As healthcare systems become more complex, the need to model a system where complexity can be minimized, and data can deliver critical insight on the operational ground is optimal pursue. medical report and research have indicated that many operational errors can be avoided by reducing complexity. At the Fourth Global Ministerial Summit for Patient Safety in 2019, it has concluded that unhealthy practices is causing at least 2.6 million death annually. The aim of this research is to model a system where medical devices generated data can be lead to operational perfection. Thus, this modeling system tracks operational data to build improvement insight. We proposed healthcare model to collect data from medical devices and equipment to automatically generate a corrective action.
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To reduce medical errors, we need to critically to reduce the complexity in hospitals. Therefore, system modeling the healthcare ecosystem is essential. this research proposes a system engineering model approach to extract data from device level and detect medical errors through predefined parameters. This parameters sets as follow. When a doctor issue diagnoses for a patient, the diagnose device will generate metadata such as Doctor_ID, Patient_ID, Diagnosis Name, etc. Generally, This system will act as improvement to the current status quo. The need to model a system and benefit from the existing data become more necessity. 3-https://nshr.org.sa/infocenter/?press=%d9%88%d8%b2%d9%8a%d8%b1-%d8%a7%d9%84%d8%b5%d8%ad%d8%a9-%d9%88%d9%81%d8%a7%d8%a9-%d9%83%d9%84-13-%d8%ab%d8%a7%d9%86%d9%8a%d8%a9-%d9%81%d9%8a-%d9%85%d8%ae%d8%aa%d9%84%d9%81-%d8%a3%d9%86%d8%ad%d8%a7 1%&+-)"23435+.-#6(.$+378,#+93:%3/+#+(#3 1+&)(.-3;$$%$, !"3<=+$.#)%".-3/.#. !"35%,=)#.-, Healthcare system became more complex and requires a great deal of precision. Many research and medical reports indicate that products' complexity leads to user errors (1). In a systematic review of: (Medication Errors in Hospitals in the Middle East) Almost all studies said that 97% provided data on the nature of the most common errors. And in this review, they mentioned that the most common errors are: wrong dose, wrong method, incomplete order, wrong duration, or wrong patient (2). The urgency for system model is essential. A system where operational flaw data is extracted and used to heal user's errors (see fig. 1 for system Actors). At the Fourth Global Ministerial Summit for Patient Safety in 2019, It has been stated that about 2.6 million people die annually due to unhealthy practice, and most of these cases could have been avoided. Therefore, the urgency to allocate a solution was on the horizon.( 3) This poster we propose a system model that seeks operational error and propose an action for healthcare administrators.

To utilize the overall objective of this research, simulation method was used. Principally, logical level was implemented through the use of system engineering language via system modeling software and the conceptual level was implemented ontologically.

As shown in preliminary data, the model consists of two model approach. The first model is designing the ecosystem of the overall model (see Fig. 2). in Fig. 4, the model illustrates the corrective action. The corrective action, may include action such as if a C.T. Scan technician exposed a child to an adult dose, a generated report would be sent to the human resource/ medical safety Officer to suggest an immediate training to the technician on radiative dosage protocol (or any of that nature). Also, the corrective action can influence the patient as well. Example giving, if a doctor diagnosed a patient wrongly in disease such as viral but the later, the diagnoses were bacterial, the system will send text to the patient with priority appointment and alert the patient to discard the medicine.
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 2 Fig.2:The ecosystem of the overall model