
The Science of Improving Patient Safety

On the CUSP: STOP BSI
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Immersion Call Overview

Week 1: Project Overview

Week 2: Science of Improving Patient Safety

Week 3: Eliminating CLABSI

Week 4: The Comprehensive Unit-Based Safety Program 
(CUSP)

Week 5: Building a Team

Week 6:Physician Engagement
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Learning Objectives

ÅTo recognize that every system is designed to achieve the 
results it gets

ÅTo identify the basic principles of safe design that apply to 
both technical and team work

ÅTo discuss how teams make wise decisions
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Your Feedback is Important

http://www.surveymonkey.com/s/Z6FJ28T

http://www.surveymonkey.com/s/Z6FJ28T
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The Marvel of Modern Medicine
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Condition % of Recommended Care Received

Low back pain 68.5

Coronary artery disease 68.0

Hypertension 64.7

Depression 57.7

Orthopedic conditions 57.2

Colorectal cancer 53.9

Asthma 53.5

Benign prostatic hyperplasia 53.0

Hyperlipidemia 48.6

Diabetes mellitus 45.4

Headaches 45.2

Urinary tract infection 40.7

Hip fracture 22.8

Alcohol dependence 10.5

RAND Study Confirms Continued 
Quality Gap   

1. McGlynn EA, Asch SM, Adams J, et al., N Engl J Med, 2003.
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The Problem is Large

Å In U.S. Healthcare system

ï 7% of patients suffer a medication error 2

ï On average, every patient admitted to an ICU suffers an adverse event 3,4

ï 44,000- 98,000 people die in hospitals each year as the result of medical errors 5

ï Nearly 100,000 deaths from HAIs 6

ï Estimated 30,000 to 62,000 deaths from CLABSIs 7

ï Cost of HAIs is $28-33 billion 7

Å 8 countries report similar findings to the U.S.

2. Bates DW, Cullen DJ, Laird N, et al., JAMA, 1995
3. Donchin Y, Gopher D, Olin M, et al., Crit Care Med, 1995.
4. Andrews L, Stocking C, Krizek T, et al., Lancet, 1997.
5. Kohn L, Corrigan J, Donaldson M., To Err Is Human, 1999.
6. Klevens M, Edwards J, Richards C, et al ., PHR, 2007
7. Ending Health Care -Associated Infections, AHRQ, 2009.
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How Can These Errors Happen?

ÅPeople are fallible

ÅMedicine is still treated as an art, not science

ÅNeed to view the delivery of healthcare as a science

ÅNeed systems that catch mistakes before they reach 
the patient



Understanding the Science of Safety
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How Can We Improve?
Understand the Science of Safety

Å Every system is perfectly designed to achieve the results it gets

Å Understand principles of safe design 

ïstandardize, create checklists, learn when things go wrong

Å Recognize these principles apply to technical and team work

Å Teams make wise decisions when there is diverse and independent 
input

Caregivers are not to blame
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System Failure Leading to This Error

Catheter pulled with
Patient sitting

Lack of protocol 
For catheter removal

Inadequate training
and supervision

Patient suffers

Venous air embolism

8. Pronovost PJ, Wu Aw, Sexton, JB et al., Ann Int Med, 2004.
9. Reason J, Hobbs A. , 2000.

Communication between Resident and Nurse


