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Objectives

- Understanding Medical Errors and
Their Consequences

 The Role of Effective
Communication in Healthcare
Settings

- Strategies to Prevent Medical
Errors Through Communication

- Building a Culture of Safety and
Accountability







Silent Epidemic

+ 98,000 Deaths annually in hospitals

- During a 4-day inpatient stay one

medication error will occur

25 medically related injuries every
100 admissions

« 40,000 incidents of medical harm

occur every day



Pennsylvania Patient Safety Reporting System (PA-
PSRS)

The system requires hospitals, ambulatory surgical facilities, and birthing centers to report

serious events as defined by various acts.

* Reports are submitted monthly to the Patient Safety Authority (PSA), which analyzes the
data to identify trends and make recommendations for improving patient safety.

* The PA-PSRS is the largest database of its kind in the U.S., containing over 5 MILLION
EVENT reports since 2004, and it plays a crucial role in preventing future errors by providing
insights into how to avoid medical mistakes.

* Additionally, Pennsylvania has a Medical Care Availability and Reduction of Error

(MCARE) Act, which outlines the requirements for reporting medical errors and near misses.



PA-PSRS SAFETY HARM SCORES

Serious Events

Incidents

High Harm

Harm Score
A
B1

B2

Definition

Circumstances that could cause adverse events (e.g., look-alike medi-
cations, confusing equipment)

An event occurred but it did not reach the individual because of
chance alone

An event occurred but it did not reach the individual because of
active recovery efforts by caregivers

An event occurred that reached the individual but did not cause
harm and did not require increased monitoring

An event occurred that required monitoring to confirm that it result-
ed in no harm and/or required intervention to prevent harm

An event occurred that contributed to or resulted in temporary
harm and required treatment or intervention

An event occurred that contributed to or resulted in temporary
harm and required initial or prolonged hospitalization

An event occurred that contributed to or resulted in permanent harm

An event occurred that resulted in a near-death event (e.g., required
ICU care or other intervention necessary to sustain life)

An event occurred that contributed to or resulted in death



Closer to Home- What Does the Data Show?

288,882

287,997
315,418



Closer to Home- What Does the Data Show?

* In 2024, there was a 9.5% increase of SE reported
from 2023; with 7.3% Increase in serious events,
with high harm reports increasing 1.1%

* 96.0% came from hospitals, while 4.0% originated
from nonhospital facilities (ASFs, birthing centers,
and abortion facilities).

« 32.2 reports per 1000 patient days for hospitals
and 11.4 reports per 1000 surgical encounters for
ASF’s.

 Error Related to Procedure/Treatment/Test (P/T/T)
remained the most frequently reported event type
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The Oath requires physicians to uphold specific
ethical standards, including:

Beneficence: Physicians must act in the best
interest of their patients and provide beneficial
treatments.

Non-maleficence: The Oath emphasizes the
importance of not causing harm to patients.

Confidentiality: Physicians are required to respect
patient privacy and confidentiality.

Teaching and Mentorship: The Oath includes a
commitment to teach the art of medicine to future
generations without expecting payment. The original
text includes a pledge to various healing gods and
outlines the responsibilities of physicians towards
their teachers and patients. It also explicitly prohibits
actions such as administering poison.



Code of Ethics for the Certified Registered Nurse Anesthetist

1.1 Respects human rights and the values, customs, culture, and beliefs of patients and their
families.

1.2 Supports the patient’s right to self-determination.
1.3 Acts in the patient’s best interest and advocates for the patient’s welfare.

1.5 Protects patients from healthcare providers who are incompetent, impaired, or engage in
unsafe, illegal, deceptive, abusive, disrespectful, or unethical practice.

1.6 Participates in honest and transparent disclosure of an adverse or
unanticipated event to the patient and others with the patient’s consent.

