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Fatigue risk management in
Queensland — Will it make a
difference to junior doctor
wellbeing?
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Why undertake Alert Doctors Strategy?

* Incident in regional hospital —
Ombudsman's Report and
Coronial Inquest

* Industrial concerns with indemnity

* Morris/Davies Commission of
Inquiry and QH Systems Review

* Govt. adopted new approach to
EB negotiations in 2005 — interest
based bargaining

* MBQ Healthy Work Practices
Discussion Paper
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Highly complex environment

* Multiple drivers

s — Workforce availability and
distribution

— Finite pool of financial
resources with competing
priorities

— Changing workforce preference
for hours of work

3'1 ' — Sustainability of developing the

future workforce ie. clinical
education and training capacity

o

Queensland Government
Queensland Health
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Strategy needed to:

wwwww * Be evidence-based

Queensland Health
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Wanted a solution that ...

Wasn't one-size fits all

Recognised the complexity
of and diversity within the
health care system

Focused on more than
rostered hours of work

Had the potential to improve
the health and safety of
doctors and their patients

Was more likely to be able to
be implemented
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redesign

Strategy?

o Case studies in 14 hospitals
« Demonstration projects on work and role

e On call facilities review
e Education material

« Communication, communication,
communication

» Organisational policy and guidelines

What made up the Alert Doctors
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Case study process

Identified sites

Sought local agreement to

participate
Environmental scan

2-week sleep and alertness

study
Report findings

Commence development of
fatigue risk management

systems (FRMS)
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Typical on-the-ground
reactions included ...

Trainees won't get enough exposure to
cases

Continuity of care will be affected
| did it this way
There’s no-one else

You have to be able to function under
pressure — including sleep deprivation

| don’t need much sleep

We work shifts, there isn't a fatigue
issue

This won’t change anything

We don’t know what they do away from
here

Courtesy of Centre for Sleep Research, University of

South Australia

Behavioural/cultural barriers to change

The following did not necessarily apply to all

case study sites or facilities:

cultural acceptance of unsafe practice (compared
to other industries and defined by literature)
minimal appreciation/understanding of risk
management

lack of empowerment of OHS and patient safety
officers

unwillingness to engage in conversations about
patient safety

erratic rostering practices driven by preferences
rather than safety (for doctor and patient)

limited acceptance/assignment of responsibility for
managing fatigue-related risk throughout
organisation

leadership on the issue absent at various levels
incentives to work long hours without risk
management strategies in place

Courtesy of Centre for Sleep Research, University of

South Australia




Lessons learnt from case studies

To achieve sustainability in FRMS needs to:

Clearly define responsibility and accountability
within each facility (EDMS and Medical Directors)
Develop strength in local clinical champions
the future success of FRMS lies here...
Assist facilities in finding time for FRMS
development

— you can't build an FRMS in a 20 minute

meeting interrupted by 4 pages / phone calls

Recognise that non-clinical project officers are not
empowered to build FRMS for departments — they
need participation from doctors

Provide clinical management with time to fulfill
their responsibilities

Courtesy of Centre for Sleep Research, University of
South Australia

From little things big things grow...

» Utilised the experience
of case studies to
develop Medical
Fatigue Risk
Management Policy

e EXTENSIVE
consultation with

doctors, unions and
AMAQ




On 1 July 2008, a new HR Policy on Medical
Fatigue Risk Management took effect and
requires:

Mandated use of FRMS in all Queensland Health
facilities and/or units

— All Health Service Districts will be required to have a
district-wide FRMS and specific protocols for units
with extreme level risks in place by 1 July 2009

To this ...

