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Abstract:

Root cause analysis (RCA) is a method of problem solving that tries to identify the root
causes of faults or problems.

A root cause is a cause that once removed from the problem fault sequence, prevents the
final undesirable event from recurring

RCA practices solve problems by attempting to identify and correct the root causes of
events, as opposed to simply addressing their symptoms.

Focusing correction on root causes has the goal of preventing problem recurrence.

RCFA (Root Cause Failure Analysis) recognizes that complete prevention of recurrence

by one corrective action is not always possible.

Conversely, there may be several effective measures (methods) that address the root
causes of a problem. Thus, RCA is an iterative process and a tool of continuous
improvement

RCA is typically used as a reactive method of identifying event(s) causes, revealing
problems and solving them.

Analysis is done after an event has occurred. Insights in RCA may make it useful as a
preemptive method. In that event, RCA can be used to forecast or predict probable
events even before they occur
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PREFACE

Dissertation is an integral part of MBA-HM curriculum. For the partial fulfillment of
the requirements of the curriculum each student has to join an organization for the
period of dissertation and complete their assigned project for submission of their final
Thesis.

The major objectives of the Dissertation programme are as follows:

1) To understand and learn day to day operational management of a Hospital /
Health Care Organization and its service centers.

2) To study identified issues/ problems associated with some specific operational
area / programme .

3) To acquire more knowledge on roles and responsibilities of key players and
stakeholders in the hospital. To understand various functions in hospital by
interactions with key stakeholders, policy makers, academicians and researchers.

4) To work on the project/task assigned by the organization.

During the dissertation period, |1 had an Overview of various departments of the
hospital. | also carried out a study titled “Root cause analysis on errors in patient
identification process in a multi speciality Hospital”

The aim of the study was to understand the discharge process of an organization and to
identify the possible points of delay in discharge process and then suggesting steps to
improve the discharge process as well as decreasing the overall discharge time of the

hospital.




ABOUT THE ORGANISATION

We at Shree Siddhi Vinayak Hospital believe that the core values of excellence, respect,
teamwork, integrity and caring are essential for the well being and this is evident in the
vision and mission of our hospital.

VISION:

“Shree Siddhi Vinayak Hospital will strive with excellence to fulfill the needs of the
community in its chosen field of medical treatment”

MISSION:

"To serve patients suffering from diseases, through an efficient technology and human
expertise, in a caring and nurturing environment with the respect for human dignity and

life."

“sarve bhavantu sukhinah”

We believe in setting the best practice standards in our services, continuously improving

performance and exceeding the expectations of our patients as well as their families.

We believe in:

Training and developing the best human resource as the key to deliver superior patient
service.

Consistently investing in technology and infrastructure to match the benchmarks..

Continuously educating the community about the prevention of cardiac disorders.

The Journey:

Shree Siddhi vinayak hospital is a hundred bedded multi speciality hospital located in
the heart of  Bhilwara. It encompasses modern healthcare facilities and state of art




technology dedicatedly supported by a committed staff that brings to fore our broad
health care system. As per MD Dr.Dushyant Sharma, our hospital is a continous
commitment to Quality human care,which truly

reflects our motto “sarve bhavantu sukhinah”.Being a center of medical excellence
where technology meets international norms and standard we have got what it takes to
be a Pioneering Quality Health care institute that is also one of the most sought after
and “Patient Friendly Hospital”

The Hospital boasts of a cardiac ambulance service committed to provide patients with
the highest level of Medicare and comfort during transport.The new air suspension
technology of the vans,state of art medical equipment for monitoring and sound
management of life threatening emergencies and also it helps reduce risk and provide
critical care at the time of an emergency.

Spacious wards and pleasant ambience coupled with scenic view from all floors ,the
trendy cafeteria with calming interiors and nutritious food helsp ease the stress of the
relatives of patients,the 24-hours Chemist Shop has readily available supply of drugs
and medicines for the convenience of patient’s relatives.

Our excellent nursing staff and patient friendly atmosphere helps the patient to

recuperate faster and better.

