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Overview

This curriculum is designed to support pediatric dentists — trainees and veterans, individually and
collectively — as they strive to create the safest possible environment for dental care delivery to protect
the health and well-being of patients, their teams, and themselves as providers. It provides foundational
information about safety science and principles of safety, and guidance on fostering a safety culture. It is
based on the latest knowledge on safety in healthcare, while also offering resources specific to dentistry.

This curriculum is not intended to replace institutionally required safety training but to supplement
existing training with information specific to pediatric dentistry. The curriculum has been developed by
experts in safety and reviewed by program directors in pediatric dentistry advanced education programs
for relevance and compatibility in both didactic and clinical settings.




CODA Accreditation

Standards of Relevance

Didactic instruction must be at the in-depth level for the following:

Recognition, treatment, and management of adverse events related to sedation and general anesthesia, including airway
problems (Standard 4-6)

The development and monitoring of systems for prevention and management of adverse events and medical
emergencies in the dental setting (Standard 4-20)

Exposure to the principles of quality management systems and the role of continuous process improvement in achieving
overall quality in the dental practice setting (Standard 4-20)

Exposure to the principles of ethics and professionalism in dental practice is an integral component of all aspects of this
process improvement experience (Standard 4-20)

«  Employing principles of quality improvement, infection control, and safety, including an understanding of the

mechanisms to ensure a safe practice environment (Standard 4-20)

Additionally, the Accreditation Council for Graduate Medical Education (GME) Program Requirements for GME in
Pediatrics include patient safety standards.



https://coda.ada.org/-/media/project/ada-organization/ada/coda/files/pediatric_dentistry_standards.pdf?rev=50a8557ef6474199b75d531b22f05e60&hash=12EE1B109A4B6FD893950812B9CC2EC9
https://coda.ada.org/-/media/project/ada-organization/ada/coda/files/pediatric_dentistry_standards.pdf?rev=50a8557ef6474199b75d531b22f05e60&hash=12EE1B109A4B6FD893950812B9CC2EC9
https://coda.ada.org/-/media/project/ada-organization/ada/coda/files/pediatric_dentistry_standards.pdf?rev=50a8557ef6474199b75d531b22f05e60&hash=12EE1B109A4B6FD893950812B9CC2EC9
https://coda.ada.org/-/media/project/ada-organization/ada/coda/files/pediatric_dentistry_standards.pdf?rev=50a8557ef6474199b75d531b22f05e60&hash=12EE1B109A4B6FD893950812B9CC2EC9
https://www.acgme.org/globalassets/pfassets/programrequirements/320_pediatrics_2022_tcc.pdf
https://www.acgme.org/globalassets/pfassets/programrequirements/320_pediatrics_2022_tcc.pdf

Goals and Objectives

Theme

1. Principles of Safety in
Healthcare

Objective

Describe the rationale for and
use of basic safety tools in
healthcare

Key Concepts

Patient safety terminology
Safety event epidemiology
Hazards in healthcare
Safety/systems design

2. Fostering a Culture of
Safety

Identify the essential compo-
nents of a culture of safety in
healthcare

Leadership, ethical, and professional challenges
Zero harm
Organizational culture: just culture, learning culture

3. Communication

Practice communication
strategies with dental teams
and patients and families that

Teamwork
SBAR, AIDET protocols
Time-outs

promote safe environments -

Blame-free communication

4. Documentation &
Reporting

Employ tools for preventing, -
documenting, and reporting -
adverse events and near miss- -
es in the clinical setting -

Checklists

Trigger tools

Focused chart reviews

Medication calculations

- Adverse event reporting and analysis

5. Safety in Clinical
Practice

Demonstrate the ability to -
self-assess current safety prac- -
tices at the individual, team, -
and organizational level -

Situational awareness

Safety protocols for procedures

Decision making

Root cause analysis/incident analysis

- Morbidity and mortality conferences

- Continuous quality improvement activities

Resident Clinical Log
(RCL)

Residents are encouraged to document
the didactic and clinical activities pertain-
ing to safety offered by their program in
the Resident Clinical Log for ongoing ed-
ucational and professional development
purposes. Suggested entries may include
resident/program use of PDSA cycles, QI
projects, M&M conference participation,
case studies of adverse events, and use of
procedural checklists.

Feedback?

Please contact the AAPD Safety Commit-
tee within the Research & Policy Center
with any questions, comments, or sugges-
tions for improvement at RPC@aapd.org.

