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o o9y & A o A& vy oA oa o
Tumsnumuendsldenaasunng msfiummddeendogihe sy iaud
AU TINENTUNIYLIUM IO UL unsafe act LA error
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MW 1 UFA9 continuum V239U

An accident continuum

Health care activities
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Nuclear power plants
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Oil & gas, etc.
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A system model of accident causation

Some holes due

to active failures

Other holes due to

Losses latent conditions

Successive layers of defences, barriers, & safeguards
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(John Carroll, MIT)
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The Best Way

to do it

What will the

Safety A Policy we
Incentive must obey
Program focus
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for numbers
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PRIORITY What should Safety be VALUE

considered as?
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Berwick D. Crossing the Quality Chasm: the Future. 15" Asia Pacific
Forum on Quality Improvement in Healthcare. Singapore,
September 2001.

Amalberti R & Auroy Y. ‘Normal conflicts’ in Patient safety
management. Understanding and improving the safety
arbitration mechanismes 2. Method Safety Conflict Arbitration
Improvement. 7th European Forum on Quality Improvement in
Healthcare. Edinburgh, March 2002.

Mack P. Patient Safety in Singapore The challenge of strategy
setting. 15" Asia Pacific on Quality Improvement in Healthcare.

Singapore, September 2001.
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% The ABCs of Patient Safety'

Accountability is not always about

person.
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Blame hides the truth about error.
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Cultures must change.
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Document facts.
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Error is our chance to see weakness in

our systems and people.
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Focus on prevention.
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Gather evidence to support facts.
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Hear when you listen.

Wl laran

Investigate cause.
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Justice should include compassion,

disclosure and compensation.
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Knowledge must be shared.
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1 Haas D & Zipperer L. National Patient Safety Foundation
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Learning from others mistakes

benefits all.
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Ustlemsidmsuynes

Make the effort to look beyond the

obvious.
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Nothing will change until you change it.
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Opportunities for solutions are lost

by blame.
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Partner with patients and practitioners.
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Question until you can no longer

ask “why?”
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Reporting error is suppressed by blame.
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Systems are where practitioners practice.
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Think about the blunt and sharp end.
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Understand the role of accountability.
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Value the patient perspective.
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Why, Why, Why, Why, Why = root cause.
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X-ray vision sees the deeper story.
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You can make a difference.
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Zeroing in on cause brings us one error

closer to zero error.
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How Hazardous Is Health Care? (Leape)
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Patient and
Community

Micro-system

Organizational
Context

Environmental
Context

The Chain of Effects in Improving Health Care Quality

AIMS (e.g., safe,
Experience effective,Individualized,
prompt, affordable)

Simple rules/Design

Process Concept (e.g., science-based
action, systems
customization)

Facilitator of Design Concept (e.g.,

Process managerial compensation)

Facilitator of Design Concept (e.g.,

Facilitators financing, regulation)
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CARE SYSTEM

v .

Supportive Organizations High Outcomes:
payment and that performing » Safe
regulatory facilitates patient- » Effective
environment —P»| the work of ——»| centered ——Pp| « Efficient
patient- teams ¢ Personalized
centered e Timely
teams ¢ Equitable

| |
A

READING IMPERATIVES: SIX CHALLENGES

¢ Reengineered care processes

o Effective use of information technologies

¢ Knowledge and skills management

¢ Development of effective teams

e Coordination of care across patient-
conditions services, sites of care over time
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5 Committee on Quality of Health Care in America, Institute of Medicine. Crossing the Quality
Chasm: A New Health System for the 215 Century. National Academy Press, 2001. (www.

nap.edu)
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. 7
Priority Area

IOM VLG’T LeUe Priority Area for National Action 20 L‘%méﬁ@ia‘ll,ﬁﬁ

1. Asthma: Use anti-inflammatories; treat persistent mild
cases better.

2. Care coordination: Collaborate on care for 60 million
Americans with multiple chronic conditions.

3. Children with special health care needs: Recognize that
those with chronic physical, developmental, behavioral or emtional

conditions need more care.

7 Committee on ldentifying Priority Areas for Quality Improvement, Institute of Medicine.
Priority Areas for National Action: Transforming Health Care Quality. The National Academic

Press, 2003. (www.//books.nap.edu/books/0309085438/html/)
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4. Diabetes: Prevent progression.
5. End of life with advanced organ system failure: Minimize
symptoms; reduce exacerbation rates.
6. Evidence-based cancer screening: Reduce death rates for
several forms of cancer.
7. Frailty associated with old age: Prevent falls and pressure
ulcers; maximize function.
8. Hypertension: Educate the nearly one-third of the people
who have it and don't know it.
9. Immunization: Target nursing home residents, low-rate
populations.
10. Ischemic heart disease: Prevent disease; reduce recurrence
of attacks.
11. Major depression: Reach the more than 50% who are
misdiagnosed.
12. Medication management: Use technology to prevent
erTors.
13. Nosocomial infections: Use CDC guidelines to save 40,000
lives a year.
14. Obesity: Focus on treating the nation's most preventable
cause of premature death and disability.
15. Pain control for advanced cancer: Cooperate across care
settings; educate public about opioids.
16. Pregnancy and childbirth: Raise the number of those
getting first-trimester care.
17. Self-management/health literacy: Boost health-managing
skills.
18. Severe and persistent mental illness: Raise public-sector

care quality.
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19. Stroke: Integrate care across disciplines; begin rehabilita-
tion as soon as possible.
20. Tobacco-dependence treatment in adults: Use layered

interventions.
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1 NHS. An Organisation with a Memory: Report of an expert group on learning from adverse

events in the NHS. London, The Stationary Office, 2000.
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FTNEmmTLmaRaUNmaLazIe Tl s sese dasa il
(NHS; Secker-Walker J & Taylor-Adams S in Vincent C.)

General

Delay in diagnosis, wrong diagnosis or incorrect patient
assessment.

Administration of the wrong drug, or incorrect quantity of the
right drug.

Absent medical notes.

Health records not available during a consultation.
Communication problems between patient and health care
professional.

Health care associated infection.

Adverse drug reaction.

Equipment failure lead to patient injury.

Defective medical device or medicines.

Failure to act upon an imaging or pathological result.
Pathology/image report to wrong patient.

Complication for which patient was not prepared.

Problems during transportation to a tertiary referral center.

Major organizational problems during resuscitation.

Acute

Unexpected or trauma related death.

