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Introduction

In the last years, they have been carried out several epidemic studies in diverse countries .That
Epidemiological studies have estimated an AE related to hospital care rate of between 4% and 17%,
and have considered 50% of them ace preventable.

All the studies estimate both AE incidence and preventable AE ratio and at the same time, evaluate

impact in terms of patient disability or death and/or hospitalisation stay prolongation, and association
between AE and death. Among the factors contributing to an increase in AE risk, the following stand
out: introduction of new techniques and procedures, fatigue and lack of experience of professionals,
severity of the process, the need for emergency care and the length of hospital stay.

The aim of this study is to define preventable AE and determine the impact in terms of disability, death
and/or prolongation of hospital stay of AE associated with medical care in Spanish public hospitals.

Methods

Retrospective cohort study by means of the review of 5,624 medical records in 24 hospitals selected
by random sampling stratified. We used the screening guide and the MRF2 form. We were able to
identify 525 patients suffering Adverse Events(AE) associated with medical care, who accumulated
655 AE. Of these, 42.8% were considered as preventable. Most frequent preventable AEs were found
in those related to diagnosis (84.2%), to nosocomial infections (56.6%) and to care (56%).

As for the severity of the EA, 45% were considered slight, 39% you control and 16% severe. There
were no significant differences between AE severity and hospital size, but there were according to
service type. Some 31.4% of AEs resulted in a longer stay and 23.4% led to hospital admission. AE
associated with medical care caused 6.1 additional stays per patient. Of the patients, 66.3% required
additional procedures and 69.9% required additional treatments. Incidence of death in patients with
AE was 4.4% . We observed 13.2% of preventable AE in patients with intrinsic risk factors and 5.2% in



patients without (p<0.001). Similarly, 9.5% of preventable AE were observed in patients with extrinsic
risk factors and 3.4% in patients without (p<0.001). Age over 65 was associated with a higher
incidence of preventable AE.

Discussion

The most frequent causes of AE resulting in admission or readmission are nosocomial infections,
problems during surgical procedure and problems associated with the use of medication. These
causes explain 74.9% of these admitted cases. AE associated with health care cause a high sanitary
(distress, disability and, in isolated cases, even death), social (increasing hospital stay) and economic
impact (consumption of additional resources). Some 16% of AE were considered severe and in 15
patients (0.3%) included in the study, death was associated with AE

Fortunately a high percentage of them can be prevented by improving medical care. We have not
found an association between preventability and severity of AE.

The information from the clinical record, a poor quality of these clinical records could lead us to
underestimate the incidence of AE. With regard to the quality of the notes in the clinical record, the
reviewers considered that the information on the AE in the record was inadequate or not very
adequate in 19% of the cases.

To know the impact and preventability of AE, contributes to improvements in the patient's safety.
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Conclusions:

The incidence of patients with AE related to medical assistance in Spanish hospitals was similar to that
found in the studies conducted in American and European countries using a similar methodology. Patient
vulnerabilit?/ has been identified therein as playing a major role in generafing healthcare-related AE.
Preventabi it?/ was not related to severity. The health-related, social and economic impact of AE, until quite
recently a silent epidemic in our country, makes their study a Public Health priority.
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Introduction:

Epidemic studies in several countries have estimated a rate of AE related to hospital care between
4% and 17%, and have considered 50% of them as preventable.

Objectives:

To define preventable AE and to determine the impact of AE associated to medical care in terms
of disability, death and/or prolongation of hospital stay in Spanish public hospitals.

Methodology:

Retrospective cohort study. 5,624 medical records from 24 hospitals were reviewed. Hospitals
were selected by stratified random sampling.

Results:
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Conclusions:
n

AE related to health care cause a high individual (distress, disability and exceptionally, death), social
(increased hospital stay) and economic (consumption of additional resources) impact. 16% of AE were
considered severe and death was associated with AE in 15 patients (0.3%) included in the study.
A high percentage of AE can be prevented by improving medical care. We have not found an association
between preventability and severity of AE.
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LOCL L E —p Minimum Basic Data Set
Patient safety (PS) is one of five priority areas
identified by the OECD in the development of Hospital
the Health Care Quality Indicators Project. s Discharge records (ICD9-CM)
Objectives:

. — Data Base | . Hospital
To analyze, at national level, the feasibility and %ﬁ;t;;;y activity
reliability of PS indicators according to OECD. )
Methodology: Hea"h"!egm"
The indicators were obtained from the National Dats Base Quality
Minimum Basic Data Set (ICD-9-MC). Other validation Agency
sources of data were also used for comparability. \4

—
Regional
Data Base Data Base
Results:

Indicators were obtained for 3,541,107 discharges from 262 public general hospitals.
Some of them suffer from possible underreporting due to local coding rules.

Indicators MBDS VvC Other e
2005 National Rate (providers) Sources / other series
i . NCI (EP|NE)Z 8.1 % MBI;)S: Possible underreporting . . i
9 ICU: Specific study of incid 105 Units (97 Hospitals, 11,684 patient:

Infection due to medical care 0.1463% 0.54 ICU (ENVIN): 14.20% EPINEPZ%elgigélsmyIgfcbrzr\;g?ewcel nits (97 Hospitals patients)

. . MBDS: Possible underreporting
Decubitus ulcer 0.7956% . GNEAUPP:8.24 - specifi Di ons.

o 0.46 (95% Cl: 7.67-8.85) g#fségtpi:cligicr:ﬁgrifggy of prevalence. Different exclusions.

Complications of anaesthesia 0.0089% 0.33 Difficulty reporting E codes
Postoperative hip fracture 0.0048% 0.23 Adequate data
Postoperative PE or DVT 0.2614% 0.54
Postoperative sepsis 0.4181% 0.54 (E%Tﬁ%?gg? % EPINE: Different inclusion criteria
Technical difficulty with procedure 0.1655% 1.05 High variability among Hospitals
Transfusion reaction 0.0003% 0.17 NTSP: 0.067% NTSP: Specific p Different denominator (175 Hospitals)
Foreign body left in during procedure 0.0049% 0.51 Possible underreporting
Birth trauma - injury to neonate 0.5209% 0.80 aii'gnrilé\llra\r/iaa'li)ﬁil:xlear;%:'\lgsHospitals
Obstetric trauma — vaginal delivery 1.1985% 0.44 Different criteria
Obstetric trauma - caesarean section 0.2806% 0.49 Possible underreporting

VC: Variation Coefficient; ICU: Intensive Care Unit; NCI: Nosocomial Infection; EPINE: National Prevalence Study of Nosocomial
Infection; GNEAUPP: Research Group for the study of pressure ulcers at national level; NTSP: National Transfusion Surveillance
Programme.

According to these findings some recommendations could be made to improve
the quality of the indicators.

In(ﬁggtsors Recommendations

Infection due to medical care Parallel use of other source of data

Decubitus ulcer Inclusion of nursing reports for codification

Complications of anesthesia Inclusion of anesthesia reports for codification

Postoperative hip fracture Increase recording of date of the surgery

Postoperative PE or DVT It should be necessary to review the clinical record

Postoperative sepsis Parallel use of other source of data

Technical difficulty with procedure Inclusion of surgical reports for codification

Transfusion reaction Increase reporting

Foreign body left in during procedure Inclusion of surgical reports for codification

Birth trauma - injury to neonate To establish standards for clinical records in neonates

Obstetric trauma — vaginal delivery Only public hospitals included. It is necessary to improve codification in private Hospitals

Obstetric trauma - caesarean section Only public hospitals included. It is necessary to improve codification in private Hospitals
Conclusions:

MBDS is a good source of data to study hospital morbidity and permits to obtain PS indicators through agreement
of standards at national level .The variability presented is similar in other countries using administrative data.
Administrative data could be incomplete for some clinical conditions (present at the moment of admission).

Data audit should include a specific study at national level in order to assess the validity of the PS indicators.
Take actions in order to improve professional awareness to increase AE register should be necessary.
Complementary sources of data could be necessary in some indicators to achieve more accurate results.
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Spanish Patient Safety Strategy:
2004-2007 Results.
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Introduction:

Patient Safety is a priority for the Spanish National
Health System (SNHS).

It is included as a strategy in the Quality Plan for
the SNHS.

Objectives:

To describe the methods and results of the
Spanish Strategy in Patient Safety (SSPS)
from 2004 to 2007.

Methodology:

A formal network of representative members from
each Health Region was established in order to
agree the terms of the strategy.The budget
allocated for the strategy was 45 million €

Results:

Spanish Patient
Safety Network

The main results are described according to the strategic lines developed.

CULTURE AND AWARENESS
1
. Perception Teachin
Information Studies Prograrr?

M v

3 International Professionals:
Conferences held National survey on PS
Declaration on PS culture in hospitals
signed by 120 and primary care
Scientific Professional (2000 professionals)
Associations

Ministry of Health
supported the World
Alliance on PS (WHO)

Basic trair!g

Risk management on-line
Medication and PS

PS for managers

Clinical practice guidelines
PS and adverse events
prevention

Patient associations Master on Quality and PS
and leaders:

Qualitative study

PS workshop

(20 national associations)

2005-2007:
4200 professionals

SAFE PRACTICES

Percentage of HR involved in the implementation of best practices

2007

(12,962,689€)

Year: 2005 | (2006 |

Budget:  (6,000,000€) 9,846,029€)

Adverse event studies (55.6%)
Safe practices in health care (83.3%)
Hand Hygiene ('94.4%)I
Patient identification in holspitals (88.9%)
CuItL:re and awareness 88.9%)
Risk II\/Ianagement Units (94.4%)

Professionals culture surveys (33.3%)
AEs studies in Primary care (88.9%)

HR: Health Regions
Budget: assigned by the Ministry of Health

Safe practices in PC (66.7%)

INFORMATION AND NOTIFICATION SYSTEM

MBDS (IDC 9-CM)
Balance Scored Card

Transfusion Safety S.