Evaluation

Variation in the implementation of this curriculum across residency programs is expect-
ed; it is designed to be flexible. Resident performance should meet or exceed institu-
tional requirements for successful attainment of specialty skills. Didactic coursework
and clinical application in safety should be evaluated consistent with other professional
competencies, including the assignment of grades, competency assessments, or pass/
fail scoring. At a minimum, programs are encouraged to evaluate residents on their
achievement of the following objectives:

1.
2.
3.

Describe the rationale for and use of basic safety tools in healthcare

Identify the essential components of a culture of safety in healthcare

Practice communication strategies with dental teams and patients and families
that promote safe environments

Employ tools for preventing, documenting, and reporting adverse events and
near misses in the clinical setting

Demonstrate the ability to self-assess current safety practices at the individu-
al, team, and organizational levels


mailto:RPC@aapd.org

Recommended Readings & Resources

1. Principles of Safety

Title Description

Systems and Safety in
Dentistr]

Perspective piece on safety in dentistry by Charles Czerepak, DMD, MS

Adverse Events in Pediatric

Dentistry: An Explorator

Stud]

A foundational study of adverse event occurrence in pediatric dentistry that catalogues type and
severity of dental adverse events from a survey of pediatric dentists.

Detection of Safety Hazards

This PSNet Patient Safety Primer outlines basics for how to recognize hazards in healthcare.

Lessons Learned from Dental

Patient Safety Case Reporta

A retrospective study that reviews case reports found in the literature. Alerts readers to the nature
of adverse events that occur in dentistry and recommends several methods for improvement.

Little Patients, Large Risks:
[An Overview on Patient Safe:I

ty Management in Pediatrics|
Settings

A review of the child-specific attributes, including family interactions and pediatric settings, that
impact safety in healthcare.

National Patient Safety
Goalsﬁ

Standards for improving patient safety. Includes rationale for using time outs and elements of the
time out in a checklist format.

Principles of Pediatric Pa

tient Safety: Reducing Harm
Due to Medical Cara

From the American Academy of Pediatrics’ Council on Quality Improvement and Patient Safety,
Committee on Hospital Care, this policy statement describes the unique attributes of pediatric
patient safety and provides several broad strategies to create healthcare that protects young
patients.

What Exactly is Patient
Safeti ﬂ

Defines patient safety and provides a brief history of safety science adapted to healthcare envi-
ronment.

2. Culture of Safety

Title Description

11 Tenets of a Safety Culture

Eleven key actions for adoption of safety culture.

[l-_\DA Principles of Ethics and
ode of Conduct

Outlines ethical considerations in dentistry. Describes professional standards and covers sections
on the guiding ethical principles for the profession: patient autonomy, non-maleficence, benefi-
cence, justice, and veracity.

Error, Stress, and Teamwork

in Medicine and Aviation:
Cross Sectional Surveys

A survey of clinical staff’s perceptions of stress and fatigue on performance. Additionally, a team
of observers recorded teamwork in action. The authors compare results with aviation crews who
have been targets of high reliability training and note key differences.

Have feedback on this Safety Curriculum? Please share with us at RPC@aapd.org.



https://www.aapd.org/globalassets/media/systems-and-safety-in-dentistry_november-2021-1.pdf
https://www.aapd.org/globalassets/media/systems-and-safety-in-dentistry_november-2021-1.pdf
https://www.ingentaconnect.com/content/aapd/pd/2019/00000041/00000006/art00008;jsessionid=7oefpnu7l4mu6.x-ic-live-01
https://www.ingentaconnect.com/content/aapd/pd/2019/00000041/00000006/art00008;jsessionid=7oefpnu7l4mu6.x-ic-live-01
https://www.ingentaconnect.com/content/aapd/pd/2019/00000041/00000006/art00008;jsessionid=7oefpnu7l4mu6.x-ic-live-01
https://psnet.ahrq.gov/primer/detection-safety-hazards
https://jada.ada.org/article/S0002-8177(15)00213-5/fulltext
https://jada.ada.org/article/S0002-8177(15)00213-5/fulltext
https://www.frontiersin.org/articles/10.3389/fped.2022.919710/full
https://www.frontiersin.org/articles/10.3389/fped.2022.919710/full
https://www.frontiersin.org/articles/10.3389/fped.2022.919710/full
https://www.frontiersin.org/articles/10.3389/fped.2022.919710/full
https://www.jointcommission.org/-/media/tjc/documents/standards/national-patient-safety-goals/2022/npsg_chapter_ahc_jan2022.pdf
https://www.jointcommission.org/-/media/tjc/documents/standards/national-patient-safety-goals/2022/npsg_chapter_ahc_jan2022.pdf
https://media.emscimprovement.center/documents/Principles_of_Pediatric_Patient_Safety-_Reducing_Harm_Due_to_Medical_Care_v201_cTNGUDa.pdf
https://media.emscimprovement.center/documents/Principles_of_Pediatric_Patient_Safety-_Reducing_Harm_Due_to_Medical_Care_v201_cTNGUDa.pdf
https://media.emscimprovement.center/documents/Principles_of_Pediatric_Patient_Safety-_Reducing_Harm_Due_to_Medical_Care_v201_cTNGUDa.pdf
https://www.ncbi.nlm.nih.gov/books/NBK43629/
https://www.ncbi.nlm.nih.gov/books/NBK43629/
https://www.jointcommission.org/-/media/tjc/documents/resources/patient-safety-topics/sentinel-event/sentinel_events_11_tenets_of_a_safety_culture_infographic_2018pdf.pdf
https://www.ada.org/about/principles/code-of-ethics
https://www.ada.org/about/principles/code-of-ethics
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC27316/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC27316/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC27316/
mailto:RPC%40aapd.org?subject=

