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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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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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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
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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?
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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%

23
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

29



E

S ool Hil 4
il S8l (o9 i g 5 13 ey JLdos oy (Sl 5l g g g5 T g0 jole T e

ey Dlatis
AAENS
VIV Fo,lys oylosb oodls ool BMIE191B oo fo, 4 L3 clilasls wonts 53 slasls 0o,3T 4o .GBPELSABODT - gL Slasets
LMP:97/4 /10 EDC:17.1.98

sl oL oL L 4zl : : : s,
Vol oaad snl o B ste T b e dy dmet osie -
e ”‘?’5 ya e ooy’ Sins Gl | HCT:TVA 314 5slsTsan LMP 5.k o bl i) ¥

i el Fabye HDAY sl et s _
BUN-# .:Cl'—‘.l""r' ‘TSH—‘J'T ‘[5"31”)'1‘: :JIJ.JI J..Jf Loy nSJhJI-: n..'ﬁm J_h.i.f.}'

PENES A -HBSAg-neg . VDRL-neg.Rapid-non reactive. ’ Sl
45 456 5 (2l 58y Falope (HFpises 5T 60 T0 .
Lk glarf 5 0 ST pSskS T 5l i plash - b 00pe il

piY slefle 8 5ol 4y dnnie

ols dazlyo puie

5 0bj pmaite 4

ls danrlyo pae

"l)in | ,;5‘)..1.;
\F = Bl i
3:5-')—5-'-‘* = :5')-3 Gk :5"-"‘“—'54— ﬁ-r":_‘.'-'.b‘i"‘.. ..f)z’""‘ja. i 3‘5)'; LJ‘-f st ";5. > Ceby o Sirllaada TR : Jﬂlgb—u.ﬁj}‘}"’
o
I.'......rmi:u- .ﬂ.uuﬂ‘

@ Dr.Sepideh Hajian




pladd gz il g5
pladl g pday 2T e
Slisleyl

. o 3 VWYY
o050 elpeny o o bile s coFe cugi g pland gy 4 2l anS plal 2uFe 0 Jlod Sl oile

YANTAY

it L azie TA :'-5J|""‘JI'!'I.1.J"’ :un}_n_l..uJ|J._q.|h I_,’J.; LFL_A_'!.LI

(e AT ) o i g ol TYNAY | pgd at Tias

hefFocrar L28 Yoo e, T o i Frog oL i
S ol 4 o8 pla )l g L 398 o0l e S 4 gl ST =

‘ et 1Y T-':I"}J Eli'IJl :\‘I’:u.j.ﬂ Ad :UEL‘..: Y :.ZAJl_I,_'?-
Lozl Sy g 5l (ot & a2l gyl L s

ru‘.'t' : LJI.JJ.::E“.:H.JS.;&JE .:..A_:.ag. E.JJJJI:FI-IR:.II:}"
bl olale
s S8

iy o olole Cuyeg

Lobo fasgs el 30, a0 30 dume g 300 Gl a5l el3isly &) dnol 0 a2 508 30, Cepig ) s jole B A TRV davl o o A

CTVINAY 8B 2 acia 1) dsge §l s olad

sl IV Iine o5y o 2 5 pel ool B Jlo g o8 bl g 1o B il
VY zels o Lo PT.PTT,CBCLFT,BUN, BGRh  clalal udli o 6 531, ol ate) o lanl ol Va0 sl
5 Sl el Sppndle e aionis ol pesma g AL ol (aa o Sis e T aan FF s aoy ;o VHAA
e STl g Ry e o e Ll Gl VAR VIR AR A el
ol J1e 5  FHRaYs




F C B

- | PTxv.... HCT.vs HbAr INR:y PTT. v YEAY L
VT sl - . Sl 2
Dlas rpilieg s g anin oo BT+ )y slajl (515 6ty

