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lished “To Err Is Human: Building a

Safer Health System.” which empha-
sized the dramatic sumber of preventable
medical problems in the U.S. As a result.
Congress mandated federal health care
tacilities to focus on preventing medical er-
rots which led to the establishment of DoD
Imstouetion 6025.17, Military Health Sys-
tem Patient Safety Program, to implement
patient safety programs in the military.

All military treatment facilities are
required to collect

In 1999 the Institute of Medicine pub-

causes in medical incidents. “Expetience is the best
teacher” but the price is high. In order to reduce this
expense, it behooves the medical community to learn
from “close calls” where no harm is done, rather than
learning from an incident that causes hanm. Establishine
a culture of safety where individuals are comfortable
in disclosing both undesirable events and close calls is
the key to establishing patient safety.

In order to improve paticnt safety, it is important to
target specitic items of emphasis: a core body of general
knowledee: mediums for applying knowledge: develop
a culture of accessibility to patient safety; raise public
awareness: {oster eommunica-

and analyze mfor
mation on medical
events that may
or may not have

“f will u.se tfeatmcﬁt
to I’:f:lp the sick

tions about patient safety; and
improve the status of patient
safety and its ability (o meet the
needs ofithe public.

caused harm fo the , Patient safety programs close-
patient. to include aACCOr Cllﬂg to mg Iy mirror Operational Risk Man-
“close call™ errors. _,], i 3 d agement (ORM) in that it proac-
Health care systems a'_ HTY an Ju gment; tively identifies risks, or potential

have adopted a non-
punitive approach
i Managme unin-
tentional errots in
order to encourage
reporting. The mfor-
mation 1s generated
from staff reports
and suggestions,
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risks, to patient safety. They
assess risks using a “probability
of severity” matrix and initiate
structured actions to reduce risks
that focus on processes and sys-
tems, not individuals. This way
finger pointing at individuals for
unintentional ctrors is avoided.
Instead, the focus is to fix system
tlaws over which individuals
have no control. But, patient

plaints. and patient T
surveys. Withthis data. the facility initiates
actions intended to improve patient safety
follewed by evaluations of the actions ef-
fectiveness.

The DoD Instruction alse regulates
satety education. Medics participate in
ongoing patient safety traiming, which is
required annually. In addition, on-the-job
patient education i1s provided in cases
where the patient voices a concern. The
health care team routinely advises patients
on their role in facilitating the safe deliv-
ery of health care. DoD health care staff
members eurrently weat “Ask Me” butions
in order to promote a dialog
patient and the health care p

Building a culture o
able through understandi

TR safety is also committed to hold-
ing individual medical providers accountable for their
job responsibilitics.

Animportant part of patient safety is fully empow-
eing patients to be mvolved in their medical treatment
plan. This has been a part of “Patient Rights and




Responsibilities™ for many years.

The governing publication (DoDD = o«
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free from all intent
wrong-doing and harm...”

the right and responsibility to fully
participate in all decisions related
to their health care”. The medical
treatrnent facility is responsible
for providing high-quality health
care. At the same time. patients are
expected and encouraged to assume
reasonable responsibility for their
own health care.

In the same manmer that physi-
cians pertorm carly health screen-
ings to prevent iliness. the bealth
care system proactively looks at

interntional

—excerpt from The Doctors
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patient care processes and recom- e e e e

mends catly improvements 4s a preventive measure. The
goal is fo avoid “bad” outcomes but, more importantly,
to reduce or elininate problems recognized as harmful
to the patient prior to an incident.

Patient safety initiatives are beneficial for both
the patient and the health system. The paticnt benefits
from the constant improvement of safety in the health
care envitonment and is encouraged to become an -
formed and active “partner” in managing their health.
The health system benefits from the “culture of safety,”
ultimately resulting in safer care, as well as increased
satistaction for both the patients and the health care
team by continually reviewing processes for elinsnating
SIrors or potential emrors.

ORM

Medieal reports show that as many
as 180.000 deaths occur in the U.S. every
year due to errors in medical care. many
of which are preventable. Throughout the
U.S. and the military, the health carc system
has dedicated itself to improving the safety
of all patients. The level of errers accept-
able in the past, are no longer accepted.
Public demands, ORM, and new regala-
tory requireracnts are foreing hospitals and
physicians to reevaluate their systems and
practices in order to ensure the safety of
their patients.

Patient Safety

Identify the Hazards

Analyze Gontral Measures

Speak up if you have

guestions of concerns




