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Many organizations, despite 

significant focus and effort, are 

not achieving maximum impact 

from their risk management and 

patient safety programs

Many well-planned initiatives, 

once implemented, struggle for 

a consistent and/or long-term  

foothold in the day-to-day 

processes of staff and providers

Consistent adoption of key risk 

and patient safety initiatives 

often varies from practice to 

practice, and across shifts, 

units, and departments



N=5,937 coded CBS PL cases asserted 08-12 with one or multiple culture-related contributing factors identified

Factors reflective of (potential) cultural 

issues - 5,937 cases
# cases with 

culture 

factors

% cases with 

culture 

factors 

(N=5,937)

Communication 1,680 36%

Policy/protocol not followed 973 16%

Supervision of house staff 472 8%

Failure to identify provider coordinating care 231 4%

Practicing beyond scope/expertise 196 3%

Credentialing Issues 173 3%

Failure to follow an order 133 2%

Distractions/multitasking/interruptions 113 2%

Failure to report adverse event 105 2%

Ineffective communication due to hierarchical issues 47 1%



Contributing Factors Issues Codes - Details
# cases_CO

factors

…regarding patient’s condition. 1,680

…poor professional relationship/rapport 109

Communication among 
providers (details)



•OB 33%

•Hospitalist 33% 

•Orthopedic 30% 

•Emergency 28%

•Internal Medicine26%

•General Surgery 23% 

•Cardiac Surgery 18%  

% of Communication 
issues within a Service



2002 67

2003 53

2004 44

2005 49

2006 85

2007 68

2008 75

2009 68

2010 64

2011 40

2012 20

Retained Foreign Body



Wrong Site Surgery

2002 16

2003 17

2004 10

2005 26

2006 20

2007 37

2008 20

2009 26

2010 27

2011 14

2012 7



Contributing Factors Issues Code - # cases

Failure to report adverse event 105

Failure to Report 
Adverse Events



• Fill out a card and we’ll share 

your future OMG later today. 

What’s your smoking story?


