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Communication

The imparting or interchange of thoughts, opinions, or
Information by speech, writing, or signs

Zotvl, 27], A S0l 2let 42, o|A, | HE = uE
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93% of communication is non-verbal which includes body
language, attitude, and tone

b
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7% are actual words said
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Categories of communication failures

Organisational system failures
v |AIAE 0| HR%t channelO| EX|sEX| &AL, B K| RAHLL,
He| Ar8SHX| b= A
Transmission failures
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Reception failures
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A& of 2AIE

v de[Hel EX(EE M ") o FH 2H((H2 1)

S—r

Failures due to interference between the rational and

emotional levels
v 0" '= _'-|:IH "ol O|A|.AE

World Health Organization (WHO), 2009 ﬂ”’“""'ﬂ"iﬂ.
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with/among
physicians

with
administration

With
patient or
family
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Medical Error

the #3 cause of death in the United States

Most Frequently Identified Root Causes of Sentinel
Events Reviewed by The Joint Commission by Year ENLEEERE

o
The majority of events have multiple root causes o= Lo

(Please refer to subcategories listed on slides 5-7) . . .
s the Joint Commission0| 2 1 E

2012 2013 Jan to Jun 2014 2004E$E-I 2014L|377|-x|
(N=901) (N=887) (N=394) —_
ZdE HilsAd 24 24t

Human Factors o

Human Factors Human Factors

Leadership Communication | eadership
Communication

Communication 532 Leadership

Assessment Assessment Assessment

Information Management Information Management Physical Environment

Physical Environment Physical Environment Care Planning
Continuum of Care Care Planning Information Management

Operative Care Continuum of Care Continuum of Care 64%°|

Medication Use Medication Use Operative Care
Health information technology-
related

Care Planning Operative Care

Communication Iﬂ

The reporting of most sentinel events fo The Joint Commission is voluntary and

represents only a small proportion of actual events. Therefore, these roof cause data

' The Joint Commission are not an epidemiologic data set and no conclusions should be drawn about the actual Office of Quality Momtoring -8
relative frequency of root causes or trends in root causes over fime.

© Copyright, The Joint Commission
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S dAE Dl
(Critical Tests and Critical Results and Values) 2 119| F+&t
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AHRQ’s “WebM&M,” an online case study review ..orﬁq,g_.m.gﬂ
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[Change in level of care]
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[Temporary transfer of care]
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8 Tips for High-quality Hand-offs
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m

Situation
Briefly describe the situation.
Give a succinct overview.

Background
Briefly state pertinent history.
What got us to this point?

Assessment
Summarize the facts.
What do you think is going on?

Recommendation
What are you asking for?
What needs to happen next?

..orz.s CHEt M2l
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SBAR ALl : RN to Physician

Aao|stn}t 7t ALZL | ALQ| A Btoj| 2} Brain CT with Contrast
AAIE Aldliste] st=0| &XI9] Creatinine levelO| 2.92 S 1016}
1 XH-Z tH o|ALof|A| elst= FelE He A

Situation: 000 MM X & Fato|stat 7S A} OOOQlH AAA
2tX}9] Brain CT with contrast ZAX{dlo| 9l =0 gl-XI-OI
Creatinine levelO| 2.90|0{ A MM =2tQl5t n Xt F3} =L Ct,

Background: AAAEFIP} SI3AZ oM AAMO| A0 intracraneal
lesion®]| W7}IE 2|6l Brain CT with contrastS A|&isl2{= o2
1 Lt

Assessment: 12{L} AAAZIX}O| Creatinine level2 contrast 2
Ate| s{8+F0| H&= 2.9 L|LC}.

Recommendation: | MZH0| = ContrastE AI25X| Q= HAIE
AlliSt= Zio| ofE7t Mzt Ct.

(= i B — |

OF=CH=tm'H &l
Ajou University Hospital
q



Joint Commission Center for Transforming Healthcare

Targeted Solutions Tool(TST)
Hand-off Communications Ag|

— | PUT PATIENTS FIRST

Identify yourself and role and obtain nurse’s name

Patient's past medical history (medical, surgical, social)
lliness severity Underlying diagnosis and procedure
Patient summary Technique (general anesthesia, neuraxial, regional)

Action list _ Peripheral IVs, arterial lines, central lines, drains
Situation awareness and| contingency plans Allergies
Synthesis by receiver Therapeutic interventions (pain medications, antibiotics)

Intubation (very difficult, moderately difficult, easy)

Extubation likelihood (already extubated, very likely,
unlikely, definitely no extubation planned)

Need for drips (epinephrine, vasopressin, norepinephrine,
insulin, propofol, etc.)

