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A Personal Encounter with Patient
Safety
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Doing the Right Thing

“Data have shown that focused efforts to
reduce discrete harms, such as
nosocomial infections and surgical
complications, can significantly improve

safety.”
— Landrigan et al. New England Journal of

Medicine Nov. 25, 2010

Health Quality Advisors LLC



Helping Change to Happen

s Consciousness

s Culture

s Cash
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Consciousness Raising (and Not)

“Clinicians have labeled virtually harm as

inevitable for decades.”’- Peter Pronovost and Elizabeth
Colantuoni, JAMA, 2009

“To do things differently, we must see things
differently. When we see things we haven’t
noticed before, we can ask questions we didn’t
know to ask before.” — John Kelsch, Xerox

“To become competent, you have to feel bad.” —
Hubert Dreyfus, Philosopher, Univ. of California-Berkeley
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More Consciousness Raising
(Research + Press + Politics)

Statistics

rton Study, published by CMAJ in 2004, found that betw -
. The report also said that 7.5 pe t of patients admitted to a Canadian hospital - one in 13 - su harm as a

Also in 2004 the Canadian Institute for Health Information reported:
One in nine adults with health problems reported being given the wrong medication or dosage by a doctor, hospital or
pharm
One in 16 reported an adverse event for them: ra loved

One in 152 deaths were as ted with preventable adverse events for medical’surgical patients in acute care hospitals. Maryann Murray describes the
adwverse event that resulted in
the death of her 22-year-old
One in 6,667 had a foreign object left in their body after a surgical procedure. daughter, Martha.

One in 72,046 were infected with hepatitis B from a blood transfusion.

One in 1,124 people over age 65 suffered in-hospital hip fractures.

One in 10 million were infected with HIY from a blood transfusion.
One in nine adults conitr:

One in 20 women suffered severe tearing during childbirth; one in e
shoulder.

One in every atients iving a blood transf
ver age 65 suffered a
ry patients would have a

> 3790 million a year.

Source: Website, Canadian Journalism Foundation
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Ridicule, Anyone?
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The Challenge of Culture Change

“‘Science and
Technology
revolutionize our
lives, but memory,
tradition and myth
frame our response.”

Clinical

--Arthur Schlesinger, Jr. _
Ethics
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The G(ood) O(Ild) D(ays)

“The application of knowledge at the bedside 1s
largely the function of the sagacity inherent in or

personally developed by the individual physician.”
—Hermann L. Blumgart, MD, 1973

“There 1s a continuing lack of conviction [by
doctors] that improvement is needed. The
conviction 1s, ‘We’re darn good, why don’t people
pay us what we want?’”” —Donald Berwick, MD, 1995
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Eminence Isn’t Enough
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age-group, diagnosis standardised Medicare reimbursement 2000

Massachusetts Hospitals
Hospital Standardized Mortality Ratio
(Jarman)
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Baylor Pursues Perfection

Patient Safety Vision Measurement
it -
No Preventable Deaths Mortar, mﬂ;; Pty

No Preventable Injuries p=--x
No Preventable Risk

sudit using the iHI Giobal Trigger
Tool (GTT)

Key Survey Items

Iwould feel safe being treated in my faciity as a patient

Intention

My unit/ department receives feedback about patient saf ety
events, errors and near msses. 7

Reporting of errors and near misses has led to positive
change in my faciity

Doctors, nurses and other staff work together as a highly

coordinated team I )
[=aE=====]

If Iszw a doctor about to do something that may harma

patient, | would feel corrfortable speaking up. 2

0 10 20 30 40 50 G0 70 BO 90
Percent of Respondents

Desirable 2009 Desirable 2007 = Best Response 2009 [ Best Response 2007

HSMR-Midas

RENIS

Figure 5. Baylor Health Care System (BHCS) hospital-standardized mortality rate (HSMR) trend, 2002 to 2009*
HSMR-MIDAS is the Hospital Standardized Morlity Ratio and is equal to observed deaths divided by expected deaths, where the latter is
determined as part of the 3M Datavision product based on analysis of administrative data. For each point, the “all hospital” population of 350 to

517 US hospitals was selected as the reference data set.

Source: Am J Med Qual, 2011
10
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Ascension Tracks “No Harm” Push

T %a reductions compared to national averages

Birth Neonatal Pressure Ventilator- Bload Stream Falls with
Trawma Martality Ulkcer Associnted Infectinns

Prcumasnis

Serieus Injury

Ascension Health System Observed Minus Expected
Mortality Rate per 100 Discharges

CareScience Observed Minus Expected Mortality Rate per*
Ascension Health System
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Doing Things Right By the Numbers
How My Wife was NOT Harmed

Share results: e [ 4] s
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Cash and Complications

Hospital costs and reimbursement for surgical patients

Costs:
resources used Reimbursement: Hospital
by the hospital amount paid to the profit (profit
($) hospital ($) margin) ($)

No complications 10,978 14,266 3,288 (23)

With complications 21,156 21,91 755 (3.4)

Increase in reimbursement 7,645 (54)

Values in parentheses are percentages.

“When surgical complications occur, hospitals experience
a decline in profits and profit margin per case, but
reimbursement usually covers their costs. In contrast,

payors always lose money with complications.”

Source: JB Dimick et al. J Am Coll Surg, 2006
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ROI on Not Hurting People

Average Additional Payment per

Admission with Hospital-acquired Infection

$35,000

$30,000
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$-
Overall Avg. Medicare Blue

DRG adjusted analysis of 232,994
admissions in 5 states across 13 facilities
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Your name and numbers, please

Types of medication errors that resulted in patient harm, as a percentage of all preventable
adverse drug events among Medicare beneficiaries at a large physician practice

0 20 40 60 80

PRESCRIBING ERRORS

Wrong drug/wrong therapeutic choice
Wrong dose

Inadequate patient education
Drug-drug interaction
MONITORING ERRORS

Failure to act on available information*
Inadequate monitoring of drug therapy

PATIENT ADHERENCE

Preventable ADEs in Ambulatory Care —
Multispecialty Group Practice

Leatherman and McLartny, Quality of Health Lare ror Medicare Benenciaries: A Lhartbook, 20us. The Commonwealth Fund

Source: Gurwitz et al., JAMA 2003
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Malpractice Claims and Patient Harm

= Patient safety outcomes were strongly
correlated with the number of medical
malpractice claims....\When risky incidents
declined...so did malpractice claims.”

— RAND Institute for Civil Justice, 2010
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The Behaviors of

PROFESSIONALISM

Teamwork &
Professional Demeanor

A

Integrity & Concern for the
Trustworthiness Welfare of Patients

\
Self-Care &
Self-Growth

Responsibility &
Sense of Duty

Compassion & \

Respect for Others

Scholarship &
Commitment to Learning

Professionalism fosters respect and trust among
students, faculty and staff, and includes willing
compliance with the highest ethical standards.

Academic Support & Enrichment Center
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What We’re Asking Doctors to Be
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As for the future,
your task Is not to
foresee, but to

enable It.
— Antoine de Saint
Exupery




