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Presenter
Presentation Notes
To err is Human – 2000: 100,000 preventable death. Message – Healthcare isn’t safe; call to action: make care saferCrossing the Quality Chasm – 2002. Message - “Trying harder will not work”. The system is broken – it is a non-system. Call to action: Improve the American healthcare delivery system as a whole, in all its quality dimensions, for all Americans. Improvement at the margin will not work.The report calls for the framework of 6 elements for the delivery of care:Efficiency, Effectiveness, Safety, Patient Centeredness, Timeliness, EquitablenessIt also call upon the IT revolution as the EHR is a rich source of Patient Safety Information.  



What is patient safety? 

• Patient safety was defined by the IOM as 
“the prevention of harm to patients.”  

. . .  . . the system of care delivery that  
(1)prevents errors;  
(2) learns from the errors that do occur; and 
(3) is built on a culture of safety that involves 
health care professionals, organizations, 
and patients.  

Presenter
Presentation Notes
The glossary at the AHRQ Patient Safety Network Web site expands upon the definition of prevention of harm: “freedom from accidental or preventable injuries produced by medical care.”





Is there really a safety problem? 

• Wrong site surgery – btw 1995 and 
2010, 956 WSS were reported to the Joint 
Commission 

• Medication errors – harm ~1.5 million 
Americans each year resulting in more 
than $3.5 billion in extra medical costs 

• Health care-acquired infection  - 1 out of 
20 hospitalized patients contract HAI 

Presenter
Presentation Notes
All could occur in dentistry in our dental school clinics
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Essential 
elements of 

a patient 
safety 

system 

Emanuel L, et al.  What Exactly is Patient 
Safety?  In Henriksen K, Battles JB, Keyes MA 
et al, editors.  Advances in patient safety: new 
directions and alternative approaches (Vol1: 
Assessment); Rockville Md; Agency for  
Healthcare Research and Quality; 2008 Aug. 
http://www.ncbi.nlm.nih.gov/books/NBK43629/ 

Presenter
Presentation Notes
Goal to minimize adverse events and eliminate preventable harmSystems designOpen learning and reportingTrustworthiness and accountability



Patient safety vocabulary 

Safety: freedom from accidental injury 
Adverse event: an injury resulting from a medical 
intervention (i.e., not due to the underlying clinical 
condition of the patient)  
Preventable adverse event: an adverse event that was 
attributable to a clinical error.  
Error: the failure of a planned action to be completed as 
intended or the use of a wrong plan to achieve an aim; not 
all errors result in injury. Errors can include problems in 
practice, products, procedures, and systems. 
 
 Institute of Medicine 

Presenter
Presentation Notes
There are many different definitions, but these are the ones used by the IOM and are well recognized throughout the industry. Not all adverse events are errors. A diabetic patient might incur ocular disease or loose his toes, as a result of the aggressiveness of the disease, not because of anything that went wrong with the medical management of the patient.Similarly, a severe bulimic patient may have severe dental erosion and destruction as a result of the aggressiveness of the disease, not because the dentist is treating the patient wrongly.AE: Place crown or braces and patient shows next day with severe allergic reaction to nickel (unknown to patient or provider)Preventable AE: Patient with abscessed tooth: Do endo and I&D and Rx Penicillin. Patient is allergic to penicillin which was noted in the EHR.Failure of a planned action to be completed as intended: Wrong tooth extractionUse of a wrong plan to achieve an aim: Patient with periapical abscess, requiring I&D/Endo or extraction – just do pulpectomy in hope of eradicating the infection 
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Steps to patient safety 

• Build a safety culture 
• Lead and support the practice team 
• Integrate risk management activity 
• Promote reporting 
• Involve and communicate with patients and 

public 
• Learn and share safety lessons 
• Implement solutions to prevent harm 

National Patient Safety Agency, National Reporting and Learning Service, National Health Service. www.npsa.nhs.uk/ 
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Why is culture important? 

The safety culture of an organization is the 
product of individual and group values, 
attitudes, perceptions, competencies, and 
patterns of behavior that determine the 
commitment to, and the style and proficiency 
of, an organization's health and safety 
management.  Health and Safety Commission Advisory Committee on the Safety of Nuclear 

Installations. (1993). Organizing for safety: Third report of the ACSNI study 
group on human factors. Sudbury , UK : HSE Books.  



