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Overview

Since 1992, AIHA has been successfully working to establish nursing as an independent and
vital profession through its capacity-building partnerships and related programs, including the
Mozambique Nursing Leadership Institute. By improving the qualifications and status of nurses,
we have, by extension, helped to improve the quality of health service delivery in resource-
constrained communities around the world.

In Africa, as in much of the world today, nurses are the primary care providers for most of the
population. The Mozambique Nursing Leadership Institute is designed to strengthen and expand

the role of nurses through access to evidence-based education, ongoing learning opportunities,
and skills-based training in clinical fields, as well as leadership, management, and professional

g
U

Key Local Contacts:

Jose Chonape Davuca, ANEMO Sandra Guiamba, AIHA Kim Bohince, AIHA
Tel. +25821496133 Tel. +258 21490433 Tel. +1202719 1145
Cell +2556 62 340 44860 Cell +2556 864 30861205 Cell +1202 2994036

+2586 62 313 9451 Fax +2556 21 490427 Fax +12027891277
E-mail josedavuca@yahoo.com.br E-mail sguiamba@aiha.org.mz E-mail kbohince@aiha.com
E-mail sguiambak@gmail.com




Workshop Agenda

Mozambique Nursing Leadership Institute
Session Il

Maputo, Mozambique
22-24 August 2011

DAY 1
09:00-10:00 Welcome and Check-in Pamela Thompson
10:00-10:30 Review of Sessions 1 and 2 Pamela Thompson
10:30-13:00 Continuation of Conflict Resolution MT Meadows and
David Marshall
13:00-14:00 Lunch
14:00-15:00 Introduction to Quality in Health Care Kerry Cheever and
Lori Hoffman
15:00-16:00 The Science of Safety in Health Care Verena Briley Hudson
16:00-16:30 Evaluation and Identification of Pamela Thompson

Discussion Topics

Tuesday, 23 August

DAY 2
9:00-10:00 Identifying your Quality Improvement Pamela Thompson
Projects
10:00-12:30 Unit-based quality: identifying issues Pamela Thompson and

using brainstorming; prioritizing; and Faculty (group exercises)
selecting projects; AIM statements; and

PDSA

12:30-13:30 Lunch

13:30-16:00 Unit-based quality continued: Pamela Thompson and
measurement, reporting, taking it home Faculty

16:00-16:30 Evaluation and check out

Evening Graduation Dinner with presentation

of certificates



DAY 3
09:00-10:30 Review of Leadership Competencies Pamela Thompson
10:30-10:45 Break
10:45-12:30 Content Identified on Day 1 All
12:30-13:30 Lunch
13:30-16:30 Conference Preparation US Partners

*Attendees not participating in the
Thursday-Friday Conference have the
afternoon free.
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Faculty, Guests, AIHA Staff
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Senior VP for Nursing, American Hospital

Association (AHA)
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Associate Professor

Professor and Chairperson

Executive Director

Nursing Officer
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Assistant Lecturer

Senior Program Associate

Country Representative, Mozambique

Administrative and Financial Officer
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Curriculum & Resources

1. Review of Sessions | & |l (ppt)

2. Conflict Resolution Review (ppt)

3. Scenarios Mode Game (ppt)

4. Role Play: If at First You Don’t Hear What's Said
5. Patient Safety Introduction (ppt)

6. Patient Safety & the Just Culture “Culture” (ppt)
7. Surgery Errors Decrease (ppt)

8. Brainstorming (ppt)

9. Brainstorming Discussion Questions

10. Brainstorming Tips

11. Brainstorming to Improve Patient Care

12. Innovation Tests of Change (ppt)

13. PDSA Worksheet










































































































































Role Play: If at First You Don’t Hear What’s Said

Robert is a very experienced nurse on the Orthopedic Unit. He has worked on this unit 35 years.
Over the past two years, his health has been declining and he has been increasingly irritable and
disrespectful to staff. You are the nurse manager on this unit.

