSNNS

laalddnanirwdoda

n19lugoulgadBITW




AIDENIAMNINNEINN & MINTZIM
Tngiszananaae

ﬁﬁiﬁﬁéiaﬂ%mmsvﬁmﬁfmmﬁér’mmwwqﬁmm‘igﬂuﬁmy
gmmﬁﬂmgaﬂ‘n 2 mﬂﬂiimmﬂumm“lﬁmmmmiwmwa
ulada 3n%e naashsuasd zl'lu'“lemmmwum Jalums
wmﬂum'Zwma?wwﬂaymmmwumaumﬁnm seE2Ia1
waznssnIslumasuiiunts iy %mﬂumm“!ﬁiwfﬂmu
ﬂﬂquﬁ‘nﬂuﬂ?1!1]1!?1313»11.]30,1111]!@1!!@66[16\‘1%1!@181] 2 99N
Jaen2 MaziadtasfoSuAa¥alsMa W lrunaunuun
Tann




AMNIAHUNYINVUNEIVIA

0 = a A ' Yo AT Y
* uagh 4 (W) e ITITNNENLIALDNINUNIINDY
Y 49’91 ] \ = i Yo Yy 1
winudaaduihaioimarulsuazlasuenez lsing
! Y A S A ' dw A = Y
sumeling weaiuAaw Ui I T w1 1a9A04
4 Y Jd ¥ Y A Y A o Aﬂ'
ualunngn1vealvrseN Y3115 v038 a4 (W )N
ﬂumweﬁmNﬁnmmmﬂﬂwﬂmﬂ’smmﬂ‘;mgpmuaﬂ
4 (wemna) itlal¥nnusziiasz Seenarumneninari
InswounalimaIdanaznginisal Suasi 4 (wenna)
INANNAAIIMNN 04




W QJ U/
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Death
Disease
Disability

Dissatisfaction
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(Risk, Safety, and Quality Management System)
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9. Human Factors Engineering
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Human Factors Engineering is the discipline concerned with | <11 )
understanding human characteristics and how human ABNNIADT
Interact with the world around them, and the application of nuunass

that knowledge to the design of systems that are safe,

efficient, and comfortable. 989




f}
€ s s s
& amuuwmmLLaz‘sUiaaqmmw‘[sawm‘U']a

9. Human Factors Engineering
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Human Factors Methods

e Field Observation

— Take note how work is carried out, who, what they use, who they
interact with, environmental factors

 Simulation or Bench Test
— Simulate a process using different scenario
 Information Requirement or Functional Needs Assessment
— Identify what information a user need to carry out specific task la
agvlsnvzaasritazlsininaaly
 Heuristic Evaluation
— Does the software provide functionality needed by the user
— Are the button grouped in a logical fashion

— Is there sufficient feedback to tell the user he has completed the task
correctly

— Is it obvious what a user must do next
e Cognitive Walkthrough

— A user is asked to walkthrough a device or process, thinking out loud
or providing commentary on what he is doing and thinking at each
step
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Human Factor Engineering
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10. Root Cause Analysis
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Root Cause Analysis (RCA)
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The RCA process convenes
multidisciplinary teams to
Investigate each event to
determine root causes or
contributing factors and then
Identify corrective actions and
outcome measures

Derosier,2002,P.249



Root Cause Analysis

72 1S a method of
Investigation. The

purpose Is to identify
organization deficiencies

)




That may not be immediately
apparent and which may
have contributed to the
cause of the event. A RCA
report also includes risk
reduction strategies to
reduce the chance of a

similar event occurring
again.



RCA @ Is a process,usually
reactive ,for identifying the
basic or causal factors that
underline variation In
performance and which
can produce unexpected

and undesired adverse
outcomes.



X a team-base, systematic
and proactive approach

X process or design can
fail,why it might falil

X how It can be made
safer.