— PSYCH (for psychiatric ED hand-offs) — Treatment plan for postoperative care (blood pressure

goals, ventilator settings)

Patient information/background Signs (vital signs during case and most recent)

Situation leading to the hospital visit Fluids (in's and out’s, blood product(s), administered)

Y‘:_’U_r ES$ESSWEDI Intraoperative events (if any)

Clinical information Recent labs (hemoglobin, glucose, etc.)

Hindrance to discharge Suggestions for immediate postop care (ex: special
positioning, pain control, need for pumps, etc.)

Timing/expected time of arrival to ICU

Ajou University Hospital
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Sentinel Event : Wrong-patient, wrong-site, wrong-procedure
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Wrong-patient, wrong-site, wrong-procedure =42

<

Scheduling

=9 291 & OJAILS S| FX|

Organizations that participated in the Center for Transforming Healthcare’s project to develop the
Targeted Solution Tool for Safe Surgery identified 29 main causes of wrong site surgernes that

occurred during scheduling, in pre-op holding, in the operating room, or which stemmed from the
organizational culture as well as potential solutions for these causes.

Office schedulers do
not verify presence
and accuracy of
booking documents

Schedulers accept
verbal requests for
surgical bookings
instead of written
documents

Unapproved
abbreviations, cross-
outs and illegible
handwriting

FF7 The Joint Commission

Pre-op holding/holding

Primary documents —
such as consent,
history and physical,
orders, operating
room schedule — are
missing, inconsistent
or incorrect

Inconsistent use of
site-marking

Time-out process for
regional blocks is
inconsistent or absent

Inadequate patient
verification by the
team because of
rushing or other
distractions

/

r room

Operat

When the same
provider performs
multiple procedures,
there is no
intraoperative site
verification

Hand-off
communication or
briefing process Iis
ineffective

Primary
documentation is not
used to verfy patient,
procedure, site, and
side immediately prior

to incision

Site marks are
removed during prep

Distractions and
rushing occur during
time-out, or the time-
out occurs before all
staff members are
ready or before prep
and drape

Time-out is performed
without full

participation

Organizational focus
on patient safety is
inconsistent

Staff is passive or not
empowered to speak

up

Organizational culture

Policy changes are
not followed by
adequate and
consistent staff
education

pyright, The Joint Commission
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Wy Conduct a pre-procedure verification process
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Conduct a pre-procedure verification