Patients’ Complaints

Quality Plan NHS

Quality Agency-MoH Health
Nosocomial Infections Regions
Scientific " * .
e Intensive care }7 Societ
Associations W 8 Prioritized Reports ¥
Pressure Ulcers Indicators OECD,
gl Others

Variability Analysis

Good practices (NQF)
HR: Health regions, MoH: Ministry of Health

N and Consumer Affairs, MBDS: Minimum Base Data System
AEs Primary Care

ma>0O <APE—-ATV - rP—HA—T0NOI

Medication Not System

AEs Notification System

Conclusions:

RESEARCH
2006-2007:
80 projects
submitted on PS

Specific budget for the National Research Plan
Cochrane Review Group on PS

Participation in international research forums
National and international projects

EC
ISQUA
-ENEAS (AEs incidence = 9.3%) WHO
-AEs prevalence in Primary Care PAHO
-AEs prevalence in Latin America Others
Medication-Safety in Hospital
-Nosocomial infection
-EUNetPas
-Costs and adverse events studies
-Others

The development of the strategy was possible because of the policy determination, the funds
dedicated to it and the agreements among all the stakeholders.
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Patient safety initiatives developed in a 800-beds hospital of Gran Canaria
(Spain)

Alvarez-Leon, EE. Molina-Cabrillana, J. Garcia-de-Carlos, P. Gonzalez-Santana,
MD. Deniz-Rodriguez, MJ. Garcia-Garcia, J.

Complejo Hospitalario Universitario Insular Materno-Infantil. Gran Canaria.
Servicio Canario de la Salud.

In Spain, patient safety has been promoted in last years by central and local
health authorities. The National Quality Agency of the Spanish Health Ministry
has developed the National Quality Plan, with 12 strategies. One of the
Strategies is “To Improve safety of patients attending Sanitary Centers of the
National Health System”. This Strategy include the implantation of proyects that
impulse and evaluate safety practices in 8 specific areas, trough agreements
with local health authorities. Two of this areas are “To prevent nosocomial
infection and surgery infection” and “To prevent wrong-site surgery”. This work
presents the patient safety initiatives developed by the Preventive Medicine
Service and the Patient Safety Commission in a 800-beds hospital of the Canary
Islands Community (Complejo Hospitalario Universitario Insular-Materno Infantil,
CHUIMI).

Five strategies to promote patient safety were developed in the CHUIMI. (1)
Basic course of patient safety for health professionals. (2) Creation of a Patient
Safety Commission in the CHUIMI conformed by 5 doctors and 2 nurses. The
Commission was supported by the CHUIMI direction team. (3) Creation of a
Work Group for a Root Cause Analisys of a wrong-patient surgery incident
detected before surgery. One of the identified root causes was the insufficient
implantation of identification bracelets in CHUIMI. (4) Development of a
proyect to prevent wrong-site surgery throught patient identification bracelets,
financied with 30.000€. A Failure Mode and Effect Analysis and surveys with key
persons were done to identify improvements areas in patient identification
process. Five different trade bracelets were evaluated in order to select the
more efficient one. Health professional and patient opinions were considered.
(5) Development of a proyect to prevent nosocomial infections promoting
hand hygiene with hidroalcoholic solution by the Preventive Medicine Service,
financied with 54.000€. Baseline hand hygiene compliance rate was 29,7%.
Intervention consisted in feedback on compliance rates, availability of
hidroalcoholic solution, and educational sessions about appropiate use. Post-
intervention compliance rate was 41,4% (p<0,001)

Spanish health authorityes are promoting patient safety at central level and at
local levels. In Canary Islands some initiatives are being developed in recent
years. Health professionals interest in patient safety is growing. The Complejo
Hospitalario Insular-Materno Infantil is a pioneering center in this area. Future
works and evaluations are guaranteed.
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Transforming patient Care at the Bedside

Introduction

Improving patient safety requires a transformation in how we currently care for patients. Not only
healthcare organizations must adopt a new paradigm of care that holds patient safety as a core value
and practice, but health personnel have to change their believes and knowledge.

To be able to learn from errors, it is important to consider all adverse events, also those that do not
cause patient injury. It is important that health care workers understand why and how they should
report.

Medication errors are an important problem in paediatrics, and effective strategies for preventing them
are needed. Most resulted from errors at the ordering stage, but many also occur at the administration
stage, many administration errors that were not detected undoubtedly occur. In the process of
medication, nursing work has a critical and direct impact on patient safety. The administration has
almost no barriers to avoid the harm.

Experts in risk management explain system failures and system-driven errors over direct human error,
and accentuate the crucial role that organizational method has in ensuring safety.

At our institution, during 2005-2006, we have conducted a survey of global safety climate and culture.
Based on these results we design a patient safety program specially oriented towards nurses and
young paediatric doctors.

Methods

Over a period one year we project to train hospital personnel who primarily work with hospitalized
patients. The target sample is 100% nurses working on the wards, 100% of residents and a 10%
random sample of all other hospital staff, like technicians or pharmacists. The core skills paediatric
workshop is divided into two modules focusing on situation of risk, teamwork, potential adverse
events, medication related errors and decision-making. Preventable adverse events and near misses
can only be found if they are sought out. The workshop will include an introductory part how medical
errors are classified, and how errors evolve in complex working domains. The second section will
include the development of generic problem-solving skills incorporating the extensive use of realistic



simulators whenever possible. Focusing on potentially risky situation like: drug administration, route of
administration and adverse events and specially with uncommon drugs.

Out of this course, we hope to be able to propose an institutional auditing of patient safety by design
rules and procedures within the hospital. The goal is to get ability and skills to improve patient safety
based on experienced personnel. Quantitative and qualitative measures of the efficiency of training
will be applied

Discussion

Patient safety has become an international priority. The challenge is how to organize efforts that will
produce health care more safe for patients. Despite the best efforts of health care practitioners,
medical errors are inevitable. Healthcare is increasingly complex, fragmented and unsafe. No single
method can be universally applied to avoid errors in practice. Medical knowledge and technology are
expanding at an incredible rate, making it difficult for the healthcare providers to keep pace with
advancing knowledge.

Hospitals and other health-care providers today are being pressed more than ever to use technologies
for reducing medical errors.

Simplification and standardization are desirable design principles, since they can contribute
significantly to the prevention of adverse events. Strategies that have been found to be effective in
reducing medication errors include the use of computerized physician order entry systems, preprinted
order forms, and color-coded systems. The implementation of theses strategies have a limited
success not only by the economic costs but of the possibility of human and system errors in the
delivery of care.

We designed a plan focus in work environment and integration of information, to the following years to
reduce risk. Thus, the knowledge skills learned during this programme also spill over into emergencies
practice. We hypothesize based on literature that medical students, nurses, residents, every health
worker in contact with patients need more knowledge about patient safety. We envision coping with
adverse event on the healthcare process.
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TITLE

The expectations and stance of patients, patient associations and the general

public on Patient Safety in the Spanish National Health Service

INTRODUCTION
The policy framework on Patient Safety in the Spanish National Health

Service has identified the need to be aware of the opinions, expectations and
the stance of patients, patient associations and key elements of citizenry on this
theme, and likewise on their participation in future actions directed towards risk
prevention and on proposed solutions linked to Patient Safety. To achieve this,
the Spanish Ministry Of Health and Consumer Affairs and the Andalusian School
of Public Health have conducted research where these aspects may be analysed
with the view that the information and knowledge obtained from this special
perspective — that of sick people and their carers — could be seen as expert,
which in turn could help both the early identification of risk and bring about

viable and realistic solutions to problems.

METHODS/RESULTS

A qualitative methodology based on focal groups and in-depth interviews has
been designed for this study. The profiles of the people interviewed are as
follows:
= Patients and family members
Two variables were considered:
- The severity of the pathology
- Awareness of having suffered from any incident in their
experience with the Health Service (Yes/No)

= Patient associations with the greatest social penetration



= citizenry key players.

Among the most significant results, a difference has been found which depends
on the type of the illness. While people with chronic illnesses associate safety
with the quality and continuity of assistance, people with acute illnesses
understand safety as the absence of error, the appropriateness of treatment

and a rapid response by the Health Service.

According to some of the interviewed key players the concept of safety is
perceived erroneously within the Spanish context, being perceived more as a
concept of confidence. From the professionals’ point of view the manner of
tackling safety in health culture would be through a good professional-patient

relationship.

As for patients, some of the demands which have arisen from all the focal
groups are based on clear information, admission of mistakes and the offer of

apologies from professionals.

ARGUEMENT

The response by both individual interviewees and groups alike can be
characterized by the lack of culture on safety in the field of health. With the
exception of concrete cases, such as people affected by an allergy to latex for
example, it has been difficult to focus on and begin the development of the
patient safety issue. Nevertheless, once set in motion, all participants in the
study have brought concrete examples and have provided interesting

arguments to the issue in question.