You met with him a week ago and he was very receptive to your concerns and was surprised that
he was upsetting staff. He assured you that it would never happen again. Yesterday one of the

staff nurses complained again that Robert was berating fellow nurses and refusing assignments.
You have asked him to meet with you.

1. What is the focus of your meeting?

2. What outcomes do you desire?






















































































































































Adapted from VA National Center for
Patient Safety www.patientsafety.gov
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How do you identify safety
hazards?

* Proactive techniques, such as Healthcare Failure
Mode and Effect Analysis (preventive medicine)
— Focused upon complex work units in a health system

e Operating Room, Pharmacy, Emergency Department, Clinics
e Others..........
— Accomplished prior to implementing new software or new
devices

e Reactive techniques, such as Root Cause Analysis
(RCA) (acute care medicine)

— Based on reports of close calls

— Based on reports of adverse events
e Protocols, procedures, training?



How do you control

hazards?
e CONTROL THEM so that they cannot do harm

 To control hazards, we prefer to follow the
safety engineering “hierarchy of hazard
control”
— Eliminate hazard
— Guard against hazard Effectiveness
— Train to avoid hazards
— Warn against hazard



A More Productive Approach

e People Don’t Come to Work to Hurt Someone
or Make a Mistake

e Systems Issues > Individual’s Fault or Problem

e Common vulnerabilities that can be found and
fixed for EVERYONE, not just one person/place



Awareness and Shame May be Largest
Hurdles

e 1999 Survey at VA and Private Healthcare
Organizations

— Only 27% Agreed that Errors were a Serious
Problem

— 49% “Ashamed” by Error

* 1999 IOM report concurs



Multi-Causal Theory “Swiss Cheese”
diagram (Reason, 1991)

Production Clumsy
Pressures Technology
Lack of Zero Fault
Procedures Tolerance
F’unltwe Mixed : Attention
S d
Messages Tfac:r:?n ; Distractions

Deferred
Maintenance

Defenses: - _ g ¢
Policies and / / );:%
Procedures

Team Emnrnnment
Professionalism /

Individual Equipment



Potential
adverse
events

<

Policy writing,
training

2011/8/8

Standardizing,
simplifying

Automation

U

Improvements
to devices,
architecture

Adapted from VA National Center for
Patient Safety www.patientsafety.gov
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“Culture of Safety” and “High
Reliability Organizations”

Safety is always on the “agenda” — especially
for top management

Embrace information from close calls and
hazard analysis

Communication up and down the “food chain”

If you are not sure it is safe, it is not safe



Empirical Evidence that Culture and
Attitudes are Key

o Effective system fixes with evidence meet
resistance from frontlines

— Sign the site for wrong-site surgery
— High concentration potassium removed from wards

e Root cause analyses keep finding the Issues

— Communication between various disciplines

— Failure to “speak up” when something looks “out
of whack”



2C

Intro to Patient Safety Tools

e Example: Root Cause Analysis (RCA)

25



A review of hospital safety programs

e Root cause analysis (RCA)
— What happened, why did it happen, what can be done?

— Triggered from actual events and close calls with “severe”
potential

— Staff are sometimes protected from discovery and confidential

e Close call reporting
— When in doubt, call and talk to your patient safety manager

e Standards or goals of national organizations
— Dangerous abbreviations, patient mix-ups, free-flow IV pumps, etc.



Many impediments to adequate
analysis of adverse events

Hindsight Bias

v .
2011/8/8 B 27



Three related concepts

« Human error is a symptom of trouble
deeper In the system (it is the starting point,
not the end)

e To explain failure, do NOT try to find where
people went wrong

* Find how people’s assessment and action
made sense at the time, given the
circumstances that surrounded them



Conclusions

e Patient Safety is focused on the system and not the
individual

— We are not interested in: Who done it?

e Patient Safety is proactive with a focus to prevent
patient harm

e We are interested in: What happened? How did it
happen? Why did it happen? What are we going to
do to prevent it from happening again? And, how are
we going to measure whether or not our
interventions are working?

