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Abstract After 15 years of concerted efforts of American hos-
pitals to improve patient safety, the rate of healthcare-induced
harm has not been curtailed. Over 200,000 U.S. hospital pa-
tients die and countless more are harmed each year as a result of
predictable and preventable human errors. The excess costs
associated with these events are estimated to be well over $30
billion annually. Ironically, much of the work necessary to im-
prove patient safety within hospitals must occur outside hospi-
tals through public health initiatives designed to raise aware-
ness, motivate civic action, and offer hospital patients manage-
able steps to ensure safer care for themselves and others. The
best return on investment may be realized by first addressing
three event types that, together, are most prevalent, predictable,
and preventable. The case of healthcare-acquired infections is
used to illustrate why mitigating the hospital safety crisis will
require a paradigm shift that unifies efforts from healthcare
systems, public health, and society overall.
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When I was a young mother listening to doctors at a military
hospital apologize for nearly killing my four-year-old daughter, I
had no idea how often human error jeopardizes safe hospital care
or how rarely hospitals spontaneously apologize for staff errors.
It wasn’t until 15 years later, after being hired to serve as the

director of patient safety and performance excellence for a large
healthcare system, that I realized our country was in the midst of
a national patient safety crisis. During the 7 ensuing years, there
has been no sign of the problem going away. Each year, between
210,000 and 440,000 U.S. hospital patients die and countless
more are harmed as a result of predictable and preventable hu-
man errors (James 2013). Healthcare-associated infections are
the most common type of preventable hospital death. The excess
cost associated with these infections alone is estimated to be
between $28 billion and $45 billion annually (Scott 2009).

This article argues that the magnitude of the crisis will not
improve until the general public becomes part of the solution.
It makes a case for why patient safety programswould achieve
better outcomes by concentrating their efforts on a set of issues
that are decidedly narrow in focus but broad with respect to
potential impact. The article describes why and how hospitals
and the general public would benefit by collaborating around
three issues that, together, account for the majority of prevent-
able deaths: (1) healthcare-associated infections, (2) medica-
tion administration errors, and (3) off-the-mark procedures
(i.e., surgical or otherwise invasive procedures involving the
wrong patient, wrong body part, or wrong procedure).1

The Magnitude of the Crisis

Preventable hospital deaths refer to wrongful deaths. These
are not deaths due to breakdowns in complex medical
decision-making or the lack of access to care, but rather the

1 An off-the-mark procedure refers to the same category of event as a
wrong-site surgery and uses the exact same criteria set forth by The Joint
Commission. The term of-the-mark procedure is offered as a substitute
because the original term has contributed widespread confusion about
what constitutes an event. Among other points of confusion, this category
of event is not limited to surgeries.
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deaths that generally result from simple human errors that
occur within the healthcare system. They are commonly re-
ferred to as adverse events, incidents of healthcare-induced
harm, or patient safety events. Our country’s annual patient
safety death toll among hospitalized patients is equivalent to at
least 10 jumbo jets crashing every week and killing all pas-
sengers on board. This preventable death toll is double the
number of people who die annually from vehicle accidents.
It is also many times greater than the number of women who
die from breast cancer or men who die of AIDS and 30 times
greater than the number of US soldiers who have died in Iraq
and Afghanistan (Goldhill 2009, 2013; Pound 2011). Every
hour nearly 20 American hospital patients die as a result of
healthcare-induced harm. All told, four Vietnam Memorials
would need to be built each year to capture the names of these
patients (LeFever 2010).

As outrageous as these numbers seem, they are conservative
estimates that represent just the tip of the iceberg. They do not
include the millions of Americans who suffer hospital-induced
harm but manage to survive or those that are harmed or die as a
result of errors that occur in outpatient settings. Moreover, in
2011, the Institute of Medicine noted that the national prolifera-
tion of electronic health records provides a new window into
exploring the rate of serious patient safety events. Through the
lens of data captured directly from electronic patient records
(rather than from voluntary hospital reports), the overall rate of
healthcare harm now appears to be ten times higher than previ-
ously estimated with one in three to four patients being harmed
during their hospital stays (James 2013; Classen et al. 2011).
Similarly, a 2012 study by the U.S. Office of the Inspector
General determined that voluntary hospital reporting systems
capture only about 14 % of patient harm that occurs (Levinson
2012). All estimates place expenditures for all harms in the bil-
lions; however, when adding the indirect costs for lost workdays
and short-term disability claims the total outlaymay be as high as
$1 trillion annually (Andel et al. 2012).

