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EIEI (BTN ...skilled non-medical accident

R e Sl investigator was called
in...catalogued over 40
e et e e e weaknesses in the hospital
system that led to the fatal
error.

HOME » NEWS » TENEWS

Doctor who killed cancer patient jailed

Bv Nick Britten
12:01AM BST 24 Sep 2003

An independentinquiry into the incident concluded that the
death of Wayne Jowett, who was on remission from leukaemia,
was caused by a "complex amalgam of human, organisational,
technical and social interactions



THE MID STAFFORDSHIRE
NHS FOUNDATION TRUST
PUBLIC INQUIRY

Chaired by Robert Francis QC

Building on the report of the first inquiry, the story it tells is first and foremost of appalling suffering

of many patients. This was primarily caused by a serious failure on the part of a provider Trust Board.

<JCdid not listen sufficiently to its patients and staff or ensure the correction ol dediciencies brought to
the Trust’s attenfion. ADave all, T taited 10 @mkie an msiious negative culture involving a tolerance of

poor standards and a disengagement from managerial and leadership responsibilities. This failure
| ' Executive summary | |




The day The parents The doctor

The inside story of a six-year-old boy'sfdeath.
And the trainee doctor who took the blame.




(Learning from) Safety Reviews
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REALISTIC MEDICINE
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Getting to the Third Curve
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http://aws-cdn.internationalforum.bmj.com/pdfs/M11_Feeley_Leitch_Swensen_Dalton. pdf
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People Make Change

Join us in Glasgow to meet new colleagues, hear from inspirational speakers, and share
ideas on how to deliver exceptional person-centred care.
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Research: Perspective-
Taking Doesn’t Help You
Understand What Others

Want

by Tal Eyal. Mary S2ofel. and Nt alas Eghry
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Our colleagues in this
shop have total authority
to do whatever they can
to give you amazing
service.
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What exactly is M&M?

Team Based Reviews — patient/ staff/ service

NOT justM or M - SAFETY IS NOT BINARY

Opportunity to work as a team

- understand complexity in care
- address weakness
learn from strengths
Improvement
train/ teach/ share
provide our communities with the best possible care



“Tell me and | forget,
teach me and | may remember,
involve me and | learn.”

Benjamin Franklin



Designhing Safety

Want to make culture healthy? Make your
strategy nutritious and tasty



SMMP National Survey g

88.1% 3{

M&M or similar peer

review meeting " : l
L 3
{ {
»

>50% Learning - Infrequent/Rare/ Never p }

Significantvariationin practice
across Scotland

? Output



SMMP
Improving Quality of Team Based Safety Review
Processes

SySte m/ IT/ Designing effective
LOgiStiCS systems to support peer

review or M&M meetings

Human Factors
Quality
Improvement

Knowledge/ ¢ y Shared
Training Learning
Providing necessary skill sets Learning for
to improve quality and output of Improvement

safety reviews in Scotland



Sl  Mortality and Morbidity Reviews
ramework

IS Practice Guide — Working Version
October 2017
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Share outcome with Al Adverse Event
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Undergraduate
Professional
Practice Block

A new generation of NHS
Scotland workforce

Safety reviews
Human Factors/ Ergonomics
Non-Technical Skills




Learning Mortality/ Morbidity —_
from Good N2
Care 3y | Report/Document (IT-system)
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Death Certificate
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No issues identified. Enter
datainto IT system for
trend analysis
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Present and Discuss at IM&IVl Meeting or
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Share outcome with
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V3.0 M Kumar

Document outcome/ recommendations/

learning points
Assignresponsibility foractions
Manage recommendations
Ensure Learningis shared
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Further review and
appropriate action
(Adverse Event
Framework)







Poor Design

g

Poor Engagement

4

Poor Outcome

v Responsive

v User friendly

v ‘Memory’

v Links to simulation/ training

v Supports Learning & Improvement

| EHealth

eHealth Strategy & Programmes N H s
o

Review of Mortality & Morbidity Processes

& Existing Systems

Final Options Report




Core Dataset

* What went well (Why, How)
* What did not go well (Why, How)

e What can we learn

* What is our action plan
* How are we going to share this learning



Systems- Based Framework for Safety Review
(M&M) Analysis

Seek multiple perspectives

Consider Work Conditions

Analyse Interactions and Work Flow

Understand Why Decisions Make Sense at the Time

Learning Value of Case

HF/E

Safety 2

Ql

Just Culture
Psychological Safety



Team reflection

Shared Learning

Training — Closing the loop
Innovate

Governance
DoC







Generating Ql

ToDolist | MyDashboard | Actions | Contacts | Admin | Logout | Datlx

Adverse Events v Complaints v Rachael Abernethy

ons Listing
ecords found. Displgysd’1-5.

ist all actions Query:| Choose E Save the current search as a query.
ere are 18 overdue Actions

# Design a report

Q New search

[@ Saved queries

Q List search results

Q Clear the current search
? Help

DatixWeb 14.C




“You can’t change the culture”
M&M Meetings — ‘Toxic’

How do we close the loop on learning?

> 30% hospital staff don’t feel safe raising a concern

Reasons for not reporting adverse incidents: an empirical study y

Charles Vincent, Micola Stanhope,

Margaret Crowley-Murphy Journal of Evaluation in
I Clinical Practice -
Article first published anline: 25 DEC 2001 3 32 a CO”GbOI’OfIVG

. _ _ Volume 5, Issue 1, pages 13—
DOl 10.1046/.1265-2752.1999.00147 x 21, February 1999

essy, M DeWit

:39-43. doi: 10.1136/qshc.2004.012559

News

Survey of UK doctors highlights blame culture within the NHS

BMJ 2018 ; 362 doi: https://doi.org/10.1136/bmj k4001 (Published 20 September 2018)
Cite this as: BM/ 2018,362:k4001




600

500

400

300

200

100

—/

. HI+I T T T T T T T T T

2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018

-#-Medical —+Nursing T

Integrated Incident Reporting System with
Team based safety review meetings



“The new M&M Process can be non-judgemental, fair and a
genuine learning and improvement process” (Trainee)

“.... positive effect on trainees/ trainers..”. (Trainer)

“...(M&M) process has allowed trainees/ staff to confidently
raise concerns ...feel reassured that they will be addressed in a
learning environment.” — Deanery feedback based on
interviewing trainees/ staff

... .We have had some fantastic learning opportunities so
here's hoping the process can go from strength to strength.
- Senior Charge Nurse

“We feel that the overt linkage between (IT system) and the Ql
(M&M) meetings is a particular strength" - Scottish Deanery
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Health and Social Care

?i
NH$ Orkn NHS Shetland

NHS Grampian

NHS Western lsle

NHS Tayside
NHS Forth Valley
NHS Fife
NHSHighland NHS Lothian
NHSGreater Glasgow & Clyde NHS Lanarkshire
MHS Ayrshire & Amran NHS Borders

NHS Dumfries & Galloway

Special NHS Boards
NHS Education for Scotland NHS Health Scotland
NHS National Services Scotland’ NHS National Waiting Times Centre

Healthcare Improvement NHS 24
Scotland

Scottish Ambulance Service The State Hospitals Board for Scotland
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