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Learning Objectives 

Describe the purpose, scope, and value of the SRA for a health care 
organization, and specifically the value for infection prevention 

Illustrate how the SRA may be conducted through the use of an 
electronic tool to help guide discussion through logical steps to reach 
conclusions about design and construction priorities 

Provide a pilot project case study of use of the SRA in action, which 
describes the end results that made the process beneficial 
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An accident causation model 

The Swiss Cheese Model 

 

 

 

 

 

 

 

Adapted from Reason,1991 
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Complex Systems: Complex Solutions 

“ Every system is perfectly designed to 
achieve exactly the results it gets.” 
   
  -Dr. Paul Batalden 
 
 

Professor Emeritus, The Dartmouth Institute for 
Health Policy and Clinical Practice 
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The Healthcare Context 

Never Events 

Active Failures & 
Latent Conditions 

Fundamental Shifts 

Facility Design 
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The Healthcare Context 

2010 Patient Protection and Affordable Care Act 
• FY 15 Hospital Value Based Purchasing (VBP) 

– Further tie HACs to reimbursement 

• HACs included in VBP: 

– Adverse Drug Event (medication errors) 

– Catheter-Associated Urinary Tract Infections  

– Central Line Associated Blood Stream Infections  

– Injuries from Falls and Immobility  

– Surgical Site Infections  

– Ventilator-Associated Pneumonia  

• Each year measures added, many targeting hospital-acquired 

conditions/patient safety indicators 
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Reporting to The Joint Commission is voluntary and represents only a small proportion of actual events; therefore, 

these data are not an epidemiologic data set 

http://www.jointcommission.org/assets/1/18/Root_Causes_Event_Type_2004_2Q2012.pdf 
AHCA, September 2014, Orlando, FL 

8 

Sentinel Events  

(outcome: death/ 

permanent loss of 

function) 

TJC (‘04-2Q ‘13) RCA : 

Sorted by Top Environment Root Cause 

Env. RCA events (may 

be multiple) 

Total (N): 2004-2012 

(2Q) (top 5 bordered) 

% Environment RCA   

(top 5 highlighted) 

1. Suicide (Psych Injury) 329 775 42.5% 

2. Falls 229 620 36.9% 

3. foreign object 192 875 21.9% 

4. delay trtmnt 140 903 15.5% 

5. med equip 132 213 62.0% 

6. Criminal events (Security) 110 332 33.1% 

7. wrong pt/site/proc 96 1037 9.3% 

8. post-op complication 87 796 10.9% 

9. Medication errors 70 416 16.8% 

10. Elopement (Security) 58 88 65.9% 

11. restraint 47 121 38.8% 

12. fire 43 107 40.2% 

13. perinatal 47 274 17.2% 

14. Infection 29 166 17.5% 

15. ventilator 26 46 56.5% 

16. Abduction (Security) 21 28 75.0% 
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The Implications 

Falls 
• Operational costs for fallers with serious injury $13,316 more than controls; LOS 6.3 

days longer than non-fallers  

Patient Handling  
• Mean cost of devices: $53,571 vs. mean savings in workers’ compensation costs 

associated with patient-transfer injuries: $71,822/yr.;  mean payback = 15 mos. 

Early Ambulation/Immobility 
• Patients who increased walking by at 600 steps from 1st to 2nd 24-hour day were 

discharged 2 days earlier than those who did not 

HAIs (infections due to medical care) 
• A patient with studied infections cost $43K more to treat than non-infected 

patients ; ALOS 19.2 days longer than patients without infections 

Falls: Wong, Recktenwald, et al. 2011; PH: Garg and Kapellusch, 2012 

EA: Fisher, Kuo, et al. 2010; HAIs: Lucado, Paez, et al. 2010 
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Designing for safety: The Guidelines 

An umbrella for safety 
• Infection Control (ICRA) 

• Patient Handling (PHAMA) 

• Psychiatric injury  

– (formerly in specialty hospitals) 

• Medication safety 

• Falls 

• Security 

• Immobility 
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The Model: ICRA History 

1996-1997 

Focus: # & type of isolation 
rooms 

Reality: New concept, 
adoption beginning 

2001 

Focus: Expanded scope-Pt 
relocation, barriers, 

isolation rooms 

Reality: IP involvement 
during construction 

2006 

Focus: Long range design 
planning, construction 

impacts 

Reality: Solid construction 
involvement, emerging 

design involvement  

2010 

Focus: Further detailed 
design considerations. 

Construction impacts on air 
& water 

Reality: Increased design 
involvement, solid 

construction involvement 
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The SRA IN THE GUIDELINES 

*1.2-3 Safety Risk Assessment (SRA) 
1.2-3.1.1 SRA Requirement 

1.2-3.1.1.1 All health care facility projects shall be designed and constructed to 

facilitate the safe delivery of care. 