Brain damage or neurological deficit not present on admission.
Female patient with missed period and severe abdominal pain
is not diagnosed as having an ectopic pregnancy. The ectopic
ruptures and a massive transfusion in required.

Patient known to be allergic to penicillin but notes not checked

and patient not questioned. Patient suffers respiratory arrest.



Fraudananudanas 125

Examination of a patient’s hand, which had been trapped in
machinery, and nerve damage missed.

Blood specimen obtained for cross matching from the wrong
patient. Subsequent transfusion of the right patient results in a
massive reaction.

Urinary catheter infection.

Self-harm or suicide.

Unplanned readmission within 5 days.

Surgery

Unexpected amputation due to poor outcome of any procedure
or treatment.

Unplanned removal of an organ during surgery.

More extensive surgery than planned preopertively.

Any unplanned return to the operating theatre.

Operation to repair damage due to an invasive or endoscopic
procedure.

Wrong patient or wrong side surgery.

Swab/instrument count incorrect at end of procedure.

Mental Health

Patient absconscion.
Patient commits, or attempts to commit suicide or homicide.

Self harm.

Ambulance

Delayed treatment, or delayed transfer to an appropriate
Accident & Emergency unit.
Moving a road traffic accident (RTA) patient without appro-

priate assessment and immobilising the cervical vertebrae.

[
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Primary and Community Care

Dental extraction of the wrong tooth.

Large bleed following dental extraction on a patient on long term
anticoagulant therapy.

Death of a dental patient under general anaesthetic.

Phenol burn to a patient’s foot during removal of a toenail.
Childhood immunisation - injections given despite parents
signing a consent form not agreeing to immunisation.
Unexpected death of a patient in a general practice surgery
or clinic.

Anaphylactic reaction to immunisation.

Perforation of colon during a sigmoidoscopy.

Abnormal cervical smear results not notified to patient.
Insufficient specimen obtained when performing a cervical
smear.

Incorrect repeat prescription for a patient on long term
antihypertensives.

Prescription of medication where there are definite con-
traindications to medication the patient is already taking.
Incorrect dispensing of life threatening drug (pharmacist).

Not picking up an eye condition such as glaucoma or a child’s
amblyopia (optician)

Delay in diagnosis.

Obstetrics : Infants

Neonatal deaths.
Stillbirths.

Apgar < 4 at 5 minutes.
Any paralysis.

Subdural hematoma or tear of falx cerebri.
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Unanticipated admission to NICU.

Major congenital abnormality first detected at birth.
Any fracture.

Shoulder dystocia.

Meconium aspiration.

Fits in nursery within the first 48 hours.

latrogenic injury up to one week after birth.

Very low birthweight (<900 gm).

Obstetrics : Mother

Maternal deaths.

Transfer to ICU.

Convulsion.

Major anesthetic problem, either GA or epidural.

PPH > 1 litre or need for transfusion.

30 minutes’ delay in caesarean section.

Soft tissue injury, 31 degree tear, ruptured uterus, bladder

injury.

Pediatrics

Extravasation of iv fluid leading to tissue necrosis.

Drug dose or fluid prescription error or administration error.
Failure to recognize the severity of baby or child’s condition or
recognize a serious diagnosis.

Child protection procedures not followed.

Delayed diagnosis of severe neonatal hyperbilirubinemia.

NICU - accidental extubation > once in 24 hours.

[
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Inpatient Criteria

Emergency Department Criteria

e Death

o Death

e Return to operating theatre within

7 days

o Unplanned re-presentation to department

within 48 hours for same condition

e Unplanned readmission within 21 days

discharge

e Presentation to department for same of
condition within 28 days of inpatient

discharge

e Transfer to another acute facility

e Transfer to another acute care facility

e Length of stay greater than 21 days

e Length of stay greater than 6 hours

e Booked for theatre and cancelled

e Transfer from general ward to intensive

care

e Cardiac arrest
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157991 12 61988119 root cause MNAIAUAIINANINY (JCAHO)

ANAMOLARIUMSEN @ matgniine/Anausu 60%
® o3 40%
® Naiiu/msudnie 37%
® M3fidayad1ans 27%
® AnnE NI M7 23%
® MIMALQIA 23%
® NI TLURAN 17%
® ML 17%
NMSHIAARAZS o nsResIs RN dRTiRaWaR 71%
o msvszitudfilae lalamysal 64%
o LifimsuftifanauleLns verification 50%
® OR hierachy 50%
o lsifimsBoaariusihe 36%
o L3l verify luviaenéia 36%
o Lsifidagadnmsluiosnhdia 21%
® ML 21%
o FmaaEnan e M 14%

7. aanuuunazaLitwn1IUTuLl g
7.1 AuMNagnsiiaanANLdes (Explore Risk Reduction

Strategy)

“Improvement strategies that punish individual clinicians are Misguided and
do not work. Fixing dysfunctional systems on the other hand
is the work that needs to be done”

Saul Weingart, Harvard Executive,

Session on Medical Error and Patient Safety
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wuon 1 : luoAamsivasuidad (Change Concept)’
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12. Synchronization M raanadadndsmyiv

13. Schedule into multiple Processes ‘ﬁmmaL’smém%mizmumiﬁﬁm%am Qi)

14. Minimize Handoffs ARMTAINDL

15. Move Steps in the Process Close ﬁﬂﬁ%umaﬂumzmummﬁmﬁumaaﬂﬂa”ﬁu

Together

16. Find and Remove Bottlenecks AUNLALIIANDYIN

17. Use Automation SL%%U‘IJQ"@]IW?@

18. Smooth Work Flow vl e aurasnunLan

19. Do Tasks in Parallel yhawlwsaue) fu

2 Longley G. et al.
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20.

Consider People as in the Same

System

Rasanheusgluszuuifentin

21.

Use Multiple Processing Units

Tvhesvanananaee) nie

22.

Adjust to Peak Demand

Psuldmangiugyasd ludranagege

. Optimize Inventory

Jowageeadslvwaimane

23.

Match Inventory to Predicted Demand

Fosvduiiag i indidaetiugasd

24.

Use Pull Systems

£ =3 ;2 £
sl,%iz‘u‘U@\‘Kﬂ%L"ﬂ']N']‘Vﬂ@]’J

25.

