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The Vision and Strategies of
Patient Safety Initiatives in the
U.S.

Putting the Patient Back in the Center

or
Safety is Quality
Japanese Society for Quality and Safety in Healthcare
Tokyo
November 24, 2007

Framework of Presentation:

The U.S. experience (hospital focus).
1. Scope of problem

2. Major organizational participants
3. Vision

4. Culture and safety

5. Changing the Culture

6. Measurement

7. Progress

Scope of the satety problem:

in 35,000,000 hospitalizations

» 50-100,000 avoidable inpatient deaths

» 350,000 - 5,000,000 adverse drug events.

» 1,200,000 surgical site infections and equal
number of other complications

» 100,000 blood stream infections; 200,000
urinary tract infections

» 600,000 pressure ulcers in hospitals

» 1,800,000 unplanned readmissions within 30
days in older patients.

Major organizations (1):

1. Federal:
a. Agency for Healthcare Research & Quality
b. Centers for Disease Control
c. Centers for Medicare & Medicaid Services
d. Food and Drug Administration

2. State
a. Licensing and survey organizations.
b. Various agencies for various initiatives

Major organizations (2): ’
3. Non-governmental “independent”:

The Institute of Medicine

National Quality Forum

Institute for Healthcare Improvement
Accreditors (JCAHO and NCQA)
Professional certification boards

4. Professional and trade organizations

o a0 TP

Vision:
The right care for every patient every
time.
-- The CMS Quality Roadmap

» Patient-centered, not provider-centered.
» Absolute: every patient every time.
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Culture and safety:

U.S. healthcare is not dangerous by
chance. Culture issues include

» Denial

Four Stages in Giving Up Denial

1. The data are wrong.

2. The data are right but they do not indicate
a real problem.

3. There’s a real problem, but it’s not my
problem.

4. There’s a real problem and it’s my

problem, and I must help to fix it.
-- Donald M Berwick M.D. (after Elizabeth Kubler
Ross in On Death and Dying)

Culture Issues:

» Denial

» The system is OK, we’ll just work
harder.

It’s the System...

Every system is perfectly designed to
produce exactly the results it produces.

-- Paul Batalden,
M.D.(attrib.)

Insanity is doing the same thing and
expecting a different result.

-- Albert Einstein (attrib.)

1

Culture and safety:

» Denial

» The system is OK, we’ll just work
harder.

» Status issues

Status and culture

Whetbher it is the difference between
»  doctor and patient

»  senior doctor and junior doctor
»  doctor and nurse

any status difference that reduces
communication to improve safety is a
safety hazard.
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13

Culture and safety:

» Denial

» The system is OK, we’ll just work
harder.

» Status issues
» Medicine as art

14

Medicine as art

The emphasis on idea of medicine as art
creates two safety hazards

» Art is often used to justify unreliability

» Art and professionalism are often used
to justify accountability to peers rather
than to patients or science.

15

Culture and safety:

» Denial

» The system is OK, we’ll just work
harder.

» Status issues

A4

Medicine as art
Paying for silos

v

16

Silos and Payment

»Paying institutions separately nourishes
a culture of fragmented care.

»Few payers pay doctors, hospitals,
nursing homes, and home health
agencies better if they coordinate care.

» The safe solution is to put the patient
back in the center by paying for
coordination and communication.

Changing the Culture:

1. Name the problem of danger to patients
2. Provide evidence to support the naming
3. Offer hope and celebrate success

4. Identify waste to show safety can be
free.

5. Harness idealism, fairness, and
transparency.

6. Lead courageously at all levels.

]
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Measurement: "

1. Three types:
a. Processes of care
b. Clinical outcomes
c. Patient assessments

2. Agreeing on measures is very political; the
technical obstacles are often used for
political ends.

3. Balancing burden and benefit has been key.

4. The National Quality Forum consensus
process has become accepted and effective.

Progress:

» Sentinel events
» CMS-JCAHO-NQF measures

» Publishing performance and the market
theory

» Pay for reporting:
» The Hospital Quality Alliance
» The ambulatory quality effort

Progress: “

» Surgical Care Improvement Partnership
Campaign for Nursing Home
Excellence

» Hospital-acquired conditions

» Pay for performance

Why Campaigns Matter

»They name the problem in the context of
hope.

