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FIRST DO NO HARM
SLyou will exercise your art
- Soley for the cure of your patients,

andwall give no drug . perform no operation,
fora criminal pupose, even if solicited,
far less suggest it
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The Big Picture of Medical Error

TO RIS UMAN

4 (\

“To Err is Human” (1999)
44,000 — 98,000 deaths
from medical errors

Inspired healthcare change
to patient safety

Institute of Medicine Report

“ The majority of medical errors do not result from
individual recklessness of the actions of a particular
group- this is not a “bad apple” problem. More
commonly, errors are caused by faulty systems,
processes, and conditions that lead people fo make
mistakes or fail to prevent them.”

Hospital
Alive 3\

A GUIDE TO
PATIENT POWER

SHELDON F BLAU M. D FA C P FA CR.
and ELAINE FANTLE SHIMDBDERG
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2016 BMJ Reports the Continuation of
Medical Errors

Heart disease 614,348
Cancer 591,699
Medical Error NG 251,454
Respiratory disease 147,101
Accidents 136,053
Stroke 133,103 '
Alzheimer's Disease 93,541 Medical errors are the 3™

leading cause of death in

f Diabetes 76,488

the United States.
Influenza & Pneumonia 55,227
| Kidney disease 48,146
g Suicide 42,773
| o 100,000 200,000 300,000 400,000 500,000 600,000

Sources: CODC. National Center for Health Statistics. Number of deaths for leading causes of death, 2014,

| A data-quality analysis study from March 2017 confirms that
200,000 is “not unreasonable”, but notes that difficulty in
| accurately measuring the actual number of deaths remains

T Kavanagh, K. T_, et al. (2017), Estimating hospital-related deaths due to medical error: A perspective
§ from patient advocates. Journal of Patient Safety . doi: 10.1097/PTS.0000000000000364.
|
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Wazirl et al. BMWC Health Sendces Reseanch (2019 19622
hipsafdolong/ 10 118651291301 9-4464-5 BMC Health Services Research

RESEARCH ARTICLE Open Access

Prevalence of medical errors in Iran: a
systematic review and meta-analysis

Siavash Vaziri', Farya Fakouri®, Maryam Mirzaei®, Mandana Afsharian’, Mohsen Azizi® and Morteza Arab-Zozani® (®

F

Abstract

Background: Medical errors are considered as a major threat vo patient safety. To clarify medical emrrcrs” status in
Iranm, a review was conducted to estimate the accurate prevalence of medical errors.

Methods: A comprehensive search was conducted in intermational databases (MEDLIME, Scopus and the Web of
Science), national databases (51D, Magiran, and Barakat) and Google Scholar search engine. The search was
performed without tiree limitation up to January 2017 using the MeSH terms of Medical "erroris)” and “lran” in
Endnote X5. Articke inm English and Persian which estimated the prevalence of medical errors in lran were eligible to
be induded in this review. The JBl appraisal instrument was used to assess the guality of included studies, by two
independent reviewers. The prevalence of medical errors was calculating using randormn effect model Stata software
was used for data analysis.

Results: In 40 included studies, the most frequent occupational group observed were nursing staff and nursing
students (21 studies; 52% of studies). The most reported type of ermor was medication ermor (25 studies; 63% of
studies, with prevalence ranged from 10 to 80%). University or teaching hospitals (20 studies; 75% of studies) as
weell as, intermalfintensive care wards (10 studies; 259% of studies) were the most frequent bospitals and wards
detected. Based on the result of the random effect model, the owverall estimated prevalence of medical errors was
50% (95% confidence interval: 0428, 0.574).

Condusion: Result of the comprehensive literature review of the current studies, found a wide wvariation in the
prevalence of medical errors based on the occupational group, type of error, and health care setting. In this
regards, providing enough education to nurses, improvernent of patient safety culture and guality of serdces and
attention to special wards, especially in teaching hospitals are suggested.

Keywords: Medical ermors, Prevalence, Iran, Systematic review
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Cost of preventable harm to patients’ perception

Demographic factors associated with Americans’ experience of medical errors in their
own care.

| Men 17

Women 25

Being treated for a chronic condition 27

Not being treated for a chronic condition 17

Low socioeconomic status 17

Higher socioeconomic status 22

Limited health literacy 17
Imw Adequate or proficient health literacy 23

Question: Have you ever personally been involved in a situation where a medical error was made in your
own medical care, or has that not happened?

Overall, 2 in 5 Americans say they have either personally experienced a medical error or
had a medical error occur in the care of someone close to them.

