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A study in the September 10, 2007 Archives of Internal

Medicine found that a significant percentage of American

consumers may not be using their medications safely.

Between 1998 and 2005 alone, there was a 360% increase

in deaths attributed to consumers using medications incor-

rectly at home (not involving alcohol or street drugs).1

That is a sobering statistic. The Institute for Safe

Medication Practices (ISMP), the nation’s only nonprofit

organization devoted entirely to medication error preven-

tion and safe medication use, believes that consumers can

and want to play a key role in their safety when receiving

and taking medications. However, people need to have the

appropriate knowledge, resources, and tools to do so. 

Following are a few ways in which healthcare practitioners

can help their patients become more active in the safe

medication use process. 

IInnccrreeaassee  ccoommmmuunniiccaattiioonn  aabboouutt  mmeeddiiccaattiioonnss

Proactive communication between healthcare providers and

patients is a major way to reduce the risk of medication

errors. As patients become more empowered, they are better

able to question healthcare professionals who prescribe,

dispense, and administer medications to make sure poten-

tial problems are addressed. 

However, there are barriers to patients communicating with

providers about the drugs they are taking, including limited

time for speaking with patients and lack of appropriate

written materials. This is evidenced by a 2003 ISMP survey

of nurses, in which few indicated that they offered written

medication information to patients. In fact, 1 in 4 never

provided it. Half of the nurses surveyed told ISMP they had

no written information to provide to patients about pre-

venting medication errors.2

Pharmacists, physicians, and nurses should explore ways 

to make suitable written materials on medications readily

available. If patient care areas have a computer terminal

and printer, electronic databases may provide one solution. 

If database use is not feasible in all patient care units, 

the pharmacy should provide paper leaflets, updated yearly,

for the most commonly used medications. Be sure to seek

feedback from patients (eg, through focus groups and 

targeted satisfaction survey questions) and from all

providers to ensure that written materials effectively 

communicate the most important information.

Management support for widespread education is essential

to ensure effective use of electronic resources as well as

dedicated time to talk with patients. 

TTaakkee  llooww  lliitteerraaccyy  iinnttoo  aaccccoouunntt

Physicians, nurses, pharmacists, and other healthcare pro-

fessionals might assume that their patients can read,

understand, and act on instructions on medication labels

and in medication information pamphlets. But although 90

million Americans read below the 5th grade level, 98% of

the medication information sheets accompanying dispensed

prescriptions are written at a 9th to 12th grade level or higher.3,4

A study published in the American Journal of Health-

System Pharmacy showed there is a high level of 

The more information consumers have, the more likely 

they are to use their medications in beneficial and safe

ways to help prevent errors. When speaking with

patients about their medications, be sure to mention:  

•  When and how they should take their medications

•  What to do if they miss a dose

•  Any potential side-effects

•  How their medications might interact with other 

drugs they are taking

•  How to safely dispose of unused medications

•  Any known potential errors involving their 

medications, such as drug name mix-ups

C O N T I N U E D  O N  P A G E  2
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misunderstanding of prescription drug warning labels

among adults with low literacy. Most patients misinterpreted

all of the labels tested, with the exception of the simplest

warning, “Take with food.”5

Poor health literacy can lead to consumers misusing and

making mistakes with their medications. Adults with low

health literacy:

• Are less likely to adhere to prescribed treatment and 

self-care regimens6

• Make more medication or treatment errors7

• Are at a higher risk for hospitalization8

• Stay hospitalized an average of 2 days longer than those

with adequate health literacy3

WWhhaatt  ccaann  pprroovviiddeerrss  ddoo  ttoo  aaddddrreessss  llooww  hheeaalltthh  lliitteerraaccyy??  

One potential solution is software that offers patient

leaflets at different reading levels as well as in several 

languages. To ensure that these systems meet your

patients’ needs, find out the average reading level in your

community and the predominant languages spoken. This

information may be available from your local government. 

BBee  ssuurree  ttoo  eedduuccaattee  ppaarreennttss

Children are particularly vulnerable to medication misuse.

One study has demonstrated that parents give their 

children an incorrect dose of over-the-counter fever medi-

cine 47% of the time.9 Other recent studies have shown

that educating parents on how to measure and administer

the correct dose of medication for their children can 

prevent serious errors.

Parents are often confused by the measurements used to

administer liquid medications as well as the measuring

devices themselves. They frequently do not understand the

difference between a teaspoon and a tablespoon, or the

proper use of metric measurements such as milliliters (mL). 

