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Four Key ConclusionsFour Key Conclusions

�� Traditional Traditional ““name, blame and shamename, blame and shame””
response ineffective in improving safetyresponse ineffective in improving safety

�� Systems issues are major causes of Systems issues are major causes of 
safety breachessafety breaches

�� Need to create a culture of safetyNeed to create a culture of safety

�� Safe, high quality care is a Safe, high quality care is a ““team sportteam sport””
requiringrequiring

�� CollaborationCollaboration

�� CoordinationCoordination

�� Effective communicationEffective communication



Are the IOM Estimates Correct?Are the IOM Estimates Correct?

�� ZahnZahn & Miller (AHRQ) (JAMA, 2003)& Miller (AHRQ) (JAMA, 2003)
–– 18 patient safety indicators (PSIs)18 patient safety indicators (PSIs)

–– 32,000 excess deaths32,000 excess deaths

–– $9.3 billion in excess charges$9.3 billion in excess charges

–– 2.4 million extra days of hospitalization2.4 million extra days of hospitalization

�� CDC CDC nosocomialnosocomial infections:  90,000 per year infections:  90,000 per year 
die of hospitaldie of hospital--acquired infections (MMWR, acquired infections (MMWR, 
2003)2003)

�� FDA:  300,000 deaths/injuries associated with FDA:  300,000 deaths/injuries associated with 
medical devices (Boston Globe, July 14, 2005)medical devices (Boston Globe, July 14, 2005)



AHRQAHRQ’’s Mandates Mandate

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

�� REDUCING ERRORS IN MEDICINE REDUCING ERRORS IN MEDICINE –– The The 
Director shall Director shall conduct and support researchconduct and support research
and and build privatebuild private --public partnershipspublic partnerships toto
(1) Identify the causes of preventable health care (1) Identify the causes of preventable health care 

errors and patient injury in health care deliveryerrors and patient injury in health care delivery

(2) Develop, demonstrate, and evaluate strategies for (2) Develop, demonstrate, and evaluate strategies for 
reducing errors and improving patient safety, andreducing errors and improving patient safety, and

(3) Disseminate such effective strategies throughout (3) Disseminate such effective strategies throughout 
the health care industrythe health care industry



Health Care Associated Health Care Associated 
Injury/HarmInjury/Harm

� An injury or harm to a patient 
attributed to the process of care rather 
than underlying physiological 
conditions 



HazardHazard

�� Anything which has the potential  to Anything which has the potential  to 
cause harmcause harm

RiskRisk

�� The likelihood that somebody or The likelihood that somebody or 
something will be harmed by a something will be harmed by a 
hazard, multiplied by the severity of hazard, multiplied by the severity of 
the potential harmthe potential harm



Goals of Patient SafetyGoals of Patient Safety

� Reduce the risk of health care 
associated injury to patients

� Remove or minimize hazards which 
increase risk of health care associated 
c injury to patients



Risk and Hazard Management Risk and Hazard Management 
& Outcomes& Outcomes

OutcomeOutcomeAntecedents

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

outcomes of care 

Patient Safety ManagementPatient Safety Management

StructureStructure

CareCareProcessProcess



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

� Identification 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 
iatrogenic injury

� Design, test and implement practices 
and process that eliminate hazards 
and reduce the risk of iatrogenic 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

� Identify Risks - Reporting
� Building capacity for patient safety 

research
� Working conciliations & patient safety
� Raising awareness and dissemination
� Identify proven patient safety 

practices



Stage Two Implementation
FY 03 - Present

� Proactive Risk identification  Probabilistic 
Risk Assessment support for FMEA & PRA 
FY 03

� Challenge and Partners in Patient Safety 
grants to Implement Safe Practices FY 03 
&05

� Simulation Grants FY 06



Emphasis on HIT for Patient Emphasis on HIT for Patient 
SafetySafety

�� In FY 04 AHRQ made a major commitment In FY 04 AHRQ made a major commitment 
to support health Information technology to support health Information technology 
(HIT) as its major patient safety (HIT) as its major patient safety 
implementation strategyimplementation strategy

IT silver bulletIT silver bullet



AHRQ Health IT ResearchAHRQ Health IT Research

Promote access to Health ITPromote access to Health IT
�� Over $166 million Over $166 million investment to dateinvestment to date

�� OverOver 100100 grantsgrants to communities, to communities, 
hospitals, providers, and health care hospitals, providers, and health care 
systems to help in all phases of the systems to help in all phases of the 
development and use of Health ITdevelopment and use of Health IT

�� Grants spread across Grants spread across 43 states43 states

�� Special focus on Special focus on small and ruralsmall and rural
hospitals and communities. hospitals and communities. 



