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Safety check list in outpatient surgery teaching 
Author(s): Purim, Kátia Sheylla Malta; Gonçalves, Carolina Gomes; Binotto, Lucas; Groth, Anne Karoline; 
Aranha Júnior, Ayrton Alves et al. 
Source: Revista do Colegio Brasileiro de Cirurgioes; Jul 2019; vol. 46 (no. 3); p. e20192197 
This article proposes the use of a safe surgical checklist in the teaching of the discipline of Ambulatory 
Surgery during medical graduation. It discusses its benefits and potential implementation and adherence 
difficulties. It underscores the importance of developing a patient safety culture and active learning 
methodologies to train students for greater commitment and accountability with the quality of care provided 
to the community in the academic outpatient clinic of the school hospital. 
 
Impacts of the surgical safety checklist on postoperative clinical outcomes in gastrointestinal tumor 
patients: A single-center cohort study 
Author(s): Wang, Hao; Zheng, Taohua; Chen, Dong; Niu, Zhaojian; Zhou, Xiaobin et al. 
Source: Medicine; Jul 2019; vol. 98 (no. 28); p. e16418 
A 19-item surgical safety checklist (SSC) was published by the World Health Organization in 2008 and was 
proved to reduce postoperative complications. To date, however, the impacts of SSC implementation in 
China have not been evaluated clearly. The study was performed to evaluate the impacts of the SSC on 
postoperative clinical outcomes in gastrointestinal tumor patients. Between April 2007 and March 2013, 7209 
patients with gastrointestinal tumor who underwent elective surgery at the Affiliated Hospital of Qingdao 
University were studied. Data on the clinical records and outcomes of 3238 consecutive surgeries prior to 
SSC implementation were retrospectively collected; data on another 3971 consecutive surgeries performed 
after SSC implementation were prospectively collected. The clinical outcomes (including mortality, morbidity, 
readmission, reoperation, unplanned intervention and postoperative hospital stay) within postoperative 
30 days were compared between the two groups. Univariate and multivariate logistic regression analysis 
were performed to identify independent factors for postoperative complications. The rates of morbidity and 
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in-hospital mortality before and after SSC implementation were 16.43% vs 14.33% (P = .018), 0.46% vs 
0.18% (P = .028), respectively. Median of postoperative hospital stay in post-implementation group was 
shorter than that in pre-implementation group (8 vs 9 days, P < .001). Multivariable analysis demonstrated 
that the SSC was an independent factor influencing postoperative complications (odds ratio = 0.860; 95% CI, 
0.750-0.988).Implementation of the SSC could improve the clinical outcomes in gastrointestinal tumor 
patients undergoing elective surgery in China. 
 
Safety attributes in primary care: understanding the needs of patients, health professionals, and 
managers 
Author(s): de Vasconcelos, P F; de Freitas, C H A; Jorge, M S B; de Carvalho, R E F; de Sousa Freire, V E 
C et al. 
Source: Public health; Jun 2019; vol. 171; p. 31-40 
OBJECTIVES The aims of this study were (1) to identify attributes for patient safety at a primary healthcare 
level and (2) to analyze conceptions of patients, professionals, and managers about how these attributes are 
being addressed. STUDY DESIGN This was a qualitative study. METHODS Participants were recruited from 
three primary care settings in Brazil. A total of 37 subjects (four physicians, three nurses, three dentists, 
three managers, five community assistants, and 19 patients) participated on interviews about their 
perceptions of safety attributes at the primary care settings involved in the study. Some of these participants 
attended a focus group meeting. A thematic categorical analysis was carried out to interpret the interviews. 
RESULTS The main attributes for patient safety were valued by the participants. However, barriers such as 
discontinuity of care, interruptions during consultations, breakdowns in the communication, and ineffective 
teamwork were reported as frequent sources of patient safety issues. Reports of patients left unattended for 
excessive time because of the lack of accurate information and disruptions that took up to 35 min show that 
there is still a long way to go for primary care to be safe and effective in the study settings. CONCLUSIONS 
It is necessary that the strategies meet the patient safety needs more effectively and efficiently. Further 
research is needed to understand the complex nature of the problems that affect patient safety in these 
settings so that appropriate decisions can be made. 
 
