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Medical Errors

o Medlcal errors In the US result IN an ~

year.
« A 13. 5% Ievel
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Cost of Errors




Most Common Patient Injuries

- Wrong site surgery Ay

Medication errors ;




Most Common Patient Injuries:
Potential In ESRD. .

Medication errors =~
Healthcare acquired infect
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What Can You Do To Lessenﬁ .T_he Risk?

Medication errors you can prevent
* Heparin ~' R

« Saline
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What Can You Do To Lessen The Risk?

How you can prevent falls:
* Risk assessment

» Removal of environmenta-‘ £
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How Do You Make Your Facility Safer?

Staff orientation e R

Staff training ,.- T Ay

Competency tesﬁtmg LR
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What Are Other Ways to Prevent
Patient Injury?

Build In Safety:

supplies <
Systems deS|gn




Human Factors Design

Do you store heparin near Iidocaine'?

Do you fill jugs W1th dlffe‘,__.._";“_'--.;-TLI-_;,;. SR
concentratlons—whllg ’ﬁ the j
the same G (AN S






Quality Improvement -
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Get Involved In QAPI

"

Technical staff members are key TiheRe

- ldentifying safety i |ssues AR
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» Formulating solutlcns , Q“ \
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» Testing those sarutlon AN
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Root Cause Analysis

Interdisciplinary team R
Includes the most expert frontl' AR
staff _
Includes those q_:rost fa “’#‘ Y

the S|tuat|c1n3 :'*“. e



Focus On The Why & How, Not The Who




Prevention Not Punishment

L W T 8
- by Wy 3 .

The goal should be to flndout e,
» What happened AR,

© Why did it happen
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Target Systems, Not People

“Name and blame” culture allows
underlylng systems-based problﬁgs tQ _be
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t Exposure to Chlor

Patien

Cheese Model'

ISS
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latent error



Can Never Ellmmate AII Errors

 Critical to design systems that are' “fault
tolerant” so that whan an _|nd|v1 Jal




Patient Safety Prog ram -




But I'm Just One Person...

‘h

Most errors are the result of fallures related
to: 3
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Assumptions and Presumptions

“Assume that every medlcatlon you are
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Communication: The Har_d'est Thing

» “Basic rule N human communlcatlon |ft|t




Learn To CUS

« Concerned/ Uncomfortable/ Safety
I m concerned about Ms. Jon

om tr ,fh('s)sbrtal

.J:"-‘ ﬁgﬁfﬁ‘lﬁg fo at

and her records say she

63 kg. there. I'm uncomforta le tryrng to

take her mucrr Iower&chaﬂ-63 kg, andam
> 1€ -?_“7_f""{‘.,;.{f"e take | er sight. -
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