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Foreword

About a year ago, I ran into my friend Doug as he headed to visit his mother in the
hospital. She was recovering from orthopedic surgery at a world-renowned academic
medical center. Doug said Mom would be back on her feet in no time.

Sadly, I could not encourage his confidence. My organization, The Leapfrog Group,
issues letter grades rating hospitals on how safe they are for patients, an A, B, C, D, or
F on how well they protect patients from errors, injuries, and infections. We tell the
truth, even when the truth is uncomfortable.

So I had to be honest with Doug. Despite its storied reputation, his mother’s hospital
was far worse than average on preventable infections, surgical errors, and never events.
We gave the hospital a “C” for safety, up from a “D” a year ago. Families should worry
when loved ones are admitted to this hospital.

Doug had a number of good questions. Why would an otherwise stellar hospital allow
problems with preventable infections and mistakes? Is there something amiss with the
surgeons, the nurses, somebody else? And most importantly, how could his family
protect Mom?

I launched into my two-minute elevator speech on patient safety. No, it’s not the
individual physicians or nurses at fault, it’s the culture of the hospital that determines
whether patients are safe or not. And even reputable hospitals can have a culture that
doesn’t truly put patients first. This is why as many as one thousand patients a day die
from preventable errors in the United States. And families can literally save patient
lives; they should monitor all the medications and watch that caregivers follow the
rules, like washing their hands before entering the patient’s room. Communities need to
hold hospitals accountable.

Doug is one among many people with concerns and questions, and the elevator speech
only goes so far. So I was delighted to see my colleague Gretchen LeFever Watson
writing this book as a resource for all of us to share. This is an accessible and definitive
overview of the key issues in hospital safety, including what families, hospitals,
clinicians, and communities can do to protect patients—and help solve this devastating
problem.

Gretchen brings an unusual breadth of knowledge and compassion to the subject,
having fought for safety from many perspectives. She endured every mother’s worst
nightmare, an error that nearly killed her four-year-old. She’s served in senior roles in
health systems, as a community leader in a coalition addressing safety, and as an
educator teaching safety to clinicians-to-be, helping the next generation understand how



patient experience is shaped not only by their involvement as individual caregivers but
also by the culture of the larger health system and community they are a part of.

There is a great deal of important information in this book, useful for caregivers,
leaders, patients, and advocates alike. But fundamentally Gretchen is an optimist with
the soul of a healer, so the book is more inspiration than criticism. And more than
anything else, improving safety requires such inspiration. Safety is about putting the
patient first every minute of every day, washing hands every time, carefully honoring
rules for inserting needles or administering medications, even when you are in a hurry
or tired or in a bad mood. The patient is always first priority. It takes inspiration to
never for even one minute forget why that matters and what’s at stake.

Some hospitals with deep endowments and soaring reputations can fail to make the
grade on safety. Conversely, some hospitals with mundane reputations, serving
marginalized communities, achieve some of our highest ratings for safety. What makes
the difference is not money or fame but the humble art of putting the patient first.

The good news about Doug’s mom: over the past year her hospital finally embraced
that humble art, and just last month Leapfrog upgraded their Hospital Safety Grade to an
“A.” The bad news for Doug’s mom: this happened too late for her. She suffered
surgical errors and painful infections, causing debilitation for her and the family over
many hard months.

Someday all hospitals will earn an A, and our families will not have to endure
unnecessary suffering like Doug’s family did. This book will guide us there, and inspire
us to persevere.

Leah Binder, President & CEO
The Leapfrog Group
November 29, 2016
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Introduction

Healthcare is a dangerous business. Every day, over one thousand hospital patients in
the United States die and many more are needlessly harmed by the care they receive.
When I was a young mother listening to doctors at a military hospital apologize for
nearly killing my four-year-old daughter, I had no idea how often human error
jeopardized our health and safety. And it wasn’t until fifteen years later, after being
hired to serve as the director of patient safety and performance excellence for a large
healthcare system, that I realized our country was in the midst of a patient safety crisis.

Since taking that first patient safety job, I have learned much about the science and
practice of safety in hospitals and nursing homes; as well as in nuclear power plants,
shipbuilding and ship-repair facilities, and motor repair shops. One thing is clear: every
industry is doing a better job with safety than the healthcare industry, but none is
working harder to improve it.

The public first got a glimpse into the world of patient safety in 1999, when the
Institute of Medicine (IOM) published the now seminal report titled To Err Is Human.
Until then, healthcare had never systematically tallied and publicly reported how often
care that is supposed to help and heal patients actually harms them. The report claimed
that nearly one hundred thousand US hospital patients died each year as a result of
medical mistakes. This finding shocked people inside and outside of the industry.

Since To Err Is Human was published, a great deal has been done to improve patient
safety. Hospitals have started to model themselves after other high-risk industries that
manage to maintain stellar safety records. Companies that experience less than one in a
million disasters, in spite of their high-risk operations, are referred to as high reliability
organizations, or HROs. Even though most American hospitals now follow the same
steps HROs use to build cultures of safety in their facilities, this has not been enough.
Through improved monitoring of patient safety events, it has become evident that nearly
half a million (or more) hospital patients in the United States die each year as a result of
preventable errors—more than twice the rate of harm originally estimated by To Err Is
Human.

Preventable medical mistakes are now one of the leading causes of death in our
country, far ahead of deaths due to auto accidents or almost all diseases that modern
medicine seeks to treat. Any other industry that inflicted so much harm on its customers
would be declared catastrophically unsafe, and it would be shut down or boycotted
altogether. Perhaps it’s no wonder that disillusionment or project fatigue have begun to
set in among healthcare professionals and that there has been recent Internet chatter



about the patient safety movement flickering out. But giving up on patient safety is not an
option.

Besides its human toll, this crisis is financially untenable. On an annual basis, patient
safety events result in billions of dollars of direct healthcare charges, and about one-
quarter of these involve out-of-pocket expenses. Taking into account indirect costs for
lost workdays and short-term disability claims, the total outlay for healthcare-induced
harm is estimated to be over one trillion dollars annually.

In any given year, all of us are likely to have someone we love be hospitalized, or be
hospitalized ourselves—perhaps to deliver a baby, recover from an illness or injury,
replace a joint, treat cancer, or repair a cardiac condition. Thus we all have a stake in
making hospitals and other healthcare facilities safer. We, the public at large, represent
the industry’s customer base, and yet the patient safety movement has treated our
involvement largely as an afterthought. Getting a handle on any organization’s safety
always requires employee engagement, which hospitals have sought to address with
varying degrees of success. But when it comes to healthcare, consumer engagement is
also of paramount importance because the industry’s customers become a dynamic part
of the system the moment any of us walk or are wheeled through the hospital doors.

