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The 2009 NPSF Annual Patient Safety Congress, “Patient

Safety in Challenging Times: Now More Than Ever, A Critical

Need,” explored the economic difficulties facing the industry,

the need to forge pathways, the frustrations endured, the

successes celebrated, the anxieties being felt, and confi-

dence that the industry can do better. 

Patient safety stakeholders from around the world gathered

on May 20-22 in National Harbor, Md, to focus on the need

to strengthen efforts to improve patient safety and quality 

in the midst of the extraordinary economic challenges facing

the nation. The key messages of the 1999 IOM report, To Err
is Human—that safety problems are serious, that the system

(not the worker) is the problem, and that the problem can be

fixed—still resonate today.1

The Congress featured 4 plenary sessions and 35 breakout

sessions in 7 educational tracks. Other highlights included

breakfast roundtables facilitated by members of NPSF's

Lucian Leape Institute, poster presentations showcasing

patient safety research and solutions, and presentation of 4

annual awards for patient safety achievement (see page 8).

33  ssiimmuullttaanneeoouuss  ffuullll--ddaayy  wwoorrkksshhooppss  pprreecceeddeedd  tthhee  CCoonnggrreessss

••  LLeeaaddeerrsshhiipp  DDaayy,, a program for C-suite and board-level

executives, explored the tools necessary to build a safety

framework, establish safety and quality priorities, design

incentives for safety, and ensure physician engagement.

The program provided a unique opportunity to interact

with patient safety leaders and to learn and share via

case studies, panel discussions, and open dialogue. 

The presenters reflected on patient safety progress during 

the past 10 years, the opportunities for improvement, 

and what senior healthcare leaders can do to promote

improvement, with a focus on the critical need to engage

physicians in the process of safety and quality work.

••  PPaattiieenntt  SSaaffeettyy  110011  introduced patient safety concepts
and practices to frontline staff, mid-level managers, and
senior leadership new to the field. Presentations and 
interactive exercises helped participants learn about

patient safety science, principles of a safety culture,
strategies and techniques for improving safety, and 
where to find tools and resources. 

••  CCoommmmuunniittyy  EEnnggaaggeemmeenntt  ffrroomm  tthhee  PPaattiieenntt  aanndd  FFaammiillyy

PPeerrssppeeccttiivvee,, which debuted at last year’s Congress, focused

on the role of patient education and awareness at the

community level as key components of patient safety. 

Patient safety educators, advocates, and representatives

shared stories and discussed successful strategies for engaging

patients and family members as partners in their care. 

RReeddiissccoovveerriinngg  PPllaayy::  

BBrriinnggiinngg  FFuunn  aanndd  PPaassssiioonn  ttoo  YYoouurr  WWoorrkk  ......  aanndd  LLiiffee

Kevin Carroll, author of Rules of the Red Rubber Ball: Find and

Sustain Your Life's Work, spoke to Congress attendees about

how to harness the spirit of play to instill meaning and fulfill-

ment in their work.2 Carroll, whose background is in health

education and human performance, first learned the words “do

no harm” when he began his training in sports medicine. 

Carroll grew up without a father and was abandoned, along

with his 2 brothers, by his substance-abusing mother when

he was 6 years old. A red rubber ball on a playground in

the streets of Philadelphia (where he and his brothers went

to live with his grandparents) became Carroll's source of

““TThhee  kkeeyy  mmeessssaaggeess  ooff  tthhee  11999999

IIOOMM  rreeppoorrtt,,  TToo  EErrrr  iiss  HHuummaann——

tthhaatt  ssaaffeettyy  pprroobblleemmss  aarree  sseerriioouuss,,

tthhaatt  tthhee  ssyysstteemm  ((nnoott  tthhee  wwoorrkkeerr))

iiss  tthhee  pprroobblleemm,,  aanndd  tthhaatt  tthhee

pprroobblleemm  ccaann  bbee  ffiixxeedd——ssttiillll

rreessoonnaattee  ttooddaayy..””

C O N T I N U E D  O N  P A G E  2
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inspiration. Through it he learned courage, how to deal

with disappointment, how to challenge himself, and how to

dream big dreams at a time when he had little hope. 

CCaarrrroollll’’ss  77  lleessssoonnss  lleeaarrnneedd  ffrroomm  tthhee  ppllaayyggrroouunndd

11..  CCoommmmiitt  ttoo  iitt.. Carroll explained that individuals need to

commit to something. Push back against those who

want to squash creativity and ingenuity. View doing more

with less as an opportunity, not an obstacle.

22..  SSeeeekk  oouutt  eennccoouurraaggeerrss.. Everyone needs a team of individuals

for support and to encourage brainstorming.

33..  WWoorrkk  oouutt  yyoouurr  ccrreeaattiivvee  mmuussccllee..  Creativity is like a muscle: 

it needs to be used regularly.

