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1999 – Institute of Medicine Report
“When extrapolated to the
over 33.6 million
admissions to U.S.
hospitals in 1997, the
results of the study…imply
that at least 44,000
Americans die each year as
a result of medical errors…
[and] may be as high as
98,000.”
Kohn, L. T., Corrigan, J., & Donaldson, M. S. (2000). To err is human: Building a safer health system. Washington, D.C:
National Academy Press.

Twenty years later
Estimated 220,000 to 440,000 deaths each
year due to medical errors.

James, J. A New Evidence-based Estimate of Patient Care Harms Associated with Hospital Care, J Patient Saf, v9,3, Sept
2013

Errors in Healthcare
• Overuse (of procedures that cannot help)
• Underuse (of procedures that can help)
• Misuse (errors of execution)

Overuse
• 30% of children receive excessive antibiotics for
ear infections

• 20 to 50% of many surgical operations are
unnecessary
• 50% of X-rays in back pain patients are
unnecessary
• Dartmouth Atlas – variation in delivery (overuse)
with poorer outcomes

Underuse
RAND Study Confirms Continued Quality Gap
Condition
Low back pain
Coronary artery disease
Hypertension
Depression
Orthopedic conditions
Colorectal cancer
Asthma
Benign prostatic hyperplasia
Hyperlipidemia
Diabetes mellitus
Headaches
Urinary tract infection
Hip fracture
Alcohol dependence

Percentage of Recommended Care Received
68.5
68.0
64.7
57.7
57.2
53.9
53.5
53.0
48.6
45.4
45.2
40.7
22.8
10.5

McGlynn, E.A., S.M. Asch, J. Adams, J. Keesey, J. Hicks, A. DeCristofaro, and E.A. Kerr. 2003. "The quality of health care delivered to
adults in the United States." New England Journal of Medicine 348(26):2635-45.

“Misuse:” Healthcare Safety
• At least 7% of hospital patients
experience a serious medication
error
• Over 200,000 Americans die in
hospitals each year due to injuries
from care
• 75,000 Americans die from hospitalassociated infections

Human Cost of Unsafe Care
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How about your hospital?

Would the majority of your physicians and nurses say they
would feel it would be safe to have a family member treated
at your hospital?

If the person closest to you had a serious condition, would
you call your emergency department to make sure
particular doctors, nurses, and staff were involved in their
care?

Safe Care
Who is responsible for safety in your organization?

Leadership’s Role
in Quality and
Safety

Leadership

• As much cultural as
technical – building trust
and listening to the
bedside team
• Make central-line kits
with chlorhexidine
available to staff and give
nurses authority to stop
insertion if checklist not
followed

Leadership
CLABSI Rate per 1000 Central Line Days
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➢ Over 2,000 deaths avoided since project began
➢ Over $300 million in healthcare dollars saved
➢ Sustained reduction in central-line-associated bloodstream infections (15 years
and counting)
➢ Increased joy and meaning to the work – reduced staff turnover
Pronovost PJ, Watson SR, Goeschel CA, Hyzy RC, Berenholtz SM. Sustaining Reductions in Central Line-Associated Bloodstream
Infections in Michigan Intensive Care Units: A 10-Year Analysis. Am J Med Qual. 2015 Jan 21.

Brian Connolly
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Leadership
Early Elective Deliveries
25

(p = .003)
20

(p = .008)
15

10

5

0
Early Elective Deliveries <39 weeks

Early Elective Ceseraen Sections <39 weeks
Jan-09

Nov-09

Simpson KR, Knox GE, Martin M, George C, Watson SR. Michigan Health & Hospital Association Keystone Obstetrics: a statewide
collaborative for perinatal patient safety in Michigan. Jt Comm J Qual Patient Saf. 2011 Dec;37(12):544-52.

A Blueprint for Leaders
A Culture of Safety: The Six
Domains
1. Establish a Compelling Vision for
Safety
2. Value Trust, Respect, and
Inclusion
3. Select, Develop, and Engage
Your Board
4. Prioritize Safety in Selection and
Development of Leaders
5. Lead and Reward a Just Culture
6. Establish Organizational
Behavior Expectations
Leading a Culture of Safety: A Blueprint for Success, Lucian Leape Institute, 2017.

Leading a Culture of Safety
Establish a compelling vision for safety. An organization’s vision reflects
priorities that, when aligned with its mission, establish a strong
foundation for the work of the organization. By embedding a vision for
total patient and workforce safety within the organization, healthcare
leaders demonstrate that safety is a core value.
Build trust, respect, and inclusion. Establishing trust, showing respect,
and promoting inclusion — and demonstrating these principles
throughout the organization and with patients and families — is
essential to a leader’s ability to create and sustain a culture of safety. In
order to achieve zero harm, leaders must ensure that their actions are
consistent at all times and across all levels of the organization. Trust,
respect, and inclusion are non-negotiable standards that must
encompass the Board room, the C-suite, clinical departments, and the
entire workforce.

