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Objectives

1. Share the fundamentals of systems thinking as it applies to sustainability and 

organizational change.

2. Provide resources to help healthcare practitioners understand the key factors 

that impact the successful spread and sustainability of quality improvement.

3. Understand how to develop your own ñTheory of Successò for sustaining 

organizational change.
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About Premier
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Why Change?

ñWhy do we need to change?ò
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Preventable Deaths In Hospitals

Å1999: We learned that 98,000 people were dying every year from 

preventable errors in hospitals 

Å2013: Estimated that more than 400,000 people per year die from 

preventable harm in hospitals 

Å2013: Preventable medical errors  ranks 3rd highest killer in U.S. only to 

heart disease and cancer

Å2011: ñMore than a third of the pregnancy-related deaths were 

determined to have had a good-to-strong chance of being prevented.ò

Å2018: Over 60 ï70% of pregnancy-related deaths in the U.S. were 

preventable. 

Å2019: ñ85% of Tennessee maternal deaths preventableò

ÅGeorgia leads the nation in maternal deaths ~ how many were 

preventable?

2013  Journal of Patient Safety: A New, Evidence-based Estimate of Patient Harms Associated with Hospital Care
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Preventable Deaths

ñWe are burying a population the size of Miami every year from medical errors that 

can be preventedò~  The Leapfrog Group 2013 
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The Statistics 

Maternal 

death rates 

are 2X higher 

and harm 

100% higher 

than the past1, 

5

60% of all 

maternal deaths 

could be 

prevented2

$19.5B in 

estimated costs 

of preventable 

harm3

Maternal deaths 

are 4X more 

common in 

African 

Americans1 and 

64% higher in 

rural areas4

1 Dina Fine Maron (2015, June 8). Has Maternal Mortality Really Doubled in the U.S.? (article) Retrieved from, https://www.scientificamerican.com/article/has-

maternal-mortality-really-doubled-in-the-u-s/

2. Report From Nine Maternal Mortality Review Committees (2018). CDC Foundation (report). Retrieved from, https://www.cdcfoundation.org/building-us-

capacity-review-and-prevent-maternal-deaths

3. Sophia Bernazzani. (2017, Oct 5). Tallying the High Cost of Preventable Harm (article). Retrieved from, http://costsofcare.org/tallying-the-high-cost-of-

preventable-harm/

4. CDC Severe Maternal Morbidity in the U.S.  Retrieved from https://www.cdc.gov/reproductivehealth/maternalinfanthealth/severematernalmorbidity.html 
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Distribution of Preventability

Overall
Cardiovascular and 

Coronary Conditions
Hemorrhage

ñ60 -70% of Maternal Deaths Were Found to be Preventableò

25.0%

Not Preventable

27.3%

Not Preventable

70.0%

Preventable

68.2%

Preventable

33.5%

Not Preventable

63.2%

Preventable

3.2%

Unable to Determine

5.0%

Unable to Determine

4.6%

Unable to Determine

Report From Nine Maternal Mortality Review Committees (2018). CDC Foundation (report). Retrieved from, https://www.cdcfoundation.org/building-us-

capacity review-and-prevent-maternal-deaths
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SafeHealthcareForEveryWoman.org

Council on Patient Safety in Womenôs Health Care 

http://www.safehealthcareforeverywoman.org/
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Hospitals and Headlines 

USA Today, Deadly Deliveries

https://www.usatoday.com/series/deadlydeliveries/

https://www.usatoday.com/in-depth/news/investigations/deadly-deliveries/2018/07/26/maternal-mortality-rates-preeclampsia-postpartum-hemorrhage-safety/546889002/
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Federal Action ïState and Hospital Focused

H.R.1318 Preventing Maternal Deaths Act  

and H.R.315 Improving Access to Maternity 

Care Act became law 12/18
ÅProcess for reviewing pregnancy-related deaths 

ÅEstablish and sustain a maternal mortality review 

committee 

ÅEnsure that the state department has a plan for 

ongoing provider education to improve the quality of 

maternal care, disseminate findings, and implement 

recommendations

ÅProvide for public disclosure of information

S.3392 - MOMS Act and H.R.5761 - Ending 

Maternal Mortality Act introduced 2018 
ÅPregnancy and postpartum safety and monitoring 

practices and maternal mortality and morbidity 

prevention

ÅTo collect and analyze data related to process 

structure and patient outcomes to drive continuous 

quality improvement in the implementation of the 

maternal safety bundles

ÅAddress specific issues relating to maternal mortality 

and SMM such as public awareness, at-risk 

populations and disparities, and quality of care
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Variation in care

National-level data are often nonexistent

Overburdening or a complete absence of obstetric providers 

Evolution, Culture, and the Obstetrical Dilemma

Obstetric risk is too expensive 

Contributing Causes 

Accountability for preventable maternal death and harm

Resource-poor, hospitals, states and patients  

Necessary knowledge and preparation for safe practice

Free, uninhibited sharing of information

Disparities, racial, income, age, location - leading indicators
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What is the Answer? 
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Culture of High Reliability

Principles of a Highly Reliable Organizationôs

Mindful Infrastructure 

Reluctance to 

Simplify

Sensitivity to 

Operations 

Commitment to 

Resilience

Deference to 

Expertise

Preoccupation with 

Failure

Mindfulness

Capability to 

Discover and 

Manage 

Unexpected 

Events

Reliability 

Processes



© 2019. All rights reserved.  |  Premier Inc.  |  15

High Reliability

Hospitals? 