A Paradigm Shift Is in Order

Before the Institute of Medicine published its first report on
patient safety in 1999, the healthcare industry had never pub-
licly disclosed the extent to which hospital patients were need-
lessly harmed in the process of receiving care, nor its lack of a
systematic approach to preventing such harm. This first and
now seminal report, aptly entitled To Err is Human: Building a
Safer Health System, broke a long-established wall of silence,
claiming that 98,000 U.S. hospital patients died each year as a
result of healthcare-induce harm (Kohn et al. 1999). At the
turn of the twenty-first century, in response to the report, the
federal government set a national goal of reducing preventable
hospital deaths in half within 5 years. Five years later and after
Herculean efforts on the part of hospitals around the country,

there was nowidespread evidence of improvement (Leape and
Berwick 2005). After ten more years, the same still held true
(Grol et al. 2008; Jewell and McGiffert 2009). Contrary to
hopeful expectations, the recent wide-scale adoption of elec-
tronic health record systems by American hospitals and
healthcare systems has also not mitigated the crisis (Bria
2011; Carr 2014; Sidorov 2006).

A fundamental change in our nation’s approach and as-
sumptions about hospital safety—a paradigm shift—is in or-
der. The shift must center on engaging patients for the purpose
of collaborating with healthcare workers to eliminate a small
but powerful subset of patient safety’s frequently recurring
events.

Zeroing in for Impact

There are significant reasons to narrow the focus of hospital
safety programs. With zeal for improvement, hospital and in-
dustry leaders have been designing and championing safety
programs that aim to tackle a multitude of issues simulta-
neously. They tend to blur the distinction between improve-
ments in quality care with improvements in safe care. The
difference being that quality improvements have more to do
with the selection and timing and clinical interventions (what
and when care gets delivered) while safety efforts have more
to do with the manner in which people go about the business
of delivering care (how care gets delivered). Quality-related
work covers an innumerable array of complex topics and po-
tential solutions that must be tested with a wide range of cli-
nician groups, practice settings, and patient populations. This
work of establishing what constitutes high quality or
evidence-based care is initiated, validated, and incorporated
into the delivery system primarily though the efforts of a select
subset of healthcare professionals with ties to universities and
academic medical centers. In contrast, advances in safe care
generally pertain to rules, practices, and systems for getting all
healthcare workers to consistently or habitually perform a
small number of relatively straightforward behaviors such as
washing hands before entering and after existing patient
rooms.

Laudable as comprehensive quality/safety efforts are for
advancing medical science, as organization-wide programs
or initiatives designed to improve day-to-day safety at the
beside, they set healthcare workers up for failure, disap-
pointment, and disillusion. It seems that greater return on
investment would be realized by focusing on getting pro-
viders en masse to exhibit excellent performance around a
defined and manageable set of safety habits. Psychologists
who specialize in behavior change know that that people
are capable of addressing only one or two new behavioral
habits or routines at a time, and the same holds true for
establishing organizational habits.
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In the 15 years since the hospital safety crisis was publicly
exposed by the Institute ofMedicine, the field of patient safety
has identified specific strategies that have the capacity to elim-
inate the vast majority of hospital deaths due to healthcare-
associated infections, medication errors and off-the-mark pro-
cedures. The safety strategies to prevent these three event
types involve simple, quick, and practically cost-free actions
such as the use of proper hand washing, double-checks, and
checklists. As a group, they comprise the majority of all pre-
ventable deaths that occur in U.S. hospitals – a Btrifecta^ of
sorts.2 Not only are they hospital safety’s most prevalent, pre-
dictable, and preventable types of patient harm, they also hap-
pen to constitute exactly the sort of problems that public health
interventions are capable of successfully addressing. In a
nutshell: these event types represent the field’s low-hanging
fruit. Moreover, the associated safety habits involve behaviors
that healthcare workers must use regardless of where they
work, so a unified public health approach has the added ad-
vantage of setting consistent expectations for physicians and
staff who change jobs or work in more than one facility.

Therefore, narrowing and coordinating the focus of institu-
tional efforts and public engagement around hospital safety’s
current trifecta, or any one of it’s component issues, would
finally place within reach the national goal of reducing cases
of hospital-induced harm by 50% over a five-year period. But
patient safety programs must first be willing to do less to
achieve more.

