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INTRODUCTION

This is the second issue of tlidorida Patient Safety Corporation Near-Miss
ReportingSystem Advisory In this issue, we will provide an update to fiteject.
We will also offer a discussion of several neargnieports received during the
previous three months and offer commentary on tied@vance from a patient safety
perspective.

As we approach the end of the first quarter of 2@00& Near Miss Reporting System
(NMRS) project has sixteen participating facilitiésrwarding near-miss reports
which have been analyzed for:

»= potential systemic problems that if uncorrecteduldolead to harmful
incidents or malpractice claims

» factors that either contributed to bringing abobe tnear-miss or the
intervention that prevented the near-miss from lasog into an adverse
(incident causing harm) event

» “lessons learned” and recommended actions for adoirg@ opportunities
for improvement

On pages 3 through 6, we have provided graphstatidties reflecting trends and
patterns of near-miss reports received from the dhproject “roll-out” (4/26/06)
through first quarter of 2007.

The chart on the next page illustrates the typeaseaf misses remains static. The
majority of near-miss types are Medications/IV disi(31%), Treatment /Procedure
ITests (27%) and Surgery (11%). This continuesacktwith near-misses received in
2006. The subject of wrong-site surgery, which titutes a significant portion of
Surgery related near-misses was comprehensivehgssitl in the December 2006
Advisory. An article titled “Follow-up on Wrong ®itSurgery” appears in this
Advisory. Treatment/Procedure/Test near-missestwaie often reflective of
specimen mislabeling issues were also addresgbé previous Advisory. The
December 2006 Advisory is on the FPSC website at:
http://www.floridapatientsafetycorp.com/patient etgif advisories.asp



With regards to medication errors, we have receseral near-misses that involve
Automated Drug Dispensing Cabinets. The articlev@ras how these near-misses
occur and the manner in which staff complacen@ydsntributing factor.

Other types of near-misses will be discussed mréuissues of the Advisory.

Type of Near Misses - All Near Misses

13%

@ Blood/Blood Products 7%

B Clinical Management 7%

O Falls 1%

O Medical Devices/Equipment/Property 3%
B Medications/IV fluids 31%

@ Other/Misc. 13%

W Surgery 11%

O Treatment/Procedure/Tests 27%

The chart on the next page isolates the factotsatieathe major contributors to near-
misses received. Communication among staff memhbads patient identification
process remain at the top or the list. Again, diclartitted “Communication Failures
in Healthcare” addresses many of the factors tbatribute to this problem and can
be found in the December 2006 Advisory. “FollowapWrong Site Surgery “in the
current Advisory provides an innovative approackceafirming the identity of the
surgical patient



Contributing Factors - All Near Misses

Contributing Factors Percentages
Patient identification process 36.69%
Other 20.71%
Communication among staff members 11.83%
Labeling of medications 5.92%
Orientation and training of staff 3.55%
Control of medications: storage or access 3.55%
Equipment maintenance or management 2.96%
Communication with patient or family 2.37%
Availability of information 2.37%
Physical environment 1.78%
Patient observation procedures 1.78%
Supervision of staff 1.18%
Physical assessment process 1.18%
Competency assessment/credentialing 1.18%
Care planning process 1.18%
Adequacy of technological support 1.18%
Behavioral assessment process 0.59%

Finally, the graphic on the next page illustratest the overwhelming majority of
near-misses are recurring and thus, reflect mistéikat are repeated. As noted in the
December Advisory:

“In far too many situations the NMRS reviewers aoaicluding that the most troubling aspect of the
near-miss lessons learnedtligat no lesson was learnedRoot Cause Analysis was not performed on
the majority of these events. Providers are vigwiaar-misses as non-events and are not exertang th
level of analysis warranted to avert another neasswor “hit”. This must truly be viewed as a lost
opportunity!”

A number of near-miss reports have cited the re&somecurrence as being that their
incident reporting system has no loop closure. Miina strongly implies is that
identified problems are not being worked towardi@odment of successful and
sustaining resolution. Healthcare providers areeffectively resolving the problems
that are identified within their facilities. Ingrabsence of this resolution effort, or
stated another way, incident report “loop closufagjlities will continue to
experience recurring near-misses and “hits”! Lolmsure is a vital aspect of patient
safety and will be addressed in a future Advisory
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Current Advisory Content

In this Advisory, we will address near-misses whielate to the following areas:

= Non-adherence to hand hygiene
= Automatic drug dispensing cabinets
= Wrong site surgery

An article providing an innovative strategy for ieasing the reporting of near-misses
is also included. We urge the reader to take timein every case, these types of
events have occurred previously.