Leading a Culture of Safety
Select, develop, and engage your Board. Governing Boards
play a vital role in creating and maintaining safety cultures. CEOs
are responsible for ensuring the education of their Board
members on foundational safety science, including the
importance of and processes for keeping patients and the
workforce safe. Boards must ensure that metrics that
meaningfully assess organizational safety and a culture of safety
are in place and systematically reviewed, analyzed, and the
results acted upon.

Leading a Culture of Safety
Prioritize safety in the selection and development of leaders.
It is the responsibility of the CEO, in collaboration with the Board,
to include accountability for safety as part of the leadership
development strategy for the organization. In addition, identifying
physicians, nurses, and other clinical leaders as safety
champions is key to closing the gap between administrative and
clinical leadership development. Expectations for the design and
delivery of relevant safety training for all executive and clinical
leaders must be set by the CEO and subsequently spread
throughout the organization

Leading a Culture of Safety
Lead and reward a just culture. Leaders must possess a
thorough understanding of the principles and behaviors of a just
culture, and be committed to teaching and modeling them.
Human error is and always will be a reality. In a just culture
framework, the focus is on addressing systems issues that
contribute to errors and harm. While clinicians and the
workforce are held accountable for actively disregarding
protocols and procedures, the reporting of errors, lapses, nearmisses, and adverse events is encouraged. The workforce is
supported when systems break down and errors occur. In a true
just culture, all workforce members—both clinical and nonclinical—are empowered and unafraid to voice concerns about
threats to patient and workforce safety.

Leading a Culture of Safety
Establish organizational behavior expectations. Senior
leaders are responsible for establishing safety-mindfulness for all
clinicians and the workforce and, perhaps even more importantly,
modeling these behaviors and actions. These behaviors include,
but are not limited to, transparency, effective teamwork, active
communication, civility, and direct and timely feedback. These
cultural commitments must be universally understood and apply
equally to the entire workforce, regardless of rank, role, or
department.

Leadership to deliver reliably safe care

Characteristics of an HRO
Preoccupation with failure. When near-misses
occur, these are viewed as evidence of systems
that should be improved to reduce potential
harm to patients.
Example: FOD WALK = Daily Safety Huddles

Source: Becoming a High Reliability Organization: Operational Advice for Hospital Leaders, Agency for Healthcare Research and Quality, Rockville, MD, 2008

Characteristics of an HRO
Reluctance to simplify. Simple processes are
good, but simplistic explanations for why things
work or fail are risky. Avoiding overly simple
explanations of failure is essential in order to
understand the true reasons patients are placed
at risk.

Example: as part of root cause digging down to
the deep causes of the event – 5 Whys.

Source: Becoming a High Reliability Organization: Operational Advice for Hospital Leaders, Agency for Healthcare Research and Quality, Rockville, MD, 2008

Characteristics of an HRO
Sensitivity to operations. Preserving constant
awareness by leaders and staff of the state of the
systems and processes that affect patient care.
This awareness is key to noting risks and
preventing them.
Do you make it clear to everyone in the
organization of what you are seeking to
accomplish, and how their job fits into this goal?
(Think environmental services related to nursing
and infection prevention)
Source: Becoming a High Reliability Organization: Operational Advice for Hospital Leaders, Agency for Healthcare Research and Quality, Rockville, MD, 2008

Characteristics of an HRO
Resilience. Leaders and staff need to be trained
and prepared to know how to respond when
system failures do occur.
When a major event occurs, how does your
organization react?

Source: Becoming a High Reliability Organization: Operational Advice for Hospital Leaders, Agency for Healthcare Research and Quality, Rockville, MD, 2008

Characteristics of an HRO
Deference to expertise. If leaders and
supervisors are not willing to listen and respond
to the insights of staff who know how processes
really work and the risks patients really face, you
will not have a culture in which high reliability is
possible.

Source: Becoming a High Reliability Organization: Operational Advice for Hospital Leaders, Agency for Healthcare Research and Quality, Rockville, MD, 2008

Questions for consideration
Do people in our organization respect each
others work?

Do people in our organization value expertise
and experience over rank? (Doctor – Nurse
power gradient)

One final question
For my organization’s strategic plan, safe care
is:
a)
b)
c)

Not listed as a goal
One of your top organizational goals
The goal
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“The secret of quality is love.”
Avedis Donabedian,
University of Michigan School of Public Health
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