A Case in Point: Healthcare-Associated Infections

Approximately 100,000 U.S. patients die each year as a result
of infections they acquire during their hospital stays (Klevens
et al. 2007), making healthcare-associated infections the lead-
ing cause of preventable death in American hospitals (James
2013). Healthcare-associated infections have plagued the field
for years, such that many healthcare workers have come to
think of them as an inevitable Bcost of doing business.^ And
the general public might well believe that the eradication of
healthcare-associated infections requires expensive, high-tech
solutions. There certainly are emerging tools like custom-
engineered germ killing counter surfaces and $100,000 robots
that scan hospital rooms to kill detected germs. The fact is,
however, that the single most effective solution for preventing

the spread of infection involves proper hand washing—plain
and simple. Yet, after a decade of intense focus on this topic,
healthcare providers were washing their hands on average less
than 50 % of the times required with rates varying from 30 to
70 % among the leading hospitals and healthcare organiza-
tions (Sack 2009). Today, there still is no evidence of wide-
spread improvement.

One type of healthcare-associated infection that has received
public attention is Methicillin-resistant Staphylococcus aureus,
which is commonly calledMRSA (pronounced mursa). MRSA
is a flesh- and tissue-destroying bacterium that is most frequent-
ly transmitted by direct skin-to-skin contact or contact with
shared items or surfaces that have come into contact with an
infected person. It can live on surfaces such as bed linens,
computer keyboards, and acrylic nails for several days to weeks
depending on temperature and humidity (Centers for Disease
Control and Prevention 2008). It is difficult to treat due to its
resistance to antibiotics, making it a very debilitating and po-
tentially lethal infection. MRSA is not only on the rise in hos-
pitals (Boucher and Corey 2008); it has begun to spread to
outpatient clinics and is now present in other community set-
tings such as prisons, locker rooms, and daycare centers (Harris
2015).

Based on published data, an average 200-bed hospital in-
curs over $1.7 million in annual MRSA infection expenses
that are attributable to hand washing non-compliance. A mere
1 % increase in hand hygiene compliance can result in a sav-
ings of almost $40,000 per year for a 200-bed hospital
(Cummings et al. 2010). Of course, the savings would likely
be greater because a hand-washing intervention to reduce
MRSAwould also contribute to a reduction in other types of
healthcare-induced infections. Even a moderately successful
national campaign with a public health focus could save thou-
sands of lives and millions of dollars.

It is facts like these that prompted leaders of national patient
safety organizations to meet in 2009 to discuss the escalating
problem of healthcare-acquired infections (Denham et al.
2009). These leaders unanimously acknowledged the mounting
evidence that virtually every healthcare-acquired infection is
preventable. They signaled a new day in the patient safety
movement by declaring that healthcare-associated infections
could no longer be considered the Bcost of doing business.^
This prominent group of safety experts established the
Chasing Zero consensus, which refers to the idea that anything
other than a goal of zero healthcare-acquired infections is un-
acceptable in hospitals today. These leaders reasoned that the
knowledge and strategies exists to address this problem.

Since 2001, The Leapfrog Group—a participant in the
Chasing Zero consensus meeting—has periodically surveyed
U.S. hospitals and publicly reported progress toward safe care.
Among other issues, the Leapfrog Hospital Survey addresses
the existence of hand-washing policies. Participation in the
Leapfrog Hospital Survey occurs on a voluntary basis;

2 Healthcare-associated infections account for about half of all hospital
safety related deaths. Drug errors occur far more frequently than
healthcare-associated infections with a substantial number resulting in
harm, but a smaller number resulting in death (7,000 annually).
Likewise, off-the-mark procedures are associated with much distress
and harm, but less frequent deaths. However, all three conditions are
similar in that effective error prevention is tied to specific behaviors that
a layperson could learn to observe and/or request. Together, they account
for over half of all preventable deaths.
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however, those hospitals that choose to be surveyed must al-
low their scores to be publicly reported. In 2011, the survey
was voluntarily completed by 1169 hospitals, or nearly half of
all targeted hospitals. According to Leah Binder, CEO of the
organization, a patient’s risk of dying is two to four times
lower if they receive care in a hospital that meets Leapfrog
standards. If most U.S. hospitals followed the basic infection
prevention practices tracked by the Leapfrog Hospital Survey,
57,000 lives and $12 billion could be saved each year. Yet,
years after the launch ofChasing Zero, only 62% of Leapfrog
reporting hospitals even had hand hygiene policies in place
(Binder 2013).