NON-ADHERENCE TO HAND HYGIENE

Events described in most near-misses receivedctefiestem failures that involve
communication, hygiene, patient identification amidical managementlronically,
well established solutions have been develope@doh one This is most certainly
the case with the first near-miss report type t&have chosen for discussion.

We have received several near-miss reports thettereée circumstances where a staff
member was notediot to adhere to recommended hand-hygiene practice. Hand
hygiene non-compliance was noted to occur at thetpaf both pre and post -
intervention with patients. At first glance, theader might question why we have
characterized non-adherence to hand hygiene asaemiss. An authoritative
definition of near-miss has been published by Thyerkey for Healthcare research
and Quality (AHRQ). They define “near-miss” addals (1):

“An event or situation that did not produce patigénjury, but only because of chance. This good
fortune might reflect robustness of the patierd.(ea patient with penicillin allergy receives peifiin,

but has no reaction) or a fortuitous, timely intemtion (e.g., a nurse happens to realize that a
physician wrote an order in the wrong chart).

This definition is identical to that falose call”

We reasoned that lack of hand washing has beenyckrad convincingly shown to
increase the risk of hospital acquired infectidrhus, witnessing a staff member not
wash their hands before examining a patient, evlereva patient doesn’'t get
infected, is indeed a bona fide near-miss. Theeefwe have included this near-miss
type in the Advisory.

Another problem for which the solution is well known

This near-miss chronicles an issue for which tHetgm is well known. In fact, it has
been for decades. Organizations such as The CiEmt&isease Control have long
promulgated the message that “Clean hands areirtgke snost important factor in
preventing the spread of dangerous germs and efitilriesistance in health care
settings," and "More widespread use of products tihgprove adherence to
recommended hand hygiene practices will promotaeipatsafety and prevent
infections."(2)



Moreover, hospital-acquired infections continu@ése a significant threat to patient
safety. The CDC estimates that each year nearljlidmpatients in the United

States get an infection in hospitals, and approteind 00,000 of these patients die as
a result of their infection. This is as many as 8|breast cancer and auto accidents
combined. Infections are also a complication @éca other settings including long-
term care facilities, clinics and dialysis centd@iise message could not be clearer;
Improving hand hygiene will help prevent the spredderms from one patient to
another. (3)

Medical scientific literature abounds with authatite guidelines addressing hand —
hygiene in the health care settinghe CDC’s Healthcare Infection Control Practices
Advisory Committee has published a comprehensiveichent titled Guidelines for
Hand-Hygiene in the Health-Care Setting (3) incoapes authoritative models for
improvement and provides numerous strategies fresding these issues.

As comprehensive as these documents are, studiel mieasure compliance
suggesthat hand hygiene compliance with accepted guidslmay actually be 35%
or even lower. One study has even reported cong@iémbe less than 5% (4-5)

Addressing the problem
A number of strategies have been employed for ptemaf hand hygiene in
hospitals. These include but are not limited to:

» Education

= Engineering and controls

= Change in hand hygiene agent

» Reminders in the workplace

» Improve institution safety climate
= Combination of strategies

Each of these approaches is utilized, but the profstill persists.

Barriers to compliance
Barriers contributing to poor adherence with acedtand-hygiene guidelines still
persist, however. Some of the more prominent barimelude:

» Reluctance to change, tolerance of the status quo

= Lack of leadership commitment and follow-through

= Failure to educate and communicate

» Failure of staff self-efficacy and empowerment

» Failure to make compliance a social norm and establ culture of safety
» Failure to provide a real time feedback and pertoroe data

» Lack of a cohesive approach to behavioral change

According to McCaughey, in an article in the Newk @imes, many hospital
administrators say they can't afford to take theessary precautions. The bottom line
is, however, that they can't afford not to. Infens erode hospital profits, as they are
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rarely fully reimbursed for weeks or months addethe patient stay when they
contract an infection. Studies show that when hakpinvest in proven precautions,
they are rewarded with as much as tenfold finamrei@lrn. These infections add
about $30 billion annually to the nation's healtts. This amount could rapidly
increase as more infections become drug-resiggint.

An increasing public awareness of the linkage betweand washing and healthcare-
associated infections appears to be occurring Isapldand washing awareness
campaigns have become a common occurrence. Parenbeing presented with
survey questions such as, “Did the staff/physievash or sanitize their hands during
your hospitalization?” Patients are even reminditagf to wash their hands! This
increase in public awareness is leading to catlpiblic disclosure of healthcare
infection rates in the United States. Since 2062eml states including Florida have
enacted legislation mandating hospitals and othaltincare organizations to report
healthcare-associated infection rates.