G

SAY s aS- VR cell TS coadmes Tl
o et SR Sk ‘ YEAAA
'”'PI’ CJS}JLH_‘?U“E_T.‘I’“DJB}

a8 St Ly

e dle 218 ool 281 ol

(5T o o piSlanl) od glal alaB oLy aads 4 23U
& yole illas o Jlays i Sl ladly gl 4 | =
54 sole ez ¢ Jlayd i Sheolady GUl ey | TEAAA ATl s Sl
A5 el YT mel s paSal plal) o el R : S I R
n a - " i - CTLJJ.-
wdlial bl plal o olaliel uade ul Gl Wl gls

o e S

AATEE
Zder gy g (o 38 VA RS o AT al Ve Prpe L8l e : . Sder $34RS gy, pis
1 - =I

ARTATRY
le gl s o le gl 2alS )
i3 s lagas Zuels
1 :u...ii.'rTF':LlJ'}.'?- —\T":L,E.JJ—HL'FFQ:L‘J}'?'-JL.;.:!
WA

sl g o g FFPaols £ 3 PL ol Foodsa o ) Sk

Giar Ll ea¥ oo eadl LY -CPR-intubation
T ’ _ " _BUN& - CR-A-ALT« AST-1a -BILLT: -1\
~CVline o33,15 5 pga gl j3dom 30 16,02 b LD

FFP aslid 4 PC usly & zdliyo

Ay g (o Ve ) Gl Jlad s moen gg 2o
- rpe3ed] FREE cpn a (o o V00 ) l8Y EFa8 - a5 -GCS:Ta

uﬂle}-"]JE."Sl 32

V4 el ICU &l




ol 4 ez - Jas gl 4 il - ol g 4 ]

BPaws. P.ran SPOy. aal Txey

Sy a3 Sz LBITE ; g5 fpsr o s 80
o5 s S e 8 a5 IS cpalls - a5 a5 azs
S

F asleP.Ceanl ¥ 0ol 8 s loh FFP L tulegT igas g =3l o
Lo CBC- BUN-CR-NA-K- BS- PT- PTT- ALT- AST-
ALK-P - BILLI T — BILLI D — HBSAG — HBSAE —
HCV AE —U/A—ABG—BGRH 418 ccl s as

ook ol Tl g | bl plac] g ot ) olSitulT
el 4y g palo jlos Sltlal ol b g5ufly 5l g 5 0 45T
OB gl 4 jlos cundip (550 Jo s sails,  J51a ¢ OB
g s Sl Lo e o i sl STAT as g0l

Wrynmymmwmmmﬁn

BS:- 1 NA:Fa BUN: -5l
K:¥# CRa¥ BILLI T #
BILLID:.» - ALK-P: ¥v¢  LDH: wr&
ALT . vy AST: &vv  HB.n»
HCT: wvr PLT:1iv...
PT:vvx PTT: v.a [INR:rxy
UA- PROx- BLOOD:.»- RBC:.»v..
-GLUCUSE: 1

GCSxme s VS poe i 20 = 5PLT

p¥eilael 2l l- BP-wpy Pav. SPOY 340 Rav
BTH & v - 1 fHeem

Bl pe & el ol amz idel - GESY 0
alealal

Tar/ A

eyt ya - spebica -PC asle ¥ o PLT asle¥ o FFP ool ¥
el ® Bt plei o o le s Sl e ) e - e

SERN IR EVEE I, PN PO X SAE

- medl Ab =z LBS S5




G

s -diss -P.C 4zl Y 3 PLT wolsY s FFP ol ¥
02358 Guyj g - Bl 5 ool g il as T LB ol ns
eyt oppliaCuel ¥ oo falfaan |28 - s sla
053 STABLE L1y 4, 0B _as5L) BRAIN-CT
= ot plonil jlas byl 5

- mgidl AA 25535181 BS S

SPCSCEA
~Silnst ol

ol aatts sy FFP usls ¥ o PO sl Y Giy

0433 (AT g 2 ale (e 30 st B 2l

Sl | el

Lf‘.ﬂ.i..ﬂ
Sielaasly

YANAA
DRI RS

Ot oo« GrpmtlobinlSgilisiage s (gl Sldad
Bele oloenig plae gl ol adiss etz ad 2l oy e
et ol pl 4l g3 Ly 3ol S
g 0dgs OUEY + €C 5 05 ooly g2mud Lo ailie a5 sadly,
Vgl Jleg pps 20 Y jlan 2l ol s i
ot plol ol Lapglee o 37 ndly o 59 280 o 2
s Gty peed? o s 8 BT 58 e (S5 CprenaT
oalie Codas o —adsals STAT liafolf ol Jlo Lo
BTN REE

