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Overall Description

· Approach #1

· Watch and listen for safety issues during rounds

· Pick one safety issue that you see, read, or hear about

· At end of rounds and discuss for 5-10 min

· Relevant, but incomplete

· Approach #2

· Have 5-10 modulettes in your “back pocket”

· Ones that have complete analysis done for you

· Ones that have “happy endings”

· Ones that are out of the ordinary, but pique curiosity

· When a patient is using this system or involved with it, pounce!
· Less relevant, but more complete
Objectives

· Understand formats for using modulettes during work rounds that have shown promise
· Understand content of example modulettes
· Oxygen-Medical Air wall outlet confusion

· MR safety of “sand bags”

· AMBU bag

· Defibrillator-Pacemaker

· Develop tactics to find examples/cases/demos
Experience To Date

· JG used the approach following 2 hours of work rounds at pediatric ICU – worked okay

· JG several times with technicians and nurses of various types at various VAs – worked great, and was able to carry out the training “in-between” their work tasks

· Other patient safety curriculum volunteers have used the Modulette approach during work rounds, with mixed qualitative results

Tools

· This MS Word Instructor’s Guide

· For each of the Modulettes (5 so far)

· MS Word instructor’s guide or background

· Short powerpoint slide set

· Pocket cards with basics and pictures as reminder and low-tech multimedia
Instructor Preparation 

1) Developing a repertoire and tactics for using them

· Don’t get too hung up on planning

· Know a few modulettes well and try them

· “Down time” for different services occur at different times

2) Key Resources for case studies good analysis or “happy endings”

· From your patient safety manager/risk manager

· However, there may be restrictions on how real it can be

· The RCA or analysis may not involve “enough” physician relevant stuff

· From the listed resources at the end of this guide

3) Balancing Professionalism with Systems Issues and Remedies

· Professionalism: self-assessment, more study to…

· Avoid “slip-ups” (be careful)

· Diagnostic and patient management acumen

· Systems issues which leads to remedies like…

· Improvement in device or work area design

· Thoughtful automation

Modulette G-1:  Oxygen-Medical Air wall outlet confusion

· Over a dozen cases of morbidity in VA

· Hundreds in other settings? (two cases in point)

· Range of responses from nurses, doctors, and respiratory therapists

· “It can or should never happen!”

· “It often happens and we check that failure mode right away”

· One-page VA Advisory on this topic on CD and Web

· “Quotes” from Adverse Events

· “Tell the nursing student to attach the oxygen mask and tubing to the green spigot”
Modulette G-2:  MR safety of “sand bags”

· MR is always on ($25K to $500K to shut off)

· Magnetic field is always invisible

· MR safety of “sand bags”

· Not all metallic appearing stuff is magnetic, and vice versa

· Some “sand” bags have iron in them

· From discomfort to death

· American College of Radiology

· MR safety guidelines

· Emanuel Kanal, MD collects hundreds of “stories”

Modulette G-4:  AMBU bag attachment confusion leading to delayed use


To be developed

Modulette G-5:  Defibrillator-Pacemaker

· Recently designed to be attached with pads & leads (i.e., “hands-off” design)

· Now used clinically for:

· Temporary external pacing

· If the patient is “vulnerable” 

· Physicians and nurses attach pads “just in case”

· Device is left on crash cart, but turned off 

· If the curtain is closed and nurse or technician cannot see patient attached, what happens?

· “Its time for the 3/day “200J” testing
References and Web Sites

…Where to find examples and “patient safety analysis”

1) VA National Center for Patient Safety web site – Newsletter (TIPS) or Hazard Summaries

http://www.patientsafety.gov/tips.html
Gosbee JW, DeRosier J.  MR Hazard Summary.  VA NCPS Web Site. http://www.patientsafety.gov/alerts/MRI.doc
2) AHRQ’s Web M&M site. http://www.webmm.ahrq.gov/

National Center for Patient Safety Newsletter and Case Examples. 

3) Thomas AN, Hurst W, Saha B.  Interchangeable oxygen and air connectors.  Anaesthesia. 2001 Dec;56(12):1205-6. 

4) Waite A, Macartney I. Air-oxygen flowmeter confusion.  Anaesthesia. 2003 Feb;58(2):194-5.

5) Annals of Internal Medicine - “Quality Grand Rounds.” 
http://www.annals.org/cgi/content/full/136/11/850 

6) Journal of Academic Emergency Medicine - 'Profiles in Patient Safety' http://www.aemj.org/cgi/reprint/9/4/324.pdf 

7) Institute for Safe Medication Practice Medication Safety Alert!
- All access www.ismp.org
- VA access only http://vaww.pbm.med.va.gov/pbm/menu.asp 

8) FDA Medical Device Adverse Event Database
(http://www.accessdata.fda.gov/scripts/cdrh/cfdocs/cfMAUDE/search.CFM)
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