To be fair, healthcare has become increasingly sensitive to the need for and benefits of
greater patient engagement. Experts now admonish us to speak up for safety. But this
amounts to too little too late, especially when our safety instructions are first delivered
during the anxiety-ridden hospital experience. It is about as effective telling a child how
to behave once he is in the throes of a temper tantrum. Rather than receiving eleventh-
hour and generic guidance about our role in safety, we need to be prepared to take
specific actions to protect our loved ones and ourselves long before we are confronted
with a hospital visit.

Ironically, at this juncture, much of the work that needs to be done to make hospitals
safer must take place outside of them, in the communities where we live and work. You
might wonder how the public could possibly help make the complex and complicated
process of delivering hospital care safer, but we can. In fact, directing public efforts
toward preventing just three types of patient safety events could reduce unnecessary
hospital deaths considerably—perhaps by as much as 50 percent over a five-year
period, which is a national goal that was set in 2000 and that healthcare has never come
close to achieving.

Three issues that make sense to immediately tackle through public engagement are
hospital-acquired infections, off-the-mark procedures (also called wrong-site
surgeries), and medication administration errors. Together, these three categories of
harm represent the most prevalent, predictable, and preventable medical mistakes—a
trifecta of sorts.



If it seems hard to believe that tackling just these three problems alone could
dramatically downshift the magnitude of the crisis, consider the fact that each year one
hundred thousand people die from infections that they pick up as a result of their
hospital care. That is a sizable portion of all preventable instances of hospital-induced
deaths. Medication errors are another leading cause of preventable death in hospitals,
with a third of all such errors occurring during the bedside administration of drugs. As a
category, off-the-mark procedures don’t occur nearly as often as medication errors or
hospital-acquired infections; however, every off-the-mark procedure signals, like a
bellwether, that something might be seriously wrong with the healthcare delivery
system.

Here, though, is what is special about the identified trifecta of safety issues. In
addition to being prevalent, predictable, and preventable, these events can be avoided
with simple, quick, and essentially cost-free behaviors that are performed during almost
every patient encounter and in eyeshot of patients. They are essential and visible
routines; however, for a myriad of reasons, providers don’t employ them or don’t do so
consistently. If the public were to realize the use of these habits could mean the
difference between life and death, who wouldn’t make sure they were employed?

Mastering key safety habits is something every healthcare provider must do, something
every patient wants them to do, and something the public can help them do. I learned
early in my career as a clinical and pediatric psychologist that changing the behavior of
a troubled child is highly dependent upon changing the behavior of the adults around the
child. So it goes with patient safety. In order to change the behavior of healthcare
providers, we must influence the behavior of the patients around them. But we must also
prepare providers to react approvingly when we do catch them having a momentary slip
or lapse or the impulse to take a shortcut. In other words, education for the public must
be tightly coupled with interventions that target healthcare professionals.

Developing a comprehensive strategy to unite patients and providers around the use of
concrete safety habits represents the only realistic way to achieve consistent
performance of safety routines that might seem too simple to matter. Community
coalitions are a proven method for raising public awareness, motivating civic action,
and promoting specific health-related behavioral change across large groups of people
and organizations, but they are conspicuously absent from the patient safety movement.
A key to their success is the ability to prioritize goals and objectives according to local
interests and resources. Building a local patient safety coalition requires considerable
and coordinated effort on the part of healthcare organizations, public health
practitioners, and diverse community groups—but such work pays dividends.
Successfully reducing the current safety trifecta (or any one of its component problems)
will build momentum, confidence, and the capacity to tackle other pressing safety



issues, including, for example, the American opiate epidemic and related heroin crisis.
In the process, our trust that healthcare providers can reliably deliver safe care might be
restored.

When things do go wrong, more than anything else, patients and families desire an
apology, but the prevailing reaction of hospitals and providers is to deny their mistakes.
For patients and families, such dishonesty adds insult to injury. Although medical
mistakes are common, instances of reckless negligence are rare. Most medical mistakes
involve honest human error, and this is as true for hospitals as it is for most nursing
homes, freestanding surgical centers, and outpatient clinics. When a serious mistake
happens, the event can be traumatizing for providers, especially if they are unable to be
honest about what went wrong. The agony providers carry with them often leads to
burnout that, in turn, undermines their ability to offer quality and safe care.

A few trailblazing hospitals and providers have shown us a better way. Their work
proves that when hospitals and providers fully disclose adverse events—meaning that
they admit their mistakes, learn from them, and apologize for them—everybody benefits.
Patients and providers recover more quickly, and the number of malpractice claims,
settlement costs, and administrative fees are reduced. Support for this sort of honest and
open communication is gaining momentum and legislative backing, but there is still a
long way to go.

From personal experience, I know how healing a timely and genuine apology can be. It
might have been the only thing that suppressed an otherwise litigious family member’s
desire to sue the physicians and hospital that harmed my daughter. Fortunately she
survived, but far too many families suffer more tragic hospital encounters.



My daughter lying in a coma after a medical mistake.

The sooner we accept the imperfect nature of healthcare and learn from our mistakes,
the quicker patients and providers might forgive each other and themselves, and the
better we can all recover from the physical, emotional, and financial wounds these
errors inflict. By recognizing that we are all in this together, we can do a better job
keeping patients and those who care for them safe from unnecessary harm.

I wrote this book because I am convinced public engagement through the creation of
community coalitions can accelerate improvement in patient safety across the United
States. Your Patient Safety Survival Guide presents a blueprint that can be adapted to
meet the needs and interests of various hospitals and communities. Regardless of one’s
interest in forming a coalition, this book offers information and action plans to help
safeguard individual patients and healthcare providers. It draws on personal
experiences, although names of real people and organizations have been disguised
unless the incidents were previously publicized.



CHAPTER 1

Help Me, Heal Me, Don’t Harm Me

How Healthcare Frequently Injures Patients

There is no single medical intervention that will ever save as many lives as patient safety improvement. There
is so much harm going on.1

—Donald Berwick, MD, Institute for Healthcare Improvement

The task is . . . not so much to see what no one has yet seen; but to think what nobody has yet thought, about
that which everybody sees.2

—Erwin Schrödinger (1847–1961)

THE MAGNITUDE OF THE PATIENT SAFETY CRISIS

If you aren’t concerned about being treated (or working) in a hospital, you should be.
Keeping people safe during the delivery of healthcare is one of the greatest challenges
facing modern medicine. In spite of the best intentions and Herculean efforts of millions
of American doctors, nurses, pharmacists, allied health professionals, and patient safety
advocates, at least 440,000 patients die needless deaths in US hospitals each year.3

For those who don’t relate well to dry statistics, this means that medical errors are
now the third leading cause of death in the United States—far ahead of deaths due to
auto accidents, diabetes, and everything else except cancer and heart disease.4 As one
healthcare leader put it, these numbers mean “hospitals are killing off the equivalent of
the entire population of Atlanta one year, Miami the next, then moving to Oakland, and
on and on.”5 The equivalent of four Vietnam Memorials would need to be built each
year to capture the names of US hospital patients who die as a result of hospital-induced
harm.

