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Malpractice Claims Frequency Comparison

Intervention= Organization-Wide Stress Management Program

_ Baseline Year Following Year

HOSPITAL GROUP Frequency M SD Frequency M SD Claims
Reduction

Control 36 1.64 1.81 35 1.59 2.17 3%

Hospitals (n=22)

Intervention 31 1.41 1.44 9* 0.41 0.67 70%

Hospitals (n=22)

Baseline Year t(21)=1.16, n.s.
Following Year t(21) = 2.89. p<0.01*

Jones, John W.; Barge, Bruce N.; Steffy, Brian D.; Fay, Lisa M.; Kunz, Lisa K.; Wuebker, Lisa J.
Stress and medical malpractice: Organizational risk assessment and intervention.
Journal of Applied Psychology, Vol 73(4), Nov 1988, 727-735



Emotional Influences in Patient Safety

ORIGINAL ARTICLE

Emotional Influences in Patient Safety

Pat Croskerry, MD, PRD,* Allan Abbass, MD, FRCPC,1 and Albert W. W, MD, MPIi}
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NASA TLX on Workload

Demand Rating Question Rating
0 (very low) to
100 (very high)

Mental How mentally demanding was the task? 3
Demand
Physical How physically Demanding was the task? 0
Demand
Tempora| How hurried or rushed was the pace of the task? 5
Demand
Pe rformance How successful were you in accomplishing what 1
your were asked to do?
Effort How hard did you have to work to accomplish your 3
level of performance?
Frustration How insecure, discouraged, irritated, stressed and 3
annoyed were you?
Total weights Sum=
=15
+15
Mean Score=
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Mazur LM et al. Quantitative Assessment of Workload and Stressors in Clinical Radiation Oncology.
Int J Radiation Oncol Biol Phys, Vol. 83, No. 5, pp. e571ee576, 2012



Can you think of examples where mental or
temporal demand, effort or frustration lead to error
Oor near miss?

Pair into groups, discuss with neighbor, share with larger group.



Error Sensitivity to Sleep Deprivation in

Burnout and Depression

Has made (n=3) _ [ Not burnt out
“significant” (n=26) =0.058 B Burnt out
medical error
due to sleep (n=21) P=0.284 ] Not depressed

deprivation (n=8) ' W Depressed
0 20 40 60 80 100

Proportion of residents (%)

Fahrenkopf 2008



Medical Errors, Personal Distress,

Reduced Empathy and Future Errors

* Self perceived medical errors- common among internal medicine residents
— Subsequent personal distress, increased burnout and depression, decreased
empathy.
— Increases odds for future self-perceived errors
* Suggests a vicious cycle.

 Suggestions:

1. Efforts to decrease errors
Focus on systemic contributions to error & fatigue

2
3. Help with coping, personal awareness and self care.
4

Environmental culture: Promote prevention, identification, and treatment of
burnout.

West CP, Huschka MM, et al. Association of Perceived Medical Errors with Resident Distress and Empathy.
JAMA, September 6, 2006. Vol 296, (9):1071-78



Cyclical Relationship between Burnout and Errors
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What are some ideas on how to
interrupt this vicious cycle of medical error
burnout/ depression and medical error?

Group together, discuss, share with group.



Strong Forces Discourage Clinician Self-Care and Speaking Up.
Clinician External and Internal Scripts

External world environment
Medical Culture of Endurance and Silence

Internal world:
Altruism, workaholic, perfectionism, obedience to authority.
‘I don’t want them to think | can’t handle this’.
‘Things kept getting in the way of me taking care of patients’.
‘My family is depending upon me’. 21 years of school, $250,000 in debt.

-New (authority of choice) regulations say this is ‘good care’ and
led to believe possible to do --in context of all other
requirements (though no one oversees the total demand).

-Complaining = whining

-You are a professional, self-effacement, put aside how you feel*

-Not differentiate eustress from distress or hyper stress.

-’You are lucky to be working/ training here’.