44..  PPrreeppaarree  ttoo  sshhiinnee..  Champions must be prepared to do the

“lonely” work. Those who have achieved greatness in their

field—Michael Jordan, Yo-Yo Ma, Wayne Gretzky— have

never been satisfied with being good; they want to be

brilliant at what they do.

55..  SSppeeaakk  uupp.. As Carroll’s grandmother used to say, “A closed

mouth don't get fed.” Anything is possible to those who

have the passion and the “want-to” to succeed.

66..  EExxppeecctt  tthhee  uunneexxppeecctteedd..  Adults often ignore unexpected

events, but kids never do. 

77..  MMaaxxiimmiizzee  tthhee  ddaayy.. Each day is a gift of 86,400 seconds

that should be maximized, not wasted.

LLuucciiaann  LLeeaappee  IInnssttiittuuttee  TToowwnn  HHaallll  PPlleennaarryy::  

IIOOMM  RReeppoorrtt  RReettrroossppeeccttiivvee  aanndd  tthhee  DDeeccaaddee  AAhheeaadd

In the sixth annual “town-hall” plenary, experts in patient

safety shared their thoughts on the challenges and opportu-

nities facing the field. This year's session, moderated by

Janet Corrigan, PhD, MBA, president and CEO, National

Quality Forum and former senior board director, Institute of

Medicine (IOM), reviewed progress in patient safety in the 10

years since the publication of the IOM report, To Err is
Human.1 The session explored the IOM report's impact, as

well as challenges and opportunities for the decade ahead. 

Participants included: Donald Berwick, MD, MPP, president
and CEO, Institute for Healthcare Improvement (IHI); Carolyn
Clancy, MD, director, AHRQ; James Conway, MAM, CHE, senior
vice president, IHI; James Guest, president, Consumers

Union; David Lawrence, MD, chairman and CEO (retired),
Kaiser Foundation Health Plan, Inc and Kaiser Foundation
Hospitals; Lucian Leape, MD, Lucian Leape Institute chair,
adjunct professor of health policy, Harvard School of Public
Health; Julianne Morath, RN, MS, chief quality and safety
officer, Vanderbilt University Medical School; Dennis O'Leary,
MD, president emeritus, The Joint Commission; and Paul
O'Neill, former chairman and CEO, Alcoa, and 72nd secretary
of the US Treasury.

HHeeaalltthh  PPoolliiccyy  RReeffoorrmm::  

TThhee  UUnnffiinniisshheedd  BBuussiinneessss  ooff  tthhee  BBaabbyy--BBoooomm  GGeenneerraattiioonn

The Honorable John Kitzhaber, MD, former governor of

Oregon (1995-2003), discussed the larger context in which

to view the current healthcare crisis and set forth the 

foundational components of reform necessary to meet the

challenge of the baby-boom generation:

••  PPrrooggrreessssiivvee,,  ccoommpprreehheennssiivvee  ffooccuuss  oonn  eeaarrllyy  cchhiillddhhoooodd  

pprreevveennttiivvee  ccaarree.. Kitzhaber explained that a strategy of

sustained early childhood investment must be a founda-

tional component of any system. For example, early

investments in preventing type II diabetes could elimi-

nate the need for costly treatments and hospitalizations

for the disease later in life.

• PPuubblliicc  ffiinnaanncciinngg.. The nation must explicitly answer the

question of who pays for those who cannot afford care on

their own. Providing access to health care, just like pro-

viding education, should be viewed as a public-sector

responsibility.

••  VVaalluuee--bbaasseedd  ccoosstt  sshhaarriinngg.. Tiered copayments should be

used to drive individual behavior and accountability. Cost

sharing should vary depending on the effectiveness and

public health benefit of the treatment, with little or no

cost sharing for services that are highly effective and

highly beneficial in terms of population health, and high-

er cost sharing for elective and/or discretionary services.

• NNeeww  ddeelliivveerryy  mmooddeell.. Care needs to be reorganized around

"families" of conditions. Revenues should flow to risk-

bearing entities at the regional or local level, each of

which would bear economic risk and assume responsibility

for the health of a defined population.

••  NNeeww  ppaayymmeenntt  mmooddeell.. The current system of fee-for-service

payments and insurance underwriting would be replaced 

by a new model in which the healthcare entities described

above would receive monthly or annual base payments 

for the management of each patient. Additional bundled 

payments would be made for managing existing complex

conditions, with bonus payments tied to improving 

outcomes. 

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

C O N T I N U E D  O N  P A G E  8

““VViieeww  ddooiinngg  mmoorree  wwiitthh  lleessss  aass  aann

ooppppoorrttuunniittyy,,  nnoott  aann  oobbssttaaccllee..””

