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«Subject: Please ¢

quests from Participants to
: Programme, I would be grateful if you could advise, if You are happy
for me to confirm dates with those individuals named yesterday (Given it igs only 4

‘weeks away!) I would also be grateful 1f you could advise of your
comments/amendments on the d

-2/3 Au

Gerry McLaughlin
- Bugene Fee, Direc
Bridget O'Rawer~ Director o
Dr Jim Kelly,¢Medical Direct {during that time)

Christine Millar Complaints Assistant

Janet Hall —“ﬁommunication & Public Affairs Manager
Teresa Murray v Risk Management Co~ordinator

Kevin Doherty ~Altigation Services Manager

Donna Scott - CSA, Legal Advisor

Claire Thompson = Medical Records

Dr Jarlaith 0'Donchoe - Consultant Paediatrician

Dr Clive Burgess - 6§Eupational Health

Dr Treavor Anderson Clinical Director (during that time)
Dr Tom Auterson ég;sultant Anaethetist

Dr Connor - Ij this Dr Elaine Connor of Erne Health Centre???
Dr David McManuiyzNi Ambulance Service
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S/N'Sally McManus
S/N Brid Swift

S/N Thelca Jones
S/N Teresa McCaffrey
Sr MacNeil

-

Please note (as advised by woman g
(children's ward)

Rebecca McLean
Strathdene House
Tel:

DISCLAIMER - The information contained withip this email ig co
be legally privileged., 1t is intended

it by any other person is unauthorised,
disclose, copy Circulate or ip any other
contained in thig email,
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Such Unauthorised uge may be unlawful,
this email ip eérror, please inform immediately by telephone
mail us at ithelpdesk_sand delete it and all copies from your system.

It may also
dccess to
You must not

the information
If you have r ived
or e-
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Approach

2 Day Development Programme :
9410, 11 12t 4ng 15" - 16" November 2004

Patient care, like other techni i i ices, is an interdependent
brocess carried out by teams indivi i ical training who have
varying roles and decision-making responsibilities.  Whijle technical training assures
proficiency at specific tasks, it does not address the potential for error deriving from i~

of adverse incidents, errors and near misses. Unless the causes of an adverse patleqt
experience are properly understood lessong will not be learned and required changes;_.will not : .
be made to reduce the risk of harm to future patients, S .

In response to these challenges, the aviation industry has developed training focussed on -
effective team management known as Crew Resource Management (CRM). The concepts'
originated from NASA research that examined the role that human error plays in aircraft
accidents. CRM training considers the role of human factors in high-stress high-risk

the health care industry and its approaches to patient safety,

This programme sets out the key requirements for Health and Social care organisations to |
Mmanage, report, analyse and LEARN from ALL adverse patient incidents,
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All course participants wil] receive relevant handouts, including;

© Global Ajr Training Lid

How to improve communication and interpersona] relationships within
clinical teams

adverse patient safety incident
How to address communication and public relations issues

How to develop a robuyst risk assessment framework for patient safety
incidents

How to €ngage staff in error management .
How to undertake 5 root cause analysis using a human factors approach -

How to formulate resulting action plans ‘ R,
How to identify the lessong learnt and select appropriate methgﬂds for
dissemination A R
How to address cultural change issues S

Certificate of Attendance/CME Points
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Registration and Coffee

09:30 Welcome and introduction
Domestic arrangements
Syllabus and Programme objectives

09:45. Patient Safety — the bigger picture
Review of nationa] feports and agencies
Statistical evidence & the case for change
The role of the National Patient Safety Agency

10:15 Lessons learnt in Aviation
Air safety developments
Principles, approaches & concepts

?'t Aviation case-study
s”% 10:45 SHEL - Human Faétors Modél
\ What affects human performance?
11:00 Morning refreshments
11:15 Human pé'x'f;ormance and limitations

) What causes us to make mistakes?

11:45 Communication
Dealing with the media and public relations
Skills & strategies to improvye communication
Keeping staff informed

12:15 Classifying Patient¢ Safety Incidents
Agreeing definitiong and classificationg
Review of local policies and procedures

12:30 Lunch

13:15 Root Cause Analysis - Health and Social Care Case-study 1
Techniques for gathering the evidence

15:00 Afternoon refreshments

15:15 Health and Socig] Care Case-study -1
Root Cause Analysis definitions, tools and models

17:00 Close
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Coffee and welcome

Review of Day One & Introduction to Day Two

Healthcare & Social Care Case-study 2
Identifying caysal factors
Mapping exercise
The Error Chain

11:15 Morning refreshments

11:30 Feedback from Root Cause Analysis exercise

12:00 The causal report

- -

y
Agreeing the causal factors . Y,
Analysis of causal factors

o B
( 12:45 Lunch

13:30 Writing the Action Plan
Agreeing action with roles and responsibilities
How to track progress

14:15 Personal Lessons learned/transfer to the workplace

Individual action planning

15:00 Afternoon refreshments

15:15 Changing the culture, systems & processes

Identifying methods to share experience and information
Opportunities for integration

Improving teamwork and interprofessiona] relationships

16:00 Next steps
Sharing lessons learnt
What will I do differently tomorrow?

What should the organisation do differently tomorrow?

16:30 Programme review

17:00 Close
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