- Don’t be ‘weak’.
-Don’t be a “fanatic’.




What are some ways to get clinicians to be able to
speak up about overwhelm, personal safety and
patient safety?

Speak with neighbor, reconvene as a group and
share ideas.

12



Healthy Workplace Study awva

1. Improving workflows within the practice is the
most powerful antidote to burnout

 Reduces burnout 6 fold.

2. Targeted quality improvement projects addressing
clinician concerns

 Reduces burnout 5 fold.

3. Improving communication between team members
* Improves professional satisfaction 3 fold.

Linzer M, Poplau S, Grossman E, et al.

A Cluster Randomized Trial of Interventions to Improve Work Conditions and
Clinician Burnout in Primary Care: Results from the Healthy Work Place (HWP)
Study. J Gen Intern Med. 2015.



Ergonomics

1. Physical ergonomics- deals with human body’s
responses to physical and physiological work loads

e e.g.vibration, force, repetition, posture.

2. (Neuro)Cognitive ergonomics- deals with brain and
menI;caI processes and capacities of humans when at
work;

* e.g. mental strain from workload, decision making, human error
and training efforts.

3. Organizational ergonomics- deals with organizational
structures, polices and processes in work environment;

* e.g. shift work, scheduling, job satisfaction motivation,
supervision, teamwork, ethics, organization of mandatories.



Integrative Model: Patient Safety and Staff Wellbeing

Positive Quality Producing Conditions
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*Latent Failures include poor design, installation, and maintenance of equipment, management decisions, and organizational functioning, and thwarted care leading to acute high stress and chronic high stress.

Lower portion of figure adapted from: Taylor-Adams S, Vincent C. Systems Analysis of Clinical Incidents. The London Protocol. Mar 17, 2001 Clinical Safety Research Unit. Imperial College London.

Privitera, M.R (2018) Addressing Human Factors in Burnout and the Delivery of Healthcare: Quality & Safety Imperative of the Quadruple Aim. Health, 10, 629-644.



What are some examples of factors that thwart
care that can lead to acute risk of error? (Group 1)

What are some examples of factors that chronically
thwart care that can affect the clinician in ways that
devolve their ability to give quality care? (Group 2)

Each group separate and discuss.
Group 1 share with group their findings.
Then Group 2 share with the group their findings.



Comparative Decision Making

* We often try to emulate what effective leaders do.

* A more productive approach is to look at how successful leaders think.

* Most successful leaders studied are integrative thinkers.

3. ENVISIONING the
DECISION

4. ACHIEVING
RESOLUTION

1.DETERMINING 2. ANALYZING
SALIENCE CAUSALITY
Conventional Focus only on Consider one-way
. obviously relevant linear relationships
Thinkers features between variables in

which more of “A”
produces more of “B”

Seek less obvious Consider
. but potentially multidirectional and
Integratlve relevant factors nonlinear relationships
Thinkers among variables

Martin R. How Successful Leaders Think. Harvard Business Review. June 2007:60-67

ARCHITECTURE
Break problems into
pieces and work on
them separately

See problems as a
whole. How parts fit
together and how
decisions affect one
another. Hold in head
two opposing ideas
at once.

Make “either-or
choices; settle for
best available
options

Creatively resolve
tensions among
opposing ideas;
generate innovative
outcomes.

New idea may have
elements of each,
but is superior to
both.



Mandatories Lists A and B, each compiled by different sources. Some overlap expected.

Attachment A Mandatory Requirements
(Derived through M50, Qual, Safety, Compliance offices and Work Group discussion).