When prescribing or administering pediatric medication,

involve the child’s parents and demonstrate correct mea-

surement and administration techniques when possible. 

TTiippss  ffoorr  eedduuccaattiinngg  ppaarreennttss  aabboouutt  cchhiillddrreenn’’ss  mmeeddiiccaattiioonnss  

• Warn about serious consequences of overdoses and how

they can occur. Stress that more is not better—even with

over-the-counter medications.

• Raise awareness of the different formulations and

strengths of children’s medications.

• Remind parents to avoid using infant formulations as

their child gets older.

• Teach reading of labels to avoid dosing errors and 

accidental administration of multiple products 

containing acetaminophen.

• Emphasize the importance of using an appropriate 

measuring device (the original product dropper or dosing

cup, or proper type of syringe), not a household spoon.

MMeennttiioonn  ffrreeee  oonnlliinnee  rreessoouurrcceess

The Internet has opened a whole new avenue for consumers

to obtain information on how to use their medications.

Americans spend a large portion of time online searching

for advice about health and safety. According to the 2007 

C O N T I N U E D  O N  P A G E  3

C O N T I N U E D  F R O M  P A G E  1

To address the lack of reliable consumer-focused 

medication safety information online, ISMP has launched

www.ConsumerMedSafety.org. This new web site is

designed to improve health outcomes related to medica-

tion use and adherence, health literacy, and collaboration

and communication among patients and their healthcare

providers. The site offers:

• PPeerrssoonnaall  ssttoorriieess as well as innovative advice and recom-

mendations based on ISMP’s decades of experience and

analysis of thousands of actual error reports

• AAnn  aalleerrtt  sseerrvviiccee that e-mails customized breaking news

about the medications consumers or their family 

members are currently taking or in which they have

indicated an interest 

• AAnn  aarrttiiccllee  lliibbrraarryy with important information about 

safe medication use and adverse drug reactions.

• CCoonnffiiddeennttiiaall  rreeppoorrttiinngg  for medication errors, near-

misses, and dangerous situations

• AA  ssaaffeettyy  ttoooollbbooxx including medication administration

guidelines that outline how to avoid common mistakes 

• DDrruugg  iinnffoorrmmaattiioonn including Food and Drug

Administration (FDA) MedGuides, safety ratings, 

and potential drug interactions

HHoossppiittaallss  aanndd  ppaattiieennttss  ccaann  rreellyy  oonn  wwwwww..CCoonnssuummeerrMMeeddSSaaffeettyy..oorrgg
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RRoooott  CCaauussee  AAnnaallyyssiiss::  
AArree  WWee  LLooookkiinngg  ffoorr  KKeeyyss  UUnnddeerr  tthhee  LLaammpp  PPoosstt??

A man walks out of a bar and sees a drunken man search-

ing the ground under a lamp post for his house keys. The

first man decides to help him, and both search around for

a while. Finally, the first man asks, “Are you sure this is

where you lost your keys?” The drunken man answers, “No, 

I dropped them in the alley, but it’s too dark there to see,

and the light is better under the lamp post.” 

When things go wrong and patients are harmed during

medical care, patients and their families consistently have

several expectations. It seems natural that they want an

apology and an explanation of what happened. What is 

surprising is their desire for assurance that this kind of

thing will not happen again. 

Several explanations have been proposed for this seemingly

selfless sentiment. One of the most plausible is that it is

deeply disturbing for patients to learn that things can go

wrong in their care, and they want reassurance that the

problem will be fixed. Unfortunately, healthcare professionals

can’t honestly tell them this, because they do not know. 

Healthcare workers and hospitals also have expectations that

if there is a sentinel event, or even a serious incident that

harms a patient, there will be a root cause analysis, or RCA.

HHooww  hheellppffuull  aarree  RRCCAAss??

An RCA is based on procedures developed to identify the

causal and contributing factors that underlie failures in

performance.1,2 These procedures have good face validity

and their application generally leads to insights about how

and why things go wrong. People who do RCAs typically

feel they learn something from them. Conducting an RCA

promotes systems understanding of medical care failures. 

It seems as though RCAs ought to be helpful. 