We would consider any other industry that inflicted harm on so many of its customers
to be catastrophically unsafe. The reality is any business with such a track record would
be shut down or boycotted. But healthcare confers innumerable benefits, such that it is
deemed essential to life. Thus, boycotting hospitals and locking their doors are not
viable options, and we must bear the mistakes and associated costs until we make
healthcare safer.

An initial estimate of the financial impact of the patient safety crisis indicated it
totaled around $5 billion annually, about one-quarter of which involves out-of-pocket
expenses.6 However, that figure is outdated and probably always represented a gross



underestimate of the true cost of medical mistakes. A more recent analysis, which
included a greater number of studies and more comprehensive data-capturing methods,
indicated that the excess cost related to hospital-acquired infections alone—just one of
many patient safety problems—would be between $28 billion and $45 billion annually
in 2007 dollars.7 In today’s dollars, this would equate to between $32 and $52 billion
annually. And when the indirect costs for lost workdays and short-term disability claims
are accounted for, the total outlay for healthcare-associated infections may be as high as
$1 trillion annually.8

As astounding as these figures are, they represent conservative estimates—not
exaggerated claims—and they do not tell the whole story. Over the past five years or so,
most US hospitals have implemented electronic health record systems. These systems
have made it possible to more accurately determine how often healthcare causes harm to
patients. Information extracted directly from patients’ hospital records indicates that the
problem is ten times higher than previous estimates: one out of every three hospital
patients is inappropriately harmed during the process of receiving care.9

Rates of harm are incomplete, whether they are generated from voluntary reports or
from information extracted from electronic medical records. First, both methods tend to
overlook errors of omission and diagnostic errors that only become evident in the days,
weeks, and months after patients leave the hospital. Research indicates that one in five
patients will experience an adverse event after being discharged from the hospital—and
many of these will represent what should have been preventable return visits to an
emergency department or hospital readmissions.10 Second, neither method tallies the
harm that occurs as a result of mistakes made in freestanding surgical centers, nursing
homes, or outpatient clinics. Finally, the majority of American physicians acknowledge
that they sometimes choose not to report serious medical errors of which they have
firsthand knowledge,11 and some alter records or leave them incomplete to obfuscate the
evidence of harm.12

Healthcare providers may perpetuate harm; however, sometimes they also are
secondary victims of patient tragedies. Among physicians who have been involved in a
serious safety event, up to two-thirds report that the experience undermined their job
confidence and satisfaction.13 Many providers experience lingering anxiety, guilt, and
fear—emotional devastation that causes some to perform suboptimally or leave the field
altogether. Although medical mishaps can shake providers to their core, we do a poor
job of alleviating their trauma or the related problems of burnout and on-the-job
physical injuries. Hospitals are one of the most hazardous places to work, with an
employee injury rate that is nearly twice as high as all private industries combined. “It
is more hazardous to work in a hospital than to work in construction or



manufacturing.”14 None of this type of hospital-related suffering is considered when
assessing the magnitude or cost of the patient safety crisis.

Whatever the ultimate magnitude of healthcare-induced harm, there is universal
agreement that it is far too great.15 Before there can be any real hope of curtailing this
epidemic, more providers and consumers of healthcare must take charge.

WHAT A PATIENT SAFETY EVENT LOOKS LIKE

To be clear, we are not talking about people dying from the illnesses that caused them to
seek treatment in the first place. We are also not talking about complications that result
from procedures where known risks are perceived as worthwhile compared to the
likely outcome if the procedure is not performed. Patient safety events refer to
wrongful events of healthcare-induced harm and death. These events are not due to
breakdowns in complex medical decision making or the lack of access to care. Most
often, patient safety events involve basic human and system error. “None of us is ever
very far from a terrible medical mistake.”16 So, what does a terrible medical mistake or
a patient safety event look like?

It is the teenager whose skin and organs have been ravaged and permanently deformed
by a superbug infection that he picked up in the hospital because people neglected to
wash their hands.

It is the mother-to-be who had the wrong embryo transplanted into her womb because
the in vitro clinic didn’t use the universally approved preoperative checklist, leaving
the mother to cope with a court order to share custody of the child with a complete
stranger—the man whose sperm was used to create the embryo that grew to be her baby.

It is the newborn whose heart stops after receiving a medication dose that was
calculated for an adult because an overworked pharmacist made a mistake and a nurse
did not double-check the order before injecting the drug into the baby’s IV.

Every single day, these errors kill one thousand hospital patients and cause serious
harm to another ten thousand to twenty thousand. Nobody is immune—not doctors,
nurses, or hospital CEOs. It happens to newborn babies, pregnant mothers, and the
elderly. It has happened to me, and it could happen to you.

THE UNDERREPORTED DISASTER AND ITS UNTAPPED RESOURCE

In an average week—week, not year—more patients will die from the care they receive
in US hospitals than the total number of people who died in natural disasters between
2005 and 2015, including Hurricane Katrina and the massive earthquakes in Nepal.
Among the nine deadliest natural disasters since 1900, only the great China Flood of
1931 had a death toll that surpasses the weekly rate of preventable death in American
hospitals. While hurricanes, tsunamis, earthquakes, and other natural disasters make



national news and receive round-the-clock coverage, the patient safety death toll climbs
week after week with scant media attention or public awareness.

Along with the press coverage of natural disasters comes thousands of people who
freely give their time, talent, and resources to help stabilize the situation and heal the
afflicted. If the American public understood the magnitude of the patient safety crisis
and had a clear idea of how they could make hospitals safer, they would offer a helping
hand. But here’s the rub: even if the public stepped up to help, healthcare workers aren’t
prepared to accept their help. That is why I decided to write this book—to help prepare
patients to act as genuine partners in safe care while also encouraging providers to
embrace this help.

If the best clinicians, scientists, regulators, and policymakers working in tandem
haven’t been able to solve this problem, why should anyone expect the solution to
depend on getting the public involved? After all, we are talking about a vexing problem
that occurs during the course of complex clinical care within an industry that operates at
a rapid pace, under the toll of extensive regulation, and in the midst of a constantly
changing knowledge base. So, you might wonder, why complicate the problem by
getting the public involved?

