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7% mortality rate for each additional patient assignment over the regular nursing workload. Of course going to be different for area of hospital, how long out of school, acuity rate. 

23% increase in nursing turnover with overload. 

Direct care by RN results in better patient care. 

Patient views: 95% would report medical error if discovered.

Cost:

Average increase for hospital bill was $4700 each time a medication error occurred. 

Majority of respondents described healthcare as “moderately safe” and in their opinion the main issue in medical mistakes was due to carelessness or negligence on part of the health care professional. 
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2007 Patient Hospital Goals 

		 Patient Identification

		Effective Communication

		Safe use of medications

		Reduce healthcare infections

		Accurate med list

		Reduce falls and injuries

		Influenza and Pneumococcal prevention

		Reduce surgical fires



		Reduce pressure ulcers

		Adequate patient assessment

		Wrong site, patient, procedure 

		Involve patient’s in own care

		Identify safety risk for particular facility 

		Safe use infusion pumps and alarms 
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51% of nurses report increase confidence in practice with additional education and certifications post graduation. 

Be careful with delegation. Review the delegation model on the ARSBN web-site. 

You can NOT delegate assessment. Don’t tell someone to go and check on someone for you when you should be down there reassessing the patient yourself. 

If there is a mistake, the patien has a right to know. Be prompt, factual, but don’t lay blame “they are so short staffed I am taking care of more patients than I should be”, provide short and long term consequences. Be compassionate. If you have established a rapport with the patient before hand you are more likely to not get sued. Communication is one of the most important skills one can have as a nurse. 

Be respectful, answer the patient’s questions. 

Sentinel events: unanticipated death, permanent loss of function, suicide, death of full term infant, abduction of patient, rape, assault, transfusion reaction, surgical mistake, unintended retention of foreign object, sever neonatal hyperbilirubinemia. 
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Assignment 

		Review: “Look alike sound alike”

		Review: ARSBN Delegation model for RN

		Review: “Do not use list” 

		Review: Sentinel Event list 
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Sentinel event: unexpected occurrence involving death or serious psychological injury, or risk thereof which signal the need for immediate investigation and response. 

Root Cause: Underlying cause of the event. Based on industry standard of OSHA to determine the root cause of all accidents. 

National patient safety goals: Updated yearly, based on reported events, accreditation dependent on compliance. 

The initial goals were released in 2002 and all facilities had to be in compliance by 2003. 

Error: failure to rescue is a term you have to be familiar with. This is the basis of many malpractice suits. Melissa Darnell has an excellent article about failure to rescue that I think she shares in one of her lectures. If you do not take the necessary action, where do to staffing, lack of assessment skills, lack of orientation to facility, or other reason, you are held liable if poor outcomes is result of your failing to act. In a court of law, you are held to the standard set forth by nursing accrediting bodies, state boards of nursing, and other professional nursing bodies. They will ask an expert in the area to testify what a competent person in the same situation would have done. 
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This is a joint commission requirement. Not an option. As nurses, we have to look at the research, our own facilities, Joint commission requirements to provide the safest environment for our patients, resulting in better patient outcomes, shorter hospital stays, decreased inpatient return and especially, decreased mortality rates. 