Adapted from VA National Center for
Patient Safety www.patientsafety.gov

2011/8/8 29



Patient Safety and the
Just Culture Q
“Culture” )

. .'? p
Verena Briley Hudson, MN, RN

Prepared for the African National Nurses of Mozambique Association

AONE Presentation/August 2011



Agenda

What is Just Culture? The Safety Task

e The Just Culture Model * |nitiatives

Thmiflxet vom ¥y



An Introduction to Just Culture

174,

The single greatest impediment to
error prevention in the medical industry is
“that we punish people for
making mistakes.”



“There are activities in which the degree
of professional skill which must be
required is so high, and the potential
consequences of the smallest departure
from that high standard are so serious,
that one failure to perform in
accordance with those standards is
enough to justify dismissal.”



“People make errors, which lead to accidents. Accidents lead
to deaths. The standard solution is to blame the people
involved. If we find out who made the errors and punish them,
we solve the problem, right? Wrong. The problem is seldom
the fault of an individual; it is the fault of the system. Change
the people without changing the system and the problems will
continue.”

*What happens to nurses in your organization who make errors?
*What happens to doctors in your organization who make errors?




Careless or Reckless Operation of Air Craft

“...No person may operate an aircraft
in a careless or reckless manner
so as to endanger
the life or property of another”




Problem Statement

J Support of System Safety
(J Blame-Free Culture
[ ??Punitive Culture

v As applied to:
» Providers
» Managers
» Healthcare Institutions
> Regulators

What system of accountability best supports
systems safety?



1/

e Human factors design to reduce the rate of error
eBarriers to prevent failure

eRecovery to capture failures before they become
critical

eRedundancy to limit the effects of failure



* Designing Your System
What items would you Based on Human Reliability

include in your design?

eInformation
*Equipment/Tools  Group Project
*Design/Configuration
*Job/Task
eQualifications/Skills
*Perception of Risk
Individual Factors

*Environment/Facilities
*Organizational Environment
*Supervision * Break out into 11 groups and discuss and

eCommunication report on how you would prepare your
System based on human reliability



Model that Focuses on
Duties and Values

e Duties * Values
1. To avoid causing 1. Safety
unjustified risk or 2 Cost
harm 3. Effectiveness
2. To produce an 4. Equity
outcome o
5. Dignity
3. To follow a procedural
6. Others............

rule



Examples of Medication
Errors

Give an real life story of your
experiences using location, storage,
color of labels, and sizes of
medications.

What were the behaviors in your
examples?

Reflect back:

Open, fair?
Lessons learned?

Design of safe system?

Management of behavioral choices?

 Behaviors We Can Expect

**Human error-slip up, lapse,
mistake

s At-risk-choice that
increases risk or believed to
be justified

**Reckless-choice to
consciously disregard a
substantial and
unjustifiable risk



It’s About Reinforcing the Roles of Risk,
Quality, and Human Resources

Risk/Quality

—Helping improve the effectiveness of the learning process
—Providing tools to line managers

—Helping to redesign systems

Human Resources

—Protecting the learning culture
—Helping with managerial competencies
eConsoling

eCoaching

ePunishing




It’s About Changing Managerial
Expectations

A

It’s About Changing Staff
Expectations




Therelfixedit.oom Py

Questions?
Abrigado!



Surgery Errors Decrease In
the Department of Veterans
Affairs

Prepared by Verena Briley Hudson, MN, RN

For AONE’s Presentation for ANEMO
August 2011




Review

A retrospective study showed, the rate
of incorrect surgical procedures in the
Department of Veterans Affairs (VA)

hospitals has decreased significantly in
recent years.



