




RED RULES 
- They are to be utilized to reduce the possibility of harm to patients

through work-arounds.

- Red Rules foster a culture of safety because frontline workers will know they can stop 

the line when they notice potential hazards.

- The most important aspect of a Red Rule is its ability to “empower any worker to speak 

up when the rule is not being followed and to stop the line, regardless of rank or 

seniority.”

- The Red Rules should be used selectively with the acts that could cause the highest 

probability of harm to patients, staff members, or others.

- One example of this use of the rule would be with a Time Out before surgery

or a procedure is begun.

If someone is violating a Red Rule, the staff should feel free to "Stop the Line"

and not allow the process to continue until the issue has been corrected.

Red Rules should be few in number, clear and obvious, identify the consequences for 

not utilizing the rule correctly, and focus on the decision- based (such as the Time 

Out) rather than the skill-based activities.



WHAT DIFFERENTIATES A RED RULE FROM OTHER
CRUCIAL RULES SUCH AS POLICIES AND PROCEDURES:

• Anyone who notices the breach of the Rule has the authority and responsibility to stop 

further progress of patient care while protecting the patient or healthcare worker from 

harm.

• Managers and other leaders (including the board of trustees) always support the work 

stoppage, immediate rectification of the problem, and addressing the underlying reason 

for breaking the rule.

• People breaching the Red Rule are given an opportunity to support their behavioral 

choices and are then judged fairly based on the reasons for breaking the rule, regardless of 

rank and experience.

• There are few Red Rules, and they must be well understood and memorable.

Healthcare scenarios for which Red Rules can be beneficial include:

•   patient identification (using two identifiers before administering tests of any kind)

•   sponge-count reconciliation, timeouts before an invasive procedure

•   timely alarm response

•   correct labeling of specimens.





Red Rules Examples

•  "No hospitalized patient can
undergo   a   test   of   any   kind,
receive  a  medication  or  blood
product, or undergo a procedure

if   they   are   not   wearing   an

identification bracelet.“

•  Time Out.





Which of the following is NOT an appropriate red rule?
A. When a midwife is concerned at the bedside and asks 
the obstetrician to come to the bedside, he or she should 
come in a timely manner.

B. Elective induction of labor prior to 39 weeks for
nonmedical reasons is not permitted.
C. If there is a discrepancy in the sponge count during 
surgery, the patient should have an X-ray before leaving 
the operating room.

D. Nurses should observe the ―5 Rights‖ of medication 
administration when administering any drug.
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SAFETY CHECKLIST

- A checklist is an algorithmic, evidence-based listing of actions to be performed with the 

goal of “no step forgotten.”

- Patient safety checklists “allow complex pathways of care to function with high 

reliability by giving users the opportunity to pause and take stock of their actions before 

proceeding to the next step.”

- Checklists can be developed for internal processes (surgical checklist) or can be consumer-

focused.

- Surgical checklists are the most commonly used, but other checklists are developed for 

safe childbirth, trauma care, and other patient safety events, such as blood clots and 

central line– associated blood stream infections.

- Recently, the CDC released its Checklist for Core Elements of Hospital 

Antibiotic Stewardship Programs, which is recommended for facilities to systematically 

assess the core key elements, actions to ensure optimal antibiotic prescribing, and limiting 

the overuse and misuse of antibiotics.

- Checklists are helpful in preparing, implementing, monitoring, and evaluating workforce 

and environmental safety.



EXAMPLES OF SAFETY CHECKLIST

1. ADVERSE DRUG EVENTS (ADES)   •

2. CATHETER-ASSOCIATED URINARY TRACT INFECTIONS (CAUTIS)   •

3. CENTRAL LINE-ASSOCIATED BLOOD STREAM INFECTIONS (CLABSIS)

4. EARLY ELECTIVE DELIVERIES (EEDS)   •

5. INJURIES FROM FALLS AND IMMOBILITY   •

6. HOSPITAL-ACQUIRED PRESSURE ULCERS (HAPUS)   •

7. PREVENTABLE READMISSIONS   •

8. SURGICAL SITE INFECTIONS (SSIS)   •

9. VENTILATOR-ASSOCIATED PNEUMONIAS (VAPS) AND VENTILATOR-  •

ASSOCIATED EVENTS (VAES) 10. VENOUS THROMBOEMBOLISMS (VTES)





Root cause analysis

Retrospective

( reactive )



Root cause
Is a factor that caused an adverse event
and should be permanently eliminated

through process improvement

--------------------------------------------------

Root cause analysis 
Approach ,tools and technique utilized 
to determine what the root cause of 

the problem .
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Techniques we use 
* Five Whys technique

* SIPOC (Suppliers, inputs, processes, outputs, 

customers diagram) .

