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Memorial Sloan-Kettering Cancer Center (Sloan-Kettering) uses

the slogan, “The best cancer care anywhere.” If that’s indeed

the case, why pursue process improvement? Because the best

are not satisfied with being the same today as yesterday;

they are learning organizations—groups of people continually

enhancing their capabilities to create what they want.

Sloan-Kettering uses various performance improvement

methods, depending on the task at hand. The art of 

matching a project to the right methodology is a process 

of continuous learning for quality and safety leaders.

CCaann  TTPPSS  iimmpprroovvee  ppaattiieenntt  ccaarree  pprroocceesssseess??

One technique available to Sloan-Kettering teams is the

Toyota Production System (TPS). This process focuses on

catching mistakes quickly by identifying the small steps to

improvement, inspecting those steps and correcting prob-

lems at each level in rapid process change.1

Noted TPS consultant Steven Spear, who had been working

with Sloan-Kettering on an ongoing basis, led 3 teams in a

3-day program of training and testing of the process in

2006.2 After the initial sessions, there was much discussion

at Sloan-Kettering on the value of TPS in improving

patient-care processes. The debate focused on the useful-

ness of TPS in improving production-related problems such

as materials management or specimen labeling. 

Amy Edmondson, Novartis professor of leadership and 

management and chair of the doctoral programs at Harvard

Business School, describes a problem as “the disruption of

a caregiver’s ability to execute a prescribed task because

either something he or she needs was unavailable in the

time, location, condition, or quantity desired, such that the

task cannot be executed as planned.”3

This definition expanded the Sloan-Kettering teams’ view of

which problems are amenable to TPS solutions. If a nurse

cannot find a suction regulator for the bedside of a patient

returning from the post-anesthesia care unit (PACU), that is

a clinical problem. If an endoscopy procedure is delayed or

canceled because the correct endoscope is not delivered to

the unit, that is surely a clinical problem.

BBeeccoommiinngg  aa  hhiigghh--rreelliiaabbiilliittyy  oorrggaanniizzaattiioonn

In the early days of its patient safety program, Sloan-

Kettering had been successful with the idea that changing

culture in a complex organization required a common goal

and a simple set of rules.4 But could TPS help make Sloan-

Kettering a high-reliability organization? 

High-reliability organizations (HROs) are those that function

in high-risk environments and experience a minimal amount 

of failure due to their attention to failure, operations,

resilience and a culture of safety. The goal of both TPS and

becoming an HRO is zero defects—in the case of Sloan-

Kettering, zero patient harm.4

Sloan-Kettering was already at a level 1 of reliability where

intent, vigilance, and hard work prevail. Level-2 reliability is

built on design informed by reliability science and research

in human factors. One way to get to level-2 reliability is to

design procedures to make failures visible so they can be

intercepted.3 This principle is a major tenet of TPS: you 

cannot design a perfect process—you can only discover it.

Thus, TPS could help Sloan-Kettering on its journey to

become an HRO. 

CCoommpplleexxiittyy  tthheeoorryy  gguuiiddeess  iimmpprroovveemmeenntt  

The NPSF co-sponsored Patient Safety Leadership Fellowship

(PSLF) advises healthcare leaders to apply complexity theory

by asking “wicked” questions to bring differences to the

““YYoouu  ccaannnnoott  ddeessiiggnn  

aa  ppeerrffeecctt  pprroocceessss——

yyoouu  ccaann  oonnllyy  ddiissccoovveerr  iitt..””
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surface, expose basic assumptions about an issue or situation,

address problems that do not have an obvious answer, and

create opportunities for creativity and innovation.5 This

gave rise to Sloan-Kettering’s question, “How do you get

better when you know you are the best?” The PSLF is

offered by NPSF, Health Forum and the Health Research 

and Educational Trust. 

The second lesson from complexity theory is to use 

“min specs”—minimum specifications—to begin with a

vision that is good enough, and not to attempt to define

the outcome in detail.6 Thus, TPS is compatible with

complexity theory. 