Effect of Restriction of the Number of Concurrently Open Records in an Electronic Health Record on 
Wrong-Patient Order Errors: A Randomized Clinical Trial 
Author(s): Adelman, Jason S; Applebaum, Jo R; Schechter, Clyde B; Berger, Matthew A; Reissman, Stan H 
et al. 
Source: JAMA; May 2019; vol. 321 (no. 18); p. 1780-1787 
Recommendations in the United States suggest limiting the number of patient records displayed in an 
electronic health record (EHR) to 1 at a time, although little evidence supports this recommendation. 
Objective To assess the risk of wrong-patient orders in an EHR configuration limiting clinicians to 1 record vs 
allowing up to 4 records opened concurrently. Design, Setting, and Participants This randomized clinical trial 
included 3356 clinicians at a large health system in New York and was conducted from October 2015 to April 
2017 in emergency department, inpatient, and outpatient settings. Interventions Clinicians were randomly 
assigned in a 1:1 ratio to an EHR configuration limiting to 1 patient record open at a time (restricted; 
n = 1669) or allowing up to 4 records open concurrently (unrestricted; n = 1687).Main Outcomes and 
Measures The unit of analysis was the order session, a series of orders placed by a clinician for a single 
patient. The primary outcome was order sessions that included 1 or more wrong-patient orders identified by 
the Wrong-Patient Retract-and-Reorder measure (an electronic query that identifies orders placed for a 
patient, retracted, and then reordered shortly thereafter by the same clinician for a different patient).Results 
Among the 3356 clinicians who were randomized (mean [SD] age, 43.1 [12.5] years; mean [SD] experience 
at study site, 6.5 [6.0] years; 1894 females [56.4%]), all provided order data and were included in the 
analysis. The study included 12 140 298 orders, in 4 486 631 order sessions, placed for 543 490 patients. 
There was no significant difference in wrong-patient order sessions per 100 000 in the restricted vs 
unrestricted group, respectively, overall (90.7 vs 88.0; odds ratio [OR], 1.03 [95% CI, 0.90-1.20]; P = .60) or 
in any setting (ED: 157.8 vs 161.3, OR, 1.00 [95% CI, 0.83-1.20], P = .96; inpatient: 185.6 vs 185.1, OR, 0.99 
[95% CI, 0.89-1.11]; P = .86; or outpatient: 7.9 vs 8.2, OR, 0.94 [95% CI, 0.70-1.28], P = .71). The effect did 
not differ among settings (P for interaction = .99). In the unrestricted group overall, 66.2% of the order 
sessions were completed with 1 record open, including 34.5% of ED, 53.7% of inpatient, and 83.4% of 
outpatient order sessions. Conclusions and Relevance A strategy that limited clinicians to 1 EHR patient 
record open compared with a strategy that allowed up to 4 records open concurrently did not reduce the 
proportion of wrong-patient order errors. However, clinicians in the unrestricted group placed most orders 
with a single record open, limiting the power of the study to determine whether reducing the number of 
records open when placing orders reduces the risk of wrong-patient order errors. Trial Registration 
clinicaltrials.gov Identifier: NCT02876588. 
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Infection prevention control and organisational patient safety culture within the context of isolation: 
study protocol 
Author(s): Gammon, John; Hunt, Julian; Williams, Sharon; Daniel, Sharon; Rees, Sue et al. 
Source: BMC health services research; May 2019; vol. 19 (no. 1); p. 296 
BACKGROUND Healthcare associated infection (HCAI) is a major cause of morbidity and mortality. In 
recent years, there have been high profile successes in infection prevention control (IPC), such as the 
dramatic reductions in methicillin-resistant Staphylococcus aureus (MRSA) bloodstream infections (which is 
viewed as one proxy indicator of overall harm) and Clostridium difficile in the UK. Nevertheless, HCAI 
remains a costly burden to health services, a source of concern to patients and the public and at present, is 
receiving priority from policy makers as it contributes to the global threat of antimicrobial resistance. 
METHODS The study involves qualitative case studies within isolation settings at two National Health 
Service (NHS) district general hospitals (DGHs) in Wales, in the UK. The 18-month study incorporates 
Manchester Patient Safety Framework (MaPSaF) workshops with health workers and other hospital staff, in 
depth interviews with patients and their relative / informal carer, health workers and hospital staff, and 
periods of hospital ward observation. DISCUSSION The present study aims to investigate the ways in which 
engagement of health workers with IPC strategies and principles, shape and inform organisational patient 
safety culture within the context of isolation in surgical, medical and admission hospital settings; and vice-
versa. We want to understand the meaning of IPC 'ownership' for health workers; the ways in which IPC is 
promoted, how IPC teams operate as new challenges arise, how their effectiveness is assessed and the 
positioning of IPC within the broader context of organisational patient safety culture, within hospital isolation 
settings. 
 