Success Stories

We would like to bring two interesting success ist®to the readers’ attention. Both
employed the use of behavioral performance managemenodifying behavior. In
this instance, the behavior is the practicing @iger hand hygiene. In each instance,
most if not all of the barriers to compliance eatbabove were neutralized. In both of
these examples, staff received positive reinforceméen observed practicing
proper hand hygiene. As a result, staff actualbkém forward to properly washing
their hands as it would spur an enjoyable resRed! time” positive feedback was
provided. Additionally, the program has a competittomponent in that the
department that collected the greatest number sifipe observations would be
formally recognized and rewarded. Most importariighavioral changes tool place.

Two examples of the behavioral performance manageapproach for hand hygiene
follow: (7):

Success Story #1

A reverse "tattletale” campaign was used and iteased MD compliance from 3%, yes, 3% to 70%.
A program was established whereby employees wgreested to "tattle” on MDs when they were
observed performing proper hand hygiene. In otherds, they were “caught” practicing proper hand
hygiene. Once reported, The Infection Controldditeoner would approach the MD sternly & tell
them they were tattled on - then present themavigward...a candy bar. They were then thanked for
their compliance. Tattles were tracked and talfiedseveral months. The winner was presented with
a certificate. Amazingly, the competition inspitezhavioral change in hand hygiene habits.
Physicians were reminding staff to tattle on thémuas fun for all involved.

Success Story #2

“One idea we tried here was to have a hand hygmorgest. Each staff member in the facility who
works in patient care and support was issued a koaatl with 30 square openings on it. Staff was
requested to carry these cards on their persorildainaes. Cards were also left in the doctor’s |lgen
with a poster explaining the rules of the contest.



When a co-worker observes a colleague performioggr hand hygiene, they ask for that colleague’s
card and it’s initialed and dated in one of the ates. When the co-worker’s card is full, or at tred

of the contest, the cards are put into basketsherunits and the Infection Control Practitioner
retrieves them during rounds.

The department with the most cards completed gpizza party or some similar type of recognition
for all three shifts. The physician receives redtign (a plaque) at the monthly award ceremony.”

A simulation module addressing hand hygiene ana@dnsequences of the lack of
hand hygiene is available on li@ http://www.patientsafety.med.miami.edu/.




IDENTIFYING AND REPORTING NEAR-MISS EVENTS

In our December Advisory, we explored the imporeantnear-miss events and the
rationale for their being the focus of this stud¥e know that unexpected deaths,
very serious illnesses or injuries in hospitalsaiten preceded by one or more near
misses. We have learned that near-misses aretb&erecursors to an adverse event.
When viewed with foresight, these mishaps offeepbally significant improvement
opportunities for health care providefs the airline industry has demonstrated,
analysis of near-miss data provides an opportuaitiesign systems that can prevent
adverse events.

Although near-miss events are much more commondtsaerse events, reporting of
such events are much less common. Indeed, wellasad systems for the reporting
of near-miss events is relatively rare in US hapitHospital staff may be aware of a
near-miss event but, for a variety of reasons,aaeport them. The result is that the
near —miss event is a vastly underutilized resofoc&lentifying patient safety
issues. Hospital staff awareness of the importahcear-misses will result in a safer
environment for patients. As such, staff shoul&trengly encouraged and even
prompted to report incidents, especially those lictv potentially harmful
consequences were averted.

Near-Miss Report “Prompting

One of the hospital participants in the Near-Migp&ting System has developed a
simple process whereby staff members are “promptetSrmally acknowledge and
document near-miss events. Quite simply, a quegtiposed on the change of shift
report as to whether a near-miss occurred. Thém&hber will check the box
indicating that a near-miss has occurred and peoaidhort description of
circumstances. The hospital reports measurableovements in the volume of near-
miss events reported. The form used to recordotitisess is displayed on the next

page.
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Date:

Rm #:
Diagnosis:

Medical & Surgical History:

Contact Person & #:

Date:

Precautions

[] Fall Risk: Level

Trauma 4 Neuro/Rehab

Patient Data Report Sheet

Patient’'s Name:

Dates patient fell:
[] 1:1 attendant

[] Aspiration Precautions

] DNR

] Contact:
[] Strict Handwashing (MRSA)

Restraints

[] Bed Enclosure

[] 4 Side Rails Up

[] Limb Restraints:
[]BUE [JRA [JLA

[] Seat belt

Positioning Device: Seat Belt

Near Miss!

Date of Admission
Admitted from:
Age:
Allergies:
MD:
Projected Discharge

V/IS& FS

Neuro

RESP

CV/Meds

Gl

GU

M obility/ADL

Skin

Labs/
Diagnostics/
Misc.

