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U.S. National Academy of Sciences (1863)

The academy shall, whenever called upon by any department of the government,
i nvestigate, examineé and report wupo

1970 Institute of Medicine founded to advise & improve health of people everywhere.

The New York Times describes the IOM as fthe most esteemed and authoritative adviser
on issues of health and medicine, and its reports can transform medical thinking around

the world. 0

July 1, 2015 IOM is reconstituted as the National Academy of Medicine
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To Err is Human: Building a Safer Health System

A Medical errors can be defined as the failure of a planned
action to be completed as intended or the use of a wrong
plan to achieve an aim

A The majority of errors are caused by faulty systems,
processes, and conditions that lead people to make
mistakes or fail to prevent them

A 44,000 - 98,000 people die in US hospitals each year as
a result of preventable medical errors

A Errors cost $17 billion i $29 billion per year in hospitals
In the US

However, more recent data indicate that these numbers
may be substantially higher (James, 2013, JPS)
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Crossing the Quality Chasm: A New Health System
for the 215t Century (2001)

A Described broader
guality issues and
defines six aimso care
should be

A safe,

A effective,

A patient-centered,
A timely,

ROSING (TUE
QUﬂlITU (Hﬂﬂﬂ A efficient and

A equitable
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Crossing the Quality Chasm:
Redesign a New Health System for the 215t Century

CARE SYSTEM

l

i

Supportive Organizations High perform- Outcomes:
payment and that facilitate ing patient- = Safe
regulatory en- the work of centered teams « Effective
vironment ——» patient- - » Efficient
centered teams « Personalized
« Timely
= Equitable

|

REDESIGN IMPERATIVES: SIX CHALLENGES
= Reengineered care processes

Effective use of information technologies
Knowledge and skills management
Development of effective teams
Coordination of care across patient-
conditions, services, sites of care over time
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|IOM Work on Quality

PRIORITY AREAS
FOR NATIONAL ACTION

i

Health IT and
Patient Safety

Building Safer Systems
for Better Care
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Improving Quality and
Honoring Individual Preferences
Near the End of Life
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Patient Safety Movement
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The NTo Err | S Human (

patient safety literature
(Stelfox et al, 2006)

Editorials, letters, reviews, Research awards
guidelines, and other items

Research awards
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Patient Quality & Safety Movement:
United States

ARnTo Err | HI 0s
l's Humano 100K lives Patient Safety National
IOM Report Executive Campaign and Quality Implementation
- Memo from Improvement of CUSP
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Patient Quality & Safety Movement:
Worldwide

Organization

NPSFés laun Wﬁ@lﬁunches
m Patient Safety

World Alliance for WHOO6s Saf e
Awareness Week

An Patient Safety and PeterPr onovost 6s Childbirth
Organization _p, Forward Programme Medical Safety WHO Patient Checklist
with a Memory cpsi“Icsp Checklist Safe?ylen
NHS forms Canadian Patient WHO Safe  cyrriculum
National Safety Institute Surgery Guide
Patient Safety Established Checklist
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Where are we now?

A Even countries that are pioneers in patient safety,
such as the US and UK, still struggle, e.g.,

I Number of preventable hospital associated deaths
estimated to be over 200,000 each year in the US

I European data consistently show that medical errors and
health-care related adverse events occur in 8% - 12% of
hospitalizations

A National Patient Safety Foundation Survey (2015):
NAlthough the current evi
|l mprovement I n patient sa
of the panel felt that overall health care Is safer than
Il n the past. o
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Beyond Mortality - The Burden of
Medical Error: United States

A 1 in 10 patients develops an adverse event during
hospitalization (AHRQ Efforts, 2014)

A More than 700,000 outpatients are treated in the emergency
department every year for an adverse event caused by a
medication

I 120,000 of these patients require hospitalization (Budnitz et al. 2006)

A One-third of Medicare beneficiaries in skilled nursing facilities
experienced an adverse event; half of these events were
deemed preventable (OIG 2014)
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Principles of Safe Patient Care

A The Importance of Culture in achieving Safe Patient
Care

A Achieving Effective Communication and Teamwork

A Patient Centered Culture i engagement & empowerment
A Moving from Blame to Accountability

A Managing Behavior (www.justculture.orq)