Impact of a Formal Patient Safety and Quality Improvement Curriculum: A Prospective, Controlled 
Trial 
Author(s): Jamal, Nausheen; Bowe, Sarah N; Brenner, Michael J; Balakrishnan, Karthik; Bent, John P 
Source: The Laryngoscope; May 2019; vol. 129 (no. 5); p. 1100-1106 
OBJECTIVE To assess the impact of implementing a dedicated Patient Safety and Quality Improvement 
(PSQI) curriculum for otolaryngology residents. METHODS Residents in two otolaryngology residency 
programs were recruited to participate in the study. Residents at institution A (intervention group) 
participated in a formal, newly developed, year-long PSQI curriculum. Residents at institution B (control 
group) participated in traditional, morbidity, and mortality conference-based PSQI education, with no formal 
curriculum in place. Curriculum participants completed anonymous surveys to assess learner satisfaction. 
Validated instruments were administered to assess for changes in resident confidence in the ability to 
develop PSQI projects, their attitudes toward patient safety, and PSQI-related knowledge. The number and 
quality of PSQI-related resident projects were also assessed. RESULTS Survey responses demonstrated 
excellent learner satisfaction with the curriculum. Based on validated instrument-based responses, both 
programs demonstrated similar confidence scores (P = 0.05), safety attitudes (P = 0.82), and PSQI 
knowledge (P = 0.29) at the beginning of the year. The residents of institution A demonstrated significant 
improvement in confidence (P = 0.00009) and knowledge (P = 0.0006) after completing the curriculum, with 
no improvement noted for residents at institution B in either confidence (P = 0.06) or knowledge (P = 0.79). 
Neither program demonstrated improvement in attitudes toward patient safety at the end of the year-long 
curriculum. CONCLUSION Implementing a formal curriculum dedicated to PSQI led to an improvement in 
PSQI-related project development confidence and PSQI knowledge. Attitudes toward safety did not improve 
over the course of a year. Longer-term studies involving multiple institutions and other interventions are 
needed to evaluate the impact and duration of changes that occur. LEVEL OF EVIDENCE1b Laryngoscope, 
129:1100-1106, 2019. 
 
The Preliminary Outcome of Applying a Patient Transportation Management System for Non-
Emergency Intra-Hospital Transportation of Patients 
Author(s): Lee, Ying-Li; Chien, Tsai-Feng; Guo, Yu-Wen; Lin, Mei-Hui 
Source: Studies in health technology and informatics; Aug 2019; vol. 264; p. 1847-1848 
In Taiwan, the safety of intra-hospital patient transportation (IHT) is an important issue of patient safety. 
However, the effects on the quality of patient transportation and the results of patient safety in applying 
informatics and communication technology were less discussed. The purpose of this study is aimed to 
understand the current status of IHT events through the patient transportation management system as a 
reference for further improving the IHT quality.  Request this article from the library 
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The Role of Personal Health Information Management in Promoting Patient Safety in the Home: A 
Qualitative Analysis 
Author(s): Demiris, George; Lin, Shih-Yin; Turner, Anne M 
Source: Studies in health technology and informatics; Aug 2019; vol. 264; p. 1159-1163 
Patient safety is a critical component of health care services; however, it has been mostly conceptualized for 
the hospital sector. As home health care expands, it is important to examine the concept of patient safety in 
the home and identify opportunity for personal health information management (PHIM) tools to support and 
maximize patient safety. The goal of this study is to explore how PHIM can be a facilitator for patient safety 
in the home. We explore a comprehensive framework of patient safety in the home and identify the role of 
PHIM in this context. We analyzed the coded transcripts of in-depth interviews with 88 older adults (60 year 
and older), 56 family members or informal caregivers and 27 clinicians. Findings demonstrate the physical, 
emotional, social and functional dimensions of patient safety in the home and concrete ways for informatics 
tools to maximize safety aspects.  Request this article from the library 

