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WHO Patient Safety Curriculum: Session 1 

• https://www.youtube.com/watch?v=K7WVFhQe1Yw 
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• First, Do No Harm. Hippocratic Maxim. 

 

• We cannot improve what we cannot measure. 

 

• Improving care comes from changing the system.. Not individuals. 
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• 44,000 – 98,000 preventable deaths occur every year in US hospitals 
(IOM estimation 1999) 
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Leadership and culture: 
Mistake-proofing (Poka-yoke):  

• The use of process or design features to prevent errors or the negative 
impact of errors. 

 

• Leaders to ask “what happened” instead of “ who made the errors”. The 
culture here will begin to change. 
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Fair and just culture (non-punitive and accountable): 
• Every one is aware that medical errors are inevitable. 

• All events and near misses to be reported. It can make the system safer. 

• Competent professionals make mistakes and develop unhealthy norms 
(shortcuts or routine rule violations), but it has zero tolerance for reckless 
behavior. 

• 3 basics: 
1. It doesn’t reduce the personal accountability and discipline. It emphasizes 

the learning from the errors and near misses to reduce errors in the future. 

2. The greatest error not to report a mistake. Thereby prevent learning. 

3. All in the organization to serve as safety advocates. Both providers and 
consumers will feel safe and supported when they report medical errors, 
near misses and voice concerns about patient safety. 
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Learning Organization (Senge’s concept): 

• “Where people continually expand their capacity to create the results 
they truly desire, where new and expansive patterns of thinking are 
nurtured, Where collective aspiration is set free, and where people 
are continually learning to see the whole together”. 

 

• A learning healthcare system “is designed to generate and apply the 
best evidence for the collaborative healthcare choices of each patient 
and provider; to drive the process of discovery as a natural outgrowth 
of patient care; and to ensure innovation, Quality, Safety, and value in 
healthcare” IOM Roundtable on EBM (ROEBM 2007) 
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Just culture  

 

≠ Blame Free Policy 
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Human Factor Engineering 

• Error proofing/Reduction technique 

• It is the study of human interactions with others, equipments, 
technology, surrounding environment. It discusses the human ability 
and limitations. 

• Human factors to be considered in healthcare (NPSF): 

• 1- sleep deprivation 

• 2- Interruptions 
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Individual factors that predispose to error (WHO) 

• limited memory capacity 

• further reduced by: 
○fatigue 
○ stress 

○hunger 

○ illness 

○ language or cultural factors 

○hazardous attitudes 

 

 

 

  

   



Stress and performance 

The relationship between stress and performance 

Stress level 

Area of “optimum” 
stress 

Low stress 
Boredom 

High stress Anxiety, 
panic 
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Yerkes, R. M., & Dodson, J. D. (1908) The relation of strength of stimulus to rapidity of habit-formation.  

Journal of Comparative Neurology and Psychology, 18, 459-482 



RED RULES 

• Are those must be followed to the letter and if there is a condition or 
situation that poses risk, red rules “stop the line”. AHRQ patient safety network 
2008 
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Examples of Red rules in healthcare 

• Pt identification using at least 2 identifiers before any step of care. 

 

• Reconciliation of sponge count 

 

• Time out before an invasive procedure 
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The patient safety program should be aligned with the 
Mission, Vision, Core Values and Goals of the 

Organization. 
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IHI 6 recommendations for integration of Quality and 
Safety in strategic planning to improve Quality and reduce 
harm: 

 
1) Setting aims: to reduce harm this year 
2) Getting data and hearing stories: as a first agenda item at every board 

meeting.  
3) Establishing and monitoring system-level measures: Communicate them to 

all with transparency. 
4) Changing the environment, policies and culture: respectful, fair and just for 

all encountered any pain and loss as a result of avoidable harm (patients, 
Families, Staff). 

5) Learning: starting with the board. 
6) Establishing executive accountability. 
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• Third-party payer:  

 

nonpayment for certain conditions that could have been reasonably 
prevented (e.g.: pressure ulcer) and serious preventable events (e.g.: 
leaving a sponge in patient during surgery) 
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Quality and Safety can bring benefits to a financially 
stable and growing healthcare organization. 
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• Sentinel event 

 
• Patient safety goals 

 
• Hospital acquired infection 

 
• Medication safety 

 
• Nurse-sensitive safety measures 

Priority PATIENT SAFETY topics: 
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Sentinel Event 

 



• an unexpected occurrence involving death or serious physical or 
psychological injury, or the risk thereof. Serious injury specifically 
includes loss of limb or function. 

 

• The phrase, ‘or risk thereof’ includes any process variation for which a 
recurrence carries a significant chance of a serious adverse outcome.”  

