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Foreword

More than fifteen years after the Institute of Medicine report 70 Err Is
Human, patient safety remains a significant problem for the U.S. health care
system and, more emphatically, for American patients who still suffer high
rates of harm. Recent studies have estimated that more than 400,000 lives
are lost each year because of safety problems in American hospitals, mak-
ing safety the third leading cause of death in the United States.! In addition,
more than six million injuries may occur to patients undergoing inpatient
care in the United States. Yes, there have been improvements in safety—
hospital mortality rates have declined along with certain types of safety
problems such as central line—associated blood stream infections and ventilator-
associated pneumonia. However, the startling figures mentioned previously
tell a bigger story, that many serious patient safety problems remain to be
addressed. Many health care professionals well aware of these safety prob-
lems closely monitor and follow family members and loved ones who get
hospitalized. The recent publication of surgeon-specific complication rates
with huge variation has only fueled public interest and concern about the
safety of care. The rapid rise of high-deductible health plans now means
that patients are covering a larger financial burden from these injuries.
Given these many current challenges in improving patient safety, what are
the greatest opportunities in moving forward in improving patient safety? As
other high-risk industries have learned, it starts with leadership completely
committing itself, not just to the talk but to the walk as well. It continues
with creating a culture of safety throughout the organization that touches
everyone, even those not directly involved in patient care. It requires a com-
mitment to safety culture that overrides a focus on productivity—allowing
health care workers to “stop the line” if a situation not only is unsafe but
also even looks unsafe. It demands thinking ahead in safety using the
principles of human factors to redesign the health care process. It cannot
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work without the safe adoption and broad use of technology and it must
also include a degree of collaboration and teamwork heretofore not seen in
health care. And finally, it can never be successful without the deep involve-
ment of patients and families. For a health care organization to truly achieve
safe and highly reliable care, all these things must be working as a well-
conducted symphony. Given the complexity of the adaptive organism that
we call a hospital or a health system, this has not yet arrived in American
health care. However, the blueprint for just this transformation is outlined in
great detail in this book, Achieving Safe Health Care: Delivery of Safe Patient
Care at Baylor Scott & White Health, which outlines what this symphony will
look like.

Over the last two decades, Baylor Scott & White Health (BSWH) has
been putting together this organizational blueprint for safer and higher
reliable care. It is built on top of leadership commitment and structure
and aligned incentives to carry it out. Beginning with an integrated plan for
enhancing quality of care called STEEEP (safe, timely, effective, efficient,
equitable, patient-centered care), BSWH began by reducing preventable
deaths, then reducing preventable injuries, and finally reducing preventable
risk. In essence, unlike so many other patient safety plans, this is a plan
with a proven track record. It is also a plan that has benefited from more
than a decade of education, training, innovation, and testing. Although
BSWH heavily uses successful approaches from other organizations, in many
cases, innovative approaches to safety had to be developed and innovated
by BSWH. This book is replete with examples of these important safety
innovations. From the novel and aggressive use of human factors expertise
to redesigning health care processes or technology design or use, to the
reinvention of surgical checklists with real-life pragmatic workflows, to the
development of a unique BSWH safety culture assessment tool, to the use
of Swaddle teams to support health care workers who disclose patient safety
problems to patients, to the deep involvement of patients and families in all
aspects of the BSWH safety programs including the creation of patient white
boards and the safety huddle approach to instill principles of high reliability
at the frontlines of care, to the development of a new model of root cause
analysis called the Cardiac Surgery Phase of Care Mortality Analysis, to the
development and use of an all-cause harm measure based on the Institute
for Healthcare Improvement Global Trigger Tool, this book abounds with
innovations beyond the ones mentioned here.

Other industries such as aviation and nuclear power have shown us that
there is safety in numbers: Achieving safe and highly reliable performance
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requires an organization that operates on a daily basis with the principles
of high reliability, continually measures its safety performance, always looks
for opportunities to improve, and is hypervigilant about safety events, risks,
near-misses, and those safety problems that have not yet been recognized.
This will require health care organizations to move from a focus on a series
of specific safety initiatives such as reducing medication errors to an overall
organizational approach and plan to achieve this world of highly reliable
and safe care. This book is that plan and should be required reading for
any health care leader who wants to transform his or her organizational
approach and performance in patient safety. Indeed, this book may become
the blueprint for how to deliver the safest care possible, something that
remains a great challenge as well as a great opportunity for the US health
care system.

David C. Classen, MD, MS

Chief Medical Information Officer, Pascal Metrics
Associate Professor of Medicine, University of Utah
Salt Lake City, Utah
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