The truth is that the public cannot solve the patient safety crisis on its own any more
than hospitals can. Radically improving patient safety will require meaningful
collaboration—a true partnership—among providers and patients and between hospitals
and the communities they serve. Such collaboration must be the norm; it must not remain
a lofty ideal or the exception to the rule. And waiting until patients are hospitalized, or
about to be hospitalized, to prepare them for their roles and responsibilities for safe
care amounts to too little too late.

THE EVOLUTION OF PATIENT SAFETY TRAINING, 1900–2000

For over one hundred years, beginning in the early 1900s and long before the term
“patient safety” ever came into vogue, surgeons and anesthesiologists routinely learned
from patient safety events. They participated in what they called morbidity and
mortality, or M&M, conferences. These regularly scheduled hospital-based conferences
were considered a place where physicians could freely discuss unexpectedly bad
outcomes with trusted colleagues. Eventually, the Accreditation Council for Graduate
Medical Education and other physician residency programs mandated that M&M
conferences become part of physician training. As these conferences became a more
integral part of physician training, M&M cases were often selected for presentation
based on their instructive value for residents rather than the ability to improve an
understanding of medical mistakes.



Besides M&M conferences no longer being a dependable source of patient safety
education per se, medicine has been slow to incorporate the field’s accumulating
knowledge into its textbooks and medical school curricula.17 With the exponential
growth of medical science, it has been challenging to fit the newly emerging body of
patient safety knowledge into established clinical courses. While there are massive
efforts underway to strengthen patient safety education in medical schools and to
improve continuing education standards for physicians, the reality is that physician
sensitivity to the topic of patient safety is not yet universally viewed as an essential
aspect of physician selection, training, or evaluation.18

By default, a lot of patient safety education has been relegated to on-the-job training.
Once physicians graduate and enter the workforce, it is not necessarily easy for them to
learn about the science and practice of patient safety. With pressing needs to remain
current on rapidly evolving topics of clinical care, most physicians choose to travel to
conferences related to their clinical specialties rather than on patient safety. So, in-
house patient safety training is of paramount importance. Yet many hospitals routinely
exempt physicians from such training. A stated reason has been that because most of
their physicians function as independent practitioners rather than hospital employees,
hospital administrators cannot require them to participate in hospital training.
Exempting physicians is unfortunate because physicians are regarded as team leaders.

With physicians at the top of the medical hierarchy, how they are educated about
patient safety has a major influence over what gets incorporated into academic training
programs for nurses, pharmacists, and allied health professionals. When doctors are not
prepared to support hospital safety initiatives, nurses and other staff will not take them
seriously, or at least they won’t for long.

During the course of a consulting engagement with a large and highly respected urban
hospital, physicians refused to join in-house safety training sessions alongside nurses
and other staff members. Whatever length of time was necessary to cover the topic with
employees, the physicians felt they could learn the material faster. My colleagues and I
did not necessarily agree; in fact, some of us strongly believed in the value of cross-
disciplinary training. Nonetheless, we seized an opportunity to arrange for a notable
safety expert to provide a brief, free, and physician-only seminar on patient safety at the
hospital. The seminar was specifically designed for physicians. In spite of the recruiting
efforts by the hospital’s department that oversaw safety and quality work, only a handful
of doctors showed up for the training. Just like parenting programs that seem to attract
the most competent parents rather than those most in need of guidance, the physicians
who attended the seminar were already recognized as notable in-house patient safety
champions.

BIRTH OF THE PATIENT SAFETY MOVEMENT, 1995–2005



For centuries, the magnitude of preventable deaths was underappreciated and
underreported. This changed in an “instant” with the publication of the now legendary
report by the National Academies of Science’s Institute of Medicine, aptly titled To Err
Is Human.19 Release of this report marked a turning point in medical history. It was the
first time that the field of medicine disclosed to the public the extent to which hospital
patients are needlessly harmed in the process of receiving care and the industry’s lack
of a systematic approach to prevent such harm.20

The considerable press associated with the release of the report is commonly marked
as the start of the patient safety movement. Dr. Lucian Leape, the physician who
conducted one of the two large-scale studies on which To Err Is Human was based and
who is now recognized as the father of the academic field of patient safety, has noted
that crucial events preceded the media frenzy over the report. In 1995, for example, a
number of egregious patient safety events made front-page news; the attorney for the
American Medical Association “prodded” the organization to form a group of
stakeholders to promote patient safety; and the head of the Veteran’s Administration
decided to make safety a system priority.21 But the media’s focus on the report and the
federal government’s response to it set other critical actions in motion.

Most significantly, the release of To Err Is Human removed the medical profession’s
own blinders to the magnitude of preventable hospital deaths. Before the report was
released, preventable fatalities simply had not been regularly tallied or publicized.
Thus, individual doctors and nurses had no way of knowing how the isolated errors that
they or their colleagues witnessed or experienced added up on a hospital, community, or
national scale. Over the last fifteen years, however, the field of patient safety has been
advancing its knowledge of healthcare-induced harm and how to prevent it. But far too
many healthcare professionals and patients still know far too little about how they
contribute to the problem or what they can do to solve it.

In spite of the initial and strong backlash from some quarters suggesting that To Err Is
Human overestimated the magnitude of the problem (a criticism that with the benefit of
hindsight was clearly proved wrong), the federal government set a national goal of
reducing the number of preventable healthcare-induced deaths by 50 percent between
2000 and 2005. In 2001, Congress appropriated $50 million for patient safety research.
As a result, for the first time in modern medicine studying patient safety became a
legitimate pursuit, and journals were created for the purpose of establishing repositories
of knowledge about patient safety.

Existing and newly formed patient safety-oriented organizations began buzzing with
passionate focus and activity directed toward improving patient outcomes, including the
US Agency for Healthcare Research and Quality and the Joint Commission (the largest
hospital and healthcare accrediting agency in the United States), as well as major



nonprofit organizations such as the Institute for Healthcare Improvement and National
Patient Safety Forum—all of which continue to play a vital role in advancing safe
patient care.

For somewhat different reasons, leaders of Fortune 500 companies and other large
public and private purchasers of healthcare benefits weighed in on To Err Is Human.
They were distraught over paying for healthcare coverage for their employees when
such coverage might actually lead to harm. It was particularly concerning to them that
they had no way to determine which hospitals or healthcare plans were more likely to
be associated with bad outcomes for their employees and high costs to their businesses.
By the end of 2000, these leaders coalesced to form what is known as The Leapfrog
Group.