A Disclosing Unanticipated Outcomes

A Performance Measurement & Measuring our Progress

A Measuring Safety Culture: Safety Attitude Questionaire
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http://www.justculture.org/

Measuring Safety Culture: SAQ

Two overall domains of interest:
I Teamwork Climate (interaction norms: <60% needs action)

I Safety Climate (pt safety norms: <60% needs action)

Three supporting domains:

I Stress Recognition (threat awareness/believability
barometer: <40% needs action)

I Resilience (pace/intensity barometer: <60% needs
action)

I Work Life Balance (self care norms: descriptive
only/no threshold)
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Managing Behavior
(www.justculture.org)

At-Risk Reckless
Behavior Behavior

Product of our current Unintentional Risk-Taking Intentional Risk-Taking

system design

Manage through changes in: i Manage through: Manage through:

A Processes ARemoving incentives for A Remedial action

A Procedures At-Risk Behaviors A Disciplinary action
A Training AcCreating incentives for

A Design healthy behaviors
A Environment Alncreasing situational
awareness

CETEE T B
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Investingin patient safety wisely requires good
knowledge about the strength and flaws of our
national systems, our hospitals, quractices

I Ingo Hartel2017)
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OECD Health System Performance
Assessment Framework

Health system performance assessment framework

| Health |

‘ Non-health care determinants of health |

Healthcare System Performance

Quality Access Expenditure -
=
Safety Responsiveness S Accessibility E-

Health care Effectiveness

needs Patient centered

Staying healthy

Getting better

Living with illness
or disability

Coping with end
of life

ﬁ

Efficiency

i

| Health system design, policy and context |
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Patient Safety Global Action Summit
9-10 March 2016, London, UK

A Political commitment and leadership,

A Policies that encourage and enable patient
safety improvement,

A Paradigm shift: providing a safe space for
people to report,

A Performance measurement: benchmarking,
developing indicators and data systems,

A Patient safety movement: a call for urgent action
by governments.
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Current & Emerging Issues in Patient Safety
(Expert Workshops)

A Economy and Efficiency of Patient Safety
A Prevention and Control of Infectious Diseases

A Global Patient Safety i Perspectives from
_MICs

A Patient Safety and mHealth, Big Data, and
Handheld Devices

A Increased Safety of Diagnostics and Treatment i
Checklists and Other Tools

A Safety of Medication Therapy
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Economy and Efficiency of Patient
Safety
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To I

Key Findings on the Costs of Failure
(OECD, 2017)

Patient harm is the 14th leading cause of the global disease burden.

Most research on the cost of patient harm has focused on the acute care
setting in the developed world.

The financial impact of safety failure is considerable. Approximately 15% of
total hospital activity and expenditure is a direct result of adverse events.
The most burdensome adverse event types include venous
thromboembolism, pressure ulcers, and infections

Less is known about harm in primary and ambulatory care. Research
Indicates that wrong or delayed diagnosis is a considerable problem.

The flow-on and indirect costs of harm include loss of productivity and
diminished trust in the healthcare system. In 2008, the economic cost of
medical error in the US was estimated to be almost USD 1 trillion.

The costs of prevention are dwarfed by the cost of failure.

I For example improving patient safety in US Medicare hospitals is estimated to have saved
USD 28 Billion between 2010 and 2015.
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National efforts to reduce harm and improve
safety can deliver considerable savings
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(35 NATIONAL ACADEMY OF MEDICINE



Prevention and Control of Infectious Diseases

o o To Do D>

Burden of health care-associated infections in Europe and
worldwide
WHO core components for infection prevention and control

I Implementation in LMICs

How to measure the degree of implementation? Establishment of
surveillance systems, external assessments vs self-assessment
The special problem of sepsis: how to prevent and recognize it

Best Practices
I 10-year sustained IPC national programme in Chile
i The development of a European surveillance system for HAI
I National monitoring IPC indicators in Liberia
I Duplication of hand rub consumption in Germany within 10 years
i The sepsis campaign in England
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Antimicrobial Resistance (AMR)

O6 Nei I I,

2016

A continued rise in
resistance by 2050 would
lead to 10 million people
dying every year and a
reduction of 2% to 3.5%

In Gross Domestic Product
(GDP). It would cost the
world up to 100 trillion USD.
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