Larry Stepnick, MBA, is
vice president of the
Severyn Group, Ashburn,
Va. Contact him at 
severyngroup@msn.com.

Anita Spielman is editorial
assistant for Focus on
Patient Safety and a 
program manager at 
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The complete Congress
program is available at
www.npsf.org. Full
Congress proceedings 
will be published in the
September 2009 issue 
of NPSF’s Journal of
Patient Safety.
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On January 15, 2009 at 3:26 PM, US Airways Flight 1549 took

off from New York’s LaGuardia Airport bound for Charlotte,

NC. About a minute after takeoff, the aircraft struck a flock

of Canada geese, causing both of its engines to lose power.

When the pilot, Capt Chesley Sullenberger, was unable to

glide the plane to the nearest airport in Teterboro, NJ, as

suggested by air traffic control, he opted for a water landing

in the Hudson River near midtown Manhattan. 

At 3:31 PM, Flight 1549 splashed down in the Hudson River.

All 155 on board survived. One flight attendant injured her

leg, but no one else suffered serious injury. Within 4 min-

utes of the water landing, passenger ferries and other

watercraft arrived alongside the floating plane and rescued

passengers and crew, most of whom were standing in frigid

water on the plane’s wings or on the floating emergency

exit slides. After the passengers and crew were evacuated,

emergency responders towed the still-floating plane to a

dock on the southern tip of Manhattan.

This event, dubbed “the miracle on the Hudson” by New

York Governor David A. Patterson, has been widely covered

by the news media from minutes after it happened.1 Much

of the media attention has focused on the actions of Capt

Sullenberger, who has been cast as a hero for having executed

an apparently perfect, technically difficult water landing.

While there is no doubt that the pilot’s skill was an impor-

tant factor in the outcome of this aviation accident, other

elements also played a role. What key lessons from Flight

1549 can the healthcare industry apply in pursuing patient

safety—particularly in engaging patients in ensuring their

own safety?

TThhee  ppaasssseennggeerr  aass  hheerroo

Even as print, radio, Internet and television media were

lauding the efforts of Capt Sullenberger and casting him as

a hero, media interviews were identifying other heroes as

well. Immediately after “the miracle on the Hudson,” 

journalists began interviewing passengers from the flight.

Those interviews provided rare insight into how airline 

passengers react during an emergency, as there were so

many uninjured survivors readily accessible to the media.

The interviews revealed that the passengers themselves

played a critical role in Flight 1549’s successful outcome

and in saving their own lives.2-5

The passengers and crew of Flight 1549 reported that 

passengers braced themselves for the impact of the water

landing even before receiving more-explicit instructions

from flight attendants about how to do it. There was no

chaos or screaming in the cabin during the landing—only

silence and prayers. Even after the landing, as passengers

prepared to evacuate, they assisted the flight crew in 

opening emergency exits and helped one another.  

Passengers helped a woman carrying an infant move to 

the head of the line for the floating emergency exit slide.

Even when help arrived, travelers still assisted one another

in boarding the rescue vessels. Passengers also helped the

flight crew member who was injured. It was clear that

without the orderly assistance of passengers, the crew

would have been challenged to safely evacuate everyone on

the plane on a timely basis, particularly since one of the

crew was incapacitated due to her injuries.  

Some of the passengers’ efforts can be attributed to the

tendency of people to draw together when confronted with

adversity. In New York City, this same phenomenon was

observed during the 9/11 tragedy. However, this by itself

does not explain the orderly and disciplined way in which

passengers prepared themselves for the landing and then

followed evacuation procedures. It is doubtful that this

would have occurred if the aviation industry had not had a

long-standing practice of engaging consumers in safety.  

Numerous safety warnings and instructions are recited to

commercial airline passengers by flight attendants prior to

““[[TT]]hhee  ppaasssseennggeerrss  tthheemmsseellvveess

ppllaayyeedd  aa  ccrriittiiccaall  rroollee  iinn  FFlliigghhtt

11554499’’ss  ssuucccceessssffuull  oouuttccoommee

aanndd  iinn  ssaavviinngg  tthheeiirr  oowwnn  lliivveess..””

WWhhaatt  CCaann  AAvviiaattiioonn  TTeeaacchh  HHeeaalltthh  CCaarree  
aabboouutt  CCoonnssuummeerrss’’  RRoollee  iinn  SSaaffeettyy??
BY GRENA PORTO, RN, MS, ARM, CPHRM, PRINCIPAL, QRS HEALTHCARE CONSULTING, LLC,  HOCKESSIN, DEL

““MMiirraaccllee  oonn  tthhee  HHuuddssoonn””——FFiirrsstt  ooff  aa  22--PPaarrtt  SSeerriieess
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WWhhaatt  CCaann  AAvviiaattiioonn  TTeeaacchh  HHeeaalltthh  CCaarree  
aabboouutt  CCoonnssuummeerrss’’  RRoollee  iinn  SSaaffeettyy??

and during every flight. These warnings and instructions are

used by all commercial airlines and are repeated on every

flight, regardless of whether the passengers have heard the

warnings and instructions before. The oral instructions are

accompanied by physical demonstrations of the procedures,

either by the flight attendants or by video.  