Ll
Restraint
Order
checked
O
Restraint
flowsheet
complete

IV Access

Diet

O

Incontinent

U
Restraint
Order
checked
O
Restraint
flowsheet
complete

IV Access

Diet

Bowel
&
Bladder

Last
BM:

O

Incontinent

[Jshower
Given

]
Restraint
Order
checked
O
Restraint
flowsheet
complete

IV Access

O

Incontinent
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FOLLOW-UP ON WRONG SITE SURGERY

In the December 2006 Advisory, we discussed wrategpsitient /procedure events
that were averted. This type of event comprised@hbul0% of near-miss reports
received. Also noted was that the JCAHO indicates wrong-site surgery accounts
for 13% of sentinel events and is the second nmequéntly reported category. We
cite the fact that this is a perennial problem dedpe solutions that have been
developed to address this issue.

A New Strategy for Addressing the Problem

We noted an innovative approach currently beinkigatl by a participant hospital in
the Florida Patient Safety Corporation Near Mispdreng System. The facility is
utilizing a device called the Preoperative ChetKirst utilized and developed by
operating room physician and nursing staff at jrivlemorial Hospital in Rochester,
New York. The “checklist” is a plexi-glass boardiwa panel of sliders and
protective vinyl coating on the back. The slidengacorresponds to a customized
process list. Each slider must be physically mdvesxh red to green to complete the
checklist and must be verified by two team membEng. board is mounted on the
wall of each operating room in a spot that is gasgible to the surgical team (see
Perioperative Checklist photo on the following pa@

The board is customizable to address individuat tesspuirements. This device, as
configured by our participant facility, prominentlsplays categories of the
preoperative patient verification process. Thirtesps must be confirmed by two
members of the surgical team before the officiahdiOut (immediately before
surgery, after the patient is positioned, preppetidraped) is to occur. Members
confirming the steps must be the circulating RN andther licensed member of the
surgical team.

Preoperative patient verification process categdhat are displayed on the board are
as follows:

Patient identification — TWO identifiers
Allergies

Consent signed

History & Physical

PONE
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Site verification
Implants/Special Equipment*
Radiological exams*
Antibiotics given*

. DVT prophylaxis*

10.Beta Blockers*

11. ABO Compatibility*
12.Surgical Pause/ Final Time Out
13.Other

©oN O

The circulating RN and licensed surgical team membk confirm concurrently the
13 categories (if applicable) by sliding the 13 s on the Preoperative checklist
from red (not confirmed) to green (confirmed). @ny will not commence until all
categories are green. If any of the 13 categaresiot applicable they will be
moved to green. If any discrepancies between teamlrars exist, surgery will not
commence until resolved. The circulator RN is resiae to assure the Preoperative
Checklist. Board is cleared (categories should beead from green back to red after
the patient has left the OR). All written infornmat must be erased after the
completion of the case.

The University of Rochester Strong Memorial Hodpstaff report that the board has
enabled identification of near-misses. Examplegeofs caught through perioperative
use include: wrong pre-op meds, wrong consent,abetdH&P, missing EKG,
allergies not noted, no beta blocker when indicatedi no prophylaxis.

Information about the Perioperative board usagebeapbtained through
indeltalearning.com or call 866-738-7893.

PERIOPERATIVE CHECKLIST
DATE
ALL ITEMS
Patient's name Weight g, ASTEE,
Date of Birth Med. Rec. # AN Wi
PROCEDURE ol

Patient Position 1 Patient Identification
LR 0 s TWO identifiers

SURGEONS 2 Allergies
3 Consent signed

ANESTHESIA 4 History & Physical

5 Site verification
CIRCULATOR 6 Implants/Special Equipment* [
— 7 Radiological exams™®
SCRUB & Antibiotics given*

9 Time given recorded
OTHER 10 DVT prophylaxis®

11 Beta Blockers*
ot applicaple 12 A8 Compatabilty®

Inda%r?f-:fﬁ?;ﬁ'"m 13 Sut.rgicql Pausg

Rk ROCHETER
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AUTOMATED DRUG DISPENSING CABINET NEAR-MISS

How These Near-Miss Events Occur
The NMRS has received several reports citing adertedication errors that involved
automatic drug dispensing cabinets (ADC). The masnt reports described the
following circumstances:
1. Accessing the ADC to remove Paxil 20 mg noteddiliiee 90 mg instead”
2.“The nurse entered the automatic drug cabinetCAEDb retrieve liquid multivitamin and liquid
Propanolol was in the space.”
3.“The nurse went into the machine to obtain ligliidenol and liquid Prograf was in the
drawer.”
4.Calcium Gluconate placed in a drawer reservedStarile Water