What is generally not acknowledged is that it is not known

whether RCAs work.3 RCAs typically try to answer 4 questions:

1. What happened?

2. Why did it happen?

3. What should we do about it?

4. How will we know that risk was reduced? 

C O N T I N U E D  O N  P A G E  4
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Institute of Medicine report Preventing Medication Errors,

the percentage of adults who have sought health informa-

tion online grew from 27% (54 million) in 1998 to 53%

(117 million) in 2005.9

But the report found that while there is an abundance of

Internet-based health information, the quality of that

information is quite variable. When healthcare practitioners

are questioned by their patients about information they

have obtained online, providers should emphasize the

importance of relying only on reputable information sources.

ISMP maintains links to leading patient safety entities and

information on its web site, www.ismp.org, and publishes

Safe Medicine, a newsletter for consumers. The Institute

also has launched a consumer-focused web site that pro-

vides even more specific medication safety information. Visit

the new site at www.ConsumerMedSafety.org (See box on 

page 2).

Several other organizations have publications on consumers’

role in preventing medication errors. The Agency for

Healthcare Research and Quality (AHRQ), at www.ahrq.gov,

offers Your Medicine: Play it Safe, produced with the

National Council on Patient Information and Education, and

20 Tips to Help Prevent Medical Errors in Children, pro-

duced with the American Academy of Pediatrics.

Informed consumers can have a major impact on reducing

the risk of medication errors for themselves and their families.

When patients become better educated about medication

safety, everyone benefits. NNPPSSFF

SSaaffee  MMeeddiiccaattiioonn  UUssee  C O N T I N U E D  F R O M  P A G E  2
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RCA teams have put most of their effort into—and have

succeeded at—describing what happened and the causes

and contributing factors of the event. But they are not very

good at designing interventions likely to reduce risk, and

rarely evaluate whether risk was actually reduced.

Many people in organizations charged with carrying out

RCAs are ambivalent about them. Even if these individuals

cannot articulate all of their concerns, they intuitively believe

that RCAs may not be cost-effective, or even effective. 

They also have concerns about the time and effort expended,

typically ranging from 20-90 person-hours per RCA.

Both investigations and interventions require resources.

Unfortunately, people who have completed an RCA cannot

say with any confidence that “this sort of thing will never

happen again.” It is disconcerting that institutions too

often seem to experience repeat occurrences of incidents

shortly after an RCA is completed.3

RRCCAAss  aass  ccuurrrreennttllyy  pprraaccttiicceedd  hhaavvee  pprroobblleemmss  iinn  33  aarreeaass  

11..  RRCCAAss  mmaayy  nnoott  bbee  ddoonnee  pprrooppeerrllyy.. Clinicians generally are

not trained to think in a systems perspective, and those

who conduct RCAs may vary in their degree of training

and experience in doing them. Input from patients is

rarely sought, reducing RCAs’ inclusion of patient-related 

contributing factors and interventions.

22..  TThhee  ffooccuuss  tteennddss  ttoo  bbee  ttoooo  nnaarrrrooww..  Each RCA is performed

in isolation, except in rare instances when it occurs

simultaneously with similar cases. Thus, in a “Groundhog

Day”-like fashion,4 the collective Bill Murrays of the RCA

world tend to retread the same ground, reinventing the

wheel with each new RCA. In most cases, events are not

aggregated to identify common themes and recurrent

incidents. 

One exception is in the US Dept. of Veterans Affairs (VA),

where all RCAs are reported to the National Center for

Patient Safety and subjected to aggregated analyses.5 Much

of this work, unfortunately, is not published or well-publicized.

In many cases, there is no formal tracking of what happens

to the recommendations or their related patient outcomes,

which are even harder to document.

33..  TThhee  ssoolluuttiioonnss  aarree  oofftteenn  nnoott  aaiimmeedd  aatt  tthhee  bbeesstt  ttaarrggeett..

RCAs include recommendations for action to prevent

recurrence of incidents. However, error-reduction strategies

vary in their likely effectiveness in decreasing the 

probability of future error, as shown in the chart at the

left. The weakest strategies focus on education and

information aimed at changing individual behavior—eg,

“Be more careful. Be more vigilant.” Stronger strategies

include making rules and policies, which may never filter

down to the level of front-line clinicians. The strongest

strategy is to build forcing functions into tools and pro-

cedures that make it difficult to do the wrong thing. 

In current practice, like the keys and the lamp post, 

the recommended solutions tend to be mis-aimed at 

individuals rather than at higher levels of the system.