Each passenger is also provided with a written safety

instruction card that describes the procedures to be 

followed in an emergency. All of these instructions are

mandated by the Federal Aviation Administration (FAA) 

and are highly specific and standardized. 

Whether a passenger is traveling on US Airways or any

other airline in America, the safety instructions and 

emergency safety procedures are the same. Consumer

engagement in aviation safety is also aided by FAA 

regulations, which make it a federal crime to violate 

many of the safety procedures. 

Many passengers on Flight 1549 were seasoned business

travelers who had heard these instructions hundreds of

times before. Undoubtedly, many of them could recite them

from memory. On January 15, 2009, those business travelers

had the opportunity to make use of that information in a

manner they had probably never anticipated. 

Because of their repeated exposure to this safety information,

passengers on Flight 1549 were able to respond to the

emergency and participate in the evacuation in a manner

that saved their own lives and those of others.  

WWhhaatt  ccaann  hheeaalltthh  ccaarree  lleeaarrnn  ffrroomm  aavviiaattiioonn  aabboouutt  ssaaffeettyy??  

Healthcare has begun to engage consumers in safety,

helped by requirements from the Joint Commission.6

However, the healthcare industry has a long road ahead in

reaching the level of engagement and compliance achieved

by the aviation industry. 

Fundamental differences in system design and complexity

preclude a wholesale adoption of aviation practices with

respect to the role of consumers. For example, although 

airline passengers are encouraged and required to participate

in certain safety measures, they are nonetheless passive

recipients of a service with little choice in the methods or

outcomes. Conversely, efforts to promote consumer engagement

in healthcare emphasize the rights of patients as active

participants in their care, and the need to empower

patients to make treatment choices.  

Patient engagement in health care—particularly in patient

safety—is highly dependent on the setting and the treatment

in question. For example, surgical safety standards emphasize

patients’ involvement in marking the surgical site, while the

role of patients in MRI safety focuses not on site marking,

but on reporting risk factors such as implants or past

employment as a welder.  

For other radiological procedures, reporting of allergy history

becomes a critical patient responsibility to ensure safety. In

general care, patients are encouraged to bring a list of their

medications. Thus, patients’ responsibilities in ensuring

their own safety can vary widely depending on circum-

stances. Conversely, the airline passenger’s role in safety is

highly standardized, regardless of airline or type of plane.  

Many efforts to engage patients in safety have focused 

on empowering and encouraging patients to ask questions

about their care.7,8 This is in direct opposition to the aviation

model of consumer engagement, in which questioning of

flight crew actions and decisions is not encouraged, and

failure to follow instructions can be a crime.  

LLeeaarrnniinngg  ffrroomm  FFlliigghhtt  11554499

Although there are considerable differences in models for

consumer engagement between health care and aviation,

Flight 1549 still provides some valuable lessons for health

care, including: 

••  SSttaannddaarrddiizzee  ccoommmmuunniiccaattiioonnss.. Recent discussions on

NPSF’s listserv suggest that organizations routinely 

customize all types of safety practices involving patients,

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

““[[PP]]aattiieennttss’’  rreessppoonnssiibbiilliittiieess  iinn

eennssuurriinngg  tthheeiirr  oowwnn  ssaaffeettyy  ccaann

vvaarryy  wwiiddeellyy  ddeeppeennddiinngg  oonn  

cciirrccuummssttaanncceess.. CCoonnvveerrsseellyy,,  tthhee

aaiirrlliinnee  ppaasssseennggeerr’’ss  rroollee  iinn  ssaaffeettyy

iiss  hhiigghhllyy  ssttaannddaarrddiizzeedd  ......””
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including patient participation in surgical site marking,

literature given to patients about their role in safety, and

MRI pre-screening.9 Thus, it is not surprising that the role

of patients in their own safety remains ambiguous and a

source of confusion for both patients and providers. The

healthcare industry needs to abandon this “craftsman”

approach to patient safety practices and embrace an

industry-wide standard to reduce confusion and enhance

understanding and among both patients and providers.  

••  PPrroovviiddee  ppaattiieennttss  wwiitthh  ssaaffeettyy  iinnffoorrmmaattiioonn  eeaarrllyy  aanndd  oofftteenn..