process
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Examples: hiskory and ghysical, sigeed conzert forn, presnesthesia sssessmant
33 Inbeled disgnosiic and radiclogy best resul Fut 2oe propery dzsleyed
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Mark the procedure site
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Protocol o
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Before induction of anaesthesia »pp»pppr» Before skin incision »pprprsrrresrss Before patient leaves operating room o
=S(NE) dn
_ LS CI m e LR
=@M &E) SR/ O oims
[  PATIENT HAS CONFIRMED [1 CONFIRM ALL TEAM MEMBERS HAVE NURSE VERBALLY CONFIRMS WITH THE
« IDENTITY INTRODUCED THEMSELVES BY NAME AND TEAM: o g bl MO R HEHY VEA
*SITE ROLE 1233 S&§Z 0EWA AMSIE Major or Minor Surgsry u]
. ZRO?JEizERE T ———— O  THE NAME OF THE PROCEDURE RECORDED 23 on DB TALE 0ENA ABTE HeE As =
. X S=os B : == s
AND NURSE VERBALLY CONFIRM [] THAT INSTRUMENT, SPONGE AND NEEDLE 2B TR0 BU TEOL SEmM AR BEE AE =2
[  SITE MARKED/NOT APPLICABLE * PATIENT COUNTS ARE CORRECT (OR NOT TEA - 22AE2A BN Mating te Sumiel ERD
* SITE APPLICABLE) site) ‘W2 A VEA 018
0 ANAESTHESIA SAFETY CHECK COMPLETED * PROCEDURE 1. RIS NBEDSLIN? (Armband = D/0I8 a48) =]
[J HOW THE SPECIMEN IS LABELLED —— - =
[ PULSE OXIMETER ON PATIENT AND FUNCTIONING ANTICIPATED CRITICAL EVENTS (INCLUDING PATIENT NAME) = ’-‘—:“'_ : i‘;.‘"ﬁ'ﬁj‘_ o =
3 S2NE) 57 E S50/E, 5OA.
. < 3 o
- )
DOES PATIENT HAVE A: 1 SURGEON REVIEWS: WHAT ARE THE 0 WHETHER THERE ARE ANY EQUIPMENT peeaa R *;n* E ASSASLIN . -
CRITICAL OR UNEXPECTED STEPS, PROBLEMS TO BE ADDRESSED 4 Taldaynilk HOW SNIN A SVoLE e O ms
KNOWN ALLERGY? OPERATIVE DURATION, ANTICIPATED Sad) TEMAREN | FEEFHESENEE
0o nNo BLOOD LOSS? [] SURGEON, ANAESTHESIA PROFESSIONAL 2e Tem.}ﬂ o sElNE)TY uEHE | SeWely 2y =8
O YES AND NURSE REVIEW THE KEY CONCERNS Precperative varification procsss) HUJ & BT %9 =% =2
[1 ANAESTHESIA TEAM REVIEWS: ARE THERE FOR RECOVERY AND MANAGEMENT m T s=aEn | oE | moE= @n | oE
. DIFFICULT AIRWAY/ASPIRATION RISK? ANY PATIENT-SPECIFIC CONCERNS? OF THIS PATIENT Ty T rE———————— = =
O  YES, AND EQUIPMENT/ASSISTANCE AVAILABLE 1  NURSING TEAM REVIEWS: HAS STERILITY 2 FR(AS)Y, =& $HE UIASLIAT d =
(INCLUDING INDICATOR RESULTS) BEEN 3 EFHE HASHASUNR? Om O Oisgt i) O oms
RISK OF >500ML BLOOD LOSS CONFIRMED? ARE THERE EQUIPMENT 1 USIm(EOAM 5], SUUE S0 SHDuSLIN? [&) O
- :’gﬂUKG IN CHILDREN)? ISSUES OR ANY CONCERNS? 5 =2(NE) ZUII=Impen FUE BESSLTT P =]
[  YES, AND ADEQUATE INTRAVENOUS ACCESS HAS ANTIBIOTIC PROPHYLAXIS BEEN GIVEN S Time Out SH(AS) I Hel e =TI T
AND FLUIDS PLANNED WITHIN THE LAST 60 MINUTES? ($S0E WY Timeout' J|= AE) e e
O ves * Time OulI&? Ta/Ale® A= 58 25 B8Y A
[1 NOT APPLICABLE BN BT, SR(NFIY, SHAS)IEHE B2AFI
WY BT WS AD CHIIRAS JEA | THCHFS JHA | AT JHA
1. BIE BomASLT) = - =
1S ESSENTIAL IMAGING DISPLAYED? P b UBet GRS, &2, ChatENT) =
= < .L,JJI’?[ IMSE I8 O O ]
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g of insulin
% g “200U” of insulin
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Dangerous Abbreviations, Symbols and Dose Designations

The abbreviations, symbols, and dose designations found in this table have been reported as being frequently
misinterpreted and invelved in harmful medication errors. They should NEVER be used when communicating
medication information.

ISMP Canada July 2006

Intended Meaning

unit
L1] international unit
Abbreviations
for drug
names
QD Every day
QoD Ewery other day
oD Every day
Left eye, right eye, both
0s, 0D, OU e
DiC Discharge
cC cubic centimetre
Hg microgram

Problem

Mistaken for “0” (zero), “4" (four), or
cC.

Mistaken for “IV" (intravenous) or
“10" (ten).

Misinterpreted because of similar
abbreviations for multiple drugs;
e.g., M5, M50: (morphine
sulphate), Mg50, (magnesium
sulphate) may be confused for one
another.

QD and QOD have been mistaken
for each other, or as ‘qid. The Q@
has also been misinterpreted as “2°
(twa).