% Purpose FMEA for
JCAHO identify where
and when possible
system failures could
OCCur

X To prevent those

problems before they
happen
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The three

levels of
cause

nsequences

Action

Intent

Component
Causes
(Physical)

Decision Roots
(Human)

Deficiencies In
Organizational
Systems (Latent
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(Miron,2003,P.38) ‘

1. Single Event analysis (Localized failure)

2. Multiple event analysis
- Mapping

- Analysis of risk factors
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Cognitive Walkthrough
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Review

Turning Point
Report AE Cognitive Walkthrough
Human Factor Engineering

Trigger
Prevention
Build-in
Quality Trace/R2R
KA/SA
Knowledge Asset

Self Assessment



Day 1 Day 2 Day 3 Day4 | .cocoenene. Day12  |......... Day 15/1

I 6- I 12- I 18- 0- I 6- I 12- I 18- 0- I 6- I 12- I 18- 0- I 6- I 12- I 18- 0- I 6- I 12 I 18- 0- I 6- I 12- I 18- 0- I 6- I 12-

Dx: PU (@nuulaandl 2 Tu)

x: CBD Stone with gall stone -> consult Surg

Surg: fatty liver with hepatitis (CBD <8 m

Dx: Ob ;;'uctive jaundice (CBD stone) & thrombocyitc

Refer W ¢, for ERCP
Dx CBD stone
Admit
Day 15/1 Day 16/2 Day 17/3 Day 18/4 Day 19/5
0 IG io- iu- : 0- 6: |12 |18 0 IS |12 |18 0 |6 |12 |18 0 IG |12 |18 0 IG I

x CBD stone Admit (marked jaundice)

Dx: GS, R/O GB tumor UDG upper abdomen), 58%n USG ERCP. plt 63,000 SalA%ad Ihita
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Day 19/1 (1&13) Day 20/2 (anfiag]) Day 22/3 Day 23/4 Day 24/5

0- | 6 | 12- I 18- 0- | 6 | 12- | 18- 0- | 6 | 12- | 18- 0- | 6 | 12- | 18- 0- | 6 | 12- | 18- 0- | 6 |

US: gall stone, dilated prox CBD

Scope nuilwnawlaawias 9 aulala
Op: Explore lap, cholecystectomy, explore CBD c T-tube spheterectomy

Postop Dx: CBD stone, gall stone, acute cholecystitis
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Human Factor Engineering
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Patient Safety Goals / Guides :

Safe Surgery

Infection Control ——

Medication & Blood Safety

Patient Care Process

Line, Tubing, Cathether

Emergency Response




Gap Analysis : SIMPLE

v o [
YBUBEWIIIN SIMZLE SDas=No=180n
Wiazadatznisan Masaniazlslanwi
SURGICAL SITE INFECTIONS
GAP ANALYSIS
&: Does notinclude all recommendations — refer to 551 Guideli nkings — see page 3
+ —_— . L3
Recommendation Current/:ActuaI Desired Practice Action Plan
— = Practice s - B

Preoperative Hair Removal:
Do not remowe hair unless necessary to facilitate
sumery (14

Ifh:?irr%rl'nmf_tehd, ?n{mmnle_diatelytﬁfnre surgery, A- d. A aa A . & ai

preferably with glectic clippers (1) danudnuaase 3ILBIN action

Preoperative shower or bath: @ 9 o

Shower or bathe with antizeptic at feast night %ﬂﬁ)ﬁ]u% ANINNITNTIIN gLIidEIine
9

befare surgery (18]

Patient Preoperative Skin Preparation: sl quu L'é Y- Lﬁ%ﬂ 1) 0%%\1
q

Lsg appropriate antizeptic far patient skin prep
{18} {alcohal, indinefiodophars gZHG, triclosan)

Preoperative hand

FPerfarrm sundical scrb for Sl 2 — 2 CHNULesS
with appropriate {18)
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Harm
from
nature of

Incident &
Harm (AE)

Incident
Without

Harm
(Near Miss)

Risk=aswwurv=itu
noaifia incident

Hazard=anwun1sni/n1sns:rin
nihung Risk n3aiiiu Risk

Contributing Factor

(external, organizational,
Staff, patient)

Harm=physical or functional impairment,
Includes disease, injury, suffering, disability and death

nwn 1 anunuiegevdiildineonu Patient Safety las WHO?2
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e Adverse drug event (ADE) wanedis wanisailsine
UizaﬁﬁﬁLﬁﬂﬁuﬁuIﬁ"l'.l'aﬁlﬁ]"lﬂﬂ']’iélﬁ'ﬁl']u,agiaﬂ‘zitﬁﬂﬁ]']ﬂﬂ']’i
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e Preventable ADE wanails itnamsailsifedszasaniiin
Junuefiliearnanaiianas (Error) aiiadulunszuiunisde
wazlden %etﬁmmﬂqméam%aswuLtazL‘fJuﬁeﬁ*ﬂaaﬁ’ulﬂ”



iAol LWL seava

= Adverse drug reaction (ADR) w3a Non-preventable ADE
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e Potential Adverse drug event sunais ANEANA (error)
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e Medication errors wmam ANERNA (error) AAnauly
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Adverse Drug Events