The hospital owes a Cath lab, a modular OT with laminar air flow and HEPA filters for
coronary Bypass surgeries, Coronary Angioplasty and other special surgeries.

They are having 4 bedded ICU including cardiac, surgical, Medical, neonatal and
pediatric ICU.

The citizens of south east Rajasthan could now avail multi speciality medical care in the
areas of

Neurology, Neurosurgery, Orthopaedics, Minimal Access Surgery and Critical care
Besides other specialities like Urology, Nephrology, Medical and Surgical Oncology,
Endocrinology, Gynaecology, Paediatrics, Emergency Care and Preventive Healthcare,

in Bhilwara itself rather than having to go westwards.
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Various departments in the hospital are :

Clinical Services:

e 24-hour Accident &Emergency Services
e Anesthesia

e Cardiology

e Cardiothoracic Surgery

e Dermatology

e Endocrinology

e ENT

e Gastroenterology

e General & Laparoscopic Surgery
e Health Check-Ups

e Internal Medicine

e Medical Oncology

e Nephrology

e Neurology

e Neurosurgery

e Obs. & Gynaecology

e Ophthalmology

e Orthopaedics

e Paediatrics

e Psychiatry & Psychotherapy
e Respiratory Medicine

e Urology

Critical Care Unit
e Cardiac Intensive unit
e Surgical intensive care unit
¢ Neonatal Intensive care unit
e Intensive Cardiac care unit

Diagnostic Services



http://www.ha.org.hk/hesd/nsapi/?MIval=ha_view_content&c_id=100181

e Laboratory (Pathology, Microbiology)
e Radiology (MRI Service delivery at SRL Diagnostic centre)

Therapeutic services

e Clinical consultation services

e Clinical inpatient service

e Operation theatres

e Labor room

¢ Digital Cath Lab

e Dialysis Unit

e Bronchoscopy

e Endoscopy

e ECG, Echo, TMT, EEG, EMG, PSG, Spirometry

Ambulatory Care Area

e Outpatient services
e Emergency services
e Pharmacy services (IP- 24 Hrs, OP Pharmacy)

Auxiliary Services

e Dietary services

e Central Sterile and Supplies Department

e Stores (general, medical) & Sub stores

e Housekeeping

e Security

e Medical record department

e Hospital Management Information System
e Administrative Office

e Ambulance & Non ambulances

10




INTRODUCTION:

Root cause analysis (RCA) is a method of problem solving that tries to identify
the root causes of faults or problems. A root cause is a cause that once removed from
the problem fault sequence, prevents the final undesirable event from recurring. A
causal factor is a factor the affects and event's outcome, but is not a root cause. Though
removing a causal factor can benefit an outcome, it does not prevent its recurrence for

certain.

RCA practice solve problems by attempting to identify and correct the root causes of
events, as opposed to simply addressing their symptoms. Focusing correction on root
causes has the goal of preventing problem recurrence. RCFA (Root Cause Failure
Analysis) recognizes that complete prevention of recurrence by one corrective action is

not always possible.

Conversely, there may be several effective measures (methods) that address the root
causes of a problem. Thus, RCA is an iterative process and a tool of continuous

improvement.

RCA is typically used as a reactive method of identifying event(s) causes, revealing
problems and solving them. Analysis is done after an event has occurred. Insights in
RCA may make it useful as a preemptive method. In that event, RCA can be used
to forecast or predict probable events even before they occur. While one follows the
other, RCA is a completely separate process to Incident Management.

Root cause analysis is not a single, sharply defined methodology; there are many
different tools, processes, and philosophies for performing RCA. However, several
very-broadly defined approaches or "schools” can be identified by their basic approach
or field of origin: safety-based, production-based, process-based, failure-based, and

systems-based.

o Safety-based RCA descends from the fields of accident analysis and occupational

safety and health.

