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#Medical Risk Management (MRM)
#Medical Safety Management
#Medical Quality Assurance

#Patient Safety
#Science of Hospital Safety
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Medical Errorology

#® Anatomy of a Mistake
& Pathophysiology of an Error
@ Diagnosis
(Incident Reporting )
(Root Cause Analysis)
& Treatment(Preventive Countermeasures)

FRIBIEE [ 95 £ 3

MRMi 1

Medical QA

Patient Safety

Loss prevention + Mitigation
Litigation prevention
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Categories of Risk

# Patient care-related risks
# Medical staff-related risks
# Employee-related risks

# Property-related risks

# Financial risks

# Other risks
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Safety Programs in a Healthcare Facility

Nook~owbdR

Infection control

Disaster readiness

Hazardous materials management
Utility systems management
Security

Customer service

Radiation safety
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Examples of Medical Risks

Physical injury

Failure of machine or equipment
Breach of security

Fraud

Litigation

Customer dissatisfaction
Unfavorable publicity

Others
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5 Types of Medical Errors

1. Non-compliance (:£ %)

2. Procedural (#8.4 - <)% 4 3%)
3. Communication (;£: # %)
4. Proficiency (&#4 7 4 #)

5. Decision (/4 & 44 38
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Chain of Events
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M: Management

S: Software E: Environment

L: Liveware
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H: Hardware

Swiss Cheese Model

Latent Error F $oeNee e . .

Active Error ois D

Accident .

Multiple Defensive Layers

Types of Human Factors

Pathological human factor

Physical human factor

Physiological human factor

Psychological human factor

Pharmaceutical human factor
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Psychosocial human factor

Risk Factors and Situations

Fatigue

Alcohol and / or CNS depressants
Inattention

IIness

Fear, anxiety and anger
Inexperience

Unsafe working conditions
Communication problems
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Factors and Situations (continued)

9. Bad habit

10. Pressure to hurry

11. Hard-to-read handwriting

12. Very young and very old age

13. Poor facility

14. Equipment failure

15. Language barrier and/or limited literacy
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Environmental Factors

1. poor lighting

2. noise

3. interruptions

4. too much workload
5. heat

6. confined space

FRIBIEE [ 95 £ 18

R - 2 R O

*imW
IOM Report, Betsy Lehman ,Dana Farber
ILE- SR At
®p &
Wik A FrRagFimpl e
oo
rRRYEFREEFTE
o ? FLSARSH K F 2

FRIBIEE [ 95 £ 19

R R

® iR
& ER
& R
®p &
® 4 £ 4

FRIBIEE (95 £ 20




7,841,360 (7.8 million)

Dendly Medical Mistakes Exposced

Condition 10-Year Deaths Author
- Adverse Drug Reaction 1.06 million 1)
Iatrogenlc Cause Of Death Medical error 0.98 million 6)
Bedsores 1.15 million (7,8)
Released by Year Rank Nosocomial Infection 0.88 million (9,10)
Malnutrition 1.09 million (11)
IOM 1999 5) Outpatients 1.99 million (12, 112)
JAMA 2000 3 Unnecessary Procedures 371,360 (3,13)
Surgery-related 320,000 (85)
NIA 2003 1 TOTAL
) Death by Medicine
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The MNutrition Institute of America e
October 28, 2003 \ v . , I
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MNew York, New York - New information has
been presented showing the degree to whick

Americans have been subjected 1o injury
death by medical errors. The resulis <

[ years of rescarch reviewing th ics

conducted by the NIA now show that medical
errors arce the one cause of death and
injury in the Umnited ‘stn(eu S,y

According ro the NIA's report, over 784,000
peapie die annually due to medical mistakes,
Comparatively, the 2001 annual death rate for
heart discase was 699,697 and the annual death |
rate for cancer was 553.251. —

-2 million people are injured ev.
iption drugs alone and over 20
sary prescriptions fo. i
prescribed annually for viral
report also shows that 7.5 mi

every year and £
hospitalized ar
MNIA S report. it
need for an overhaul of the entire /\mx.,ru.,u
medical system., —
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Incident Reporting ZEIE(F 1) i

Total {8 = %} Hrx 2
AEE < 50%
PSS > 10%
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The HealthGrades Distinguished
Hospital Award for Patient Safety