To this day, The Leapfrog Group is a powerful consumer-oriented consortium of
businesses with a mission to trigger giant leaps forward in healthcare safety and quality.
Leapfrog continues to press the envelope with respect to hospital transparency and
public reporting of patient safety and quality metrics, making it easier for businesses
and individuals to be more informed when choosing their healthcare providers. As
summed up by Leapfrog’s president and CEO, Leah Binder (who repeatedly has been
listed among the top fifty professionals who positively impact healthcare), “I run an
organization . . . with a membership of highly impatient business leaders fed up with
problems of injuries, accidents, and errors in hospitals.”22

And so, within months of To Err Is Human going public, the patient safety movement
was born.

SAFETY CULTURE WORK IN AMERICAN HOSPITALS, 2005–2010

Five years into the movement, American hospitals had invested a great amount of effort
and capital to improve patient safety. Nearly every healthcare worker, regardless of his
or her professional background, had become aware of the patient safety crisis. By 2005,
nobody doubted that the patient safety crisis was every bit as real as first suggested by
To Err Is Human. The walls of silence and denial had come crumbling down. But by
2005, it was also clear that healthcare had not achieved—or even come close to
achieving—its goal of reducing preventable deaths by 50 percent on a national level. In
fact, there was no evidence of widespread improvement. There simply had been no
downshift in the magnitude of the crisis.23 While leaders of the movement were stressed
by the lack of obvious progress, they had laid important groundwork for future success.

When I joined the field in 2007, hospital safety efforts were intense and intensifying.
Healthcare leaders had already turned to nuclear power engineers and aviation
psychologists for help because these industries experienced fewer than one in a million
safety disasters. Healthcare wanted to be like commercial aviation and nuclear power



—industries that had figured out how to minimize safety disasters while maintaining
high-volume, high-risk operations. High reliability organizations, or HROs, are
business entities that are reliably safe despite their inherently high-risk, high-volume
endeavors. Drawing on the lessons learned by safety experts working with HRO
companies, healthcare policymakers, leaders, and consultants agreed on the components
that were essential to building a culture of safety in hospitals.

Dominant consultancy organizations marketed fundamental HRO concepts to hospitals
around the country. First and foremost, they considered (and still consider) it essential
that hospital leaders view safety as a core value. Adopting safety as a core value means
that safety is a precondition for the delivery of clinical care and that safety cannot be
compromised to the service of productivity or other potentially competing priorities. As
a natural extension of holding safety as a core value, hospitals followed a three-step
process of setting clear expectations for safe behavior, educating staff about such
behavioral expectations, and building accountability around adherence to established
expectations.24 To model themselves after high-risk industries with stellar safety
records, hospitals also recognized the need to develop programs to investigate serious
safety events for the purpose of finding and fixing their root causes. The strongest
programs began sharing the lessons they learned about errors and serious mishaps with
employees throughout their hospitals and broader healthcare systems. Some even started
to post stories of patient safety events that had transpired in their facilities on websites
for the public to see.

Between 2005 and 2010, hospital-based safety culture programs proliferated, and it
wasn’t long before almost every hospital worker was familiar with the term safety
culture and at least a few HRO concepts. However, by 2010, American hospitals still
had not come close to achieving HRO status. While safety culture work had fostered
incredibly important breakthroughs in narrowly defined clinical issues, such as ways to
eliminate infections associated with specific medical procedures, the country’s overall
rate of preventable hospital deaths had not declined. In spite of astounding dedication
by hospital leaders around the country, ten years into the movement patient safety
leaders were disheartened to report that—yet again—there was no sign of general
improvement.25

Healthcare is distinctly different from industries that have achieved HRO status.
Healthcare centers on people, and people are dynamic beings whose behavior cannot be
controlled to the same degree as equipment (airplanes), physical structures (power
plants), or materials (chemicals). While safety culture work wasn’t producing the level
of results that healthcare was looking for on a national level, the industry thought (and
many proclaimed) that standardizing clinical operations through the use of technology



could lead to radical improvements in patient safety. Then along came the Health
Information Technology for Economic and Clinical Health (HITECH) Act of 2009.

HEALTH INFORMATION TECHNOLOGY HYPE AND HOPE, 2009–2013

The HITECH Act refers to federal legislation that included $19.2 billion to stimulate a
digital revolution in the healthcare industry by promoting rapid adoption of electronic
health records in hospitals and clinics across the nation. Through Medicaid and
Medicare resources, the federal government offered financial incentives for hospitals
and medical practices that were early adopters of electronic health records and levied
financial penalties for those who did not make measurable progress by specific target
dates.

The HITECH legislation and its associated stimulus funding and policies infused the
patient safety movement with a dose of hope; and, once again, hospitals responded in a
commendable fashion. Even in spite of trepidations about the logistics and costs of
implementing electronic health record systems, hospitals (and outpatient clinics) rapidly
began implementing electronic health records in ways that had a meaningful impact on
patient care. Whereas only 12 percent of acute care hospitals had even a basic
electronic health record system in place in 2008, as of May 2014, 94 percent had a
system in place that met federal certification requirements.26

This digital revolution contributed to seismic improvements in the way health
information was captured, stored, and retrieved from patient records. Nonetheless, the
use of electronic health records did not lessen the overall magnitude of the patient safety
crisis.27 In fact, it quickly became apparent that these systems created new opportunities
for error while controlling for known sources of error. Furthermore, in the rush to
implement these systems, too little attention was paid to the human side of safety,
including the human interface with technology.28

From 2010 to 2013, I served as one of the country’s five regional leaders for the
HITECH consortium of community colleges that was charged with developing and
implementing new programs to prepare a workforce to support the use of electronic
health records. To my dismay, none of my four counterparts had any notable expertise in
patient safety. Likewise, none of the program directors or managers of the community
colleges within my thirteen-state HITECH region did either. I was concerned about the
fact that the HITECH workforce initiative was flooding the market with newly minted
electronic health record professionals with minimal training on patient safety. And I
thought it would be irresponsible to not use some portion of the $16 million HITECH
grant I was directing to deliver patient safety education to those who were designing
and overseeing electronic health record training and educational programs.



Fortunately, HITECH grant officers allowed a portion of the federal funding to be used
to host a national conference on the topic of patient safety in the digital era. Conference
attendees were impressed with the dynamic keynote talks delivered by Leah Binder
(Leapfrog president and CEO) and David Classen, MD (renowned health information
technology innovator). But few, if any, conference participants consequently
strengthened the patient safety component of their programs. Like medical schools, it
seemed community colleges were leaving much of the necessary education about patient
safety to on-the-job training.