This strategy often relies on the fallible memory of indi-

viduals to protect patients. However, when higher-level

solutions are suggested, individual organizations may not

have sufficient leverage to achieve the necessary

redesign of an instrument or tool. What is needed are

changes at the national or international level of manu-

facturers or professional organizations.

HHooww  mmiigghhtt  RRCCAAss  bbee  iimmpprroovveedd??

A number of potential solutions should be explored:

• Adding longitudinality and history into the RCA process

• Centralizing analysis and negotiation for solutions

• Conducting research on the RCA process itself

• Adding patient input

HHooww  ccaann  oorrggaanniizzaattiioonnss  eennhhaannccee  tthheeiirr  RRCCAA pprroocceessss??

• Organizations should build mechanisms into their RCA

process that allow all RCA teams to share their learning. 
C O N T I N U E D  O N  P A G E  5
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RRaannkkiinngg  tthhee  EEffffeeccttiivveenneessss  
ooff  EErrrroorr--RReedduuccttiioonn  SSttrraatteeggiieess66

Most effective 

Least effective

Forcing functions and constraints

Automation and computerization

Standardization and protocols

Checklists and double-check systems

Rules and policies

Education and information

“Be more careful. Be vigilant.”
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• RCA teams should make sure to track their outcomes. 

• All RCAs should be entered into a database and followed

up to ensure that recommendations are implemented. 

• If it is possible to follow outcomes—admittedly difficult

due to the general inability to measure rates of most

adverse outcomes—this should also be monitored. 

Increased awareness of the strength and likely effectiveness

of interventions may help organizations present stronger

recommendations. One or more centralized analysis centers,

analogous to that at the VA, should conduct aggregated

analyses, and serve as a repository of analyses and solu-

tions. (This could be a role of the official Patient Safety

Organizations.) Such an organization would also have the

power to negotiate higher-level and more-effective fixes

with manufacturers and other organizations.7 Research is

needed to explore the most appropriate level of interven-

tion for common problems. The question is: which solutions

are likely to be effective at a national or worldwide level

compared to a local level? 

IInnvvoollvviinngg  ppaattiieennttss  iinn  tthhee  RRCCAA  pprroocceessss  

It is worth exploring the added value of including patient

input in the RCA process. This may be helpful at identifying

patient-level factors that contribute to medical failures.

Patient input may also be valuable in proposing solutions,

so patients can help make their own healthcare safer. NNPPSSFF

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

Healthcare leaders are increasingly turning to the

Internet’s social media for patient safety outreach. One

example: Paul Levy, president and CEO of Boston’s Beth

Israel Deaconess Medical Center, writes a blog, http://

runningahospital.blogspot.com, that has been read more

than 720,000 times and has stimulated communication

across the world.1

Social networking can also provide online support for

healthcare professionals, patients, and their families who

have experienced emotional trauma and isolation following

a sentinel event. Organizations can connect cost-effective-

ly with stakeholders worldwide—and promote effective

social networking to further their mission—through

focused online communication.2

Medically Induced Trauma Support Services (MITSS), based

in Chestnut Hill, Mass, is a non-profit organization that

helps patients, families, and clinicians affected by an

adverse medical event. Recently, when MITSS’s outreach

committee increased the organization’s online and commu-

nity efforts, they learned lessons that could prove helpful

to patient safety entities, especially those seeking to reach

individuals on a national or local level. 

MITSS actively advocates for creating support systems for

patients, families, and medical professionals in the wake of

an adverse medical event. The organization’s efforts are

focused on Boston-area institutions but extend nationally.

PPrroovviiddiinngg  hheellpp  oonn  aann  iinnddiivviidduuaall  bbaassiiss

MITSS focuses on direct support services for individuals

through a national counseling and referral hotline. The

organization also sponsors a 10-week therapeutic group in

the Boston area to educate affected individuals on the

effects of medical trauma and provide a forum for clients to

share their experiences and heal.  

EExxtteennddiinngg  ssuuppppoorrtt  tthhrroouugghh  oonnlliinnee  ccoommmmuunniiccaattiioonn

MITSS offers support resources on its web site, including 2

blogs—one for clinicians and one for patients and families

—that provide resources and a place for people to voice

their perspectives.

The outreach committee strives to increase the number of

people accessing MITSS as a personal resource. Prior to this

effort, MITSS’s primary outreach efforts included its web

site, referrals from institutional partners, distribution of 

literature through institutions and events, and local and

national media coverage. MITSS realized it had the capacity

to reach more individuals affected by medical error and

sought a new outreach strategy. 