We believe that these arguments are of high interest and that the citizenry
should get involved with and assist the Health Service Administration in
elaborating strategies of communication and planning health policy on themes

of safety.
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La Administracion Autondmica coordina un proyecto en el que se
integran los profesionales sanitarios que trabajan en el ambito de la
atencion primaria, en los hospitales y en las oficinas de farmacia
cuyo objetivo es minimizar la yatrogenia producida por los
medicamentos
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La participacion de los
farmacéuticos de oficina de
farmacia se realiza mediante la
creacion de una “Red de
Farmacias Centinela, RFC”

“ Direccién General
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IDENTIFICACION DE PROBLEMAS:

Los profesionales sanitarios comunican incidentes con
medicamentos y productos sanitarios, tanto prevenibles
(considerados errores de medicacion), como los considerados
reacciones adversas a medicamentos (RAM) a la Direccion
General de Farmacia y Productos Sanitarios de la Comunidad
de Madrid. Se hace un analisis de los mismos y se proponen

las actuaciones encaminadas a minimizarlos.
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SaludMadrid B comun idad de Madrid



Actuaciones realizadas en materia
de seguridad de medicamentos y
productos sanitarios



Formacion a los profesionales sanitarios

» Se organizan cursos de seguridad de medicamentos
dirigidos a profesionales sanitarios (ano 2006: 4 cursos, 200
participantes)
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Hutificar medicarmentos v productos sanitarios como medio para conseqguir la

Vigilancia de productos rmejor asistencia farmacoterapéutica para los pacientes,
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Informacion general enfoque global de la seguridad integrando  las  actividades de

Huotificar farmacowigilancia, con la notificacidn de errores de medicacion e

e . . . e O IJ=zuario
[ETEn incidentes con productos sanitarios, no sélo para la identificacion

cuantificacidn de riesgos, sino para la comunicacion efectiva de riesgos a
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de Medicamentos
Buoletines v Memorias Ze ha integrado la notificacion de problemmas relacionados con los
b atarial Docents rmedicarnentos en las actividades de wigilancia que se llevan a cabo desde
— las unidades funcionales pars iz gestion de Hesgos de atencidn prirnaria
atencidn especializada. Esta pdgina constituye un espacio compartido de FIRDXICAM: |
Erores de hedicacién v RAM trabajo  para los  profesionales de los  serwicios puablicos v los ACTUALIZACION DE
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€ Inicio la Comunidad de Madrid, SHERE SUF...
b3z Howvedades ﬂ'
Desde esta cultura de la seguridad de medicamentos, solicitamos la
colaboraciaon de todos para hacer de esta pagina una herramienta gl que
redunde en la mejora de nuestro servicio sanitario a la poblacian,
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Creacion de un “Portal de seguridad de medicamentos™

* Con la colaboraciéon de la Direccion General de Informatica. oo adiia
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Notificacion on-line de incidentes con medicamentos: Formulario
especifico para el ambito de primaria, hospitales y oficinas de farmacia
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Por favor, notifiqgue to
confidencial.

ETAPA DEL PROCESO
Autarizacian
Fabricacian
Surniniztro
Prescripcian
Dispenzacidn
Revision de recetas

Adrninistracidn paor prof.
zanitarios
Administracian por
paciente
Cormunicacidn: entre

profesionales o desde |la
administracian

SEGURIDAD DE MEDICAMENTOS EN LA COMUNIDAD DE MADRID
Seguimiento en ATENCION PRIMARIA

Por favor, notifique todos los errores de medicacion que puedan producirse en la utilizacion de medicamentos. Esta informacion es CONFIDENCIAL.

Observaters Regiomal
ve Rirsgas Sanitarios

-
M
SaludMadrid
[ comunidad da Madrid

N° NOTIFICACIO

NOTIFICADOR

FECHA INCIDENTE
Tino: i ;

TURND
[ Habitual

LFUE LA MEDICACION AD MINISTRADA?

[] Urgendas ]S |[JNo |[]5edesconoce

SELECCIONAR EL TIPO DE ERROR

QUE MEIOR SE AJUSTA AL EVENTO (SOLD 1)
[ Seleccion inapropiada del medicamento

1 Presaripcién yfo utlizacion de farmacos
fuera de indicacion

[ Prescripcién yio utlizacion de farmacos
contraindicados en ficha técnica

[[] Duplicidad de medicamentos o utilizacion
defarmacos innecesarios
[1 Error en la dosis: omision o incorreda
_-Ii-_lér_e-c-henc\a de administracion errénea
[ Forma farmacéutica errénea

[1 Error en la preparacion/ manipulacion/
acondicionamiento

[] Técnica de administradon incorrecta
[C1 via de administracion incorrecta

[ Paclente equivocado

[[] Duracién del tratamiento incorrecta

[[] Se prescribe un medicamento que no estd
comerdalizado

[ se prescribe un medicamento que no
suministran los distribuidares

[ Monitorizacién insuficiente el tratamiento

[C1 Medicamento deterlorade: caducado, mal
conservado o con defectos en la calidad

[] Falta de cumplimiento del paciente

SELECCIONAR LA CAUSA
QUE MEIOR SE AJUSTA AL ERROR

[T1 Problemas en la interpretacién de |a prescripeién:
ambigua, legible, uso de abreviaturas, unidades de
medida no aceptadas intemacionalmente. ..

[T Incorrecta [dentificacion del paciente

[] L3 presentacion de la espacialidad farmacéutica da
lugar a confuslén: nombres similares, similitud de
erwvases, descripcién en el cartonaje ¢ etiquetado
Incorrecto o equivaco.

[ Problemas enlos equipos y dispositivos de
dispensacion/ preparacion/administracion

[ Falta de conodmientoformacién

[] Falta cumplimiento procedimientos de trabajo
establecidas

[7] Defectos en |a calidad del medicamento

[ Falta de concordancia entre las bases de datos y los
medicamentos comerclalizados

[ Otros: situacién de emergencia, fatta de

procedimientos normalizados, personal insuficiente o
sin experiencia

SELECCIONAR LA OPCION QUE MEJOR SE AJUSTE

A LA EVOLUCION DEL PACIENTE

(NO IMPLICA RELACION CAUSAL CON EL ERROR)

[C] A Circunstancias o eventos con capacidad de
causar error

] B. El error se produjo, pero no alcanzé al
paciente

O 1. Bl error llega al paciente pero no se

administra
] 2. Bl farmaco erréneo se administra aungue no
se produjo dafio

[ D. Bl paciente requirid monitorizacion yio
intervencidn aungue no se produjo dafio

[T E. El paciente presentd un dafio temporal que
requird intervencion médica

e paciente ha predisado o prolongado la

hospitalizacién

e paciente presentd un daflo permanente

[ H. Se ha requerido intervencion para mantener
la vida del paciente

[ 1. Muerte del padiente

I X. El emor se ha producide, pero no se ha
podido hacer sequimiento y conocer el dafio

Irich



Notificacion on-line de sospechas de Reacciones Adversas a
Medicamentos (RAM)
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Uso Seguro de Medicamentos y Productos Sanitarios

@ Reacciones Adversas a Medicamentos - Microsoft Internet Explorer QE
CONFIDENCIAL - TRANSMISION SEGURA

Informacion ganaral

Motificar ) NOTIFICACION DE SOSPECHA DE REACCION ADVERSA A UN MEDICAMENTO

1. Por favor, notifique todas las reacciones a farmacos recientemente introducidos en el mercado v las reacciones graves o la
farmacos (incluidos wacunas, medicamentos publicitarios, radiofarmacos, plantas medicinales, farmulas magistrales, medic
gases medicinales).

] 2. Motifiguen en las primeras lineas elflos farmaco(s] que considere mas sospechoso de haber producida la reaccidn.

Informacién general 3. Motifigue todos los demas farmacos, incluidos los de automedicacion, tomados en los tres meses anteriores. Para las mall

,",g;;";% notifigue todos los farmacos tomados durante |a gestacidn,

Ll 4. Mo deje de notificar por desconocer una parte de la informacian gue le pedimos.

Medicameantos y Froductos
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Boletines yw Memuorias
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T e | v
i S— | | v D | G‘ {"} Edlad [ |
Errores de Medicacion v R
0 nici Indique al menos las iniciales o el ndmero de H3 para facilitar el seguimiento y deteceion de los casos duplicados
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Estadisticas de errores de medicacion y sospechas de RAM
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recomendaciones a profesionales...

REACCIONES ADVERSAS A MEDICAMENTOS

Ao 2007

Acceso a documentos de seguridad: boletines, memorias,
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olumen 14 N°2 Sep-2007

Ddmeompe. Faar] o Fawgria y B oeey Sy

indice Doecumento en pdi (@15 KB) Ermuwmw

Comunidad de Madrid

olumen 14 N° 1 Abr-2007
fndice Documents en pdt (@75 KB)

PNT 01
'PROCEDIMIENTO NORMALIZADO DE 1 de abril 2006
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Acceso a alertas sanitarias en materia de seguridad y recomendaciones
de sitios web

l@ https:/fwww.seguridadmedicamento.sanidadmadrid.org/home.aspx - Microsoft Internet Explorer - s

Archivo  Edicién  Wer Faworitos  Herramientas  Awuda ?

= o .l * - . 1 . .
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Uso Seguro de Medicamentos y Productos Sanitarios

Sugerencias Enlaces de interés Ayuda Cerrar sesion @
Errores de medicacion b]
Informacién genzral NOTIFICACION ON-LINE DE SOSPECHAS DE RAM 27/08/2007
Muotificar
I!.e-:_:mnes i Los profesionales sanitarios de la Comunidad de Madrid va tienen disponible la Tarjeta
medicamentos (RAM) arnarilla on-line que puede ser enviada desde la pestafia "MOTIFICAR" en Reacciones
Informacién genaral adversas a medicarmentas (RAM). Para |la notificacidn de RAM no se necesita utilizar clave de
Hotificar usuario, La informacidn adicional se puede obtener mediante el link asociado a esta noticia,
Vigilancia de productos noticias /RAM.pdf
sanitarios
Infarmacian general

Maotificar

Alertas | A RETIRADA DEL MERCADO DE VIRAGEPT(NELFINAVIR)  08/05/2007

fedicamentos yw Froductos

San'tanos - Las Agencias Europeas de Medicamentos han sido informadas por Roche Registration Limited
Informacién de Seguridad de la contaminacidn con una sustancia perjudicial del principio activa del medicamento
de Medicamentos Wiracept {Melfinavir}. VYiracept es un medicamento antirretroviral utilizado en el tratamiento
Boletines w Memorias de pacientes adultos, adolescentes y nifios de edad superior a 3 afios con infeccidn por WIH-

Material Docente 1, Como consecuencia, el medicamento estd siendo retirado del mercado en toda la Unidn

Estadisticas Europea, con efecto inmmediato,

Errores de Medicacin y A http:/ fwww.agemed.esfactividadfalertas fusoHumano fseguridad fv...