* msazdannsauadanisal (incident reports)
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Adverse Drug Events
lme38 Chart Review

Symptoms or actions suggesting an ADE,
potential ADE, or medication error

Diagnoses assocliated with ADEs, potential ADEs,
or medication errors

Use of specific drugs suggesting that an ADE
may have occurred

Laboratory triggers



Chart Review:
Symptoms or Actions

Change In mental status

Sudden drop in blood pressure
Sudden drop In oxygen saturation
New rash

New diarrhea



Chart Review:
Symptoms or Actions

Changed or clarified physician’s order
All Time changes on the medication administration record
Outdated narcotic orders

Late doses
- Regular doses Dose delayed > 6 hours

- Stat doses Dose delayed >1 hour
Ordering C. difficile toxin or culture
New allergy listed



Chart Review:
Diagnoses

Polyneuropathy due to drugs (357.6)
Other specified gastritis (535.4)
Nephritis and nephropathy (583.9)
Contact dermatitis due to drug (692.3)
Dermatitis due to drug (693.0)
Urticaria (708)



Chart Review:
Diagnoses

e Anaphylactic shock, not elsewhere classified 995.0

e Adverse effect of drug, not elsewhere specified 995.2

e Late effect of poisoning due to drug 909.0 Poisoning by

Antibiotics 960

Other anti-infective agents 961

Hormones and synthetic substitutes 962
Systemic agents 963

Agents that affect blood 964

Analgesics and antipyretics 965
Anticonvulsants,antiparkinsonian drugs 966
Sedatives and hypnotics 967

Other central nervous system depressants 968



Chart Review:
Diagnoses

e Late effect of poisoning due to drug 909.0 Poisoning by

Psychotropic agents 969

Central nervous system stimulants 970

Drugs primarily affecting autonomic nervous system 971
Cardiovascular drugs 972

Gastrointestinal tract drugs 973

Water, mineral, and uric acid metabolism drugs 974
Agents acting on muscles and respiratory tract 975
Topical agents 976

Other and unspecified drugs 977



Chart Review:
Use of Specific Drugs

Angiotensin |l receptor
blocker

Angiotensin converting
enzyme inhibitor y

Diphenhydramine
Flumazenil

Sodium Polystyrene
Sulfonate

Naloxone

Nystatin or
clotrimazole

Oral metronidazole or
vancomycin

Vitamin K

Topical steroids

Vaginal antifungal
agents



Chart Review:
Laboratory Triggers

Anemia

Leukocytopenia
Thrombocytopenia

Raised bilirubin

Raised bilirubin
and ALP

Raised ALT or AST
celecoxib,

Antiplatelet agents, antithyroid agents, oral
steroids, lithium, niacinunsaids, warfarinu

Carbamazepine, clozapine, ganciclovir,

Diuretics, Hz2blockers, procainamide, quinidine,
sulfonamide, sulfonamide antibiotics, ticlopidine

Cyclosporine

Allopurinol, amoxicillin/clavulanate, azathioprine,

chlorpromazine, chlorpropamide, tolazamide,
tolbutamide

Amiodarone, atorvastatin, carbamazepine,
cerivastatin, cyclophosphamide, divalproex,
erthromycin, estolate, fluoxetine, fluvastatin,
ibuprofen, isoniazide, lovastatin, methotrexate,
methyldopa, metformin, nefazodone, nevirapine,
paroxetine, pioglitazone, pravastatin, rifampin,
ritonavir, rofecoxib, rosiglitazone, sertraline,
simvastatin, sulfamethoxasole, sulfasalazine,
sulfisoxazole. tetracvcline. valproic acid.



Chart Review:
Laboratory Triggers

Hyperkalemia

Hypokalemia
Hyponatremia
Hyperglycemia
Hypoglycemia
Hypoglycemia
Raised creatinine

Raised BUN
Falling TSH

ACE inhibitors, COX Il inhibitors, NSAIDs, potassium

sparin dluretlcs potassium supplement
trimethoprim

Digoxin, non-potassium sparing diuretics
Diuretics

Oral steroids

insulin

ACE inhibitors, allopurinol, ARBs, atenolol,
azathioprine, cyclosporme dlgoxm dluretlcs
enoxaparin, ganciclovir, metformin, NSAIDs,
procamamlde tacrolimus