 
Leveraging Patient Safety Research: Efforts Made Fifteen Years Since To Err Is Human 
Author(s): Liang, Chen; Miao, Qi; Kang, Hong; Vogelsmeier, Amy; Hilmas, Tina et al. 
Source: Studies in health technology and informatics; Aug 2019; vol. 264; p. 983-987 
Despite U.S. federal agencies increasing their investment since 1999's release of To Err Is Human, recent 
reports suggest there is a lack of measurable outcomes in patient safety research. The present study sought 
to explore the associations between federal incentives of patient safety research and the outcomes from 
1995 to 2014, in which the two historical events - the release of To Err Is Human and the American 
Recovery and Reinvestment Act - were considered in the analysis. We employed Poisson distribution 
models to provide a longitudinal picture of (1) how the federal incentives drove sponsored research projects; 
(2) how hot research topics changed over time. Our findings suggested a positive outcome in patient safety 
research. We also found trending health information technology (HIT) related topics including "natural 
language processing", "user-computer interface", and "clinical decision support systems" that are prevalent 
approaches to patient safety research.  Request this article from the library 
 
Diagnostic Informatics: Its Role in Enhancing Clinical Excellence, Patient Safety and the Value of 
Care 
Author(s): Georgiou, Andrew; Hardie, Rae-Anne; Dahm, Maria R; Li, Julie; Thomas, Judith et al. 
Source: Studies in health technology and informatics; Aug 2019; vol. 264; p. 591-595 
Diagnostic informatics encompasses the role of information technology in key areas of the diagnostic testing 
(pathology and medical imaging) process, including the selection of appropriate tests and interpretation and 
follow-up of test results. We present three case studies employing diagnostic informatics methodologies to 
demonstrate their potential use and value in health services research: (1) Data analytics applied to 
diagnostic data linked with patient outcome data as a means of enhancing the monitoring of the quality and 
appropriateness of diagnostic test choices; (2) Business process modelling which can help to highlight 
healthcare processes in the diagnostic pathway as a means of improving safety and performance, and (3) 
Consumer involvement in the diagnostic research process to assist in the establishment of person-centred 
test result management systems. The case studies provide evidence of the role that diagnostic informatics 
can have in improving the quality and safety of patient care.  Request this article from the library 
 
Data Quality Assessment of Narrative Medication Error Reports 
Author(s): Yao, Bin; Kang, Hong; Gong, Yang 
Source: Studies in health technology and informatics; Aug 2019; vol. 265; p. 101-106 
Medication errors are preventable adverse events or unsafe conditions caused by inappropriate uses of 
medication. To collect data of patient safety events (PSE) and to analyze the root causes of PSE, reporting 
systems have been implemented in healthcare settings and patient safety organizations (PSO). However, 
the poor data quality of reports impedes the reporting and root cause analysis (RCA) of PSE. Incomplete or 
missing data is the most prevalent problem in event reports. To assess the data quality of PSE reports, we 
used an adapted taxonomy as the data evaluation model to evaluate the quality of narrative reports collected 
by a PSO. Sample reports were extracted based on eight error types and scored by experts. Most structured 
fields in the reports were ignored by reporters. In contrast, the narrative parts of the reports contain rich and 
valuable information. The evaluation results show that the adapted taxonomy is a promising tool for report 
quality assessment and improvement.  Request this article from the library 
 
Human Factors and Ergonomics for a Safe Transition to Digital Health 
Author(s): Bellandi, Tommaso; Albolino, Sara 
Source: Studies in health technology and informatics; Aug 2019; vol. 265; p. 12-21 

http://www.ehub.elht.nhs.uk/request-an-article.html
http://www.ehub.elht.nhs.uk/request-an-article.html
http://www.ehub.elht.nhs.uk/request-an-article.html
http://www.ehub.elht.nhs.uk/request-an-article.html


    
 

In this paper we elaborate a preliminary framework to fill this gap and describe the potential contributions of 
HFE to improve digital health interventions, at the macro, meso and micro level of a health system. 
Researchers present a practical approach, integrated with some limited reflections on methodological 
aspects, recently covered in a position paper [8], while previously in conference series and handbooks. This 
paper presents a HFES perspective on digital health - from the macro, meso and micro level to improve 
patient safety and delivery of quality care. Experts in HFE can play a key role in creating evidence for an 
ethical and effective design of digital health intervention and providing support to their implementation and 
evaluation at the macro, meso and micro level. This framework may help to integrate HFE at the different 
levels of the system and following the tracks of organization, technology and human factors.  Request this 
article from the library 
 