Medical Fatigue Risk Management Policy

» Fatigue Risk Management Officer reporting to District
Executive Sponsor in all Districts
— Expert training and ongoing support provided

* Awareness campaign implemented in all Districts by 1
July 2009 (eg. online modules)

* OH&WS to monitor implementation and compliance




Defences-in-depth framework

* Using rosters as the only defense misses a
whole range of other risks:
— no consideration given to the multiple challenges to sleep

— nothing in the system that detects increased risk due to
inadequate sleep or extended wake and no actions to manage
that risk

— nothing in the system to detect or act on fatigue behaviours

— no information collected to determine whether the time provided
for sleep actually translates to sleep

» The defences-in-depth framework forms the
major practical or day-to-day aspect of the
FRMS and includes tools, strategies and control
measures for monitoring and managing fatigue-
related risk

The defences-in-depth
framework

Hazard Assessment Control Mechanism
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Fatigue related
incidents?

Incident Analysis
Address Levels 1-4

Courtesy of Centre for Sleep Research, University of
South Australia




Example of a medical FRMS

» Level 1: Redesign of schedules to ensure adequate
average sleep opportunity (some 16hr shifts were OK)

e Level 2: Establish minimum sleep/wake requirements to
be fit-for-work (eg. 5/12 rule) and agreed behaviours
table for when staff are not fit-for-work

» Level 3: Discussion groups for self or peer identification
of fatigue to team and appropriate use of
countermeasures

* Level 4: Major fatigue-proofing program — identification
of likely errors and development of standard operating
procedures to minimise risk

* Level 5: Incident analysis to include Level 1-3 evidence
in databases and Level 4 data used to determine if
errors was consistent with fatigue-related cause

Courtesy of Centre for Sleep Research,
University of South Australia

Specifically for junior doctors...

» Level 1: Identify fatiguing vs less risky shift
patterns
— sleep permitted during overnight shifts in some units
— critically evaluated evening ward call practices

» Level 2: Account for junior doctors’ study
commitments and personal circumstances
— Lack of sleep before shift = fatigue countermeasures

» Level 3: Facilitate better peer and supervisor
support when doctors exhibit fatigue symptoms

— double checking, task rotation/reallocation, napping,
safe-home procedures




Underlying principles

* The risk of withdrawing a medical-related
service must not exceed the risk of a
fatigue-related error occurring

* The level of hazard control must be
matched to the potential consequences of
a fatigue-related error

Courtesy of Centre for Sleep Research,
University of South Australia

Using evidence-based tools to
start the conversation ...

FATIGUE ASSESSMENT SCORE

by S e oy Individual sleep/wake calculator
4 0

Points 12 8

Step 2: Sleep in prior 48 hours?
Sleep  28h  oh 10h 1lh 12+
int 8 6 2 0

P WHAT ACTION DO ITAKE?
be SCORE CONTROL LEVEL
| -4 Keep an eye out for yours]elf
[5-8 Look out for each othe r
d
Refe r to Hosp ital®s FRMS Proced ure fort her
guidelines .

... and change culture!

Courtesy of Centre for Sleep Research,
University of South Australia
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Move from subjective to objective responses

Courtesy of Centre for Sleep Research,
University of South Australia

Length | Risk Controls

of Shift| Levels

Tools to guide action and
evidence-based decision-
making at a local level:

Local Working Group Resource Kit Document with local supervisor
Utilise individual controls
FRMS Resource Pack explains including but not limited to:
- symptom monitoring
use of: - strategic use of caffeine

- personal monitoring

*Hours of Work Risk Controls
*Symptom checklists
*Colleague assessment tools

Samn—Perelli fatigue scale

4. Allitle tired, less than fresh MODERATE
5. Moderately tired, let down
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Embedding change to make a difference

Resources to support implementation of policy include:
— $1.6M in funding allocated to hospitals for next 2 years

FRMS Resource Pack (ie. the how-to guide)

Software to assist with identification of possible fatigue-related
risks in hours of work arrangements

Local Fatigue Working Group Resource Kit

Reports from case studies and demonstration projects
Mock trial DVD highlighting legal responsibilities
Expert workshops led by Centre for Sleep Research

Standing offer arrangement with Centre for Sleep Research
(coming soon)
Online education modules (coming soon)

For more information, visit display or email
Alert_Doctors_Strategy@health.qgld.gov.au
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