Diuretics
Levethyroxine



Chart Review:
Laboratory Triggers

Raised blood level Lithium
Raised blood level Carbamazepine, cyclosporine, digoxin,
or no test for 12 phenobarbital, primidone, phenytoin,

months procainamide, quinidine, theophylline, valproate
Raised INR Warfarin

Positive fecal Antiplatelet agents, antithyroid agents, oral
occult blood steroids, lithium, niacin, NSAIDs, warfarin

Positive C difficile Antibiotics
toxin or culture

No WBC test for Clozapine
1 month

No creatinine test Allopurinol, azathioprine
for 3 months



Classification of
Adverse Drug Event/ Medication error

l Incident j
Medication error ADE with ADE without
medication medication
l l error error
Potential Medication
ADE 2rror
without
potential
harm
l Y Y Y
Severity Stage Severity Severity
Stage Responsible Disability Disability
Responsible person Preventability
person Ameliorability
Stage
Responsible
person




The Global Trigger Tool

Review a minimum of 20charts per
month for each hospital.

a length of stay (LOS) of at least 24hours.
Review only completed charts

Review each chart for no longer than
20 Minutes,

. train new users of the first 20charts



The Global Trigger Tool

6. Reviewers should examine charts looking for the
following:

A. Discharge codes (particularly infections,

complications, or certain
B. Discharge summary

C. Medications ordered the medication administration
record



The Global Trigger Tool

6. Reviewers should examine charts looking for the

following:

Lab results
Operative record
Nursing notes

Physician progress notes

I & m m O

History & Physical, Consult notes, ED notes)



The Global Trigger Tool

7.Global Trigger Tool

Cares
Medication
Surgical
Intensive Care
Perinatal
Emergency Department
Cares and Medication modules.

oo



The Global Trigger Tool

8. A positive trigger

9. If no adverse event is found, looking for other triggers.
adverse eventis harm to a patient from the
viewpoint of the patient.

10. Fill out the bottom of the Global Trigger Tool Worksheet
adverse events/1000 patient days

monthly on a run chart.

11. The specific events should be categorized both by harm

category and type safety improvement efforts



Global Trigger Tool Worksheet

Care Module Triggers

Event Description
and Harm (E-I)

Cl

Transfusion or use of blood
products

C2

Any Code or arrest

C3

Dialysis

C4

Positive blood culture

C5

X-Ray or Doppler studies for
emboli




Global Trigger Tool Worksheet

Care Module Triggers + | Event Description
and Harm (E-I)

C6 | Abrupt drop of greater than
2520 INnHemoglobin or

Hematocrit

C7 | Patient fall

C8 | Decubiti

C9 | Readmission within sodays

Cl10 | Restraint use




Global Trigger Tool Worksheet

Care Module Triggers

Event Description
and Harm (E-I)

C1l1

Infection of any kind

C12

INn hospital stroke

C13

Transfer to higher level of
care

Cl4

Any procedure complication

C15

Other




Global Trigger Tool Worksheet

Surgical Module Triggers

Event Description
and Harm (E-I)

S1

Return to surgery

S2

Change in procedure

S3

Admission to intensive care post
op

S4

Intubation/Reintubation/BiPap in
Post Anesthesia Care Unit (PACU)

S5

X-ray intra-op or in PACU




Global Trigger Tool Worksheet

Care Module Triggers

Event Description
and Harm (E-I)

S6 |Intra or post-op death

S7 | Mechanical Ventilation greater than
24 hours post op

S8 |Intra-op epinephrine or nor-
epinephrine

S9 | Post-op Troponin level greater than
1.5 mg/ ml

S10 | Change anesthetic during surgery




Global Trigger Tool Worksheet

Care Module Triggers

Event Description
and Harm (E-I)

Cl1

Consult requested in PACU

C12

Pathology report normal or
unrelated to diagnosis

C13

Insertion of arterial or central
venous line during surgery

Cl4

Operative time greater than s
hours

C15

Removal/ZInjury or repair of
organ




Global Trigger Tool Worksheet

Medication Module Triggers

Event Description
and Harm (E-I)

M1 | Clostridium difficile positive
culture

M2 | Partial Thromboplastin
Time greater than 100 seconds

M3 | International Normalized
Ration greater than s

M4 | Glucose less than so mg/dl

M5 | Rising BUN or Serum Creatinine
greater than :times baseline

M6 | Vitamin K administration




Global Trigger Tool Worksheet

Care Module Triggers

Event Description
and Harm (E-I)