In spite of past and current disappointments and limitations of electronic health record
systems and the ways in which they are (and are not) used, they are here to stay. As
eloquently explained in The Digital Doctor by physician Robert Wachter, one of the
field’s champions and examiners of reform, this is a good thing.29 While working with
numerous hospitals during their transitions from paper to digital systems, I never
encountered a professional who did not eventually—if not immediately—see the value
of electronic health record systems.

TEMPORARY DISILLUSIONMENT, 2013–2015

By 2013, the Joint Commission’s president and chief executive officer and its executive
vice president publicly admitted defeat in their effort to stem the tide of patient safety
events. They lamented that in the wake of safety culture work and the adoption of
electronic health record systems, hospitals were suffering from project fatigue. They
noted that no hospital had managed to successfully adapt the science of safety to the
business of healthcare. They declared the performance of American hospitals to be
predictably unreliable and unsafe and that no amount of regulation could make them
safe.30 It is an extraordinary day when leaders of the most significant healthcare
regulatory body assert that more regulation will not solve the problem at hand. So it is
not shocking that by 2013, there was blog chatter about the patient safety movement
flickering out.31

To make matters worse, the following year, the patient safety movement was rocked by
its first scandal. The scandal centered on Dr. Charles Denham, the man who had been a
darling of the movement, with connections to people in high places from Hollywood to
the White House; the man who produced a slick video about the importance of patient
safety that his consulting firm provided free of charge to hospitals around the country;
the man who, after suddenly appearing on the scene from left field, managed to position
himself as a board member or chair of several major patient safety organizations and as
the editor of the Journal of Patient Safety. In 2014, it was discovered that Denham was
under federal investigation for having accepted over $11 million from CareFusion, a
company that manufactured safety-related products, apparently to infiltrate the field and



use his position of authority to lobby for policies that directly advantaged CareFusion.
The government settled the case with a $40 million payment by CareFusion and a $1
million payment by Denham. The settlement precludes the public from ever knowing
details of the case. Denham never admitted to the charges, but he did dupe a lot of
people.

For example, while serving as a cochair of the National Patient Safety Forum, which
vetted safety-related products, Denham successfully lobbied the organization to unjustly
and unfairly recommend a specific product for preventing bloodstream infections—a
product that only CareFusion produced. Denham’s path to becoming editor of the
Journal of Patient Safety turned out to involve undue pressure and unprecedented
actions that are inconsistent with academic standards. Under his editorial watch,
Denham authored and published papers in the journal that had clear and undisclosed
conflicts of interest.

Until the Denham scandal broke, the field of patient safety had rested on its laurels,
assuming that everyone was a do-gooder with pure intentions. With hindsight, it was
painfully obvious that there were plenty of red flags about Denham’s motives, as well as
his sudden rise to prominence and tendency to lavish compliments and support toward
the movement’s prominent projects and people.32, 33 The Denham scandal marked the end
of innocence for the movement. Like other areas of the healthcare industry, the patient
safety movement had to come to terms with the reality that billions of dollars rest on
which policies, practices, and products flourish and which ones die.

A PARADIGM SHIFT—ZEROING IN FOR SUCCESS

In 2010, my work began focusing primarily on helping industrial and manufacturing
companies improve the safety culture in their organizations; however, I kept watching
what was happening in healthcare—something that was possible, in part, because Leah
Binder and David Classen, along with other colleagues of his, graciously invited me to
attend annual conferences hosted by The Leapfrog Group and Pascal Metrics. Watching
things unfold, it occurred to me that, as I described in an article published in Society, a
fundamental change in our nation’s approach to and assumptions about patient safety
seems to be in order.34 The premise of that article and this book is the same: a paradigm
shift is necessary, and it must center on engaging patients for the purpose of
collaborating with healthcare providers to eliminate a small but powerful subset of
patient safety’s most frequently recurring problems. A decidedly narrow focus that
simultaneously engages those who receive and deliver healthcare would finally place
within reach the national goal of reducing hospital-induced harm by 50 percent within a
five-year period—the goal that was set in 2000 and that healthcare has never come
close to achieving.



There are sound reasons to narrow the focus of hospital safety programs. With zeal for
improvement, hospital and industry leaders have been designing and championing safety
programs that aim to tackle a multitude of issues simultaneously. They tend to blur the
distinction between the broad area of quality and its narrower subset of patient safety.
Although safe care represents one way of measuring overall quality of care, there are
differences between safety and quality. Quality improvements have more to do with the
selection and timing of clinical interventions (what and when care gets delivered) while
safety efforts have more to do with the manner in which people go about the business of
delivering care (how care gets delivered).

Quality-related work covers an innumerable array of complex topics and potential
solutions that must be examined across a wide range of patient populations, practice
settings, and clinician groups. Establishing what constitutes high-quality or evidence-
based medicine is generally initiated, validated, and incorporated into the delivery
system through the efforts of a select subset of healthcare professionals with ties to
universities and academic medical centers. In contrast, advances in safe care generally
pertain to rules, practices, and systems for getting all healthcare workers to consistently
or habitually perform a small number of relatively straightforward behaviors, such as
washing hands before entering and after exiting patient rooms. While some quality
initiatives eventually inform safe practice, it is helpful to appreciate and bracket their
unique contributions.

Laudable as comprehensive quality/safety efforts are for advancing medical science,
as organization-wide programs or initiatives designed to improve day-to-day safety at
the bedside, they set healthcare workers up for failure, disappointment, and disillusion.
Greater return on investment can be realized by focusing on getting providers en masse
to exhibit excellent performance around a defined and manageable set of safety habits.
Because safety depends on patients being part of the solution, it is all the more
important to focus on habits they too can recognize, request, and/or use. Yet a recent
survey indicated that half of the American population is still unfamiliar with the term
patient safety, although a growing number are concerned with medical mistakes—
obviously not having connected the two.35

Psychologists who specialize in behavior change know that people are capable of
addressing only one or two new behavioral habits or routines at a time. The same holds
true for establishing organizational habits.

A TRIFECTA OF PREVALENT, PREDICTABLE, AND PREVENTABLE SAFETY PROBLEMS

In the fifteen years since the hospital safety crisis was publicly exposed, the field of
patient safety has identified specific strategies that have the capacity to eliminate the
vast majority of hospital deaths due to (1) healthcare-associated infections, (2) off-the-



mark procedures,36 and (3) medication administration errors. The safety strategies to
prevent these three event types involve simple, quick, and practically cost-free actions,
such as the use of proper handwashing, checklists, and double checks. As a group, these
event types comprise the majority of all preventable deaths that occur in US hospitals,
representing a safety trifecta of sorts.37

Not only does this trifecta of safety events represent the most prevalent, predictable,
and preventable types of patient harm with which hospitals must cope, they also happen
to constitute exactly the sort of problems that public health interventions are capable of
successfully addressing. These event types clearly represent the field’s low-hanging
fruit. The associated safety habits involve behaviors that healthcare workers must use
regardless of the facility, so a unified public health approach has the added advantage of
setting consistent expectations for physicians and staff who change jobs or work in
multiple locations.

