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Patient safety

“ so long as it involve human , health care will never be free of error

….but it can be free of injury “ Donald berwick

Donald Berwick



Patient safety defined as “ a discipline in the healthcare 
sector that applies safety science methods toward the goal 
of achieving a trustworthy system of healthcare delivery .

Patient safety is also an attribute of health care system :

➢ it minimize the incidence and impact of .

➢ maximizes the recovery from , adverse events .”

AHRQ



• Safety (do no harm) is the most basic 
dimension of performance necessary for 
the improvement of healthcare quality.

•  Safety is the underlying reason for risk 
management, infection control, and 
environmental management programs, 
qualified clinical practitioners and support 
staff.

• Patient safety is a subset of safety
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Basic patient safety concepts



So , we need to know 
difference between

Medical error
Commission 

Omision 
Hazard VS risk
Adverse event 
Sentinel event 
Never event 
Near miss



Introduction to patient safety 
In 1999, IOM published To Err is Human report (estimated the number of hospital 
deaths related to preventable medical errors was possibly as great at 98,000 per 
year).

In 2000, Crossing the Quality Chasm, laying the groundwork for a patient safety 
culture. 

The goal in quality and patient safety is to prevent death and injury from 
preventable medical errors through system wide changes through: 

1. developing strategies to recognize, prevent and mitigate harm from errors 
inherent in complex systems

2. Learning from events 

3. using that information to improve or prevent new events

Not all errors result in harm or injury, The key is to differentiate between 
individual factors and factors attributed to the system or process design, then 
redesign the process to reduce or eliminate errors and latent conditions.



The causes of medical errors: 

1. the decentralized and fragmented nature of health care delivery (Poor Communication).

2. Poor reporting (blame culture) 

3. the errors are results of faulty systems, processes, and conditions that lead individuals to 
make mistakes, or at least fail to prevent mistakes. 

•Four-tiered approach to developing a strategy to improve patient safety: 

1. Create leadership tool to increase the knowledge base about patient safety (Create Safety 
Culture)

2. Identify and learn from errors by developing a nation-wide public mandatory reporting system

3. Raising performance expectations and standards for improvements in patient safety (100% 
IPSGs) 

4. Implementing patient safety systems to ensure safe practices at the delivery area.

……………………………………………………………………………………………………………………………………….

Lays out a comprehensive strategy that government, health care providers, industry, and consumers 
can use to begin reducing medical errors.

Create a Center for Patient Safety that would set national patient safety goals and track the progress 
being made in meeting those goals

• The focus should be on 
the process itself and 
the individual who 
made the error should 
learn from the mistake

• health systems need to 
be designed to make it 
harder for individual to 
make a mistake, and 
easier to do the correct 
thing.

What DOES THE IOM REPORT STATE THAT WE SHOULD DO?
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Patient 
Safety 

▪ Patient safety is a discipline in the healthcare sector that applies safety science methods toward the goal of 
achieving a trustworthy system of healthcare delivery. Patent safety is also an attribute of health care 
systems; it minimizes the incidence and impact of, and maximizes the recovery from, adverse events. (AHRQ 
2009)

▪ Patient safety seeks high reliability of a system that is filled with risk. Therapeutic interventions are where 
medical errors occur, and where patient safety must be focused

Medical 
Error

▪ An act of omission or commission in planning or execution that contribute or could contributes to an 
unintended result (Outcome).

▪ Omission (failure to do the right thing) and Commission (doing the right thing wrong), as well as planning and 
completing a process.



Risks VS hazard
A Hazard: is a potential source of harm or adverse health effect on a

person or persons.

risk : is the likelihood that a person may be harmed or suffers adverse

health effects if exposed to a hazard

Example :

If there was a spill of water in a room then that water would present a slipping hazard to persons

passing through it.

If access to that area was prevented by a physical barrier then the

hazard would remain though the risk would be minimized .



Medical Errors

• Medical error: is an 
unintentional preventable 
mistake  in  the  provision of care 
that has an actual

or potential adverse 
impact on the patient.



Medical error :
“ an act of omission or commission in planning or execution
that contribute or could contributes to an unintended result
“

Omission
Failure to do 

the right 
thing

Commission
Doing the 
right thing 

wrong

اغفال/سهو

ارتكاب



Medical Errors

• Medical error is "an act of 

omission  (failure  to  do  the 

right  thing)  or  commission

(doing the right thing

wrong)  that  contribute  or

could contributes to an
unintended result.











