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Translating Evidence into Policy
Homework #3
Communicating with Policymakers 
Prior to the class on January 22, 2015 you need to watch the video (Communicating with Policymakers) and read the RWJ Foundation Connect Resource Manual. Be prepared to discuss the material during class. 

In addition, you should use the information provided in the video along with the RWJ Foundation Connect Resource Manual to prepare a “1-pager” that could be used for a meeting with a policymaker. A 1-pager is written in bullet point form and should have no more than 3 points, include an action step you are asking for the policymaker to take in response to your meeting, and include your contact details for follow up. Bring your 1-pager to class and anticipate sharing and revising it in small groups with one another and with the whole class.
To receive credit for this exercise, please submit your revised 1 pager by the end of class on January 22, 2015 to Brooke Hollister at brooke.hollister@ucsf.edu
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Medical Errors

Medical errors continue to harm patients and cost tax payers millions of dollars.  The Institute of Medicine reports:
· Adverse events affect 1 in 10 hospital patients

· 44% of errors are preventable

· 58% of errors occur in the operating room

Communication is the number one reported reason for these errors.

Standardizing Communication

The world of medicine and surgery has become so complex that errors are inevitable.  In examination of other complex systems such as flying aircraft or building skyscrapers, experts use checklists to guarantee the highest safety and quality.
· Checklists eliminate ambiguity

· Checklists assure adherence to evidence-based practices

· Checklists promote team communication

Surgical Checklists

The Surgical Safety Checklist prior to first incision is required by hospital accrediting agencies.  This has led to nearly 100% adoption and a reduction in wrong site surgeries.  To-date, these agencies have not required the checklist at the end of every case: the post-operative debrief.  This common sense list covers communication such as:
· Procedures performed (what was done)
· Medications given and planned

· Post-operative instructions

· Surgical instrument counts

· Specimen handling and next steps
Verbalizing these items not only eliminates preventable errors, it builds better team communication, improving patient safety outcomes along the entire continuum of care.

Action Steps
The safety and health of Medicare recipients can be improved by requiring evidence of Surgical Safety Checklists in order to be reimbursed for services.  This in turn will become the standard of care for all patients in US hospitals.
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The University of California Health System is a network of the five academic teaching hospitals:


UC Los Angeles


UC Irvine


UC San Diego


UC Davis


UC San Francisco





Contact:


Sarah Imershein, MPH


University of California, San Francisco


533 Parnassus Avenue, Suite U127a, Box 0131


San Francisco, CA 94143-0131


Office (415) 476-9854


Cell (617) 877-8480
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The Project


The University of California Center for Health Quality and Innovation (CHQI), through the UC Office of the President, and the UC Department of Risk Management, have funded innovators across the UC Health System to standardize care to improve patient safety and outcomes.





The pilot project implementing a post-operative debrief surgical safety checklist was highly successful.  We are encouraging institutions, accrediting agencies and regulator agencies to institute policy change to require a post-operative debrief after every surgical case.