Many patients do not encounter information on how to

help ensure their own safety until they have an acute or

emergent care need, such as an emergency department

visit or hospitalization. This is analogous to first inform-

ing passengers of emergency landing procedures when the

plane is crashing. Also, information provided to patients

is usually not repeated at regular intervals during an

episode of care or hospitalization, even though patients

are known to be under stress and physically ill, impairing

their ability to process new information. 

The healthcare industry should follow aviation’s example by

focusing more effort on giving patients vital information

on how to enhance their own safety. Such communication

should be well-planned, easy to understand, delivered at

appropriate intervals, and repeated frequently to ensure

understanding and retention by patients.

••  UUssee  mmuullttiippllee  ffoorrmmaattss  ttoo  ccoommmmuunniiccaattee  kkeeyy  iinnffoorrmmaattiioonn..  

In addition to repetition, it is critical to provide impor-

tant information, such as how patients can help ensure

their own safety, in multiple formats. Healthcare

providers are challenged in their communication with

patients by the problems of limited healthcare literacy and

general literacy, as well as by language barriers. Thus,

providing information only in writing, without accompa-

nying videos, demonstrations, and discussions, does not 

adequately address patients’ information needs. Planned

redundancy in communication methods would enhance

understanding and retention even in literate and well-

informed patients. 

• In addition to verbally informing patients about safety

behaviors, healthcare providers should supply written

instructions and training videos that demonstrate them.

Healthcare providers should supplement this with 

discussions with patients during which understanding 

can be assessed and enhanced. 

Although many hospitals have internal television broad-

casts that provide important information for patients,

management mistakenly assumes that patients actually

watch this programming. That is far from certain. For this

reason and the ones previously discussed, information

about patients’ role in ensuring their own safety should

be provided in multiple formats and repeated often.

••  DDoo  nnoott  aallllooww  ffoorr  ““ooppttiinngg  oouutt..”” Airline passengers cannot

“opt out” of mandated safety practices such as wearing

seatbelts, participating in emergency evacuation procedures,

or following crew member instructions. This is not the case

for healthcare patients, who can and do opt out of a num-

ber of practices designed to ensure appropriate care. For

example, despite decades of healthcare industry effort, only

a small percentage of patients have completed advance direc-

tives to help guide end-of-life care decisions. Non-participa-

tion in these practices adversely affects patients’ care.10,11

As it strives to empower patients to make choices about

their care, the healthcare industry also has allowed

patients to opt out of safety behavior that should be

mandatory, such as participating in or even allowing 

surgical site marking, and providing an accurate, complete

medication list to providers. These behaviors should be

mandatory in health care, just as wearing a seatbelt on

an airplane is required. 

Consumers can and do play a key role in ensuring their own

safety, as the events surrounding Flight 1549 demonstrate.

Healthcare providers are beginning to adopt practices to

help patients become more engaged in maintaining their

own safety and well-being while receiving care. However,

such efforts are in their infancy, and can be improved by

adopting some of aviation’s successful practices, particularly

in standardization and communication. NNPPSSFF
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Resources/SPEAK-UP-
BROCHURE-PLANNING-YOUR-
FOLLOW-UP-CARE-ENGLISH/298/ 
Accessed April 9, 2009. 

8  Ask Me 3. [brochure].
Partnership for Clear Health
Communication. Available at:
http://www.npsf.org/askme3/PC
HC/download.php 
Accessed April 9, 2009.

10 Llovera I, Ward MF, Ryan JG, et
al. Why don’t emergency
department patients have
advance directives? Acad Emerg
Med. 1999;6:1054-1060.

11 White DB, Curtis JR, Wolfe LE,
et al. Life support for patients
without a surrogate decision
maker: Who decides? Ann
Intern Med. 2007;147:34-40.

RReeffeerreenncceess  
C O N T I N U E D  F R O M  P A G E  3

““PPrroovviiddee  ppaattiieennttss  wwiitthh  ssaaffeettyy

iinnffoorrmmaattiioonn  eeaarrllyy  aanndd  oofftteenn..””

Look for Part 2 of the

“Miracle on the Hudson”

series in the next issue

(Volume 12, Issue 3) of

Focus on Patient Safety.

9  Patientsafety-l archive. 
Available at:
http://listserv.npsf.org/SCRIPTS/WA-
NPSF.EXE?A0=PATIENTSAFETY-L 
Accessed April 9, 2009.
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Diagnostic error is just now emerging as a major patient

safety concern, despite the enormous harm these mistakes

can cause.1,2 One factor that has contributed to this delay

is the confusing issue of ownership. Although the other

stakeholders have major roles to play, we start with the

proposition that reliable diagnosis is the responsibility of

the physician. With the disappearance of autopsies, however,

clinicians today underestimate their fallibility, believing that

any errors are made by others less skilled or less careful than

themselves.3 Physicians truly do not see diagnostic error as

their own problem.