M7

Benadryl (Diphenhydramine) use

M8

Romazicon (Flumazenil) use

M9

Narcan (Naloxone) use

M10

Antiemetic use

M1l

Over sedation/hypotension

M12

Abrupt medication stop

M13

Other




Global Trigger Tool Worksheet

Intensive Care Module Triggers

Event Description
and Harm (E-I)

|1 | Pneumonia onset
|2 | Readmission to intensive care
|3 | In unit procedure

14

Intubation/Reintubation




Global Trigger Tool Worksheet

Perinatal Module

Event Description
and Harm (E-I)

P1 | Apgar less than 7at five minutes

P2 | Maternal/neonatal
transport/transfer

P3 | Magnesium Sulfate or terbutaline
use

P4 | Infant serum glucose less than so
mg/dl

P5 |s3rd or sth degree lacerations

P6 | Induction of delivery




Global Trigger Tool Worksheet

Emergency Department Module + | Event Description
and Harm (E-I)

El | Readmission to ED within ss

hours
E2 | Time in ED greater than s
hours
Nt ldentifier Total Events Total LOS

Write descriptions of the events in greater detail on reverse



Global Trigger Tool Review

Chart LOS Triggers Events (note Harm
trigger
identifying)
Totals

Total number of adverse events/Total length of stay (LOS) for all charts
reviewed x 1000 = Adverse events/1000 patient days
Events / Total LOS for all charts reviewed x 1000 =
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Trigger Tool -> Identify Adverse Events

-

H‘S(;IeRCT \ Trigger  tAsewlilsidndl adverse event n3alsl
_—
Iign Ris Reviewed bisnTusaslsgiieadasiu case asan
Charts \laailes adverse event AuszuuAgazas

Readmit, ER revisit

Death / CPR .
Complication Portion of

ADE & ?ADE Chart Reviewed

NI & ?NI

Refer

Incident

Unplanned ICU
Anes complication
Surgical risk
Maternal & neonatal
Lab

Blood ~ Harm Category

Pt Complaint - Assigned
Nurse supervision

Total Hospital Days

'

AE / 1000 Days
4

End
Review
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Work Flow
MIaumANMaLaag Tr'igger' tool

Global N Review Med. Rec.
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Criteria for Select Med.
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Track 3 : Clinical Population
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l#aIn1usa8NI9AARN (Clinical Tracer)
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Asthma: Treatment Goals

C1Q Standards

Customer need
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VSM & Integration of All Efforts

Six Sigma / R2R

Health Promotion

Spiritual / Humanized Healthcare

Standards / Clinical Excellence

Safety & Risk Management

Delivery / Waste Reduction

P/T: Processing Time
FTC: First Time Quality

Value Stream Mapping (VSM) for a Clinical Population
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AANNgatUaIm19Adalin (Clinical Waste)

e Unable to access, waiting

 Delayed & wrong diagnosis

 Delayed & wrong treatment

e Over-use/under-use intervention & technology

* Error & adverse event

e Communication failure

e Co-ordination failure

* Inadequate knowledge & skill

* Role confusion

* Obsolete technique & technology (& malfunction)

aagalanuaitdinniiesle agiluudng



Six Sigma, R2R, Reliability Science

Statistic &
Research

Reliability

R2R
Science

Six Sigma

Y defect 1ilu 10 -
1o human factor tiWaaa defect

3o defect 11lu sigma |
1A/56 I93anaznaaadtiaan defect
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Tracer
Methodology



What is Tracer Methodology?

udsnsUssinn lowa bunnsdsslin performance
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An evaluation method that is an effective way to assess a healthcare

organization’s performance of care and the services provided as viewed
or experienced by the patient.



Tracer Methodology
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Tracers provide the methodology to
assess an organization’s systems and processes by;

* Following the treatment path an individual patient has taken in the
hospital, or

» Following a process in the hospital from a beginning to an endpoint.
« Itis about areas for improvement



Tracer Matters!!!

v

tﬂl A t:il t:il [

Lmaawaﬁlﬁ@ﬂgwwmm% A tool used by the surveyors
d' A /;a

Lmaawaﬂszmu@maa Self assessment tool

LHILUAMUNTANUDIBIANTBLNIGaLAY Continuous organization

readiness

ﬁaﬂﬁwﬁag:al,ﬁum:muﬂﬁ Process focused activity
ma”@qﬂaﬁﬂizmw,muﬂ Remove barriers between departments

Aiaoidugaaudnand The patient is the focus
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Tracer Selection Criteria

NIRRT ALALRADNITNNU U YA IBARYNTIN 818N

ﬁﬂ')ﬂ%ﬂqa Top diagnoses and procedures. (surgical, medical,

intensive care)
7 | I . . .
Wilhawanidan A patient on dialysis.