!mgroved Safety Culture

End Teamwork Climate Are
[Associated with Decreases in
Fatient Harm and Hospital

Mortality Across a Hospital
Sistea

A reading on the impact of measuring safety culture in the children’s hospital setting that resulted
in improved safety culture and teamwork climate across the entire hospital.

OSH Act of 1970

Labor law created to establish safe and "“healthful” workplaces, includes written standards used to
guide enforcement of worker protections.

PSNet Patient Safety Primer:
Culture of Safet]

Provides a definition of safety culture and key features of safety culture. Links to promising clinical
activities such as teamwork training, clinical walkarounds, rapid-response teams, and the SBAR
method.

3. Communication

Title Description

[Approach to Improving Pa:|
Eient Safety: Communicatioﬂ

A short reading on why communication errors occur in healthcare and shares tips on improvement
strategies, and examples of communication techniques used in healthcare teams.

Challenging Authority and|

Speaking Up in the Operating
Room Environment: A Narra:l

tive Synthesij

This paper explores transparency, power hierarchies, and interpersonal communication and dy-
namics in healthcare and the need for psychological safety and respectful environment to enable
speaking up behavior to ask questions and raise concerns in the clinical setting.

Evaluation of Staff Satisfac:l
tion After ImElementation
ofa Suréical Safeti Checklist
in the Ambulatori of an Oral
and Makxillofacial Suréerg

Department and its Impact

on Patient Safety

This investigation into the use of a surgical safety checklist found that staff who used the check-
list reported higher satisfaction, better communication, and less stress during the procedure. The
group who used the checklist also reported fewer adverse incidents.

mproving Patient Safety
with a Timeout Policﬂ

Provides brief background on the time-out protocol and encourages its implementation for dental
practices.

Team Training and Resource

Management in Health Care:
Current Issues and Future
Directiong

A background on communication techniques in healthcare, stemming from roots in aviation and
describes barriers to effective use among healthcare teams. Authors outline recommendations for
safe care.

The Human Factor: The Crit-
ical Importance of Effective
Teamwork and Communica

tion in Providing Safe Care

Examples of high reliability activities at Kaiser Permanente health system with a focus on team-
work and communication. Authors highlight SBAR as an effective tool, standardized critical lan-
guage, situational awareness, and debriefing.

Have feedback on this Safety Curriculum? Please share with us at RPC@aapd.org.