TTaakkiinngg  oowwnneerrsshhiipp  ooff  ddiiaaggnnoossttiicc  rreessppoonnssiibbiilliittyy

Physicians clearly need to accept primary responsibility 

for diagnostic reliability. However, considering that most 

diagnostic errors reflect both cognitive and system-related

elements,4 it makes great sense to also involve the leader-

ship of healthcare organizations from the beginning in any

consideration of possible solutions. 

Through their culture, staffing, environment, and policies,

healthcare organizations can play a major role in promoting

reliable diagnosis. Solutions to the problem of diagnostic

error might emerge more quickly by involving all the major

stakeholders. Ideally, physicians would lead the charge, but

given the magnitude of the challenge, there’s a job for

everyone to make diagnosis timely and reliable. 

Here is a prescription, starting with the 3 parties with the

most to gain from making diagnosis reliable: physicians,

patients, and the healthcare system.5

PPhhyyssiicciiaannss::  UUnnddeerrssttaanndd  hhooww  eerrrroorrss  ooccccuurr  
••  WWee  aass  pphhyyssiicciiaannss  nneeeedd  ttoo  rreeccooggnniizzee  oouurr  pprrooppeennssiittyy  ttoo  eerrrr

aass  wweellll  aass  oouurr  ssuubbssttaannttiiaall  oovveerrccoonnffiiddeennccee  aass  tthhee  ffiirrsstt  sstteepp

iinn  aaddddrreessssiinngg  ddiiaaggnnoossttiicc  eerrrroorr.. The best evidence suggests
that physicians are wrong 5-10% of the time, and even
clinicians in the perceptual specialties commit errors at
the rate of several percent.3 

••  UUnnddeerrssttaanndd  tthhee  ccaauusseess  ooff  ddiiaaggnnoossttiicc  eerrrroorr.. We physicians

are positioned to address both the system-related and

cognitive origins of these errors. 

••  WWoorrkk  wwiitthh  yyoouurr  hheeaalltthhccaarree  ssyysstteemm  ttoo  ffiixx  aass  mmaannyy  ssyysstteemm

ffllaawwss  aass  yyoouu  ccaann.. Make sure expertise is available 

when you need it. Try to optimize communication and

coordination of care. Take advantage of as many decision-

support resources as possible. Champion a culture of safety.

••  AApppprreecciiaattee  tthhaatt  ccooggnniittiivvee  eerrrroorr  ttyyppiiccaallllyy  rreefflleeccttss  pprroobblleemmss

iinn  tthhee  ““ffaasstt  aanndd  ffrruuggaall””  hheeuurriissttiiccss  aallll  pphhyyssiicciiaannss  uussee  ttoo

ssoollvvee  aa  nneeww  pprroobblleemm..6 We physicians recognize patterns

and use intuition, and these subconscious processes are

error-prone. It’s better to pause, consciously reflect, and

consider other possibilities.7,8

••  EEnnccoouurraaggee  sseeccoonndd  ooppiinniioonnss  ffrroomm  ccoolllleeaagguueess  oorr  ssppeecciiaalliissttss..

Errors are caught by fresh eyes.

••  EEssttaabblliisshh  aa  ppaatthhwwaayy  ffoorr  ffoollllooww--uupp.. Be honest with

patients about the probabilistic nature of diagnosis. Tell

them what to expect if the diagnosis is correct, and how

to get back to you if the expected outcomes don’t happen

or new signs or symptoms arise.

••  SSeett  uupp  aa  pprroocceessss  ffoorr  ffeeeeddbbaacckk.. We physicians need a

replacement for autopsies, some way to learn of our 

mistakes. Tell colleagues that you want to hear about 

it any time your diagnosis is changed.

PPaattiieennttss:: TTaakkee  aa  mmoorree  aaccttiivvee  rroollee  iinn  ssaaffeettyy  

Patients can be much more than passive players in medical

diagnosis. They can play a key role in helping prevent and

detect diagnostic errors, both cognitive and system-related.

Here are some useful tactics for patients.

••  BBee  aa  ggoooodd  hhiissttoorriiaann.. Keep notes on which symptoms

came first and how things evolved.

••  OObbttaaiinn  aanndd  kkeeeepp  ccooppiieess  ooff  tteesstt  rreessuullttss  aanndd  ccoonnssuullttaattiioonnss..

In an ideal world, all of this would be coordinated by

your healthcare provider, but the system is not there yet.

Right now, patients need to be the conduit for communi-

cation and care coordination.

