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Institute of Medicine Report — 1999
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10 LRR IS HUMAN

BUILDING A SAFER HEALTH SYSTEM

‘Hospitals Can Be Dangerous Places'
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- WORLD ALLIANCE
Surgical procedures- intended to save lives A%’ PATIENT SAFETY
can cause substantial harm with significant implications N  Safe Surgen
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« England -the Hogan, Darzi and Black analysis say that 3.6% of hospital
deaths have a 50% or more chance of being avoidable — that’s
potentially 150 avoidable deaths every single week.

« Holland and New Zealand make similar estimates. (UK Health Secretary Address
March 2016)

e US estimate - up to 100,000 preventable deaths annually
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» reported crude mortality rate after major surgery is 0.5-5%
» 25% of patients have complications after operations

e Industrialised countries, nearly half of all adverse events in
hospitalised patients are related to surgical care

e at least half of the cases in which surgery led to harm are considered
preventable

 mortality from general anaesthesia alone is reported to be as high as
15% in some parts of sub-Saharan Africa (hup:/wwwwho.in)
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Human Factors -ergonomics is a discipline that considers both

the physical and mental characteristics of people as well as

the organisational factors or wider socio-technical system. HUMAN FACTORS
IN HEALTHCARE:

COMMON TERMS

The application of scientific methods to the design and

evaluation of tasks, jobs, equipment, environments and
systems to make them more compatible with the needs,

capabilities and limitations of people.
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* Never Events are serious, largely preventable patient safety incidents that
should not occur if healthcare providers have implemented existing
national guidance or safety recommendations.

Surgical Never Events are the most commonly reported types of Never Event
in the English NHS
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* & Serious Incidents are defined differently...

* Serious Incidents -adverse events, where the consequences to
patients, families and carers, staff or organisations are so significant
or the potential for learning is so great, that a heightened level of
response is justified.
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* Wrong site surgery - 207

» Retained foreign objects post procedure - 104

e Wrong implant prosthesis - 63

75.4%

http://www.improvement.nhs.uk
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« 2017 — 2018: Total = 407 2018 — 2019: Total = 496

e Wrong site surgery 175 * Wrong site surgery 207/

e Retained foreign object post * Retained foreign object post
procedure 102 procedure 104

e Wrong implant- prosthesis 63 * Wrong implant- prosthesis 63
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Denial-Increase from 41% to 75% from 2017-2019

Human fallibility
Miscommunication
Poor co-ordination of team activity

Human-technology interaction
Sub-optimal management of the environment
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Communication

Situational awareness
Consistent compliance with standardised processes

Multidisciplinary team training-teams that work together should train

together!

Speaking up
Stop the BLAME game — Just Culture
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‘never break reqgulations. Never take a chance. Never ignore written procedure. Never
compromise safety.......

in the other ear they whisper ‘don’t cost us time. Don’t waste our money. Get these
patients through the system, do not breach the targets -don’t find reasons why you

can’t’

Adapted from Aviation reference in Dekker 2017.
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IBility-Ownership- leamwornk-Acceptal
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