The Culture of Safety Event Taxonomy:
Overview

Discloser:

* This presentation is based on the work of
Donald Jenkins, MD & Carol Immermann, RN

* Content from the TOPIC program is being utilized
with permission.




The National Quality Forum Taxonomy

* Recommended as best practice
— ACS COT PIPS committee
— ACS VRC leadership

* Inclusion next Optimal Resource book.



The Problem (Analogy)

Registry ‘ Poor interrater reliability
Data Quality
Pl Program ‘ Poor interrater reliability

Preventable
Pot preventable
Non preventable

Mikhail slide



Taxonomy is the Fix

* Building blocks * Addresses:
* Common definitions — Sentinel events
* Clear terminology — Adverse events
* Scope — No harm events
* Comprehensive tool — Near misses
» Applicable to all settings — Close calls
* Includes multiple levels of — Potential events

patient harm



Taxonomy Implementation

Pl process like you normally do
Examine the “bad case”

Classify factors according to taxonomy
Develop computerized application

— NTDS complications as baseline sentinel events
— Allow users to add additional sentinel event types
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Taxonomy
(Ilvatury et al. JT, Feb 2008)

Impact: Outcome or effect of event

Type: Processes that were faulty

Domain: Setting or phase of care

Cause/Factors: Factors leading to incident

Prevention Mitigation: Universal, selected, action plan



Framework of the Taxonomy

Type:
Health care

service provided

Impact:
Severity of harm

Domain:
Discipline

Setting \
V. Cause \/




Primary Classifications Further Defined

v

Impact: the outcomes or effects of medical error and
systems failure, commonly referred to as harm to the
patient.

Type: the implied or visible processes that were
faulty or failed.

Domain: the characteristics of the setting in which an
incident occurred and the type of individuals
involved.

Cause: the factors and agents that led to an incident.

Prevention and Mitigation: the measures taken or
proposed to reduce the incidence and effects of
adverse occurrences.




Classification: Impact

Medical Non-Medical

Psychological Physical Legal S

Patient/Family
Satisfaction

I. No harm/no Il. No detectable
detectable harm

I. No harm/no Il. No detectable
detectable harm

li. Mild
temporary harm

. Mild
temporary harm

Extremely
satisfied

V. Moderate VI. Moderate
temporary harm permanent harm

V. Moderate VI. Moderate

aml Dissatisfied
temporary harm permanent harm

VII. Severe VIII. Severe
temporary harm permanent harm

VII. Severe VIIl. Severe
temporary harm permanent harm

Extremely

dissatisfied

IX. Profound

mental harm




Differentiating Levels of Harm

* None — patient outcome is not symptomatic or no symptoms
detected and no treatment is required (/. & Il. Impact)

 Mild — patient outcome is symptomatic, symptoms are mild, loss of
function or harm is minimal or intermediate but short term, and no
or minimal intervention (e.g., extra observation, investigation,
review or minor treatment) is required (//l. & IV. Impact)

 Moderate — patient outcome is symptomatic, requiring
intervention (e.g., additional operative procedure; additional
therapeutic treatment), an increased length of stay, or causing
permanent or long term harm or loss of function (V. & VI. Impact)




Differentiating Levels of Harm

e Severe — patient outcome is symptomatic, requiring life-saving
intervention or major surgical/medical intervention,
shortening life expectancy or causing major permanent or
long term harm or loss of function (VII. & VIII. Impact)

 Death — on balance of probabilities, death was caused or
brought forward in the short term by the incident (/X. Impact)



IMPACT
Level of Harm to Patient

Physical
No Harm & No Undetectable Harm-Sufficient information determines no harm occurred

No Detectable Harm-Insufficient information or unable to determine any harm

Minimal-Temporary Harm- Requires little or no intervention

Minimal Permanent Harm-Requires initial but not prolonged intervention

Moderate-Temporary Harm- Requires initial but not prolonged hospitalization

Moderate-Permanent-Harm-Requires intensive but not prolonged hospitalization

Severe-Temporary Harm-Requires tx to sustain life but not prolonged hospitalization
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Severe-Permanent Harm- Requires tx to sustain life and prolonged hospitalization, long-term
care, or hospice