••  UUnnddeerrssttaanndd  tthhaatt  mmoosstt  ddiiaaggnnoosseess  aarree  jjuusstt  tthhee  mmoosstt  lliikkeellyy
tthhiinngg,,  nnoott  nneecceessssaarriillyy  tthhee  rriigghhtt tthhiinngg.. Ask: “What else

““WWiitthh  tthhee  ddiissaappppeeaarraannccee  ooff

aauuttooppssiieess  ......  cclliinniicciiaannss  ttooddaayy

uunnddeerreessttiimmaattee  tthheeiirr  ffaalllliibbiilliittyy,,

bbeelliieevviinngg  tthhaatt  aannyy  eerrrroorrss  aarree

mmaaddee  bbyy  ootthheerrss  lleessss  sskkiilllleedd  oorr

lleessss  ccaarreeffuull  tthhaann  tthheemmsseellvveess..””

BY MARK L GRABER, MD, CHIEF OF MEDICAL SERVICE, NORTHPORT, NY VA MEDICAL CENTER 
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could this be?” This simple question encourages your

doctor to think more broadly about your problem, 

reducing the likelihood of cognitive error. 

••  SSppeeaakk  uupp!! Ask what to expect and how to get in touch

with your doctor if new symptoms or signs develop, or 

if the predicted course of events doesn’t happen.

WWhhaatt  ccaann  hheeaalltthhccaarree  oorrggaanniizzaattiioonnss  ddoo??  

Healthcare organizations (HCOs) can also positively influence

diagnostic reliability, but few appreciate their pivotal role

in this process. Obviously, the place to start is with easily

remediated, system-related contributors to error.

••  MMaakkee  ssuurree  eexxppeerrttiissee  iiss  aavvaaiillaabbllee  wwhheenn  nneeeeddeedd..  Start with

radiology. Radiological expertise needs to be available

24/7. Facilitating patients’ access to specialists would

also be helpful. 

••  OOppttiimmiizzee  ccoooorrddiinnaattiioonn  ooff  ccaarree.. Progress notes, discharge

summaries, consultations, and test results need to be

available to all providers all the time, legibly and 

well-organized.

••  FFaacciilliittaattee  ccoommmmuunniiccaattiioonn.. Faulty communication is 

typically cited as the number-one problem in patient

safety. Regarding diagnostic error for example, good 

communication can help ensure that clinicians order the

right tests, interpret the results correctly, and understand

the thinking of other physicians involved in the patient’s

care. HCOs would benefit substantially by developing

improved options for the medical staff to communicate

with their colleagues and consultants. 

••  RReeccooggnniizzee  tthhee  ppootteennttiiaall  ffoorr  HHCCOOss  ttoo  iinnfflluueennccee  ccooggnniittiivvee--

rreellaatteedd  eerrrroorr..  HCOs can optimize the potential for correct

and timely diagnosis by providing decision-support tools,

providing pathways for feedback to replace autopsies,

allowing clinicians adequate time for reflection, and by

encouraging early consultation and second opinions. 

WWhhaatt  ccaann  ootthheerr  ssttaakkeehhoollddeerrss  ddoo??    

Beyond the core group (physicians, patients, and HCOs) are

many other stakeholders who have an interest in reducing

diagnostic error and are in a position to do something

about it. 

••  OOvveerrssiigghhtt  oorrggaanniizzaattiioonnss  such as the Joint Commission can

promote diagnostic reliability by requiring HCOs to ensure

reliable and timely communication of test results. Next steps

could include requirements to develop feedback pathways,

and others to ensure availability of appropriate expertise.

• NNuurrsseess play a key role in error detection and prevention

in many areas of safety, such as in helping prevent 

medication error. They can play a similar role in helping

reduce diagnostic error by helping patients find their

voice, promoting coordinated care, and serving as a 

liaison between the physician and the patient.  

••  FFuunnddiinngg  aaggeenncciieess  can substantially energize the quest to

reduce diagnostic error by promoting research in this

nascent area. 

••  PPaattiieenntt  ssaaffeettyy  ggrroouuppss can help focus attention on the

problem and available solutions through conferences and

organized projects. 

••  TThhee  mmeeddiiaa can promote reliable diagnosis by ensuring

that diagnostic error receives a balanced representation

as a patient safety issue. Journalists can also support a

culture of safety by de-sensationalizing medical error and

encouraging a balanced discussion that emphasizes learning.

The healthcare community is just starting to address the

problem of diagnostic error. All stakeholders need to learn

more about these errors—how they arise, which factors 

predispose to errors, and what potential mechanisms exist

to reduce the likelihood of error or harm. There is a job for

everyone, and the job should start now. NNPPSSFF
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The Diagnostic Errors 

in Medicine 2nd Annual

Meeting will be held

October 21-22, 2009 

at the Renaissance

Hollywood Hotel in 

Hollywood (Los

Angeles), Calif.