11
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e Production-based RCA has its origins in the field of quality control for
industrial manufacturing.

e Process-based RCA is basically a follow-on to production-based RCA, but with a
scope that has been expanded to include business processes.

o Failure-based RCA is rooted in the practice of failure analysisas employed
in engineering and maintenance.

o Systems-based RCA has emerged as an amalgamation of the preceding schools,
along with ideas taken from fields such as change management, risk management,

andsystems analysis.

Despite the different approaches among the various schools of root cause analysis, there
are some common principles. It is also possible to define several general processes for

performing RCA.

General Process for performing and documenting an RCA:

RCA (in steps 3, 4 and 5) forms the most critical part of successful corrective action,
because it directs the corrective action at the true root cause of the problem. Knowing
the root cause is secondary to the goal of prevention, but without knowing the root
cause, it is not possible to determine what an effective corrective action for the defined

problem would be.

1. Define the problem or describe the event factually. Include the qualitative and
quantitative attributes (properties) of the harmful outcomes. This usually
includes specifying the natures, the magnitudes, the locations, and the timing of
events.

2. Gather data and evidence, classifying it along a timeline of events to the final
failure or crisis. For every behaviour, condition, action, and inaction specify in
the "timeline" what should have been done when it differs from what was done.

3. Ask "why" and identify the causes associated with each step in the sequence
towards the defined problem or event. "Why" is taken to mean "What were the
factors that directly resulted in the effect?"

4. Classify causes into causal factors that relate to an event in the sequence and
root causes that if eliminated, can be agreed to have interrupted that step of the

sequence chain.

12
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5. ldentify all other harmful factors that have equal or better claim to be called
"root causes.” If there are multiple root causes, which is often the case, reveal
those clearly for later optimum selection.

6. Identify corrective action(s) that will with certainty prevent recurrence of each
harmful effect, including outcomes and factors. Check that each corrective
action would, if pre-implemented before the event, have reduced or prevented
specific harmful effects.

7. ldentify solutions that, when effective, and with consensus agreement of the
group, prevent recurrence with reasonable certainty, are within the institution’s
control, meet its goals and objectives and do not cause or introduce other new,
unforeseen problems.

8. Implement the recommended root cause correction(s).

9. Ensure effectiveness by observing the implemented recommendation solutions.

10. Identify other methodologies for problem solving and problem avoidance that
may be useful.

11. Identify and address the other instances of each harmful outcome and harmful

factor.

The investigation of adverse events can be decomposed into a number of different
activities; For example, data must be collected about the events that led to a mishap.
Interviews and the analysis of data logs and charts provide the information that is
necessary to understand what happened. Elicitation techniques may also extend
more widely into the organizational and managerial context in which an incident
occurred. Together these different sources of information can contribute to our
understanding of why there was an accident or near-miss. Any causal analysis, in
turn, helps to guide the identification of recommendations that are ultimately
intended to minimize the likelihood of any future recurrence. It is important to stress
that these different activities often overlap so that, for instance, it is often necessary
to gather additional evidence to support particular causal hypotheses. Similarly, the
identification of potential recommendations often forces analysts to reconsider their
interpretation of why an adverse event occurred.

The “US Joint Commission on Accreditation of Healthcare Organizations (2004)”
identifies similar stages when it argues that a “meaningful improvement in patient

safety” is dependent upon:

13




1. Identification of the errors that occurs.

2. Analysis of each error to determine the underlying factors -- the "root
causes" --that, if eliminated, could reduce the risk of similar errors in the
future.

3. Compilation of data about error frequency and type and the root causes of
these errors.

4. Dissemination of information about these errors and their root causes to
permit health care organizations, where appropriate, to redesign their
systems and processes to reduce the risk of future errors.

5. Periodic assessment of the effectiveness of the efforts taken to reduce the

risk of errors.”

