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Four Key Conclusions

Traditional “name, blame and shame”
response Ineffective in improving safety

Systems ISSuUes are major causes of
safety breaches

Need to create a culture of safety.

Safe, high guality' care Is a “team sport”
lequirnng

Collaberation

Coordination

Efifective communication




Are the IOM Estimates Correct?

Zahn & Miller (AHRQ) (JAMA, 2003)

— 18 patient safety indicators (PSIs)

— 32,000 excess deaths

— $9.3 billion in excess charges

— 2.4 million extra days of hespitalization

CDC nesocomial infections: 90,000 per year

die of hospital-acguired infections (MMWR;
2003)

EDA: 300,000 deaths/injuries associated with
medical devices (Boston Glehe, July 14, 2005)




AHRQ’s Mandate

1999 reauthorization language (TITLE IX,
PART A, S.580-6, SEC. 912)

REDUCING ERRORS IN MEDICINE — The
Director shall conduct and support research
and build private -public partnerships to

(1) Identify: the causes of preventable health care
enrors and patient mjury in health care delivery.

(2) Develep, demonstrate, andlevaluate strategies fior
ieducing enors and Impreving patient safety, and

(8) Disseminate: such effiective strategies threugheut
e healtn care Inaustny




Health Care Associated
Injury/Harm

An Injury or harm to a patient
attributed to the process of care rather
than underlying physiological

conditions




Hazard

Anything which has the potential to
cause harm

Risk

The likeliheod that semebody: or
something will be hammed by a
nazard, multiplied By the severity of
the potentiali e




Goals of Patient Safety

Reduce the risk of health care
assoclated injury to patients

Remove or minimize hazards which
Increase risk of health care associated
C Injury to patients




Risk and Hazard Management
& Outcomes

StictuIe

- kOutcome)

Patient Safety Management

Adjust structure and process to eliminate or minimize risks of healt
associated injury before they have an adverse event impacts on
outcomes of care




An Epidemic

Medical Error is an epidemic of world
wide proportion

We should declare war on medical
error
John Eisenberg, MD

Director, AHRQ
(September 11, 2000)




Epidemic Stage One

ldentification of risks and hazards that
patients at risk for harm or injury from
the process of care

Raise awareness that patients are at
risk for iatrogenic injury and harm




Epidemic Stage Two

Eliminate hazardous conditions, and
practices and policies that lead to
latrogenic injury

Design, test and implement practices
and process that eliminate hazards
and reduce the risk of 1atrogenic injury

Develop a positive patient safety
culture




Epidemic Stage Three

Maintain vigilance and a constant
state of unease

Maintain a positive safety culture




Stage One FY 01 - FY 03

ldentify Risks - Reporting

Building capacity for patient safety
research

Working conciliations & patient safety
Raising awareness and dissemination

ldentify proven patient safety
practices




FY 03 - Present

Proactive Risk identification Probabilistic
II?\l(SI(()éA\ssessment support for FMEA & PRA

Challenge and Partners in Patient Safet

g‘rants to Implement Safe Practices FY 03

Simulation Grants FY 06




Emphasis on HIT for Patient
Safety

In FY 04 AHRQ made a major commitment
to support health Information technology
(HIT) as Its major patient safety
Implementation strategy.

IT silver bullet




AHRQ Health IT Research

Promote access to Health IT
Over $166 million investment to date

Over 100 grants to communities,
hospitals, previders, and health care
systems to help in alllphases ofi the
development and use of Health I'T

Grants spread acress 43 states

Speciall focus on small and rural
nospitals and cemmunities.




Patient Safety
Research and Training

Funded over 225 patient safety and
related health information technology
projects since 2001

Awarded over $165 million in safety-
ielated research grants and contracts
Training and curiculum develepment

— Patient Safety Improvement Corps
(AHRO/NA partnership)

— TeamSTEPPS (AHRQ/DOD! pantnership)




Major Patient Safety Topics

Fatigue and patient safety
Technology

Event reporting

Medication safety

Communication andl patient support
Clinical practice change

Education and training

Safiety i intensive cane units
IHealth Infiermation technoelegy,




-, - Fatigue and Medical

Advancing

i Errors/Compromise Safety

- A tired nurse is more likely to

miss subtle changes, have more
difficulties concentrating, and
may not catch their own or

others’ errors. (AHRQ: Rogers,
HS11963)

Serious medical errors in ICUs
can be reduced when by
eliminating 30 hour In a rew Werk
shifts (AHRQ: Czeisler, HS12302)

Medical interns working
extended-duration shifts double
thelr risk of car crashes when

drving| heme from the hespital
(AHRQ: Czeisler, IHS12082)




Technology and
Patient Safety

Information technology

— Provides inexpensive method for detecting
certain types of AES (aHRQ: Bates, HS11046)

— Helps detect patients most prone to

falling/developing bed seres (aHrRq: Teigland
HS11869)

— Saves time for ICU nurses by reducing
documentation bUurden (AHRQ: Weinger, HS11521)

