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To Cure Sometimes,
To Relieve Often,
To Comfort Always




Better Hospitals are...

where more diseases can be cured



Better Hospitals are....

where sufferings are often relieved.



Better Hospitals are....

SRS o 25l

T .JI;'F —" *a‘«‘— T

L e N
S T S s i Rt >

p——

where the souls are comforted, always.



Better Hospitals

* More Healing

 More safe

* Patients have more sense of control
 More individualized care

* More Fulfilling for the healthcare
professionals

» Less stress for patients, families and
healthcare workers

» Always being Family-centered
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Hospitals are Dangerous Places

» According to the US Dept. of Health
and Human Services ~ 15,000
patients a month in suffer from harm
done by the hospital.

» 10 years ago, The Institute of
Medicine: 98,000 patients die every
year from mistakes made in the
hospital.



Wrong Medications Kill

* In the Internal Medicine departments of
German hospitals, 29,000 patients die
each year as a result of being given the
wrong medication.

Medical University of Hanover



TOP 5 REPORTED INCIDENTS* via AIRS (Jan — Dec 2007)

“ Incidents reported voluntarily for sharing and learning purposes.
The great majonity of the reported incidents were near misses or caused only minor conseguence.
Fortunately, with early detection of the error and existing safety measures,
serious outcome causing permanent harm to the patient occurred in only a very small number of cases.
Nevertheless, the nsk of error is high and the consequence may be severe under other circumstances.

NATURE GROUP 1Q 2007 2Q 2007 3Q 2007 | 4Q 2007

Patient (Injury)

|  Patentfalls [ 925 | 981 | 1004 | 974
Staff (Occupational Safety & Health)

Workplace violence
(Physical assaults) 160 167 174 144
Workplace violence

= =10 —

183 208 203 186

Medication
Prescription
Dispensing

Administration

Access, Admission, Transfer, Discharge

| Missingpatient | 138 | 127 | 126 [ 143
Investigation
Mislabeling 114 63 130 96




Prescriber initiates and writes the drug order

N N
Nurse reviews the drug order Order reviewed & verified
v correct by clinical
Order reviewed and verified correct by pharmacy pharmacy

’ “

Drugs supplied by pharmacy

'

Drugs delivered & stored in wards

¢

Nurse identifies correct patient for drug administration

¥

Nurse prepare patient’s drug

¥

Nurse administers correct drug, at right dosage to the correct patient at right time

'

Nurse records drug administration
Nurse monitors and reports patient’s response to medication

Nurse disposes or returns ward drugs to pharmacy




The Number of Incidents

by Severity
(Jan — Jun 2010)

Severity Index

Jan - Jun 2010

Top 3 Most Common

PRESCRIBING ERROR

(Jan — Jun 2010)

0 132
1 441
2 81
3 17
4 5
S 0
6 1

Position In-patient Out-patient
Wrong Drug Wrong
Wrong .
No-1 | Stre ngth/Dosage P'ﬂl' ;nt
(15%) (51%)
Known Drug Al- Sg::gfh /
No. 2 lergy Dosage
(14%) (12%)
No. 3 Wrong Patient \H{)rong
' (13%) rug

(9%)




Top 3 Most Common

(Jan = Jun 2010)

Top 3 Most Common

(Jan = Jun 2010)

Position In-patient Out-patient
Wrong Drug Wrong
No. 1 Drug
(45%) o
Wrong ,
No.2 |Strength/Dosage Wr‘ongllz,a'rlenf
(15%) (21%)
: Wrong
No. 3 Wrong Patient Strength/Dosage

(10%)

(20%)

Position In-patient Out-patient
No. 1 Dose Omission | Dose Omission
' (23%) (19%)
Extra Dose/
No. 2 Extra Dose Wrong Drug
(14%) (16%)
Wrong
No. 3 Wr'c(n:gyl?r'ug Dose
° (12%)




* Rightdrug
* Right dose
== ° Right time
_ _+ Rightroute
# « Right patient










Handheld Application for
NICU/PICU

Checking of Injection/Infusion

Error! Select the Remark

Drug:
0.9% SODIUM CHLORIDE IMNIECTION

1. MAR, Dose and Patient | QD

1
Dose:  2010/12/06 1600 (3) Q

2. Injection/Infusion time Expiry:  2010/12/09 1500 3
' " atient: B/ ,
3. Dose is not expired Patient: B0 WONG, K4 VAN

MNurse A: 123456 Nurse B: 123458

Remark

Rermarkol

‘ New ‘ ‘ Exit




Dashboard for NICU/PICU

ﬁ v for NICUFICU

' // A dashboard label printing system setting 201 0/1 2I1 2 1 9 . 30
e N ===, . R ——————————
Dose for Injection / Infusion