Consider the fact that to be compliant with best prac-
tice hand washing standards, providers must wash their
hands every time they enter and exit a patient’s room.
Over the course of an average day, this could easily
amount to as many as forty instances of hand washing
for a typical outpatient physician, sometimes more and
sometimes less for hospital physicians and staff. Even
among individuals who are highly motivated to comply
with best practice standards, the hustle and bustle of the
dynamic hospital setting will, at times, interfere with
their resolve. It’s no wonder that so many hospitals
have avoided creating hand-washing policies or fail to
enforce them. How could they build accountability
around such a frequently recurring behavior that often
takes placed behind pulled curtains or closed doors?

Improving Accountability for Simple Safety Habits

One solution is to create a greater sense that providers are
accountable to the patients they serve while also preparing
patients to speak up when they observe lapses among their
healthcare providers’ safety habits. Now that dangerous infec-
tions like MRSA are spreading beyond hospital walls and into
outpatient settings as well as the broader community, the pub-
lic has good reason to be mindful of whether people walking
in and out of patient rooms wash their hands. In fact, there
may be no other health problem that stands gain more from
urgent efforts to engage the public (LeFever 2010). If patients
truly understood the importance of proper hand hygiene, they
would be more vigilant about whether or not it happened in
their presence. What is needed now is an approach that would
raise public awareness, motivate civic action, and offer pa-
tients, lay caregivers, and hospital visitors manageable steps
for ensuring consistent hand washing. The same holds true for
drug errors and off-the-mark procedures, which constitute the
other two components of hospital safety’s current trifecta.
Like healthcare-associated infections, these adverse events
can be significantly reduced (medication errors) or virtually
eliminated (off-the-mark procedures) through the use simple
and quick safety habits.

About one-third of medication errors occur at the point of
administration (as opposed to ordering or dispensing)
(Anderson and Townsend 2010).What patient would not want
to hear and see their providers review the five rights of med-
ication administration (right medication, right dose, right time,
right route, and right patient), if they understood how often
doing so prevented harm and saved lives? Instead, due to
insufficient exposure to relevant information, patients often
feel annoyed when hospital personnel take the time to review
information that seems silly or obvious.

Off-the-mark procedures are on the rise in spite of the ex-
istence of an effective error prevention tool that is familiar to
most surgeons (Barry-Ipema 2011). Use of what is called the
Universal Protocol can virtually eliminate this category of
adverse events (Gawnde 2009). And yet, despite the simplic-
ity and proven effectiveness of this behavioral tool, many
physicians continue to resist using it or use it inappropriately
(Brooks 2015). Again, if informed, what patient would not
want to make sure that a simple life-saving checklist was used
before they or a loved one underwent a surgery or otherwise
invasive procedure?

Mastering Safety Habits

While no doctor questions the importance of precision in de-
livering, for example, radiation to a tumor, the idea that equal
attention is necessary regarding hand washing can seem pre-
posterous. This is the crux of the problem: eliminating in-
stances of preventable harm depends on healthcare workers
habitually using the very behaviors that can seem too simple
to matter. Even among healthcare workers who are motivated
to wash their hands consistently, achieving performance ex-
cellence can be difficult. Momentary lapses will occur.

According to psychologist James Reason’s model of error
prevention, which is used by healthcare and most other high-
risk industries, human error is inevitable; however, human
error need not lead to harm. In high-risk systems, harm can
be averted by building a series (or layer) of protective barriers
– no single barrier being sufficient (Reason 2000, 1997).
Barriers can include things such as technology aids and train-
ing, but they can also involve the use of safety habits and
routines.

