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Harm in Healthcare:

“A747 a Day”

* 1999 Institute of Medicine report:

To Erris Human

e 44,000 to 98,000 Americans die annually
from medical errors

* 98,000 = 268 people/day (Boeing 747)
* 44,000 = 120 people/day (Boeing 737)

e 2001-03:~300,000 deaths (HealthGrades, 2005)
e 2007-09: ~240,000 deaths (Dept. HHS, 2011) T0.CRR 1§ HUmAN

Hospitals hurt 18 percent of patients, study says
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A deviation from Generally Accepted
Performance Standards (GAPS) that...

Serious Safety Event Serious

e Reaches the patient Safety
e Results in moderate to severe harm or death Events

Precursor

Precursor Safety Event E\?é%t%

e Reaches the patient
e Results in minimal harm or no detectable harm

Near Miss Safety Event Near Miss Safety Event

Does not reach the patient — error is
caught by a last strong detection
barrier designed to prevent event
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The Swiss Ch

eese Effect

Hole
Inadequate training of
Hole reception staff; inadequate
Practice nurse training received
occupied so not
Hole informed of results

Doctor's pager/
mobile not working

Hazards

Successive
layers of
defences,
barriers and
safeguards

Hole

Pathology provider
Losses leave results with

Hol reception staff instead
a9 of with treating doctor/

Pathology results nursing staff

written on slip of
Hole paper or sticky

note onl
Treating doctor did Y

not follow up on
pathology results
within acceptable
timeframe

Some holes due to active failure. Other holes due to latent conditions (resident “pathogens”).
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Culture & leadership

Technical support
== Training
Clinical support

Staff shortages "

Inexperienced

team member
Falled to moniter’

vital signs

Poor team
communication
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Anatomy e« s
Near Miss

Good Catch!

A near miss or a dose call is an event that did not reach a
Fatlent but only because of chance or timely intervention.

t's a good catch and a WIN for patients, staff and hospitals
because it presents the opﬁortumty to take corrective action
and prevent future risk or

N

A good catch can be made in any department
by any clinician, manager or staff member.

Near Miss Reporting is all about LEARNING! :\Olé;b

A near miss caught today could prevent an occurrence from
happening tomormrow! See one. Report one,
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What if we could stop harm
before it happened?

Actually, we can.

Most preventable harm is preceded by a string of related
near misses. These close calls are free lessons. The offer
valuable revﬁanor& (}f our weaknsssg ?ND ﬁstren

our opportunities mprovemen at's why making
your good Catches known is so important!

CULTURE OF SAFETY
STRENGTHENS

Here's what happens when
you identify and report
Good Catches.

LEARNING & SHARING
OCCURS

TRUST BUILDS
AMONG STAFF

ADVERSE EVENTS
DECREASE

Near Miss Reporting: It's all about LEARNING!

A near miss caught today could prevent an occurrence
from happening tomorrow! See one. Report one.,

Copnt gt Acvemtcan Do Notwerk 201/



Promoting Good Catches

SHARE YOUR
GOO0D CATCH
When you make a \)@ 2
cateh, fl out @ 9096 cate
card and submit it to the
Reglonal Ourality oﬂ:cc:
Submissions will be getected
\ for recognition and for
ehannd 201068 the rogion.
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Seattle Cancer Care Alliance
“Good Catch” Award

'm  Staff are recognized for these Good Catches through near mi
reporting in Patient Safety Net (PSN)
- m When reported in PSN, near misses also help the SCCA to lea
where gaps in our healthcare delivery system may exist

—-

YOUR ACTIONS HELPED TO PREVENT EVENTS FROM REACHING PATIENTS.
FOR THAT, THE PATIENT AND MANY OTHERS THANK YOU!
SCCA Quality/Patient Safety
Anne Devine, Cancer Navigator:
Assisted a patient who fell on the clinic grounds

Joseph Kim, Alliance Lab Phlebotomist:
Caught and corrected a patient ID discrepancy before it reached the patient

Kerry McMiillen, Clinical Supervisor, Nutrition Therapy:
Caught and corrected an ORCA documentation issue

“ON THE SPOT” recipients are selected for their continued
vigilance and commitment to patient safety and infection
prevention. Winners receive a beautiful certificate (suitable
for framing) and a Red Brick Bistro gift card.
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MAY SPOT AWARDS

Infection Prevention had the pleasure of awarding two Spot Awards during
May. Our Spot Award winners were both staff members who were noted making an exceptional effort to-
wards preventing infection in the SCCA clinic. These small efforts make a big difference! Infection Prevention
is all about preventing moments for infection transmission, and every moment truly counts.

Everyone is invited to submit Spot Awards nominations by emailing ip@seattlecca.org.

THE MAY WINNERS WERE:

Leo Riojas (SLU Imaging Dept)—Exceptional attention to infection prevention practices in the Imaging Depart-
ment

Sharon Raschko (SLU General Oncology)—Key communication for a patient needing airborne precautions
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QUESTIONS?

CALL US!
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