Source Requirement Prevention of Surgial Site Infections Highland Hospital Employes Gereral Madules
HHS HIPAA training Aftachment B Accass 1o Medication Storage
CMS5, TIC Safety Survey Patlent Interactions - Everyone Bariatric Sensitivity
SMH Policy Sedation Privileging training Compliarce - Everyone Care of Patient Personal Belongings and Valuables Ernployes Use of Sodal Media
NYSDOH Health report Compliance [Fraud, Waste, and Abuse) Fall Prevention Forenisics
AA Privacy, Security, ar identiality of Informat Health Care P i
NYSDOH FFD DPARR v:r"" %'U'T" anc Corfidertalty-y IormRten ; - :w,. m.",l 4 Hightand Code of Conduct & CampRance Statemsnt
T HIV/AIDS Confidentiality nerpréter Jenice
NYSDOH Mask Fitting 4 °r ey ':" i A S ardises righland Pramise
DSHA Infection Control Joim Commession Readiness ng an ansfers
" — Occurrence & Claim Reporting Management of Suspected Abuse and Neglect

NYSDOH Sepsis Training Patient Kontiication Patient Seff-Determination Rights Janes Mamonal Hespital Employes General Meslules - Everyone
NYSDOH Flu Shot Patient Rights/Ethics/Complaint Process Praviding Better Care for Peogple with DD Patiant Prisaner Popalation
Federal NPI Patient Safety, Team Communication, and Medical Health Care Error Reductic Rapid Response Teamn
Medicare Time and Effort Survey Quiailiey Safeny; shd Performarnce impravessent Stroke Recognition Thampsan Health Employes General Modubes = Everyane
NYSDOH Opiate Training Incidart Re

{1 . e SERCrTing

P E C liarce - Clinical ?

NYSDOH Antibiotic Stewardship co:'::::r of C‘L Through Interdisciplinary Communiation pw"m In‘frféions_ e Mon-Discrminaticn
SMH Folicy |CO-10 Training ontinuity of Care ough ink Fiplina : Anticoagulation Safety ¥ .

= Medkal Record Documentation for Cinical Staff End of Life Care Palicies and Procedunes
SMH Policy EMR Training Write Down, Read Back Ensuring Comprehensive Handoffs Public Belations
SMH Policy EMR Update Training eRecard/EMR Downtime Procedures Quality Improvemant
SMH/Dept Cultural Competence Environment of Care - Everyone Heatth Literacy SR
Multiple Yearly Mandatory In-Service Training Actrse Shooter information for Clirical Decision Making

Private Payer/SMH
Bylaws & Policy

Board Certification

Private Payer/SMH
Bylaws & Policy

Maintenance of Certification

Amber Alert

Disaster Preparedness
Electrical Safety
Emergency Page Codes
Fre Safety

Medical Ordars for Life-Sustaining Treatment (MOLST)
Medication Reconciliation

Multidrug-Resistant Organsms

Organ, Eye, and Tissue Donation

Servite Excellencn

Unbversity of Rochester Employes General Modules - Everyone

Minimum Standards Programs for Mirars

3ain o a Patient Prisongs Papuilation

Pain Management

i::;":EFt ::'FCT:EG: Cn.}l'.lduct “””"\,L’J“Unz“ Hestramt Use Lraff Mandling ol Unkrngwn Substances
olicy raiming Hazard Commimicssion Sepsis Management The KCARE Cammitrment
TIC Attestation of Skill Demonstration- Restraints MRI Safety e .
Obtaining Publc Safety/Security

U of R/ N¥S Sexual Harassment Rodiation Safety UR at Work - Evaryone University of Bochester Employes General Modules — Clinical
Federal Bullying/Implicit Bias/Diversity Cade of eCondurt

SMH Policy/Specialty

ACLS Training/Updates

Waste Management

Workplace Violence/De-escalating Potential Violence

Code of Qrganizational and Business Ethics

CEnial Alarm Management

SMH Policy/ Spedalty Laser Training
SMH Policy/ Spedalty Radiation Training
SMH/ Policy/Specialty Ultrasound Training

Diversity and Inclusion

interactions Between UR Medkine & Industry
Meal Periods and Rest Breaks

Policy Against Discrimination and Harassment

Environment of Care — Clnical

Medical Equipment

NYSDOH Child Abuse Mandatory Reporter Training et " diseati
T 5 - Fr—— = Infeetion Pravention ~ Everyone Professional Conduct Event Education
o noonscious Bias Training < oon Wd th e ofessional
- - : = Bloodbome Pathogens Standard Professional Misconduct Reporting and the Impased Professiona
[iean Annual Financial Disdlosure

