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Inflection points in  Inflection points in  
historyhistory

– Automobile Manufacturing
• Implementation of new management theory (Frederick Taylor)
• The vision of Henry Ford

– Banking
• Deregulation
• Consolidation
• New Technologies
• New Competitors

– Health Care
• The Flexner Report
• Managed Care Reimbursement
• Quality/Patient Safety ??
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The Market Model for Quality and Patient SafetyThe Market Model for Quality and Patient Safety
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Stage I- Acknowledgment
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According to a recent Survey respondents 
had the following concerns: 

61 % being given the wrong medicine

58% given medicines that interact in a
negative way

56% complications from a procedure
American Society of Health System Pharmacists 

Concerns About Safety 
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What Patients Say They Want  What Patients Say They Want  

Keeping Patients and Families Fully Informed Throughout Care

Reliance on Evidence Based Guidelines

Customized and Individualized Treatment Plans

Computerized Information Processes to Capture all Patient Information

Full Chart Review with Patients before Discharge

VHA Study,  2002 
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Stage II- Differentiation
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The Search for Medical The Search for Medical 
QualityQuality

How do I know if I am getting the right 
care?  

How do I find a high quality doctor?

How can we decrease the risk of a  
medical error?  
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Choosing Doctors Choosing Doctors 

•• 82% of patients would change 82% of patients would change 
doctors based upon quality doctors based upon quality 
informationinformation
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Choosing Hospitals Choosing Hospitals 

•• 87% of patients would choose a 87% of patients would choose a 
different hospital based upon different hospital based upon 
information on qualityinformation on quality
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Survey Results for New York Hospitals Submitting Responses

Hospital Name City Information 
Submitted

Computerized Drug 
Orders

ICU 
Staffing Number of Procedures

Arden Hill Hospital Goshe
n 09/30/2002 Click here for number of 

procedures. 

Bassett Hospital Of 
Schoharie County 

Cobles
kill 12/27/2001 N/A

Click here for number of 
procedures. 

Bellevue Hospital Center New 
York 12/31/2001 Click here for number of 

procedures. 

Benedictine Hospital Kingst
on 01/31/2002 Click here for number of 

procedures. 

Bronx-Lebanon Hospital 
Center Bronx 09/30/2002 Click here for number of 

procedures. 

Cabrini Medical Center New 
York 03/04/2002 Click here for number of 

procedures. 

Leapfrog Data on Patient Safety  
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Stage III- Innovation
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Time for Innovation?Time for Innovation?

More Americans die from errors than breast cancer,
Traffic accidents, and AIDS- (Institute on Medicine)

Hospital acquired infections kill 90,000 patients 
annually and have increased 36% since 1980 (CDC)

One in five medications dispensed in hospitals and 
nursing homes are administered with an error (Archives

Internal Medicine 2002) 
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Why Are Medical Errors Not Reported?Why Are Medical Errors Not Reported?

50%

60%

70%

80%

90%

100%
Loss of
Reputation
Fear of Job Loss

Loss of Market
Share
Loss of
Accreditation
Liability Concern

Source: Survey of 644 Healthcare Professionals, October, 2000



© 2002, David Shulkin, M.D.       © 2002, David Shulkin, M.D.       

15 States Currently Requiring Mandatory Reporting of Medical Errors

23 States Introduced Pending Legislation

Reporting Medical Errors:Reporting Medical Errors:
Current & Pending LegislationCurrent & Pending Legislation
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Why Errors OccurWhy Errors Occur
Diagnostic Errors (Failure to Act on Results,         

Errors in Dx)              22%

Treatment Errors  (Errors in Drug Use,          
Delay in Tx,  Technical Errors)           61%

Preventive (Failure to Prevent Injury                           
Inadequate Monitoring) 16%

Other 1%
Human Error in Medicine

Marilyn Bogner, 1994



© 2002, David Shulkin, M.D.       © 2002, David Shulkin, M.D.       

Proven Approaches to QualityProven Approaches to Quality

53,000 to 175,000 lives saved per year 

with Intensivists in ICUs

(Pronovost, P. JAMA,  November 2002)

Handwashing can reduce approximately 1 million
Noscomial infections a year (CDC)   
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Improving Patient SafetyImproving Patient Safety--
Strongest EvidenceStrongest Evidence

VTE Prophylaxis
Use of  Perioperative B-Blockers
Sterile Barriers during Catheter Insertion
Antibiotic Prophylaxis
Asking Patients to Recall Patient Consent Information
Aspiration of  Subglottic Secretions
Use of  Pressure-Relieving Bedding Materials
Ultrasound Guidance with Central line Insertion
Antibiotic Impregnated Catheters

*JAMA 2002 vol 288(4):501-507
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Other Patient Safety Practice Other Patient Safety Practice 
with High Strength of Evidencewith High Strength of Evidence

Use of Hip Protectors
Use of Supplemental Perioperative Oxygen
Selective Decontamination of GI Tract
Use of  Silver Alloy Catheters
Management by Intensivists
Computer monitoring of  ADE’s
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Patient SafetyPatient Safety-- Low Strength of  Low Strength of  
EvidenceEvidence

Changing catheters routinely

Hydration protocols for theophyline

Use of sucrafate to prevent pnuemonia

Mechanical rather than manual ventilation during transport

(AHRQ publication # 98-0004)
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Best Practices in Medication Safety 

Medication errors are the second most expensive type
of  malpractice case- averaging $163,090 per claim 

Use Don’t Use

Daily Q.D.
Four Times Daily Q.I.D.
0.5 mg .5 mg
5 mg 5.0 mg
Thirty 30
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Organizing Care for QualityOrganizing Care for Quality

Diabetes – HbA1c < 7.0 from 42% to 70%

Practice guidelines
Academic detailing
Individual and group classes
Medical record flowcharts for patients
Patient registries for risk stratification
Physician and nurse practice teams
Reminder prompts

Premier Health Partners- JAMA 2002
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Clinical Information SystemsClinical Information Systems

Patient Registries

Reminder systems for complying with guidelines

Feedback to physicians on chronic care measures

Standardized protocols
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TechnologyTechnology-- Are We Doing All We Are We Doing All We 
Can? Can? 

•• 92% of Providers believe much more 92% of Providers believe much more 
can be done for quality than is being can be done for quality than is being 
done done 

•• Effectively using technology:  16%Effectively using technology:  16%

•• Federal efforts required:  44%Federal efforts required:  44%

VHA Survey, Attendees at International Patient Safety Symposium, 2001
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Stage IV- Reward
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“It is hard to get 
someone to understand 
something when his 
salary depends on him 
not understanding it.”
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Important Trends in Healthcare Purchasing

Leapfrog Group Recognition

Defined Contribution Growth 

Pay for Performance Payment Systems 
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WHAT HAS BEEN SAID SO FARWHAT HAS BEEN SAID SO FAR
•• Patient Safety is a problem and is getting a lot Patient Safety is a problem and is getting a lot 

of press anecdotally and statisticallyof press anecdotally and statistically
•• Patient Safety improvements have been made, Patient Safety improvements have been made, 

but changes have not been widespreadbut changes have not been widespread
•• Best Practices in Patient Safety are known, but Best Practices in Patient Safety are known, but 

not implemented effectivelynot implemented effectively
•• Because of counter incentives (legal and Because of counter incentives (legal and 

cultural) issues, there is a slower cultural) issues, there is a slower 
implementation of  safety strategiesimplementation of  safety strategies


