MiXXHapoaHi ctTaHaapTH 6e3neKkn
NauieHTa
International patient safety goal
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‘Qjﬁ KoHAiKT iHTepeciB

Y nonoBigaya Hemae byab-aKOro KOHPAIKTY iHTEpPeciB Nig yac
AaHOro AoKnaaay
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‘QZ Joint commission international

';J'oint Commission

International

Organization Accredited
by Joint Commission International

Joint comission — cuctema akpeauTaLii 3aKki1aaiB OXOPOHM 340POB’A, OCHOBHA MeTa KOI —
NOKPALWMTM AKICTb HaJaHHA MeANYHOI AONOMOru Ta 6e3neKy nauieHTa.

3acHoBaHa B 1951 poui B CLLUA i akpeautyBana b6inbie 21 000 3aKn1a4iB OXOPOHM 300p0B’A.

Y 1998 poui ctBopeHo Joint Commission International, sKa akpeanTye 3aknaam OXopoHU
340poB’a 3a mexamu CLLUA, no Bcbomy CBITY
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IPSG 1. |gpeHTn®iKaLis
NaLuleEHTa
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‘ij IPSG2 - nigBuweHHA epeKTUBHOCTI nepeaadi aHNX
MiXK MeaAUYHUM NepPCcoHANOM B YCHIN popmi Ta No
TenedoHy

* Knro4yoBi MOMEHTU nepeaavi AaHUX B YCHiIK dopmi Ta No TenePoHy
1) 3anucaTtu iHpopmaliito
2) NMpountat 3anucaHe

3) OTpumaTtu NiaTBEPAKEHHS
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Assessment:
(@ulmea CTaHy HOIMN)

Iecommehdatlon
(PexomeHnpauii)

YeK-nnUCT nepenadi NauieHTa npu nepesmiti
4eproBoro NepcoHany



IPSG 3
1eKa 3aCTOCYBaHHA NiKapCbKUX 3acobiB,
| MOXYTb COPUYNHUTMN CEPUO3HY LLIKOAY

ANA NMaLleEHTA

Medlcatlon Errors
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A, Tapra. 11-it BpI/ITaHo—VKpalHCI]kQH’EﬁQHLQgﬁ Q&HQBPJIO :

TOB «ITosorosuii 6yAMHOK Ilpouenypa «BHKOpHCTaHHSA JTiKapChKHX 3aC00iB,

/\e/\e Ka UICIO BHKJIMKATH CepHO3HY WIKOLY NPH MOPYLICHH] 1HC
ettt T IPSG 3, 3.1

1. Onuc npouenypin.
. Cranpapt IPSG 3.

[Tonorosuii Gyauuky «Jlemexa» (IIBJI) BU3HAUMB CIHMCOK IIper:
CHIPUYHHATH CEPHO3HY LIKORY JULA nali€eHTa: |
AnpeHaiH
MesaToH
HopanpeHaiiH
Hodamin
['enapuH
[HCYNiH
. Tpakpiym
Jutuinin
HoOyramiH

O@QQMPPP?
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‘QZ IPSG 4. be3sneKa XipypriyHOro BTpy4aHHA
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B CLUA KOXHOro TUXXHA cTaeTbca 61M3bKo 50

BMNaaKis “wrong-site incidents”
50x52=2600 BnnagkKis Ha PIK

Print Issues E-Weeklies Infection Control Conferences Webinars Whitepapers Multimedia Lists About Us Channels

Turnarounds Transactions & Valuation Anesthesia Gl & Endoscopy Coding, Billing, and Collections Accreditation Quality Leadership & Management

New ASC Development Total Joint Replacements Outpatient Spine Benchmarking Supply Chain

Clinical Leadership & Infection Control
Click Here to Access the New

10 things to know about wrong-site surgery pair ey ool

Written by Mary Rechtoris | August 12, 2015 | Print | Email

No.1ranked
ASC EHR Vendor
4 years in a row.

Wrong-site surgery is defined as "never events," that unfortunately are not all that uncommon.

- Tweet
Here are 10 things to know about wrong-site surgery:

1. Of the events reviewed by the Joint Commission between 1995 to 2000, wrong-site surgery incidence accounted
for 13.4 percent of cases. The Joint Commission on Accreditation of Healthcare Organizations of the USA defined
these events as "unexpected events in a healthcare setting that cause serious physical or psychology injury, or risk to
a patient that is not related to the natural course of the patient's illness."

2.The Joint Commission Sentinel Event program identifies wrong-site surgery as a rather common instance of a
sentinel event. The Joint Commission has published two Sentinel Event Alert newsletters addressing wrong-site s Powering Surgical Performance
surgery. The first was published in 1998, followed by a second in 2001. In 2004, the Joint Commission held its first
World Wrong Site Surgery Summit and launched the Universal protocol.