Smoke-Free Campus, Inside and Out

Hard Hygiene

Career: RSRB
Career: GME/UME Student evaluations

Career: Climic Trial Clinical Trial training modules.
Sponsor Infection Preveation - Clinkcal

Human Research Patient Protection Infection Prevention - Ebola

UR a1 Work - Clinical

Conflict of Care

Influenza - What You Should Know

Prevention of Central Line Infactions

Career related CME, Productivity reports, Teaching,
Payer/SMH Policy/ Research/scholarly, career advancement
Bylaws DEA renewal, NYS License

Federal/NY¥5 Education
Career related:
Funding Sources

Career advancement Grant writing




Mandatories list is a product of national, state
or industry level Conventional Thinking.

Conventional Thinker not able to weigh benefits versus downstream
risks as an Integrative Thinker would, who could be better aware
of the potential interaction with other factors in the healthcare system.

Integrative Thinkers, by weighing factors, come up with
superior solutions and think more systemically.



Organizational Ergonomics:

Mandate Management.

4 Separate Hospital Admin Offices
for Mandates 1, 2, 3, 4

1AR

HEALTH CARE SYSTEM

=

Individual Clinician Based approach

Your on your own, but have to comply.

Deal with each mandate office separately.

Figure out what each wants you to do

Computer Based Training (CBT) on your own time
No immediate help if CBT poorly operational .

Organized Administrative
collaboration between
mandate offices

|

Formation of single committee
“Clinical Education Council”

s
L . .
% ﬁ through which all mandatories
wv . .
i are processed, recorded, satisficed
< .
g and monitored.
-
3 -
w 3
T T ——
v

Hospital & Department-Based approaches

Organized with support provided to expedite and guide
compliance with people familiar with software operation,
staff in other offices, requirements, etc.


http://www.google.com/url?url=http://mastersinhealthadministration.org/&rct=j&frm=1&q=&esrc=s&sa=U&ei=fpmVU6HUNbe-sQS0-YGIDA&ved=0CEYQ9QEwEjgo&usg=AFQjCNHFxJi0RNtk1Z0agd4qaNjsMdn2TA

Healthcare Organization Level

e

Macro Level- . .
National, state, Burnout Reduction Opportunity

" industr
.. - y, regulatory
1 From Chaos to Order

&

Well-intended Not so = <
EMR- not well designed. well-intended §
Multiple Quality Metrics Hassle Factors by Insurance g
untested un-harmonized. intended to wear down provider, S
Patient Safety Movement silo-ed, cost control methods adapted g .
uncoordinated from auto production. T
Mandates, Iaws, regUIations' For-profit Agendas' Individual Clinician Based approach
Public demand for increased Healthcare as investment
clinician education as solution. vehicle.
Patients as primary concern Shareholders as primary concern

Organization
Management
Mitigation of Chaos

Micro N L o
Level- ——

I n d iVid ua I Organization-Based approaches
clinician

Meso Level-
Hospital/Healthcare Organization

HEALTH CARE SYSTEM
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http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRw&url=http://www.reportexec.com/monitored-alarm-systems/&ei=BeJDVfepDMz_yQTpyICoBQ&bvm=bv.92291466,d.aWw&psig=AFQjCNGWfhC3tTyTK_oiwGDfmUnP0KJkBg&ust=1430598468876524
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjGsqffo5vPAhXDbT4KHctSCAAQjRwIBw&url=http://oralfixationshow.com/too-many-cooks/&psig=AFQjCNGMiYNBhXJZjNW8b-U2Ygz3lcMdSQ&ust=1474369274069934

Proposed Mandate Solutions

1. Formation of a single committee that tracks all mandates and advisory to Subject
Matter Experts (URMC=Medical Faculty and Clinician Wellness Program Mandatory
Learning Review Committee). Its purposes:

1. Collaborating on the identification, development, reviewing mandatories
2. Reducing cognitive load of education requirements

3. Enhancing interprofessional education.
2. Satisfice mandatory portion ( satisfactory and sufficient to meet requirement, but no

extras). Option for additional learning for those interested.