A major tenet of improvement through TPS is to observe

work to identify ambiguities.2 Four work components are

observed using criteria from a process design worksheet:

1. SSyysstteemm (output)—What work has to be done, by when,

for whom?

2. PPaatthhwwaayy (responsibility)—Who is responsible for which

specific activity, in what order?

3. CCoonnnneeccttiioonn (hand offs)—How does one request that a

work activity be started?

4. AAccttiivviittyy  (method)—What are the work elements, content,

sequence, timing, location, and outcome?

The team then reviews the worksheet to identify root 

causes of ambiguities at each step. Counter-measures are

proposed and implemented. The team continues its 

observation cycles with the new process until it reaches 

the expected results.

Sloan-Kettering has succeeded in TPS applications, as shown

in the box above, through projects conducted during visits

with the consultant. The challenge has become how to incorporate

the work of TPS into Sloan-Kettering teams’ everyday work

and to empower them to launch projects on their own.

WWhheerree’’ss  tthhee  bbeedd??  

The story of “Where’s the bed?” illustrates the success

Sloan-Kettering has gained on its own. The team observed

a daily shortage of beds in the operating room (OR).

Meanwhile, idle beds were found on inpatient units

obstructing the hallways and more than a dozen more beds

were in a basement corridor getting dirty or damaged

because there was not a “bed farm.” 

The “repair needed” status of these beds was unknown.

Worse yet, the beds were left unplugged while in the 

basement, draining the battery required for power-assist

devices. Staff were spending unproductive time roaming the

halls looking for beds. The team knew there was a bed for

every location on the inpatient units, including pediatrics,

PACU, and the intensive care unit (ICU). They also knew

that on any given day, several patients were in cribs or

specialty beds. 

A team of staff members from OR, PACU, escort, and envi-

ronmental services took on the problem. TPS involves

answering key questions at each step of the work process: 

• What is the result expected of this step?

• Who is responsible for this step?

• How is the work to be done?

• When should the activity start and stop? 

The new process identified an ideal bed farm. Empty beds

would be transported to the OR. During construction of a new

OR suite, the team built “parking spaces” outside each OR,

which is where the bed would first be needed. A space for

repairs and spare-part storage was designated in the basement.

Sloan-Kettering has an automated patient escort system but

the team discovered there were not codes to accommodate

bed transportation requests. The team established codes for

5 different reasons why beds needed to be moved. The 

project has been so successful that Sloan-Kettering has

sent 10 beds into storage. 

MMaakkiinngg  ttiimmee  ffoorr  pprroocceessss  iimmpprroovveemmeenntt  

The final challenge for Sloan-Kettering team members is to

find time for improvement work while putting out fires in

their day-to-day jobs. The teams have identified other

issues that would be amenable to a Toyota Production

System project, but are struggling with how to get it done.

The work continues. NNPPSSFF
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Increasing supply availability at the bed site

Improving waste segregation and disposal

Reducing discharge delays

Improving lab specimen processing 

Increasing patient bed availability and flow

Improving cleaning and reprocessing of endoscopes

Reducing patient transport time from impatient unit 
to ancillary services

Improving linen availability and quality

EExxaammpplleess  ooff  TTPPSS  AApppplliiccaattiioonnss  
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RReeffeerreenncceess——

Each year, approximately 70,000 children experience

adverse events, of which 60% are preventable. About 1 in

every 100 children admitted to a hospital annually experi-

ences an adverse event.1 Despite these findings, there is

still limited research to effectively guide pediatric patient

safety intervention and improvement.

Safety interventions designed for adult care based on adult

safety criteria may not address pediatric safety priorities.

These interventions may not be designed appropriately for

implementation in pediatrics and at times have been shown

to lead to increased morbidity and mortality.2

CChhiillddrreenn  ffaaccee  ddiiffffeerreenntt  ssaaffeettyy  rriisskkss  tthhaann  aadduullttss

In adults, the most frequent contexts of error risk leading

to injury are surgery and medications; for children, injury

related to medical care is most common in diagnostics and

at birth. Labor and delivery—for both the newborn and the

adolescent mother—appear to be unique, still poorly

understood contexts of medical risk.3

Diagnostics are a frequent source of risk and harm for 

children in all pediatric settings, including office-based

practice, the emergency department, and inpatient hospi-

tal-based care.1,4,5 Risks in pediatric patients can be related

to the varied presentation of symptoms of illness in children,

and the subtlety of some findings in the medical care 

of children. 