https://www.researchgate.net/publication/289535057_Improved_Safety_Culture_and_Teamwork_Climate_Are_Associated_With_Decreases_in_Patient_Harm_and_Hospital_Mortality_Across_a_Hospital_System/link/6115020c0c2bfa282a3b2b00/download
https://www.researchgate.net/publication/289535057_Improved_Safety_Culture_and_Teamwork_Climate_Are_Associated_With_Decreases_in_Patient_Harm_and_Hospital_Mortality_Across_a_Hospital_System/link/6115020c0c2bfa282a3b2b00/download
https://www.researchgate.net/publication/289535057_Improved_Safety_Culture_and_Teamwork_Climate_Are_Associated_With_Decreases_in_Patient_Harm_and_Hospital_Mortality_Across_a_Hospital_System/link/6115020c0c2bfa282a3b2b00/download
https://www.researchgate.net/publication/289535057_Improved_Safety_Culture_and_Teamwork_Climate_Are_Associated_With_Decreases_in_Patient_Harm_and_Hospital_Mortality_Across_a_Hospital_System/link/6115020c0c2bfa282a3b2b00/download
https://www.researchgate.net/publication/289535057_Improved_Safety_Culture_and_Teamwork_Climate_Are_Associated_With_Decreases_in_Patient_Harm_and_Hospital_Mortality_Across_a_Hospital_System/link/6115020c0c2bfa282a3b2b00/download
https://www.researchgate.net/publication/289535057_Improved_Safety_Culture_and_Teamwork_Climate_Are_Associated_With_Decreases_in_Patient_Harm_and_Hospital_Mortality_Across_a_Hospital_System/link/6115020c0c2bfa282a3b2b00/download
https://www.osha.gov/laws-regs/oshact/completeoshact
https://psnet.ahrq.gov/primer/culture-safety
https://psnet.ahrq.gov/primer/culture-safety
https://psnet.ahrq.gov/perspective/approach-improving-patient-safety-communication
https://psnet.ahrq.gov/perspective/approach-improving-patient-safety-communication
https://www.bjanaesthesia.org/action/showPdf?pii=S0007-0912%2818%2931281-9
https://www.bjanaesthesia.org/action/showPdf?pii=S0007-0912%2818%2931281-9
https://www.bjanaesthesia.org/action/showPdf?pii=S0007-0912%2818%2931281-9
https://www.bjanaesthesia.org/action/showPdf?pii=S0007-0912%2818%2931281-9
https://www.joms.org/article/S0278-2391(18)30290-8/fulltext
https://www.joms.org/article/S0278-2391(18)30290-8/fulltext
https://www.joms.org/article/S0278-2391(18)30290-8/fulltext
https://www.joms.org/article/S0278-2391(18)30290-8/fulltext
https://www.joms.org/article/S0278-2391(18)30290-8/fulltext
https://www.joms.org/article/S0278-2391(18)30290-8/fulltext
https://www.joms.org/article/S0278-2391(18)30290-8/fulltext
https://www.cda.org/Home/News-and-Information/Newsroom/Article-Details/improving-patient-safety-with-a-timeout-policy
https://www.cda.org/Home/News-and-Information/Newsroom/Article-Details/improving-patient-safety-with-a-timeout-policy
https://www.researchgate.net/profile/David-Musson/publication/255600195_Team_Training_and_Resource_Management_in_Health_Care_Current_Issues_and_Future_Directions/links/560c092608aea68653d34ffd/Team-Training-and-Resource-Management-in-Health-Care-Current-Issues-and-Future-Directions.pdf?_sg%5B0%5D=started_experiment_milestone&origin=journalDetail
https://www.researchgate.net/profile/David-Musson/publication/255600195_Team_Training_and_Resource_Management_in_Health_Care_Current_Issues_and_Future_Directions/links/560c092608aea68653d34ffd/Team-Training-and-Resource-Management-in-Health-Care-Current-Issues-and-Future-Directions.pdf?_sg%5B0%5D=started_experiment_milestone&origin=journalDetail
https://www.researchgate.net/profile/David-Musson/publication/255600195_Team_Training_and_Resource_Management_in_Health_Care_Current_Issues_and_Future_Directions/links/560c092608aea68653d34ffd/Team-Training-and-Resource-Management-in-Health-Care-Current-Issues-and-Future-Directions.pdf?_sg%5B0%5D=started_experiment_milestone&origin=journalDetail
https://www.researchgate.net/profile/David-Musson/publication/255600195_Team_Training_and_Resource_Management_in_Health_Care_Current_Issues_and_Future_Directions/links/560c092608aea68653d34ffd/Team-Training-and-Resource-Management-in-Health-Care-Current-Issues-and-Future-Directions.pdf?_sg%5B0%5D=started_experiment_milestone&origin=journalDetail
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1765783/pdf/v013p00i85.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1765783/pdf/v013p00i85.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1765783/pdf/v013p00i85.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1765783/pdf/v013p00i85.pdf
mailto:RPC%40aapd.org?subject=

4. Documentation & Reporting

Title Description

The Case for Checklists in|

Dentistrﬂ

Perspective piece by Travis Nelson, DDS, MSD, MPH and Tonya Martino, RD, BSN, ND

Adaptation of Airline Crew
Resource Manaéement
Principles to Dentistrﬂ

Describes the development of a tailored checklist that divides dental activity checkpoints to en-
hance error detection.

The Adaption and Imglemen;l
tation of the WHO Suréical

Safety Checklist for Dental

Procedureg

Examines how the WHO surgical safety checklist can be used in dentistry. Demonstrates improve-
ments in patient safety with use through a reduction in human error and by encouraging team-
work.