Therefore, narrowing and coordinating the focus of institutional efforts and public
engagement around hospital safety’s current trifecta, or any one of its component issues,
would finally place within reach the national goal of drastically cutting the rate of harm
over a period of a few years. But the field must be willing to do less to achieve more,
and to accommodate some shifts in power from those who deliver care to those who
receive it.

OUR BEST HOPE FOR SUCCESS

No matter how sophisticated the science of medicine or clinical care delivery systems
become, it is an inescapable reality that ensuring patient safety is often a function of
forming and sustaining simple safety habits among the millions of nurses, physicians,
pharmacists, therapists, support staff, and others who affect the lives of patients every
day. The breadth and volume of people who must exhibit safety habits begs for a
unified, straightforward, and manageable approach. The work before us calls for a
paradigm that is comprehensible to everyone regardless of rank or role and that unifies
efforts of hospitals, public health, and society overall.

To the extent they are capable, providers and consumers of healthcare need to know
and exercise their roles and responsibilities for eliminating healthcare’s current trifecta
of safety events. Building accountability around the safety habits that can eliminate these
recurring serious safety events depends on creating a greater sense that providers are
accountable to their patients while also preparing patients to speak up when they
observe lapses in their healthcare.

Having held leadership positions in hospitals, conducted public health research, and
chaired a community-based coalition, I am confident that the field of patient safety can



make a giant leap forward by expanding the safety culture model to be consistent with a
more comprehensive public health framework.



CHAPTER 2

What Seems Too Simple toMatter Could Save Your Life

Leverage the Power of Safety Habits

Incompetent people are, at most, 1% of the problem. The other 99% are good people trying to do a good job
who make very simple mistakes and it’s the processes that set them up to make these mistakes.1

—Lucien Leape, MD, Harvard School of Public Health

Excellence is an art won by training and habituation. We do not act rightly because we have virtue or
excellence, but we rather have those because we have acted rightly. We are what we repeatedly do.
Excellence, then, is not an act but a habit.

—Aristotle, Greek philosopher (384 BC–322 BC)

FIRST THINGS FIRST

We have a natural desire to fix everything all at once because any safety mishap that
harms a patient is one too many; the life of every patient matters. Indeed, the field of
patient safety must not lose sight of the full array of patient safety problems. And yet, the
most efficient way to accelerate sweeping improvement is to focus on problems that
affect large numbers of people and can also be solved with simple solutions. That is
why it makes sense to concentrate the movement’s efforts on the trifecta of infections,
procedural mistakes, and medication administration errors. Doing so can help us
transform the complex problem of patient safety into manageable pieces that can be
tackled systematically.

To understand the logic and value of purposefully focusing and simplifying patient
safety efforts, it helps to suspend any sense of urgency to reduce all instances of harm
for the sake of eradicating specific instances of harm. For a moment, take these things,
which will be borne out in the coming chapters, on faith:

Healthcare has identified specific safety behaviors that can, when used
consistently, eliminate or radically reduce harm associated with the most
prevalent, predictable, and preventable types of patient safety problems—a
trifecta of safety events.
The safety habits that can effectively prevent healthcare’s current trifecta of
safety events are simple, take about two and a half minutes or less to complete,
and are essentially cost-free.



Virtually every healthcare worker needs to be proficient in using the safety
habits for preventing the field’s current trifecta of patient safety events.

Think about patient safety events occurring along a continuum, from those solutions
that are relatively straightforward to those solutions that are extremely complex and
complicated. The current trifecta anchors the easy end of the patient safety continuum.

How so? First, we already know what needs to be done to prevent healthcare-
associated infections, off-the-mark procedures, and most medication administration
errors. Second, the nature of the solutions to these problems involves specific
behavioral actions—not complex or clinical procedures. Third, the requisite behavioral
actions amount to safety habits that every healthcare professional must develop. Fourth,
most patients (or their lay caregivers) can be taught to observe whether the requisite
safety habits are used during clinical encounters. Finally, a proven strategy already
exists for raising public awareness and mobilizing action to coordinate change around
observable events and scripted actions (see chapter 6).

This analysis suggests that the greatest barrier to improving performance around some
of patient safety’s most common problems is not a matter of medical science. It is a
matter of getting people to do what they know is important, and this requires the aid of
behavioral science. Because of the volume of providers and patients who must become
engaged in the process, making a dent in the patient safety crisis will also require the
aid of public health practitioners, as well as individuals, groups, and organizations that
do not have a formal connection to healthcare.

When thinking about patient safety events along this continuum of challenging
problems, it becomes obvious which of the field’s problems are ready to scale up for
widespread success. For the reasons just described, it seems clear that each of the
current trifecta events is ready for prime time. Preventing patient falls and pressure
ulcers (bedsores from lying in one position for too long) may be next in line. On the one
hand, patient falls and pressure ulcers are like the trifecta events in that they are highly
prevalent and predictable problems whose prevention strategies primarily involve
behavioral actions that must be consistently followed. On the other hand, they are unlike
the trifecta events in that the preventative safety habits are required only for a subset of
at-risk patients. Some hospital units already have had success reducing patient falls and
pressure ulcers; however, because these event types are not as universally relevant to
all patients and providers, it makes reasonable sense to tackle them after healthcare has
experienced success in building the necessary organizational and community
architecture to address patient safety issues that affect everyone.

The opposite end of the continuum is anchored by thorny problems, which include
misdiagnosis and delays in diagnosis. Preventing diagnostic errors may be patient



safety’s most challenging problem. In fact, solutions for this class of events are likely to
be so numerous and idiosyncratic, relative to the type of condition and/or diagnostic
tests and/or facilities involved. Because solutions are also likely to be specialty-
specific, tackling diagnostic errors is arguably a matter that is more suitable to the
broader field of quality improvement around clinical issues rather than the subdomain of
patient safety. Healthcare will grapple with complex issues like the elimination of
diagnostic errors for a long time to come, if not indefinitely. However, the existence of
endlessly challenging quality and safety issues must not obscure the benefit of tackling
other distinct safety issues with immediate and coordinated decisiveness.