3. Improve the experience of completing mandatories. Engage intrinsic desire to give good
care. More effective learning methods. Avoid terms like “assignment” that remind
employee they have no control and no choice.

4. Organize mass completion of mandates.

5. Consider employee input on how to accomplish mandates where possible



Proposed Mandate Solutions Continued

8. Avoid short term low-cost-to-institution solutions to mandate completion. Be careful with
prepackaged training company products who do not have motivation to keep learning
concise and efficient.

9. Universal fallacy is the underestimation of negative impact on the clinician, as each
is thought to be minimal inconvenience so determine the total expectation.

10. Have all mandatories stored on one website for ease of access.

11. Classifying a learning activity “mandatory” must be carefully weighed against
unintended consequences.

12. If mandatory training designation is a legal agreement to a lawsuit or regulatory

necessity, the same methods above can be used .

13. Objective of the mandate is to demonstrate knowledge of the subject matter so
allow “testing out” so that staff can go directly to answering the questions.

14. Mandate completion expectation needs to be reframed as a Cost of Doing Business Expense. Time
during the day must be provided by the institution to achieve completion of the mandatories
without cutting into employee time off and family time.

--This would create institutional financial incentives to:
1. Reconsider what is mandatory

2. Creates an economic force that causes the mandatories to be made shorter, more efficient to complete
3. Helps rethink what really is key to learn and what is optional to learn.



Institute for Healthcare Improvement (IHlI)

“Breaking the Rules for Better Care Week”

In one week, with assistance of patients,

families, clinical and non-clinical staff,

multiple Alliance Hospitals asked: B

“If you could break or change any rule
in service of a better care experience for

patients or staff, what would it be?”

DonaldM. Berwick,

Breaking the Rules for Better Care

Afew years ago, the Dean of the School of Businass at
the University of Leicester, Or Zoe Radnos, ried to un-
derstandithe reasans for the "Bicycle book” that she dis-
covered atan English hospital shewas studying. All taff
who arrived at work by bicycle routinely signed a regis-
ter bookat the front door. Hundreds of these registers.
once full, had been collected and stared for decadss in
dlearly marked bowzs. "Why?” Professor Rednor asked.
No one knew

The answer took some sieuthing. The first books
dated from World War ll—when rationing of fuel was
the rule of the day, and when any staff who commuted

by bicycle thereby eamed extra food ration credits for
saving on gas. Now, three-quarters of a century lates,
the bicycle baok process remained alive and well,
embedded in the organization's brainstem, not its cor
tex. It was purewaste |

Administrative burdens and complexity are

are, at levels far exceeding those in other
3 Further, such requirements are said to de-
tract from the care experience of patients and to drain
time and marale from physicians and other staff, for

Alliznce organizations varied in their approaches ta
dantifying unhelpful ules; some formally surveyed their
staffs, some hosted orgarization-wide maetings, andoth-
ersusedvohnteers tointerviewpatents and famibes. OF
the 42 crganizational membars of the Aliance, 24 par-
ticipated in the “Bresking the Rules for Better Care” ef-
fort, and,in' week, with the assistance of patients, fmi-
Yies, and cinical and nondiinical staff identified 342 rules
perceivesdto provide ittie ornavakie topatients andstaff

Institute for Healthcara Improvement staff re-
viewed all tha ules nominated by participants for du-
plicates, lowing identification of the total unique sub-
missions s well asthe mast popular submissions. They
then classified the rules into 3 types
1. Habitsembeddedinorganizational behaviors, hasedd

onmisintepretations andwith itte tono actua foun-

dationin lagal, regulatory, or administrative require-
ments (eg. forbidding drinking water to be available
for staff at nursing stations)

2. Organization-specific requirements that local lead-
ers could change without running afoul of any for-
mal statute or regulation {eg. making patients and
Families pay for parking or restricting visiting hours)

Berwick DM, Loehrer S, Gunther-Murphy C. Breaking the Rules for Better Care.