Medical Errors

• A Medical error may or may

not result in adverse events.

-   Such   as   when   a   patient

receives the wrong medication 

but  there  is  no  harm  to  the 

patient.



Adverse 
Event

▪ unintended injury to patients caused by medical management ... that results in measureable disability, 
prolonged hospitalization, or both (preventable adverse events).

▪ not all adverse events are a result of error

Sentinel 
Event

▪ never event, an unexpected occurrence involving death or serious physical or psychological injury or the risk 
thereof.

▪ With every sentinel event, a Root Cause analysis (RCA) must be completed in a timely manner with 
implementation of an action plan.

Near Miss ▪ potential medical error, which is caught prior to the administration to a patient (by chance).
▪ it is best to complete a Failure Mode Effectiveness Analysis (FMEA) or a Root Cause Analysis (RCA)

Patient safety Error



Adverse event
“ unintended injury to patient caused by medical management …. That 
result in measurable disability , prolonged hospitalization or both “
Since not all adverse events are a result of error, many prefer to use

the term preventable adverse events.



•  Adverse   event   is   an   unintended

injury caused by medical

management rather than the

underlying condition of the patient

that results in measureable

disability, prolonged hospitalization, 

or both" .



•  Since not all adverse events are a

result  of  error,  An  adverse  event

attributable to error is a

“preventable adverse event.”

•  Adverse events have been classified
as either

-   Preventable: due to error.

-   Not preventable.







•  For  a  near  miss,  it  is  best  to

complete a Failure Mode

Effectiveness Analysis (FMEA) or 

a Root Cause Analysis (RCA)



Sentinel event :
“… an unexpected occurrence involving death or serious physical or
psychological injury .”

A special Cuse variation  falling outside the normal 
control limit of the process care





•  Sentinel   events   signal   the   need   for
immediate investigation and response; an 

intensive in-depth analysis.

•  Another  name  for  a  sentinel  event  is  a 

never  event.  A  never  event  is  an  event 

that should never happen.

•  The National Quality Forum (NQF)

changed the 'never event' term to 'Serious

Reportable Events (SRE)'.



: Never event serious
reportable event NQF

“Is an event that should never happened and if it does , immediate investigation and remediation is
required“

Centers for 
medicareand 

medicaid 
(CMS)

28 2008

National 
quality 
forum

(NQF)

29 2011







1- Of the followings NOT example for sentinel
event

A. PT attempt suicide

B. Hemolytic Drug reaction

C. death of patient due to medication error

D. surgery on wrong part of the body

2- Of the followings NOT example for sentinel event

A. PT threating to suicide within 24 after admit

B. hemolytic TRANSFUSION reaction

C. death of patient due to medication error

D. surgery on wrong part of the body



1- Of the followings NOT example for sentinel event

A. PT attempt suicide

B. Hemolytic Drug reaction

C. death of patient due to medication error

D. surgery on wrong part of the body

2- Of the followings NOT example for sentinel event

A. PT threating to suicide within 24 after admit

B. hemolytic TRANSFUSION reaction

C. death of patient due to medication error

D. surgery on wrong part of the body





Sentinel event proces

- It is considered special cause variation .

- When occurs , RCA should be conducted to know the root 

cause .

- According to TJC stated that the top four root causes 

were human factors ,  leadership , communication and 

assessment .



The IOM, To Err is Human Report
 

•story



The IOM, To Err is Human Report
• Was   released   to   stimulate the  healthcare  industry
to
 develop a patient safety

culture and thus to decrease

medical errors and

Preventable adverse events.



The IOM, To Err is Human Report

•  The majority of medical errors 

are  not  results  of  'individual recklessness'. More often, 

the
errors   are   results   of   faulty

systems, processes, and

conditions that lead individuals to  make  mistakes, or  at  least fail to 

prevent mistakes.



Four categories of errors were identified in
the IOM report

1. The communication
errors include an error or

delay   in   the   diagnosis,

failure  to  order  indicated

tests.