These challenges can be even more pronounced in settings

where there are few, if any, pediatric-trained clinicians.

Only 23% of emergency departments have a pediatric 

emergency physician on staff.5

CChhiillddrreenn  aarree  mmoorree  ddiiffffiiccuulltt  ttoo  ddiiaaggnnoossee

Because children’s normal signs and symptoms vary by age,

it is a diagnostic challenge to recognize clinical instability

and deteriorating clinical status in pediatric patients.6 This

lack of recognition by bedside clinicians has been shown to

lead to critical delays in treatment, which can lead to pre-

ventable cardiac or respiratory arrest.7

Rapid-response systems that specify age-based criteria and

bring additional attention to the bedside when there is

concern about the patient’s status have been shown to

improve the identification of patients with early signs of

deteriorating status.7

The context of diagnostics is a challenging area of safety

investigation. Further study is needed to determine the

range of specific factors contributing to the increased 

diagnostic-related risks for children.

CCoonncceerrnnss  ffoorr  aaddoolleesscceenntt  ppaattiieennttss

Adolescents have been shown to experience the highest

rate of both adverse events and preventable adverse 

events among children.1,3 Teenagers have a pattern of 

hospital admission different from other age groups of 

children and distinct from that of adults. The most common

discharge diagnoses for adolescents are related to labor and

delivery, followed by mental health diagnoses of psychosis

and depression.3

Most adolescent patients in the U.S. receive hospital-based

medical care in either pediatric or adult medical settings,

where they represent a change from the routine patient

population and most likely also represent a departure from

routine practice in the care setting. Thus, adolescents experience

a potentially greater risk for patient safety problems.3

Because adolescents are not a substantial part of the

patient population in either pediatric or general medical

facilities, standard systems may not be designed and

put into practice for adolescent patient needs and 

clinicians also may not be adequately trained to care 

C O N T I N U E D  O N  P A G E  4

““BBeeccaauussee  cchhiillddrreenn’’ss  nnoorrmmaall
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bbyy  aaggee,,  iitt  iiss  aa  ddiiaaggnnoossttiicc

cchhaalllleennggee  ttoo  rreeccooggnniizzee  

cclliinniiccaall  iinnssttaabbiilliittyy  aanndd  

ddeetteerriioorraattiinngg  cclliinniiccaall  ssttaattuuss

iinn  ppeeddiiaattrriicc  ppaattiieennttss..””
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RRiisskkss  aanndd  RReessiilliieennccee  iinn  PPeeddiiaattrriicc  PPaattiieenntt  SSaaffeettyy

for them. Teenagers may have a higher rate of adverse

and preventable adverse events due to less of the 

physiological resilience that characterizes younger 

children. However, it is unlikely that this represents 

the full explanation.3

Although adolescents may physically appear adult-like, they

may often respond to medical care interactions in a manner

quite unlike an adult. Adolescents experience different

social and developmental stresses that can affect their

interactions with the healthcare system.8,9 Additional

research is needed to further clarify the contributors and

potential solutions.

Medication safety has been the most widely studied aspect

of pediatric patient safety. Errors in the process of medica-

tion provision are more common in children than in adults.

Previous studies have shown that potentially serious med-

ication errors were found to be 3 times more frequent for

children, although harm is relatively infrequent.10 This

underscores the importance of targeting medication safety

interventions related to high-alert medications for children.

WWhhaatt  aarree  cchhiilldd--ssppeecciiffiicc  rriisskk  ffaaccttoorrss??