As showcased in recent best-selling books on habit
change by Charles Duhigg (The Power of Habit: Why
We Do What We Do in Life and Business) and Gretchen
Rubin (Better than Before: Mastering the Habits of Our
Everyday Lives), the science of behavior literature has
proven that establishing and maintaining new habits is
challenging, but doable (Duhigg 2014; Rubin 2015).
Duhigg draws on scientific research and countless ex-
amples from Fortune 500 companies and accomplished
individuals to demonstrate how identifying a Bkeystone
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habit^ can transform lives and organizations; the notion
being that changing one critical behavior pattern often
makes subsequent changes easier. In the case of organi-
zations, keystone habits are equivalent to essential rou-
tines. The process of forming habits or establishing or-
ganizational routines always necessitates that people: (a)
identify triggers or cues, as well as rewards, that are
associated with a desirable behavioral pattern; (b) estab-
lish a routine to perform in the presence of identified
triggers or cues; and (c) believe change is possible. As
Duhigg explains further, belief is the single most impor-
tant aspect of the habit formation process. That is, peo-
ple must believe things will get better until they actually
do get better, and they need a specific ritual, routine, or
program to help them get there.

Rubin details why mastering desirable habits in our
everyday lives (and work) is easier for some than for
others. Nonetheless, she clarifies that everyone benefits
when the environment provides signals (triggers or cues)
that support people in doing exactly what they were
already motivated to do. Without sufficient environmen-
tal stimuli, people will simply fail to achieve their de-
sired behavioral patterns. This applies to changing be-
haviors that are highly individualistic (e.g., writing a
few lines of poetry every day) as well as those that
have the potential to impact the broader society (e.g.,
reducing water consumption or increasing hand wash-
ing) (Gregory and Leo 2003).

Applying the analyses by Duhigg and Rubin to
healthcare, there are two things that are not sufficiently
abundant in hospitals today. First, belief: many
healthcare workers have lost faith in their own hospital
safety programs. Who would not in light of the field’s
dismal track record? Second: cues or triggers: too often
the cues are missing that might serve as reminders to
execute specific safety habits (or routines) at the critical
moment of care. Why should we expect healthcare
workers to always remember to use safety habits or
routines that can seem too simple to matter when they
are focused on a myriad of complex care delivery ac-
tions and frequently interrupted and tired from working
long shifts? Now think about the reality that populating
hospitals with well-informed patients who are capable of
speaking up when lapses in safety protocols are ob-
served would be tantamount to providing much-needed
reminders or cues. And imagine how much easier it
would be for healthcare workers to believe that success
is possible knowing that the environment would be re-
plete with friendly reminders to do the right thing with
every patient every day during every encounter.

To a large extent, the idea of getting healthcare workers to
do the right thing every day with every patient, is asking them
to cooperate with simple routines for the benefit of others.

Two Harvard economists and two Yale psychologists recently
conducted a review of field studies that examined factors that
promote cooperation, noting that this body of behavioral sci-
ence research has a great deal to say about modifying habits
for real-world solutions that require long-term behavior mod-
ification such as the use of safety habits (Kraft-Todd et al.
2015). When it comes to getting people to cooperate to in-
crease desired habits, they noted that financial incentives and
material rewards often fail or backfire whereas leveraging so-
cial concerns that play on people’s natural desire to be highly
regarded by others are consistently effective. Two thingsmake
social interventions particularly effective are: observability
and/or use of descriptive norms.

Accordingly, by raising the public’s awareness of specific
safety habits they should expect to see healthcare workers use
would render the safety habits transparent or observable to
people entering hospitals as patients, advocates, or other sorts
of visitors. Logically, for example, by letting healthcare
workers know how many of their peers signed a pledge to
use specific safety habits and to show appreciation when re-
ceiving reminders during momentary lapses would represent a
powerful use of descriptive norms. After all, despite our best
intentions, we make mistakes; yet, knowing that we are being
watched and/or knowing what our peers are doing makes a
difference (Hibbard et al. 2003).

It also stands to reason that the combination of public ob-
servations and disclosure of descriptive norms that are made
in the spirit of helpfulness could have a particularly positive
impact. This approach would represent an instance of what
Jennifer Jacquet, (Jacquet 2015) an economist by background,
describes as an appropriate use—or retrofitting—of shame.
Her new book (Is Shame Necessary? New Uses of an Old
Tool) details why and how shame, which relies on group
norms, can be effectively leveraged to promote large-scale
social reform that induce long-term behavior change among
individuals and large organizations. While the book’s primary
focus pertains to environmental sustainability, its analysis is
apropos to hospital safety issues.