Patient Safety Patient Safety 
Research and TrainingResearch and Training

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

�� Awarded over $165 million in safetyAwarded over $165 million in safety--
related research grants and contractsrelated research grants and contracts

�� Training and curriculum developmentTraining and curriculum development
–– Patient Safety Improvement Corps Patient Safety Improvement Corps 

(AHRQ/VA partnership)(AHRQ/VA partnership)

–– TeamSTEPPS (AHRQ/DOD partnership)TeamSTEPPS (AHRQ/DOD partnership)



Major Patient Safety TopicsMajor Patient Safety Topics

�� Fatigue and patient safety Fatigue and patient safety 

�� TechnologyTechnology

�� Event reportingEvent reporting

�� Medication safetyMedication safety

�� Communication and patient supportCommunication and patient support

�� Clinical practice changeClinical practice change

�� Education and trainingEducation and training

�� Safety in intensive care unitsSafety in intensive care units

�� Health information technologyHealth information technology



Fatigue and Medical Fatigue and Medical 
Errors/Compromise SafetyErrors/Compromise Safety

-- A tired nurse is more likely to A tired nurse is more likely to 
miss subtle changes, have more miss subtle changes, have more 
difficulties concentrating, and difficulties concentrating, and 
may not catch their own or may not catch their own or 
othersothers’’ errors. errors. (AHRQ: Rogers, (AHRQ: Rogers, 
HS11963)HS11963)

-- Serious medical errors in ICUs Serious medical errors in ICUs 
can be reduced when by can be reduced when by 
eliminating 30 hour in a row work eliminating 30 hour in a row work 
shifts shifts (AHRQ: (AHRQ: CzeislerCzeisler, HS12302), HS12302)

-- Medical interns working Medical interns working 
extendedextended--duration shifts double duration shifts double 
their risk of car crashes when their risk of car crashes when 
driving home from the hospital driving home from the hospital 
(AHRQ: (AHRQ: CzeislerCzeisler, HS12032), HS12032)



Technology andTechnology and
Patient SafetyPatient Safety

�� Information technologyInformation technology
–– Provides inexpensive method for detecting Provides inexpensive method for detecting 

certain types of certain types of AEsAEs (AHRQ: Bates, HS11046)(AHRQ: Bates, HS11046)

–– Helps detect patients most prone to Helps detect patients most prone to 
falling/developing bed sores falling/developing bed sores (AHRQ: (AHRQ: TeiglandTeigland, , 
HS11869)HS11869)

–– Saves time for ICU nurses by reducing Saves time for ICU nurses by reducing 
documentation burden documentation burden (AHRQ: (AHRQ: WeingerWeinger, HS11521), HS11521)

�� CPOE can lead to an increased CPOE can lead to an increased 
probability of medication errors probability of medication errors (AHRQ: (AHRQ: 
Koppel/Strom HS11530)Koppel/Strom HS11530)



Event ReportingEvent Reporting

�� No one method is best:  multiple data sources  No one method is best:  multiple data sources  
provide the most comprehensive provide the most comprehensive 
understanding of the potential for and actual understanding of the potential for and actual 
injury and harminjury and harm

�� Examples of resultsExamples of results
–– Mandatory medication error reporting Mandatory medication error reporting w/RCAsw/RCAs

identifies systems contributing to errors and identifies systems contributing to errors and 
strategies for improvement strategies for improvement (AHRQ: (AHRQ: FlinkFlink, HS11880), HS11880)

–– Close call reporting systems facilitate use of Close call reporting systems facilitate use of 
targeted interventions targeted interventions (AHRQ: Thomas, HS11544)(AHRQ: Thomas, HS11544)

–– Surveillance of injuries caused by health care Surveillance of injuries caused by health care 
using ICDusing ICD--99--CM diagnostic codes CM diagnostic codes (AHRQ: (AHRQ: LaydeLayde, HS11893), HS11893)



Active
Event 

Reporting

Passive 
Indicators 
Discharge 

Data

Passive 
Triggers 
Medical
Records

Truth?