20101212 20:00 UPI, TESTING GENTAMICIN 15MG/1.5ML INJECTION (10MG/ML) PICU N0O4
201012712 20:00 UPIL TESTING 5.85% SODIUM CHLORIDE ML + CALCIUM GLUCONATE 10% 5SML + D3 490ML INFUSION PICU N04

Problem Dose

201012/12 16:00 UPI, TESTING GENTAMICIN 15MG/1.5ML INJECTION (10MG/AIL) PICU NO4  Mlissing Dose




Pharmacy Intravenous Admixture Service (PIVAS) with IT Support
Research & ratios of factors contributing to MAE

Type of error

Fortescue et al Hicks et al Tissot et al Wirtz et al Headford et al Wilson et al | Schneider et al
(2003) (2004) (2003) (2003) (2001) (1998) (1998)
PIC statistics

Wrong 5:100 19:100 21.6:100 8:100 7100 8.7:100
administration
rates
Wrong IV 88:100
push rate

q
compatibility

Wrong dose

Calculation
BITOrS

Wrong drug

Wrong patient

Wrong time

12.5:100

Dose delayed
=1 hour

Wrong route

17.7:100

1.5:108

Allergy related

1.3:100\

orised

9.3:100

McBride-Henry K, Foureur M. 2006. Medication administration errors: understanding the issues. Australian
Journal of Advanced Nursing. 23(3):33-41.



Zero Medication Error

We 'Can Do It!

’ 5 | \J
Ll < \ program until 2011/03/20

Result for the PIVAS
Scanned Dose 1811
Due Dose Alert 107

Medication Error

0




Prescribing for Patient, John O
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© 2007 by Randy Glasbergen.
www.glasbergen.com







HALF YEARLY REPORT ON
SENTINEL & SERIOUS UNTOWARD EVENTS

1 October 2009 — 31 March 2010

HOSPITAL AUTHORITY
HONG KONG

July 2010
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Sentinel Events

1 | Surgery / interventional procedure involving the wrong patient or body part

2 ||Retained instruments or other material after surgery / interventional procedure
3 | ABO incompatibility blood transfusion

4 | Medication error resulting 1n major permanent loss of function or death

5 | Intravascular gas embolism resulting in death or neurological damage

6 | Death of an inpatient from suicide (including home leave)

7 | Maternal death or serious morbidity associated with labour or delivery

8 | Infant discharged to wrong family or infant abduction

9 | Other adverse events resulting in permanent loss of function or death

(excluding complications)

Serious Untoward Events

1 ||Medication error which could have led to death or permanent harm

2 || Patient misidentification which could have led to death or permanent harm
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"The only thing we have to fear,
[s fear itselft”

& e [ _—

F ran - \' Roosevelt

Franklin D. Roosevelt









e S %

f’“(c @GR oy, n-—CPLAY

ok Fui

—

4 éﬂ?ﬂ & /by ¥ /v C

G PR (CCréY 6
Kool Boax =2 RA.

\(Ov:-\xxl.

%, mm. GB-crrr 6

ar s x@ M MyS ~ & i’
(X A - ;MADD( Mnluﬂﬂ-s. G6rP — (fTSH —

..Lﬂ«f’f.,‘?uod‘ -
&











































© Original Artist

Repraduction.rights bbtainable from e
winiwy. Ca rtoonStocﬁ.'c'om ==
5 [WAITING[ %

RooM

7 2 )
’_,—.;:&-—-,
AN
— am § VZ g P
ke \I’J' =
=~

"Oh, good, | can finish the article
| started last year."
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Patient - A walting person iIs a

patient person

« “Patience” means the willingness to stay where
we are and live the situation out to the full in the
belief that something hidden there will manifest
itself to us.

- Patient people dare to stay where they are.
Patient living means to live actively in the
oresent and wait there.

« Waiting, then, is not passive. It involves
nurturing the moment, as a mother nurtures the
child that is growing in her womb.

Henri Nouwen, Eternal Seasons: A Spiritual Journey Through the Church’s Year
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RFID In Hospitals

1. to track objects like beds, wheelchairs
and operating instruments or medical
items such as infusion pumps.

2. Patients information can be accessed
more quickly using the tags.

3. personalized medication, where RFID
ensures safe distribution of drugs.
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DOCTOR FUN

WE LANT TO l:PLA;T THIS
RFID TAG 1N YOou,

WE WANT TO0 IMPLANT
THIS RFID TAG IN You
AND IT'S aAL50 Ao CELLPHONE,
DIGITAL CAMERA, AND
MP3 PLAYER.
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Port-au-Prince
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Better Cities through Better People

Better People through Better Education

Better Education through Better Access to Information

Better Access to Information & Education through Innovation
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It is what you do Witdg 3N

It is not technoloGys