History

* \WWrong-site surgery Is the reviewable
sentinel event most frequently reported to
the Joint Commission and has been

estimated to occur at a rate of 0.09to0 4.5
per 10,000 cases.



Events

* Types of events
Included wrong
patient, procedure,
site, side, and
Implant.

* The type of event
associated with the
nighest rating for
narm was wrong
orocedure.




Researchers

 When researchers reviewed the root
causes for these events, they found the
most common to be a lack of
standardization of critical clinical
processes and procedures, as well as
human factors such as difficulties with
machinery and operator fatigue.



Any Questions??7???



BRAINSTORMING

Pamela Thompson, RN, MS, CENP, FAAN
Chief Executive Officer




Presentation Overview

How Change Occurs
Brainstorming Outline
Materials

Design Challenge

Generating Ideas
Storytelling

Role of Leader
Decision-Making

Presentation



How Change Occurs

Testing ideas and measuring outcomes,

rapid-cycle testing facilitates change

“One nurse, one or two patient(s), one shift”

Implementing and spreading successful changes

Collaborative learning



Brainstorming Outline

Propose a design challenge
What do we know about...?

How might we...?
Storytelling

Brainstorming




Brainstorming Outline

Select top ideas (voting)
Prioritize ideas for development
Plan prototypes

Design first series of tests

{/'



Brainstorming Materials

Large enough room for small group work with table
and chairs

Lots of colored post-its and markers
Wall space for “postings”
Voting with dots, stars, tick marks

Multiple flip charts (one for each small group-at
least one per two tables)

Masking tape



Design Challenge

Choose one or two “how might we...” scenarios...

...iImprove our educational sessions for staffé

...Improve our communication with families and
patientsé



Generating ldeas

ldeas should be things you are able to do

Write each idea on post-it notes or flip chart
« Encourage wild ideas
- Go for quantity - more than 100 ideas

- Do not judge the ideas of others



Storytelling

Instead of doing actual observations, use
storytelling to “observe” actual experiences

Recall an actual story or experience which relates
to the specific design challenge (personal or work-
related experience)

v" Who was involved?
v" What happened?
v How did individuals feel and react?



Storytelling

Tell stories in small groups

Keep the stories brief

- Tell a short story

- Give each member approximately 2 to 3 minutes to tell
their idea/story



Role of the Leader/Facilitator

> Keep people informed throughout process

> Value those involved, their time, and their energy

» Enable learning and teaching as you come up with ideas
» Give people appropriate levels of control of what is listed

» Facilitate connections among people — help people build on

ideas



Role of the Leader /Facilitator

» Be visual - draw pictures
> One conversation at a time
> Build on ideas of others

» Stay focused on topic



Decision-Making during Brainstorming

Cluster together similar ideas from brainstorming exercise
Decide how many dots to give each person

Use dots to vote:
v What are your personal favorites?
v What idea would you most like to try on your unit?

v What idea do you think will have the biggest impact
toward achieving the “how might we...2”

Participants distribute their dots on separate ideas

Report out on favorite ideas (where there are most dots)



Decision-Making

Easy to Implement

Matrix of Change

Low Cost High Cost

Difficult to Implement



Decision-Making

High Impact

Matrix of Change

Low Cost High Cost

Low Impact



Presentation

Demonstrate and present your ideas to each other

Create storyline and build the story around the

idea
Rehearse and refine in the group
Present to whole group

Have the group select elements and build on ideas



“Brainstorming”



Brainstorming Discussion Questions

1. If you were to conduct a brainstorming session with your staff, what are the key elements that
you would use for a successful session? What would you not do during the brainstorming ses-
sion, based on your experience?

2. After conducting a brainstorming session with your staff, are there any additional areas you
have identified? Have you identified other ideas?

3. How did your staff respond to the idea of using brainstorming as a tool for generating
ideas? For example, is your environment/culture support open dialogue and exchange of ideas?
What can you and each staff member do to support an open exchange of ideas during the proc-
ess of brainstorming?