Identification and Mitigation Identification and Mitigation 
of Risks and Hazardsof Risks and Hazards



Types of IdentificationTypes of Identification

�� AHRQ Patient Safety Indicators (PSI) AHRQ Patient Safety Indicators (PSI) 
used with administrative dataused with administrative data

�� Triggers from EHR Triggers from EHR –– Targeted Injury Targeted Injury 
Detection System TIDSDetection System TIDS

�� Conventional Event Reporting Conventional Event Reporting –– Patient Patient 
Safety OrganizationsSafety Organizations



Patient Safety Act of Patient Safety Act of 
20052005

•• Creates Creates ““Patient Safety Patient Safety 
Organizations (PSOs)Organizations (PSOs)

•• Establishes Establishes ““Network of Network of 
Patient Safety DatabasesPatient Safety Databases””

•• Mandates Comptroller General Mandates Comptroller General 
to study effectiveness of Act to study effectiveness of Act 
(by 2010)(by 2010)

•• Is completely voluntaryIs completely voluntary



Legislation GoalsLegislation Goals

�� Encourage providers to identify & Encourage providers to identify & 
correct medical errors & threats to correct medical errors & threats to 
patient safety by ensuring that their patient safety by ensuring that their 
work with PSOs cannot be used work with PSOs cannot be used 
against them in courts or in against them in courts or in 
disciplinary proceedingsdisciplinary proceedings

�� Encourage aggregation of cases by Encourage aggregation of cases by 
& among PSOs, creating a network & among PSOs, creating a network 
of patient safety databasesof patient safety databases



Patient Safety Patient Safety 
OrganizationOrganization

�� Private or public entityPrivate or public entity

�� Meets PSO criteria & complies with Meets PSO criteria & complies with 
policies/procedurespolicies/procedures

�� SelfSelf--certifies initially & every 3 years certifies initially & every 3 years 
thereafterthereafter

�� Certification is accepted by Secretary Certification is accepted by Secretary 
or not; may be revokedor not; may be revoked



PSO ActivitiesPSO Activities

�� Conducts efforts to improve patient Conducts efforts to improve patient 
safety & qualitysafety & quality

�� Collects & analyzes data, reports, Collects & analyzes data, reports, 
records, root cause analyses Patient records, root cause analyses Patient 
Safety Work ProductSafety Work Product

�� Develops/disseminates information to Develops/disseminates information to 
improve patient safetyimprove patient safety

�� Encourages culture of patient safetyEncourages culture of patient safety
�� Maintains procedures to keep work Maintains procedures to keep work 

product confidentialproduct confidential



AHRQ SupportedAHRQ Supported
IOM StudiesIOM Studies

Event Reporting Guidance Working Conditions Guidance



ICU Infections Down Nearly 80%ICU Infections Down Nearly 80%

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

�� Simple interventions: hand washing Simple interventions: hand washing 
reminders and elevating a patientreminders and elevating a patient’’s s 
head while on a ventilatorhead while on a ventilator

�� Project so successful that 68 ICUs Project so successful that 68 ICUs 
had no infections or ventilatorhad no infections or ventilator--
associated pneumonias during the associated pneumonias during the 
18 months of the project18 months of the project

(AHRQ:  Pronovost, HS14246)(AHRQ:  Pronovost, HS14246)



Advances in Patient Safety:Advances in Patient Safety:
From Research to ImplementationFrom Research to Implementation

�� FourFour--volume set of 140 peervolume set of 140 peer--reviewed reviewed 
articles on patient safety studiesarticles on patient safety studies



AHRQ Web M&MAHRQ Web M&M

�� Morbidity and Mortality Morbidity and Mortality 
website describes website describes 
problem areas/potential problem areas/potential 
solutions solutions 

�� Shares new cases and Shares new cases and 
expert commentariesexpert commentaries

