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Patient Safety - The Problem

= Not New

m 1964 - Schimmel (Ann. Int. Med.)

— 20% of Univ. Hospital Admissions Injured
* 20% of those serious/fatal

m 1981 - Steel newmy
— 36% of Teaching Hosp. Admissions Injured
« 25% serious or life threatening
m 1989 - GOpher (Proc. Human Factors Society)
— 1.7 errors/day/patient (29% pot. serious)

Where Healthcare Was/Is

m Cottage Industry (Guild Approach)
m Virtually Total Reliance on:
— Professional/Individual Responsibility
— Individual Perfection
— Train and Blame (Scapegoating)
m Little Understanding of Systems Relative
to People and Processes
—Ignorance vs Arrogance
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Patient Safety at the VA
m 1997 2001
— Patient Safety — VA/NASA PSRS Rollout
Initiative = 2002
= 1998 — HFMEA
— Expert Advisory = 2003
gg?eilyogygt%tr'ﬁm — Ensuring Correct Surger
Design — Patient Safety
— Culture Survey Improvement Corps
_ NCPS Announced — Medical Team Training
= 1999 m 2004

— Suicide Prevention
— Airway Management
— Hand Hygiene

— Falls Toolkit

— NCPS Formed
— Nat'l RCA Rollout

= 2000

— PSRS Partnership
with NASA Finalized
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Patient Safety - The Problem

m 1991 - Harvard Practice Study e
— 4% of Admissions Injured
« approx. 0.5% fatal
m 1995 - Family Practice MDS (ramercy

— approx. 50% committed error resulting in patient
death

m 11/99 - IOM Report

— Deaths due to Preventable Adverse Events
greater than, MVA, Breast Cancer, or AIDS
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Where Healthcare Was/Is

m Cottage Industry (Guild Approach)
m Virtually Total Reliance on:
— Professional/Individual Responsibility
— Individual Perfection
— Train and Blame (Scapegoating)
m Little Understanding of Systems Relative
to People and Processes
—Ignorance vs Arrogance

Culturally Different!!!!
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Typical Approach

= New Policies, Regulations,Reporting
Systems, Training

m Good First Step But.....
— Lack of Systems Insight
— Superficial Solutions (?Answers)
—Inadequate Follow U

— Lost Opportunity

Goal Selection

m Clear
— Not Confused With Tactics
m Compelling

— Relevance To Those Who Must Take Action
— Early Stakeholder Involvement in Goal
Definition
m Reinforced By Leadership

— Visible Participation
« All levels — not hierarchical
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Typical Missing Features

m Clear Understanding of Goal
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Typical Missing Features

m Clear Understanding of Goal
m Preventive Approach

m Field Understanding & Buy-In
m Systems Approach

m Sustainability

m Trust/Culture of Safety
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Safety System Design

m High Reliability Organizations

Luxembourg, 4 April 2005
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Safety System Design

m High Reliability Organizations
= Role of Reporting

— Learning or Accountability

NAVAL AVIATION MISHAP RATE
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Safety System Design

m High Reliability Organizations
m Role of Reporting

— Learning not Accountability
m Systems-Based Solutions

— Patient Centered

m Importance of Close Calls
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Patient Safety System Design

THE "MISHAP DIAMOND"

Type A
Type B

1 < Type C >
Se\llerity

Incidents

<«— Frequency — Close
quency Calls

Weak Program Model

Nl N AN wE|

Patient Safety System Design

THE "MISHAP PYRAMID"

Incidents

Close
Calls

Strong Program Model
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