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Preventable harm in pediatric hospital care Is estimated to occur in 1 of every 25
hospital admissions. Our goal is to bring that down to zero.

Alberta Children’s Hospital (ACH) and Stollery Children’s Hospital (SCH) have
joined the Solutions for Patient Safety (SPS) Network, a network of over 140
children’s hospitals across North America working together to eliminate serious

harm for all pediatric patients.

Under the AHS program name Safest Together, the two Albertan children’s
hospitals will be working together to adopt evidence-based practices that have
been shown to reduce hospital acquired harm. Achieving this goal will involve
leadership, frontline staff, patients and families in Improving our systems.

Targeting preventable harm

Implementation of validated care
bundles to prevent Hospital Acquired
Conditions (HACs)

ACH FIRST FOUR HAC TARGETS
@? Peripheral 1V infiltrations and
@l ) extravasations (PIVIE)

Pressure injuries (PI)

Central line-associated blood
stream infections (CLABSI)

@ Surgical site infections (SSI)

FUTURE HAC TARGETS INCLUDE:

- Adverse drug events

- Catheter-associated urinary tract infections
Injuries from falls and immobility

- Ventilator-associated events

- Venous thromboembolism

- Unplanned extubations

- C. difficile and antimicrobial stewardship
Nephrotoxic acute kidney injury
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KAMISHIBAI CARDS (K-cards)

Care bundle implementation is
tracked using the K-card method.
Peer-to-peer audits are conducted
to ensure all elements of the
oundle are reliably being
nerformed.
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Quality board report for PIVIE

In addition, rates of harm are being
collected and shared with the SPS
Network. Rates increase Initially as we
report more accurately, but are expected to
decrease as we implement and monitor
care bundles.
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Sample report from SPS on ACH rates of CLABSI
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Hospital

Culture Wave

Becoming a High Reliability Organization is an AHS priority. ACH and SCH are
Implementing error prevention training for all employees, physicians and volunteers
to orient to a ‘culture wave’ of patient safety:

= Adopting safety culture principles into everyday practice
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The bottom line

Serious Safety Events (SSEs) occur when we deviate from standard care and
cause significant patient harm or death. SSEs are preventable, and examples include:
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_ ACH 2017 SSE Rate: 1.33 incidents/10,000 days

Delay In treatment :

- Wrong site surgery
Fall with serious injury
IV infiltration/extravasation
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ACH patients experienced an
SSE every 33.3 days in 2016,
every 45.6 days in 2017.
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We are striving to reach zero hospital acquired harm.

ACH Safest together core committee members: T0O Iearn more about hOW We’re improving
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Kelly Tilford, Jill Woodward, Dr Joseph Vayalumkal or visit www.ahs.ca/SafestTogether