Reduce Choices of Features

AAANNAN N UDIAN ML)

AANUIUTRDF NS UVDIRIALT

26. Reduce Multiple Brands of Same Item

D. Change the Work Environment Lﬂﬁiﬂualemmé'aﬂumsﬁmu

27. Give People Access to Information L%IamaslﬁﬁmﬁwﬁL@i’wﬁﬁasﬁaﬂnms

28. Use Proper Measurements 1%ﬂﬁ’3’®ﬁmm%N

29. Take Care of Basics @LLaLéaaﬁugwu

30. Reduce De-motivating Aspects of aa'ﬂﬁiwu@imauLmuLﬂum’%aqﬁmau
Pay System sl

31. Conduct Training Iomsiinausu

32. Implement Cross-Training JeRnaUsTNNMUIe

33. Invest More Resources in Improvement a9yuyisnennslumaLsuqslianniu

34 Focus on Core Processes and Purpose 3\‘1:0Lﬁ%ﬁﬂiSUQuﬂWiwﬁﬂLLazL‘ﬂW‘MmEI

35. Share Risks mt?ﬁiamml,?%m

36. Emphasize Natural and Logical Lﬁuwaﬁ@mm@]mﬁwm@LLa::miﬁz
consequences

37. Develop Alliance/Cooperative IR NERLT ANz s 0
Relationships

E. Producer/Customer Interface ﬂg‘jé’uﬁuﬁiwdnﬁwﬁmtazgnéﬁ

38. Listen to Customers NG mqﬂé’w

39. Coach Customers to Use Product/ Iergnénlumsdnaninazms
services

40. Focus on the Outcome to a Customer ﬂdLﬁ%NﬁﬁW%ﬁLﬁ@%mﬁuqnﬁﬂ

41. Use a Coordinator 1%&§ﬁ33ﬂ1%01%
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m%’amaﬂuﬁaammmw"ﬁa

42. Reach Agreement on Expectations

43. Out source for “Free" SHamsnio il dvomd

44. Optimize Level of Inspection Folamsnaseulusyduimanan
45. Work with Suppliers SRR P TAGRGIT

F. Focus on Time Qatﬁuﬁnm

46. Reduce Set-up or Startup Time ANTLHLIRNGTLNNT

47. Set up Timing to Use Discounts ﬁmumnmﬁaﬂ%ﬁam@

48. Optimize Maintenance F09EULTS NN InaNZaN
49. Extend Specialist’'s Time ?JEJWEJL’JmﬂJadP;\I’:L%EJ’J‘MQJ

49. Reduce Wait Time AATCLLLINTDARY

G. Focus on Variation aiatﬁuﬁmwuﬂsﬂsm

51. Standardization v dusnasgm

52. Stop Tampering sﬁmmmmm&ﬁq’mm

53. Develop Operational Definitions ﬁ@‘ﬁ?ﬁ%ﬁ?ﬁ@ﬂ’lmﬁdﬂﬁﬁﬁmi
54. Improve Predictions USutlqamsenamsnllviusingh
55. Develop Contingency Plans ’é'imﬁwLquﬁﬁaaﬁW%ﬁJLmﬁamﬁeﬁﬁu
56. Sort Product into Grades FAULINANAATNITLALQDUNN
57. Desensitize MmAnanuaeTu

58. Exploit Variation eonauwssuliifugselomt
H. Mistake Proofing asiuanuiiowaa

59. Use Reminders 1%5@@@%%

60. Use Differentiation T¥msusnues

61. Use Constraints ¥Hadrin

62. Use Affordances slfgﬁﬁl\‘iﬁmmimﬁi\lﬁ

I. Focus on the Product or Service aiatﬁuﬁwawﬁw%au%ms

63. Mass Customization lFmaneugnénngaile

64. Offer Product/Service Any Time ﬁ@iﬁﬁ WA wﬁwﬂ%mmﬂnm

65. Offer Product/Service Any Place ﬁmiﬁﬁmawﬁwu’%mmﬂﬁmuﬁ
66. Emphasize Intangible Lﬁuﬁluﬁlaﬁia’ué’aﬂsﬂéﬁ'ﬁw
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67. Influence or Take Advantage of LLV]SﬁLLGNW%asL%‘U‘JSIEJ‘HﬁmﬂLLWJIﬁS\I‘BJa\‘iLLW%’u

Fashion Trends

68. Reduce the Number of Component anUIURIRUTTNaLL DY
Parts
69. Disguise Defects Yot NAILNNIDI

70. Differentiate Product Using Quality LLEJﬂLLEJtNﬂNgG]I@EJSL%ﬁaQMWW

Dimensions

wuon 2 : NagNsIWoaanUIaeD’

Medication Error Prevention - - assium Chloride

In the two years since the Joint Commission enacted its
Sentinel Event Policy, the Accreditation Committee of the Board of
Commissioners has reviewed more than 200 sentinel events. The
most common category of sentinel events was medication errors,
and of those, the most frequently implicated drug was potassium
chloride (KCl). The Joint Commission has reviewed 10 incidents of
patient death resulting from misadministration of KCI, eight of which
were the result of direct infusion of concentrated KCl. In all cases,
a contributing factor identified was the availability of concentrated
KCI on the nursing unit. In six of the eight cases, the KCl was
mistaken for some other medication, primarily due to similarities in
packaging and labeling. Most often, KCI was mistaken for sodium

chloride, heparin or furosemide (Lasix).

3  www.jcho.org
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Issue For Consideration:

In light of this experience, the Joint Commission suggests

that health care organizations NOT make concentrated KCl available

outside of the pharmacy unless appropriate specific safeguards are

in place.

Suggested Strategies For Reducing The Risk Of Wrong-Site Surgeries

The Joint Commission offers the following strategies

for reducing the risk of wrong-site surgery:

Clearly mark the operative site and involve the patient in the
marking process to enhance the reliability of the process.
Require an oral verification of the correct site in the operating
room by each member of the surgical team.

Develop a verification checklist that includes all documents
referencing the intended operative procedure and site, including
the medical record, X-rays and other imaging studies and their
reports, the informed consent document, the operating room
record, and the anesthesia record; and direct observation of the

marked operative site on the patient.

Other strategies that may be helpful include:

personal involvement of the surgeon in obtaining informed
consent; and
ensure through ongoing monitoring that verification procedures

are followed for high-risk procedures.

