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Preface
Australian Council for Safety & Quality in Health Care

The Australian Council for Safety and Quality in Health Care (the “Council”’) has taken a
keen interest in systems approaches to patient safety following the lessons learned from
inquiries such as that conducted into adverse events at King Edward Memorial Hospital in
Perth in July 2002. The Council recognises that a systems approach to patient safety is
central to improvement in this field where responsibilities for patient care are shared, and
many people and policies in an organisation are central to delivering good care to
patients.

The Council is especially interested in building national capacity and sustainability for
patient safety and quality. One of the key action areas in the Council’'s Strategic Plan is
the design and articulation of key elements of a governance framework to support
workforce managers in the health sector. It seeks to build on the resources already in
place to improve and develop patient safety and quality. It also seeks to share its national
expertise and resources by providing products that are useful to those with responsibilities
and accountabilities for patient safety and quality. Consistent with Health Ministers’
agreement at their Conference in April 2004 that all public hospitals have in place a
patient safety risk management plan by the end of 2005, these materials will assist facilities
to ensure that they can achieve this requirement.

The Council hopes that this Patient Safety Management Systems Checklist and the
supporting Explanatory Notes provide a further positive contribution to the national patient
safety agenda.

Bruce Barraclough
Chair
Australian Council for Safety and Quality in Health Care
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A Checklist

Patient Safety Management Systems

The provision of health care is a complex business. It is not surprising then, that there are
inherent risks of harm associated with being a patient. In the Quality in Australian Health
Care Study (QAHCS, Wilson et al., 1995), it was found that 16.6% of admissions were
associated with an adverse event. Approximately half (51%) of these adverse events were
assessed as having a high preventability. Extrapolating the data to all hospitals, Wilson et al
estimated that about 470,000 admissions in 1992 were associated with an adverse event,
and that 3% of all admissions resulted in permanent disability or death.

According to the QAHCS study, as many as 50,000 patients may have suffered permanent
disability, and 18,000 may have died as a result of their health care in 1992. These figures
are those most often quoted by the media, and represent the highest estimates of the rate
of adverse events. When this data was re-analysed to take into account differences in
methodology compared with the Utah/Colorado Medical Practice Study (UTCQOS), it was
estimated that 10.6% of admissions in Australia would have been associated with an
adverse event (Thomas et al., 2000).

According to Thomas et al. (2000), the overall number of adverse events is less important
than doing something to prevent them. Patient safety management systems can assist in
achieving this end, and these materials have been designed to support this process.
Patient safety management systems have evolved from the lessons learned from other
high-risk industries, such as commercial aviation, and the oil and gas industry. These
industries have achieved exemplary safety records by assuming positive and proactive
aftitudes to safety and the operation of effective safety management systems (Hudson,
2003).

n What is a Patient Safety Management System (PSMS)?

A Safety Management System is a series of cross-organisational processes designed to
protect against risks. These processes are used to identify, classify, and manage risks to the
safety of an organisation’s operation. A Safety Management System is an integral part of
an organisation’s risk management framework. It is generally used to:

minimise the direct and indirect costs of incidents and accidents;

meeft legal responsibilities to manage safety;

improve productivity; and

market the standards of an organisation (Civil Aviation Safety Authority, 2002).

The basic premise of a Safety Management System is that errors can occur at all levels of
an organisatfion, and that seemingly minor errors in one area can combine with errors that
occur in other areas and result in the occurrence of an adverse event. This has been
described as the "Swiss cheese effect”, where breaches of safety defences have occurred
and cause a hazard that results in losses (Reason, 1995).

A Patient Safety Management System (PSMS) is based on the same principles that apply to
a Safety Management System. However, it differs in that where the main concern of most
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industries is about staff and production, the risks in health are mainly to patients as they
journey through the health care system. A PSMS reflects a recognition of the potential for
errors to occur and actively seeks to minimise harm to patients through integrated policies,
procedures, and work practices. A PSMS is a system based on a set of shared values and
beliefs. The ultimate goal of a PSMS is to establish robust defences to monitor and improve
patient safety, and to ensure that errors in health care do not result in adverse events.

n What are the key attributes of a successful PSMS?

A successful PSMS is one that is interlinked with other activities for managing risk and is
embedded in the organisation’s culture. This cultural orientation will be reflected in a
commitment to patient safety that permeates the organisation, from top-level managers
down. A PSMS is a systematic, explicit, and comprehensive process for managing the risks
that patients face in a health care setting. A successful PSMS has the following attributes:

e the discovery and assessment of the hazards of particular operations;
¢ the specification of how these hazards are to be managed; and
e whatis to be done if things, despite best endeavours, go wrong.

n Is patient safety management the same as quality management?

Quality and patient safety management systems are based on the same principles: they
are both planned and managed, and depend on measurement, monitoring, and
improvement. However, there are also differences of emphasis; in particular, patient safety
management focuses on potential risks rather than whether the outcomes of care have
been optimised. A PSMS should reflect the recognition that human and organisational
errors will never be eliminated completely, and works to ensure that actions are taken to
minimise the safety risks associated with patient care.

n Who is accountable for the PSMS?

While everybody in the health sector is responsible for ensuring patient safety, there are
various levels of accountability for a PSMS. At the highest level, the Commonwealth, State
and Territory governments are ultimately accountable for patient safety, and this is
achieved through the legislative and regulatory framework within which our health services
operate. In an operational sense, the levels of accountability can be summarised as
follows:

CEOs and Executive

CEOs and their Executives are responsible for an area or network that usually encompasses
more than one facility and/or service. CEOs and their Executive are accountable for
patient safety in this area of responsibility.

Managers/Clinician Managers

Managers and clinician managers are responsible for a work area. They are accountable
for actions in their work areaq, including the operations of their feam:s.
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Health care Professionals

Health care professionals are responsible for day-to-day practice within their sphere of
work, and are accountable for their own individual actions.

Patients

Insofar as their condition allows, patients and their carers assume a degree of responsibility
for themselves to reduce their exposure to safety risks. This includes seeking information
and assistance from their health care professionals as required.

n How do you know if your PSMS is successful?

A successful PSMS will have the following seven characteristics:

Demonstrated senior managerial commitment to patient safety.

Agreed policies and procedures concerning patient safety.

Clearly defined accountability arrangements for patient safety.

Systematic approach to the identification and investigation of patient safety risks.
Systematic approach to the management of all sources of patient safety risk.
Process of review and evaluation.

Systematic approach to fraining and education for staff.

NoohroDd=

n How might the PSMS checklists be used?

Four separate PSMS Checklists have been prepared for CEOs and their executive members,
managers and clinician managers, health care professionals, and patients. Every checklist
considers each of the seven characteristics of a successful PSMS from these different
perspectives. The PSMS Checklists do not assess patient safety, and have not been
designed for external benchmarking. The checklists:

e are intended as an internal management tool only;

e dadllow managers and staff at all levels of an organisation to undertake an
assessment of the PSMS; and

e may be used to gauge the aftitudes of health professionals and patients about the
effectiveness of the organisation’s PSMS.
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Final Comments
Patient Safety Management Systems Checklists

In the international literature, there is a large body of research being undertaken in patient
safety. The attached PSMS Checklists seek to make a significant contribution to this work. It
should be noted, however, that in the development of the PSMS Checklists, much
consideration was given to the Australian context, including the national agenda
developed by the Safety and Quality Council. There are linkages between the PSMS
Checklists and other supporting tools; for example, 10 tips for safer health care (Quality and
Safety Council, 2004), and A National Standard for Open Communication in Public and
Private Hospitals following an Adverse Event in Health Care (Quality and Safety Council,
2003).
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