2.1 Engages in a scope of practice within individual competence and maintains
role-specific competence.

2.5 Is physically and mentally fit for duty.



Code of Ethics for the Certified Registered Nurse Anesthetist

2.7 Is honest in all professional interactions to avoid any form of deception.

2.11 Respects and engages healthcare providers to foster a collaborative and cooperative patient care
environment through a culture of safety and open communication to contribute to the ethical and safe

environment of care.
2.12 Manages medications to prevent diversion of drugs and substances

2.16 Is responsible and accountable to contribute to the dignity and
integrity of the profession.

2.18 Reports critical incidents, adverse events, medical errors, and near
misses in accordance with law, accreditation standards, and institutional
policy to promote a culture of safety, maintain the integrity of the profession,
and advance the profession and its body of knowledge.

6.1 Works in collaboration with the healthcare community to promote highly
competent, ethical, safe, quality patient care.



Understanding
Medical Errors and
Their

Consequences



Importance of Communication

Joint Commission data continues to demonstrate the importance
of communication in patient safety
1995 - 2005: Ineffective communication
identified as root cause for nearly 66 percent of all reported
sentinel events”

2010 - 2013: Ineffective communication among top 3 root
causes of sentinel events reported™*

* (JC Root Causes and Percentages for Sentinel Events (All
Categories) January 1995-December 2005)

** (JC Sentinel Event Data (Root Causes by Event Type)
2004-2012)



Defi n ition and Types Definition of Medical Errors

Medical errors are preventable adverse effects of care that may or may

Of Medical Errors not harm patients.

Medication Errors

Medication errors occur when incorrect drugs or dosages are
administered to patients.

Diagnostic Errors

Diagnostic errors involve incorrect or delayed identification of a patient's
condition.

Surgical and System Failures

Surgical errors and system failures include mistakes during operations
and breakdowns in healthcare processes.
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Impact on Patient
Safety and
Healthcare
Outcomes

Consequences of Medical Errors

Medical errors cause patient harm and extend hospital stays,
impacting overall health outcomes.

Financial and Trust Impacts

Medical errors increase healthcare costs and erode patient trust
in healthcare systems.

Need for Preventive Measures

Highlighting the urgency to implement measures that prevent
errors and improve patient safety.



Common Causes Miscommunication
of Medical Errors

Miscommunication among healthcare teams frequently leads to medical
errors and compromises patient safety.

Lack of Standard Procedures

Absence of standardized protocols increases the risk of inconsistent care
and medical mistakes.

Fatigue and Inadequate Training

Healthcare provider fatigue and insufficient training contribute
significantly to the occurrence of errors.

System Inefficiencies

Inefficient healthcare systems and workflows can lead to mistakes and
affect patient outcomes.




The Role of
Effective
Communication in
Healthcare Settings



COMMUNICATION

- Effective communication
skills are vital for patient
safety

- Enables team members to
effectively relay information

« The mode by which most
TeamSTEPPS strategies
and tools are executed

Communication

KNOWLEDGE

PERFORMANCE

Communication

Leadership

Situation
Monitoring

Mutual
Support

KIL
SKILLS ATTITUDES




Sender's CONTEXT Receiver's CONTEXT Communication

Is HEN
DECODING
£ Word Interpretation
ENCODING __,_---;_-;;T---A § 3 Display Format, etc
Word Choices, ¢~ Communication - The process by which

Text Message, Email,
Chat, Video Conference,
Phone Call, Forum
Posting etc

information is exchanged
between individuals,
departments, or
organizations

* THE LIFELINE OF THE
CORE TEAM

- Effective when it
permeates every
aspect of an

Feedback o organization

SENDER - -



Standards of
Effective
Communication

Complete
Communicate all relevant information
Clear
Convey information that is plainly understood
Brief
Communicate the information in a concise
manner
Timely
Offer and request information in an appropriate
timeframe
Verify authenticity

Validate or acknowledge information



Importance of Clear
Communication Among
Healthcare Teams

Shared Understanding

Clear communication fosters a shared
understanding among healthcare team members
about patient care plans.

Error Reduction

Effective communication reduces errors caused by
assumptions or incomplete information in patient
care.