Effects of a patient safety course using a flipped classroom approach among undergraduate nursing 
students: A quasi-experimental study 
Author(s): Kim, Young Man; Yoon, Yea Seul; Hong, Hye Chong; Min, Ari 
Source: Nurse education today; Aug 2019; vol. 79; p. 180-187 
BACKGROUND The nursing education system has changed with the increased emphasis on patient safety 
in healthcare settings. Early education in patient safety is crucial to preparing nurses to be competent in 
patient care. Therefore, providing undergraduate patient safety education courses using an innovative 
approach is essential to enhancing patient safety and quality in nursing care. OBJECTIVES This study 
aimed to examine the effects of a patient safety course using a flipped classroom approach on patient safety 
competency among undergraduate nursing students in South Korea. DESIGNA pre- and post-test quasi-
experimental design with a non-equivalent control group was adopted. SETTINGS This study was conducted 
in the college of nursing at a university in Seoul, South Korea. PARTICIPANTS A total of 75 undergraduate 
nursing students participated. All students enrolled in the patient safety course comprised the experimental 
group (n = 32); those with similar characteristics to the experimental group (age, gender, and year) but did 
not take the course comprised the control group (n = 43).METHODSA total of 14 sessions (28 h) addressing 
the topics from the World Health Organization patient safety curriculum guide were delivered using a flipped 
classroom approach. The teaching methods included online learning and quizzes, case studies, small and 
large discussions, incident report tasks, and group projects including the development of strategies for 
patient safety. A survey including a demographic questionnaire and the Patient Safety Competency Self-
Evaluation tool was administered at the beginning and end of the fall semester. RESULTS Pre- and post-test 
results demonstrated a significant increase in students' patient safety competency including attitude, skills, 
and knowledge. Mean scores of patient safety competency in the experimental group were significantly 
higher than in the control group. CONCLUSIONS The flipped-classroom patient safety course was shown to 
be effective in improving patient safety competency in terms of attitude, skills, and knowledge among 
undergraduate nursing students.  Request this article from the library 
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We hope this bulletin is useful.  Our Head of Service is keen to promote our services at your team 
meetings/huddles. If you feel that this would be useful, then please contact: 
 
Abbas Bismillah 
Head of Library and Knowledge Services  
ELHT Library & Knowledge Services 
Email: abbas.bismillah@elht.nhs.uk  
01254 734308 (Ext: 84308) 

 

 

 

 

 

 

 

 

 

 

BMJ Learning is an e-learning 
platform for healthcare 
students and professionals, 
providing free high-quality, 
evidence-based learning 
modules. 
 
You will need an ELHT 
OpenAthens account to access 
BMJ Learning. 
 
If you don’t know how to use 
BMJ Learning, then please 
book a training session with 
Abbas Bismillah (Head of 
Library and Knowledge 
Services). 
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Head of Library & Knowledge Services 

abbas.bismillah@elht.nhs.uk 

01254 734308 or Ext. 84308 

 

Clare Morton 

Library Operational Services Manager 

clare.morton@elht.nhs.uk 

01254 734066 or Ext. 84066 

01282 804073 or Ext. 14073 
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E-Resources Librarian 

judith.aquino@elht.nhs.uk 

01282 804073 or Ext.14073 

01254 732813 or Ext. 82813 
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Library Services Officer 

 

 

 

library.blackburn@elht.nhs.uk 

01254 734312 or Ext. 84312 

library.burnley@elht.nhs.uk 

01282 803114 or Ext. 13114 
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Did you know…that we have staff who can help support you in finding the evidence for General Interest 

and Personal Development, Research or Assignments, Education and Training, Evidence Based Practice 

for Patient Care, Service Management, Up-to-date Protocols and Guidelines.  If you require a literature 

search, then please do ask us.   We can save you the time.  Please share with your colleagues. 

Disclaimer: The Library cannot guarantee the correctness or completeness of the information in this bulletin. The 

information is subject to change and we cannot guarantee it will remain up-to-date. It is your responsibility to 

check the accuracy and validity of the information.  
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