©Q ricio
RETIRADA DEL MERCADO DE LOS LOTES X-01 ¥ X-02 02/08/2007
DE ACERBIOL GEL
La #agencia Esoafiola de Medicamentos v Productos Sanitarios ha ordenado la retirada del M
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Plan de comunicacion de riesgos a profesionales

SEGURIDAD

£ MEDICAMENTOS
e Diveccgén Generaslge_ Farmacia ) oeLa COMUNIDAD e MADRID
‘r y Productos Sanitarios
SaludMacirid ] comunidad do Masrid

MEDICAMENTO(S) IMPLICADO (S)

METOTREXATO

-

CARACTERISTICAS DEL ERROR

NOG-{ULIO 2007

Erroresenlap p y ini ion de metotrexato:

- Oral: Se han descrito varios casos de errores de medicacion relacionados
con la posologia en la administracion de metotrexato oral. El metotrexato es
un antimetabolito utilizade como antineoplasico y como inmunomodulador
en el tratamiento de artritis reumatoide y de psoriasis. En estos ultimos
casos, el esquema de dosificacion es semanal. Es imprescindible
asegurarse de que el paciente la dosis, frecuencia de administracion y
duracion del tratamiento, con el fin de evitar una potencial sobredosificacion
que puede conducir a prablemas hematolagicos graves.

La Agencia Espafiola de Medicamentos y Productos Sanitarios emitié una
alerta al respecto en el afio 2004 que puede ser consultada en la siguiente
direccién:

hitp/iwww.agemed.es/actividad/al /usoHumano/segurid htm

140 123

L] |
82 8 i B
I " E“ 13 15 o

Parenteral: Se han notificado & incidencias en la dispensacion del
medicamento Metoject® 10 mg/ml criginadas por problemas en la
interpretacion de la prescripcion.

La descripcion del medicamento en todos los casos empieza por Metoject®
10 mg, cuando en realidad la prescripciéon puede corresponder a 10, 15, 20
0 25 mg, dependiendo de los mililitros de la presentacion. La Comision de
Seguridad de Medicamentos de la Comunidad de Madrid ha propuesto a la
Direccion General de Farmacia y Productos Sanitarios del Ministerio de
Sanidad y Consumo que se modifiquen las descripciones utilizadas en el
nomenclator oficial para este medicamento. Asi mismo se ha comunicado a
las farmacias esta situacién con el fin de que extremen la precaucion en la
dispensacion de estos medicamentos.

RED DE * L |
FARMACIAS il e sp ot nov dic ene feb b may jun jul ago sep oct mov dic ee Feb mar abr may jun

ans e am
CENTINELA 90 oTFCA i1 0 E0RES o WEDCRCIN ReCIDss  Frmed mensal
DE LA & TRAVES DE La RFT
CU M u NI DAD ACuMULADO DESDE EL INICIO DE La RFC 1.884 noTIFICACIONES

DE MADRID En estus dns afios, se mantiene el promedio de 79 notificaciones mensuales. Bl descenso observado
en los meses de marzoy abril de 2007, es atribuible alinicio de la notificaritn on-line,

Naticias de interés

Precauciones en la prescripcién, dispensacidn y administracion de METOTREXATO.

« Dral: Se han descrito varios casos de errores de medicacian relacionados con |a posalogia en |a administraciin de RECOMENDACIONES EN CUANTO A LA PRESCRIPCION
metotrexato oral. El metotrexato es un antimetabalito utilizadn como antineoplsico y como inmunomaodulador en
el tratamiento de artritis reumatoide y de psoriasis. En estos iltimos casos, el esquema de dosificacion es semanal. « Extremar la precaucion al establecer dosis y frecuencia de administracion de la forma oral y
Es imprescindible por tanto asegurarse de que el paciente conoce la dosis, frecuencia de administracion asegurarse de que el paciente esta comectamente informado de las mismas. Seria conveniente,
y duracién de tratamienta. detallarlas por escrito, especificando incluso, los dias de la semana en que se tomara el

medicamento.

« Parenteral: 5 han notificado 5 incidencias en la dispensacin del medicamento Hetoject®10 mg/ml originadas + Asegurarse, en prescripciones informatizadas, que la receta de metotrexato parenteral coincide

por problemas en |a interpretacian de la prescripeion. con la dosis deseada.

La descripritin del medicamento, en todos los casos, empieza por Hetoject® 10 mg/ml sequido de |a dosis tofal de
la jeringa [Ejemplo Metoject® 10mg/ml 1 jer precarg 2,5 mI/25 mg). Por tanto es importante leer la descripcion

completa del medicamento, especialmente |a Gltima parte que es |a que hace referencia a las diferentes Direccién General de Farmacia

o ) Productos Sanitarios SUBDIRECCION GENERAL DE PRESTACION FARMACEUTICA
dosificaciones de Metoject®. ¥ Paseo Recaletos 14, 3* planta, 28001 Madsid
i Comunidad de Madrid Teléfono: 91426 90 18
La Comision de Seguridad de Medicamentos de la Comunidad de Madrid ha propuesto a |a Direccign General de SaludMadiid L e-mail: seguridad.medi lud.madvid.org

Farmaciay Productos Sanitarios del Ministerio de Sanidad y Consuma que se modifiquen as descriptiones utilizadas
en el nomenclator oficial para este medicamento con el fin de evitar estos errores.

- q Direccién General

de Farmacia y
Productos Sanitarios

Saludiviadrid B comunidad de Madrid



Comunicacion a la Administracion competente y
a los laboratorios farmaceéuticos implicados

Direccién General de Farmacia

s e e SEGURIDAD DE MEDICAMENTOS
y uctos Sanitarios

Y PRODUCTOS SANITARIOS DE
LA COMUNIDAD DE MADRID

Comunicacion de incidencias

ala AEMPS

N°® 18/2007

Fecha 12/07/07

-
M
SaludMadrid

B comunidad de madria

ESPECIALIDAD(s) FARMACEUTICA(s) IMPLICADA(s)

SEGURIDAD DE MEDICAMENTOS
Y PRODUCTOS SANITARIOS DE
LA COMUNIDAD DE MADRID

Comunicacion de incidencias
ala DGFyPS
N°4/2007

Fecha 7/06/07

Direccién General de Farmacia
v Productos Sanitarios

SaludMadrid

B comunidad ae Madria

ESPECIALIDAD(s) FARMACEUTICA(s) IMPLICADA(s)

Metotrexato oral

METOJECT® 10 MG/ML

PROBLEMA DETECTADO

PROBLEMA DETECTADO

Se ha recibido, a través de la Red de Farmacias Centinela y de las Unidades Funcionales para la
Gestion de Riesgos de Atencion Especializada de la Comunidad de Madrid, 6 notificaciones de
errores de medicacion relacionados con la utiizacion de metotrexato oral.

CONSECUENCIAS

En alguno de los casos comunicados, la actuacion profesional de los farmacéuticos, evitd que al
paciente se le administrara la dosis errénea del medicamento. Sin embargo en dos casos, se han
documentado cuadros graves de pancitopenia, con leucopia, trombopenia y anemia que requirieron
la administracién de acido félico, factor estimulante de colonias granulociticas y trasfusiones de
hematies y plaquetas.

PROPUESTAS DE LA COMISION DE SEGURIDAD DE LA COMUNIDAD DE MADRID

La Comisién de Seguridad de Medicamentos de la Comunidad de Madrid ha informado
especificamente a los profesionales sanitarios de las precauciones a seguir en la prescripcion y
administracion de este medicamento.

Se plantea que dada la frecuencia con la que se estan produciendo episodios graves asociados a la
sabredosificacion de este medicamento, seria conveniente disponer en el mercado espafiol de una
presentacion especifica semanal, similar a la existente para ofros medicamentos. Por tanto se
propone que la AEMPS traslade esta situacion al laboratorio fabricante de metotrexato. Por parte de
la Direccién General de Farmacia y Productos Sanitarios de la Comunidad de Madrd, se va a
proceder a trasladar esta informacion a dicho laboratorio.

Se han notificado, a través de la Red de Farmacias Centinela de la Comunidad de Madrid, cuatro
incidencias en la dispensacion del medicamento METOJECT® 10 MG/ML originadas por problemas
en la interpretacion de la prescripcion.

La descripcion de las distintas presentaciones que figura en la base de datos del nomenclator
Digitalis del Ministerio de Sanidad y Consumo del mes de marzo, en el campo NESPECIFICO, es la
siguiente:

CODMACI] MNESPECIFICC

||+ 730812 METOJECT 10MGML 1 JER CON AGLLA 1 SMLM SMG SOL IN
||+ 729665  METOJECT 10MGML 1 JER CON AGLLA 1MLAMOMG SOL INYE
||+ 731293 METOJECT 10MGML 1 JER CON AGUJA 2 SMLI2SMG SOL 1N
||+ /730838 METCJECT 10MGML 1 JER CON AGUJA ZMLI20MG SOL INYE
| |+ 866848 |METOJECT 10MGMNL 1 JER PREC 1,5MLASMG SOL INYVECTA
||+ 885790 METOJECT 10MGML 1 JER PREC 1MLA OMG SOL INYECTABL
||+ 870170 METOJECT 10MGML 1 JER PREC 20L/20MG SOL INYECTABL
| |+ 8668838  METOQJECT 10MGML 1 JER PRECAR 2 5ML/25SMG SOL INY

Al leer la receta el farmacéutico interpreta que se refiere a Metoject® 10 mg en todos los casos,
cuando en realidad la prescripcion puede corresponder a 10, 15, 20 o 25 mg, dependiendo de los

mililitros de la presentacion.