An Adverse Event Trigger

Tool in Dentistry: A New
Methodology for

Measuring Harm in the
Dental Ofﬁca

To monitor patient safety in practice, a trigger tool for identifying adverse events compares the
practice of monitoring for adverse events through random chart review.

Developing a Reporting
Culture: Learniné from
Close Calls and Hazardous
Condition§

An article that describes the conditions that are nurturing to reporting culture/speaking up. Out-
lines essential actions to encourage trust, reporting and accountability in health care settings.

Eatient Safety and Reporting

Overview of an anonymous reporting system in health care with a focus on learning culture. En-
courages reporting of errors and near misses.

Reporting Patient Safety
Eventg

Describes the key components of an effective event reporting system.

Have feedback on this Safety Curriculum? Please share with us at RPC@aapd.org.



https://www.aapd.org/globalassets/media/the-case-for-checklists-in-dentistry_september-2022.pdf
https://www.aapd.org/globalassets/media/the-case-for-checklists-in-dentistry_september-2022.pdf
https://jada.ada.org/article/S0002-8177(14)60327-5/fulltext
https://jada.ada.org/article/S0002-8177(14)60327-5/fulltext
https://jada.ada.org/article/S0002-8177(14)60327-5/fulltext
https://www.nature.com/articles/sj.bdj.2018.861
https://www.nature.com/articles/sj.bdj.2018.861
https://www.nature.com/articles/sj.bdj.2018.861
https://www.nature.com/articles/sj.bdj.2018.861
https://jada.ada.org/article/S0002-8177(14)60547-X/fulltext
https://jada.ada.org/article/S0002-8177(14)60547-X/fulltext
https://jada.ada.org/article/S0002-8177(14)60547-X/fulltext
https://jada.ada.org/article/S0002-8177(14)60547-X/fulltext
https://jada.ada.org/article/S0002-8177(14)60547-X/fulltext
https://www.jointcommission.org/-/media/tjc/documents/resources/patient-safety-topics/sentinel-event/sea_60_reporting_culture_final.pdf
https://www.jointcommission.org/-/media/tjc/documents/resources/patient-safety-topics/sentinel-event/sea_60_reporting_culture_final.pdf
https://www.jointcommission.org/-/media/tjc/documents/resources/patient-safety-topics/sentinel-event/sea_60_reporting_culture_final.pdf
https://www.jointcommission.org/-/media/tjc/documents/resources/patient-safety-topics/sentinel-event/sea_60_reporting_culture_final.pdf
https://www.med.unc.edu/ihqi/training/physician-engagement-in-quality-safety/patient-safety-and-reporting-adverse-events/
https://www.med.unc.edu/ihqi/training/physician-engagement-in-quality-safety/patient-safety-and-reporting-adverse-events/
https://psnet.ahrq.gov/primer/reporting-patient-safety-events
https://psnet.ahrq.gov/primer/reporting-patient-safety-events
mailto:RPC%40aapd.org?subject=

5. Safety in Pediatric Dental Practice

Title Description

Guidance for Performing
Root Cause Analgsis ]RCAE
with Performance ImErove]
ment Projects (PIPs)

Includes table of steps needed to do a root cause analysis, followed by “helpful tips” for each step.

ow to Improve

Outlines a model for improvement using the PDSA (Plan, Do, Study, Act) cycle.

Huddling for High Reliability|
and Situation Awareness

Authors examine teams that utilize the huddle method and observe five main themes protective of
patient safety across a hospital.

High-Reliability Health Care:|
Getting There from Here

Describes a framework for change toward high reliability in health care within three domains:
leadership, safety culture and robust process improvement.

Dental Patient Safety in the|
Military Health System: Join4{
ing Medicine in the Journey/|
to High Reliability

Describes use of evidence-based high reliability practices in Army Dentistry, such as daily safety
briefs, unit-based huddles, and leadership walking rounds. Describes the military dentistry re-
sponsibility toward patient safety and dedication to becoming a high reliability organization.

Using Patient Safety Morbidi-
ty and Mortality Conferences|
to Promote Transparency and|
a Culture of Safety

Explains M&M process as an open interdisciplinary discussion of patient safety issues to promotes
transparency and reinforce a non-punitive environment ultimately to enhance patient safety.

