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ADVERSE EVENTS IN HOSPITALIZED PATIENTS — LEAPE ET AL.

THE NATURE OF ADVERSE EVENTS IN HOSPITALIZED PATIENTS
Results of the Harvard Medical Practice Study II

Table 1. Types of Adverse Events and Proportion of Events
Involving Negligence.
No. oF
EVENTS
TypPe OoF EVENT IN SAMPLE WEIGHTED PrROPORTION OF EVENTS*
IN POPU- DUE TO NEG- WITH SERIOUS
LATION LIGENCE DISABILITY
percent

Operative
Wound infection 160 13.6 12.5% 17.9
Technical complication 157 12.9 17.6 12.0F
Late complication 137 10.6 13.6% 35.7
Nontechnical complication 87 7.0 20.1 43.8
Surgical failure 58 3.6 36.4 17.5
All 599 47.7 17.0 24.0
Nonoperative
Drug-related 178 19.4 17.7% 14.1%
Diagnostic mishap 79 8.1 75.2% 47.0%
Therapeutic mishap 62 1.5 76.8% 354
Procedure-related 88 7.0 15.1 28.8
Fall 20 2.7 — —_
Fracture§ 18 1.2 — —
Postpartum9 18 1.1 — -
Anesthesia-related 13 1.1 — —
Neonatal 29 0.9 —- —
System and other 29 L B 35.9 36.0
All 534 52.3 37.2 25.3
Total 1133 100.0 27.6 24.7
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Data on Adverse Events in Healthcare

WHO
Stady Study focus (date of Number of | Number Adverse
admissions) hospital | of adverse | event rate

admissions EVents (%0)
United States of America Acute care hospitals (1984) 30195 1133 3.8
(MNew York State) (Harvard
Medical Practice Stody)
United States of America Acute care hospitals (1992) 14 565 475 32
(Utah-Celorado Study
(UTCOS))
United States of America Acute care hospitals (1992) 14 563 787 54
(UTCOS)Y
Anstralia (Quality in Acute care hospitals (1992) 14179 2353 16.6
Anstralian Health Care
Study (QAHCS))
Australia (QAHCS) Acute care hospitals (1992) 14179 1 499 10.6
United Kmmgdom of Great Acute care hospitals 1014 119 11.7
Britain and Northern (1999-2000)
Ireland
Denmark Acute care hospitals (1998) 1 097 176 9.0
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CDCZ/FE 11 : 2014

m 50 percent decrease in CLABSI between
2008 and 2014

NATIONAL P
HEALTHCARE o / . 5
ASSOCIATED (HAIs) are infections patients can get while g
INFECTIONS In a healthcare facility. Working toward the elimination of HAIS is a COC priority. The standardized infection

- ratio (SIR) is a summary statistic that can be used to track HAI prevention progress over time; lower SIRs

PROGRESS are better. The infection data are reported to CDC’s National Healthcare Safety Network (NHSN).

HAI data for nearly all U.S. h are pub on the C ©

+ This report is based on 2014 data, published in 2016.
o R l SURGICAL SITE INFECTIONS See pages 3-5 for additional procedures
CLABSIS - 50% v A mnumwummammrewmaummﬂom\ea patients can
geta site these i only the skin,

CENTRAL LINE-ASSOCIATED BLOODSTREAM INFECTIONS

When a tube is placed in a large vein and not put in correctly or kept
clean, it can become a way for germs to enter the body and cause
deadly infections in the blood.

. U.S. hospitals reported a significant decrease in CLABSIs

Other SSis can involve tissues under the skin, organs, or implanted material.

SSI: Abdominal Hysterectomy

O U.S.mmmemSShmw

between 2013 and 2014, y y 2013 and 2014.

A g the 2,442 in U.S. with enough data to calculate Among the 794 US. with data to

an SIR, 10% had an SIR significantly higher (worse) than 0.50, an SIR, GSMMSRWM(W)MO.&.
the value of the national SIR. the value of the national SIR.

CAUTIs 0%

CATHETER-ASSOCIATED URINARY TRACT INFECTIONS

When a urinary catheter is not put in correctly, not kept clean,
or left in a patient for too long, germs can travel through the
catheter and Infect the bladder and kidneys,

. U.S. hospitals reported a significant decrease in CAUTIs

SSI: Colon Surgery

B VS hosphtals reported a significant increase in SSis related to
colon surgery between 2013 and 2014.

Among the 2,051 US. hospitals with ugh data to

an SIR, 8% had an SIR significantly higher (worseo) than 0.98,
the value of the national SIR.

between 2013 and 2014,
Amoumoz.saou.s. with gh data to e =
an SIR, 12% had an SIR significantly higher (worse) than 1.00, C. difficile Infections 8

the value of the national SIR.

MRSA Bacteremia 13%

LABORATORY IDENTIFIED HOSPITAL-ONSET BLOODSTREAM INFECTIONS

LABORATORY IDENTIFIED HOSPITAL-ONSET C. DIFFICILE INFECTIONS

Mamwmaulmmmmmmmtﬂtmm
are yed for hs. During this time, patients can get sick from
Clost difficile (C. difficile), b that cause potentially deadly diarrhea,
which can be spread in healthcare settings.