Previous Studies of Causation in Healthcare Incidents:

Chassin and Becher’s (2002) study of an individual incident has been supported by more
sustained studies into the causes of adverse healthcare events. For example,
VanVuuren’s (19XX) study of Intensive Care, Accident and Emergency and Anaesthesia
related incidents in UK hospitals found that poor communication was a major factor
amongst the many organization issues that contributed to adverse events. A recent
investigation into the causes of near miss incidents in an Edinburgh Intensive Care Unit
also focussed on organisational factors, including poor communication between
healthcare professionals (Busse and Johnson, 1999). This study was based on over ten
years of incident data that was collected by a consultant, Dr David Wright. Over the
lifetime of the reporting system, a study of the human factors literature together with
operational experience were used to inform a classification scheme for adverse events.
Each report was analyzed to identify ‘causes’, ‘contributory factors’, and ‘detection
factors’. ‘Causes’ included human error and equipment failure. Incidents involving
human error were further associated with particular tasks, such as "vascular lines
related”,"drugs-administration-related” or "ventilator-related”. Contributory factors
included:inexperience with equipment; shortage of trained staff; night time; fatigue; poor
equipment design; unit busy; agency nurse; lack of Suitable equipment; failure to check
equipment; failure to perform hourly check; poor communication; thoughtlessness
;presence of students/teaching; too many people present; poor visibility/position of

equipment; grossly obese patient; turning the patient; patient inadequately sedated; lines

14




not properly sutured into place; intracranial pressure monitor not properly secured; endo
tracheal tube not properly secured; chest drain tube not properly secured and naso gastric
tube not properly secured. Finally, incidents were analyzed to identify detection factors.
This illustrates an important issue. It can often be difficult to entirely remove the
potential for adverse events; especially when healthcare professionals rely on
information and services from other groups and individuals. In such circumstances, it is
particularly important to strengthen those detection factors that have successfully

identified potential adverse events in the past.

Literature Review:

Root Cause Analysis for beginners- James J. Rooney, Lee Vanden Heuvel:

In this Paper the authors define root cause analysis and how to perform it from a
beginners perspective and also illustrate its importance in various sectors. According to
them Root cause analysis is a process designed for use in investigating and categorizing
the root causes of events with safety, health, environmental, quality, reliability and
production impacts. Simply stated RCA is a tool designed to help not only what and
how an event occurred but also how it occurred. The authors went on to explain about
the root causes which are underlying causes which are reasonably identifiable and can
be controlled by management. The authors also explained the process of performing
Root cause Analysis as data collection, cause charting, root cause identification,

recommendation generation and Implementation.

The development of an incident analysis tool for medical field- W. Van Vuuren,
T.W. Vanderschaff and C.E. Shea:

In this study of Intensive Care, Accident and Emergency and Anaesthesia related
incidents in UK hospitals the authors found that poor communication was a major factor
amongst the many organization issues that contributed to adverse events. In this paper
they first briefly describe PRISMA, an incident approach originally developed in the
chemical process industry. Following this, the experiences of the first PRISMA
applications in the medical field are outlined, leading to some important differences

15




between the medical field and industry for the development of the medical version of
PRISMA .Finally, the medical version of PRISMA is described in detail. Some first

validation results are reported, and further developments are outlined.

Human Error in an Intensive Care Unit - A Cognitive Analysis of Critical
Incidents- D. K. Busse, C. W. Johnson:

In this recent investigation into the causes of near miss incidents in an Edinburgh
Intensive Care Unit also focussed on organizational factors, including poor
communication between healthcare professionals (Busse and Johnson, 1999). This
study was based on over ten years of incident data that was collected by a consultant, Dr
David Wright. Over the lifetime of the reporting system, a study of the human factors
literature together with operational experience were used to inform a classification
scheme for adverse events Each report was analyzed to identify ‘causes’, ‘contributory
factors’, and ‘detection factors’. ‘Causes’ included human error and equipment failure.
Incidents involving human errors were further associated with particular tasks, such as

"vascular lines related”, "drugs-administration-related” or "ventilator-related".