9. Death




Classification: Type

Communication

Inaccurate &
incomplete
information

Questionable advice
or interpretation

Questionable consent
process

Questionable
disclosure process

Questionable
documentation

Patient Management

Questionable
delegation

Questionable tracking
or follow-up

Questionable referral
or consultation

Questionable use of
resources

Clinical Management

Pre-Intervention

I. Correct diagnosis,
questionable
intervention

Il. Inaccurate
diagnosis

1ll. Incomplete
diagnosis

IV. Questionable
diagnosis

Intervention

I. Correct procedure
with complication

lll. Correct procedure
but untimely

V. Procedure
contraindicated

VIIl. Questionable
procedure

Il. Correct procedure
incorrectly performed

IV. Omission of
essential procedure

VI. Procedure not
indicated

VIIl. Wrong patient

Post-Intervention

I. Correct prognosis

Il. Incorrect prognosis

lll. Incomplete
prognosis

IV. Questionable
prognosis




Classification: Domain

Emergency rool

Subacute care

Diagnostic
procedures

Rehabilitation

Skilled nursing
care facility

Clinical
laboratory

=1 Mental health

o Pharmacy

= Nursing Home

= Home Care
B m

Non-Hospital

Practitioner]s
Office

Ambulatory Care|
Clinic

Rehabilitation
Facility

Mental health
Facility

Other Facility

Physicians

Resident

Attending

Podiatrist

Physician

assistant

= Nurse’s aide

Licensed
practical nurse

=adRegistered nurse

Nurse
practitioner

Therapists

Physical
therapist

Occupational
therapist

ISpeech therapist]

Health

professions
student

Pharmacy
technician

Radiation
technician

Optometrist

Age

Diagnosis

Coexisting
Conditions

Duration of
Disease

Socioeconomic
Status

Target

Diagnostic

Therapeutic

Rehabilitative

Preventive

Palliative

Research

Cosmetic

Other



Classification: Cause

Structure/Process

Organizational

External to

. .- Management
organization

Organizational culture B2 & Protocols/ procedures

Transfer of knowledge

Technical

i

Patient factors

Human (actual or near
misses)

Practitioners

Skill-based

Rule-based

Knowledge-based

Unclassifiable

Negligence




Classification:

Prevention (P) & Mitigation (M) [Action Plan}

Universal

Improve the accuracy
of patient
identification (P)

Improve the
effectiveness of
clinical alarm systems

(P)

Improve the
effectiveness of
communication

among caregivers (P)

Reduce the risk of
healthcare-acquired
infections (M)

Selective

Eliminate wrong-side,
wrong-site, wrong-
procedure surgery

(M)

Indicated

Improve the safety of
using high-alert
medications (P)

Improve the safety of
using infusion pumps

(P)




Case Study

24 y/o male MVC Transfer
Level Il to Level | Center
Transferred in the evening
* 10 hours post injury

* At request of family

Level Il

* Initially hypotensive

* 5 units PRBCs

e 6L crystalloid in first 8 hours

e Stable vital signs prior to transfer




Case Study cont.

Level |

* Arrives intubated with known pulmonary
contusions, rib fractures, open tib/fib fracture,
GCS 8, moving all 4 extremities

* Secondary survey & adjunctive studies
negative except for suspicion of lower T-spine
fracture on CT




Case Study cont.