Have feedback on this Safety Curriculum? Please share with us at RPC@aapd.org.



https://www.cms.gov/medicare/provider-enrollment-and-certification/qapi/downloads/guidanceforrca.pdf
https://www.cms.gov/medicare/provider-enrollment-and-certification/qapi/downloads/guidanceforrca.pdf
https://www.cms.gov/medicare/provider-enrollment-and-certification/qapi/downloads/guidanceforrca.pdf
https://www.cms.gov/medicare/provider-enrollment-and-certification/qapi/downloads/guidanceforrca.pdf
https://www.ihi.org/resources/Pages/HowtoImprove/default.aspx
https://qualitysafety.bmj.com/content/qhc/22/11/899.full.pdf
https://qualitysafety.bmj.com/content/qhc/22/11/899.full.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3790522/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3790522/
https://pubmed.ncbi.nlm.nih.gov/31247091/
https://pubmed.ncbi.nlm.nih.gov/31247091/
https://pubmed.ncbi.nlm.nih.gov/31247091/
https://pubmed.ncbi.nlm.nih.gov/31247091/
https://pubmed.ncbi.nlm.nih.gov/20112658/
https://pubmed.ncbi.nlm.nih.gov/20112658/
https://pubmed.ncbi.nlm.nih.gov/20112658/
https://pubmed.ncbi.nlm.nih.gov/20112658/
mailto:RPC%40aapd.org?subject=

Library of Additional Resources on Safety in
Healthcare & Dentistry

1. Principles of Safety in Healthcare

Title Description Type
Assessing the Safetyﬂ A study that investigating adverse events in pediatric deep sedation, finding one ad- Article
of Deep Sedation in verse event (minor or major) occurring every twelve deep sedation cases.
Outpatient Pediatric Oral
Health Car¢
Classifying Adverse Without an adverse event (AE) classification system in dentistry there would be no way | Article
Events in the Dental to report incidents in a standardized manner to monitor patient safety events. The au-
Dffice thors of “Classifying adverse events in the dental office” propose a classification system.
Crossing the Quality A report that builds on the notion that a systems redesign is needed to remedy the Report
Chasm: A New Health incidence of adverse events and medical errors perpetuated by complex systems and
System for the 21st microsystems related to healthcare delivery.
Centuny
The Dangers of Dental Authors investigate the frequency of adverse events associated with dental devices Article
Devices As Reported in reported to the Manufacturer and User Facility Device Experience (MAUDE) database.
the FDA MAUDE Database
This book examines cognitive biases and the way humans frame them that affects their | Book
decision-making in situations that carry latent risk - ultimately leading to preventable
errors and accidents. It suggests that safety relies on systems that have addressed cogni-
tive leanings.
Human Error: Models and| | Differentiates the person approach from the systems approach to error and notes high Article
Managemenﬂ reliability organizations as notable examples of the systems approach to safety.
Making Healthcare Safe:| | A history of the patient safety movement in the U.S. Explains how and why human and Book
The Stori of the Patient| | system errors in healthcare delivery, covers principles and practices in patient safety,
Safety Movement key issues to tackle to improve patient safety and how to create a culture of safety.
Medication Adminis- Reviews incidence of medication errors in pediatric population. Article
tration Errors and the
Pediatric Population: A
Systematic Search of the
Literature
Patient Safety Incidents| [ Reviews adverse events found in dental safety literature. Article
and Adverse Events in
Ambulatory Dental Care:
eview
Preventing Pediatric Updated in 2021, this sentinel event alert describes incidences of medication errors in Bulletin

Medication Errors: Senti]
nel Event Alert ZQ

the pediatric population and highlights key recommendations to for safe processes and
use.

Have feedback on this Safety Curriculum? Please share with us at RPC@aapd.org.



https://jada.ada.org/action/showPdf?pii=S0002-8177%2823%2900462-2
https://jada.ada.org/action/showPdf?pii=S0002-8177%2823%2900462-2
https://jada.ada.org/action/showPdf?pii=S0002-8177%2823%2900462-2
https://jada.ada.org/action/showPdf?pii=S0002-8177%2823%2900462-2
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5748012/pdf/nihms880323.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5748012/pdf/nihms880323.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5748012/pdf/nihms880323.pdf
https://nap.nationalacademies.org/catalog/10027/crossing-the-quality-chasm-a-new-health-system-for-the
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To Err is Human: Building
E Safer Health Systeﬂ

Catalyst report on the high incidence of adverse events and error in medicine. Authors
depict complex systems and microsystems that inadvertently promote harm in health-
care delivery and deny open learning systems that allow for the ability to learn from
mistakes, prevent future adverse events, and achieve safety culture in clinical settings.
Key recommendations to improve patient safety are included.