These studies demonstrate that children are qualitatively 

different than adults in several significant and important

ways that present unique features of frailty and resilience to

the context of medical care, which in turn lead to differences

in patient safety risk.5,6 The epidemiology of illnesses and

interventions for children which mediates the types of contact

and interaction children have with the healthcare system

also has an impact on the nature and types of problems that

occur in children’s medical care and the aspects of 

medicine in which these events will most frequently occur.11

These differences of children are important in the context of

patient safety because child-specific risk factors have been

shown to contribute actively to 50% of clinician-reported

patient safety events.6 These child-specific risk factors can

be used to clarify pediatric patient safety priorities and to

customize patient safety interventions for the specific needs

of children. These risk factors include:

1. Physical characteristics (eg, small size and weight)

2. Development:

• Physiologic development and growth

• Cognitive, social, emotional development (including 

the ability to communicate and express feelings)

3. Minor status and level of parent/caregiver involvement 

in health care

HHooww  cchhiilldd--ssppeecciiffiicc  ffaaccttoorrss  ccoonnttrriibbuuttee  ttoo  ppaattiieenntt  ssaaffeettyy  rriisskk  

•  IInnccrreeaasseedd  vvaarriiaabbiilliittyy.. This occurs, for example, because

of the wide range in “normal” results for analyses of

blood, urine, or cerebrospinal fluid, which can also 

lead to challenges in recognizing the signs of clinical

instability, an important concern in pediatrics. 

There is also a need to maintain and select from a wide range

of sizes of medical equipment and supplies, such as endo-

tracheal or suction tubes or face masks in pediatric health

care. Only 6% of emergency departments have all the supplies

deemed essential for managing pediatric emergencies.5

Increased variability also contributes to the relatively

common problems of medication-related risk in pediatrics,

which is often associated with the variable size, weight,

and physiological maturity of children and requires the

customization of each dose based on weight and age.6,10

•  CCoommpprroommiisseedd  iinnffoorrmmaattiioonn.. A child’s cognitive-social-

emotional immaturity, limited communication skills, and

inability to understand the impact or consequences of his

or her medical care provide challenges to history and

physical examination and remove a source of feedback.  

•  IInnccrreeaasseedd  ccoommpplleexxiittyy.. Medication administration in 

children is complex, requiring several additional steps.

With each step, there is increased opportunity for error. 

The reduced volume associated with 10-fold overdoses

makes identification of these errors more challenging.

Information may also be complicated because the 

changing physiological characteristics of very young 

children can make test findings more subtle and thus

harder to interpret.

• IInnccrreeaasseedd  tteecchhnniiccaall  ddiiffffiiccuullttyy.. Small size and weight can

pose several challenges. Technical tasks, from insertion of

an IV to surgical treatment of the heart, can be more 

difficult to perform on small children.11

• LLiimmiitteedd  aabbiilliittyy  ttoo  rreegguullaattee  bbeehhaavviioorr.. Conscious sedation,

needed less frequently in adults, is commonly used in

children. Sedation medication can lead to additional risks,

and adverse outcomes are associated with all classes of

C O N T I N U E D  F R O M  P A G E  3
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sedation medications—even those thought to have a

minimal effect on respiration.12

Since the 1880s, pediatrics has extended and adapted the

practice of medicine to address the particular characteristics

and needs of children. To ensure the safety of pediatric

patients, it is essential to understand the specific nature of

risk and harm conveyed through children’s medical care. 

Beginning to clarify the contributing causes and underlying

latent conditions of these patient safety risks will enable

clinicians and institutions that care for children to be 

better prepared to prevent these risks, and can improve 

the safety of children’s health care. NNPPSSFF

C O N T I N U E D  F R O M  P A G E  4

RRiisskkss  aanndd  RReessiilliieennccee  iinn  PPeeddiiaattrriicc  PPaattiieenntt  SSaaffeettyy

NPSF will soon issue a new version of the Stand Up for Patient

Safety Member Resource Guide, a compilation of materials

designed to assist Stand Up for Patient Safety (Stand Up)

members in enhancing patient safety efforts at their facility.

The guide includes ready-to-use tools, articles, fact sheets,

brochures, samples of the popular medication wallet card and

personal medical journal for patients, DVDs, and bibliographies

of additional print and electronic resources.