* Flowcharting

* Fishbone diagrams. 

* Pareto chart.

* Prioritization  matrix 

* Gantt chart



5 why :





SIPOC



FLOW CHART



Fish bone



Pareto chart :



Prioritization matrix



Gantt chart



Data collection tools

Spreadsheet OVR Interview



interview tips
- Best to have one person to conduct the interview
and another person to record the conversation
- On completion of the interview the interviewee

should be provided with an  accurate transcript of

their interview and given the opportunity to read
and make any amendments before signing it



- Explain the purpose of the interview

- questions Ask questions in the order the

story is presented

- Don’t rush the interview – this allows time

for the person to recall events
- Avoid using judgmental comments, as this

will make the interviewee defensive

- Generate a chronology of the incident with

times

- Allow person to ask any questions





Identify the event to be investigated and gather

preliminary information:

Events and issues can come from many 

sources (e.g., incident report, risk 

management referral, resident or 

family complaint, health department 

citation). The facility should have a 

process for selecting events that will 

undergo an RCA.



select team
Team members are people with personal 
knowledge of the processes and systems 
involved in the event to be investigated.

Should clarify :

What expertise is required ? 

Who fits that role ?

Selected to participate ?



RCA
COMMISSIONING

DOCUMENT



Support for staff

Staff are often very traumatized when 
involved in a health care incident .



Describe what happened :

Collect and organize the facts 

surrounding the event to understand 

what happened.

Like staff interview



identify the contributing factors :

The situations, circumstances or 
conditions that increased the 
likelihood of the event are identified



Identify the root causes :

A thorough analysis of contributing 
factors leads to identification of the 
underlying process and system 
issues (root causes) of the event



Design and implement changes to
eliminate the root causes :

The team determines how best to 
change processes and systems to 
reduce the likelihood of another similar 
event



Measure the success of changes:

Like all improvement projects, 

the success of improvement 

actions is evaluated.











Joint commission and RCA

Joint commission has atool and divided the RCA to 3 parts :

1- understanding the event

2- contributing factors 
3- action plan









Under conducting a sentinel event review, a RCA: 

A- Provide judgment of staff behaviors

B- Requires team consensus

C- Identifies gaps in patient care processes 

D- Proactively identifies causes & effects



Failure mode and effective analysis





“ isatooldesignedto 

proactivelyandsystematically 

evaluateprocess todetermine 

whereandhowitmightfail.“



- Analysis of new services or redesigned 
processes for risk potential before they are 
implemented.

-Analysis of current processes that you put 
you at risk before they cause adverse events.

FMEA is

proactive – prospective – forward thinking.



FMEA model Steps:

.- 1 ) define purpose and scope of FMEA

.- Process or service under review must be clearly described

- Scope includes which aspects team responsible for must  

be .clearly defined

:- 2 ) Assemble the team

- Interdisciplinary, involve closest people to process 

(process .)owners

.- team leader & facilitator understand concepts of FMEA



3) Describe & understand the process: 

team creates flowchart of service. dividing 

process into steps.

if complex process, prioritize steps that need focusing.

4) Brainstorm potential failure modes: 

Brainstorming include people, processes, equipment... 

affinity diagrams to organize Brainstorming process

using same major categories in variation.



5) Identify potential causes for each failure mode: 

- may use potential causes in RCA.

- OR five whys.

- think of all possible causes that may lead to probability of failure. 

- record these possible causes.

6) Calculate RPN:

- for each cause find severity, frequency, delectability.

- RPN = DOS = delectability * occurrence  * severity.

- RPN provides criticality index , way to rank and prioritize

failure modes and associated effects to determine which is highest risk 

and warrant corrective action.



note

Low H i g hOccurrence 1  10

Severity 1  10

Detectability 10  1



7) Take actions to eliminate or reduce high 

risk failure modes:

brainstorm control measures

8 ) identify performance measures to

monitor

effectiveness of redesigned process to reduce 
criticality index by reducing severity,  frequency, 
delectability of high risk occurrences.



Determine process vulnerability 

A- Flow chart

B- FMEA 

C- RCA 

D- PDCA



FMEA uses which type of review? 

A- Concurrent

B- Retrospective 

C- Proactive

D- Recurrent



A hospital considering changing the process of admission from 

emergency department. To support patient safety when this process 

deployed. What should the healthcare quality professional during 

redesign the process?

A. Complete FMEA of the new process

B. Analysis incidents reports of the last year using Pareto Chart

C. Examining the stability and variation of the new process by using 

control chart

D. Conducting RCA for predict errors of the new process
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