C O N T I N U E D  O N  P A G E  6

Beth Conlin is a volunteer
and patient representative
for Medically Induced Trauma
Support Services (MITSS) in
Chestnut Hill, Mass. Contact
her at bconlin@gmail.com.

For more information about
MITSS, visit www.mitss.org. 

Visit MITSS’s patients and
families blog at: 
www.mitsspatientsandfamilies.
blogspot.com/.

Visit MITSS’s clinicians blog 
at: www.mitssclinicians.
blogspot.com/.

RReeffeerreenncceess

1 Blogging about running 
a hospital. Jt Comm Perspect
Patient Saf. December 2008;8:8
(sidebar).

2 Sarasohn-Kahn J. The Wisdom
of Patients: Health Care Meets
Online Social Media. Oakland,
Calif: California HealthCare
Foundation; 2008. 



The challenge: to reach individuals who didn’t receive or

might not act on MITSS literature or referrals from a med-

ical institution, or those in underserved communities not

reached by the media coverage and events where MITSS

information could be found. MITSS staff also sought an

outside perspective from volunteers on how to reach a

greater variety of people.

Several volunteers have become active on the outreach

committee, adding to the group’s diverse skills. Committee

members include representatives from healthcare-related

non-profits and hospitals, as well as professionals from

clinical services, public relations, and healthcare access.

Patients on the committee add valuable perspective. 

The committee began with several pilot projects, including

search-engine-optimizing the web site, jump-starting the

MITSS blog content, producing a poster to use in the 

community, and developing the HOPE (Honoring

Outstanding People Everywhere) Award program to gain a

higher profile for support activities in the medical commu-

nity. The committee also sought a strategic vision to sup-

port future outreach efforts.

HHOOPPEE AAwwaarrdd  hhoonnoorrss  tthhoossee  wwhhoo  sseerrvvee  tthhee  mmiissssiioonn  

The HOPE Award recognizes people from inside and outside

the medical profession who exemplify the mission of MITSS:

supporting healing and restoring hope to patients, families,

and clinicians affected by adverse medical events. 

The first MITSS HOPE Award was presented in November

2008 to Mt. Auburn Hospital in Cambridge, Mass. That

institution has a disclosure response team that respects

and supports the needs of patients and providers before,

during, and after disclosure. 

CCoommmmiitttteeee  mmeemmbbeerrss  ggeett  iinnvvoollvveedd  iinn  bbllooggggiinngg  

Committee members have led the way in generating new

content for the organization’s clinician and patient and

family blogs, supplementing resources and commentary 

provided by MITSS staff. All committee volunteers write for

the blogs regularly to keep them active and current. 

For the patient and family blog, each committee member

has shared his or her personal perspective and experience

to help encourage reader comments and promote active

blog participation. This process has succeeded in generat-

ing significant postings and substantial user comments.  

IInnccrreeaassiinngg  tthhee  wweebb  ssiittee’’ss  oonnlliinnee  vviissiibbiilliittyy  

The committee is also working on boosting the web site’s

search engine rankings through the help of professional

volunteers. (See sidebar at the left for recommendations 

on increasing online visibility.) 

DDeessiiggnniinngg  aa  ccoommppeelllliinngg  ppoosstteerr  

Developing a new poster has challenged the committee to

capture the MITSS mission and attract a diverse audience in

just a few words and pictures. A key element has been

input from focus groups, both at MITSS and with patient

representatives from Health Care for All, a Massachusetts

organization dedicated to making adequate and affordable

health care accessible to everyone, regardless of income or

socioeconomic status. 

The poster campaign will be the first MITSS communication

materials to go through such rigorous marketing testing; it

will be followed up by careful analysis to gauge the results. 

Some non-profit organizations that needed graphic design
help have been assisted by local colleges’ graphic design
programs, where students are invited to work on a specific
project for a charitable cause. If an organization has a
graphic design project and a reasonable timeline, it should
contact the local college or university’s graphic design or
multimedia department and ask for their assistance. 

SSeettttiinngg  aa  ssttrraatteeggiicc  vviissiioonn  

The MITSS outreach committee also focused on setting

clear commitments and goals for the volunteers. In addi-

tion to general participation and blogging duties, each

committee volunteer works on one of 3 specific projects.

Two projects focus on web outreach and one on targeted

outreach for the HOPE award. 