The redesign project was undertaken to offer new resources

and scholarship that have emerged since the creation of

the original guide, as well as to more accurately reflect 

current thinking on patient safety issues and best practices. 

SSttaanndd  UUpp  mmeemmbbeerr  ffeeeeddbbaacckk  sshhaappeess  nneeww  gguuiiddee

NPSF solicited feedback on the previous guide through

phone conversations with Stand Up members and a fall

2006 survey on members’ satisfaction with program materials.

In response to members’ comments, the new guide focuses

on providing a succinct set of adaptable, highly effective

tools along with guidelines for their application. 

The new guide consists of 5 books, each subdivided into

several related modules. Topics covered include: 

• The case for change 

• Safety science

• Teamwork and communication

• Engaging patients and families

• Disclosure and apology

• Event response and analysis

• Leadership and accountability

CCoommppaanniioonn  wweebb  ssiittee  ooffffeerrss  mmoorree  rreessoouurrcceess  

Materials in the guide include selected articles from the

patient safety literature, as well as self-assessment 

questionnaires, team-training manuals, and patient 

education brochures. A password-protected companion 

web site provides members with access to downloadable

versions of articles and tools. The web site also features

continually updated content to supplement the guide. 

Along with updated materials, the guide features a new

look with revamped graphics and a streamlined layout.

Topics are organized according to a practical framework to

facilitate access to information and encourage shared use

of materials. Users should find the guide a valuable

resource, whether they choose to proceed through it

sequentially or read up on specific topics.  

All current Stand Up for Patient Safety members will receive

a copy of the new guide, and organizations enrolling as

new members will receive the new guide upon enrollment.

Materials from the previous guide will be archived and

accessible to all members on the Stand Up members’ 

web site.

The Stand Up program’s efficacy is based on its commitment

to continually provide member hospitals with practical and

relevant tools, resources, and information to facilitate their

organizations’ patient safety efforts. The redesigned

Member Resource Guide reinforces this commitment and

NPSF’s goal to provide ongoing value and support to Stand

Up program members. NNPPSSFF



Communicating—and comprehending—health information

effectively is a complex task. Consumers must be able to

navigate a complicated series of steps and actions, from

following treatment instructions to scheduling diagnostic

tests to completing insurance paperwork. 

People from all socioeconomic levels, age groups, and cultures

can have difficulty reading, understanding, and acting on

health information. These skills are collectively known as

“health literacy.” The Institute of Medicine defines health

literacy as the degree to which individuals have the capacity

to obtain, process, and understand basic health information

and services needed to make appropriate decisions regarding

their health.1

It is frightening to note that low health literacy affects

more adult Americans than diabetes, obesity, HIV/AIDS, and

breast cancer combined. Low health literacy is a reality that

millions of Americans experience each day in many ways.

The 2003 National Assessment of Adult Literacy shows that

2 out of every 5 adults have difficulty obtaining, processing,

and understanding the basic health information and services

needed to make appropriate health decisions.2 Nearly 90

million Americans—39% of adults in the US—are limited in

their ability to read and understand health information.1

HHooww  ddooeess  hheeaalltthh  lliitteerraaccyy  aaffffeecctt  ppaattiieenntt  ssaaffeettyy??  

People with limited health literacy cannot: 

• Circle the date of a medical appointment on a hospital

appointment slip.

• Identify how often a person should have a specific medical

test, based on information in a clearly written pamphlet.

• Understand what is permissible to drink before a medical

test, based on a short set of instructions.

• Explain why it is difficult for people to know if they have

a specific chronic medical condition, based on information

in a 1-page article about that condition.2

DDooeess  tthhee  ppaattiieenntt  uunnddeerrssttaanndd  wwhhaatt  tthhee  ddooccttoorr  iiss  ssaayyiinngg??

Some of the most hazardous situations for patients are ones

that should be the safest—in the doctor’s office, at the

pharmacy counter, or speaking to a social worker, to name 

a few. Imagine the case of a patient who is told by his

physician that he has “diabetic neuropathy,” “hypertension,”

or “coronary disease.” Would he know what this means? 