Communication Challenges

- Language barrier
- Distractions

g::’j;) - Physical proximity
« Personalities
- Workload
- Varying communication styles
« Conflict

« Lack of information verification
- Shift change
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Hierarchical Culture

Hierarchical structures can limit open communication among clinical staff
and hinder information flow.

Time Pressures

Busy schedules and urgent tasks create time constraints that reduce
opportunities for effective communication.

Language Differences

Differences in language or terminology can cause misunderstandings in
clinical communication.

Environmental Distractions

Barriers to EfoCtive Noisy or chaotic environments can distract staff and disrupt clear
Communication in communication.

Clinical

Environments



Structured Communication Tools

Structured communication tools streamline information flow and
reduce errors in healthcare settings effectively.

Tools and
St rateg ies fo r Use of Checklists

Checklists ensure all critical information is shared consistently
during healthcare processes and handoffs.

Multidisciplinary Meetings

Regular multidisciplinary meetings foster teamwork and shared
understanding among healthcare professionals.




Strategies to

Prevent Medical
Errors Through
Communication



INFORMATION SBAR
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SBAR Provides...

A FRAMEWORK FOR TEAM MEMBERS TO EFFECTIVELY

COMMUNICATE INFORMATION TO ONE ANOTHER

Communicate the following information:
- Situation—What is going on with the patient?

- Background—What is the clinical background or
context?

* Assessment—What do | think the problem is?
* Recommendation—What would | recommend?



Call-Out is...

A strategy used to
communicate
important or critical
information

* It informs all team members
simultaneously during
emergency situations

* It helps team members
anticipate next steps

29


https://www.youtube.com/watch?v=CFkIaDzd8AY

A
Check-Back
IS...

Sender initiates

message
o
<o

dy
o

Receiver accepts

Sender verifies message, provides
message feedback
was received confirmation

LOOPY






Handoff is...

The transfer of information during transitions in care across the
continuum

Includes an opportunity to ask questions, clarify, and confirm




Handoff Consists of...

- Transfer of responsibility and accountability
» Clarity of information
« Verbal communication of information

- Acknowledgment by receiver

« Opportunity to review









According to the most recent Joint Commission sentinel

event data, there were more than 3,300 sentinel events
from 2015 to 2018; 440 WERE WRONG-SITE
SURGERIES.1 The Pennsylvania Patient Safety

Authority indicated that 60 wrong-site surgeries were Wrong-Site Surgery in Pennsylvania During 2015-2019:
A Study of Variables Associated With 368 Events From 178 Facilities

reported from mid-2016 to mid-2017; nerve blocks
administered to the wrong side represented nearly ONE-
FOURTH of these events.2 A 2018 study assessing

surgical adverse events and near misses at 86 Veterans
Health Administration facilities found that, although
overall surgical adverse event rates had decreased from
1.74 10 .47 per 100,000 procedures over seven years,

there were still 169 total wrong site procedures

Yonash, R. and Taylor, M. (2020). Wrong-Site Surgery in Pennsylvania During 2015-2019: A Study of PAT' ENT
Variables Associated With 368 Events From 178 Facilities. Patient Safety, 2(4), 24-39.
reported.3 Almost 30 PERCENT of these adverse events hitpe: fdod.org/10. 23940kdata/2020.12.2 SAFETY

could be attributed to an incomplete or incorrectly
performed surgical time out.3 In 2022, wrong-site surgery
accounted for 6% of the 1,441 (87) sentinel events
reviewed by The Joint Commission. These data

underscore the need for continued efforts in thoughtfully
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https://aornjournal.onlinelibrary.wiley.com/doi/full/10.1002/aorn.12731#aorn12731-bib-0001
https://aornjournal.onlinelibrary.wiley.com/doi/full/10.1002/aorn.12731#aorn12731-bib-0002
https://aornjournal.onlinelibrary.wiley.com/doi/full/10.1002/aorn.12731#aorn12731-bib-0003
https://aornjournal.onlinelibrary.wiley.com/doi/full/10.1002/aorn.12731#aorn12731-bib-0003

Why Timeouts Are Important

Preventing Errors: Ensuring Patient Safety:

+ Timeouts provide an opportunity
for the surgical team to pause
and verify critical information
before proceeding with a
procedure.