1.2-3.1.1.2 To support this goal, an interdisciplinary team shall develop a 

safety risk assessment 
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The SRA IN THE GUIDELINES 

*A1.2-3 Safety risk assessment (SRA). The SRA is a 
multidisciplinary, documented assessment process intended to 
proactively identify hazards and risks and mitigate underlying 
conditions of the built environment that can contribute to adverse 
safety events. These adverse events include infections, falls, 
medication errors, immobility-related outcomes, security 
breaches, and musculoskeletal or other injuries. The SRA process 
includes evaluation of the population at risk and the nature and 
scope of the project; it also takes into account the models of care, 
operational plans, sustainable design elements, and performance 
improvement initiatives of the health care organization. The SRA 
proposes built environment solutions to mitigate potential risks 
and hazards. 
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The SRA in the Guidelines 

The governing body shall provide an assessment of the potential 
harm to patients and identifying the following: 
• Specific hazards  

• Hazard based on historical data and/or national industry patient and 

caregiver safety trends 

• A prioritization of the degree of potential harm to patients and/or 

caregivers from the hazards identified 

 



16 

SRA Process (Guidelines Framework) 

Location 

 

Data 

 

Harm 

 

Mitigation 

 

Based on location, 
identify hazards:  

Physical obstacles 
and underlying 
conditions that 
may directly or 

indirectly 
contribute to harm 

Prioritize the 

degree of potential 

harm from the 

hazards identified 

Identify 
vulnerability, 

based on past 
data (recognizing 
past performance 

does not 
guarantee future 

results) 

Identify features 
that contribute to 

risk and 
strategies to 

reduce mitigate 
or eliminate risks 

(e.g. visibility, 
light, noise) 
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SRA Components 
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Infection Control 

Programming Schematic Design 

Design Development 
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Security 

All hazards approach to design 

Protection in layers 

Zones of protection 

 

Think natural disasters and pandemics 
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Medication Safety 

Illumination 

Interruptions and Distractions 

Sound and Noise 

Physical Design and Organization of Work Space 

Medication Safety Zones 

Bates, J.S. (2013). Pharmacy 

lighting reduces errors. HFM 

Magazine, February, p. 28 

Picture by Bill Mazerkiewitz 

United States Pharmacopeial Convention’s National Formulary (2010),Chapter 1066,  

Physical environments that promote safe medication use 

http://www.usp.org/sites/default/files/usp_pdf/EN/USPNF/gc1066PhysicalEnvironments.pdf   

http://www.usp.org/sites/default/files/usp_pdf/EN/USPNF/gc1066PhysicalEnvironments.pdf
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Visibility and Falls 
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Safe Patient Handling 
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Injury: Behavioral Health 



24 

One Option: The CHD SRA Toolkit 

The AHRQ Grant Timeline 

2013 2014 2015 

Safe Design Roadmap 

& SRA Tool 

Development  
 

 

Seminar 

MedStar Institute for Innovation 

(June 2013) 

SRA Tool Validation & 

Integration 
 

 

 

Seminar  

Kaiser Permanente’s Garfield 

Innovation Center  

(May 2014) 

SRA Toolkit 

Dissemination & 

Evaluations 
 

 

Dissemination and training at 

ASHE PDC Summit 

(March 2015) 

With additional seminar funding from: 
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Toolkit Development 
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Nominal Group Technique 

Unresolved content brought to 

seminar for consensus 
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Year 2: Tool Testing 

Multiple scenarios at the Garfield Center for Innovation with expert workgroups 

3 pilot sites: Barnes-Jewish Hospital, UC Irvine Medical Center, MSK Cancer Center 
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The CHD SRA Goals 

It is intended to be: 
• Proactive through early use 
• Systematic, to focus on safety 
• A discussion tool and prompt 

 

With the potential for: 
• Feedback loops 
• Priority goal-setting 

 

It is not intended to be: 
• Prescriptive 
• A checklist or score 
• A “one and done” 
• Absolute truth, but a starting point for verification 
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Important to understand 

What you put in influences what you get out 
• This tool is not intended to be a guarantee of a safe environment; the 

environment is one part of a safety solution that includes operational 

policies and procedures and behavior of people.  

• The toolkit is intended for use with collaborative input of project and 

facility-based expertise.  

• This tool is also not a comprehensive list of guideline requirements but 

provides an overview of certain considerations and their relationship to 

safety 
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Using the CHD SRA Tool 

Image by Tsahi Levent-Levi 

some rights reserved - http://creativecommons.org/licenses/by/4.0 

https://creativecommons.org/licenses/by/2.0/
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Cover/Copyright* 

Volunteers 

Home page 

Safe Design Roadmap 

Project data 

Risk Component links 

• 100: infection control 

• 200: medication safety 

• 300: falls 

• 400: patient handling 

• 500: behavioral health/psychiatric injury 

• 600: security 

Risk data and design considerations 

Glossary 

References 

*A PDF is available free through CC license; the Excel version is restricted to use by Affiliate Plus members of The Center for Health Design 
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Cover page 

Links to Home page 
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Home page 

Links to one of six SRA 
components 

Links to safe 
design roadmap 

Links to 
project data 
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Link to risk component 
data page to evaluate risk 
level 

Link to risk component 
design page to asses 
design 

Link to other relevant 
information  
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Fill in historical data to 
ascertain all conditions that 
contribute to safety risks 

Estimate risk based on 
location and population 
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Design Considerations 
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Sources of design 
considerations 

Rationale shown as comments 
to design considerations 

Your estimated risk, priority, and 
cost magnitudes 

Item # 

Explanatory 
text in 
comments 

Field for 
explanations 

Location, building 
category filters 
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Your estimated 
priority – it may 
be limited by site 
specific 
conditions; this is 
also color coded 

Your estimated risk, entered by 
a drop-down menu – the 
selection will color code; this is 
independent of what is feasible 

Your estimated cost 
magnitude; this will also 
color code  
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Discussion and Questions 
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Contact Information 

Linda Dickey:  Ldickey@uci.edu 

Ellen Taylor:  etaylor@healthdesign.org 
www.healthdesign.org 

mailto:etaylor@healthdesign.org