M S aureus (MRSA) is bacteria usually

spreodbyoomamma!ed hands. In & healthcare setting. such as a hospital, [ U-S hospitals reported a significant increase in C. difficiie

MRSA can cause serious bloodstream infections. infections between 2013 and 2014.

[@] U-S. hospitals reported a significant decrease In MRSA bacteremia : M Among the 3,554 U.S. hospitals with enough data to
between 2013 and 2014, - ) wwmmsm.usm-nsmmmnuym

Among the 2,042 U.S. hospitals with enough data to calculate an ¢ ) 052, U SRS o8 e LR
SIR, 8% had an SIR significantly higher (worse) than 0.87, the value
of the national SIR. * Seatmtically significant
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Interim Update on 2013 Annual Hospital-Acquired Condition
Rate and Estimates of Cost Savings and Deaths Averted
From 2010 to 2013




Exhibit A3. Percent Reduction in AHRQ National Scorecard HACs From 2010 to 2013 (Interim)

Total

All Other HACs (2013 MPSMS data and 2012 PSI
data, Baseline 2010 rate: 27.3 per 1,000
discharges)

(Post-op) Venous Thromboembolisms (Baseline
2010 rate: .85 per 1,000 discharges)

Ventilator-Associated Pneumonias (Baseline
2010 rate: 1.2 per 1,000 discharges)

Surgical Site Infections (Baseline 2010 rate: 2.9
per 1,000 discharges)

Pressure Ulcers (Baseline 2010 rate: 40.3 per
1,000 discharges)

Obstetric Adverse Events (2012 data used in lieu
of 2013, Baseline 2010 rate: 2.5 per 1,000
discharges)

Falls (Baseline 2010 rate: 7.9 per 1,000

discharges)

Central Line-Associated Bloodstream Infections
(Baseline 2010 rate: .55 per 1,000 discharges)

Catheter-Associated Urinary Tract Infections
(Baseline 2010 rate: 12.2 per 1,000 discharges)

Adverse Drug Events (Baseline 2010 rate: 49.5
per 1,000 discharges)

19%

Percent Reduction in HACs From 2010 to 2013

I (0%

—
0% 10% 20% 30% 40% 50%

60%




Exhibit 5. Total Annual and Cumulative Deaths Averted (Compared to 2010 Baseline)

60,000

50,000

40,000

30,000

20,000

10,000

50,357

34,530

12,300

3,527

T T

2011 (Final)

2012 (Final)

2013 (Interim) Cumulative
(2010-2013)
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Exhibit 6. Estimated Deaths Averted, by Hospital-Acquired Condition (HAC), 2011-2013

m Adverse Drug Events

<

m Catheter-Associated Urinary

Tract Infections
m Central Line-Associated

Bloodstream Infections
m Falls

m Obstetric Adverse Events

W Pressure Ulcers

w Surgical Site Infections

m Ventilator-Associated
Pneumonias

(Post-op) Venous

Thromboembolisms
m All Other HACs
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Exhibit 2. Annual and Cumulative Changes in HACs, 2010 to 2013*

20%

18%

16%
14%
12%
10%
8%
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0% - :

Change in HACs, 2010to Change in HACs, 2011 to Change in HACs, 2012 to Change in HACs, 2010 to
2011 2012 2013 2013
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Predictor Variables

Model 1 : initial evaluation
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(Patient Safety Quotient)
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The Drake equation is:

N=R.-fyne-fi-fi-fo-L N=3x1x0.2x0.13 x1x 0.2 x 109 = 15,600,000

where:

Dr. Frank Drake &1

N =the number of civilizations in our galaxy with which communication might be possible (i.e. which are on our current past light cone);

and

R, =the average rate of star formation in our galaxy

fp = the fraction of those stars that have planets

1, = the average number of planets that can potentially support life per star that has planets

/= the fraction of planets that could support life that actually develop life at some point

fi = the fraction of planets with life that actually go on to develop intelligent life (civilizations)

fc = the fraction of civilizations that develop a technology that releases detectable signs of their existence into space

L =the length of time for which such civilizations release detectable signals into space[5][5]
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Patient Safety Quotient (PSQ)

Hh x Ac
Ps =
SSI x Me+1

In this equation, the known risks such as surgical site infection and medication error are
compared to mediating factors such as hand hygiene compliance (which could be used as a
surrogate marker for patient safety culture) and accreditation. Hence;
Ps: Patient Safety Quotient
Hh: Hand hygiene compliance rate (hnumber of hand hygiene/number of observation)
Ac: The total number of accreditation for the facility (e.g., by The Joint Commission)
SSI: Surgical site infection rate (e.g., per 100 occupied beds)
Me: Medication error per 100,000 prescriptions




__ Sc (Hh)+ VAc?
"~ Se X SSI X Me

Ps = patient safety (EHA12HH)

Sc = Safety culture (Hh = hand hygiene score) (2t £2H)
Ac = Accreditations (2|5 2 %)

Se = Sentinel event (CHE ALZ =)

SSI = Surgical site infection (& $9 Z4Z 8)

Me = Medication error (< Al 8)

https://blog.naver.com/safemed/221016502623
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