Key features of a positive  
patient safety culture 

• acknowledgment of the high-risk nature of 
activities and determination to achieve 
consistently safe operations;  

• a blame free environment in which 
individuals report errors or near misses 
without fear of repercussion or punishment;  

• encouragement of collaboration across ranks 
and disciplines to seek solutions to patient 
safety problems.”  

Patient Safety Primer, Safety Culture. 
Agency for  Healthcare Research and 
Quality. http://psnet.ahrq.gov 

Presenter
Presentation Notes
AHRQ Patient Safety Network describes these as:  The central concept of a blame free culture recognizes that most errors are a result of system failure rather than individual’s wanton acts.  In a “just culture” 18  there is not a rush to judge and punish individuals, rather a recognition that most errors are a result of system failure rather than individual wanton acts.  Individuals are still accountable for their actions but the analysis of the event focuses on all the elements of the system.   Barriers to reporting incidents and adverse events have been investigated in several studies. 19-22   The primary reason reported is fear of blame, particularly reluctance by more junior team members to report errors of superiors in the health care system.  Other reasons for failure to report are the lack of realization that the incident/event warranted reporting or not knowing how to report and concern that reporting will increase regulation and administrative duties.  Establishing a positive culture of safety requires first identifying the presence and magnitude of these barriers, and then work can begin to change the culture and impact patient safety in the organization.



Teamwork 

• Plays an important role in causation and 
prevention of AEs 

• Staff perceptions of teamwork are related 
to quality and safety 

• Effective teams have high levels of 
communication, coordination, and 
leadership 

Acta Anaesthesiol Scand. 2009 Feb;53(2):143-51. doi: 10.1111/j.1399-6576.2008.01717.x. Teamwork and patient 
safety in dynamic domains of healthcare: a review of the literature. Manser T. 

 

 

Presenter
Presentation Notes
Acta Anaesthesiol Scand. 2009 Feb;53(2):143-51. doi: 10.1111/j.1399-6576.2008.01717.x.Teamwork and patient safety in dynamic domains of healthcare: a review of the literature.Manser T.SourceETH Zurich, Center for Organizational and Occupational Sciences, Zurich, Switzerland. tmanser@ethz.chAbstractAIMS/BACKGROUND: This review examines current research on teamwork in highly dynamic domains of healthcare such as operating rooms, intensive care, emergency medicine, or trauma and resuscitation teams with a focus on aspects relevant to the quality and safety of patient care.RESULTS: Evidence from three main areas of research supports the relationship between teamwork and patient safety: (1) Studies investigating the factors contributing to critical incidents and adverse events have shown that teamwork plays an important role in the causation and prevention of adverse events. (2) Research focusing on healthcare providers' perceptions of teamwork demonstrated that (a) staff's perceptions of teamwork and attitudes toward safety-relevant team behavior were related to the quality and safety of patient care and (b) perceptions of teamwork and leadership style are associated with staff well-being, which may impact clinician' ability to provide safe patient care. (3) Observational studies on teamwork behaviors related to high clinical performance have identified patterns of communication, coordination, and leadership that support effective teamwork.CONCLUSION: In recent years, research using diverse methodological approaches has led to significant progress in team research in healthcare. The challenge for future research is to further develop and validate instruments for team performance assessment and to develop sound theoretical models of team performance in dynamic medical domains integrating evidence from all three areas of team research identified in this review. This will help to improve team training efforts and aid the design of clinical work systems supporting effective teamwork and safe patient care.

http://www.ncbi.nlm.nih.gov/pubmed?term=Manser T[Author]&cauthor=true&cauthor_uid=19032571
http://www.ncbi.nlm.nih.gov/pubmed?term=Manser T[Author]&cauthor=true&cauthor_uid=19032571
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Patient safety and quality  
issues 

Information exchange and 
communication  

Teamwork 

Work pressure  
and pace 

Staff training 

Office processes and 
standardization 

Communication 
openness 

Patient care tracking 
/follow up 

Communication  
about error 

Leadership support  
for safety 

Organizational  
Learning 

Overall perceptions of patient  
safety and quality 

Survey of patient safety 
culture  

Medical Office Survey on Patient Safety Culture. January 2010. 
Agency for Healthcare Research and Quality, Rockville, MD.  
http://www.ahrq.gov/professionals/quality-patient-
safety/patientsafetyculture /medical-office/ resources/index.html 

http://www.ahrq.gov/professionals/quality-patient-safety/patientsafetyculture /medical-office/resources/index.html
http://www.ahrq.gov/professionals/quality-patient-safety/patientsafetyculture /medical-office/resources/index.html


Attitudes toward Patient Safety Standards 
US Dental Schools: UCSF 

Peggy Leong, Jay Afrow, Hans Peter Weber, Howard Howell.  
JDE 72(4): 2008 

• AHRQ survey instrument administered to dental 
faculty, students and support staff and to hospital 
staff 

• Dental ratings higher than hospital in overall 
perceptions of safety, management support for 
safety, and teamwork. 