The 13 Patient Safety Indicators
used for rating are published on
www.healthgrades.com
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Evidence-based Patient Safety Practices

of 97 practices reviewed by:
®AHRQ
®UCSF
#Standford Univ.
11 good practices are most highly rated
www.ahrg.gov/clinic/ptsafety/summary.htm
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Patient Safety Issues Focused on ICU

4 I0OM

4 JCAHO

# The Leapfrog Group

# IHI (Institute for Healthcare Improvement)
# NQF(National Quality Forum)
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Patient Safety Initiatives

Aim for :

1. Professional competency
2. Team performance

3. Error reduction

4. Safer products (drugs)
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Tools for Medical Risk Management

1. Check list

2. FMEA

3. RCA

4. Patient safety rounds
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Main Strategies for Preventing Errors
Using IT

#To improve communication
#To assist with calculations
#To assist with monitoring

#To provide decision support
#To perform checks in real time
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# RCA

® FMEA

# SHELL (devised by KLM)

#® 4M-4E Matrix(used by NASA)

FRIBIEE [ 95 £ 41

IT infrastructure for Patient Safety
(Ubiquitous Computing Era)

#Electronic Medical Record (EMR)

#®Computerized Physician Order Entry
(COPE)

#Clinical Decision Support System (CDSS)
and Reminder System

#Bar Code Technology

#Robotics
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Benefits of Bar Code Technology

ePositive Patient Identification and 4
Rights(drug, route, dose, time)
eReduction of medication error
rate by 65-85%
e Fvidence-based and cost-effective
eCan prevent transfusion and lab
specimen-collection errors
e Also helps eliminate billing mistakes
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Benefits of CPOE

% No misinterpretation of handwriting,
decimal points or abbreviations

X provides all kinds of information
about potential drug complications:
automatic checks on patient drug
allergies, dosage and drug interaction

% Paperless
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Epoch-making Ubiquitous Computing
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IT-based Medication Error
Reduction Systems

1. Medication bar code technology
at bedside
2. Computerized Physician Order
Entry(CPOE) system
. Automated dispensing
4. Pharmacy robotics

w
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Bedside Terminal has 3 functions

Patient services
(Information )

/

Risk management
(Bar-code system)

Electronic medical recor

Patient Safety Culture Revolution
It takes time ! (3 ~ 5 years)

(Brown-Spath & Associates)
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8 Steps to Implement a Culture
of Safety

1. Conduct a cultural survey to assess baseline
attitudes

Educate staff on the science of safety

Identify staff’s safety concerns through a survey
Analyze events

Implement improvements

Document results

Share stories and disseminate results

Resurvey staff

ONoORr~®WN
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20 Tips

to Help Prevent Medical

Errors
www.ahrg.gov/consumer/20tips.htm
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Some Useful Slogans for Patient Safety

@ Speak up for patient safety
# Stand up for patient safety
# Ask, listen & learn

@ Inform before you perform

@ Educate before you medicate
# Safety first

# Better late than never
#Safe & Save
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The Price of Safety
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@ M FigeE |y
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(ASTD 2001)
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RESOURCES FOR MEDICATION SAFETY
PRACTICES

eAmerican Society of Health-System Pharmacists (www.ashp.org)

e American Society for Healthcare Risk Management
(www.ashrm,org)

elnstitute for Healthcare Improvement (www.ihi.org)

elnstitute for Safe Medication Practices (www.ismp.org)

eU. S. Pharmacopeia (Www.usp.org)

eNational Patient Safety Foundation (www.npsf.org)

eNational Coordinating Council on Medication Error Reporting
and Prevention (www.nccmerp.org)

eMassechusetts Coalition for Prevention of Medical
Errors (www.mbhalink.org/mcpme)

oMed-E.R.R.S. (www.med-errs.com)

®Joint Commission on Accreditation of Healthcare

Organizations (www.jcaho.org)
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Conclusions

@ Generate a hospital-wide safety culture

@ Emphasize human factors training

# Educate employees

# Encourage incident reporting

#RCA— CQI

# INFORMED CONSENT and BETTER
COMMUNICATION

# Invest IT infrastructure

4 RM must be rational, systematic and
integrated
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