Brainstorming Tips

Why Brainstorm?

Brainstorming is a group process used to generate a large number of ideas in a non-judgmental
environment.

How Do | Prepare?

Brainstorming preparation questions:

. Who will lead or facilitate the brainstorming session?

. Who will participate in the brainstorming session?

. Who can write very quickly to record the brainstormed ideas without slowing down?
. Where will the brainstorming session be held?

. What materials are needed for brainstorming (easel, paper, white board, pens,)

. What is my brainstorming session desired outcome?

Four key ground rules that are useful when conducting
a brainstorming session:

1. There are no dumb ideas. It is a brainstorming session, not a serious discussion.
2. Don'’t criticize other people’s ideas.
3. Build on other people’s ideas. Often an idea suggested by one person can trigger bigger

and /or better ideas by another person.

4, Reverse the thought of “quality over quantity.” Here we want quantity, in other words a lot
of creative ideas.



Brainstorming to Improve Patient Care

Ideas from other nursing units

1.

10.

11.

12.

13.

14.

How can we improve communication between the nursing staff and the physicians?

How can we become more efficient on the unit? Think about the time and all the extra
activities you do calling other departments for follow-up information, supplies, etc.

How can we make our daily processes simpler?

How can we be more efficient with our technology to allow us to more time at the
patient bedside?

What can we do to engage the patient and family in care?

How could we improve our delivery of patient education?

How can we be more pro-active in discharging our patients?

How can we improve the availability of supplies and/or storage?

How can patient rooms turn-over more efficiently, once a patient is discharged?

What would be some ways to incorporate the patient in their plan of care?

What can we do to create a more pleasant environment for one another as well as for
our patients?

What ideas would allow us to focus more time at the bedside and with the patient?

What is most important to you as a member of the nursing unit with regard to your
work environment?

How can we help the patient more clearly understand the tests/procedures they will
receive?

G Martos:/12/2010



Brainstorming to Improve Patient Care

15. What technology can be utilized to assist the patient with managing his or her
medications?

16. What is the most important action | can take to improve patient care?

17. As a nurse, how can | embrace other departments to help improve the patient’s
experience while in the hospital?

18. What one action could be added or taken out of my day-to-day duties that would
increase my job satisfaction?

19. What do | like about my role? What do | like least about my role? What would make my
role more meaningful?

20. What process could be improved to prevent a near miss?

G Martos:/12/2010



INNOVATIONS

Pamela Thompson, MS, RN, CENP, FAAN
Chief Executive Officer




Presentation Overview

Testing Innovations

Model for Improvement

Effective Aim Statements

Rapid Cycle To Test Small Change
Use of Measurement

Balance Measures

Sharing Results

Take Away Principles



Reasons for Testing Innovations

Increases the group’s belief that the change will
result in improvement

Opportunity for “failures” that help us learn

Documents how much improvement can be
expected from the change

Learn how to make the change to fit your
specific environment

Minimizes resistance upon implementation



Model for Improvement

What are we trying to accomplish@
How will we know that a change is an improvement?

What changes can we make that will result in an

improvement?¢




Setting Aims/Goals

Improvement requires setting aims/goals

Agreement on the aim/goal is crucial

Allocation of people and resources is necessary
to accomplish the aim/goal



Principles of an Effective Aim Statement

State aim clearly
Use numerical goals and specific timeframes

Set stretch goals

Avoid aim drift — which means project loses
focus

Be prepared to fully shift aim if necessary



The PDSA Cycle for
Learning and Improvement

Act

» What changes
are to be made?

 Next cycle?