Valuing Patient Engagement

Effective public or community engagement refers the process
of involving citizens in the institutions or decisions that affect
their lives and mobilizing them to undertake activities to im-
prove the conditions that affect them (Fawcett et al. 1995;
McCloskey et al. 2015). Within the healthcare arena, there
has been growing appreciation for the idea of engaging pa-
tients to improve patient outcomes and satisfaction
(Coulter and Ellins 2007). As noted by physician Donald
Berwick, one of the founding and most renowned leaders of
the patient safety movement, adopting a more patient-centered
view of health care is essential; although, at first, it will
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necessitate some shifts in power and control from those who
give care to those who receive it (Berwick 2009).

Whereas greater patient (or consumer) engagement in
American healthcare has been a matter of considerable discus-
sion at a national level, very few hospital patient safety initia-
tives have actually connected with their communities to create
realistic ways for patients to fully assert their rights and re-
sponsibilities as partners in safe care. One of the last published
reviews of the professional literature found no journal article
that addressed consumer involvement in patient safety initia-
tives in the U.S. or abroad (Monash Institute of Health
Services Research 2008). The review concluded that,
BEvidence for consumer involvement in patient safety initia-
tives is limited and involvement of consumers is unlikely to
occur without active recruitment programs.^

The use of in-house pamphlets to educate patients about
safety is a mainstay of hospital safety programs. Such materials
may be helpful, but they are not sufficient. Health literacy refers
to the ability of people to read, comprehend, and apply infor-
mation contained in health-related literature. Over one-third of
all American hospital patients have low health literacy and the
problem is more prevalent among the elderly, chronically ill,
minimally educated populations (Paasche-Orlow et al. 2005)
—the very people who are most likely to be hospitalized.

Health literacy is a dynamic construct that is affected by
situational factors (Paasche-Orlow et al. 2005). Because pa-
tients experience heightened states of anxiety during hospital
stays, it is reasonable to expect the health literacy among all
patients, including the highly educated, to plummet upon ad-
mission. Therefore, waiting until people become hospital pa-
tients to prepare them for an active role in the delivery of safe
care amounts to Btoo little too late^ (LeFever 2010). First
introducing patients to safety expectations through written
materials and expecting them to speak up for safety does not
constitute effective (nor genuine) patient engagement.

Empowering People to Speak Up for Safety

Speaking up for safety refers to someone raising concerns for
the benefit of safety and quality care upon becoming aware of
risky or deficient action on the part of others (Leonard et al.
2004). Empowering people to speak up for safety is a chal-
lenge in every type of organization, and there is ample evi-
dence to indicate that this represents a serious problem for the
healthcare industry. Since 2007, hospitals around the country
have been completing the Agency for Health Research and
Quality (AHRQ) Patient Safety Culture Survey. It allows hos-
pitals to benchmark their culture against other hospitals. In
2011, 1128 hospitals completed the survey and AHRQ
contracted an independent organization to examine the degree
of improvement in culture of safety among American hospi-
tals from 2007 to 2011. The results indicated that there had

been no overall progress with half of the employees still say-
ing that they did not feel free to speak up for safety. They
reported experiencing or fearing they would experience puni-
tive responses from the administration for identifying and
reporting errors, believing that reporting mistakes would be
held against them and threaten their job security (Sorra et al.
2012).

If, after years of effort, healthcare employees still believe
that they cannot speak up for safety, why should we expect
patients to do so? Actually, a 2014 review of the literature on
studies that sought to increase people’s ability speaking up for
safety provides support for the idea. The comprehensive re-
view determined that healthcare worker decisions to speak up
are influenced by their degree of perceived fear of administra-
tive retaliation (getting fired), their motivation based on the
extent to which they believe patient safety may be at risk and
the clarity about the proper course of action (ambiguous ver-
sus clear-cut expectations) (Okuyama et al. 2014). Patients do
not need to be worried about being fired by hospital adminis-
trators, which lays the first concern to rest. Public health-
oriented campaigns could successfully address the other two
issues (motivation and perceived risk). Such campaigns would
also have the added advantage of focusing exclusively on
simple, effective safety habits as opposed to more complex
quality issues that require a myriad of judgment calls involv-
ing a high degree of uncertainty about correct actions. The
latter are issues with which healthcare will necessarily grapple
for a longtime to come, but their existence need not obscure
the benefit of tackling specific safety issues with immediate
decisiveness.

Involving the public (i.e., prospective patients, lay care-
givers, and hospital visitors) to eliminate hospital safety’s cur-
rent trifecta or any one of its component issues would consti-
tute genuine patient engagement. It would provide patients
with a specific and important role as a member of their care
team – the very thing that healthcare leaders have been
seeking.

