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Overview of Danish tools and methods

Here by follows an overview of tools and methods for discussing and training patient safety developed by The Danish Society for Patient Safety. For further information, please contact Head of secretariat Britt Wendelboe at britt.wendelboe@regionh.dk or Ph.: +45 36 32 60 71
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Master Classes in Patient Safety
Description

The national master classes were a full education in three modules (7½ days in all plus 40 hours of field work) with focus on patient safety and risk management at hospital level. The aim was to develop patient safety experts at hospital level in all regions of Denmark and to establish a network between Patient Safety Managers for exchanging knowledge. 

Course I: Reactive methods

Module 1: Learning the Root Cause Analysis-method

Modul 2: Field work – conducting a RCA on own hand ‘at home’.

Module 3: Exchanging experiences of how to conduct RCA’s, legal aspects and the system perspective. 

Course II: Proactive methods

Course III: The human factor

Type of intervention

Lectures, workshops, field work.

Duration

The three master classes ran over six months in 2004 and 2005. 
No. of participants

Approximately 40 Patient Safety Managers and hospital leaders from all over Denmark.

Prerequisites

The participants know of adverse events and analyzing them in a system perspective. They have thorough knowledge of the Patient Safety Strategy of their own region. Participants reads and understands English as some articles and speakers used English language.
Renewal of intervention

The national team of the 40 Patient Safety Managers has successively taken the training up locally and now conducts the training in the five hospital regions on their own. The group and their successors is every year invited to a Brush Up-seminar. 

The issues at the Brush Up-seminars has been 

· Exchange of experiences

· ‘Safer Team Communication’, 

· ‘Patients for Patient Safety’, 

· The Danish ‘Operation Life’-campaign’, 

· ‘How to measure patient safety’

· Legal aspects

· Cultural surveys

· Patient safety in primary care

· Aggregated root causes analysis 

· Etc.

Evaluation

There has been no formal evaluation of the master classes except for evaluation at the ‘Reactions’-level (‘end of course critique’).
Outcomes of interventions

The patient safety managers at hospital level were after the classes able to react on adverse events, conduct analysis and develop actions at their own hospitals.
Danish Patient Safety Toolkits 
Description 

The Danish Society for Patient Safety has until now developed the following toolkits that are used in Danish hospitals and by patient organizations:

1. Root Cause Analysis: An introduction to the systematic method of uncovering causes of sentinel events and developing actions for prevention. The tool kit is based on the Veterans Affairs-method.

2. Healthcare Failure Mode Effect Analysis: Describes a proactive method of identifying and analyzing unsafe processes with the aim of preventing adverse events before they happen.
3. The Human Factor: An introduction to why humans make mistakes and how we work in the prevention and evaluation of errors in healthcare.

4. Legal aspects of patient safety work: Discusses Danish legal aspects in relation to reporting and analyzing adverse events. 
5. Medication Reconciliation: Describes how to conduct the medication reconciliation process at handovers for instance at admission, discharge and handover between units.
6. Aggregated Root Cause Analysis: Describes how to analyze at one time several adverse events of the same character.
7. How Patient Organizations can reduce harm: How patient organizations can work for increased patient safety. 
8. Patient Safety Walk rounds: A description on how to conduct patient safety walk rounds: What is it? Why is it effective? How to do it in practice?
9. Safer Team Communication: Inspiration and suggestions for training hospital staff in how to communicate safely when discussing patient issues – both staff to staff and in greater teams. 
10. The Second victim (to be released in autumn 2008): Tools and recommendations on how to develop politics and support groups to deal with staffs reactions to adverse events they experience or are directly involved in. 
Type of intervention

The toolkits typically consists of 

· A Compendium that gives a detailed description and explains the method step by step including how it can be implemented.  

· A Power point presentation (including explaining notes) so the patient safety manager easily can educate others to use the method.

· Relevant forms, charts, checklists and diagrams.

· A handbook.

· A CD with all the material. 

Year of establishment

2003-2008
Link

www.trygpatient.dk
Comments

All tool kits are in Danish except ‘Root Cause Analysis’ which is translated into English.

Development of toolkits for European level will of course have to be done in collaboration with representatives from different health cultures so we make sure that it is adequate to most systems. The Danish toolkits can be a valuable starting point and The Danish Society for Patient Safety can deliver the patient safety expert knowledge and the experience in developing toolkits. 

Evaluation

The Root Cause Analysis method and the Safer Team Communication is being systematically evaluated. Evaluations of the other tool kits are based on feedback from users from whom we have received positive feedback.
Recipients

1. Root Cause Analysis: Patient Safety Managers, Patient Safety officers and others about to conduct their own analysis.

2. Health Failure Mode Effect Analysis: Patient Safety Managers, Patient Safety officers and others about to conduct their own analysis.

