
So You Want to Increase Event Reporting?

Reporting medical errors is an important part of the patient safety process. Everyone in a 
healthcare facility must be involved in event reporting, but gaining their support and participation 
is easier said than done. One hospital in Japan implemented an intervention to improve error 
reporting by physicians, and its modest success may help guide other facilities in engaging staff in 
incident reporting.

This study was designed to remove barriers that might prevent someone from reporting an 
incident, from fear of retaliation or accountability to a lack of buy-in and resources from leadership. 
Conducted from April 2017 to March 2019, the intervention focused on four steps: leadership 
reassuring staff that reporting an incident would only result in support and appropriate feedback, 
educating staff on reporting standards, improving the event reporting system and processes, and 
providing monthly visualized feedback of incident reports. 
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Our quarterly special editions feature articles, stories, interviews, and more from our journal, Patient 
Safety. In this issue you will read about improving physician event reporting, teaching empathy 101, 
tracheostomy and laryngectomy events, and wrong-site surgery—it really does happen.
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Chances are you know someone who has had their tonsils taken out, or it might 
even be you. Tonsillectomy and adenoidectomy (removal of the adenoid gland) are 
fairly common procedures, so much so that nearly a half-million are performed every 
year on people of all ages. But even routine surgeries carry risk, such as postoperative 
uncontrolled bleeding: when the surgical site bleeds in the hours or days following 
the procedure, even after the patient has gone home, which may require a return to 
the operating room. But how often does this happen, and is there any way to know 
your risk before surgery?

Matthew Taylor, a patient safety analyst at the Patient Safety Authority, studied 
219 reports of postoperative uncontrolled bleeding after a tonsillectomy/
adenoidectomy (T/A) procedure from Pennsylvania healthcare facilities from 2016 to 
2019. Among his findings: 78% of the patients had been discharged and then returned 
to surgery to control bleeding, 41% of events occurred within a day of surgery (primary 
bleed) and 59% occurred two to 30 days after the initial operation (secondary bleed).

Taylor breaks down these events by categories, including the type of procedure, the 
bleeding site, patient sex and age, type of bleeding, and when the bleeding occurred. 
Based on his findings, age may be a factor in understanding timing of risks; for 
example, patients age 31–45 may be more likely to experience a primary bleed than a 
secondary bleed. This may help healthcare providers prepared more tailored follow-
up after surgery.

Original Articles — Patient Age and Tonsillectomy Outcomes
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Improving Airway Safety for Trach Patients
When a patient has a tracheostomy—a surgical opening created in the front of the 
neck where a tube is inserted to maintain an open airway, often associated with 
removal of some or all of the larynx (laryngectomy)—it is vital that staff be prepared 
with the necessary knowledge, skills, and equipment to manage the trach and care 
for the patient, particularly in a potentially life-threatening situation involving their 
airway.

A recent study of airway safety events reported by 84 Pennsylvania hospitals 
from 2018–20 reveals that the top trach-related complications were unplanned 
decannulations (removal of the tube), uncontrolled bleeding, occlusion of the trach, 
and mucus plug/thick secretions. Researchers analyzed these events for the physical 
and physiological complications, their frequency, and the contributing factors, to 
identify the potential risks and develop prevention strategies. The most common 
causes were issues with equipment, knowledge and training, and communication.

Establishing standardized policies and procedures, including equipment checks and 
bedside signage indicating that the patient has a tracheostomy or a laryngectomy, as 
well as staff training on these policies and basic tracheostomy care, can help reduce 
the chance of airway-related complications and help both patients and staff breathe 
easier.
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Serious medication errors can be devastating for patients and their loved ones, 
but fortunately they are both preventable and uncommon. In 2020, only 0.4% (166 of 
46,568) of medication errors reported to the Pennsylvania Patient Safety Reporting 
System (PA-PSRS) were considered a serious event. According to PA-PSRS, 250 serious 
medication error events occurred in the emergency department (ED) from 2011–
20, and understanding how and why they happened can help prevent them from 
happening again.

Authors Elizabeth Kukielka and Rebecca Jones analyzed these events with a focus 
on the medications involved, when the error occurred, and the type of error. The 
data showed that more medication errors happened on the weekend versus Monday 
through Thursday and in the evening rather than the morning. Most of them occurred 
at the prescribing and administration stages of the medication-use process, and 
the most common errors were wrong dose and wrong type. The medications most 
frequently involved included epinephrine, opioid analgesics, and insulin.

Forewarned is forearmed—knowing this data and the wealth of information about 
ED medication errors presented in this study offers the opportunity to prevent them. 
Some safety strategies to consider: stock epinephrine autoinjectors, use computerized 
physician order entry with integrated clinical decision support, and add an emergency 
medicine pharmacist (EMP) to your emergency medicine team or expand existing 
EMP services. As this is the first study to consider the timing of serious medication 
errors in the ED, reduced staff overnight and a greater patient volume from Friday 
through Sunday also may be worth looking at as contributing factors.

Med Safety in the ER
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How to Write a Quality Improvement Project
Have you implemented a successful quality improvement (QI) project that you 
know could benefit others? Many people want to share the results of their QI projects 
but keep putting it off, don’t think they have the time to write it up and submit it 
for publication—or don’t have any idea of where to start. If this sounds like you or 
someone you know, here’s a step-by-step guide that can help get your work into 
other people’s hands, where it can do even more good.

