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What is your expectations?

•Write down the most 3 motives making you attending this course



The Main Book





https://psnet.ahrq.gov/primers?pageSize=100


Study Plan



3 Friends .. 3 Websites





http://www.ihi.org/


http://www.who.int/patientsafety/en/


Like the Book’s Title: It is all about:

Understanding



Let’s Get Started ☺

• Today:

1- Preface

2- Chapter 1: The nature and frequency of medical errors and adverse
events

3- Chapter 2: Basic principles of patient safety

4- Appendix V: AHRQ – Patient Safety Indicators (PSIs)



http://www.who.int/features/factfiles/patient_safety/en/


https://www.youtube.com/watch?v=i3PN8V4-slU


https://www.nap.edu/catalog/9728/to-err-is-human-building-a-safer-health-system


Bloody Shock

44000 – 98000 Preventable death per year in US hospitals, 1999.

1.Tangible.

2.Could fly?

3.How to fix?



Who in the medical team wakes up to kill 
somebody in the hospital?



Second Victim

• Dr. Albert Wu



We in Healthcare need to learn from: 

• Aviation

• Manufacturing

• Education

• Engineering

• Sociology

• Psychology

• Management

• What else?





• In 2018:

• 90 % of hospitals use EHR in USA.

• 70% of physician offices.

• In 2008, was 10% for each.



Patient Safety: Anticipate the unanticipated



Patient Safety Officers



ABC Definitions



Definition

• Error (Mistake):  BROAD TERM

• An act of commission or omission leading to an undesirable outcome 
or significant potential for such an outcome.

• Many errors don’t result in adverse events.

• Commission: doing something wrong.

• Omission: failing to do the right thing.



Definitions

• Adverse event (Harm):

Unintended physical injury resulting from or contributed to by medical care
(including the absence of indicated medical treatment) that requires
additional monitoring, treatment, or hospitalization, or that results in death.

▪ Preventable

▪ Non preventable: (e.g. due to the underlying medical condition)

▪ Ameliorable: non preventable yet could have been mitigated.

▪ Negligence: care falls below the professional standard of care.



Definitions

• Harm without any error (Error-Free Harm):

• Accepted complications of surgery.

• Medication side effect.

• Etc.



Definitions

• Near Miss:

(Close Call / Good Catch/ Potential Adverse Event/ More serious error)

• A near miss is defined as "any event that could have had adverse 
consequences but did not and was indistinguishable from fully 
fledged adverse events in all but outcome.“

• https://psnet.ahrq.gov/primers/primer/34/adverse-events-near-
misses-and-errors



Definitions

• Near miss:

• An unplanned event that did not result in injury, illness or damage –
but had the potential to do so.

• Source: Fact sheet from OSHA and the National Safety Council

http://www.nsc.org/news_resources/Resources/Documents/Near-Miss-Reporting-Systems.pdf


Definitions

• Near Miss

• WHO defines a near miss as “an error that has the potential to cause an adverse event (patient 
harm) but fails to do so because of chance or because it is intercepted”

• According to the Institute of Medicine, a near miss is “an act of commission or omission that 
could have harmed the patient but did not cause harm as a result of chance, prevention, or 
mitigation”

• I have reviewed more than 20 definitions; there is a general consensus that this concept should 
be used for indicating a type of incident that has the potential to result in harm but finally fails to 
cause harm”. (Abbas SHEIKHTAHERI, 2014)

• https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4475608/

• Near Misses and Their Importance for Improving Patient Safety

https://www.ncbi.nlm.nih.gov/pubmed/?term=SHEIKHTAHERI%20A%5BAuthor%5D&cauthor=true&cauthor_uid=26110160
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4475608/


(Abbas SHEIKHTAHERI, 2014)

• A. Near misses

• Type 1: An incident that does not reach to the patient because of formal 
and planned interventions and programs (previously developed by the 
organization)

• Type 2: An incident that does not reach to the patient because of chance or 
unplanned interventions

• B. No harm incidents

• Type 3: An incident that does reach to the patient but does not cause harm 
because of early detection, interventions and treatment

• Type 4: An incident that does reach to the patient but does not cause harm 
because of chance

https://www.ncbi.nlm.nih.gov/pubmed/?term=SHEIKHTAHERI A[Author]&cauthor=true&cauthor_uid=26110160


Definitions

• Near Miss of a Sentinel Event (Risk Thereof):

• Coming….