If instead, the physician tells him he has “nerve problems,”

“high blood pressure,” or “heart disease,” the patient may recognize

the terms. But does he understand how these conditions will

affect his health or what he needs to do treat them?

Health literacy encompasses more than just the ability to read.

It involves a patient’s ability to use numbers, analyze multiple

options, and navigate a complex coverage and payment system.

The consequences of low health literacy are serious, from a

clinical, patient safety, and economic perspective.

WWhhaatt  aarree  tthhee  rriisskkss  ooff  llooww  hheeaalltthh  lliitteerraaccyy??

People with low health literacy are more likely to make 

medication errors, to fail to seek preventive care, and to 

miss physician appointments.3-4 All of these occurrences place

patients’ health and safety at risk. Fortunately, these risks

can be lowered or eliminated through better communication.

According to Paul A. Gluck, MD, and colleagues, depositions

in malpractice cases reveal evidence of this disconnect.5 Dr.

Gluck believes the discrepancy between what the doctor

says and what the patient hears is often a result of low

health literacy and poor communication. 

HHooww  ccaann  hheeaalltthhccaarree  pprroovviiddeerrss  iimmpprroovvee  ccoommmmuunniiccaattiioonn??  

Health literacy experts have identified simple techniques

that providers can use to improve communication and

understanding with patients and their families or care-

givers, whether in an office, clinic, or hospital setting.6

• UUssee  tthhee  ““TTeeaacchh  BBaacckk””  mmeetthhoodd by asking patients to
repeat in their own words what they need to do when
they leave the doctor’s office or hospital. 

• UUssee  vviissuuaall  aaiiddss  aanndd  iilllluussttrraattiioonnss, as many people remember

information better when it is presented to them visually.

• AAvvooiidd  aaccrroonnyymmss  patients may not understand. 

EEnnhhaanncciinngg  PPaattiieenntt  SSaaffeettyy  
TThhrroouugghh  IImmpprroovveedd HHeeaalltthh  LLiitteerraaccyy  
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• SSllooww  ddoowwnn  aanndd  ttaakkee  ppaauusseess to give the patient time to

digest the medical information and ask for clarification.

• BBee  aann  ““aaccttiivvee  lliisstteenneerr”” by encouraging patients to talk

and tell their story or information they feel is necessary

for their visit.

••  CCrreeaattee  aa  wweellccoommiinngg  aanndd  ssuuppppoorrttiivvee  eennvviirroonnmmeenntt.. Patients

are most comfortable in an office that feels private and

encourages communication. 

HHeeaalltthh  lliitteerraaccyy  mmoovveemmeenntt  iiss  mmaakkiinngg  pprrooggrreessss  

The health literacy/clear health communication movement

has gained momentum in the last few years. The Institute of

Medicine issued a groundbreaking report on the subject in

2004 titled Health Literacy: A Prescription to End Confusion.1

Numerous research projects are examining the impact of

health literacy, patient-provider communication, and cultural

competency issues on patient safety and quality of care.

Health literacy and health communication are increasingly

on the agenda for public health and literacy programs at

the national and local level.  

PPCCHHCC  rraaiisseess  aawwaarreenneessss  ooff  hheeaalltthh  lliitteerraaccyy  iissssuueess

As the board chair for the Partnership for Clear Health

Communication (PCHC), I have been involved firsthand with

this work. PCHC is a nonprofit coalition of national organi-

zations dedicated to increasing awareness of health literacy

issues and developing health communication tools to

improve health literacy and patient outcomes.  

The coalition, established in 2002, now has more than 500

members, including the AMA Foundation, the National

Council on Aging, America’s Health Insurance Plans, the

National Medical Association, and the American Public

Health Association.

NNPPSSFF  aanndd  PPCCHHCC  ffoorrmm  nneeww  ppaarrttnneerrsshhiipp

In May 2007, PCHC announced it would join forces with NPSF

to form the Partnership for Clear Health Communication at

the National Patient Safety Foundation. This partnership

seeks to draw on NPSF’s established presence in patient

safety to extend the influence of PCHC’s efforts. Ask Me 3

(www.askme3.org) and other PCHC trademarks will be 

integrated with new and existing NPSF programs. 