Mistaken for “right eye”

(0D = oculus dexter).

May be confused with one another.

Interpreted as “discontinues
whatsver medications follow”
({typically discharge medications).
Mistaken for “u® (units).

Mistaken for *mg" (milligram)
resulting in one thousand-fold
overdose.

Correction

Use “unit™.

Use “unit™.

Do not abbreviate drug names.

Use “daily” and “every other
day™.

Use “daily™.

Use “left eye”, “right eye” or
“hoth eyes”.

Use “discharge”.
Use *mL" or “millilitre”.

Use “mcg™.

Symbol Intended Meaning Potential Problem

> Greater than
Less than
Intended Meaning
Trailing zero %.0mg
Lack of
! &
leading zero ]

Mistaken for “2° (two) or “5" (five).

Mistaken for “7"{seven) or the letter

g

Confused with each other.
Potential Problem

Decimal point is overlooked
resulting in 10-fold dose error.

Decimal point is overlooked
resulting in 10-fold dose error.

Adapted from ISMP's List of Ermor-Prone Abbreviations, Symbois, and Dose Designations 2006

Report actual and potential medication errors to ISMP Canada via the web at
or by calling 1-866-54-ISMPC_ ISMP Canada
guarantees confidentiality of information received and respects the reporter's wishes as to

hitps:fwww. ismp-canada.orglem_report. htm

the level of detail included in publications.

Use "at”.

Use “greater than"Mmore than™
or “less than™Flower than™.

Correction

Never use a zero by itself after
a decimal point.

Use “& mg”.

Always use a zero before a
decimal point. Use *0.4 mg".
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JCAHO “Forbidden”
Abbreviations

iy Patricia A Dafey, M., C34 fmmediate Paxt Freadens

¢ prepared for more telephone calls from nurses and pharmacists. If you
Bwritc one of the following forbidden abbreviations in a medication order,

the registered nurse or pharmacist will call you to confirm the intent of
your order before executing it. This isbecause of JCAHO National Patient Safety
(oal #2; improve the effectivencss of communication among caregivers,

To meet this JCAHO goal, organizations must standardize the abbreviations,
acronyms, and symbols used throughowt their organization. This includes devel op-
ing a “Dio Mot Use™ list of abbreviations, acronymsz, and symbaols.

Beginning January 1, 2004, JCAHO reguires the following dangerous abbrevi-
ations, acronym s and symbaols be included on each accredited organization’s* Do
not use™ list. !

JCAHOD Forbidden Abbreviations

Abbreviations Potential Problem Preferred Term

u Mistaken for zero, four or ‘Write "unit”

{for wnit) (=5

u Miztaken for IV
{for intemational {intrav enows) or 10 (ten).
uimit)

‘Write “international unit®

aD., oD
{Latin abbreviation
for once daly and
eve ry other day)

Mistaken for each other.
The perod after the O can
be mistaken for an “I° and
the “0" can be mistaken
for =17

Write “dally” or “ewery
other day®

Decimal point & missed. Never write a zero by
iz eif after a decimal point
(¥ mg), and always use a
zern before a decimal

poimt (0. mg)

Traling zem
{X.0mg),

Lack of leading zemn
{X mg)

Confused for one another.
Can mean morphine
sulfate or magnesium
sulfate.

Write "momphine sulfate”
or ‘magnesium sulfate”
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Sound-alike drug

S EPINEPHrine 1o

11 mca per ml
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lower blood pressure
and prevent chest pain

but a big difference

AmIloDIPINE
(Ca channel blocker)

Similar name,

AmiloRIDE
(K-sparing diuretic)

-
AmiloRIDE

CarbamazePINE

AmloDIPINE \

CarbimaZOLE

CeFAZOlIin CefTAZIdime CefTRIAxone - -
CeFOTAXime CeFUROxime Potassium-sparing
DIAzepam LORAzepam NITRAzepam dluretlc
DIPHENhydraMINE DIMENhydriNATE

DoBUTamine DoPAmine

Folic acid FoLINIC acid

GliBENclamide GliCLAzide GliPlzide

HydrALAzine HydrOXYzine

QuiniDINE QuiNINE

TraMADOL TraZODONE

The list is not exhaustive
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Heparin Heparin
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Heparin Heparin
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