Follow Up Recommendations

JCAHO reiterates the importance of implementing risk

reduction strategies as stated in the earlier issue of Sentinel Event
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Alert and suggests developing processes to assure the correct

surgical site, patient and procedure by:

1)

2)

marking the surgical site and involving the patient in the marking
process;

creating and using a verification checklist including appropriate
documents, for example, medical records, X-rays and/or imaging
studies;

obtaining oral verification of the patient, surgical site, and
procedure in the operating room by each member of the surgical
team; and

monitoring compliance with these procedures.

surgical teams consider taking a “time out” in the operating room
to verify the correct patient, procedure and site, using active--not

passive--communication techniques.

Risk reduction strategies for suicides:

Revising suicide risk assessment/reassessment procedures (for
example, using a standardized procedure). Updating the staffing
model.

Enhancing staff orientation/education regarding suicide risk
factors.

Updating policies and procedures for patient observation.
Monitoring consistency of the implementation of observation
procedures.

Revising procedures for contraband detection and engaging
family and friends in the process.

Identifying and removing or replacing non-breakaway hard-

ware.

[
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® Weight testing all breakaway hardware.

® Redesigning, retrofitting or introducing security measures (for
example, locking mechanisms, patient monitors and alarms).

® Revising information transfer procedures.

® Implementing education for family/friends regarding suicide risk

factors.

Experts' Recommendations
John Oldham, M.D., director of the New York State Psychiatric

Institute in New York City, recommends that facilities adopt the

following practices:

® Make sure that items that can harm patients in the facility are
addressed (for example, install appropriate shower heads, shower
bars and closet bars that do not easily suggest such a use; do not
leave doors open that should be closed; and do not give patients
access to sharp objects and other potentially harmful items such
as cleaning solvents).

@ Institute professional practice guidelines that are helpful in
administering appropriate medications and dosages and
appropriate combinations of medications to treat conditions that
contribute to the risk of suicide.

® Pay particular attention to patients who have multiple diagnoses
that in combination can increase the risk of suicide (for example,
a combination of depression and substance abuse).

@ Institute policies about passes and privileges for patients that
are considered a suicide risk (for example, exercise special
caution when a patient has his/her first unaccompanied pass to

an activity in the facility or a trip outside the facility).
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Suggested Strategies for Reducing Risk for Restraint Deaths

® Redouble efforts to reduce the use of physical restraint and
therapeutic hold through the use of risk assessment and early
intervention with less restrictive measures.

® Revise procedures for assessing the medical condition of
psychiatric patients.

® Enhance staff orientation/education regarding alternatives
to physical restraints and proper application of restraints or
therapeutic holding.

® Consider age, sex and gender of patients when setting therapeutic
hold policies.

® Revise the staffing model.

® Develop structured procedures for consistent application of
restraints.

@ Continuously observe any patient that is restrained.

@ If a patient must be restrained in the supine position, ensure
that the head is free to rotate to the side and, when possible, the
head of the bed is elevated to minimize the risk of aspiration.

@ If a patient must be restrained in the prone position, ensure that
the airway is unobstructed at all times (for example, do not cover
or “bury” the patient’s face). Also, ensure that expansion of the
patient's lungs is not restricted by excessive pressure on the
patient’s back (special caution is required for children, elderly
patients and very obese patients).

® Never place a towel, bag or other cover over a patient’s face as
part of the therapeutic holding process.

® Do not restrain a patient in a bed with unprotected split side
rails.

® Discontinue use of certain types of restraints, such as high vests

[
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and waist restraints.
Ensure that all smoking materials are removed from patient’s

access, including access from family and friends.

Suggested Strategies for Reducing Risk of Infant Abduction

Develop and implement a proactive infant abduction prevention
plan.

Include information on visitor/provider identification as well as
identification of potential abductors/abduction situations (during
staff orientation and in-service curriculum programs).

Enhance parent education concerning abduction risks and parent
responsibility for reducing risk and then assess the parents ’level
of understanding.

Attach secure identically numbered bands to the baby (wrist and
ankle bands), mother, and father or significant other immediately
after birth.

Footprint the baby, take a color photograph of the baby and record
the baby’s physical examination within two hours of birth.
Require staff to wear up-to-date, conspicuous, color photograph
identification badges.

Discontinue publication of birth notices in local newspapers.
Consider options for controlling access to nursery/postpartum
unit such as swipe-card locks, keypad locks, entry point alarms
or video surveillance (any locking systems must comply with
fire codes).

Consider implementing an infant security tag or abduction alarm

system.
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Suggested Strategies for Increasing Safety with Insulin

® [Establish a check system whereby one nurse prepares the dose
and another nurse reviews it.

® Do not store insulin and heparin near each other.

® Spell out the word “units” instead of “U.”

@ Build in an independent check system for infusion pump rates

and concentration settings.

Suggested Strategies for Increasing Safety with Opiates and
Narcotics

@ Limit the opiates and narcotics available in floor stock.

® FEducate staff about hydromorphone and morphine mix-ups.

® Implement PCA protocols that include double-checks of the drug,

pump setting and dosage

Suggested Strategies for Increasing Safety with Injectable

Potassium Chloride or Phosphate Concentrate

® Remove potassium chloride/phosphate from floor stock.

® Move drug preparation off units and use commercially available
premixed IV solutions.

@ Standardize and limit drug concentrations.

Suggested Strategies for Increasing Safety with Intravenous
Anticoagulants (Heparin)

® Standardize concentrations and use premixed solutions.

® Use only single-dose containers.

@ Separate heparin and insulin and remove heparin from the top

of medication carts.
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Suggested Strategies for Increasing Safety with Sodium

Chloride Solutions above 0.9 percent

@ Limit access of sodium chloride solutions (above 0.9 percent)
and remove from nursing units.

® Standardize and limit drug concentrations.

® Double check pump rate, drug, concentration and line attach-

ments.

Risk Reduction Strategies for Operative & Postoperative
Complication

Organizations that experienced complications identified risk
reduction strategies. Eighty percent recommended improving staff
orientation and training. Other strategies included the following:
Educating and counseling physicians.
Expanding on-call coverage, especially in radiology.
Standardizing procedures across settings of care.
Revising credentialing and privileging procedures.
Clearly defining expected channels of communication.
Revising the competency evaluation process.

Monitoring consistency of compliance with procedures.

Implementing a teleradiology program.

Risk Reduction Strategies for Patient Fall

Organizations that experienced the falls identified risk re-
duction strategies to reduce the likelihood of reoccurrence of the
events. Eighty-six percent suggested improving staff orientation
and training. Other strategies recommended were to revise and
implement a fall risk assessment process, and to implement a formal

fall prevention protocol.
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The following are additional risk reduction strategies that

were identified:

Installing bed alarms or redesigning bed alarm checks and tests.
Installing self-latching locks on utility rooms.

