1) The framework of contributory factors influencing clinical practice
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2) The key driver diagram for reduction in SSEs from Muething SE, Goudie A, Schoettker PJ et al. Quality improvement initiative to reduce serious safety events and improve patient safety culture. Pediatrics. 2012 Aug;130(2):e423-31.
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3) The control chart for the number of SSEs per 10 000 adjusted patient days from Muething SE, Goudie A, Schoettker PJ et al. Quality improvement initiative to reduce serious safety events and improve patient safety culture. Pediatrics. 2012 Aug;130(2):e423-31.
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Table 1: Framework of Contributory Factors Influencing Clinical Practice

FACTOR TYPES

CONTRIBUTORY INFLUENCING FACTOR

Patient Factors

Condition (complexity & seriousness)
Language and communication
Personality and social factors

Task and Technology Factors

Task design and clarity of structure
Availability and use of protocols
Availability and accuracy of test results
Decision-making aids

Individual (staff) Factors

Knowledge and skills
Competence
Physical and mental health

Team Factors

Verbal communication
Written communication
Supervision and seeking help

Team structure (congruence, consistency. leadership, etc)

‘Work Environmental Factors

Staffing levels and skills mix

‘Workload and shift patterns

Design. availability and maintenance of equipment
Administrative and managerial support
Environment

Physical

Organisational
Factors

&  Management

Financial resources & constraints
Organisational structure

Policy. standards and goals
Safety culture and priorities

Institutional Context Factors

Economic and regulatory context
National health service executive
Links with external organisations





image2.png
B T
) Muething et a. 2012 Quality Improvement Initiative to Reduce Serious Safety Events and Improve Patient Safety Culture.pdf - Adobe Acrobat Pro [E=E

File Edt View Document Comments Forms Tools Advanced Window Help x
SSE Reduction . =
Key Driver Analysis Intervention/Change
Out Concepts
SRR Key Drivers

«Error prevention training
-Safety coaches
-Procedural safety
Error Prevention System mulation training
“Leadership behaviors
ituation awareness
“Family engagement

Improved Safety Governance +Patient safety oversight group
~Cabinet leadership

~Clinical system improvement

Reduce sy

SSEs +CCHMC Board focus
0.2/10000 adjusted “Root cause analysis, continuous

- mprovement
patient-days by Cause Analysis Program “Transition o action

+Ci data to dri
June 30, 2010 Srategy o esme

“Effective action plans

Lessons Learned Program -Safety stories
“Transparency

“Reinforce culture change

~Spread story beyond organization
-Patient safety blog

-Share all action plans

Specific Tactical +100% universal protocol in OR
Interventions “Universal protocol for all

procedures
“Intravenous infiltrate reduction I
“Monitor reliability pilot

812x1087in < I >





image3.png
A Y. .

) Muething et al. 2012 Quality Improvement Initiative to Reduce Serious Safety Events and Improve Patient Safety Culturepdf - Adobe Acrobat Pro
e e e e e T Ao U 05
5
0
>
©
=]
T
K]
w
a4
°
2
] CL,
2 N&ro AL A
< N A
S —
23 |
=)
5 |
@ |
H f | Month 43: Project
u>.|2 began
> |
£ L 1.54
3 S\ T~ TN mAa~e e~
3
3 Gy 1) S !
w1
k3
3 0.30
E-]
£
]
z
0
e e G IS RIS I AN S LT T T L aadiamaamfig ugrai
SS eI RERNBLYE N8RS 6828 RA82332BIIIIINBRRBLEE28s
8121087 < {