CONSECUENCIAS

Teniendo en cuenta que el nombre que consta en el nomenclator del MSC es el que se incorpora al
programa OMI-AP, estas descripciones pueden dar lugar a confusiones tanto en la prescripcién
como en la dispensacion del medicamento.

PROPUESTAS DE LA COMISION DE SEGURIDAD DE LA RFC

La Comisién de Seguridad de Medicamentos de la Comunidad de Madrid propone que se modifiquen
las descripciones utilizadas en el nomenclator oficial indicandose en primer lugar, tras el nombre del
medicamento, la concentracion correspondiente a cada envase, por ejemplo Metoject® 20 mg/2ml, o
bien solamente los miligramos contenidos, asi: Metoject® 10 mg, Metoject® 20 mg, efc. .

SaludMadrid

Direccién General
de Farmacia y
Productos Sanitarios

S comunidad de Madrid



Resultados de la gestion de errores de medicacion

"1 Diraccién Genernl de Farmacia
y Productas Sanitaros
Sabhaond [ cermumidant de Matrict

SEGURIDAD w
MEDICAMENTOS

ot ia COMIINTIA D or MADRID

42 notificaciones a la Agencia Espanola de Medicamentos vy
Productos Sanitarios, comunicandc emores derivados de la denominscion del
medicaments.  solicitando  cambio de cartonaje. rewision de fichas tecncas o
prospecios.... asi come notificando problemas de calidad. A raiz de estas notificaciones:

- Se han producido § casos de retirads de lote por medicamentos defectuosos

- En 2 casos la AEMPS ha hecho recomendaciones especificas al laboratorio

sobre medidas para mejorar |a presentacion de esos dos medicamentos

- En 2 medicamentos se ha cambiado |a ficha téonica

- En el afig 2007, en 20 casos se ha raslado I3 solicitud de camiio al laboratorio

titular del medicamenio, teniendo constancia que en 2 de estos casos se va a
procedsr a un cambie de caronaje de los medicamentos.

9 notificaciones a la Direccion General de Farmacia v Productos
Sanitarios del Ministerio de Sanidad y Consumo, sdicitando la comecsion
de 3 base de daios de! nomenclator asi como (3 revision de la siuacion de
medicamentos que estdn autorizados desde hace mas de 5§ afos y ne han llegado a
comercializarse.

Elaboracion y difusion de 9 recomendaciones especificas dirigidas a
profesionales sanitarios alertandcles de incidencias gue estan ccurriendo en la
prescripzion de medicamenios

Motificacion a las Subdirecciones de la Direccion General de
Farmacia y Productos Sanitarios de la Consejeria de Sanidad de la
Comunidad de Madrid, de aguefas situaciones relacionadas con emores de
medicacion ¥ gue estan en el dmbito de sus competencias: 12 notificaciones a la 5G de
Asistencaa Farmacéutica v 70 notificaciones a la SG de Control Farmacéutico v Produstos
Sanitarios.

Seguridad de Medicamentos y Productes Sanitarios de Ia Comunidad de Madrid

il: sepuridadmedi w salud.madrid.org

a M

SaludMadrid

Direccién General
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Productos Sanitarios
S comunidad de Madrid



Direccion General de Farmacia y Productos Sanitarios
Consejeria de Sanidad de la Comunidad de Madrid

E-mail:seguridadmedicamento@salud.madrid.org

Web: https//www.seguridadmedicamento.sanidadmadrid.org
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TITLE

The expectations and stance of patients, patient associations and the general

public on Patient Safety in the Spanish National Health Service

INTRODUCTION
The policy framework on Patient Safety in the Spanish National Health

Service has identified the need to be aware of the opinions, expectations and
the stance of patients, patient associations and key elements of citizenry on this
theme, and likewise on their participation in future actions directed towards risk
prevention and on proposed solutions linked to Patient Safety. To achieve this,
the Spanish Ministry Of Health and Consumer Affairs and the Andalusian School
of Public Health have conducted research where these aspects may be analysed
with the view that the information and knowledge obtained from this special
perspective — that of sick people and their carers — could be seen as expert,
which in turn could help both the early identification of risk and bring about

viable and realistic solutions to problems.

METHODS/RESULTS

A qualitative methodology based on focal groups and in-depth interviews has
been designed for this study. The profiles of the people interviewed are as
follows:
= Patients and family members
Two variables were considered:
- The severity of the pathology
- Awareness of having suffered from any incident in their
experience with the Health Service (Yes/No)

= Patient associations with the greatest social penetration



= citizenry key players.

Among the most significant results, a difference has been found which depends
on the type of the illness. While people with chronic illnesses associate safety
with the quality and continuity of assistance, people with acute illnesses
understand safety as the absence of error, the appropriateness of treatment

and a rapid response by the Health Service.

According to some of the interviewed key players the concept of safety is
perceived erroneously within the Spanish context, being perceived more as a
concept of confidence. From the professionals’ point of view the manner of
tackling safety in health culture would be through a good professional-patient

relationship.

As for patients, some of the demands which have arisen from all the focal
groups are based on clear information, admission of mistakes and the offer of

apologies from professionals.

ARGUEMENT

The response by both individual interviewees and groups alike can be
characterized by the lack of culture on safety in the field of health. With the
exception of concrete cases, such as people affected by an allergy to latex for
example, it has been difficult to focus on and begin the development of the
patient safety issue. Nevertheless, once set in motion, all participants in the
study have brought concrete examples and have provided interesting

arguments to the issue in question.

We believe that these arguments are of high interest and that the citizenry
should get involved with and assist the Health Service Administration in
elaborating strategies of communication and planning health policy on themes

of safety.



MEDICATION ERRORS IN A NEONATAL INTENSIVE CARE UNIT (NICU).

Campino Villegas A., Lépez Herrera M., Lépez de Heredia 'y Goya J., Garcia Franco M., and Valls-i-Soler A.
Neonatal Intensive Care Unit, Department. of Paediatrics, Cruces Hospital, University of the Basque Country,

Barakaldo-Bilbao, Bizkaia, Spain

Background

To err is human, but medical errors
should be considered as system errors.

The incidence of medical errors in
NICUs might be high because itis a
complex environment.

There are many health care processes
to be checked to improve patient safety,
but medication management should be
highlighted because of its complexity.

It must be stressed that medication
errors are preventable and although
potentially dangerous, but usually do not
harm patients.

Knowledge about these errors and
their causes, are essential to implement
preventive interventions to decrease the
medication error rate.

Aim

| To evaluate the impact of a comprehensive educational preventive strategy on the drug error rate in a level Il regional NICU.

Methods

. DESIGN. This prospective observational study was performed in a level Il regional NICU in a university-
affiliated hospital.

. MEASUREMENTS. All drug orders written on randomly selected days were evaluated, excluding those
related to enteral feedings, parenteral nutrition and blood-derived products. Deviations from drug use related
to legibility, dose, units, route of administration and dosing intervals were registered. Data was retrieved from
hand-written doctor's orders and corresponding nursing transcriptions and introduced at bed-side in an
specifically designed database, by the use of a laptop computer.

PHASES: The study was planed in three successive steps:

a) Pilot phase, drug prescriptions and transcriptions were registered (n=122), to estimate feasibility and
sample size.

b) Full pre-intervention phase, it ran before any intervention was implemented (n=4,182).

c) Final phase, One year after the pre-intervention phase ended, the final phase started to check if error
rates varied after a comprehensive, educational, multidisciplinary preventive strategy we implemented, along
with a standaritation of all drug-related processes.

to measure the effect of the educational preventive intervention on the drug error rate (n=1,648).
STATISTICS. Values are given as percentages. Two-tails X? test was done. p<0.05 accepted as significant.

Results

ERROR RATES IN PRESCRIPTION AND
TRANSCRIPTION PROCESSES

ERROR RATES VARIATION AS RESULT OF
HAWTHORNE EFFECT

1) We observed that the simple act

19.20% 20.50%

15.90%

Prescription Transcription

@ Pilot phase B Pre-intervention phase

of reviewing and registering data e 5 700
L - 2 26.50%
about the medication process by 25% ERT X
itself reduced the drug error rate. - ; e
20% S TIT0 =

Physicians and nurses seem to

have changed their behavior

when they were aware of being 10% >970%
observed and evaluated. This

effect is known under the name

of Hawthorne effect. o

days 1-20 days 21-40 days 41-60 days 61-80

prescription transcription

2) In the post-intervention phase a signific

. In the prescription process, a decrease

. In the transcription process, non registration of units, dose and route of administration also showed a significant decreased (p<0.001)

ant reduction in both, prescription and transcription errors rates were observed.

in the use of incorrect doses as well as lack of route of administration was registered (p< 0.001).