Plan
 Objective
* Questions and
predictions (why)
* Plan to carry out
the cycle (who,
what, where, when, how)

Study/Check

e Complete the
analysis of the data
« Compare data to
predictions
« Summarize what
was learned

Do

» Carry out the plan

« Document problems
and unexpected
observations

* Begin analysis
of the data




Rapid Cycle Improvement

Accelerated method (usually less than 4 weeks)
Relies on small process changes
Careful measurement of the effect of these changes

Make informed changes based on data analysis

The next step is another improvement cycle to
evaluate the success of the change



PDSA Worksheet

Please refer to PDSA worksheet (separate handout)
for discussion.



Repeated Use of the Rapid Cycle
to Improve Patient Assignments

Changes That
Result in
Improvement

Cycle 1d: protocol & form
used with all nurses

Theories
ldeas a Cycle 1c: protocol & assignment form
” revised and used by 3 nurses on two

shifts for one week

% Cycle 1b: protocol and assignment form used by

1 nurse on 1 shift for 1 week

Cycle 1a: protocol & assignment form developed by the
team is reviewed by others on unit



Tips for Testing Changes

Stay a cycle ahead in your planning

Scale down the scope of tests

Work with those who want to work with you
Avoid the need for consensus

Don’t reinvent the wheel

Adapt the change to conditions in the local environment



Linking Tests of Change

The completion of each PDSA cycle leads directly into the
start of the next process

Use the learning from one cycle of testing to plan for the
next test

For each test, evaluate what should be kept, changed, or
abandoned

The team continues linking tests, refining the change until

it is ready for broader implementation.



How Do We Know a Change is an
Improvement?

100% adoption — i.e., all nurses on every shift
follow the new protocol and use the new
assignment form



Testing Multiple Changes




Use of Measurement

Quantitative:

Process measures

Outcome

Qualitative:

Success stories
Anecdotes

Testimonials



Balancing Measures

Ovuicome Measures

Focus - On the patient or customer

Answers - What is the result?

Example: Number of days to next appointment

Process Measures

Focus - On the workings of the system

Answers - Are the parts/steps in the system
performing as planned?

Example: Percentage of patients with a
documented foot exam in the past year



Balancing Measures (cont.)

System Measures

Focus - Looks at a system from different
directions/dimensions

Answers - Are changes that improve one part of the
system causing new problems in other parts of the
system?

Example: If a change reduces time patients spend on
a ventilator after surgery, examine re-intubation
rates to see if they are increasing



Tips for Effective Measures

Key measures should clarify the aim and make it
tangible

Balance process measures with outcome measures
Make use of existing data for measurement

Integrate measurement into the daily routine



Principles for Testing

Test to evaluate if a new idea or innovation will

work - Adopt/Adapt/Abandon

Test small: one nurse, one shift, one patient, one
change-of-shift report, N=1

Engage those interested in testing



Principles for Testing

Make a prediction before you test that is a
statement of your expectation

Collect some data (quantitative and qualitative) and
compare results to your prediction report

It takes many tests to build a successful innovation

Create a tempo and sequence of tests

More tests = more learning



Questions?




PLAN, DO, STUDY, ACT (PDSA) WORKSHEET FOR A SMALL TEST OF CHANGE

TEAM: Cycle Start Date: Cycle End Date:

Overall Aim/Goal: Insert the question you want answered with this test or what you hope to accomplish
* The Aim includes a numerical goal, timeframe, and patient population and system to be improved.

Describe your test of change. What is the question you want this Person When to be | Where to be done
test to answer? (If | do X, will Y happen?) Responsible done
Plan
List the tasks needed to set up this test of change Person When to Where to be done
Responsible be done

1-

2-

3_

4-

5_




PLAN:

Predict what will happen as a result of this test

What measures will help evaluate results compared to prediction

1-

2-

...at this point. You have planned your test and will not be able to complete the Do-Study- Act portion until you run the test.

Do: Describe what actually happened when you ran the test. Describe observations, findings, problems encountered, special

circumstances.

Study: Describe the measured results and how they compared to your prediction. What did you learn? Any surprises?

Act: Describe modifications for the next cycle based on what you learned. Will you adopt, adapt, or abandon the change?
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