Value of Near Misses



Definitions: Slip Vs. Mistake

• Slip: automatic behavior انزلاق عن غير قصد

Slips are inadvertent, unconscious lapses in the performance of some
automatic tasks.

• Mistake: conscious behavior (Paying attention during the act) غلطة/ خطأ 

Mistakes result from incorrect choices.

Usually due to insufficient knowledge, lack of experience or training, 
inadequate information, applying the wrong set of rules or algorithms to 
decisions, etc. 



Definitions

• Sentinel Event:



Definitions

• Sentinel Event:

• A sentinel event is a Patient Safety Event that reaches a patient and 
results in any of the following:

• Death

• Permanent harm

• Severe temporary harm and intervention required to sustain life 

• https://www.jointcommission.org/sentinel_event_policy_and_proced
ures/



Definitions

• Sentinel Event:
• A sentinel event is 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 the risk thereof” includes any process variation for which a 
recurrence would carry a significant chance of a serious adverse outcome.

• Such events are called “sentinel” because they signal the need for 
immediate investigation and response. n The terms “sentinel event” and 
“error” are not synonymous; not all sentinel events occur because of an 
error, and not all errors result in sentinel events

• https://www.jointcommission.org/assets/1/6/CAMH_2012_Update2_24_S
E.pdf



Ameliorable AEs



Definitions:

• Donabedian Triad:
• Classify the measures,
adverse events, etc.

Public Health IT Quality Reporting This material (Comp13_Unit9) was developed by Columbia University, funded by the 
Department of Health and Human Services



Near Miss Adverse Event

Sentinel Event







How to measure errors and safety

• Incident Repoting (OVR, OVA, SRS, etc.)
• AHRQ: Patient Safety Indicators (PSIs)
• IHI Global Trigger Tool
• Chart Review: Concurrent – Retrospective (labor and resource intensive)
• Automated Surveillance: screening high risk patients
• Administrative / claims data
• Hospital Standardized Mortality Ratios (HSMR): Professor Brian Jarman,

Imperial College London, UK: heavily criticized due to lack of appropriate 
both risk adjustment and consistency in measuring.

• Recent Trend: Ask Patients themselves to identify instances of harm and 
errors.







Challenges of measuring errors and safety

• public health researchers have established that only 10 to 20 percent 
of errors are ever reported and, of those, 90 to 95 percent cause no 
harm to patients. Hospitals need a more effective way to identify 
events that do cause harm to patients, in order to select and test 
changes to reduce harm

• http://www.ihi.org/resources/Pages/Tools/IHIGlobalTriggerToolforMe
asuringAEs.aspx



Sharp End – Blunt End in Errors





Complexity of Healthcare system

• Simple system

• Compound system

• Complex system (complex adaptive system - CAS)



High 
Reliability 
Organization 
(HRO)



5 Principles of HRO

• 1- preoccupation with failure

• 2- Reluctance to simplify

• 3- sensitivity to operations

• 4- commitment to resiliency

• 5- deference to expertise



General Principles of Patient Safety 
Improvement Strategies
• Error-proofing / goof-proof / Poka Yoke

• Standardization and simplification

• Learn from errors: M&M, incident reporting

• Forcing functions

• Communication and teamwork : Crew Resource management/ Systems Thinking

• Redundancies and Cross checks: checklists, readbacks, surgical site marking, patient 
identification before procedures.



The Online Learning Platform



http://www.who.int/patientsafety/education/quiz.html


Finally..

• Feel Overwhelmed?

• Don’t

• A lot of reiteration and repetitions are coming..