PROCESSES

ERROR RATES IN PRESCRIPTION AND TRANSCRIPTION

19.20%

VARIATION ERROR RATES IN PRESCRIPTION VARIATION ERROR RATES IN TRANSCRIPTION

OPre-intervention phase BFinal phase

20% 15.90%
13.30% Yoo
10 100 50%
15% 15%
89
10% .
L 1.70%
10% % 0.20% i 2
2.70% 2.50% i
9
5% 0% ; ‘ 2
Incorrect dose Route of administration o
not registered Dose not Units not Route of
0% not registered
Prescription Transcription

‘ B Pre-intervention phase BFinal phase ‘

o Pre-intervention phase m Final phase ‘

Conclusions

1) We showed that the presence in the NICU of a person reviewing and registering at the bed-side the drug prescription and transcription process, by itself
had a positive impact on the overall drug administration error rate. This might have been related to the so-called Hawthorne effect, and that should be

taken in consideration when designing and ev

aluating the efficacy of specific interventions to prevent medication or other type of errors.

2) We showed that after the preventive strategies was fully implemented there was a significant decreases in the drug error rate.




Which are the adverse events in an Acute Geriatric Hospital?

Menéndez- Fraga MD, Castafio- Sanchez N, Busto- P
Gonzélez B, Pérez- Suarez |, Herranz- Gonzélez V,

: Vazquez F i _

“ Clinical Risk Unit. Monte Naranco Hospital, Oviedo, Spain == utttttti=

Adverse events in healthcare occur more often in older people, and they are more vulnerable to the effects of these adverse events.
Despite this, there are few studies that focus specifically on reducing adverse events in this group of patients in acute hospitals. The
aim of this study was to show the safety patient culture and the adverse events, and the interventions, to reduce them in our
organization.

D: Internal sources of adverse events through voluntary notification of incident report (IR2) system used in the National
Health Service in UK as the primary tool; active searching of adverse events by the Risk Clinical Managers in the wards and
mandatory notification of patient falls. OECD and PSA indicators. Prevalence of nosocomial infection (Spanish National Study
of Prevalence —EPINE).

S: Monte Naranco Hospital (Oviedo, Spain), an associated University Hospital with 200- beds (with acute geriatric patients)
P: All 1279 inpatients in a geriatric ward of our hospital during the year 2006.

I: Leadership of Head of the Hospital, training in patient safety, incident report and analysis, and interventions to reduce the

- _

ElThe mean age of the 1279 patients admitted to the Hospital was 83.96 (£ SD 6.91) years during the period of study and the
lengths of stay rate of 8.62 days.

JA total of 197 incidents and adverse events (15.4% of the patients) were reported by nursing staff (92.6%), medical staff
(3.2%), and allied health professionals (4.2%0).

Sl The category of incidents and adverse events (and indicators), was as follow (Figure and Table): a) Patient falls 81 (6.3%0); b)
Medication errors 58 (4.5%); ¢) Nursery care 22 (1.7%); d) General services 13 (1%); e) Admission and discharges of patients
9 (0.7%0); f) Device and equipments adverse events 8 (0.6%0); g) Laboratory errors 4 (0.3%) and h) Family- patients/ healthcare
workers communication problems 2 (0.2%).

ElThe prevalence of nosocomial infection in the hospital was 4.1%. : ;
Indicator measure Value (%)
General indicators:
100 No. of adverse events and near miss per patient -day 0.15
90 84,6 No. of adverse events and near miss per 1000 patients —~day 0.40
6.3 No. of adverse events 193 (98)
80 No. of near miss 4(2)
0 No. of adverse events with red code 17 (8.6)
7 45 No. of deaths following an adverse event 1(0.08)
60 Falls indicators:
£ General falls rate 0.06
50 No. of falls/ bed days of care x 1000 BDOC 0.2
40 Injury rate 5.2
| 1.7 Medication errors: 58
30 1 Dispensation 29(50)
20 - 0.7 Prescription 5(8.6)
10 - 0.6 0.3 0.2 Transcription 4(6.9)
. . m Administration 20(71.4)
0 | T W T & Nursery care: 22
8 @2 S = =8 = o 2 2 i, Patients without or mistakes in the identification 5.9%
s £ 55 s g FE5 2a g5 Decubitus ulcers 0.5%
b & 25 3 O Egs A 25 Diaper dermatitis 0
2 & = 3 T g - Other nursery activities 0,9%
2

1) This is one of a few reports in geriatric patients (in our case with the oldest patients of the series)
2) We have a full time clinical risk manager using voluntary notification and walkrounds in the wards since 2006
3) The most frequent adverse events in elderly patients were patient falls and medication errors
4) The aggregate reports were used to select a small number of areas on which to focus ward-level quality improvement activities: a)
new beds and procedures to fall prevention, b) redesign the medication procedure, c) Nursery care and the prevention of adverse
events was a priority in our organization, d) This activities are support for a strong training and education in patient safety
including the handwashing compliance through an induction plans and workshops and seminars to the healthcare workers.



o o Eyaluation of a program of update of the recommendations
@ oEsALoT about Hand Hygiene.
O CANTAG OF CSPECIALIOADES BABEL Sanchez-Paya J, Gracia-Rodriguez RM?3, Garcia-Shimizu P, Garcia-Gonzéalez C, Fuster-Pérez M, Gonzalez-Torga A

¢/ Pintor Baeza, 12. Alicante-03010. Telef: (+34) 965938276; Fax: (+34) 965352552; ~ Unidad de Epidemiologia — Unidad de Programas — Unidad de Evaluacion

E-mail: sanchez_jos@gva.es Servicio de Medicina Preventiva. Hospital General Universitario de Alicante. Spain

Backg round: The most common and serious Table 1. Frecuency of “answers inadequate”.
problems with the safety of the patients are the infections -
associated with healthcare. The evaluation about the Jotal CLETe ) PLa Ll P

a [ o - n=228 n=57 n=171
effectiveness and efficiency of programs of prevention and
control of that type of infections is necessary. The Hand R 57.5% 68, 4% 53.8% <0,05
Hygiene (HH) is the most important measurement to
prevention this type of infections. After 18,9% 5,3% 23,4% <0,01
Ob] eclive: The objective of this work is to evaluate the p <0,001 <0,001 <0,001
program of update of recommendations about HH
introduced on a general hospital.
MethOdS: :’Iab:gng. Evolution consum alcoholic solution for Hand
® |t have been realized two interventions: The first one from N ;
march to october of 2005 and it had consist in the realisation Total Consum Stay days
of sessions of update about when and how realize the HH Liters ml/stay

(315 persons had assisted), the second one have been
make up in May of 2006 and it consisted of the distribution of

an informative three-part document to all the workers of the ZZSemester 2004 381 3,1 124341
center (approximately 3000) where it was reporting of when ;ogemeSter ;882 g;‘é g’g ﬁ;égg
and how must they re;alizgd the HH and the_ compliance with 1032222:2:: 5006 1292 10’6 121705
of that recommendations in the first evaluation that have s0Semester 2006 1979 17.4 113851

been realized.
® For evaluate this program we have use:

The level of knowledge measured with a questionnaire
of five questions that have been given to the pupils before Table 3: C_:ompl iance of the recommendations about Hand Hygiene
and after de sessions and to consider the answers for activity type.
inadequate when three or more aren’t well done.

a| a|

The consumption of alcoholic solutions on ml/stay is T SR P
group in semesters from 2004 since 2006.

The compliance of the recommendations about HH was  any activity 31,0%(1227/3957) 55,6%(646/1162) <0.001
measured by directly observation (it have been realized
two evaluations, the first one in december of 2005 and in Before contact 12,4% (183/1476) 48,8%(248/508) <0.001
February of 2006 —n=3957 episodes that was indicated the = After contact 42,1%(1044/2481) 68,9%(398/654) <0.001
HM-, and the second one in October and November of
2006 —n=1162-). 12Eval .: First Evaluation. 22eval .: Second Evaluation.

Prevalence of infections and patients with infection
(EPINE studies of the years 2004-2005-2006). Table 4. Evolution of Nosocomial Infections Prevalence and
Nosocomial Patients with Infection Prevalence in the period
Results: The frequency of inadequate answers to the 2004-2006.
guestionnaires to evaluate the level of knowledge’s has gone
on from 57.5 % before the session to 18.9 % later (p <0.001),
Table 1. The consumption of alcoholic solutions for the HH

Infections Prevalence Prevalence patients with infection

has passed from 3 ml/stay in 2 ° semester from 2004 to 17 i &) SULOOD 70D £ RIS EL
ml/stay in 2 °© semester of 2006 (p <0.001), Table 2. The Year 2004 11,4%(71) 9,6%(7,4-12,2)(60) 1 (ESE
compliance of the recommendations about the HH has (n=625)

happened from 31.0 % of the 1 2 evaluation t0 55.6 % of 22  Year 2005 10,6%(66) 9,1%(7,0-11,7)(57) 0,94(0,65-1,38)
evaluation (p <0.001), Table 3. The prevalence of (n=625)

nosocomial infections and of patients with nosocomial Year 2006  9,4%(57) 8,9%(6,7-11,4)(54) 0,92(0,62-1,35)

infection has happened from 11.4 % and 9.6 % respectively ~ (n=609)
in 2004 to 9,4 % and 8,9 % in 2006 (N.S.), Table 4.

Conclusion: The program is obtaining in a progressive way theirs objectives because the three indicators of process (level
of knowledge, consumption of alcoholic solutions, and compliance) have improve of way statistically significativa, and the
indicator of results (frequency of the nosocomial infections), have improve but without reaching the statistic signification.

Supported by Grants: Direccién General de Calidad de la Conselleria de Sanitat de la Generalitat Valenciana. N° Expte: 12-2004 and
Ministerio de Sanidad — Fondo de Investigaciones Sanitarias. N° Expte: PI0542075

Patient Safety Research Conference, 24-26 September 2007, Porto. Portugal
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Patient safety initiatives developed in a 800-
beds hospital of Gran Canaria (Spain)

1. Introduction & Aim

In Spain, patient safety has been promoted in last
years by central and local health authorities.