�� Monthly spotlight case Monthly spotlight case 
with slide setwith slide set

�� > 50,000 visitors/ > 50,000 visitors/ 
monthmonth

�� PartnershipsPartnerships
–– In place w/MEDSCAPEIn place w/MEDSCAPE
–– Formal agreement near Formal agreement near 

completion completion 
w/Bridgetech/Chinaw/Bridgetech/Chinahttp://webmm.ahrq.govhttp://webmm.ahrq.gov



AHRQ PSNetAHRQ PSNet
(Patient Safety Network)(Patient Safety Network)

�� ““OneOne--stopstop”” portal of portal of 
resources for improving resources for improving 
patient safety and patient safety and 
preventing medical errorspreventing medical errors

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

�� Customize the site by Customize the site by 
creating creating ““My PSNetMy PSNet”” pagepage

�� > 50,000 visitors/month> 50,000 visitors/month

http://psnet.ahrq.govhttp://psnet.ahrq.gov



Hospital Survey onHospital Survey on
Patient Safety CulturePatient Safety Culture

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

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

�� AHRQ partnership with Premier, AHRQ partnership with Premier, 
Inc., Department of Defense, and Inc., Department of Defense, and 
American Hospital AssociationAmerican Hospital Association

�� www.ahrq.gov/qual/hospculture/www.ahrq.gov/qual/hospculture/
or eor e--mail:  hrqpubs@ahrq.govmail:  hrqpubs@ahrq.gov



Hospital Survey onHospital Survey on
Patient Safety CulturePatient Safety Culture

�� Benchmarking Database Benchmarking Database 
–– 400 hospitals 200,000 respondents400 hospitals 200,000 respondents

�� New SOPSNew SOPS
–– Long Term CareLong Term Care
–– Ambulatory CareAmbulatory Care
–– PhysicianPhysician



““Initiative based on evidence Initiative based on evidence 
derived from  team performancederived from  team performance…… leveraging more leveraging more 

than 25 years of research in military, aviation, than 25 years of research in military, aviation, 
nuclear power, business and industrynuclear power, business and industry……to acquire to acquire 

team competenciesteam competencies””

TEAM Strategies and T ools 
to Enhance P erformance and P atient S afety

A cooperative effort between AHRQ and DoD



Educating Patients, TooEducating Patients, Too



Patient Information Resource: Patient Information Resource: 
Your Medicine:  Play It SafeYour Medicine:  Play It Safe

�� 1212--page brochure page brochure 
outlines  steps to outlines  steps to 
help patients use help patients use 
prescription prescription 
medicines safelymedicines safely

�� Includes detachable Includes detachable 
pocketpocket--sized sized 
medicine record medicine record 
formform



2005 National Reports on 2005 National Reports on 
Quality and DisparitiesQuality and Disparities

––Quality ReportQuality Report finds that quality continues to improve finds that quality continues to improve 
at a modest pace across most core quality measuresat a modest pace across most core quality measures

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



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

�� Interventions include rapid response Interventions include rapid response 
teams, evidenceteams, evidence--based care for acute based care for acute 
myocardial infarction, and prevention of myocardial infarction, and prevention of 
adverse drug events, central line adverse drug events, central line 
infections, surgical site infections and infections, surgical site infections and 
ventilatorventilator--associated pneumoniaassociated pneumonia

�� An Estimated 122,300 were saved An Estimated 122,300 were saved –– July July 
5, 20065, 2006

We Can Make a Difference If We Can Make a Difference If 
We TryWe Try



The Aftermath of the IOMThe Aftermath of the IOM

�� So what has happen since So what has happen since 
the release of the release of To Err is To Err is 
HumanHuman



Congress Allocates Funds of 
Patient Safety

� FY 01  $50 Million
� FY 02 $55 Million
� FY 03 $55 Million
� FY 04 $84 Million
� FY 05 $84 Million
� FY 06 $84 Million
� FY 07 $84 Million Working under a continuing 

Resolution



Progress Since 1999Progress Since 1999

�� Regulation: [JCAHO safe practices; Regulation: [JCAHO safe practices; 
standardization of practices] standardization of practices] AA--

�� Workforce and Training: [PSIC; Workforce and Training: [PSIC; 
maintenance of certification; leadership maintenance of certification; leadership 
training] training] BB

�� Error Reporting Systems: Error Reporting Systems: CC

�� Information Technology: Information Technology: BB--

�� Malpractice: Malpractice: D+D+
R Wachter. The end of the beginning: patient safety five years aR Wachter. The end of the beginning: patient safety five years after fter 

‘‘To Err is HumanTo Err is Human’’. Health Affair 2004; W4: 534. Health Affair 2004; W4: 534--545.545.