For information, visit:

www.smdm.org/diagnos-

tic_errors.shtml
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NNPPSSFF  PPrreesseennttss  44  AAnnnnuuaall  AAwwaarrddss  
ffoorr  EExxcceelllleennccee  iinn  PPaattiieenntt  SSaaffeettyy

PPaattiieenntt  SSaaffeettyy::  

RReeaacchhiinngg  ffoorr  TTrraannssffoorrmmaattiioonnaall  CChhaannggee  iinn  CChhaalllleennggiinngg  TTiimmeess

Alan Aviles, president and CEO of New York City Health and

Hospitals Corporation (HHC) and recipient of the 2008 John

M. Eisenberg Patient Safety and Quality Award, discussed

how HHC transformed itself from an organization with serious

quality and safety problems to a model for systems across

the country.3 He laid out key elements of HHC's patient safety

agenda and described how each step was implemented. 

These steps include: setting bold goals; engaging senior

leaders and the board; creating a culture of safety; investing

in training; using focused initiatives that make a difference;

leveraging clinical information technology as well as simple,

low-tech solutions; viewing quality through a patient safety

prism whenever possible; making transparency a core value;

and recognizing and rewarding high performance. 

LLeessssoonnss  lleeaarrnneedd  ffrroomm  tthhee  HHHHCC  eexxppeerriieennccee

1. Mistake-proof health care by hard-wiring for safety. 

2. If you are a leader, lead.  

3. Foster teamwork.  

4. Don't waste a good crisis—embrace adaptive change. 

PPaattiieenntt  ssaaffeettyy  mmoovveess  ffoorrwwaarrdd  

The healthcare industry must be at the forefront of the

debate over healthcare reform and in radically redesigning

the system. The critical question is how the industry will

respond to this challenge. NNPPSSFF

22000099  NNPPSSFF  AAnnnnuuaall  CCoonnggrreessss
C O N T I N U E D  F R O M  P A G E  2

At the 2009 Congress, NPSF presented 4 awards recognizing

leadership and outstanding achievement in patient safety.

TThhee  CChhaaiirrmmaann’’ss  MMeeddaall  wwaass  aawwaarrddeedd  ttoo  HHeeiiddii  KKiinngg,, director

of the Department of Defense (DoD) Healthcare Team

Coordination Program and acting director of the DoD

Patient Safety Program. This award recognizes emerging

leadership in patient safety and is presented to an individual

or organization that has inspired and led improvements 

in patient safety while creating a culture of respect, 

transparency, learning, and cooperation. King has been

instrumental in developing the highly regarded

TeamSTEPPS™ (Team Strategies and Tools to Enhance

Performance and Patient Safety) program, an evidence-

based system aimed at optimizing patient outcomes and

promoting a culture of team-driven care. 

TThhee  SSoocciiuuss  AAwwaarrdd  wwaass  pprreesseenntteedd  ttoo  MMCCGGHHeeaalltthh of Augusta,

Georgia. This award is presented to a single organization

that has promoted positive and effective partnering in 

pursuit of improved patient safety. MCGHealth, which has

earned national and international recognition for the 

innovative work of its Center for Patient- and Family-

Centered Care, received the award for its exemplary efforts

to promote patient-provider partnership throughout the

planning and delivery of care. 

TThhee  SSttaanndd  UUpp  ffoorr  PPaattiieenntt  SSaaffeettyy  MMaannaaggeemmeenntt  AAwwaarrdd  wwaass

pprreesseenntteedd  ttoo  MMaarriinneerrss  HHoossppiittaall,, an affiliate of Baptist

Health South Florida. This award is given to a Stand Up for

Patient SafetyTM member organization that has implemented

an outstanding patient safety initiative led by or created

by mid-level management. Mariners Hospital received the

award for a multidisciplinary initiative to improve radiologic

patient safety by prospectively assessing and identifying

patients at risk for contrast-induced nephropathy. 

The Partnership for Clear Health Communication at NPSF

presented the PPffiizzeerr  HHeeaalltthh  LLiitteerraaccyy  iinn  AAddvvaanncciinngg  PPaattiieenntt

SSaaffeettyy  AAwwaarrdd  ttoo  MMiicchhaaeell  WWoollff,,  PPhhDD,, director of the Center

for Communication in Healthcare at Northwestern

University’s Feinberg School of Medicine, and RRiimmaa  RRuudddd,,

SSccDD,, senior lecturer on society, human development, and

health at the Harvard School of Public Health. This award,

made possible through a grant from Pfizer, Inc, recognizes

the importance of health literacy to advancing patient safety

and quality of care, and acknowledges leaders in this work.

Dr. Wolf’s efforts have helped bring health literacy and

patient safety to the forefront of research and policy. Dr.

Rudd’s work has demonstrated that literacy is a major 

factor contributing to disparities in health status, access 

to care, and quality of care for many. The recipients shared

a $15,000 one-time award. NNPPSSFF