YAVAA

FFP 3 PC 525 -ouelisd Gy s —oll jmaie Cujyg
~oSeY el wfizel F 2 BS S

DIC 5 55s | ulsn

YAVAA




obj grain ag gl - 0 Y Ll Juul g3 s i i 4 g3l Tord Lo o

10 Jlop ol als' a5 0l alal g lone g 4l B F i il 2! s Lo 3 g
ATN a1 Jlorl e Gyt (0 Jlogs JIh o sl y iy 2o
gty il 1P ot s PLT i ol 0,18 il il o e
CHEST XRAY s Jloyl laglejl- ol a5 (ot aSa 08 Jaeal 28 plowil 0,38
et il 10 Gy b il oy 45 0398 OF g alf Ly g 023 BS: 1o o ol iy
158 Yoo lya Joedl —aiiools e T:F4 BPVA/YY Pt Reivls ey
il oo caly o L a8 200 33 Y YL L 0

ol a3 ABG 303 bl 3 3o ol Ko e 19,85 3l i B sy 35 fCPR A5 03l
ok Sl olily oty J5 For 5o VT i 53 g Jo CPR oo 15 3
Y i el s alal AshD carla 2 22,150 500 2 £ e jusl Zndine CPR,
ol et g 0l Fuly leyo 4 o Aee Soiles CPR s 851 e 0 0t 1!
42 0 s Voe gyl g 300ma VT 0y 000 33 1 gl s - ¥+ il 3
o4y el gt 3 513 i b s i 332,21 STAT
S 30 L 2 Vo1 et 3 0l sy g s jla g0 L gl e
i T ph - Miow a4l ol Sk alail-14 4 44 55 o5ke! 4 CPR ol
4ieds FD ddyy g 4z g - b 0313 el Sl 39,30 — o DLty (ot g (08 2! S

S o Bgh lay Zaplhdyd g 3pud el e Ll 4y ety CPR

Torhr-L,pl - jleas puiid

PRSI T%: J

BP:yA/s¢ Rar SPOy: 44l

Tory

okl TE4A
Ll pess ICU
Y
- AR At
o ICU YA
'J'-‘*U-l .
. TYAA
-3l ettt ICU
Vbl ol

ag gl g 5w oy lE
k) 8 Gl (et

woli g Saie aatic S

~ el el 4 53,1031

] P Sl 3

35

U /




i 3 ol g 3l palen 9 (5 54
! 03 giA JS )3 g pewad

ML 1l eyt 9 s &
§ 2358 J 38 559 b il Sl

Gijsal g g ga Gaila a3l
Cujoaa b Lalabe g (LSS s a glte
BPP b))

b sl 3 sale Gy 49 a1 3
TS 3 gsas Jard) ) gl
NCA lala

Q) anadia ot 3 Sles o) 3l
Calaia WAL ) bl iy g
A58 03 gusaS Jard) ) gl
i i /A (sl galSad)

)

(1nﬂuenc1ng
JUU oy cldula ) )3 (3 g0 A5 oS ple jala adl Gla 3 aie
( influencing)

(influencing) S8 gaial gla (usSaly) 43 4a 81l gla ) ade

(influencing) stdul J3 i ate

(root cause) 7 b Alga ala yud W

(root cause) <l dwS uﬁ)l,g 30 gl (pSialy) dala)

. o 2 —— v




Ny
e y
] {
LR} Y
Y Ay
" /A
4
A £
N i
"»I’. p -‘\
! S0
L o g I
Y
Y

barriers

gl ga g1 5

W s s pn s S50 1()F i) () s
CpUai g () sal jlan o il slgiulus Jia

agadl ) 5 ola S o (gl )) (sl
Oy sl g aalen O lan JES ¢ jlan

batriers DRl o g ¢ L 5l Ll (g ylagSa 5 g8 S
Dbanm S Al ) e O e

2l A e (s ) Sed
b D v e

02 o A (lghand i alSadil 5 (5 b 58

S s sl

37

®




ralide (sled g D saldinl b (gl ady )y dle )l gad o 53

fish bone

sl CJ.L.A 2aL38) (9Ll e sl S ;3 4aS =283 RCA 2 :5WHYs
BES I PE




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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