» They recruit providers to support safety.

> The THI Campaigns » They emphasize that we have system
problems rather than people problems.
»They sidestep the problems of waiting
for government leadership
Summing Up “

1. As medicine becomes more complex
and costly, the system will become
more dangerous unless we fix it.

2. Government leadership is wonderful,
but don’t wait for it.

3. Courage.
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Leadership and Safety:

Managers, Insurers, and

the Culture of Safety

Japanese Society for Quality and Safety in Healthcare
Tokyo

November 23, 2007

Tonight’s Approach

»1 will speak as I would to an American
audience.

»1 will leave a substantial discussion
period to talk with your help about how
well some of these ideas might translate
to Japan

. eeeeded o ARG

Safety =
No harm to patients or staff

»No adverse drug events.
»No healthcare-associated infections
» Venous catheters
» Urinary tract
» Surgical site
» Ventilator-associated
» Methicillin-resistant staph aureus (MRSA)

Safety =
No harm to patients or staff

» No failure-to-rescue

» No failures to follow protocol
»No pulmonary emboli

» No pressure ulcers

» No physical restraints

»No discharges to ineffective care

Safety =
No harm to patients or staff

»No needle sticks

»No muscle strains

» No hospital-acquired infections

» No hospital-acquired carrier states
» No injuries from sharp devices

What is the Role of Managers
and Payers?

The Centers for Medicare & Medicaid
Services and the Institute for Healthcare
Improvement have seriously
underestimated the importance of
hospital managers and boards and
insurers in improving safety.
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What is the Role of Managers
and Payers?

Unless the top leaders and the top
customers are visibly committed to
safety, any move toward a culture of
safety will be transient.

Managers and payers are responsible for
nourishing a culture of safety in
hospitals.

If you’re not a part of the solution then
you are a part of the problem.
-- Eldridge Cleaver

What is a Culture of Safety?

1. A culture of safety puts safety ahead
of hierarchy, money, and tradition.
2. A culture of safety is fair -
-- staff are rewarded for reporting problems
-- staff are not punished for system failures

What is a Culture of Safety?

3. A culture of safety is honest: Harm to
staff and patients is publicly
acknowledged and tracked, not
hidden.

4. A culture of safety investigates each
harm to identify the root cause and to
initiate preventive system changes.

“Walking the walk”: !
Name the Problem

1. Say to your staff that your hospital has
a safety problem.

Say That Your Hospital Has a
Safety Problem

» Despite our best efforts we sometimes
hurt patients who come to us for help.

» We cannot accept this. It is not right.
The fact that it happens other places
does not make it right.

» We will attack the sources of harm, one

by one, and steadily reduce them until
patients and staff are safe.
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“Walking the walk”: b
Name the Problem

1. Say to your staff that your hospital has
a safety problem.

2. Involve the board of directors or their
equivalent.

3. Know and publicly discuss key safety
measures.

4. Repeat, repeat, repeat.

14

“Walking the walk”: Trust

1. Assure that the culture is fair and
individuals are not punished for
system failures.

2. Make visible decisions that put safety
ahead of hierarchy, money, and
tradition.

“Walking the walk”: Reliability

» Safety, efficiency, and effectiveness are
mostly about reliability.

» Clinicians tend to focus on individual
patients and often give reliability lower
priority.

»Managers have a special role in leading
improvement in reliability of care.

“Walking the walk”: Change

1. Set a few important, achievable
targets.

2. Track progress publicly and
personally.

3. When possible, collaborate with other
hospitals

17

Walking the Walk: Save Money

»Knowing the effect of a change requires
profound knowledge of your hospital
(consider preventing readmissions).

» Actually achieving the savings requires
management skills (consider nursing
time)

» Safety should save money for the
system, but who gets to keep it?

About the CMS Strategies

» All of these strategies are as important
for conveying the resolve and intentions
of the program as for the specific
incentives they provide.

» They are a vital part of a cost-
containment strategy because there is no
new money for safety.
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Some CMS Strategies

» Lead and partner with other stakeholders

» Support standardized safety measures

» Pay for reporting and support public
reporting

» Pay for performance

»Don’t pay for mistakes

In Summary

Leadership from both management and
insurers is essential to building a culture
of safety.

This leadership will require profound
knowledge, courage, and a moral vision.
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