IImmpprroovviinngg  OOuuttrreeaacchh  SSttrraatteeggiieess  ttoo  SSuuppppoorrtt
TThhoossee  AAffffeecctteedd  bbyy  MMeeddiiccaall  FFaaiilluurreess
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wwwwww..nnppssff..oorrgg

““TThhee  ffiirrsstt  MMIITTSSSS HHOOPPEE  AAwwaarrdd

wwaass  pprreesseenntteedd  ......  ttoo  MMtt..

AAuubbuurrnn  HHoossppiittaall  iinn  CCaammbbrriiddggee,,

MMaassss,,  [[wwhhiicchh]]  hhaass  aa  ddiisscclloossuurree

rreessppoonnssee  tteeaamm  ......””  

C O N T I N U E D  O N  P A G E  7

WWaanntt  ttoo  iinnccrreeaassee  oouuttrreeaacchh??

BBoooosstt  wweebb  ssiittee  vviissiibbiilliittyy

Like MITSS and ISMP (see

page 2), many organiza-

tions are increasing their

outreach through the

Internet. Here are several

ways to boost a web site’s

non-paid or organic search

engine rankings. 

•  Know—and frequently

use—the most popular

keywords people are

using to find the site.

(Check the site’s web

stats to find the most-

often-used keywords.)

•  Consider issuing monthly

online news releases to

drive traffic to the site

and boost search engine

rankings. 

•  Contact related organi-

zations and ask them 

to link to the site.

•  Update the site often. 

SSttaayy  iinn  ttoouucchh  

wwiitthh  kkeeyy  aauuddiieenncceess  

•  Invite site visitors to

sign up for a free e-

newsletter. With a per-

mission-based database,

an organization can

reach its core audience

at the click of a mouse.  

•  Publish a monthly e-

newsletter with personal

stories, best practices,

and information on

events and services, as

well as links to specific

pages on the web site

with more details.

BY SUSAN RAEF, EDITOR



wwwwww..nnppssff..oorrgg

The third project is to develop a strategic vision for reach-

ing out to select underserved communities. Over the next

year, the MITSS community outreach committee will con-

centrate on developing points of presence with groups in

the community and the health professions. Managing the

complexities of transparency after a medical error and the

individual after-effects needs the involvement of a diverse

range of individuals. For a long time, people from across

the country have asked how they could help others find out

about MITSS and benefit from MITSS’s services. Now,

through technology and energy, there is a place for them

to get involved in supporting healing and restoring hope.

The lessons MITSS has learned can be useful for many

patient safety volunteer organizations. NNPPSSFF
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NNPPSSFF  NNeewwss::  WWiinntteerr  22000088

AAmmeerriissoouurrcceeBBeerrggeenn,,  SSuurrggiiCCoouunntt  MMeeddiiccaall

JJooiinn  NNPPSSFF  CCoorrppoorraattee  CCoouunncciill

NPSF recently welcomed 2 new members to its Corporate

Council. 

••    AAmmeerriissoouurrcceeBBeerrggeenn,,  based in Valley Forge, Pa, is one of

the world’s largest pharmaceutical service companies,

providing the US, Canada, and selected global markets

with a wide range of services from pharmacy automation

and pharmaceutical packaging to reimbursement and

pharmaceutical consulting services. 

••    SSuurrggiiCCoouunntt  MMeeddiiccaall,,  IInncc.., headquartered in Temecula,

Calif, manufactures the SurgiCount Safety-SpongeTM

System, a patented surgical sponge tracking system 

used in hospitals nationwide to prevent retention of 

surgical sponges. 

The NPSF Corporate Council brings together leading health-

care solution providers in partnership with the Foundation

in support of the unified goal of a safer healthcare system.

For more information or to discuss membership options for

your organization, e-mail corporatecouncil@npsf.org.

LLuucciiaann  LLeeaappee  IInnssttiittuuttee  DDeeffiinneess  SSttrraatteeggiieess  ffoorr  PPaattiieenntt  SSaaffeettyy

A recent meeting of the Lucian Leape Institute addressed

the topic of reforming medical education—a key compo-

nent of the cultural change needed to realize the goal of

the patient safety movement, and one of 5 key strategies

identified by the Institute’s panel as essential to the

advancement of patient safety efforts. The 5 transforming

concepts, which provide the theme for a series of Institute

roundtable sessions, are: 

1. Medical education reform

2. Enhanced consumer and patient involvement in patient care

3. The expectation of full transparency in patient care

4. Care integration in and across healthcare organizations
5. Restoration of pride, meaning, and joy in professional work.

