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Has Patient Safety Improved?
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Incidence of Patient Harm 2008

ADVERSE EVENTS IN HOSPITALS:
NATIONAL INCIDENCE AMONG
MEDICARE BENEFICIARIES

Patients Who Experienced Harm Events

Adverse event or temporary harm event 27% 25%
Adverse event 13% 12%
Temporary harm event 13% 13%

Severity Level of Harm Events

Adverse events 42% 38%

Temporary harm events 28% 62% ”
Preventability of Harm Events (n=302)

Preventable events 44% 43%

Not preventable events 91% 96%

https://oig.hhs.gov/oei/reports/OEI-06-18-00400.pdf

Adverse Events in Hospitals:
A Quarter of Medicare
Patients Experienced Harm in
October 2018
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Medical Errors Are No. 3 Cause Of U.S

Deaths, Researchers Say
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Medical errors kill thousands of
people each year. Butare hospitals

getting any safer?



Competing theories: Bad Apples Theory
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The Simple, Wrong Answer

BLAME SOMEBODY




The Cycle of Fear
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Model 2: Continuous Learning & Improvement
“Every Defect is a Treasure”

The NEW ENGLAND
JOURNAL of MEDICINE

SOUNDING BOARD ARCHIVE

Continuous Improvement as an Ideal in Health Care

Donald M. Berwick, M.D., M.FP.
N EnglJ Med 1989; 320:53-56 | January 5, 1989 | DOI: 10.1056/NEJM198901053200110

Share: n

This article has no abstract; the first 100 words appear below.
ARTICI
Imagine two assembly lines, menitored by two foremen. Foreman 1 572 artit
walks the line, watching carefully. "l can see you all,” he wams. "| this artic

have the means to measure your work, and | will do so. I will find
those ameng you who are unprepared or unwilling to do your jobs,
and when | do there will be consequences. There are many workers
available for these jobs, and you can be replaced.” Foreman 2 walks
a different line, and he too watches. "I am here to help you if | can,”
he says. "We are in this together for the long . . .
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Solutions for Patient Safety

20,803 children

spared harm

$382,572,473
saved

144+ hospitals
working togethe

r

Children’s Hospitals’

iiatnent safety

very patient. Every day.

Adverse Drug Event Rate
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“The First Law of Improvement”

Every system is perfectly designed to achieve exactly

the results it gets.

To get a different result, we must change the system.




Changing Systems...
Step 1 Choose Aims

“Aims create strategy; Strategy creates results” — Dennis Wagner, former CMS official

EPILEPSY
LEARNING
HEALTHCARE
SYSTEM

Aim = Seizure Free Days
To
Aim = Healthy Days without a Seizure




Step 2:
|dentify A Theory of How to Improve a System

° o i Secondary Driver:

A Driver Diagram outeome Primary (processes, norms, Changes
. . . structures)

is a depiction of

your theory for Change 1

S. Driver 1
how to change a P. Driver
system
Change 2
S. Driver 2
Aim:
Expresses Change 3
stakeholder S. Driver 3
value!

P. Driver

S. Driver 1

S. Driver 2

[Fesul Je——>= [Cause]




Example: improving restaurant ratings

Primary Drivers
Outcome

Food
quality

Price

Increase restaurant
ranking from 3to 4

stars ,
Ambiance

Measures:
- Star ranking
- Yelp reviews
- Tips

Profit (balancing) Service

Process
measure:
Tips

Secondary Drivers

Preparation

Suppliers

Lighting

Layout

Music

Attire

Approach

« Screen for service in interview
« “At the elbow” coaching

Monthly service review
brainstorming

13




Drivers & Processes are Linked!

Improving the reliability,
consistency, usability or
efficiency of processes is
central to improving system
outcomes

Add item to | Shop from
list list

YES

Set aside for
meal




Step 3: Understanding the system (1)

Inappropriate
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Understanding the system (2):
Probability of performing perfectly

Probability of Success for Each Element
No. of
Steps 0.90 0.95 0.990 0.999
1 0.90 0.95 0.990 0.999
25 0.07 0.28 0.78 0.98
50 0.005 0.08 0.61 0.95
100 0.00026 0.006 0.37 0.90




Step 4: Improve the System — Simplification

Remove Tie

unnecessary unreliable to Automation
steps reliable




llll.lrr A Iu”"" < \
) | h al ﬂﬁ

hﬁ-h“hu-—qq-hahh.m-_h E-.--..::.-llu
] Teemy ISinp savwmamgans
fal %-_ siral el Dugbis
L B T

FERE=RSsasnsns: EREEE- 5=

| P

L - ]
B Sanm
IR

Eeasrancssapmnn B

o _m. ﬁ " “_1._
T .m.._m“u

AdrEETi RESFeFRl ARl B FEEFEE=

! | r I 1
C HTHETE T R T
i1 .._m:v “Eﬁ:_na_w:

Niswolincowrnge " salumnrmrnnbas

§ iy el
TR




Step 4 Improve the System — Standardization

100

Standard
Work

oe)
o

Do

N
o

Process performance (%)
(@)
o

Zone of Control #1

N
o

Time

Adapted from Juran J, Godfrey AB, eds. Juran’s Quality Handbook: Fifth Edition. New York: McGraw-Hill, 1999.



Step 4 Improve the System — Standardization

SDCA & PDCA Cycle

+ S: Standardise

< Erphtach SDCA PDCA erherh
« Al Act « A Act
Do Next
Improve

* S:Plan

Fu rlh mprov

Improvement

aintenance

Time



Step 4: Improve the System — Hierarchy of Controls

. we  Hierarchy of Controls

required effective

Physically remove
the hazard

Replace
the hazard

lsolate people
from the hazard

4 Change the way
peaple work

F Protact the worker with
Personal Protective Equipment

Moast Leadt
supervision eMective
oy :_\.11;{4':' :il: :..:jl

g ey B PSR R BT R B R T







It's the system...not the people

Haryvard

Step 1: Choose Aims Business
Step 2: Identify a theory of change
Step 3: Understand the system as it is
Step 4. Improve the system
A. Simplification

B. Standardization

C. Use Hierarchy of controls

Latest Magazine Topics Podcasts Store The Big Idea Data &

Operations And Supply Chain Management

To Improve Health Care,
Focus on Fixing Systems —
Not People

by Kedar S. Mate, Josh Clark, and Jeff Salvon-Harman

July 12, 2024

https://hbr.org/2024/07/to-improve-
health-care-focus-on-fixing-systems-not-

people
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You do notrise to thelevel
of your goals.You fall to

the level of your systems.

JAMES CLEAR
Atomic Habits

dare tolead | & spotify
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