Restricting window openings.

Installing alarms on exits.

Adding fall prevention to education of patients, residents or
individuals served and their families.

Improving and standardizing nurse call systems.

Using “low beds” for those at risk for falls.

Revising staffing procedures.

Counseling individual caregivers.

Revising the competency evaluation process.

Risk Reduction Strategies for Infusion Pump

Identify all pumps with potential for free-flow errors, including
those with confusing labeling.

Sequester/quarantine/phase out the use of unprotected devices.
Petition the FDA to withhold or withdraw approval of intravenous
pumps that permit free-flow.

Petition manufacturers to stop production and sale of free-flow

pumps.

Available risk reduction strategies for Kernicterus

AAP Practice Guidelines for Management of Hyper-

bilirubinemia in the Healthy Term Newborn, which are based

on available data and expert consensus, provide guidelines for

identifying at-risk newborns, their diagnosis and their treatment.

These guidelines include specific recommendations to evaluate
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all cases of jaundice appearing in the first 24 hours, appropriate

assessment of maternal and infant blood types, and detailed

treatment strategies for specific levels of bilirubin at different ages.

Other strategies to consider include:

Predischarge bilirubin measurement with use of a percentile
based nomogram to predict the risk of hyperbilirubinemia in
newborns and to guide follow-up.

Policies and procedures or standing orders allowing nurses to
order TSB (total serum bilirubin) or T¢B (transcutaneous bilirubin)
tests for jaundiced newborns, and to provide for proper
documentation of bilirubin values and a report to the pediatrician.
Policies for assessing the risk of severe hyperbilirubinemia
in all infants by history, clinical evaluation and, if necessary,
by laboratory measurement. (Because clinical assessment is
imprecise, if there is any doubt about the presence or severity
of jaundice, a serum or transcutaneous bilirubin measurement
should be obtained.)

Procedures for follow-up of all newborns within 24 to 48 hours
by a physician or pediatric nurse. If this cannot be achieved,
decisions regarding timing of discharge or other follow-up must
be based on risk assessment.

Policies and procedures on jaundice management that specifically
cover the nurse’s role, documentation, charting require-ments,
and monitoring of jaundice predischarge. PICK’s medical
advisory board recommends these policies also cover the ER and
Newborn ICU, where newborns with dangerous levels of bilirubin
may be brought after discharge.

Provide parents with adequate educational materials about

newborn infants that includes information about jaundice.
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® Provide adequate equipment bilirubin lights and blankets, and
non-invasive TcB measurement device or lab services for timely

TSB test.

The Joint Commission recommends that organizations

(1) take steps to raise awareness among neonatal caregivers of the
potential for kernicterus and its risk factors;

(2) review their current patient care processes with regard to
the identification and management of hyperbilirubinemia in
newborns; and

(3) identify strategies from the above list of available risk reduction
strategies that could enhance the effectiveness of these

processes.

Risk reduction strategies for Look-alike, Sound-Alike Drug
“To prevent errors, we must never rely solely on one’s

memory of problem name pairs,” says Michael Cohen, M.S., FASHP,
president, Institute for Safe Medication Practices. “T strongly
recommend that organizations routinely monitor information
from the error reporting programs and then apply it. For example,
through careful formulary selection of alternative medications
without nomenclature problems or through the use of interactive
reminders in computer systems or auxiliary reminder labels on
product containers.” Other suggestions for minimizing the risk of
errors include:
® Do not store problem medications alphabetically by name.

Store such identified medications out of order, or in an alternate

location.

® Provide or ask for both the generic and brand names of drugs
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for medication orders in order to provide patients and staff with
information to avoid unintentional duplication.

Write the purpose of the medication on the prescription. This
inexpensive and efficient method to minimize errors helps the
pharmacist in screening the medication order for proper dose,
duration, and appropriateness, and it may also enable the
pharmacist to intervene when multiple prescribers unknowingly
order duplicative therapy for the same patient. It also minimizes
the risk of confusion due to look-alike names of medications as
well as the risk of misinterpretation due to poorly handwritten
orders.

Develop a policy for taking verbal or telephone orders. For
example, when taking verbal drug orders, clearly repeat the name
of the drug, the dosage ordered, and request or provide correct
spelling. This is particularly important for sound-alike drugs. The
National Coordinating Council for Medication Error

Reporting and Prevention recently released comprehensive
recommendations to reduce medication errors associated with
verbal prescription orders. The recommendations are on the NCC
MERP web site at www.nccmerp.org.

Provide the generic and brand name on all medication labels.
JCAHO standards in all programs (e.g. TX.3.5.1 in Comprehensive
Accreditation Manual for Hospitals) require that all dispensed
medications are appropriately and safely labeled using a
standardized method in the most ready-to-administer form
possible to minimize opportunities for error. This includes having
both the generic name and, when different from the generic
name, the brand name of the drug on the medication order.

Surveyors will evaluate if the drug name on the medication order,
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medication label, and nursing MAR are the same.

® Providing both names on the label assures consistency between
the documents and helps to prevent misinterpretation of orders.

® Provide patients with written information about their drugs
including the brand and generic names.

® Inquire if the prescribed drug is a routine medication and
withhold medications that the patient questions or does not

recognize.

Recommendations

JCAHO standards for hospitals, ambulatory, and behavioral
health organizations (e.g. TX.3.1 in Comprehensive Accreditation
Manual for Hospitals) require that organizations maintain a list of
medications that are always available within the organization (i.e.
a formulary). Organizations must develop and follow criteria for
selecting drugs that are stocked within an institution (i.e. added to
the formulary), and one of the required criteria in the intent of the
standard that must be considered is the potential for medication
errors. Sound-alike names and similar labeling of generic products
should be considered in determining the formulary selection of
products. When look-alike and sound-alike drugs are allowed on the
formulary, or are ordered on a non-formulary basis, they should be
identified as being medications at “high risk” for potential error and
extra steps should be taken to assure safety in ordering, dispensing
and administering such products.

Organizations should review their policies and procedures
regarding medication use to reduce the high potential for error from
look-alike and sound-alike drugs, as well as other common sources

of misinterpreted medication orders, and institute appropriate risk
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reduction strategies from the list above.