 

• Such events are called "sentinel" because they signal the need for 
immediate investigation and response. 

Sentinel event 
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• The terms “sentinel event” and “medical error” are not synonymous; 
not all sentinel events occur because of an error and not all errors 
result in sentinel event 

Sentinel event 
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= Never event 

 

= unexpected event 

 

= Reportable Serious Event 

Sentinel event 
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• Adverse drug events 
• Improper blood transfusions 
• Surgical injuries 
• Wrong-site surgery 
• Patient suicides 
• Restraint-related injuries or death 
• Patient falls 
• Patient burns 
• Infant abduction 
• Mistaken patient identities 

 

Sentinel events 
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CMS& NQF list of Sentinel Events 

• CMS proposes to withhold payment to hospitals if any of these events 
occurs in an acute care facility. 

 

• It is called Never Events, Serious Reportable Adverse Events, 
Unexpected Events, Sentinel Events. 
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Which of the following is NOT considered as a SENTINEL EVENT: 

 

A. Patient fall in the ward. 

B. Suicide threat by a patient in psychiatric ward. 

C. Blood transfusion reaction. 

D. Wrong site surgery.  
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Patient Safety Goals 
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Pt identification 

Key element: at least 2 identifiers NOT 

including the room/bed No. or pt location. 
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Improve communication 

Key elements: Read Back – critical 

test/result (panic values) - Telephone 

Orders 
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Situation 

 

Background 

 

Assessment 

 

Recommendation 
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• Shift to shift report  

 

• Transfer forms 

 

• Telephone conversation guide 

 

• Computer Documentation screens 

 

 

Use of SBAR tools 
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Safety of high alert medication 

Key elements: high alert/ high risk 

medications – concentrated electrolytes – 

look alike/ sound alike. 

 



Safe Medication Practices 

• 4 of 5 US adults take at least 1 medication (OTC). 

 

• Almost a third take at least 5 different medications. 

 

• Medical cost for medication related injuries amounts to $3.5 billion 
per year. 
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WHO’s Patient Safety Solutions 
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Adverse drug event 

“An injury related to medical management, in contrast to complications of 
disease. Medical management includes all aspects of care, including diagnosis 
and treatment, failure to diagnose or treat, and the systems and equipment” 

 

• 10%-20% errors only in healthcare are reported. 90%-95% of them with no 
patient harm. 

 

• FMEA 

 

• RCA 
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• Potential  ADE 

 

• Preventable ADE 

 

• Non-preventable ADE 

Medication error 
Adverse Drug Event (ADE) 
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• Drug-related 

• Diagnostic-related 

• Equipment failure 

• Blood transfusion related 

• Misinterpretation of medication order 

Common sources of medication errors: 
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IHI / HAAD 
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Correct site, procedure, surgery. 

Key elements: site marking – time 

out 
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Reduce healthcare associated infection 

Key elements: hand washing 
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Reduce harm resulting from falls 

Key elements: assessment/ reassessment 

 



Teamwork for Patient Safety: NURSING 

 



 

• Creating the vision 

 

• Fostering collaboration 

 

• Data competency, analytic skills 

Role of nurse in pt. safety: 
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• Main purpose:  

 

•To minimize variations 

Clinical Practice Guidelines (CPG) 
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• Adoption  &  Adaptation 

Clinical Practice Guidelines (CPG) 
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• 1st section: pt. attributes: symptoms, signs 

• 2nd section: algorithm: process flowchart 

• 3rd section: footnotes: extra-explanation 

• 4th section: data collection forms (for evaluation). 

Clinical Practice Guidelines (CPG) 
contents 
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LOS Variance Physician Champion Readmission Rate Volume 

No Yes 0.02 20 Diabetes Mellitus 

Yes Yes 0.1 40 Heart Failure 

Yes No 0.05 80 Gastro Enteritis 

No Yes 0.02 10 Total Knee 

Replacement 
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oElectronic Health Record (EHR). 
 

oCPOE 
 

oBar-coded ID bands (Radio-frequency) 
 

oBar-coded medication administration systems: Increase accuracy of medication 
administration, availability of management tracking and reporting tools, enhanced documentation and 
greater pt safety 

 
o Infant security systems 

 
oPt safety software (incident reporting) 
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Resources for Patient Safety 

 



WHO 

 



Disclosure of errors (Josie King error) 

• Just culture supports the disclosure of both successes and failures. 

 

 

• Risk Management Pearls on  

Disclosure of Adverse Events 
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Safe Practices for Better Healthcare update 
2006, NQF, consensus report 
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SPEAK UP 
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SPEAK UP 
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HSOPS, AHRQ 

• Measure the Culture.. 
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