+ Patient safety is at the forefront
of healthcare practice, and
timeouts are pivotal in this
aspect.

- By mandating a moment of
reflection and verification,
timeouts serve as a safety net,
ensuring that the correct patient,
procedure, and site are
addressed.

* This simple yet crucial step
significantly reduces the
occurrence of wrong-site
surgeries and other preventable
medical errors.

This includes confirming patient
identity, surgical site, procedure, =g
and the availability of necessary
equipment and resources.

By double-checking these
details, potential errors and

complications can be detected
and prevented.




TIME OUT POLICY

Three components are universally addressed by professional
organizations and TJC to ensure the patient’s safety and to
prevent the occurrence of wrong person, wrong site, wrong

procedure/surgery. They include—

* Pre-operative/pre-procedural verification to prevent errors and promote
safe patient care.

Marking of the operative/procedural site.

*  Time-Out for all surgeries or procedures to ensure that the correct
patient, site, and procedure are consistent with the plan of care. The
Time-Out is required for all surgeries or procedures.




AORN COMPREHENSIVE |
SURGICAL CHECKLIST

WHAT DOES
YOUR SURGICAL
TIME OUT INCLUDE?




Top Considerations for Effective Timeouts:

- Standardized Procedures: To optimize the effectiveness of timeouts,
healthcare institutions should establish standardized protocols that
clearly outline the steps to be followed. This includes designating a
team member responsible for leading the timeout, defining the
necessary information to be verified, and specifying the timeframe for
the process.

« Active Participation: Timeouts should involve the entire surgical team,
including surgeons, anesthesiologists, nurses, and technicians. Active
participation and engagement from all members encourage a collective
sense of responsibility and ensure that critical information is not
overlooked.

« Structured Communication: Communication during timeouts should be
clear, concise, and structured. Using a standardized script or checklist
helps guide the team through essential elements, ensuring consistency
and reducing the chance of overlooking critical information. It is
essential to encourage team members to ask questions, share
concerns, and seek clarification during the timeout.

« Continual Education and Training: Ongoing education and training are
paramount to keep the surgical team informed about the latest
protocols, best practices, and research regarding timeouts. Regular
training sessions, workshops, and updates help reinforce the
importance of timeouts, enhance team skills, and maintain a patient
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Patient-Centered Communication
and Informed Consent

Clear Patient Communication

Effective communication ensures patients understand their health
conditions and treatment options clearly.

Ensuring Informed Consent

Obtaining informed consent involves patients actively in decision-making,
reducing errors from misunderstandings.



Utilizing Technology for
Accurate Information Transfer

Electronic Health Records

Electronic health records streamline patient information access to improve
accuracy and reduce errors.

Computerized Provider Order Entry

Computerized provider order entry ensures precise medication and treatment
orders for patient safety.

Secure Messaging Systems

Secure messaging systems enable safe and timely communication between
healthcare professionals.
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E n CO u rag i n g Non-punitive Reporting Systems

Non-punitive systems encourage open reporting without fear,

0 pe n fostering honest communication about errors.
Re po rt i n g a n d Identifying Error Patterns

Open reporting helps teams detect common error patterns to

Lea r n i n g F ro m target improvements effectively.
E r ro rS Implementing Corrective Actions

Corrective actions based on error insights improve systems and
enhance patient safety outcomes.




Leadership's Role in Fostering
Effective Communication

Setting Clear Expectations

Leaders establish clear communication expectations to ensure
understanding and alignment within healthcare teams.

Providing Communication Resources

Leaders supply tools and resources that facilitate effective
communication among healthcare staff.

Modeling Transparency

Leaders demonstrate transparent communication practices to foster trust
and a safe healthcare environment.




Continuous
Education and
Training for
Healthcare
Professionals

Importance of Ongoing Training

Continuous education helps healthcare workers stay updated
with best practices and evolving medical challenges.