FDA recommendations to prevent medical gas mix-ups

With respect to personnel training, all employees who handle

medical gases:

Should be alerted to and reminded of the possible hazards
associated with using medical gas.
Should be trained to recognize and carefully examine medical
gas labels.
Should be trained to make sure each vessel they connect to the
oxygen system bears the proper label-if your supplier uses 360-
degree, wrap-around labels to designate medical oxygen.
Should be trained to connect medical gas vessels properly if
they are responsible for changing or installing cryogenic vessels.
These personnel should understand how vessels are connected
to the oxygen supply systems and be alerted to the serious
consequences of changing connections. Adapters must never
be used to make a connection.

With respect to equipment and gas storage:
If your facility receives medical gas deliveries, store medical
grade products separately from industrial grade products. The
storage area for medical grade products should be well defined
with one area for receiving full cryogenic vessels and another
area for storing empty vessels.
The fittings on cryogenic vessels should not be changed under
any circumstances. If a cryogenic vessel fitting does not seem to
connect to the oxygen supply system fitting, the supplier should
be contacted immediately. The vessel should be returned to the

supplier to determine the fitting or connection problem.
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® Once a cryogenic vessel is connected to the oxygen supply

system, but prior to introducing the product into the system, a
knowledgeable person should ensure that the correct vessel has

been connected properly.

Prevention strategies for Needle Stick Injury

All health care organizations should have a needlestick

prevention program in place as part of their compliance with

the existing blood borne pathogen standard established in 1991

by OSHA that requires organizations to use safety-engineered

sharps and needleless systems when possible. In addition, in its

Preventing Needlestick Injuries in Health Care Settings publication,

the National Institute for Occupational Safety and Health outlines

a number of strategies to help prevent needlestick and sharps

injuries:

Eliminate the use of needles when safe and effective alternatives
are available.

Implement the use of devices with safety features and evaluate
their use to determine which are most effective and acceptable.
Analyze needlestick and sharps-related injuries in your
workplace to identify hazards and injury trends.

Set priorities and strategies for prevention by examining local
and national information about risk factors for needlestick injuries
and successful intervention efforts.

Ensure that health care workers are properly trained in the safe
use and disposal of needles and sharps.

Modify work practices that pose a needlestick injury hazard to
make them safer.

Establish procedures for and encourage the reporting and timely
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follow-up of all needlestick and other sharps-related injuries.

® LEvaluate the effectiveness of prevention efforts and provide
feedback on performance.

® Encourage health care workers to report any hazards from
needles they observe in their work environment and to participate
in blood borne pathogen training and follow recommended
injury prevention practices, including getting a hepatitis

B vaccination.
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Step 3D. If necessary, list sub-process ste
consecutively number

PSA-test |, Draw Analyze
ordered sample sample

Sub p Sub pi Sub processes:

A. Order written A. ID patient A. Review order

B. Entered in CPRS B. Select proper

C. Received in lab tube/equip
C. Draw blood
D. Label blood
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MWA 3 YUl 3E. unspiinssyauniseiag

Step 3E. Analyze Sample (Sub-p

3A. 3D. 3C. 3E.
Review — Centrifuge — Verify Run
order specimen calibration sample

3G.
Enter in
CPRS
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dul 4 vh Hazard Analysis
A. 905183 Failure Mode
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WA 4 9u# 4A. 52y Failure Mode [wu@asnszuaunts

Step 4. Hazard Analysis: List potential
for each cess step

Log
onto

Sigpelze

- Failure Modes:
Laptop unavailable
No battery power
Network down
CPRS not functioning
Forget password
Pharmacy pkg down
RF system not working
Server off line down

R OO E R ORI =

AW 5 Decision Tree §145U2u# 4C.

1. Does this hazard involve a sufficient
likelihood of occurrence and severity to
warrant that it be controlled?

(e.g. Hazard Score of 8 or higher) NO

\4

2. Is this a single point weakness

in the process?
YES (e.g. failure will result in system failure)
(Criticality) NO

YES

3. Does an effective Control
Measure exist for the TOP
identified hazard? YES STO

\/

NO ¢

4. Is the hazard so obvious and

readily apparent that a control
measure is not warranted?

(Detectability) YES

no |
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A. B flow diagram AN ELAUMINAA G

ST

_dinAulatag “ada”, “PILAN", V3D “HONSL” &We)
989 Failure Mode Welazda

B. a%maLmeaﬁaﬂ%ﬁw’%amuqummmaa Failure
Mode

_ Ramandianasnirasl e nsiuassufiuag

D. ﬁmmcii%uﬁmauﬁ%éuﬁmm

E. vhiaue WEumesysugs ienandiuray

aufl 6 FAufuMIINNIZLILMT PDCA

NN 6 NAAWEVEITUI 4 AL 5

Process Step

(4A1) Log onto laptop

Potential Failure Mode (4A1) Laptop
unavailable
Potential Cause l

Severity

Moderate

Probability

Occasion

Hazard Score

Decision

Action

Description of Action

Outcome Measure

Person Responsible

Management Conc
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. . Contributo S| & | 8| S| B
g Function Failure Mode Effect v Pl E| 2| 8| &
g Factor 0 é‘i al &
—
1
2
3
4
5
6
d‘ e/ 1 [ a d’
MNN 8 6138819n1911 FMEA Qﬂgi/uililﬂ%d
Process Dispense Transfer . Administer )
Pharmacy O.R. Sterile Patient
field
Potential failure Look-alike Wrong drug Switched drugs Wrong drug
drugs Multiple Wrong R
modes . . Contamination Wrong dose
concentrations | concentration
Potential effect on
patient 8 8 10 10
Frequency of failure
mode 7 3 2 3
Likelihood of
reaching patient 3 4 6 10
Criticality of
failure mode 168 96 120 300
Open formulary | Alphabetical Unnecessarily complex No means of
Ambiguous storage process. Approved verifying drug/
Root causes labels Ambiguous procedure not dose after transfer
labels consistently followed to sterile field
P&T Committee Redesign Simplify procedure No action needed.
Strategies review/redesign of | storage system. Eliminated open- Risk eliminated.
formulary content &| Introduce bar vessels for IV drugs. earlier in process.
process codmg Monitor compliance.
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4 Medical Risk Management Associates, LLC. (http://www.Sentinel-Event.com) Sdedanaag
Bonsieneilamenssuinmsis function Fatas; 146 contributory factor Wnuen cause;
S leguunmnanuaL duay 10 Asunl Ao severity, occurrence, detection: Criticality Ao
@mmammmu%aam, RPN (Risk Priority Number) AONATINUDIALUT IS, 1197 15 criticality
\u RPN
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NN 9 BABAINUIANDYIII1%A DDA AN INAD’