Four categories of errors were identified in the
IOM report

2. The treatment errors include an

error   in   the   performance   of   a
procedure or test, an error in the 

administration of the treatment, an 

error  in  the  dose  or  method  of 

using a drug, and/or inappropriate 

care.



Four categories of errors were identified in the
IOM report

3. Preventative errors
include  failure  to  provide

prophylactic treatment

and/or inadequate

monitoring or follow-up of

treatment.



Four categories of errors were identified in the
IOM report

4. And lastly, other
Errors include
equipment  failure,  and

other system failures.



The IOM (2000) laid out a four-tiered approach to
developing a strategy to improve patient safety

1. Establish a national focus
to  create  leadership  tools,

research,  and  protocols  to

increase the knowledge

base about patient safety.



The IOM (2000) laid out a four-tiered approach to
developing a strategy to improve patient safety

2. Identify and learn from errors
by developing a nation-wide

public mandatory reporting

system   as   well   as   encouraging

healthcare staff, practitioners, and 

the organization to participate in 

voluntary reporting systems.



The IOM (2000) laid out a four-tiered approach to
developing a strategy to improve patient safety

3. Raising performance

expectations and standards for

improvements in patient safety

through the professional

organizations, group

purchasers, and so forth within 

healthcare.



The IOM (2000) laid out a four-tiered approach to
developing a strategy to improve patient safety

4. Implementing patient

safety systems in healthcare

organizations   and   systems

to  ensure  safe  practices  at 

the delivery area.



• The  IOM  felt  that  if  these  known  improvements were  utilized,  

50%  of  medical  errors  would  have been reduced by 2004, five 

years after the report was released.

• Unfortunately, Agency for Healthcare Research and Quality (AHRQ) 

annual reports continue to indicate that deaths related to error 

remain similar to the statistics cited in 1999, even over fifteen years 

later.



• The 2013 National Healthcare Quality Report states the  

prevalence  of  harm  associated  with  hospital stays from 

2000-2007 was 25.1 per 100 admissions, and  the  number  

of  preventable  adverse  events among adults (excluding 

obstetrics) per year in U.S. hospitals was 3,023,000 in 2009 

(AHRQ, 2013).



Patient Safety Practices

• Patient  Safety  Practices  were  recommended

for Implementation by AHRQ (AHRQ, 2013).



Patient Safety Practices

• AHRQ  defines  a  Patient  Safety

Practice  (PSP)  as  a  process  or
structure that reduces the

probability   of   adverse   events

occurring in the healthcare

system across a range of
diseases and procedures.



Patient Safety Practices

• The PSPs were evaluated on the evidence

of the outcomes of the safe practices.



Strongly encourage implementation

• Hand hygiene.

• Barrier precautions to

prevent healthcare-
associated infections.

• Do Not Use" list of

hazardous abbreviations.



Strongly encourage implementation

• Preoperative checklists and

anesthesia checklists.
• Use of real-time ultrasound for

central line placement.

• Bundles that include checklists 

for  central  line  insertion  and 

care.



Strongly encourage implementation

• Bundles  that  include  head-
of-bed   elevation,   sedation

vacations,   oral   care   with

chlorhexidine and

subglottic-suctioning

endotracheal tubes.



Strongly encourage implementation
•  Interventions   to   reduce   urinary

catheter  use,  including  catheter 

reminders, stop orders, or nurse- 

initiated removal protocols.

•  Multicomponent  interventions  to

reduce pressure ulcers.
•  Interventions to improve

prophylaxis for VTE.



Encourage Implementation

• Multicomponent

interventions to reduce falls.

• Use of clinical pharmacists to

reduce adverse drug events.

• Computerized provider order

entry (CPOE).



Encourage Implementation

• Medication reconciliation.

• Obtaining  informed  consent  to

improve patients' understanding

of the potential risks of

procedures.

• Use of surgical outcome

measurements.



Encourage Implementation

• Practices   to   reduce   radiation

exposure from fluoroscopy and 

computed tomography scans.

• Documentation of patient

preferences   for   life-sustaining

treatment.

• Rapid response systems.



Encourage Implementation
•  Utilization of complementary

methods   for   detecting   adverse

events/medical errors to monitor 

for patient safety problems.

•  Team training.

•  Use   of   simulation   exercises   in

patient safety efforts.
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