{Chronic condition

Socioeconomic status

Twenty-one percent of Americans say they have experienced a medical error in their
own care, and 31 percent have been involved in a situation where an error occurred in
someone else's care.
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Risk Priority Number

< Probabilty x Detectabilty — x Severty — >
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Description of Ranking
Very high (the failure is very likely to occur

Very high

High (the failure will occur often)
High

Moderate (the failure will occur occasionally)

Moderate
Moderate

Low (the failure will rarely occur)

Lovwr

Remote (the failure is unlikely to occur)

Probability of Occurrence

lin2




Level of Severity
Very high {the failure will affect safe product operation)
High (there will be a high degree of customer dissatisfaction because of the failure)
Maoderate {the failure will generate some customer dissatisfaction)
Low (the failure will only cause minor customer annoyance)

Minor (customer may not even become aware of the failure)

Table 4.3. Rankings of Likelihood of Detection and Associated Descriptions

Likelihood of Detection
Mon-detection inevitable (potential design problems cannot be detected by the program)
Very low (program probably will not be able to detect a potential design problem)
Low (program is unlikely to detect a potential design problerm)

Moderate {program may detect a potential design problem)

High (there is a pood chance that the program will detect a potential design problem)

Very high {it is almost certain that the program will detect a potential design problem)




Table 1: The FMEA Risk Priority Number (RPN) scale

Severity

Hazardous without waming

Hazardous with warning

Loss of primary function

Reduced primary function performance

Occurrence

10 very high:
Failure is almost inevitable

8 High:
Repeated failures

Detection

Cannot detect

YVery remote chance of detection

Remote chance of detection

Wery low chance of detection

Loss of secondary function

Reduced secondary function performance

Minor defect noticed by most customers

Minor defect noticed by some customers

Minor defect noticed by discriminating
customers

5 Moderate:
Occasional failures

3 Low:
Relatively few failures

Low chance of detection

Moderate chance of detection

Moderately high chance of detection

High chance of detection

Very high chance of detection

Mo effect

1 Remote:
Failure is unlikehy

Almost certain detection




SRR S
g R 3
sEEi11%:

Root Cause Analysis

A process for identifying the factors that underlie variation in
performance, including the occurrence or near miss of a sentinel
event




Root Cause Analysis

Funding &

* Focus on systems/processes - Technical resources
y /p - poor designs

not individuals - deferred maintenance

Provider
- training
- ﬂil‘h‘lﬂﬂﬂl‘ﬂ nma"mﬁn"
- fatigue - culture
- . - incomplete
policies

Team

- shifting responsibilities
- handovers

The Swiss Cheese Model

» Seeks to answer: What happened? What should have
happened? How can we prevent error from reoccurring?
How do we know patient safety was improved?




By: Dante Orlandella and James T. Reason
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® Pursuit of Quadruple Aim — Care of the Provider
Medical Error and Provider Burnout

- Prevalent in 30%-50% of physicians, physician assistants, nurse
practitioners?

- Symptoms?:
- Physical exhaustion
- Emotional exhaustion
- Depersonalization

- Feelings of low achievement

https:/fwnw.consumerreports. org/cro/hesith/doctors-and-hospitals/what-you-dont-

- Decreased effectiveness bl oS

1@




Medical Error and Provider Burnout

Which Physicians Are Most Burned Out?

Emergency Medicine
Ob/Gyn

Family Medicine
Internal Medicine
Infectious Disease
Rheumatology
Plastic Surgery
Otolaryngology
Critical Care
Cardiology
Urology

logy

Surgery

Pulmonary Medicine
Radiology

Oncology

Dermatology

Diabetes & Endocrinology
Pathology

Ophthalmology
Allergy & immunology
Psychiatry & Mental Health

0% 20%

30
Peckham, C. (2017). Medscape lifestyle report 2017:race and ethnicity, bias, and burnout. Medscape. @
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Root Cause Analysis Template

L

E=tablizsh

Action Planning the Team

Planning Stage

Establish the Team

Team Goals:

Team Objectives:

Department

Name

Skills

Responsibility

Problem Definition

36
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Investigating Causes of Failures
Mishaps

Like icebergs, most of the problem is
usually below the surface!
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Lack of Understanding / Education

Lack of Accountability /
Responsibility

Time involved ordering medication

MNon-user-friendby
order entry process

Medication

Unclear Policy

and procedures

EQUIPMENT

Error

\ TInable to access automated

dispensing unit

FISHBONE DIAGRAM- Medication Error




Clinical data gathering:
medical records

Communication

Failure to obiain pertinent
rocords

Affective factors Lack of record accessibility

FPatient behaviorally difficult

Physician
lFatipped/overworked

FPatient likeable

Failure io recopnize
significance of

historical/fexam Mindings

(both over and under-emphasis)

Inadequate bed

Specific diagnosis/
presentation

Failure in hamnd-ofl
communication

Delay in or omission of
ocommunication of test

result

aoriic dissection)

Is the particular diagnosis
difficult to disgnose (e.m.

Post operative patienit
Lack of clinical decision

support

Diagnostic
error

with multiple
consultanis

Failure to recopgnize meed b
refer/consoll (or delay)

availahility on specific unils

Inadegquate physician backup

Patient with rare

sym ploms

DMapnostic eqoipment
unavailable

Failure to consider
aliernative diagnoses

Barriers Lo proper paticnd

‘Routine” ambulatory

paticni

{or delay) placemicnt
Cognitive process: Organizational Organizational
faulty reasoning issues: issues: Context of care

physical context of care

clinician support
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