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Disclosure

• Nothing to disclose
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Who Are We?

Who Are We?

• Global Non-Profit (50 countries)
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Who Are We?

• Create FREE resources for 

hospitals and patients

• Our solutions, APSS, are in 4710 

hospitals in 46 countries

A Commitment-based Approach

• A fresh approach to old problems, without reinventing 
the wheel

• We strive to foster new efforts and build on existing 
patient safety programs through Commitments to ZERO
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Our Network

1. Hospitals & Healthcare Organizations 
- Make a Commitment

2. Partners
- Sign the Commitment to Action letter

3. Healthcare Technology Companies 
- Sign the Open Data Pledge

4. Patient & Family Advocates
- Share their Patient Story

5. Policy Makers 
- Increase awareness and promote patient safety Legislation

Select Committed Hospitals
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Select Partners

Contact

Dr Samer Ellahham 

ellahas@clevelandclinicabudhabi.ae

samerellahham@gmail.com

samerellahham@yahoo.com

971508113142
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https://www.asahq.org/
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Outline 

• Introduction

• Medical Errors

• Second Victim Concept

• Domino Effect Concept

• Holistic Approach to Reduce Medical
Errors

• Take home messages
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Outline 

• Introduction
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• Holistic Approach to Reduce Medical
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• Take home messages

How safe healthcare systems?
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20%
SWEDEN

22%
USA

21%
CANADA

Experienced medical mistake, given wrong medication or dose, lab test error, or delay receiving abnormal test results. Source: 2011 

Commonwealth Fund International Health Policy Survey in Eleven Countries

20%
NETHERLANDS

19%
AUSTRALIA

16%
GERMANY

13%
FRANCE

9%
SWITZERLAND

8%
The UK

Medical Errors Worldwide

Human Beings make mistakes because…

Medical 

Error

Sharp End

Resources & 

constraints

Policies, procedures, 

regulations and systems

Direct 

caregivers

Blunt End

Patient

17

18

http://www.commonwealthfund.org/interactives-and-data/international-survey-data/results?ind=507&ch=477#/barchart/477/53,54,55,56,58,62,63,61,1/477/Descending
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Half of medical errors judged to be 

avoidable
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Outline 

• Introduction

• Medical Errors

• Second Victim Concept

• Domino Effect Concept

• Holistic Approach to Reduce Medical
Errors

• Take home messages

What is a Medical Error?

• A preventable adverse effect of care

• An inaccurate diagnosis or treatment of disease, 
injury, syndrome, behavior, or infection

• Infections acquired in the hospital

• Wrong dose, wrong medication, wrong patient.

• Poor hand-over communication 
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The Facts

• Medical Errors:
- Are the cause of over 200,000 preventable patient 

deaths in U.S. hospitals each year and 4.8 Million 
globally

- Are the third-leading cause of death in the U.S., 
behind heart disease and cancer

- Are the 14th leading cause of death globally, more 
than TB, Malaria and HIV combined. 

- The impact of medical errors on healthcare in the 
United States, alone, is between $19.5 and $958 
billion per year.
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Story 
• Critical care nurse in Seattle Children’s Hospital accidentally gave a 

sick baby a fatal dose of calcium chloride. September 2010.

• The incident resulted in the death of the 8-month-old child; the 
nurse was later fired. 

• The nurse was refused work despite having 27 years of pediatric 
experience. 

• Seven months later, the nurse committed suicide.

• The integrity of the hospital was questioned and it had to pay a 
hefty fine. 

• The community’s faith in the nursing profession was shaken and the 
risks associated with the nursing profession were elucidated.
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“Emotional tsunami"

Second Victim

• Wu AW. Medical error: the second victim. 
The doctor who makes the mistake needs 
help too. 

• BMJ. 2000;320:726-727.
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Second Victims Defined

• “Healthcare team members involved in an 
unanticipated patient event, a medical error 
and/or a patient related injury and become 
victimized in the sense that they are 
traumatized by the event.” 

Outline 

• Introduction

• Medical Errors

• Second Victim Concept

• Domino Effect Concept

• Holistic Approach to Reduce Medical
Errors

• Take home messages
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“While moonlighting in an emergency room, a resident

physician evaluated a 35-year old woman who was 6

months pregnant and complaining of a headache. The

physician diagnosed a «mixed tension/sinus headache.»

The patient returned to the ER 3 days later with an

intracerebral bleed, presumably related to eclampsia, and

died.”

“85% of the reasons for 

failure to meet customer 

expectations are related 

to deficiencies in systems 

and processes… rather 

than the employee.”

- Dr. W. Edwards Deming
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System Thinking
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Health Care Support Staff: Third victim

Health care support staff is an umbrella term used for clinic

support staff, diagnostic staff, hospital staff, and administrative

staff. 

Negligence by any member of this team could possibly lead to serious 
MEs. 

Unfortunately, support measures that can possibly help support staff are 
not available in a health care framework. In the worst cases, the affected

person is often bullied, and peer support also is not extended. 

Such practices result in low self-esteem, lack of confidence, and guilt in the 
affected member.

Health Care Organization: Fourth Victim

• Any medical malpractice adversely affects the 
reputation of the institution. 

• Loss of faith in the integrity of the institution & 
increased economic burden related to lawsuits for 
medical malpractice.
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Community: Fifth Victim

• A community comprises the other members of the health care fraternity 
and people in general who might require  health care services in future. 

• In any instance of ME, other HCPs developed a negative bias toward 
the specific procedure or drug involved in the incident. 

• Till evidence is available, a HCP chooses to exempt said 
procedure/drug, which in certain cases can negatively affect the 
patient’s recovery. 

• Likewise, patients also lose their faith in the health care system.
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Outline 

• Introduction

• Medical Errors

• Second Victim Concept

• Domino Effect Concept

• Holistic Approach to Reduce Medical
Errors

• Take home messages

Holistic Approach to Reduce Medical
Errors

• A positive safety approach

• Effective communication

• Timely monitoring and documentation
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Holistic Approach to Reduce Medical
Errors

• Training the workforce

• Extending support

• Knowledge sharing
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Outline 

• Introduction
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• Second Victim Concept

• Domino Effect Concept

• Holistic Approach to Reduce Medical
Errors

• Take home messages

Take home messages

• Focus on all the possible victims of MEs and 
extend support to all.

• Conduct studies and audits of medical negligence 
cases to identify emerging causes of MEs.

• Develop better federal health care policies to 
compensate for medical negligence and to reduce 
the economic burden of MEs.
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Help me be the best I can be.
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Quality is a Journey,

not a Destination

Contact

Dr Samer Ellahham 

ellahas@clevelandclinicabudhabi.ae

samerellahham@gmail.com

samerellahham@yahoo.com

971508113142
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