Communication Skills Development

Training improves communication skills that enhance patient
care and teamwork among healthcare staff.

Emphasis on Safety Practices

Safety training ensures adherence to protocols, reducing risks
and promoting a safe healthcare environment.
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How to Improve Healthcare Quality

with Key Metrics and Indicators

Conduct Internal Audits
& evaluations

Monitor Patient
Outcomes

Improve Patient
Safety

Enhance Patient
Experience

Measure and Reduce
Wait Times

Enhance Care
Coordination & Efficiency

Benchmark Against
Industry Standards

Monitor Quality Metrics
in Real-Time

Reduce Healthcare
Disparities

Strengthen Preventive
Care Programs




23 MOST USED
HEALTHCARE METRICS

« Time

« Patient Satisfaction
+ Cost

 Hospital Success

« Hospital Capacity



Here is an example of what my hospital does when there is a delay in

getting the patient in the room on time. This is posted on the locker

room doors for all to see. What is missing on this picture is the name
of the person who was late. Do you think this is an effective way of

getting better compliance on getting the patient in the room on time.

First Case On Time Starts
Thursday September 18, 2025

2 of 3 Rooms On Time

67%

Late Starts:

Preop RN

Pre 0p RN complete
with intake by 0705

Surgeon

Surgeon must arrive
by 0710 and have all
documentation and
site marking complete
by 0720.

If requesting block for
first case block will
start at 0715, adjust
arrival time
accordingly.

Anesthesia

Anesthesia must arrive
by 0710 and have all
documentation done
by 0720. If getting a
block, it must start by
715.

CRNA

CRNA must eval
patient by 0715

ORRN

OR RN must arrive by
0725 for handoff.

Patient

later than 0730

/ To be in the OR no

— late :

k)




Simulation Training













5 Benefits of Simulation-Based Training

Simulation-based training, including simulation learning and scenario-based training, stands as a
transformative educational approach designed to replicate real-world industry situations and

tools. The benefits extend far beyond mere practice; they elevate proficiency, instill self-confidence,
and contribute to enhanced productivity, performance, and job satisfaction.

1. Higher Engagement and Knowledge Retention Rates:

Engaging learners in realistic contexts through simulation training
boosts motivation and knowledge retention. Learning-by-doing
ensures that lessons are not only learned but remembered, leading
to a higher and more sustained understanding of the material.

2. Productive Failure — Learning from Mistakes:

Simulation in education provides a safe haven for learners to
understand the consequences of their choices. By allowing
controlled failure within a simulated environment, learners can
experiment, reset scenarios, and explore different outcomes. This
not only enhances learning but also fosters a culture where
mistakes are valued as opportunities for improvement.




5 Benefits of
Simulation-
Based Training

3. Reflection on Feedback:

Simulation-based learning facilitates the development of
problem-solving skills without risking real-world consequences.
Learners can reflect on their choices, analyze outcomes, and
receive instant feedback, nurturing improved judgment and
enhanced problem-solving abilities. This feedback loop is
valuable for both individual growth and meeting assessment and
compliance requirements.

4. Filling Training Gaps:

Simulated learning enables instructional designers to target
specific skills and goals that may be overlooked in traditional
linear teaching models. It acts as a strategic tool to address and
fill training gaps, ensuring a comprehensive and effective
learning experience.

5. Easily Accessible Learning:

In response to the demands of modern learners, simulation-
based learning offers accessibility, flexibility, and convenience.
With the ability to deliver training across multiple devices,
including mobile platforms, learners can access content
anytime, anywhere, aligning seamlessly with their on-the-go
jobs and lifestyles.



Conclusion

Importance of Patient Safety Role of Effective Supporting Tools and Culture
Communication

Preventing medical errors is vital to Clear communication among healthcare Standardized protocols, technology, and

ensure patient safety and improve providers reduces errors and enhances a safety culture support error prevention

healthcare outcomes. care quality. efforts.
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