CPOE can lead toran Increased

proability: efi Mmedication eors) (AHRo:
Koppel/Stieom HS11530)




Event Reporting

No one method is best. multiple data sources
provide the most comprehensive
understanding of the potential for and actual
Injury and harm

Examples of results

— Mandatery: medication errer reporting W/RCAS
identifies systems contributing to errors anad
strategies fior IMmprovement (aHRq; Flink, HS11880)

— Clese call reporting systems facilitate: use of
targeted Interventions (aHRe: Thomas, HS11544)

—  Survelllance of injuries caused: by health care
using ICD-9-CM diagnostic COUES kHRQ: Layde, HS11893)




wrrmldentification and Mitigation
— __of Risks and Hazards

Active
Event
Reporting

Passive Passive
Indicators Triggers
Discharge Medical

Data Records




Types of Identification

AHRO Patient Safety Indicators (PSI)
used with administrative data

Triggers from EHR — Targeted Injury
Detection System TIDS

Conventional Event Reporting — Patient
Safety Organizations




Patient Safety Act of
2005

Creates “Patient Safety
Organizations (PSOs)

Establishes “Network of

Patient Safety Databases’

Mandates Comptroller General
o study effectiveness of Act
(lay: 201.0)

IS completely veluntany.




Legislation Goals

Encourage providers to identify &
correct medical errors & threats to
patient safety by ensuring that their
work withi PSOs cannot be used
against them In courts or In
disciplinary: preceedings

Encourage aggregation ofi Cases by
& among| PSOs, creatingl a network
Off patient salety datalases




Patient Safety
Organization

Private or public entity

Meets PSO criteria & complies with
policies/procedures

Self-certifies initially & every 3 years
thereaiter

Certification Is accepted by Secretary.
O net; may. be revoked




PSO Activities

Conducts efforts to Improve patient
safety & quality

Collects & analyzes data, reports,
riecords, root cause analyses Patient
Safety Work Product

Develops/disseminates information; to
Improve patient safety.

Encourages culture: of patient salety

Maintains proceadures to keep Werk
pProduct confidential




AHRQ Supported
|IOM Studies

QUALTY ClAsm SERILS

Event Reporting Guidance  Working Conditions Guidance




Using ICUSRS and the
comprehensive unit-based safety
program (CUSP), Keystone initiative
significantly reduced infections at 77
Michigan hospitals

Simple interventions: hand washing
ieminders and elevating a patient’s
nead while en a ventilator

Project so successful that 68/ ICUSs
nad no Infectiens or ventilator-
assocliated paeumenias aurng|the
1.8 moenths off the project

(AHRQ: Pronovest, IHS14246)




Advances In Patient Safety:
From Research to Implementation

Four-volume set of 140 peer-reviewed
articles on patient safety studies

Advances in Patient Safety:
From Research
to Implementation
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24HRQ

Advancing
Excellence in
Health Care

Morbidity and Mortality
website describes
problem areas/potential
solutions

Shares new cases and
expert commentaries
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http://webmm. ahrq gov

Monthly spotlight case
with slide set

> 50,000 visitors/.
menth

Partnerships
—  Iniplace WMEDSCAPE

—  Eormallagreement near
completion
w/Bridgetech/China




AdHRQ

AHRQ PSNet

x4 (Patient Safety Network)
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What's New This Weak

Journal Articles

medics mialpractics tigaticn.
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Mard, 2006; 354 12024-2033,
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http://psnet. ahrq gov

“One-stop” portal of
resources for improving
patient safety and
preventing medical errors

Information on patient
safety resources, tools,
conferences, and more

Customize the site by
creating “My: PSNet” page

> 50,000 visiters/menth




Hospital Survey on
Patient Safety Culture

A tool that helps hospitals and
health systems evaluate
employee attitudes about patient
safety In their facilities or within
specific units

Includes survey guide, survey,
and feedback report template to
customize reports

AHRQ! partnership with Premier,
Inc., Department of Defense, and
American Hospitall Asseciation

WA alarg.gev/aual/iaespeulitne/
Or e-mail: hrgpuhs@anrg.geV




Hospital Survey on
Patient Safety Culture

Benchmarking Database
— 400 hospitals 200,000 respondents

New SOPS
— Long Term Care
— Ambulatery Care
— Physician




TeamSTEPPS

A cooperative effort between AHRQ and DoD

Team Strategies and T_ools
to Enhance P erformance and P_atient S afety

“Initiative based on evidence
derived from team periermance... leveraging more
thani 25 years of research in militany, aviation,
AuUclear pewer, business and Inadustry...to acguire
leany competencies”




AHRQ

8 Educating Patients, Too

Five Steps to
Safer Health Care

Ask questions if you have doubts or
concerns.

Ask questions and make sure you understand the answers. Choose a doctor you feel
comfortable talkir Take a relative or friend with you 10 you ask tions and
understand the

Keep and bring a list of ALL the
medlcmes you take.

s that you take, including non-

abour side effects
7 You get your medicing
m('l.uhm, all warnings. Make sure your medicine is whar the docror ordered and know how
o use it. Ask the pharmacist about your medicine if it looks difterent than you expecred.