JAMA. June 6, 2017. (317) Number 21:2161-2162.

1/3



Results (IHI- “Breaking Rules”)

e 24/42 organizations participated

* Identified 342 rules perceived to provide little or no value to
patients and staff.

e C(lassified into 3 Types

1. Habits embedded in organizational behaviors, based upon
misinterpretations of legal, regulatory or administrative requirements [16%]

2. Organization-specific requirements that local leaders could change without
running afoul of any formal statute or regulation [62%]

3. Actual statutory and regulatory requirements [22%]

The unexpected surprise: Majority [78%]
were fully within administrative control to change.

2/3



Four Types of Action of

Alliance Members (IHI)

1. Debunking myths about nonexistent or
misinterpreted rules through staff education

2. Seeking clarity from appropriate regulatory
agencies about true scope and intent of rules

3. Changing local administrative policies for
which no sufficient rationale was found

4. Speaking with “collective voice” to policy
makers about regulations harmful to care or

wasteful of limited resources.
3/3



Responsibility Matrix

Action

Acknowledge
Change

Clinician Responsibility

Comment

New issues, understand their impact,
understand how to adapt

Administrator Responsibility

Action

Validate Suffering

Comment

Empathy, validate feelings, recognize
impact; you will navigate with them as
partners

Own Safety and
Quality

Acknowledge variability of care and its
impact on outcomes, improve care
delivery

Communicate

Keep physicians informed and the
“why” behind decisions. Is two way
street: In addition to sharing
information are you listening to what
they say?

Promote
Accountability and
Peer Mentoring

Must hold each other accountable,
and be proactive to advance this
responsibility

Help Physicians
Understand the
Business

Help educate our physician partners
so they better understand the things
we do.

Stop Bad Behavior

Have to stop yelling, bullying, lack of
follow-up, not responding or outright
verbal or physical abuse.

Be Inclusive

If you want physician support for key
decisions, include them in the real

decision making.

Practice Humility

Respect the knowledge and skills of
our non clinical colleagues.

Recognize the Need
for Symbiosis

Recognize the need for tandem roles
of physicians and administrators for
quality of care and maintaining health
of the business

Lead By Example

Physicians are looked up to for
guidance and advice and people
closely follow their actions.

Beware of Trigger
Issues

Before executing something new,

understand the mood of your
physicians and the effect the change
will have relative to other recent
changes and ensure appropriate
consultation and communication.

Adapted from Merlino J. August 19, 2015:

http://www.beckershospitalreview.com/hospital-physician-relationships/the-responsibility-matrix-a-strategy-for-stronger-physician-administrator-partnerships.html



http://www.beckershospitalreview.com/hospital-physician-relationships/the-responsibility-matrix-a-strategy-for-stronger-physician-administrator-partnerships.html
http://www.beckershospitalreview.com/hospital-physician-relationships/the-responsibility-matrix-a-strategy-for-stronger-physician-administrator-partnerships.html

Strategies Designed to Prevent Individual Error,

Grounded in System-Based Cognitive Psychological Research

 Manage workplace fatigue
and stress

* Decrease reliance on memory

* Decrease reliance on vigilance

Simpson KR, Knox GE. Recognizing and Understanding
Adverse Perinatal Outcomes and Preventing Common Accidents.
AWHONN Lifelines, June/lJuly Vol 7, issue 3(224-35) 2003

* Reduce need for manual calculations
* Design and redesign useful policies

* Develop standardized unit practices
based on evidence and guidelines
from professional associations

* Have accurate up-to-date readily
available when needed.

Adapted from: Nolan, TW (2000): Education and debate:
System changes to improve patient safety. British Medical Journal,
320(7237),771-773