CMS APPROVES

3. In the United States, 9,744 malpractice settlements for surgical "never events" were paid from 1990 to 2010 totaling REIMBURSEMENT FOR
$1.3 billion. Of these settlements, approximately 6 percent of patients died, 32.9 percent of patients suffered a EXPAREL IN THE AMBULATORY
permanent injury and 59.2 percent of patients experienced temporary injuries. SURGERY CENTER

4. The Joint Commission projects as many as 50 wrong-site incidents occur each week in the United States.
10 things to know about wrong-site surgery. https://www.beckersasc.com/asc-quality-infection-control/10-things-to-know-about-wrong-site-surgery.html. Becker's
R . .
7 BN Hospital Review
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LLlopoKy B EBponi binbwe 4 MAH. NAUIEHTIB 3apaXKatoTbCA iIHPEKLiAMMN, aCOLLIMOBAHUMM 3 HAAAHHAM
meaunyHoi gonomoru (HCAI)

LLlopoKy B EBponi nomupae 110 000 nauieHTiB, 3apaxkeHmnx HCAI, 3 Hux y 37 000 HCAI € 6e3nocepeaHboto
NPUYMHOKO CMEPTI

Y 38’a3Ky 3 HCAI wopoKky aoaaetbca 16 MaH 3aMBUX AHIB rocnitani3auii, WO OUiHIOETbCA B 7 MAPA, EBPO
CLIA — 1,7 mnH nauieHTi, 99 000 cmepTen, ButpaTtn — 6,5 mapa gonapis

OCHOBHUM WANAX Nepeaadi iHbeKLUii —Yepe3 pyKku

Y 2009 poui BOO3 3anoyatkysano nporpamy SAVE LIVES: CLEAN YOUR HANDS CAMPAIGN

3 2009 pOKY KinbKiCTb 3aparkeHunx 3a pik 3meHLwunnaca Ha 1 maH, Kinbkictb cmepTten Ha 13 000, aHiB
rocnitanisauil — Ha 9 MH, BUTPAT — Ha 6 Mapa EBPO

WHO Healthcare-associated infections. Fact Sheet. [Accessed April 1, 2018]. Available from:
http:/ /www.who.int/gpsc/country_work/gpsc_ccisc_fact_sheet_en.pdf
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Mepea uncToto/acenTuyHoro
npouezgypoto

Before clean/aseptic task

1

[lepen KoHTakTOM 1“
3 NaLji€HTOM §

Before patient contact

[Nicna koHTakTy
3 NaLlieHTOM

After patient contact

N .
)
\,

[Micna cutyauii, nos’sa3aHoi 3

3 PU3NKOM KOHTaKTY Micna KkokTakTy

3 BionorivyHnMK pignHamu 3 06’eKTaMu,
After body fluid exposure risk fKi nepebysanv
B OTOYEHHI "
nauieHTa '
<> , After contact with
NPABWUIA FIFIEHU PYK ,‘ patient surroundings

ANA MEOANYHOI O NMEPCOHANY
HAND HYGIENE FOR HEALTHCARE STAFF
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Johns Hopkins
Fall Risk Assessment Tool

If patient has any of the following conditions, check the box and apply Fall Risk interventions as indicated.

High Fall Risk - Implement High Fall Risk interventions per protocol
O History of more than one fall within & months before admission
O Patient has experienced a fall during this hospitalization
O Patient iz deemed high fall-risk per protoeol (e.g., seizure precauticns)

Low Fall Risk - Implement Low Fall Risk interventions per protocol
O Complete paralysis or completely immobilized
Do not continue with Fall Risk Score Calculation if any of the above conditions are checked.

Age (singie-select]
O 60 - 69 years {1 point)
O 70-79 years (2 pointz)
O greater than or equal to B0 years (3 points)

Fall History (singis-select)
O One fall within & months before admission (5 points)

Elimination, Bowel and Urine (single-select)
O Incontinence (2 points)
O Urgency or frequency (2 points)
I Urgencyffrequency and incontinence (4 points)

Medications: Includes PC Alopiates, anticonvulsantz, anti-hypertensives, diuretics, hypnotics,
laxatives, sedatives, and peychotropics (zingle-salect)

O ©On 1 high fall risk drug (3 points)

O ©On 2 or more high fall risk drugs (5 points)

0 Sedated procedure within past 24 hours (7 points)

Patient Care Equipment: Any equipment that tethers patient (e.g., I/ infusion, chest tube, indwelling
catheter, SCDs, etc.) (single-select)

O One present (1 point)

O Two present (2 points)

O 3 or more present (3 points)

Mobility jmuifi-zelect; choose all that apply and add points together)
0 Requires assistance or supervision for mobility, transfer, or ambulation (2 points)
O Unsteady gait (2 points)
O Visual or auditory impaimrment affecting mobility (2 points)

Cognition {multi-select; choose all that apply and add points fogether)
O Altered awareness of immediate physical environment (1 peint)
O  Impulsive (2 points)
O Lack of understanding of one's physical and cognitive limitations (4 points)

Total Fall Risk Score (Sum of all points per category)

e N
OHNS HOPKINS

A Bicense is required fior use of this tool. To purchase. contact jjhn@ihmi.edu & J
Copyright ©2007 by The Johns Hopkins Health System Comporation. MEDICINE
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IPSG 6. 3HMKXEHHA PU3NKY
TPaBMyBaHHA MaLIEHTIB
BHAC/MIA0K NaaiHHA
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3axoamn ana 3anobiraHHA NaaiHHIO NALLEHTA




‘%ﬁ International patient safety goal. Miacymok

|lpeHTUdikauia nauieHTa
/. BpockoHaneHHs nepeaayi gaHux B ycHi dopmi Ta no tenedoHy

3. PoboTa 3 Hebe3neyHMmm, CriB3BYYHUMM Ta CXOKUMM Ha BUMNAL NpenapaTtamu Ta
KOHLLEHTPOBAHUMMW €NeKTPONITaMU

be3sneKa XipypriyHOro BTpy4aHHA
5. TirieHa pyK

6. 3anobiraHHA NagiHHIo
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Thank you.
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