The Wrong Patient- Mark R. Chassin, MD, MPP, MPH, and Elise C. Becher, MD,
MA:
According to the authors among all types of medical errors, cases in which the wrong

patient undergoes an invasive procedure are sufficiently distressing to warrant special
attention. Nevertheless, institutions underreport such procedures, and the medical
literature contains no discussions about them. This article examines the case of a patient
who was mistakenly taken for another patient's invasive electrophysiology procedure.
After reviewing the case and the results of the institution's "root-cause analysis," the
discussants discovered at least 17 distinct errors, no single one of which could have
caused this adverse event by itself. The discussants illustrate how these specific "active"
errors interacted with a few underlying "latent conditions" (system weaknesses) to cause
harm. The most remediable of these were absent or misused protocols for patient
identification and informed consent, systematically faulty exchange of information

among caregivers, and poorly functioning teams.
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Root cause analysis is as useful and perhaps even more efficacious in the near-miss
scenario. The technique is applicable not only to laboratory medicine but to all health
care—associated disciplines. A root cause analysis should be performed as soon as
possible after the error or variance occurs. Otherwise, important details may be missed.
All of the personnel involved in the error must be involved in the analysis. Without all
parties present, the discussion may lead to fictionalization or speculation that will dilute
the facts. Asking for this level of involvement may cause staff to feel hostile, defensive,
or apprehensive. Managers must explain that the purpose of the root cause analysis
process is to focus on the setting of the error and the systems involved. Managers
should also stress that the purpose of the analysis is not to assign blame. The comfort
level with the technique increases with use, but the analysis will always be somewhat

subjective.

Root cause analysis is a valuable management tool that can be readily learned
by managers as well as frontline personnel. It can be conducted at several levels of
depth and complexity. As shown in the safety case, this technique has moved us beyond
comforting the employee after the event and reminding her to be careful—which is what
we might have done in the past. The approach has helped us make meaningful changes.
We have developed protocols related to cleaning and the handling of sharps. We have

set the stage for reducing error.

Processes and sub processes of the various departments:

c Patient arrives on c Consultant visits E Medications given @ Patient advised
O thelevel O the patient. Takes to the patient 0d"di's,charge by the
Q
v . o, ) 2 ’
0 Filesreceived @ alook at his file. = samples taken for E consultant when
fom . = o O his condition

£ Bed made ready = Examines the $ the prescribed P e

& Y patient tests by the nurses ~ ( "MPrOVes

< Fatient sent to the c i = J - PO o
assigned bed 8 Frescribes Regular Follow-up RETUERONS glven

RMO visits within
the patient

Chief Complaint,
Duration, History,
Family History

medicines and
tests.

Documents
updated

Files updated

Billing Department
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Patient arrives at OPD

Patient relative
comesto
Hospital
reception(UHID
generated)

Registration
done

Waits for the
consultant

Procedure prescribed

5\

Consultant visits
the patient

Examination
done

Procedure
prescribed

Senttoradiology
dept.

RESEARCH QUESTIONS:

Billing done

Arrives at the
radiology dept.

Shows thefile.
Procedure
prescribed seen
& bill prepared
forthe same

1. What causes error in the patient identification?
2. What improvements need to be done in the process to reduce the errors?

OBJECTIVES:

To analyze the existing filters for patient identification process.

Procedure done

Called for
procedure

Asked to change,
remove
ornaments

Procedure done

Report
generated

Department wise process analysis to identify single point weakness or the loop

holes.

To identify errors in each of the process.

To provide possible solutions to overcome patient identification errors.
To analyze the patient identification process of the hospital and find out the

challenges at each step of the process .
To suggest strategies to reduce errors in the process, if required.

18




METHODOLOGY:
® Departmental process review for the following departments :

Radiology
. Customer care
3. Wards

® Observation of the common identification errors.

@ Potential errors analyzed after the departmental process review and physical
observation.

@ Study area: Shree Siddhi Vinayak Hospital, Bhilwara

@ Study respondents: Nurse, customer care staff, duty doctors and staff of the
radiology department.