A Comprehensive Approach to Improving Patient Safety.........cccceevurecene 17
Errors in Healthcare: A Leading Cause of Death and Injury.......ccccccvuueee 26
Why Do Errors Happen?.........cneenencenencssesensesecsnens .49
Building Leadership and Knowledge for Patient Safety.........cccooeereveuenee 69
Error Reporting SYStems..........oeecincencninssncnsnccssssssssessssens 109

Setting Performance Standards and Expectations for Patient Safety...132

Creating Safety Systems in Healthcare Organizations.........cccoevcvereeenee 155

2. Fostering a Culture of Safety

Book

Title Description Type
AHRO Surveys on Patient| | Validated survey for clinical team on safety culture and quality improvement character- | Survey
Safety Culture istics of their practice. Intended for use to assess safety culture.

Assessing the Patient| A survey of dental institutions on patient safety culture. Highlights strong organizational | Article
Safety Culture in Den learning and teamwork in dentistry, but high heterogeneity across the profession and

room for improvement.

A reading that examines ethics in dentistry through case studies. Book
Essential Role of Lead- Fundamental safety culture concepts with key actions for establishment and improve- Bulletin
ership in Developing a| ment of safety culture.

Ethics Handbook for| Outlines ethical decision-making principles and elements, includes decision-making Book
Dentists: An Introduction| | models for ethical situations and a list of prompts to help guide dentists through ethical

to Ethics, Professional- quandaries (ACD test).

ism, and Ethical Decision|

Ethics Report: The New| A review of ethics in dentistry. Report
From Good to Better: An editorial appeal to dentists to join the patient safety movement. The article describes | Article
Toward a Patient Safeq_[ four key elements needed to drive the profession toward patient safety and lists several

nitiative in Dentistry tools that can be implemented in dentistry.
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chieve Patient and|
Workforce Safety in

Healthcar§

deliver on its promise to “do no harm”.

Chapter 4: An Introduction to HRO Leadership Skills
Chapter 7: Just Culture

Chapter 9: Learning Systems

Chapter 10: Workforce Safety

3. Communication

Leading a Culture of Safety culture guidance for organizational leaders. High-level view that includes Report
Safety: A Blueprint for summaries of overarching strategies for leaders as well as recommended tactics for
Success adoption and maintenance of organizational safety culture. Includes checklists to assess
implementation and measure progress in six domains to promote organizational safety
culture.
Promoting a Culture of A review of the evidence on interventions that evaluate the outcomes of improved Article
Safety as a Patient Safety| | safety culture.
Strategy|
Surgical Innovation: The| | An article that investigates the question “what are the main ethical aspects of surgical Article
Ethical Agenda innovation?” Authors propose the use of learning health systems to guide surgical inno-
vation.
Zero Harm: How to The modern healthcare system standard for patient safety goals, Zero Harm aims to Book

Title Description Type
A String of Mistakes: The| | A study examining patient safety incidents through chains of errors, finding that 80% of | Article
Importance of Cascade| the initial errors in error cascades stem from initial mistakes in communication.

Analysis in Describing, |

Counting, and Preventing

Disclosure Toolkit and| Includes two resources: 1. A table of key principles used to guide disclosure processes, Toolkit
Disclosure Culture As{ and 2. A checklist to help assess the culture of disclosure in a practice.

Directly Comparing| Authors investigate effectiveness of using Flex Il and SBAR communication methods. Article
Handoff Protocols for|

Pediatric Hospitalists|

Enhancing Communica Explains that communication is a major contributor to medication errors, adverse events | Article
tion to Improve Patient| | and sentinel events in medicine, and highlights a couple of methods with strong records

Safety and to Increase| for improving effectiveness of communication in delivery of health care, SBAR and Ac-

Patient Satisfaction knowledge-Introduce-Duration-Explain-Thank (AIDET) protocols.

Make Time for a Time| Recommended tactics for effective use of time-outs based on lessons learned. Blog
Duf

SBAR Tool: Situa A technique used to communicate between team members about a patient’s condition. | Tool

tion-Background-Assess-
ment-Recommendation|

(1)

The framework is a way to focus the conversation on critical elements surrounding clini-
cal care in urgent situations: Situation, Background, Assessment and Recommendation.
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Curriculua

their curriculums. It touches on eleven safety topics, most of which can be adopted into
dentistry programs.

4. Documentation and Reporting

Title

Checklist Manifestd

Description

Explores the nature of complex undertakings by people, namely surgeons and other ex-
perts in high stakes, high hazard fields, and how despite their expertise they need some
guidance through mechanisms like checklists.

eamSTEPPS 3.0 A multiprofessional safety curriculum for health care settings with a subject matter Modules
focus on teamwork, leadership, mutual support, communication, and situation monitor-
ing. Includes a curriculum, videos, training guides and other resources for healthcare
professionals.
WHO Patient Safety A guide to help universities and residency programs implement safety teachings into Training

Type

Book

Eomgaring Rates of
Adverse Events Detected
in Incident Reporting and

the Global Trigger Tool: A
Systematic Revieﬂ

Authors compare the effectiveness of using the Incident Reporting System versus the
Global Trigger Tool.