Ortho consult for open tib/fib fracture

— Requests neuro clearance

Neuro consult recommends MRI to evaluate T-spine
— Goes for MRl at 2 am

During MRI

* Nurse notes patient cyanotic despite good rhythm on monitor
e Patient pulled out of scanner- asystole on regular monitor

CPR, Resuscitated- severe anoxic brain damage
Support withdrawn 5 days later

Pl review of case found patient had severe base deficit
on arrival and collapsed inferior vena cava



Example Case Taxonomy
Impact:

* Medical: Death
* Non-Medical: Family dissatisfied
* Non-Medical: Potential litigation
Type:
* Communication: Questionable advice
* Patient Management: Questionable delegation
* Clinical Management (Intervention): Correct procedure/untimely

Domain:

* Setting: Diagnostic procedures
 Staff: Resident

* Target: Diagnostic

Cause:

* Organizational: Organizational culture
* Human: Practitioner knowledge
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Figure 3. Sample Sentinel Event Tracking Form

r Root Cause Anslysis

Duno?nphics
Trauma rezistry No-

Date cf report: | Medizalzeacrd Noo- | Evant date & tme-
Nature of event:
Patient Name: [ Age: I Gender
ctes:
Dunation of Dasease:
Coexistmz Conditcns:
Sociceccucmis Statos
Edusation:
Other Pertment Information: | Raport complated br
= _ Sourse of mfcrmaton (v _
O Trauma nurse ccordmater O PIPS cccrdmater O Confarsnce
j Nurze manazement ; Patent Rehticas O Regzstrr
O Caze manazer ORomds O Other
Impact (V)
Phromal Psychclogmal Lezl
ONchamm ONec karm O Rask management contacted
O Nec detestable harm O No detectable harm O Complamt razsterad
O M3d tempornary haom 0 034 temporary harm O St fled
T 034 parmanent haom 0 024 permanent harm O Case dropped
O Mcdenate tempornary hamm O Mcdenats tempornary hamm O Case dismiszed
O Mcoderats parmanent harm O Mcdents permanant harm O Sattled
O Severs temporary hamm O Severs temporary harm O Defanse Verdist
O Severs permanent hame O Severs permanent harm O Phamuff Verdiot
O Death O Frofomd mental harm Emplorment
Patient/ family aatusfaction. Sooml O Emplored
O Extremelr satisfed O Unable to sconbze O Seekmz smplorment
O Satusfied O Heomebomad, able to sociahze O Part-tome emploTment
O Neutnl O Ne sccnal impediments, not socnlly actwe O Unemployed
O Duatsted | O Socially active O Not emplemable
O Extremelr dissatufed O Eccnomse




TJC Taxonomy Via Software

* Advantages * Disadvantages
— Ease of use — Development time
— Improved data collection — Distribution

— Improved data collation — Training



Why Do This?

 Will be able to Pl our PI
e Benchmark our Pl
* Incorporate into TQIP



ACSCOT Update

Connect PIPS with NTDS, NTDB, VRC and TQIP
Definitions of NQF taxonomy are being ‘traumafied’
NTDB and TQIP input (worked on at EAST)

Many NTDB and TQIP adverse events have elements
that are not defined in the NQF taxonomy (Worked
on at EAST)

Evaluate best practices

Advise low performing centers on these



Benchmark Comparison with NTDB

Compare your trauma hospital data with national data

Examples: Examples: ,
* Patient Demographics * Bluntyvs. penetrating
* Hospital demographics * ISS by age group
* Survivors vs. hon-survivors: * Mortality rates
— LOS « Mortality by ISS
— mean ISS & ICU days . ED disposition
— Age

* Hospital disposition
e |SS and hospital charge

 Mechanism of injury and
restraint usage

* ISS with LOS



Benchmarks and Measurements: Outcome Data

Report Examples:

Functional status on discharge (FIM Scores)
Results of patient satisfaction surveys
Complication rates

Compliance with practice management guidelines
Mortality and morbidity

Severity-adjusted mortality and morbidity
Unplanned return to OR

Unplanned upgrade to an intensive care unit
Unplanned hospital readmission

Surgical wound infections

Organ donation activity



MTQIP: Proposal

Request X centers to beta test the process for the COT

Request COT to assist with costs for MTQIP analysis,
software for pulling data over

Assist registry vendors to providing electronic version

Provide training to beta test sites



MTQIP

* Opportunity to be on the front end of what
will become the standard

e Opportunity for input on refining definitions
or categories for Pl