The Partnership’s work in health literacy and communica-

tion has particular relevance for the sphere of patient and

family-centered care. Ask Me 3 materials have already been

made available to hospital and health system members of

NPSF’s Stand Up for Patient Safety program and in connec-

tion with National Patient Safety Awareness Week. 

NPSF anticipates that expanded application and dissemina-

tion of Ask Me 3 and other PCHC materials will play an

important role in its continued work to assist patients and

families in becoming active participants in their health care.

HHeeaalltthh  lliitteerraaccyy  ttaakkeess  oonn  nneeww  iimmppoorrttaannccee  

There are several reasons why health literacy is a more

pressing issue than in previous decades. Consumers today

play a larger role in managing their health care than ever

before. At the same time, the incidence of chronic disease

is exploding and health care costs are skyrocketing, with no

end in sight.  

While an abundance of information is available, it has not

created sustained behavior change that improves clinical

outcomes. Too much information may be useless—even

detrimental—if  it does not clearly explain the problem and

what the patient needs to do to address it. 

FFooccuussiinngg  oonn  bbeetttteerr  ccoommmmuunniiccaattiioonn  

Clear health communication is the missing link between 

information and improved health outcomes. Accessible, 

comprehensible, relevant health information is essential for

patients to become more engaged in their health care and

manage health decisions as active partners with their providers.

The solution is not more or less information, but better

information and communication. Health literacy is every

individual’s right—and our collective responsibility.

Reaching this goal will result in a healthier public and a

safer, more sustainable healthcare system. NNPPSSFF
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WWhhaatt  IIss  AAsskk  MMee  33??
The Ask Me 3 campaign from the Partnership for Clear

Health Communication (PCHC) encourages patients to

ask their provider during any medical encounter:
• What is my main problem?
• What do I need to do? 
• Why is it important for me to do this? 

For more information, visit www.askme3.org.
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22000088  AAnnnnuuaall  NNPPSSFF  PPaattiieenntt  SSaaffeettyy  CCoonnggrreessss::
CCoonnnneecctt,,  CCoommmmuunniiccaattee,,  CCoommmmiitt
Plan to attend the 2008 National Patient Safety Foundation

Annual Patient Safety Congress, May 15-16, 2008 at the

Gaylord Opryland Resort & Convention Center, Nashville,

Tennessee. Two pre-Congress programs, Leadership Day and

Patient Safety 101, will be held May 14, 2008.

Connect, Communicate, Commit is the theme for the 2008

conference. Join us for inspiring plenaries, focused break-

out sessions, and exhibits and poster sessions showcasing

innovative developments in patient safety. Come together

with colleagues from across the country and around the

world to forge new connections, communicate through

shared experiences and stories, and renew your commitment

to patient safety. 

CCoonnggrreessss  22000088  CCoo--CChhaaiirrss::

Susan Edgman-Levitan, PA

Executive Director

John D. Stoeckle Center for Primary Care Innovation

Massachusetts General Hospital

Douglas Bonacum, MBA, BS

Vice President Safety Management, Kaiser Permanente

WWaattcchh  tthhee  NNPPSSFF  wweebb  ssiittee  ffoorr  ddeettaaiillss  

More Congress information will be posted as it becomes

available at www.npsf.org. NNPPSSFF

The previous issue of Focus (Vol. 10, Issue 2) featured

an article headlined “SAFE Tool Improves Flow—and

Patient Safety.” SAFE, which stands for Systematic

Assessment of Flow and Error, provides a framework to

identify fundamental care events and to anticipate the

most likely errors. To obtain the SAFE tool and a tem-

plate to evaluate process flow from the AHA Quality

Center, please e-mail ahaqualitycenter@aha.org. 

NNeeeedd  SSAAFFEE TTooooll  IInnffoorrmmaattiioonn??  
EE--mmaaiill  aahhaaqquuaalliittyycceenntteerr@@aahhaa..oorrgg
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