• Dental below hospital in frequency of adverse 
events reports, and organizational learning/CI 

Presenter
Presentation Notes
 Abstract: The objective of this study was to assess the patient safety culture among students, staff, and faculty in seven U.S. dental school clinics when compared to those from a similar study in twenty U.S. hospitals. A survey on patient safety culture developed by the Agency for Healthcare Research and Quality (AHRQ) was used to measure attitudes towards patient safety by anonymous faculty, students, and support staff members who work in the clinics of seven U.S. dental schools. This survey instrument was also administered to staff at twenty U.S. hospitals. In three of the twelve sections of the survey (Overall Perceptions of Safety, Management Support for Patient Safety, and Teamwork Across Units), dental school personnel responses rated above the hospital benchmark results. In Section 2 (Frequency of Adverse Events Reported) and Section 4 (Organizational Learning/Continuous Improvement), average dental school responses were below those recorded for hospital personnel. The overall score from the twelve sections of the survey indicated that patient safety attitudes of dental school participants were higher than those of their hospital counterparts.



Dental Education: University of Pacific  

Evaluation of a Clinical Outcomes 
Assessment Tool in a US Dental School.  
Jeffrey Wood, Nader Nadershahi, Richard 
Fredekind.  JDE 67(1): 2003 

 

Presenter
Presentation Notes
Abstract: Quality assurance (QA) programs in dental schools have a component of their program devoted to treatment outcomes.To this end, our institution has implemented TOUCH (Treatment Outcomes Unacceptable for Clinical Health) seminars andUnusual Occurrence Reports (UORs). The seminars allow a faculty member to present a case to faculty and students withfeedback from the audience on how the case was managed. The UORs track clinical incidents outside the range of normal.Participation in both of these QA measures has been less than expected. The goal of the current study was to discover the reasonsfor participation and lack of participation. A twelve-item survey was completed by seventy-one clinical faculty members andanalyzed for trends. Faculty report only 28.3 percent of the unacceptable outcome cases they know about. The two most commonreasons given for reporting an unusual occurrence were that it would help the institution reduce similar incidents and it wouldprovide an opportunity to share learning experiences. The most common reason given for not reporting an unusual occurrencewas not remembering to do so. Faculty members were most willing to present a TOUCH seminar if guaranteed that no negativerepercussions would result. Suggestions for increasing participation in both programs include emphasizing their value, modifyingthe seminar format, providing more reminders, and reassuring against repercussions.



University of Louisville 

An Initiative to Prepare Adult Nurse 
Practitioners and Family Nurse Practitioners 
(ANP/FNP) and Dental Students for Deliberative 
Interprofessional Collaborative Practice  
 
Theresa G. Mayfield, D.M.D. Associate Dean for Clinical 
Affairs University of Louisville School of Dentistry 
 
Presented at ADEA CCI Summer 2013 Liaisons Meeting, Portland, OR  

Presenter
Presentation Notes
This presentation will provide an overview of the collaborative between the University of Louisville Schools of Nursing and Dentistry to implement and evaluate an IPE model designed to prepare ANP/FNP and dental students for deliberative interprofessional collaborative practice. The educational collaborative incorporates the Interprofessional Education Collaborative (IPEC) core competencies as foundation for team-based learning to provide students with experience in collaborative practice to identify and manage oral-systemic diseases. 
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Presenter
Presentation Notes
Clinical interaction form?



Developing a Patient Safety System for Dentistry 

R01, 5-Year NIH/NIDCR Grant  
Dental Schools of University of Texas 
Houston, Harvard University, University of 
California San Francisco, Oregon Health 
& Science University 
 

1.Develop the tools to document dental AEs  
2.Generate a classification scheme and 
repository to organize AEs 
3.Enable five dental organizations to 
systematically collect and analyze AEs  
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Questions, comments? 
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