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Introduction (contd.)

The IOM defines medical error as "the failure to
complete a planned action as intended or the use
of a wrong plan to achieve an aim".

An adverse events defined as "an injury caused
by medical management rather than by the
underlying disease or condition of the patient"

(Rockville, 2000).

Introduction (contd.)

In spite that most hospitals have policies to
encourage the reporting of adverse event
the problem still issues and disagreement
remains about the attributes of the ideal
reporting system

(Runciman et al., 2001).

[2)
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Aim of The Work

This work aimed to study
perspectives of physicians and
nurses working in Omani hospitals
regarding preferred model and
requirements of reporting system of
adverse events

Prof Dr Amr Taman MD, QMSC

Subjects and Methods
Sty desIams

A cross sectional study was adopted.

Stdly sSEmas

Two Omani hospitals

Stndy populations

Physicians and Nurses working in both hospitals

Prof Dr Amr Taman MD, QMSC

San »ling

The number of respondents was
physicians (response rate 78%) and 2P4
nurses (response rate 84.5%).
The sample size was thus 302
participants representing 82.7% of the
target population.

Prof Dr Amr Taman MD; QMSC.

Data ¢ lection

Prof Dr Amr Taman MD; QMSC.

Table : Doctors and nurses’ opinions regarding pref erred model of
reporting system of adverse events

Reporting No. Highly Some what | Some what Not all
of acceptable acceptable |Unacceptable] acceptable
System Res
. No. No. No. No.
Models
Anonymous
| Confidential

onditionally

confidential

Anonymousreporter unknown
Confidentialreporter known only by recipient
Conditionally confidential:

confidentiality is broken in case of gross negligence
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Figure (1): Reporting system models preferred by do  ctors and nurses

|Some attributes of the preferred
|model of reporting system

[ Highly acceptable

0 Some what acceptable

Percentage

@ Some What
Unacceptable

@ Notall acceptable

Conditionally Confidential Anonymous
confidential

S

— e A

e = & 5 % & 5 e A s it ) 35
Some attributes of the preferred | Some attributes of the preferred model of “
model of reporting system ! fe reparting system Resp.

Figure (2): Doctors and nurses' impression regardin g presence of reporting system and
reluctance to report adverse events

Some attribufes of thé prefe
model of reporting system

O Presence of reporting system i
the department

0 Colleagues reluctance to report
adverse events

Percentage

B Respondents reluctance to
reportadverse events

Don'tknow No Yes
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Table : Doctors and nurses’ opinions regarding reas

events by them

ons for not reporting adverse

Table : Doctors and nurses' opinions regarding reas

events by them (contd.)

ons for not reporting adverse

By No. of Di Di Neithe Agl Agi Don't kn
Reasons for not| e | St | e [ adete,, [roeesom | o T ooy Reason for not [ =] 25 [ %5 [www] &% | 2% [*
reporting Iy S e o ] e
No [ % | No | % [N | % | N [ % [N ] % [N | %
2 We have no tradiion | 275 |13 |505| 6L |222|25 |01 |33 |1z0 i |40 |6 |22 e.ltmight getoutand |2s¢ |57 | 22458 |228 |42 16550 |197 26 |10.221 (83
. o e the press might start
in my department for writing about it
bringing up adverse
events/ errors =
f. 1 do not wish to 268 |65 |24.3 (38 |14.1]27 [10.1(65 (243 (67 (250 |6 |22
b. The patient may file a | 268 |53 93 appear as an
complaint incompetent doctor
c. | might geta 256 |69 74 (nurse)
reprimand g. Bringing up adverse (268 |134|50.0|55 |205(26 (9.7 |24 |90 |24 |90 |5 |19
d. It might have 272 |61 4.0 events/ errors will not
consequences for my lead to any improvement
future employment or in our ward
career
Prof Dr Amr-Taman MD, QMSC Prof Dr Amr Taman MD, QMSC
Table : Doctors and nurses’ opinions regarding reas  ons for not reporting adverse Table : Doctors and nurses’ opinions regarding staf f expectations of their leader
events by colleagues reaction about an error they had made
s S|t || s Neither e e Dot Staff eXpeCtatiOnS l;o‘ of | Yes, definitely | Yes, Probably | Probably not Defini!lely
Resp.| stongly | slightly | disagree | siightly | stongly | know K E=D. o
reporting adverse nor agree of their leader
- No % No % No % No| %
events by No| % |No| % |No| % |No| % |No| % |No| % reaction
calleaglies a. receive rebuke faceto | 233 | 86 | 37.0| 81 | 34.8 | 48 | 206 18| 7.7
face?
a. the patient may file a complainf 165 38 230 |21 127 |16 |97 36 218 |52 315 (2 12 b be met Wlth empathy 244 103 422 104 426 32 131 5 20
b. It may put the department inap 157 (28 |17.8 |19 [121 |21 [134 |39 (248 |46 |293 |4 [25 and understanding?
unfavorable light
o It may become unpleasant to | 159 |31 | 195 |28 | 176 |19 |11s |36 |226 |41 |258 |4 |25 c. be a5§igned to less 236 | 45 [19.1| 66 | 28 82 |34.7|43]|18.2
deal with the patient's family challenging work?
d.Itis emhamsssin_g to tell otherq 158 35 221 |25 158 |16 | 101 40 253 |39 247 (3 19 d be Closely Watched in the 241 84 23 95 11 46
about one’'s own mistakes
future?
e. My colleagues do not wish to | 155 26 168 |15 9.7 16 103 51 329 |38 245 |9 5.8 = T T T
run the risk of ending up in the e. risk being criticized in 239 | 59 47 | 19.7 | 83| 34.7
=D the presence of other
colleagues?
Table : Doctors and nurses’ opinions regarding poss ible reasons for occurrence of Table : Doctors and nurses’ opinions regarding poss ible reasons for occurrence of
preventable adverse events preventable adverse events
Possible reasons fo ’:10 Disagrlee Dil_sar?{ee é\_leither /]\_gLele Agretle Eon‘t Possible reasons N? Disagrlee Difaﬁ:ee (g\_leither »?grhele Agretle Eon't
stron, slightl isagree | slight stron now of | stron slightl isagree | slight stron, now
occurrence of Re o raaree| o & for occurrence of | | SOV | SO | deed iy £
s
preventable adverse o No N No No o preventable agree
events [¢] adverse events No No N No N N
0 o o