CONTRIBUTORY FACTOR OR
IMPROVEMENT OPPORTUNITY

CORRECTIVE ACTION

MEASUREMENT STRATEGY

Person(S) Responsible

Action Due

Date

Person(S) Responsible

Follow-Up
Date

5 Medical Risk Mananement Associates, LLC. (http://www.Sentinel-Event.com)
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Risk Matrix
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1. M3%1 Root Cause Analysis (RCA) Lﬁ@Lﬁ@L%@]‘m’iﬂﬂ&iﬁﬂ
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Wenenallunsvh RCA shntleeiiiesla

2. MY Failure Mode and Effect Analysis (FMEA) NDAA
MFuANNEFTI04 failure mode TwmInasthanfviuasasmatlasiu

4 o Had a4 d L
LA3D9NatATRITENGNe) NaInaie 1 Risk Assessment

Matrixl, Hazard Scoring Matrixz, Safety Assessment Code (SAC)g,

1 The Institution of Electrical Engineer (www.iee.org)

2 HMFEA™

3 VA National Patient Safety Center (www.patientsafety.gov)
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Incident Grading Matrix? 1£udiu
MsUs:10UnAUSUIISDYODIKANISHU

feathams resiaanafivainvais feshaehg

1. The Institution of Electrical Engineer

Category Degree Description

I Minor Functional failure of part of machine or process - no

potential for injury

I Critical Failure will probably occur without major damage to system

or serious injury

I Major Major damage to system and/or potential serious injury to

personnel

I\ Catastrophic Failure causes complete system loss and/or potential for

fatal injury

4 NHS Patient Safety Agency. Doing Less Harm. 2001
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2. InfoMine Inc.

Consequences Biological Regulatory Impacts Public Concern Health and
Severity Impacts and and Censure and Image Safety
Land Use

Extreme Catastrophic Unable to meet regula-  Consistent inter- Fatality
impact on tory obligations; national/ NGO
habitat shut down outcery, results in

large stock devalua-
tion etc.

High Significant, Regularly (more than Regular inter- Severe
irreversible once per year) exceed national/ NGO injury or
impact on regulatory obligations attention disability
habitat

Moderate Significant, Occasionally (less than Occasional inter-  Lost time
reversible one per year) exceed national/ NGO or injury
impact on regulatory obligations attention
habitat

Low Minor impact  Seldom exceed Infrequent inter- First aid
on habitat regulatory obligations national/ NGO required

attention

Negligible

No measurable

impact

Do not exceed

regulatory obligations

No international/

NGO attention

No concern

[
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3. VA National Center for Patient Safety (NCPS)

Catastrophic Event
(Traditional FMEA Rating of “10”-Failure

could cause death or injury)

Major Event
(Traditional FMEA Rating of “7’-Failure
causes a high degree of customer

dissatisfaction.)

Patient Outcome: Death or major perma-
nent loss of function (sensory, motor,
physiologic, or intellectual), suicide, rape,
hemolytic transfusion reaction, Surgery/
procedure on the wrong patient or wrong
body part, infant abduction or infant
discharge to the wrong family

Visitor Outcome: Death; or hospitalization
of 3 or more

Staff Outcome: A death or hospitaliza-
tion of 3 or more staff

Equipment or facility: Damage equal

to or more than $250,000

Fire: Any fire that grows larger than an

incipient

Patient Outcome: Permanent lessening of
bodily functioning (sensory, motor,
physiologic, or intellectual), disfigurement,
surgical intervention required, increased
length of stay for 3 or more patients,
increased level of care for 3 or more
patients

Visitor Outcome: Hospitalization of 1 or 2
visitors

Staff Outcome: Hospitalization of 1 or 2
staff or 3 or more staff experiencing

lost time or restricted duty injuries or
illnesses

Equipment or facility: Damage equal to
or more than $100,000

Fire: Not Applicable-See Moderate and

Catastrophic




Risk Matrix 205

Moderate Event

(Traditional FMEA Rating of “4’- Failure
can be overcome with modifications to
the process or product, but there is

minor performance loss.)

Minor Event

(Traditional FMEA Rating of “1’=Failure
would not be noticeable to the customer
and would not effect delivery of the

service or product.)

Patient Outcome: Increased length of stay
or increased level of care for 1 or 2
patients

Visitor Outcome: Evaluation and
treatment for 1 or 2 visitors (less than
hospitalization)

Staff Outcome: Medical expenses, lost
time or restricted duty injuries or illness
for 1 or 2 staff

Equipment or facility: Damage more
than $10,000 but less than $100,000

Fire: Incipient stage or smaller

Patient Outcome: No injury, nor increased
length of stay nor increased level of care
Visitors Outcome: Evaluated and no
treatment required or refused treatment
Staff Outcome: First aid treatment only
with no lost time, nor restricted duty
injuries nor illnesses

Equipment or facility: Damage less than
$10,000 or loss of any utility? without
adverse patient outcome (e.g. power,
natural gas, electricity, water, communi-
cations, transport, heat/air conditioning).
Fire: Not Applicable-See Moderate and

Catastrophic

[
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4. NHS National Patient Safety Agency (NPSA)

Descriptor Actual or potential unintended Numbers of Actual or
or unexpected impact on persons affected potential impact
patient(s) or potentially on organisation

affected at one time

Catastrophic e Death e Many (>50), e.g. e International
Including- cervical screening adverse publicity/
e unexpected death of a patient concerns, severe loss of

whilst under the direct care of vaccination error confidence in the

a health care professional

e death of a patient on GP or
Health Centre premises

e suicide or homicide committed
by an NHS patient being
treated for a mental disoder

e know or suspected case of
health care associated infection
which may result in death, e.g.

hospital acquired legionellosis

organisation

e Extend service
closure

e Litigation

>£1 million
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Descriptor Actual or potential unintended Numbers of Actual or
or unexpected impact on persons affected potential impact
patients or potentially on organisation
affected at one time
Major e Major permanent harm e 16-50 e National adverse