The National Quality Agency of the Spanish Health
Ministry has developed the National Quality Plan,
with 12 strategies.

One of the Strategies is “To Improve safety of
patients attending Sanitary Centers of the National
Health System”.

This Strategy include the implantation of proyects
that impulse and evaluate safety practices in 8
specific areas, trough agreements with local
health authorities.

Two of this areas are “To prevent nosocomial
infection and surgery infection” and “To prevent
wrong-site surgery”.

This work presents the patient safety initiatives
developed by the Preventive Medicine Service
and the Patient Safety Commission in a 800-beds
hospital of the Canary Islands Community
(Complejo Hospitalario Insular-Materno Infantil,
CHUIMI)

2. Methods & procedures

Five strategies to promote patient safety were
developed in the CHUIMI:

(1) Basic course of patient safety for health
professionals.

(2) Creation of a Patient Safety Commission in the
CHUIMI

(3) Creation of a Work Group for a Root Cause
Analisys

(4) Development of a proyect to prevent wrong-
site  surgery throught patient identification
bracelets

(5) Development of a proyect to prevent
nosocomial infections promoting hand hygiene
with hidroalcoholic solution

3. Results

1)Three Basic courses of patient safety for health
professionals were performed until now.

2)The Patient Safety Commission was conformed
by 5 doctors and 2 nurses. It was supported by
the CHUIMI direction team.

3)A Root Cause Analisys of a wrong-patient
surgery incident detected before surgery was
done. One of the identified root causes was the
insufficient implantation of identification
bracelets in CHUIMI.

4)A proyect to prevent wrong-site surgery throught
patient identification bracelets was financied
with 30.000€. A Failure Mode and Effect Analysis
and surveys with key persons were done to
identify improvements areas in patient
identification process. Five different trade
bracelets were evaluated in order to select the
more efficient one. Health professional and
patient opinions were considered.

5)A Proyect to prevent nosocomial infections
promoting hand hygiene with hidroalcoholic
solution was financied with 54.000€ (developed
by the Preventive Medicine Service). Baseline
hand hygiene compliance rate was 29,7%.
Intervention consisted in:

= Feedback on compliance rates
= Availability of hidroalcoholic solution
= Educational sessions about appropiate use.

e Compliance rates increases from 29,7%
(basal) to 41,4% (post-intervention), p<0,001

4. CONCLUSION: Spanish health authorityes are promoting patient safety at central level and at local levels. In
Canary Islands some initiatives are being developed in recent years. Health professionals interest in patient
safety is growing. The Complejo Hospitalario Insular-Materno Infantil is a pioneering center in this area. Future
works and evaluations are guaranteed.




Incidence of adverse events related to health care in

Spain
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Introduction

A safe clinical practice requires the achievement
of three main objectives: to identify the safest
and most efficient diagnostic and therapeutic
clinical procedures, to guarantee their
implementation for those requiring them and to
conduct them correctly and without errors.

Objectives
Our objective was to make a diagnosis of the
situation in Spain.

Methodology
Retrospective cohort study
Results
Incidence
v e
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Patient vulnerability

Mean: 52,5 (sd: 25,0) Median: 57.
Mean: 64,3 (sd: 20,5) Median: 71

T T
Older than 65 years 12,4%.Younger: 5,4 %
RR: 2,5 95%Cl: 2,0 - 3,0.

Conclusions

SAMPLE
5.805

Lost 181
Negative screening 3869'
Patients
L K 5624
Positive screening 1755 .
False Positives 501 I
.| llness-related
I 276
Patients with AE 1063 I M
262
|

Moderate or high

Incidents 191

probability
525
Patient vulnerability
ADVERSE EVENTS
ADVERSE EVENT
Absence | Presence | TOTAL
Absence | Presence | TOTAL
%3 3
Absence 976
3.181 174 %6%| 34%
Absence 948% 52% 3355
EXTRINSIC 4208 40
e Prosece | 1270 2] 2osa| |RSKRACTORS " | soBs| g% O
5.151 473 5151 am
TOTAL 916% 84% 5624 TOTAL 91.6% 4% 5624
Types of AE
Total Avoidable
Problem nature (%) (%)
Procedure-related 25,0 31,7
Nosocomial infection-related 2583 56,6
Medication-related 37,4 34,8
Related to the care provided 7,6 56,0
Diagnosis-related 2,7 84,2
Others 1,8 334
Total 655 (100%) | 278 (42,6%)

The incidence of patients with AEs related to medical assistance in Spanish hospitals was similar to
that found in the studies conducted in American and European countries using a similar methodology.
Patient vulnerability has been identified therein as playing a major role in generating healthcare-related
AEs. Preventability was not related to severity. The health-related, social and economic impact of AEs,

makes their study a Public Health priority.




Preventability and impact of adverse events in
Spanish public hospitals
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Introduction

Epidemic studies in several countries have
estimated a rate of AE related to hospital
care between 4% and 17%, and have
considered 50% of them as preventable.

Methodology

Objectives

To define preventable AE and to determine
the impact of AE associated to medical care
in terms of disability, death and/or
prolongation of hospital stay in Spanish public
hospitals.

Retrospective cohort study. 5,624 medical records from 24 hospitals were reviewed. Hospitals were

selected by stratified random sampling.

Results
Severity and preventability of AE

Severity of AE

Preventability of AE

Avoidable o
o "
TIPO N % %) ENEAS N % Avoidable
%) o
Slight 295 45 43,5 -
Non severe 550 84 42,8
Moderate 255 39 42,0
Severe 105 16 41,9 20%
Severe 105 16 41,9
TOTAL 655 | 100 426 UL G | T o
Severity of AE by service type Incidence of AE to Service
80% 40%
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0% B Moderate %
60% OSevere B
50.0%
50% B P z
40% e 207
=2 16,9
30% 15% 160
120 128 1129 | 25 E
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Impact of AE
Impact on the hospitalisation %
Extended stay 31,4
Readmission 25 %
Impact on the hospitalisation days
Additional stays / patients with AE 6
Additional stays 3.200
Avoidable additional stays 1.153
Conclusions

AE related to health care cause a high individual (distress, disability and exceptionally, death), social
(increased hospital stay) and economic (consumption of additional resources) impact. 16% of AE were
considered severe and death was associated with AE in 15 patients (0.3%) included in the study.

A high percentage of AE can be prevented by improving medical care. We have not found an association

between preventability and severity of AE.




Expectativas y posicionamiento de pacientes,
asociaciones y ciudadania sobre

la seguridad del paciente en el SNS

A. Ruiz Azarola, A. Suess, MA. Prieto Rodriguez. JC. March Cerda, E. Terol Garcia, J. Casal Gomez
Escuela Andaluza de Salud Publica

Objetivos

+Conocer las opiniones, expectativas y posicionamiento de pa-
cientes, asociaciones y ciudadania sobre la seguridad del pa-
ciente y su participacidén en futuras acciones.

Métodos

+/Para la realizacion de este estudio se ha utilizado una metodologia
cualitativa basada en grupos focales y entrevistas en profundidad.

Perfiles

ePacientes e Asociaciones de pacientes
eCiudadania (personas claves y lideres de opinidn)

Resultados
PACIENTES

1.- El grado de severidad de la enfermedad de una persona influye
en su concepto de seguridad.

e Personas que sufren enfermedades crdnicas asocian la se-
guridad a la calidad y la continuidad asistencial.

* Personas afectadas por enfermedades agudas entienden
la seguridad como la ausencia de errores, la adecuacion
del tratamiento y la respuesta rapida por parte del sistema
sanitario.

2.- En todos los grupos focales aparecen demandas que se basan
en informacién clara, admisién de la equivocacion y el ofrecimiento
de disculpas por parte de los/las profesionales.

EXPERTOS/AS

3.- Los/as expertos/as entrevistados/as dan preferencia al concepto
de confianza sobre los términos de seguridad o error.

ASOCIACIONES

4.- Desde las asociaciones se demanda una mayor participacion en
las decisiones que intervengan en una mejora de la seguridad del
paciente, puesto que piensan que las medidas, a menudo, no se
adecuan a sus necesidades.

Conclusiones

1.- En un principio, tanto pacientes como asociaciones, no perciben
la seguridad del paciente como un tema sobre el que puedan opinar
y participar. Sin embargo, todas las personas entrevistadas aportan
experiencias concretas y propuestas de mejora.

2.- Expertos/as y agentes clave de la ciudadania destacan la necesi-
dad de pasar de una cultura de la “culpa” a una cultura del reconoci-
miento del error y el fomento de la confianza.