3. Human Factor: Healt Care Staff, Patient Safety Managers and – Officers.

4. Legal aspects of patient safety work: Health Care leadership, patient safety managers- and –officers and civil servants.

5. Medication Reconciliation: 

6. Aggregated Root Cause Analysis: Patient Safety Managers, Patient Safety officers and others about to conduct analysis on their own.

7. How Patient Organizations can reduce harm: Political advisors and volunteers.

8. Patient Safety Walk rounds: Hospital boards, patient safety officers, patient safety managers and nursing home leaders.

9. Safer Team Communication: Unit- and hospital leaders, patient safety managers and patient safety officers. 

10. The Second Victim: Unit- and hospital leaders, patient safety managers and patient safety officers.
Prerequisites

The toolkits give a thorough introduction to the system perspective etc. and in general take no prerequisites except for clinical insight and familiarity with the system perspective of patient safety. 
Comments

The toolkits are financed by TrygFonden (TrygFoundation) – a Danish non-profit organization. The foundation’s work is based on analyses of the needs and wishes of the population, together with the results of a diversity of projects, all engaged with increasing security in Denmark. The projects are carried out in collaboration with leading experts and organizations in the fields in which the projects take place. The three areas that TrygFoundation focuses on are: Safety, health and other socially beneficial activities.

Patient Safety Cases
Description

The homepage www.trygpatient.dk contains more than 40 cases of sentinel events inspired by real adverse events and analyzed with the use of the Root Cause Analysis-technique. The cases focus on typical events and realistic actions. All cases include a 5-minuttes PowerPoint-show shaped for discussing the cases at staff-briefings/morning conferences or staff-meetings.
Aim
Supporting the formation of a safety culture based on the system perspective

Link

Two examples of the case analyses in English can be obtained at www.patientsikkerhed.dk/About. 
Renewal of intervention

The homepage is updated with a new case every month.
Year of establishment

2004 - 2008
Evaluation

No forma evaluation but the number of hits at the homepage is monitored.
Recipients

The target group is Patient Safety Officers, Patient Safety Mangers, clinicians and others who can use definite cases when discussing or teaching patient safety.
Comments

The homepage is inspired by the WebM&M-homepage developed by AHRQ.

Patient Handbook
Description

The Patient Handbook is the somatic patients (or the relatives’) guide to a safe and secure hospital treatment and helps the patient to ask for and get 

· The necessary information regarding the medical treatment

· Own medial records

· Good medication habits

· Answers to the right questions about the treatment. 

Hospital staff members are responsible for the patient safety during the period in which a patient is hospitalized. For this reason every hospital has systems and procedures that are designed to prevent errors from occurring. The patients can do their part toward in making the systems even stronger – by staying informed, keeping track of developments and speaking up if they notice something about to go wrong. The handbook is intended for the use of somatic in- and out patient but friends and relatives may also find the contents useful. The patient handbook is structured as a guide that can be read from the beginning to the end, or it can be used for reference purposes and read only in relevant sections.

The handbook is developed after a thorough needs assessment between patients, hospital staff and primary care physicians. 

Keywords

Patient Impoverment
No. of participants

The handbook is printed in 140.000 copies in Danish. 
Link

www.patientsikkerhed.dk/About

Evaluation

The use of the handbook is evaluated in eight focus group interviews among hospital staff and patients. The conclusion of the evaluation was strong support from patients to use the book but also that patients prefer to use the handbook after an introduction to it from staff. The handbook takes fair reading skills and is most suitable for somatic inpatients. 

Staff finds the book comprehensive but also experiences more relevant questions from patients having used the book.
Others
‘Sorry Works’ (to be released in April 2008)

The report gives recommendations on how to train health care staff in recognizing adverse events and apologizing to patients and relatives. The report is based on discussions with all relevant stakeholders plus interviews with legal advisors and the Danish ombudsman. An English version can be downloaded from www.patientsikkerhed.dk/about from April 2008.
Suicide prevention assessment tool
Copenhagen Hospital Corporation has developed a suicide prevention assessment device aimed at minimizing the risk of psychiatric patients committing suicide. These devices include:

- Guidelines for complete suicide risk assessment

- Suicide prevention Alert-letter

- Checklist: A tool used as a cognitive memory aid as well as a guide to clear communication. 

Link (for the Danish version of the tools): www.regionh.dk/patientsikkerhed 

‘The Five Steps’-campaign for reducing the risk of wrong site surgery 

Copenhagen Hospital Corporation has developed and implemented "The Five Steps Campaign" - aimed at reducing the risk for wrong site surgery based on the American (Veterans Affairs/Joint Commission) ‘Universal protocol’. Can be accessed in Danish at www.de5trin.dk 
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