Writing a formal paper might seem overwhelming at first, but just like writing a college 
essay, it can become more manageable by organizing your information and breaking 
it down into smaller sections: the introduction with a problem description, rationale, 
and specific aims; methods, which include context, details about the intervention, 
and the study and measurements of the intervention; results and analysis; summary 
and interpretation; limitations; and a conclusion restating the impact and relevance 
of the intervention and suggesting next steps.

The author of this succinct and actionable guide, Patient Safety Movement Foundation 
programs manager Olivia Lounsbury, reassures all who might follow it that “the 
academic publication of your QI project could be much simpler than you previously 
imagined.”

Although some may presume that patients relying on a tracheostomy tube to 
breathe have a “safe” airway with a lower risk of complications, researchers from 
the University of Pennsylvania Health System (Penn) determined that more than 
20% of the highest-acuity emergency airway calls at the Hospital of the University 
of Pennsylvania involved patients with tracheostomies. This patient population has 
unique needs and health risks, requiring specialized training, care, and equipment—
which is especially critical in emergency situations. Considering the combined 550 
tracheostomy procedures performed each year at Penn facilities and the daily census 
of inpatients with trach tubes (5%–6%), the Penn airway safety committee turned 
their focus to addressing tracheostomy-related challenges throughout the healthcare 
system.

Their efforts revealed that a broad, multidisciplinary, and interprofessional 
approach is required to improve the quality and safety of tracheostomy care. 
Some of their recommendations include providing extensive education and training 
in tracheostomy assessment and interventions to the airway rapid response team, 
introducing airway safety grand rounds, conducting simulation activities, and 
tracheostomy safety nets.

Facilities interested in replicating and advancing their work can read about the 
approaches and results of their quality improvement initiative and seek further 
resources from the UK National Tracheostomy Safety Project and the Global 
Tracheostomy Collaborative, of which Penn is a part.

Patient Safety Initiatives — Team- and System-Based Efforts to Improve Trach Care
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Wrong-site surgery (WSS)—in which a surgical procedure is performed on the 
wrong side of the body, the wrong location, or on the wrong patient, or an incorrect 
procedure is performed—is considered a “never” event, meaning it should never 
happen. Yet, it does. In fact, from January 1, 2015, to December 31, 2019, 368 WSS 
events were reported from 178 healthcare facilities in the Pennsylvania Patient Safety 
Reporting System. Bob Yonash, senior patient safety liaison at the Patient Safety 
Authority (PSA), explains why.

“Based on my experience, the answer is multifaceted. In speaking with staff members 
in facilities throughout [Pennsylvania], including medical, nursing, and ancillary 
staff, there is no one answer. The [operating room] suite is notoriously busy, but I 
am told that this has been the ‘norm’ for many years. One theme though that I as an 
observer have come to realize is that all involved need to work as a team. From the 
patient requiring the surgical procedure to the surgeon who is ultimately responsible 
for their care and the many dedicated staff members in between.”

The good news is that WSS can be prevented by involving the patient and/or their 
family in verifying information about the procedure they need before and during the 
operation, using multiple pieces of information to confirm the procedure, and using 
surgical site marks to prepare for the procedure, and with a final time-out to check 
that the correct site is designated and the correct procedure is performed on the 
correct patient. The PSA released formal recommendations that expand on current 
guidelines to ensure correct site surgery on March 19, 2022.

This Year’s I AM Patient Safety Awards Go To…
I AM Patient Safety is the Patient Safety Authority’s annual contest celebrating the 
things that go right each day to make patients safer. Judges selected individuals and 
teams from healthcare facilities throughout Pennsylvania and nationwide to receive 
awards in 10 categories: Safety Story, Transparency and Safety in Healthcare, Individual 
Impact, Improving Diagnosis, Physician Offices, Ambulatory Surgical Facility, Sepsis, 
Long-Term Care Facility, Time-Outs, and Nationwide Warriors. In addition to these 
winners and a special award chosen by PSA Executive Director Regina Hoffman, two 
runners-up in each general category are also being recognized for their commitment 
to patient safety. 

Read their stories here.

Perspectives — Does Wrong-Site Surgery Really Happen?

Are you feeling the
To bring awareness to the urgent problem of clinician burnout 
and help advance solutions and strategies, Patient Safety will 
publish a special issue on burnout, fatigue, and depression in 
healthcare next January. 

We are looking for original research articles, focused reviews, 
perspectives, commentaries, quality improvement studies, or 
other manuscripts related to how burnout has been affecting 
healthcare workers, patients, and health facilities and systems. 

Submit a manuscript 
for our special issue 

dedicated to burnout!

Please send us your work 
by May 31, 2022.
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Whether to become a nurse, therapist, pharmacist, or physician, students dedicate 
upwards of 15 years learning their profession, with countless hours spent studying 
topics like anatomy, pharmacology, and chemistry. But what about empathy?

Jefferson University created the Health Mentors Program to teach future caregivers 
what it’s like to experience the other side of healthcare. Health mentors—dedicated 
volunteers with chronic conditions such as diabetes, visual impairment, or limited 
mobility—meet regularly with teams of students to help them learn everything about 
medicine not found in a textbook. Patient Safety Managing Editor Caitlyn Allen sat 
down with program directors Drs. Anne Bradley Mitchell and Nethra Ankam, and 
faculty support Dr. Brooke Salzman to learn more.

“We’re so used to that biomedical model where students come with a desire to fix 
things,” Salzman said. “The Health Mentors Program forces the students to step back 
and be present with their health mentor and learn how to listen more empathically 
and not to jump into that fix-it mode. Listening is much more effective than making 
assumptions.”

When the Patient Becomes the Teacher
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