N\ , . Plan de (e£1[[:ETe
A Escuela Andaluza de Salud Publicag ol . et ol maSistemaloreie
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DETERMINATION OF MEDICAL ERRORS AMONG TRAUMA
PATIENTS USING ADMINISTRATIVE DATABASES (ICD 9-CM)

Segui-Gémez M*, Rodriguez-Paz JM**, Rodriguez MC*, Diaz- Narvalaz MT***, Pronovost P**
*University of Navarra, Spain. **Johns Hopkins University, Balttimore, USA. ***University Clinic of Navarra, Spain

Introduction Methods
Trauma patients represent a significant number of patients admitted to Population-based cross sectional design using hospital 4,682,165
hospitals around the world. The rate of adverse events and medical discharge data from Spain that included approximately 90% of all
errors (AE/ME) among these patients and the risk factors associated hospital discharge data for the year 2004.
with such events are unknown.
Hospital Discharge Data using the International Classification of Univariate and multivariate analyses were conducted to identify
Disease, 9™ Revision, Clinical Modification (ICD9-CM) cover 90% of all the crude and adjusted incidence rates of AE/ME. Personal (age
discharges occurring in private and public hospitals in Spain. In this and gender), injury (severity as measured by ISS, nature of injury),
study, we decided to investigate whether the use of hospital discharge health care (type of admission, readmission, length of stay) were
data (ICD9-CM) allows for identification and characterization of investigated as possible risk factors.

adverse events and medical errors among this patient population.
We used up to 14 diagnostic fields available for each record and

Aim discharges identified as belonging to one of 3 categories:
- non-trauma,

 Determine adverse events and medical errors rates among trauma - trauma,
patients. - patients presenting with any AE/ME.
« Establish risk factors associated with personal or injury
characteristics. Trauma is defined as anyone presenting to the hospital and having
« Investigate if the use of hospital discharge data allows for a discharge code with at least one 800-999 or an E800-E999
identification and characterization of adverse events and medical codes.
errors among trauma patient. Using previously published literature we identified discharge codes

consistent with AE/ME: E850-E858, E870-E876, E878-E879,
E930-E949 or E349.0, E415.11, E512.1, E518.4, E664, E668.0-2,
.8-9, E669.9, E674.9, E707.0, E968, E995.0,.2,.4, E997.1-.6 and
.9, E998.1-.9 or E999.4-8).

Results Conclusions
= Of a total of 4,682,165 discharges for 2004, 484,657 (10%) met the

* Using ICD9-CM coding the prevalence rate we found a rate of
ICD 9-CM definition of injury (i.e, trauma and/or adverse effects).

AE/ME which is consistent with that of the other studies.

Of those, 306,577 (63%) were patients with traumatic injuries, « We found that AE/ME are more likely to be found on men, older

and 12,054 of them (3.9%) were identified as having adverse patients, more severely injured, and patients admitted urgently or
effects in addition to their traumatic injuries. readmitted.

The remaining 178,080 (37%) patients were patietns solely

» Trauma patients are no exempted from suffering adverse
presenting with adverse effects (i.e., no trauma injuries)

events and medical errors, although they seem to presenting

them at rates comparable to those of oother types of patient.
= Using univariate analysis males, older patients, admitted urgently, or

readmitted, those with longer length of say and patients with higher
ISS scores were identied as risk factors more likely associated to
AE/ME.

Patient Safety Research, 24-26 September 2007; Porto, Portugal
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DIFFERENT SYSTEMS OF DETECTING NURSING
MEDICATION ADMINISTRATION ERRORS

Diaz- Navarlaz MT*, Lacasa C*, Morlock L**, Rodriguez-Paz JM**, Rodriguez MC***, Segui-Gémez M***
*University Clinic of Navarra, Spain. Johns Hopkins University, Baltimore, USA**.
University of Navarra, Spain***

Introduction
It is generally agreed that medication errors are one of the most important causes of medical errors in health systems and they cause morbidity and mortality with
high costs. Such errors are considered a major contribution to adverse events and it is estimated that adverse drug events is a cause of death only surpassed by
heart disease, cancer and stroke. Among medication errors, drug administration errors are the most difficult to address, and they are considered one of the
riskiest nursing activities. Usually, it is taken for granted that nurses who undertake drug administration are adequately trained for it. However, it is now clear that
there are many contributing factors to staff member’s failure. Identifying the frequency and characteristics of these errors is an essential step to develop
preventive measures.

Aims - - Method
*  To demonstrate that the frequency and distribution of medication Cross sectional study in a 300 bed university teaching hospital in Spain with
errors are different depending on the system chosen to detect them. ATEEs ot eskeEiien echiisiEon chilies

. To investigate the similarities and differences of data collected The three data sources used were:

through 3 of these systems: questionnaires, direct observation and 1. Questionnaires to know the beliefs, knowledge and attitudes of nurses on
notification reporting system. medication errors.
2. Direct blind one-way observation to the nursing medication administration.
+  Toexplore the practical implications of the found differences (if any) 3. Medication error notification system. A computerized medication

in regards to updating the training of nurse students and nurses and

) s notification system was implemented.
to changing systems at organizational level.

Results
Errors and potential errors using three different data sources
Questionnaire Direct blind observation Incident Reporting System
Multiple choice question Open ended question

n=310 n=185 n=17 or 88 or 171 (see text) n=15

% 95%Cl % 95%Cl % 95%ClI % 95%Cl
Incorrect doses 96.7 94.1 —98.4 13.5 8.9-19.3 4.2 2.0-7.5 31.0 11.0 - 58.7
Incorrect label 86.4 82.1 -90.1 2.7 0.9-6.2 0 0
Wrong dosage form 0 7.5 42-124 0 6.2 0.2-30.2
Deteriorated drug 85.1 80.7 —88.9 0 0 0
Wrong drug 98.3 96.3 -99.5 9.1 54-143 40.6 36.7-44.7 12.5 1.6 -38.4
Insufficient monitorisation 50.9 45.3 -56.7 3.7 15-7.6 14.7 11.1-19.0 0
Similar drug names 0 0 0 0
Dose or Drug omitted 88.0 83.9-91.5 6.4 3.4- 1141 58.3 49.0-67.3 6.2 0.2-30.2
Wrong patient/wrong side 94.5 91.4-96.8 25.0 19.3-32.3 28.3 24.0-33.0 31.0 11.0-58.7
Similar containers 0 0.5 0.01-3.0 0 6.2 0.2-30.2
Wrong administration technique 941 91.0-96.5 6.4 0.03-0.1 13.1 8.8-18-7 0
Other N/A 25.2 N/A N/A

Conclusions

. The three systems show different percentages of medication administration errors.
. This conclusion is relevant because organizations usually rely on the notification system to detect medication errors.
. As improvement depends on valid information, it is important to maintain these studies periodically to have a real picture of medication administration errors.

. These findings will be useful to set the objectives for continuing education in this field.

Acknowledgment
The Health Department of the Government of Navarra (Spain) partially supported the study.
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Networking for Patient Safety

IBEAS Project: the origins

e A perceived need:
- 2 courses: Sta Cruz de la Sierra (2005) and Cartagena de
Indias (2006)

e ENEAS study, june 2005

e First International Conference in Patient Safety.
Madrid, nov 2006

e WHO World_Alliance Patient Safety, PAHO and
Spanish Minister of Health Affairs: interest and
support
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IBEAS Project: the aims

To improve knowledge of patient safety matters

To identify patient safety priority areas and
problems, to facilitate and encourage prevention
processes.

To increase the number of healthcare professionals
involved in patient safety.

To put goals and activities for the enhancement of
patient safety on all the countries agendas, at the
different organizational and care levels.
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Networking for Patient Safety

IBEAS Project: the study

- Design: cross-sectional study
- Scope of study: 35 hospitals in five countries.

- Subjects of study: All patients hospitalized at the time
of the study.

- Sample: More than 1,500 patients per country and
10,000 patients in all, will be included in the prevalence
study.

- Tools:

e 1) Adverse event screening guide and 2) Spanish
version of the modular review form MRF2
e Application for data handling: Adverse Event

Monitoring and Control System. SVCEA 1.0 - IDEA
4.0 database.
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IBEAS: Organizational levels

Country teams leaders
A Amarilla, Argentina
Steering Comitte F Raul, Colombia
I Larizgoitia- PS Alliance O Urroz, Costa Rica
J Gonseth-PAHO — Santivafiez A, Peru
E Terol-MoH Spain R. Inga, Peru
Y Agra-MoH Spain
l & Country technical teams
Technical leadership’/
JM Aranaz e |
C. Aibar ’ Hospital teams‘
o000
0000

® 00
o0 PORTO 2007

H Mk Al
‘\ 4
S
\.\&\ - ff—\.ﬂ—'\!‘
Me ko\\ A &"_:E} e T
o =P

IBEAS Project: the study

Costa Rica*s

Argent&na _f

! I
g
ve
&, : ) ®

® 00
o0 PORTO 2007




IBEAS Project: Milestones and timetable planned

nov,2006 To arise the idea, Begining of conversations, Agreements
jan-feb,2007 Study design and protocol
mars,2007 Country teams training workshop, Buenos Aires

Project agreement with country leaders
Design of final protocol

april-may,2007 Improvement of reviewers, Design of national protocols,
hospitals sampling, and Review by ethics committee

may-june,2007 Reviewers workshop by country teams

june-july,2007 Doubts solving, agreement study between reviewers
Reinforcement of training and setting consensus if
disagreement

sept,2007 Field work: All hospitalized patients in one week

oct,2007 Follow up until discharge
Review of medical records (1month from begining of study)
nov-dec,2007 Data entry in database on line

jan,2008 Preliminary data analysis

i i 000
april, 2008 Final report 0ge
e oo
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Networking for Patient Safety

IBEAS Project: Tools for networking

e E-mail
- One-to-one
e With Country leaders
- One-to-group
e With Country-Teams

e PAHO-website
- http://ecs.edgeof.net/patientsafetyresearch/IBEAS/:
- Contibutions, files, discussions,..

e Phone
- One-to-one
- Group (1/month) with Country-Executive Director Teams

- Video-conference with country teams (sometimes more than
80 people)
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Networking for Patient Safety

IBEAS Project: learned lessons

- The study has a great added value:
e Growth of critical mass of health providers worried for PS

e Continuos learning opportunities for all stakeholders

— Limitations:

e The geographical distance is a problem
e Some communication problems for the group
- Acces to website (speed of internet at local levels)

- Phone-group (organizational problems: too much number

of people)
e We have created expectations, maybe too many
e Schedule excessively optimistic
e Different concepts and language forms:
- It has been necessary an important agreement effort
$oes
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