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Strata we must influence for Q&S Cultural Shift

// Organizational Level \\\
N

Clinical Level

Frontline Staff

Managing to promote quality and safety

Promote an organizational culture that values

quality and safety
— Leadership buy-in is essential

» Engage Physicians & Administrators need in the process

- Cultural changes are difficult

« Tools can help demonstrate tangible, quantitative benefits
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Managing to promote quality and safety

Nurture a clinical culture that looks for
opportunities to improve quality and safety

— Focus on systems & processes

« “It's the process, not the person”

- Find faults before faults find you

« Regular, recursive self-auditing of workflows & policies

Managing to promote quality and safety

Empower the front-line staff to guide strategies to
improve safety and quality
— Therapists, techs, and nurses are your eyes & ears

+ First to know of breakdowns in workflows lying upstream

- Consider an integrated versus hierarchical approach
to Q&S strategies

Empowerment — Hierarchical vs. Integrated model
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Dictums & ] - Isolated “bad”
. . Soviet-style Planning
Policies “A few minds telling worker what and how to event
doit”
e.g. Dept. Leadership, QA committee

Clinical Team | g




Empowerment — Hierarchical vs. Integrated model

Reactive

Empowerment — Hierarchical vs. Integrated model

Continuous monitoring of
processes

Empowerment of everyone

to improve processes Support quality and safety

initiatives

Empowerment — Hierarchical vs. Integrated model

Proactive

7/14/2015




Tools to empower staff & nurture a culture of Quality & Safety

Integrated Improvement
Methods

Mapping & Assessing
Clinical Workflows

Patient Safety Event
Reporting

Tools to empower staff & nurture a culture of Quality & Safety

Integrated Improvement
Methods

Tools to empower staff & nurture a culture of Quality & Safety

Integrated Improvement
Methods
* Include clinical shareholders
when developing processes &
policies
* “Generate light, not heat”

* Make it easy to try & do the
right thing
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Tools to empower staff & nurture a culture of Quality & Safety

Integrated Improvement
Methods

« Standardize what is Ttk Group 142 report: Qualty seserincs of medical socs
“standardizable” priyete pstors

« Take advantage of technology

Madical Physics Practice Guldelina 4.a: Dovelopmant,
safety checkiists
s

* Across network

Tools to empower staff & nurture a culture of Quality & Safety
Integrated Improvement
Methods

+ Standardize what is
“standardizable”

« Take advantage of technology

« Across network

Tools to empower staff & nurture a culture of Quality & Safety

Mapping & Assessing Clinical
Workflows
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Tools to empower staff & nurture a culture of Quality & Safety

Mapping & Assessing Clinical
Workflows

« Complex & time-consuming, but
encapsulate all steps

* Required dialogue promotes a
better understanding of the
process & its boundaries

Ford JROBP 2009

Tools to empower staff & nurture a culture of Quality & Safety

Mapping & Assessing Clinical
Workflows

* Complex & time-consuming but
encapsulate all steps

Required dialogue promotes a
better understanding of the
process & its boundaries

VisionRT DIBH workflow, RIH

Tools to empower staff & nurture a culture of Quality & Safety

Patient Safety Event Reporting




7/14/2015

Tools to empower staff & nurture a culture of Quality & Safety

Patient Safety Event Reporting

. ?— o« . »
Classes of events? Incident

Any unintended or
unexpected event which is
not a part of the standard
clinical operation and which
causes, or may cause an
adverse effect to patients.

Definitions from cars-pso.org

Tools to empower staff & nurture a culture of Quality & Safety

Patient Safety Event Reporting

. ? — « ”
Classes of events? Good Catch

unplanned event that did
not result in injury, illness,
or damage — but had the
potential to do so i.e. A near
miss

Definitions from cars-pso.org

Tools to empower staff & nurture a culture of Quality & Safety

Patient Safety Event Reporting

* Classes of events? ——— > «

Unsafe condition”

A hazardous physical
condition, circumstance, or
work environment that has
the potential to directly lead
to an incident

Definitions from cars-pso.org




Tools to empower staff & nurture a culture of Quality & Safety

Patient Safety Event Reporting

» Classes of events?

Radiotherapy Incident Repo
- Ways to track & analyze: RIRAS 1 s st st st s s et

1. Extra-institutional PSOs

« Confidential / non- RO o I I_ S

punitive

RADIATION ONCOLOGY
i NCIDENT LEARNING SYS
« Non-discoverable IO L ARG S e

Sponsored by ASTRO and A)
* Feedback /
benchmarking

Tools to empower staff & nurture a culture of Quality & Safety

Patient Safety Event Reporting
+ Classes of events?
* Ways to track & analyze:
2. Intra-institutional
 Flexible implementation

» Immediate feedback

RIH
Incident
Reporting
System

Have a Good Catch?

RIH Radiation Oncology eSpace

P ST o S S —
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RIH Radiation Oncology eSpace for Physicians

Submit a Good Catch
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Check A

Reduction of in percentage of “Good Catches” due to very minor modification of
process to schedule and complete Initial Physics Chart Checks

Promote an organizational culture that values quality and safety
Leadership Buy-in

I Involve Physicians & Administration from the beginning
Engaging Physicians Make Physician involvement visible

& Administration in
U=ty & Sy Identify and activate champions of the cause

Discover common purposes:
Improve patient outcomes
Reduce hassles and wasted time

Make Physicians partners, not customers
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Key take home points

Focus on systems and processes

— “It's the system that breaks down, not the person”

Leadership buy-in is essential (especially Physicians)

— Changing organizational culture is difficult, tangible benefits are best
lubricant

Empower the front-line staff
— Foster a “no blame” culture

Management Tools to Ensure Quality a
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