® Sampling :

1. This is a cross sectional study. (patient identification in the wards, customer care
department and radiology department)

2. Process mapping was done and patients’ records were followed and the existing
process was reviewed.

3. Review of the current patient identification process was done.

Methods of Data collection:

® Process mapping

® Observation

@ Informal Interviews (Nurses, customer care in-charge, Duty Doctors and
radiology technician)

19




Tools of data collection:

® Datasheet for RCA
® FMEA data sheet

ETHICAL CONSIDERATIONS:

- The data collected from the records will be kept confidential and anonymous

- The anonymity, privacy and confidentiality of the respondents will be
ensured

- Written Informed consent will be taken from the respondents wherever
needed.

- The data collected will only be used for research purposes.

20




DATA ANALYSIS :

Scoring Decision Tree Analysis
Failure Mode: First
Evaluate failure mode Potential Causes RPN Existing Control Single Point
before determining Severity Occurence Detectability S*Osfgre xls/llng 0n7ro Vl\?g z 0";
potential causes ( ) easure eakness?
. . customer care
e S"d:jee;;\::h wrong la executive is unaware 1 1 1 1 Y Y
of the actual spelling
customer care
1b executive 4 2 2 16 Y Y
preoccupied
1c error in the personal 1 > 2 4 v v
computer
1d typing mistake 3 3 2 18 Y Y
2. Wrong discharge slip 2a executive was 5 > 1 10 v v
issued preoccupied
confusion regarding
2 the patient details 4 1 1 4 Y Y
exchange of
24 N N 1 1 1 1 Y Y
° discharge slips
3. Wrong blood sample 3a sticker placed after 5 > > 20 v v
taken the collection
3p sample collected in 5 > > 20 v v
the wrong bottle
3 nursing staff 5 3 3 45 v Y
preoccupied
4.1P stickers exchange 4a pallez;:::emde not 2 3 2 12 Y Y
4b staff was busy 4 2 1 8 Y Y
recieved in the same
4c condition from the 4 1 1 4 Y Y
ICUs
5.Wrong consent taken 5a RMO preoccupied 2 3 3 18 Y Y
Patient's file not cross
5b checked before 4 1 1 4 Y Y
taking the consent
6.Wrong x-ray film 6b X-ray misplaced 4 4 3 48 Y Y
6c Wrong envelope 5 > 3 30 v v
taken
6e Files exchanged 5 1 3 15 Y Y
Patient's details not
6f checked on the x- 5 3 3 45 Y Y
ray by the consultant
Nurse
7'\/\@3“3;:?“9 7a preoccupied.patient 4 3 3 36 Y Y
details not checked
8.Bed number used for e
N e UHID difficult t
the identification of the 8a remelm:::r ° 2 3 2 12 Y Y
patient
IPID too long and
8b diffiicult to remember 8 2 2 12 N Y
8c Bed number not easy 5 5 4 16 v v
to remember
Patient's UHID/Name
not cross checked
A from treatment sheet
9.Wrong medication 9a and not asked before 5 4 1 20 Y Y
administration of
drugs
Medication given not
9b keeping bed no. In 2 4 2 16 Y Y
mind
Wrong treatment
9c sheet referred for 5 2 2 20 Y Y
medication
10.Wrong stickers 10a Carelessness(cust 5 > > 20 v v
placed in patient's file care)
IP Sticker reorderd
10b and placed in other 5 2 3 30 Y Y
adjacent patient file
11.Prescription
exchanged leading to 1lla Ca(r:zlsetsosrzztsczrfethe 5 2 3 30 Y Y
wrong medication
RMO didn’t cross
11b check name while 5 3 2 30 v v
transcribing in to
treatment sheet
Housekeepig involed
in dispatch and
12.X-ray exchange 12a receipt of x ray film 5 5 3 75 Y Y
rather than radiology
staff and nursing.
12b Files exchanged due 5 3 3 45 Y Y
to carelessness
13.wrong patients x-ra Requisition not cross
’ gsﬁoot Yy 13a checked by the 5 2 3 30 Y M
technician
13b Requisition sent for 4 B 3 24 v v
the wrong patient
Technician did not
13c cross check with the 4 2 3 24 Y Y
nursing or patient
14.Wrong x ray 14a X-ray put in wrong 5 3 3 45 v v
dispatched envelope
X-ray received
14b without cross 4 3 3 36 v v
checking details on
film.
X-ray technician
1l4c wrongly typed some 3 2 3 18 Y Y
other patients name.
Wrong report
15.Wrong report 15 dispatched to the 1 1 1 1 N v
dispatched tient
patien
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ROOT CAUSE ANALYSIS:

LIKELY ROOT CAUSE

DESCRIPTION

CRITICALITY
(High/Med/Low)

LIKELIHOOD

DESCRIPTION (high/med/low)

Customer care

Customer Care Low executive is unaware Low
of the actual spelling
IP stlck(ejr W!Ith wrong Customer care Vo
etails executive preoccupied
Error in the personal Med
computer
Typing mistake Med
Customer Care Low Executive W as Med
preoccupied
Confusion regarding
the patient details Low
Wrong discharge slip Exchange of Low
issued discharge slips
Customer Care Med Carelessness(custome Med
r care)
IP Sticker reorderd
and placed in other Med
adjacent patient file
Customer Care Med Carelessness of the Med
customer care
Wards Med Patient's name not Med
checked
IP stickers exchanged Staff was preoccupied Med
Received in the same
condition from the Low
ICUs
Wards Med RMO preoccupied Med
Patient's file not cross
Wrong consent taken
g checked before taking Low
the consent
. HID difficul .
Wards High U difficult to High
remember
Bed number used for
the identification of
the patient IPID too long and Hiah
difficult to remember g
Bed number easy to High

remember
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LIKELY ROOT CAUSE

DESCRIPTION

CRITICALITY
(High/Med/Low)

DESCRIPTION

LIKELIHOOD

(high/med/low)

Wrong medication

Wards

High

Patient's UHID/Name
not cross checked
from treatment sheet
and not asked before
administration of
drugs

High

Medication given
keeping bed no. In
mind

High

Wrong treatment
sheet referred for
medication

Med

Wrong stickers
placed in patient's file

Radiology

High

X-ray misplaced

High

Wrong envelope
taken

Med

Files exchanged

Low

Patient's details not
checked on the x-ray
by the consultant

Med

RMO didn’t cross

check name while

transcribing in to
treatment sheet

Med

X-ray exchanged

Radiology

High

Housekeeping involed
in dispatch and receipt
of x ray film rather
than radiology staff
and nursing.

High

Files exchanged due
to carelessness

Med

Wrong patients x-ray
shoot

Radiology

Med

Requisition not cross
checked by the
technician

Med

Requisition sent for
the wrong patient

Med

Technician did not
cross check with the
nursing or patient

Med

Wrong x ray
dispatched

Radiology

Med

X-ray put in wrong
envelope

Med

X-ray received
without cross
checking details on
film.

Med

X-ray technician
wrongly typed some
other patient’s name.

Med

Lab

High

Nurse
preoccupied.patient
details not checked

Med
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Findings:

Due to preoccupancy of the staff wrong stickers were placed in patient’s file as a
result X rays got misplaced and exchanged.

The housekeeping staff was involved in dispatch and receipt of films rather than
the radiology  staff that leads to errors in correct patient identification.

IP stickers were issued with wrong details, wrong discharge slips were issued as
a result wrong medications were offered to the patients.

Suggestions:

A W bp e

Patient’s name must be checked before the administration of drugs.

ID band must be checked before the patient is admitted to the ward.

IP sticker must be placed on the vile before the collection of the blood sample.
The IP sticker should not be placed on the cassette of the X-ray film. This might
lead to confusion among the films and wrong x-ray film could be given to other
patient.

Nursing staff must be regularly updated and educated about the importance of
patient identification and the complications related to the misidentification of the
patient.

Surprise audits must be conducted inorder to check the method of patient

identification.
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ACRONYMS AND ABBREVIATIONS:

MR No. Medical record no.
NRHM ward National Rural Health Mission Ward
TPA Third Party Assurance
oT Operation theatre
LAMA Left Against Medical Advice
HMIS Hospital Management Information System
RMO Resident Medical officer
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