The Institute plans to issue a set of white papers docu-
menting recommendations and calls to action that emerge
from the roundtables. A series of application-oriented 
articles will appear in Focus in 2009. 

NNPPSSFF  AAnnnnoouunncceess  TThheemmee  
ffoorr  PPaattiieenntt  SSaaffeettyy  AAwwaarreenneessss  WWeeeekk::  MMaarrcchh  88––1144,,  22000099

NPSF recently announced the theme for Patient Safety
Awareness Week 2009: “A Prescription for Patient Safety:
One Partnership, One Team.” This annual event is a national
awareness-building campaign focused on improving patient
safety at the local level by educating consumers about
their role in their own care and promoting partnership
between hospitals and patient communities. 

NPSF provides each Stand Up for Patient Safety member
facility with a complimentary Patient Safety Awareness
Week toolkit filled with resources and materials designed to
help them celebrate the week. Additional materials may be
ordered through the NPSF web site. Please see
www.npsf.org/hp/psaw/ for more information.

SSttaanndd  UUpp  SSppoottlliigghhtt::  NNeeww  EE--mmaaiill  PPuubblliiccaattiioonn  
ffoorr  SSttaanndd  UUpp  ffoorr  PPaattiieenntt  SSaaffeettyy  MMeemmbbeerrss      

NPSF is introducing a new resource exclusively for Stand Up
for Patient Safety members. The Stand Up Spotlight is a
monthly e-mail publication designed to keep members con-
nected to program benefits and upcoming initiatives. This
new resource gives members the opportunity to interview
prominent healthcare industry experts, features the best
practices of Stand Up member hospitals, and highlights the
most relevant publications, resources, and events to bring
members the latest in patient safety. NNPPSSFF
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RReeggiisstteerr  NNooww  
ffoorr  tthhee  22000099  NNPPSSFF  PPaattiieenntt  SSaaffeettyy  CCoonnggrreessss

NPSF is issuing a call for posters to be presented at the

Annual Patient Safety Congress, May 20-22, 2009 in

Washington, DC. 

RReesseeaarrcchh  aanndd  SSoolluuttiioonnss  ppoosstteerrss  wwaanntteedd  

Abstracts are solicited for both Research and Solutions

poster presentations. Initiatives that cross or link stake-

holder groups are encouraged. Research and Solutions

posters are an integral component of the NPSF Annual

Congress and will be showcased before an anticipated 

audience of more than 1,400 attendees.

SSeeee  tthhee  NNPPSSFF  wweebb  ssiittee  ffoorr  ddeettaaiillss

For information and submission instructions, go to

www.npsf.org/npsfac/pp/.

AAppppllyy  bbyy  JJaannuuaarryy  2233,,  22000099

The poster application deadline is Friday, January 23, 2009 

at 5:00 pm EST.

QQuueessttiioonnss??  

If you have any questions, please e-mail the NPSF

Conference Department at conferences@npsf.org. NNPPSSFF

Keeping patients safe in challenging times requires real-

world strategies and tools, new thinking, and vigilance

across health care. The 2009 NPSF Patient Safety Congress

is designed to address these critical needs. 

PPllaann  nnooww  ttoo  aatttteenndd  tthhee  CCoonnggrreessss  MMaayy  2211--2222,,  22000099

You are invited to join patient safety leaders from around

the world May 21-22, 2009 for the NPSF Annual Patient

Safety Congress. This renowned event, recognized for its

authoritative and wide-ranging content, brings together

patient safety leaders, experts, and innovators for a 

program of engaging presentations and incomparable 

networking opportunities. 

MMaayy  2200  PPrree--CCoonnggrreessss  PPrrooggrraamm  ooffffeerrss  iinn--ddeepptthh  sseessssiioonnss

The Pre-Congress Program on May 20 will feature three 

highly targeted day-long discussions: 

• Leadership Day

• Patient Safety 101 

• Community Engagement from the Patient and 

Family Perspective 

FFiinndd  oouutt  mmoorree  aanndd  rreeggiisstteerr  ttooddaayy

For more information and to download a Congress registra-

tion form, visit www.npsf.org. NNPPSSFF

CCaallll  ffoorr  PPoosstteerr  PPrreesseennttaattiioonnss  aatt  NNPPSSFF  CCoonnggrreessss