é’ﬂ’w%mn% A psychiatric patient.

U1 (3 ; . .

Wila8Lan A pediatric patient.

U1 A v v A wA aAa > .
dilanlasunmInsranmerasdjiams/nITnInany A patient
receiving lab/imaging services.

é’ﬂ’)&l‘ﬁlﬁ%ﬂﬂ'mﬂ']wﬂ’]ﬂ'ﬂ A patient receiving rehabilitation services.

é’ﬂ’)&l‘ﬁ%ﬁf']%ﬁﬁﬂ%{%‘é\iﬁ% Patients due for discharge that day or

the next day
NNTATNIDYATWHITUL System tracers.



Patient Tracer
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An individual patient tracer:
* Follows the experiences of a patient
e Throughout the healthcare system

* And always thinking about the patient’s care in relationship to
compliance of the standards



Getting Started

ﬂ’J’]ﬁJ&lGﬁJ%"U BdeJeIT13 Organizational Commitment

> ABATHIS U (HNauTN) MRUALIAT LRSTRUANITINHIU
Set a start date (training), timeline and reporting schedule

» atnaan TNz duwfize I aIuedi3nen Don't expect to be
experts at first

& A > A A oA Y
>L@ﬂ%ﬂ%ﬂiuLﬂaﬂumzmumi APIINENIY LLESIZ@I@L%‘LL Be willing
to modify your process, tools, and focus

> 1INIAUNNIRE mﬁﬁmmvlﬂﬁqmmw LRZANNUREAN VD

ApleH (nadn eainmasdsdumadjufanuanasgin)

Frame all communication around patient safety and quality
improvement (But remember you are assessing standards
compliance)




Requirements

Lﬂ”]lﬁ]LLazLLﬂam’mmmU&J’lmg’maﬂ’lagﬂﬁad To know and interpret the
standard correctly

Lﬁ?lﬁ]ﬂf]ﬁll&cl;\‘i‘ﬁw’]UT@O&IW@]?@]% Understand the intent of the standard

LENUEEANNUANGATENININTU JUATIANFANLNIATIIH To differentiate
between best practice and the standard

AMNENNID NI TN L EIRINWUNLNIAT3I% The ability to link the
findings with standards

= = o
LNBNAEWINIEUIWNIT To lead the process

NNPFENIIRDRIING — ﬂ’]i‘V\laamdmiﬁl Good communication skills - Active
listening

TNH AR LU LA@TIUTZLAY Time and topic focused
aNutianein Flexibility
ANMNEINITDIATLANEANNTELINBNT Ability to drill down in the process

nnuzlun13aId1any Skills in asking questions



Recommendations

BUIIAADIAIINULAZNIZUIRMIAAEITEUY 1631 UNIRNa laae

Lﬁﬂvllﬂul’%@aa@nm tFocus on holistic approach and system thinking
process . Take all the standards with you ! Keep them in your mind
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ATNIDYLANISINY Be systematic and develop your plan about the areas that
you need to cover in a specific tracer
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N8 89 When you visit any department .. There is a potential to assess any
related standards

dl A /a v | o 1 1 o dl A
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ﬂi&Lﬁ%ﬁ‘l«L’]ﬁ%lﬁ]ﬁ%ﬁ] The patient health care story or journey will lead you
to another question or other area of interest.

gi:’ﬂamﬂu@mwﬂuﬁmaom:mumﬁ The patient is the focus of the process
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sanUs:ava Tracer (JCR 2005 P
137)

Determine the effectiveness of your process
deagnn In the delivery of safe, high-quality
health care

. Generate ideas for process improvements

Educate staff members about this new
element of the accreditation process and
Increase their comfort in speaking with
surveyors

ldentify areas of noncompliance

Demonstrate the link between Joint |
Commission standards and issues of patient
care and safety




Perform Your Own Tracers (JCR 2005
P 138)

1. Select a high-risk area to trace

2. Select a sample of open patient care
records, Problem of system

3. Plan your tracer
4. Conduct your tracer

5. Use your results to identify areas for
Improvement



JCR WHO Collaborating Center for
Patient Safety Solutions
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e.g. concentrated KCI, hypertonic saline
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Clinical Self Enquiry

Clinical Population
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before operation
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Continuity of Care
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