Get the results of any test or procedure.

Ask when and how you will get the resules of tests or procedures. Don't assume the
resules are fine if you do not ger them when expected, b
your doctor and ask for your results. Ask whart the re

Talk to your doctor about which hospital
is best for your health needs.

Ask your docror about which hospital has the best care and resules for your condition if you
have more than one hu\pl[ al to choose from. Be sure you understand the instructions you ger

about follow-up care when you leave the hospital.

Make sure you understand what will
happen if you need surgery.

Make sure you, your doctor, a
Ask your doc

can I'expect to
al ics, ba |<| reaction o ancsthesia,




Patient Information Resource:
Your Medicine: Play It Safe

) Your Medicine:
12-page brochure Play It Safe

outlines steps to
help patients use
prescription

medicines safely

Includes detachable
pocket-sized
medicine record

the back of this booklet to
keep track of your medicines.




2005 National Reports on
Quality and Disparities

—Quality Report finds that quality continues to Improve
at a modest pace across most core quality measures

—Disparities Report finds that disparities of
and access to care were generally improving
for racial minorities except Hispanics

1 2005

= P National
. V"' %, Healthcare
> D:sparmes

1 EpOI't




m \We Can Make a Difference If
We Try

100K /ives Campaign

SOME IS NOT A NUMBER. SOON IS NOT ATIME.

3,000 hospitals implementing changes in
care proven to prevent avoidable deaths

Interventions Include rapid response
leams, evidence-based: care for acute
myoecardial infarction, and prevention of
adverse drug events, central line
Infections, surgicall site Infections and
Ventilator-asseciated preumoenia

An Estimated 122,300 were saved — July,
5, 2006




The Aftermath of the IOM

So what has happen since
the release of To Err IS
Human




FY 01 $50 Mi
FY 02 $55 Mi
FY 03 $55 Mi
~Y 04 $84 M

~Y 05 $84 M
~Y 06 $84 M

Resolution

~Y 07 $84 Milli

lion
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lon

lon

lon

ION Working under a continuing




Progress Since 1999

Regulation: [JCAHO safe practices,
standardization of practices| A-

Workforce and Training: [PSIC;
maintenance ofi certification; leadership
training] B

Error Reportingl Systems: C
Infermation; Technology: B-
Malpractice: D

RANachier The'end of the BEgINNINGE patient salety fiveyears aiter
o Err s Human?. Healthr Afiair 20045 W4: 534-545,




Where We Are Today

Substantial momentum, activity, and
continued interest

FYO7 focus on ambulatory care
Ambulatory Risk Assessment
Patient Centered approaches

Integrating gquality and safety measurement
with HIT

Ifransparency.
Implementing PSSO Legislation




Its all about rates An
epidemiologically perfect
rate Is essential —

Because all you need to
do Is to report rates and

health professions will
change practice

Assign an accountable
pPersen and chamnge with
take place

it enly we had I'l &
CPOE we would be saie




Challenge of
Implementation

AHRQ Is interested In identify the
evidence patient safety practices.

Yet traditional forms of evidence used
INn medicine may not be the most
appropriate forms to obtain the
evidence needed for adoption of
patient safety practices.

What do we do when there Is no
evidence as to a patient safety
practice




Patient Safety Involves a Lot
of Blocking and Tackling

A lot of patient
safety involves
basic stuff

IHand washing
Turning patients

Using standards
no firee -lancing

Basic team Work

Standardized
language




Everyone in the
organization needs to
share ownership of risks
and hazards

From the CEO to the
Janitor
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AHRQ

It’s All About Change

A the guigin
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2B Roadmap to a Culture of Safety

Advancing
Excellence in
Health Care

Celebrate wins! Outcomes
Staying the course " Ana1yS|s —~— .
: Sustaining F’ e Implement change
! o jj’ll R .
VP, J, plan, training,
e 4 empowering others
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I’'m staying right What are
here. Yeah _ B0 they K q Jf[
they'll be back. P 30"’* . O
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strategy, buy-in,
establish goals

Catalytic event
drives need for
change
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Paradigm Shift
Reactive to Proactive

AHRQ
Advancing

Excellence in
Health Care

Isn’t time we stopped measuring
the width and depth of the

qguality chasm?




And to begin designing &
building the bridge to cross It
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oullding tne evidernce

pase togeiner



Dociors Are Paitlents, Too

‘It rnignt cornfort the rest of Us
to think tnat witn just a little
rmore rnowleddge or a personzl
cloctor at our side, we could
tine pest out of Armnerica’s
Atraordinary 1 eelrm cere
systern witnout suffering frorn
Its gaps and failures. But since
ever) an insider car 5 Uffer, we
are left witn the rmuch narder
cnallenge: to i ine sysiern for
everyorne.”
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Mz 1, 2008 Tirme cover story
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