Building Community-Based Patient Safety
Coalitions

Mastering safety habits is something every healthcare worker
must do; something every patient wants them to do; and some-
thing the public can help them do. But how can this be
achieved? In the process of gathering insights for a compre-
hensive infection control and prevention project, Johns
Hopkins Hospital conducted a brief pilot study to gather in-
sights for improving hand-washing compliance. Study results
underscore the fact that getting patients to speak up for safety
is not always easy. Staff collected information from patients in
one of their outpatient clinics. Results of their face-to-face
pilot survey revealed that 86 % of patients indicated that they

Soc



would be willing to be a hand hygiene observer, although
fewer patients (56 %) expressed a willingness to speak up if
they saw a provider fail to use proper hand hygiene (Bittle and
LaMarch 2009).

Empowering patients to know when and how take action
is precisely the focus of many successful public health cam-
paigns, but this is not what hospitals alone are prepared to
do well. However, community-based coalitions, which typ-
ically include hospital-community partnerships, represent a
well-established and proven method for engaging con-
sumers in public health initiatives across a wide range of
topics (Wandersman and Alderman 2003). They arguably
represent a missing component of a comprehensive frame-
work for tackling the hospital safety crisis, especially for prob-
lems as prevalent, predictable, and preventable as those com-
prising hospitals’ current safety trifecta (LeFever 2010;
Leonhardt et al. 2008).

Whatever reasons have existed until now for treating hos-
pital safety as an in-house matter, it is time to take this issue to
the streets. Doing more of the same and expecting better re-
sults is not rational. Besides, the essential components of a
successful public health campaign to improve patient safety
have already been established. This includes:

& Simple error prevention tools for eliminating events that
constitute hospital safety’s current trifecta;

& Proven behavioral science principles to facilitate the mas-
tery of safety habits; and

& Experience building community coalitions to support
health-related behavioral changes across large groups of
people and organizations.

Understanding the problem of patient safety within a
broader public health framework would represent a paradigm
shift that supports the integration and application of knowl-
edge from a number of fields – something that is evidently
necessary. Recent testimonials on the webpage of the Center
for Transforming Healthcare speak to the value of a new par-
adigm that will engaged the public in an effort to reduce
healthcare-induced harm by ensuring that providers remember
to use specific safety habits.

The hand hygiene initiative focuses attention on the
problem of hand hygiene and offers an evidence-based
way to measure the problem, implement interventions,
and measure improvement. The challenge is making
hand washing a habit that all health care workers do
without even thinking about it. Linda Maragakis, MD,
MPH – Johns Hopkins Medical Institutions
We will know if we have been successful with the hand
hygiene initiative when we see the culture begin to
change in our organizations. I hope that we will see
people reminding each other to wash their hands, and

those reminders will not be interpreted as punitive, but
instead as teamwork. Beth Lanham, BSN, RN –
Froedtert Hospital
Transforming health care means taking what we have
done, looking at it in a new way, taking it in a new
direction, and rather than making incremental improve-
ment, making revolutionary improvement. Brian
Regan, PhD, - New York Presbyterian Healthcare
System

The Future of Safety

No matter how sophisticated the science of medicine or clin-
ical care delivery systems become, it is an inescapable reality
that ensuring patient safety is generally a function of forming
and sustaining simple safety habits among the millions of
nurses, physicians, pharmacists, therapists, support staff, and
others who affect the lives of patients every day. The breadth
and volume of people who must exhibit safety habits begs for
a unified, straightforward, and manageable approach. The
new approach must be comprehensible to and involve every-
one regardless of rank (physician, nurse, janitorial staff, etc.)
or role (provider, patient, visitor, etc.).

Medical research and clinical practice will continue to
evolve with incredible pace and brilliance. But generating
consistency around a small—yet powerful—set of simple
actions could save millions of lives and billions of dollars.
The trifecta of healthcare-associated infections, drug er-
rors, and off-the-mark procedures are prime candidates
such an undertaking. This will require great effort from
healthcare systems, public health, and society overall.
Momentum, confidence, and ability to eliminate other
pressing safety issues will likely build after the most prev-
alent, predictable, and preventable hospital safety events
are successfully tackled. In the process, the essential belief
that healthcare workers can reliably deliver safe care might
be restored.
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