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Why Is It So Hard 
To Make Health Care Safer? 

• Complexity 
Health care is complex (technical, organizational, administrative, etc.)

• Flawed Systems 
Health systems at all levels are not designed to optimize safety or to address 
systems-based problems 

• Ineffective Communication
Poor communication (e.g., clinician-patient, between clinicians) is a common 
contributor to harm



How AHRQ Makes a Difference

• AHRQ invests in research and evidence to understand how to 
make health care safer and improve quality

• AHRQ creates materials and tools to teach and train health care 
professionals and systems to catalyze improvements in care

• AHRQ generates measures and data used to track and improve 
performance and evaluate progress of the U.S. health system



AHRQ’s Patient Safety Priorities

• Understand causes of harm associated with 
health care: why it occurs, how to prevent it

• Apply knowledge to accelerate patient safety 
improvement in all care settings 

• Prevent healthcare-associated infections 
(HAIs), reduce antibiotic resistance 

• Improve communication and engagement 
among providers, between clinicians and patients

• Build system capacity to address safety issues
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A System Built Around Patients

Source: University of Michigan Medicine, Department of Pathology, Division of Quality and Health 
Improvement, www.pathology.med.umich.edu/quality/quality-patient-centered



Reductions in Harm, 
The Impact of Improvement

Between 2010 and 2014:  

• 17% reduction in rates of hospital-acquired conditions
• Over 2.1 million adverse events and infections averted 

in hospitals
• 87,000 deaths averted due to reduced adverse hospital 

events
• $19.9 billion in savings

• Coming soon: 2014-2016 data estimates

Source: Saving Lives and Saving Money: Hospital-Acquired Conditions Update
www.ahrq.gov/professionals/quality-patient-safety/pfp/2014-final.html



Patient Safety 
Learning Laboratories

Innovative Design and Development 
to Improve Healthcare Delivery Systems 

(P30, Center-based grant mechanism)

• Systems approach: a way to address patient safety 
problems

• Scant activity that engages redesign, systems 
engineering effort

• IOM, PCAST reports call for closer 
engineering/healthcare partnerships to accelerate 
improvement, lower costs

• More focus needed to address related harms rather 
than singular concerns in piecemeal fashion 

www.ahrq.gov/professionals/quality-patient-safety/ps-learning-labs.html



Patient Safety Learning Lab Example: 
IDEA4PS

• Institute to improve health care 
workflow and information 

• Aims:
► Explore how cardiac alarms affect 

decision-making
► Real-time HAI surveillance 
► Implement, evaluate secure EHR 

messaging

Institute for the Design of Environments Aligned for 
Patient Safety

https://u.osu.edu/idea4ps/



#SSHFORUM

Recent Funding 
Announcement: PSLLs

R18 grant opportunity: 
Up to 4 years, $625,000 per year 

• Projects utilize combinations of:  
► Design principles
► Systems engineering
► Health services research

www.ahrq.gov/professionals/quality-patient-safety/ps-learning-
labs.html

Jeff Brady, AHRQ 



Healthcare Simulation

• Began funding research in 2006
• Released Healthcare Simulation 

Dictionary in 2016
 Goal: to enhance communication and 

clarity for simulationists in teaching, 
education, assessment, research, 
systems integration 

• 2015 issue brief
 Underscored potential of simulation to 

prepare for emerging epidemics
 Addresses simulation's essential 

features, approaches, and uses
• Grants to researchers in Patient 

Safety Learning Labs

www.ahrq.gov/research/fi
ndings/factsheets/errors-
safety/simulproj11/index.h

tml



#SSHFORUM

Funding Opportunity: Simulation

Advances in Patient Safety through Simulation Research 
(PA-16-420)

• Up to 5 years, $400,000 per year (R18) 
• Purpose: “Develop, evaluate and test various simulation 

approaches for the purpose of improving the safe 
delivery of healthcare … to improve clinical processes … 
and identify failure modes which impact on patient safety”

• Aims and objectives:
► Focus on outcomes (patient safety) and methods (simulation)
► Establish linkage between application of simulation and safety
► Scope includes focus on individuals and/or teams 

https://grants.nih.gov/grants/guide/pa-files/PA-16-420.html

Jeff Brady, AHRQ 



#SSHFORUM

“Challenges in Health Care Simulation:  
Are We Learning Anything New?” 

Key Questions and 
Considerations

1. Are we pursuing the right 
research questions? 

2. Is simulation providing more 
than an interesting 
educational experience?

3. How are skill acquisition, 
maintenance, and 
progression managed? 

Jeff Brady, AHRQ 
https://journals.lww.com/acade
micmedicine/Citation/2018/0500
0/Challenges_in_Health_Care_Si

mulation___Are_We.28.aspx



#SSHFORUM

PSLL RFA: Impact Statement

External stakeholders often ask about the impact that 
AHRQ’s funded research is having in terms of making health 

care safer, higher quality, and less costly. 

Given increasing use of data visualization, infographic, 
extrapolation, modeling, and predictive and sensitivity 

analytic techniques in moving from the known to the 
unknown and to better portray the potential value and 
benefit resulting from research findings, applicants are 

asked to describe—recognizing the necessary precautions 
and the early stage nature of the request—the techniques 

that could be used to most understandably show the impact 
their proposed research aims could have. 



Generating Evidence: HAIs

• REDUCE MRSA
► Universal decolonization in the ICU
► Results: greater reduction in the rate of 

all bloodstream infections than either 
targeted decolonization or screening 
and isolation

• CRE ‘superbug’ toolkit
► Helps clinicians with readiness 

assessment, implementation, 
measurement

www.ahrq.gov/professionals/quality-patient-safety/hais/index.html



HAI Prevention: CUSP

• Proven method for preventing HAIs
• Developed at Johns Hopkins with AHRQ support
• Combines improvement in safety culture, teamwork, 

and communication, together with a checklist of 
evidence-based practices 

• Results in national implementation projects: 
► 41% reduction in CLABSI rates in 1,000+ hospital ICUs
► 30% reduction in CAUTI rates in 700+ hospital non-ICUs
► 54% reduction in CAUTI rates in 400+ nursing homes
► 25-40% reduction in SSI rates in hospitals

www.ahrq.gov/professionals/education/curriculum-tools/cusptoolkit/index.html



What’s on Our Horizon

• Diagnostic error
o Following National Academy of Medicine 2015 

report
o Growing concern in patient safety field

• More focus on non-hospital settings of care
• Continued focus on HAIs, including antibiotic 

resistance
• Better measurement systems
• Patient/provider communication and 

engagement



Health Systems Science: 
‘Third Pillar of Medical Education,’ AMA

• Today’s physicians need to 
understand health systems 
science

• This new discipline includes:
• Improving quality
• Increasing value
• Enhancing patient safety
• Delivering population-based care
• Working in teams

• Physicians need to advocate for 
their patients and communities, 
and understand the socio-
ecological determinants of health



Find Me on Social Media



QUESTIONS?
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