Article

Enhancing Safety Culture
throuéh ImEroved Inci]
dent ReEortiné: A Case

Study in Translational

Researcﬂ

A study that investigated adverse incidents reporting and parallel interventions (related
to continuous learning) in a large academic healthcare system. Includes descriptions of
interventions and reporting systems.

Article

mplementation of a
Modified WHO Pediatric
Procedural Sedation
Safeti Checklist and Its
mpact on Risk Reductioﬂ

Describes implementation of the WHO pediatric procedural sedation safety checklist in
a children’s hospital. Explains potential barriers to effective use of procedural sedation
safety checklist. Demonstrates that the checklist improved process adherence and docu-
mentation of “critical safety elements.”

Article

Speak-Up: Adapted from
the Universal Protocol
for Preventing Wron
Site, Wroné Procedure,
and Wrong Person Sur

Eery

Covers the Universal Protocol and outlines the 3 main components and their core
elements: Conduct a pre-procedure verification process, mark the procedure site, and
perform a time-out.

Tool

Patients’ Views of Ad-
verse Events in Primary|
and Ambulatory Care:
@ssess Methods and the
Content of What Patients

Consider to be Adverse|

Eventj

A systematic review of research on the patient’s contribution to patient safety.

Article

Surgical Safety Checklist
to Reduce Morbiditi and
Mortality in a Global
Population

Describes a large study on the implementation of the WHO surgical safety checklist.
Highlights the reduction of death and complications with use of the checklist. Includes a
table of process measures at the sites before and after its implementation.

Article
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5. Safety in Pediatric Dental Practice

Title

AAPD Policy on Patient|

Eafety]

Description

A policy statement of AAPD Reference Manual aimed at promoting patient safety in pe-
diatric dentistry outlining a range of considerations in protecting patients during clinical
care.

The WHO Safer Surgery Describes the time-out protocol for safe surgery as well patterns of incorrect time-out Article
Checklist Time Out Pro procedure. Explains that, while issues around time-outs have been revealed as a key

cedure Revisited contributor to surgical adverse events, compliance is variable.

WHO Surgical Safety| A 3-stage checklist template that offers a protocol to improve teamwork and communi- | Tool
Checklist cation in surgical teams.

Type

Policy
Statement

Guidelines for Monitor
ing and Management of|

Pediatric Patients Beforej
Duriné, and After Seda]
tion for Diaénostic and
Therapeutic Procedurea

Report developed through a collaborative effort of the American Academy of Pediatrics
and the American Academy of Pediatric Dentistry to offer pediatric providers updated
information and guidance in delivering safe sedation to children.

Best Prac-
tice

mpact of Electronic
Health Record Sgstems
on Prescribing Errorsin
Pediatric Clinicg

Describes variability in EHR systems that could impact prescribing errors in pediatrics.
Finds the EHRs in three pediatric practices were out of compliance with AAP recommen-
dations for prescribing.

Article

Root Cause Analysis: PS;|
Net Patient Safeti
Primerg

This Patient Safety Primer from PSNET describes a method of analyzing adverse events
to understand where error has occurred.

Article

PDSA Cycle Templatd

Template that walks you through three key questions for improvement and then each
PDSA component: Plan, Do, Study, Act.

Tool

Systematic Review of

Patient Safeti Interven}
tions in Dentistrﬂ

A systematic review that explores how patient safety interventions are used in dentistry.
At the time of review, the only tool used was surgical safety checklists.

Article

Thinking About In-Office

GA? 10 Things to Think
bou

Perspective piece by Jade Miller, DDS, FAAPD, FRSCI and Dr. Christine Quinn, DDS, MS

Article

Fire During Deep

Sedation and General
Anesthesia—Urban Myth|
or Real Nightmare?

Perspective piece by Jung-Wei "Anna” Chen, DDS, MS, PhD

Article

Staying Safe and
Sedating with a Smil¢

Perspective piece by S. Thikkurissy, DDS, MS

Article

Addressing Hidden
5angers for Childreﬂ

Perspective piece by Paul Casamassimo, DDS, MS, Andrew Vo, DDS, MS, and Maureen
Casamassimo, BA, MA

Article

Naloxone Belongs in
Every Emergency Kit

Perspective piece by Travis Nelson, DDS, MSD, MPH

Article
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