
Even though there are evolving efforts 
committed for patient safety (PS) and quality 
care (QC), preventable harm is still a major 
concern worldwide. Oxygen Therapy (OT) is the 
standard care of hypoxemia management, 
despite which safety is considered a major 
concern speci�cally during patients’ 
transitions/critical situations that can 
deteriorate patients’ condition. The COVID-19 
pandemic highlighted this with different 
issues relating to OT, the health system level 
and all stakeholders including 
patients/caregivers, health care professionals 
(HCP) and medical equipment providers. Those 
perceived the lack of knowledge/education as 
the main issue in the literature with a clear gap 
in the knowledge, attitudes and practices 
amongst all participants. 
My involvement sadly as second victim 
prompted this project with my 
commitment/passion as a champion for PS/QC, 
speaking up, vowing ‘never again’. 
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Introduction/ Background Methodology

Implement the Comprehensive Unit-based 
Safety Program (CUSP) to:

Identify the contributing factors of the 
defect
Learn from the defect (LFD)
Improve teamwork and communication 
using tools
Build and improve (PS) culture, QC, OT 
safety and outcomes through an engaging 
LFD educational journey to all stakeholders 
where patient/family centered QC is priority
Reduce preventable harm (aim zero)

Aims

Currently, CUSP improved HCPs’ collaboration, 
teamwork, increased vigilance during transitions 
and critical situations. Additionally, enhanced 
work�ow and safety culture’s education, ful�lled 
accreditation requirements. Expected to reduce 
preventable harm, and improve PS, QC, health 
literacy while saving costs. The planned research 
(2021) aims to evaluate/expand this project.

Conclusions

(AHCR 2019; AlMutairi, H. et al. 2018; Aloushan, A. F. et al. 2019; Fontanella, L. et al. 2010; 
Garvey, C. 2018; Jacobs, S.S. et al. 2018; JHM Armstrong Institute for Patient Safety & 
Quality 2014; Leotsakos, A. et al. 2014; Moore, D. 2019; NHS Improvement, 2018; Sculley, J. 
et al. 2019; WHO 2021;).  For detailed references please contact the author at: 
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2 posters as guides (regarding oxygen cylinder) 
placed where the instructions can be read and 
followed. Flyers were provided to all patients on 
Home OT; added to EPIC in the PDI and 
published in Health Encyclopedia (HE).
Two patients and caregivers’ educational 
materials published in HE.
Stakeholders’ positive feedback received.
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In March 2019, this CUSP project started in the 
medical unit 5G as follows:

Applied the LFD tool to real adverse 
incident.
Engaged HCPs (team-discussions) to 
identify the problem/contributing factors 
via implementing tools (�shbone diagram) 
to improve teamwork/communication.
Education/ training provided in safety’s/ 
quality’s science, OT safety for all 
stakeholders using different evidence-based 
educational forms where the focus is on 
patient/ family centered, QC).
Partnering with management.
Continue the LFD educational journey. 
Encouraging patients’ and caregivers’ 
feedback.
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Results
Different improvement areas were identi�ed. 
Additionally, lack of proper patients’ and 
caregivers’ education about OT safety was noted 
from their direct enquiries/feedbacks and by 
checking with the respiratory therapy, medical 
supplies and shipping-receiving departments. 
This initiative presented (3 times, 2019-20) in 
JHAH’s Medical Review Course, then expanded 
throughout the organization to all departments 
(inpatient, outpatient, EMS, 
procedural/imaging areas, dialysis, HHC, case 
management and rehabilitation) in the form of 
the followings: 

Presentation including the case incident’s LFD 
action plan, and general safety’s science 
education (presented 3 more times then 
emailed the project to all).
Summary presentation of PS Symposium 2020 
shared with all.
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Task Factors  Caregivers’ 
Factors  

Patient/Family 
Characteristics  

Local 
Environment 

Factors  

Technology/Medical 
Devices Factors  

Knowledge 
and Skills  

Tired caregiver. Nurse on feeding 
time, lack of sleep, tired. 

Feeding as sign of love/care. 
Caregiver afraid of being 

considered irresponsible & not 
caring. Fear of 
punishment/losing his job? 

Patient was acutely ill with 
significant amount of 

secretions. Poor prognosis.  

Patient with decreased 
LOC (Communication 

barrier) 

Caregiver was trying to feed 
the patient despite decreased 

LOC  

Lack of knowledge 
regarding Oxygen 

cylinders 
math/calculation of the 

amount remaining 

Confusing aspects of the 
cylinder’s design: 

No clear indicator on the 
valve showing the open and 
close positions, and the 
plastic cap hiding/getting in 
the way of controls.  

The green indicator 
showing a full cylinder can 
be misinterpreted as an 
indicator of active �ow.  

Was the Oxygen tubing 
faulty?? 
 

Team 
Factors  

Institutional 
Factors  

NO protocol/tag 
available to guide 
checking & operation 
of oxygen cylinders. 

Inadequate checking. 
Exact amount 
remaining in O2 
cylinder not checked. 

Connected patient early to 
O2 cylinder to save 
time/be ready. 

Delay of 
con�rmation 

of bed 
availability 

from the CNO.  

No saline lock 
inserted in the 

night shift/ extra 
workload 

Family members 
not present at the 

time of the incident  

Shortage of staff.  
Heavy working load. 

Adequate 
equipments were 
available, but are 

working properly??  

Cylinders not tagged 
well. 

Step down ICU 3A 
distance is far from 
5G medical ward.  

Needs CNO 
approval  to 

transfer 
patient. 

Other 
Factors/Why?  

Pulse Oximeter not taken 
during patient transfer to 3A.  