a. the staff is
working under a
greater work load

b. too many nurses
do not really care

e. education and
learning is not
sufficiently prioritized
in the department

c. too many doctors
do not really care

f. there is no tradition
for our correcting each
other

d. there are obsolete
or missing

procedures

g. the inexperienced
staff are often with
insufficient back-up

Prof Dr Amr Taman MD, QMSC




10/27/2009

Table : Doctors and nurses’ perception regarding pa
have been victims of adverse events/errors

tients’ expectations when they

Table : Doctors and nurses’ perception regarding p
have been victims of adverse events/errors (contd.)

atients' expectations when they

Patients’ No. | Exception.| Very | important | important | Not Don't Patients’ No.of | Exceptionally | Very important | Important Not Don'tknow
. of ally important slightly important know tati h Resp. important important slightly important
expectations Resp | important not wanted thPeﬁ 2 'OES when not wanted
ey have been
when they have No| % |No| % [No|] % [No| % |[No[% |[No| % vict}i/ms No | % |No| % |[No| % |No| % | No | % |No| %
been victims f.ifanerrorwas | 265 | 56 | 21.1|87[32.8| 77| 20116 60| 21 | 79| 8 | 30
a. An expression of regref 267 | 85 | 31.8| 99 (37.1[ 58 |21.7| 18 | 6.7 | 3 | 11| 4 |15 made, that the
and an explanation of wh| person who made
ithappened the error shall admi
b. Information aboutthe | 271 | 66 | 24.4| 96 {35.4| 69 |25.5| 33 |12.2| 3 [ 11| 4 |15 his/ her error
(i £ € L ey g [fanerrorwas | 268 | 34 | 12.7 |58|21.6] 72| 26.9 | 53 | 19.8| 38 |14.1] 13 | 4.9
of the event/ error made, that the
c. To use the opportunity| 267 | 15 | 5.6 | 45 [16.9| 78 | 29.2| 50 | 18.7| 53 | 19.9| 26 | 9.7 perso’n who made
ojfielcomplaing the error shall be
d. That the department/ | 263 | 34 | 12.9| 85 {32.3| 86 [32.7| 39 [14.8| 12 | 46| 7 |27 held accountable
hospital acknowledges i (rebuke
responsibility puni Sent)
e. To use the opportunity| 262 | 29 | 11.1| 54 | 20.6| 81 | 30.9| 45 | 17.1| 30 [11.5| 23 | 8.8 h. That the 243 16 6.6 | 18| 7.4 | 46| 18.9 | 35| 14.4| 108 | 44.4] 20 | 8.2
B i b : . . . . . .
Prof Dr Amr Taman MD, QMSC g:g;':g&e:hgidy
Table : Doctors and nurses’ views regarding possibl e measures towards staff who have been Table : Doctors and nurses’ opinions regarding some variables and
involved in adverse events of a serious nature ( the patient involved is permanently injured) requiréments of reporting system of adverse events
Possible l;o of Excepl\:natl\ verr!y . important Imfotﬁm N?{l . Don'tknow
measures o5P | Ympertant | mportan e v Some variables and No.of | Disagree | Disagree | Neither Agree Agree | Don't know
= = = Resp. | stongly | slightly | disagreenor| slightly | strongly
] NN S ST B e
a. The colleague 273 | 69 [25.2| 116 | 425| 73 |26.7| 6 | 22 |7 | 26 [ 2 | 07 No| % |[No| % | No| % | No| % | No| % | No
should be_offered help a. Patient safety will be| 279 |11 |39 |9 [32 [17 |61 |81 [200 150 [53.8[11 [309
olcopeliineleven improved if a reporting
b. The department 272 92 (33.8] 98 [ 36.0|68| 25 | 5 | 1.8 [4| 15 [ 5 | 1.8 system is introduced
Ise:deorriir:/lz should be b. Patients have aright| 262 |3 |11 |18 [64 [20 [71 [es |25 |10 |01 |5 |17
PP to be informed when an|
¢. The department 272|109 (400 96 | 353 |60 |221| 4 | 15 [2| 07 | 1 | 04 event/ error has occurred
leadership should
discuss with the c. The leadership of my 283 |6 |21 |5 |18 |14 |49 |42 |148|214 [756|2 |07
colleague possible dep_artment has a right to
lessons to be learned be informed when an
d. Professional help | 275 | 82 |29.8| 101 | 36.7| 74 | 27 | 10 | 36 [ 5| 1.8 | 3 | 1.1 event/ error has occurred
should be offered to d. Anyone can make a 279 |14 [50 |7 |25 |10 |36 |21 |75 |224 1803 3 11
the colleague, if mistake
needed
PTOrOT AT Taman M, QST Prof Dr Amr Taman MD; QMSC
Table : Doctors and nurses’ thoughts when they made a mistake that may 1
injure a patient badly eco m | a Ions
- The study concludes that doctors and
Resp. while
thougtts when they e BT o e T nurses in Omani hospitals expressed
maade a mistake il
: willingness to report on adverse even
a. makes me consider 272 171 {62.9|57 [21.0(34 [12.5/10 (3.7
changing work bl
anging wor and the marked need &f DIaIme
b. is distressing to me| 268 | 103 |38.4|59 |22.0|72 |26.9|34 |12.7 ATEER Y S AT
c.makes me tryto | 269 |188 [69.9/38 |14.1|30 [11.1[13 |4.8 fl’ee Svste INaf reporting and
leave risky and T 7 i
demanding tasks o my organizational learning.
colleagues