Our participants were fortunate, however. The wrdngy was identified prior to
administration. These events were near misseshanghtients for whom the
medications were intended were not harmed. Unfiatly, all patients are not as
lucky. In September 2006, the Institute for SafedMation Practices (ISMP) cited a
tragic case in which three premature infants dfeet aceiving an overdose of
heparin. According to ISMP, this may have occulvedause heparin vials containing
10,000 units/mL were placed in an automated dispgreabinet where vials
containing 10 units of heparin per ml were normé#yt. The vials looked similar,
and the nurses did not notice that the ones thed ta&en from the cabinet actually
contained 10,000 times more heparin than they eggec

How could an event such as this happen using anALTi& photo below, submitted
by a participating hospital, clearly illustratesahtiis type of mix-up occurs.
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ISMP notes that errors in filling automated dispeg€abinets are common, and so it
is important to double-check the contents of thezdBnets before they leave the
pharmacy. Indeed, the literature cites a varietyroblems associated with the use of
ADCs. These are beyond the scope of this artiddal®icomprehensively addressed
in the references listed at the conclusion of dnile.

Automated Drug Dispensing Cabinet Safety and Staff
Complacency

ADCs are widely believed to increase medicatioetyadind security. Even with the
perceived safety of these devices, the need fqeprstaff diligence remains. There
are a multitude of examples in healthcare that hedes to conclude that technology
can significantly contribute to patient safety. Mocommonly, complacency surfaces
where automation or technology play a pivotal iola process. Consider the
following scenario.

A pharmacist receives and enters an order intphiaemacy computer. A nurse
types the patient's name on ADC keyboard and sefleetdrug that matches the
patient's name and retrieves the proper drug/dogageything works out as planned
in almost every case. With such a high degree airacy and knowledge that the
cabinet is "computerized,” staff naturally believa&hing could go awry.

If, however, if the pharmacy tech misplaces thegdwien restocking the ADC, the
nurse may open the correct drawer, remove a dosetfre proper coordinate and
glance at the label. The obvious danger inheretitin‘grab and go” methodology is
that the nurse will likely not notice that it's ttveong product. This clearly illustrates
the potential for drug administration errors whstiaf believes that if it's
computerized, the potential for error is too rentotee of concern. (9)

A starting point for addressing this behavior isake steps to increase awareness
about the adverse effects of complacency. Thefiibhbe "If its computerized, it's
correct” must be dispelled. Staff shouldpmeriodically reminded that errors could
occur when blindly trusting automation and techggldtaff must maintain vigilance
when working with technology and automation to dvibie false sense of security
that comes with complacency.

Vigilance may not be enough

Staff vigilance, regardless of the extent, mayb®enough in matters involving ADC
medication stocking. Many facilities have or aoesidering the purchase of systems
that utilize bar-code technology. A future Advisdeature will explore technologies
currently available such as bar coding that redunedication errors.
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CONCLUSION

It has been 11 months since we started collectatg dn Near—Misses on a voluntary
basis from hospitals and surgicenters in Floridéerfa slow start, we now have sixteen
facility participants in the system and continudtimg in new facilities. They range
from inner city to rural, from academic to privaectice, and from not-for-profit to
HMO. This range allows us to collect more meanihdata that will hopefully yield
important lessons for us all. The one messagaghmEcoming very clear to us is that
the errors that one of us makes are being exp&ikng many other facilities. The
names change, the incidents don't. We are alsngegpeat near misses from the same
institutions. This suggests that we may not beeshing today's near misses well
enough to prevent them from recurring and potdgiti@coming tomorrow's morbidity
or mortality.

While we continue to collect data and drill dowrhemever possible, into the root causes,
our ultimate goal of analyzing these reports igade a system such as the Australian
Incident Monitoring System (AIMS). This is, howeystill far off. According to the
experts who run the Australian system, meaningialysis can only occur once
thousands of near misses are reported. In ordeeti@ve this goal, we will need more
facilities to participate and report all of thegar misses. This is a difficult task to
request, but the end result will potentially impedhe safety of healthcare in all of our
facilities.

We sincerely appreciate and thank those facilitias have been project participants thus
far. Your contributions have been significant amgtdhenabled the project to progress to
the point where we are today. There is still amadible amount of potential that can be
realized through greater facility participation.

In short, we can't fully achieve the goals of fisject without your support. We urge
you to convince leaders in other facilities to bmeamembers of our reporting group.

With deep appreciation,

The NMRS Team
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