Where We Are TodayWhere We Are Today

�� Substantial momentum, activity, and Substantial momentum, activity, and 
continued interestcontinued interest

�� FY07 focus on ambulatory careFY07 focus on ambulatory care
�� Ambulatory Risk AssessmentAmbulatory Risk Assessment
�� Patient Centered approachesPatient Centered approaches
�� Integrating quality and safety measurement Integrating quality and safety measurement 

with HITwith HIT
�� TransparencyTransparency
�� Implementing PSO LegislationImplementing PSO Legislation



Patient Safety MythsPatient Safety Myths

�� Its all about rates An Its all about rates An 
epidemiologically perfect epidemiologically perfect 
rate is essential rate is essential ––

�� Because all you need to Because all you need to 
do is to report rates and do is to report rates and 
health professions will health professions will 
change practicechange practice

�� Assign an accountable Assign an accountable 
person and change with person and change with 
take placetake place

�� If only we had IT & If only we had IT & 
CPOE we would be safeCPOE we would be safe



Challenge of 
Implementation

� AHRQ is interested in identify the 
evidence patient safety practices. 

� Yet traditional forms of evidence used 
in 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 Patient Safety Involves a Lot 
of Blocking and Tacklingof Blocking and Tackling

�� A lot of patient A lot of patient 
safety involves safety involves 
basic stuffbasic stuff

�� Hand washingHand washing
�� Turning patientsTurning patients
�� Using standards Using standards 

no free no free --lancinglancing
�� Basic team work Basic team work 
�� Standardized Standardized 

languagelanguage



Shared Ownership of RiskShared Ownership of Risk

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

�� From the CEO to the From the CEO to the 
JanitorJanitor



ItIt ’’s All About Changes All About Change

John Kotter

8 Steps of Change8 Steps of Change



Catalytic event 
drives need for 

change

Build team, 
strategy, buy-in, 
establish goals

Implement change 
plan, training, 

empowering others

TeamSTEPPS
Culture Change

Coaching
I’m staying right 

here. Yeah 
they’ll be back.

What are 
they 

doing?

Why do 
we need 
change?

JCAHO

Status QUO

FUTURE

Errorville

Celebrate wins! 
Staying the course

Sustaining

Roadmap to a Culture of SafetyRoadmap to a Culture of Safety
Outcomes 
Analysis



Paradigm ShiftParadigm Shift
Reactive to ProactiveReactive to Proactive

� Isn’t time we stopped measuring 
the width and depth of the 
quality chasm?



Quality & Safety by DesignQuality & Safety by Design

�� And to begin designing & And to begin designing & 
building the bridge to cross itbuilding the bridge to cross it



Is health care getting safer?Is health care getting safer?

NoNo

YesYes

We donWe don’’t know t know 
enough yetenough yet



Is health care getting safer?Is health care getting safer?

NoNo

YesYes

We donWe don’’t know t know 
enough yet, so we enough yet, so we 
need to continue need to continue 
building the evidencebuilding the evidence
base togetherbase together

��



Doctors Are Patients, TooDoctors Are Patients, Too

May 1, 2006 Time cover storyMay 1, 2006 Time cover story

““It might comfort the rest of us It might comfort the rest of us 
to think that with just a little to think that with just a little 
more knowledge or a personal more knowledge or a personal 
doctor at our side, we could doctor at our side, we could 
get the best out of America's get the best out of America's 
extraordinary healthextraordinary health--care care 
system without suffering from system without suffering from 
its gaps and failures. But since its gaps and failures. But since 
even an insider can suffer, we even an insider can suffer, we 
are left with the much harder are left with the much harder 
challenge: to fix the system for challenge: to fix the system for 
everyone.everyone.””



Your questionsYour questions ??

James B. Battles, Ph.D.
Senior Service Fellow for Patient Safety

Center for Quality Improvement and Patient Safety

Email: James.Battles@ahrq.hhs.gov