Prof Dr Amr Taman MD, QMSC
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Recorm: ndations

Doctors and nurses are mostly in favour of

confidential tV D &eporting

system of adverse eventsrd not a

strictly anonymous onethat permits
feedback to the individual doctor or nurse|
and allows interviews and interaction with
the person reporting.

Prof Dr Amr Taman MD, QMSC

a

Recom: ndations

Hence, it is recommended that the Hospitg
Management Board should develop and

upgraded NON-puUnitive culture
for reporting adverse events that focuses ¢n
preventing and correcting system failures
and not individual or organizational
culpability. This system should fulfill the
following requirements:

Recomi ndations

Ensuringconfidentialityand protection
of reporters.
Discretionary reporting  with

guidelines to be encouraged an
mandatory reporting of events/errors
specific types.

Prof Dr Amr Taman MD, QMSC

Recom: ndations

Fostering an open and participative climate in
which education, research and the sharing [of
good practice are valued

(environment of learning)

Explanation of what happened to the patient apd
the hospital should acknowledge its
responsibilities.

Prof Dr Amr Taman MD; QMSC

Recom: ndations

Offering support and professior

helpto the staff who have been involved
adverse events.

Facilitating theSharing)f patient safet

information and lessons learned am
healthcare organizations.

al
in

S

bng

Recom: ndations

Future researchdies are
recommended to review requirements
terms of differences of profession,
experience, age groups and specialtie

n

vJ

Prof Dr Amr Taman MD, QMSC
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Hospital Information System EIES

Recom: ndations

Towards better healthcare in Oman

If you are a member of the al shifa system, enter your
User Name and Password for Sign In .
For creating user detalls contact system administrator,

Introducing the appropriate

Information
- technology

why we need computerization

In recent years attention has increasingly
tumext to the role of information and
commurication technology as a means to s
improve clirical decision-making, patisnt
safety, and overal aualty of care. pessmonge]
Heaith Information Technology is 4
7

broadly defined as the use of computing,
information and commuication technology
in healthcare and includes, but is ot limited Sign In Cancel
ta, electranic health records, personal health
records, e-mal communication, cirical slerts  IEEI Tl
and remindlers, and computerized provider
arder entry,

Health infarmation systems shauid include
the abilty to store data for and about 4 person Message
in an electronic format,

" The Sultanate of Orman's achievernent in the
health sectar,in a relatively short span of three
decades, have been appreciated by the people
of Ormar and recogrized by the intermational
comrmurity. *

Prof Dr Amr Taman MD, QMSC
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