The following specific incidents

not resulting in death should

be categorised as major:

e procedures involving the wrong
patient or body part

e haemolytic transfution reaction

e retained instruments or other
material after surgery requiring
re-operation

e known or suspected case of
health care associated infection
which may result in major per-
manent harm, e.g. Hepatitis C

e patient receiving a radiation
dose much greater or less than
intended whilst undergoing
a medical exposure

e rape (but only on determination
that a rape has actually
occurred, or the organisation
believes there is sufficient
evidence to make the allegation
a serious one)

e infant abdution, or discharge

to the wrong family

publicity/major loss
of confidence in
the organisation

e Temporary
service closure

e Litigation £500k-
£1 million

e Increased length
of stay > 15 days

e Increased level of

care > 15 days

[
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Descriptor Actual or potential unintended Numbers of Actual or
or unexpected impact on persons affected potential impact
patients or potentially on organisation
affected at one time
Moderate e Semi-permanent harm e 3-15 e Local adverse
(up to 1 year) publicity/moderate
Including- loss of confidence
e known or suspected health care in the organisation
associated infection which may e Litigation £50k -
result in semi-permanent harm £.500k
e Increased length of
stay 8-15 days
e Increased level of
care 8-15 days
Minor e Non-permanent harm e 1-2 e Litigation <£50 k
(up to 1 month) e Increased length of
Including- stay 1-7 days
e known or suspected health care e Increased level of
associated infection which may care 1-7 days
result in non-permanent harm
None e No obvious harm N/A e Minimal impact, no

service disruption
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Description Code Probability May happen
Almost certain E (expected) A 1/10
Likely, frequent, probable  H (high) B 1/100 Several times in 1 year
Possible, occasional M (moderate) C  1/1000 Several times in 1-2 years
Uncommon L (low) D  1/10000 Sometime in 2-5 years
Rare, improbable, remote  NL (not likely) E  <1/10000 Sometime in 5-30 years
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Flaroungnvasnugiatlamafialfinniu uwnfameie

nanaNNFsRaludi’

A |
RP1
B
RP2 High| Risk
°
> c Medi
(] earum
B RP3 sk
S D
< Low
P Risk
E
RP = Risk Priority
I II III IV
Severity category
naeie liuaasnnNadenfsiuraIMsTasssun N fry
Pa9mamMInizasaonne (NHS NPSA) wazaissm (VA NCPS)
None Minor Moderate Major Catastrophic
Almost Certain IL, 1L, M H H
Likely/Frequent L L/1 M/2 H/3 H/3
Possible/Occasional ILIL L/1 M/1 H/2 H/3
Unlikely/Uncommon ILIL LLA L/1 M/2 H/3
Rare/Remote ILIL LL/1 L/1 M/2 H/3

5 http://www.iee.org/Policy/Areas/Health/graph1.doc
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1. Does this hazard involve a sufficient
likelihood of occurrence and severity to
warrant that it be controlled? NO

(e.g. Hazard Score of 8 or higher)

2. Is this a single point weakness

in the process?
YES (e.g. failure will result in system failure)
(Criticality)

YES ¥

3. Does an effective Control
Measure exist for the
identified hazard?

\/

NOy

4. Ts the hazard so obvious and
readily apparent that a control
measure is not warranted?
(Detectability)

NO

STOP

o |
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How are Defences Breached? (Reason)
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3 %10 Clinical Risk Management: Enhancing Patient Safety, pp 369-374, BMJ Publishing 2001.
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“A medication error is any preventable event that may cause or lead to inappropriate medi-
cation use or patient harm while the medication is in the control of health care professional,
patient, or consumer. Such an event may be related to professional practice, healthcare
products, procedures, and systems, including prescribing; order communication; product
labeling, packaging, and nomenclature; compounding; dispensing; distribution; administra-
tion; education; monitoring; and use” - National Coordinating Council for Medication Error

Report and Prevention (NCC MERP), http://www.neemerp.org/aboutmederror.htm
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ISMP Medication Safety Alert!, Aug 11, 1999 issue, Institute of Safe Medication Practices,
http://www.ismp.org/MSAarticles/WhatWorks.html
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mMisUsuUsoIwoaainamsd
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1 IHIPATIENT SAFETY RESOURCES: Key Changes for Reducing Adverse Drug Events (www.

ihi.org)
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1. aa ADEs lia: PADEs Boifiaon Heparin ao 75%

[

330 o Soeazansdihedell PTT > 100 Tuwnizleaniznitssyninomsusn

INW ¢N114a (lab value screen, or chart audit for bedside monitoring)

mMsfen ° gl,‘gﬁ weight-based Heparin protocol
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IF38N Heparin YNANaALNUNN§INTIsa
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3. aanounanaindouluiBovuunaen insulin ao 75%

350 . aqﬁaminimaﬁgﬁuﬁwmaimﬁa@ < 70 viansiimuieutons
hypoglycemia (chart audit or lab value screen)

msulfew o 14 sliding scales snasquvasdsHeniinaniaamih

wiasdany o Fnmuszeihmaludont nurse station

o A% real double-checks Aimvhguagthe lifimsemaaziaies
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4. aonoUAanaIndoUNsUIIsSOUovENiADUIT0aD 75%
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5. ydamsludsuuunasnansunmoiaoe

AR

° 'oﬂm’mﬁﬂ’m%ﬂﬁ%u ACE inhibitors, aminoglycosides, digoxin, H2
antagonists #38 vancomycin 295U WSSz creatinine
clearance 116NN31 20mL/min I(ﬂ Hiﬁiﬁmiﬂ%‘].l‘ﬂm@&n (chart audit or

pharmacy check point)
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vaenniTnequewafifaUnfissa udmsudihemnmesien cr g9
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o FiM3¥avh protocol SMSUMIUININLALUSUTNASH ASTA Latman
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6. aa ADEs and PADEs onaidnlaslaniduduao 75%

H2296 o Twufthe@sfl hyper/ Ca++, K+, Mg++, Na+, Phosphate #&san e
3U electrolyte replacement (lab screen to focused chart audit)
dl o @ A £ [~ Aa G 6 v 5 ] 7l
Malaen o MiovBordamaiuaidalas lavidadul3 wnhoguadihe
wilassagy o Snistumsarmenaglvmmaandesntaidnlas VAN drnT I
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7. aamslden benzodiazepines lla: narcotics 1IAUILNOAD 75%
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8. aa ADEs nia: PADEs AinaonmsisenindoanwJoenounuion
(PCA) av 75%

Belc) e N15378/8 antidotes Narcan, Romazicon, 938 reversal agents 5%*?]
(pharmacy check point)
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10. aa ADEs 11a: PADEs onnmslasuenBogoeiidoswuoaiw

330 o gliAinmsnim 33N allergic reaction @iam%@ﬁﬂamﬁ (chart audit)
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