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Is There A Business Case???

YES!!!



Benefit-Cost of Patient Safety

n Patient Safety Program in total

– National Patient Safety Center, Regional 
Patient Safety Officers, Facility Patient Safety 
Managers, All RCA teams

– $130k per facility (0.1%)

If this is a facility’s budget

This is Patient 
Safety’s Share



Costs of Adverse Events

n IOM report
– Preventable adverse events account for 2% of 

healthcare resources (Assumes only 50% are 
preventable – probably should be higher)

n Falls with fractures
– $25k to $35k per fx; one-third die in a year

n Adverse drug events
– $5k per event; $3 m per year at B & W hospital

n Nosocomial infections
– Upwards of $5k per episode



Cost Saving and Avoidance

n Hand Hygiene initiative
– $1k investment yielded $60k avoided care cost

• Benefit cost ratio of 60

n Falls program
– $25k investment yielded $115k in fewer fx

• Benefit cost ratio of 5

n Ventilator Humidification system
– Safer design and recurring savings of 

$100k/year
• Permanently “endowed” patient safety salary



Is There A Business Case?

n YOU BET!!!

n RCA/40person-hrs X 12RCA/yr = 

0.25FTEE



Is There A Quality/Safety Problem?

n Yes-

But Whose?



Awareness and Shame May be 

Largest Hurdles

n Survey at VHA and Data From Other 
Private Healthcare Organizations

– Only 27% Agreed that Errors were a 
Serious Problem

– 49% “Ashamed” by Error

n IOM report concurs



Where Healthcare Was/Is

n Cottage Industry Mentality

n Virtually Total Reliance on:

– Professional/Individual Responsibility

– Individual Perfection

– Train and Blame

n Little Understanding of Systems 
Relative to People and Processes

– Ignorance vs Arrogance

Culturally Different!!!!





NAVAL AVIATION MISHAP RATE
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Goal Selection

n Clear

– Not Confused With Tactics

n Compelling

– Relevance To Those Who Must Take Action

– Early Stakeholder Involvement in Goal Definition

n Reinforced By Leadership

– Visible Participation

• All levels – not hierarchical



Obstacles To Addressing Problem

n Problem Recognition/Ownership

n Fear

– Punitive/Blame/Shame

– Cost

n Don’t Know What To Do

n Lack of ‘Evidence’



Changing Culture

Tools

Behavior

Attitude

CULTURE!!!



Removing Fear

n Blameworthiness

– Criminal Act

– Substance Abuse

– Intentionally Unsafe Act

– Assure Perception of Fairness

n Confidentiality



Prioritization –

Transparency (Internal & External)

n Risk Based

– Severity

– Probability

n Must Make Sense

– Business Processes

– Regulatory Environment



Safety Assessment Code (SAC)



Systematic Reviews

n Cause and Effect

n Human Error Must Have Preceding 
Cause

n Failure to Follow Procedure By Itself Is 
NOT a Root Cause

n Negative Descriptors Aren’t Actionable

n Failure To Act Is not Cause Without 
Pre-existing Requirement To Act

n Why,Why,Why



Triage Cards



Management Involvement

n Formalized, Not Ad Hoc

– Regular Part of Agenda For All Levels 

n Safety Permeates the Fabric of All 
Activities

n Relentless



Patient Safety – Getting Action



Action Assessment

n Characteristics of Actions

– Temporary vs. Permanent

– Procedural vs. Physical

n Action Evaluation

– Process

– Outcome



Essential Elements For 

Sustainable Improvement 

n Appropriate Goal Identification & Selection

n Transparent Prioritization 

n Identification of Real Causes

n System-based Countermeasures That 
Address Underlying Causes

n Stronger Actions That Are Explicit

n Measurement of Actions 

– Process & Outcome

n Top Leadership Involvement/Visibility





In Perspective - Einstein

Problems – “The significant problems we 
face cannot be solved at the same level 
of thinking we were at when we created 
them.”

“Insanity: doing the same thing over and 
over again and expecting different 
results”

Value – “Not everything that can be 
counted counts, and not everything that 
counts can be counted.”





In Perspective - Goethe

“Knowing is not enough; we must apply. 
Willing is not enough; we must do."



In Perspective - Meade

“Never doubt that a small group of 

thoughtful committed people can 

change the world; indeed it’s the only 

thing that ever has!”