NO BAD APPLES

Given that low-cost or no-cost solutions already exist for healthcare’s current trifecta,
why do they persist as a major problem in virtually every hospital? Why do even the
best physicians and nurses who have been trained to use essential safety habits
disregard them, and why does healthcare tolerate their suboptimal performance? The
truth is, getting people to consistently use known error-prevention strategies isn’t as
easy as one might think.

Take the case of healthcare-associated infections that harm millions of lives and cost
billions of dollars each year. Since 2001, The Leapfrog Group has been surveying
hospitals about their hand-hygiene policies to see if they expect providers to adhere to
standards that are known to prevent patients from picking up infections during the course
of a hospital visit. According to Leapfrog’s CEO, Leah Binder, a patient’s risk of dying
is two to four times lower if they receive care in a hospital that meets Leapfrog
standards. If most hospitals followed the basic infection-prevention practices tracked by
the Leapfrog Hospital Survey, fifty-seven thousand lives and $12 billion could be saved
each year. Yet as of 2012, Leapfrog reported that, among the hospitals that agreed to be
voluntarily surveyed and have their results publicly reported, only 62 percent even had
hygiene policies in place.2 Fortunately, by 2013, the figure had risen by fifteen
percentage points.3

That a sizable portion of reporting hospitals still doesn’t have a handwashing policy in
place is disconcerting. In defense of hospitals, let’s assume they are concerned about
implementing policies they cannot enforce. To be compliant with evidence-based
handwashing standards, providers must wash their hands every time they enter and exit
a patient’s room. Over the course of an average day, this alone could easily amount to as
many as forty instances of handwashing for a typical outpatient physician, sometimes
more and sometimes less for hospital physicians and staff. Even among individuals who
are highly motivated to comply with best practice standards, the hustle and bustle of the
dynamic hospital setting will, at times, interfere with their resolve.



Another challenge to turning essential safety behaviors into reliable habits is this: it is
virtually impossible for healthcare providers to see a link between any one of their own
safety lapses and an instance of direct harm to one of their patients. Sometimes this
happens because the error has no discernable effect; other times it is because the error’s
effect does not become apparent until later. As a result, we often maintain nonoptimal
behavioral patterns with no real feedback to spur behavior change.

Take a classic example of a child and a hot stove. The child has been told not to touch
the hot stove because bad things will happen. It will hurt, he will get burned, and he may
have to go to the hospital. So, for a long time, the child never touches the stove. One
day, though, his bouncy ball lands on the counter, precariously perched on the edge of
the hot stove. To retrieve the ball, he either needs to wait for his mother to stop what she
is doing and help him or put his hand dangerously close to the hot burner to retrieve it
himself. He decides to take a risk. He reaches up to the stove, puts his hand near the
burner, and gets burned.

In this scenario, a risk was taken and a sufficiently unpleasant negative consequence
occurred immediately. A clear connection was made between the child’s behavior and
the negative consequence. You can bet that child will not be taking that risk again
anytime soon. Imagine, though, if the same scenario occurred but the child placed his
hand just far enough from the burner that he did not get burned. His workaround would
have been successful. Not only would his risky behavior not have been punished, it
would actually have been rewarded. So the child would never know how close he had
come to being seriously hurt and would be more likely to take the same risk again.

It is simply unfair (and unhelpful) to blame providers for comparable breakdowns in
the care-delivery process. They are not “bad apples”; they are dedicated people who
have been set up for failure. Errors, especially recurring minor errors, point to system
failures. We cannot overcome the human propensity for error through sheer willpower,
so it is unrealistic to expect providers to consistently do the right thing simply because
they possess the knowledge that the given behavior is important. Perhaps it is no
wonder that so many hospitals have avoided creating handwashing policies or fail to
enforce them.

So, what can be done to create the possibility for hospitals to expect and build
accountability around essential safety behaviors—the behaviors that take place every
day and often behind pulled curtains or closed doors?

GETTING PATIENTS IN THE GAME

One solution is to create a greater sense that providers are accountable to the patients
they serve while also preparing patients to speak up when they observe lapses among
their healthcare providers’ safety habits. Now that dangerous infections like Methicillin-



resistant Staphylococcus aureus (MRSA, pronounced mersa) are spreading beyond
hospital walls and into outpatient settings, as well as the broader community (schools,
daycare centers, and gyms),4 the public has good reason to be mindful of whether people
walking in and out of patient rooms wash their hands. In fact, there may be no other
patient safety issue that stands to gain from urgent and concerted efforts to engage the
public.

If patients truly understood the importance of proper hand hygiene, they would be more
vigilant about whether or not it happened in their presence. What is needed is a way to
raise public awareness, motivate civic action, and offer patients, lay caregivers, and
those who visit them in the hospital manageable steps for ensuring consistent
handwashing. As you will see in coming chapters, the same holds true for off-the-mark
procedures and medication administration errors. That is, the public needs to understand
the simple safety habits that can protect them from harm and how to make sure they are
used during the care that they and their loved ones receive.

ANOTHER SLICE OF CHEESE, PLEASE!

In the 1990s, psychologist James Reason introduced a model that he originally intended
to be used for academic purposes by fellow cognitive psychologists who studied large-
scale disasters like airplane crashes and nuclear power plant meltdowns.5 This model,
which he dubbed the Swiss Cheese Model, turned out to be exceptionally useful for
understanding how workplace conditions affect on-the-job performance. It quickly
became and continues to be the dominant framework for guiding the development of
safety programs across a wide range of high-risk industries, including healthcare.

The Swiss Cheese Model recognizes that human error is unavoidably common. People
will make mistakes—it is human nature, a given reality, and a fact of life that we must
accept. According to the model, however, we can build safety nets to prevent common
and potentially serious mistakes from happening. That is, human error cannot be totally
eliminated, but human error can be caught, stopped, or prevented before it leads to
major mishaps or disastrous events.

To understand the Swiss Cheese Model, look at the graphic below and think of each
slice as being a protective barrier. Using the Swiss cheese analogy, a straw (error)
could pass all the way through a stack of slices of Swiss cheese (protective barriers)
only if all the holes (barrier imperfections, weaknesses, and vulnerabilities) happened
to be perfectly aligned—as represented by the arrow. Tragedy strikes—patients are
harmed—only when the straw (error) manages to get all the way through the cheese
(when all protective barriers fail). Reason’s model recognizes the need for barriers in
depth, meaning that because any one barrier is imperfect, as represented by the holes in
the Swiss cheese, generally the more protective barriers we put in place, the safer the



system. For high-risk undertakings, barriers in depth are essential for a condition of
safety to prevail.

The Swiss Cheese Model of Error Prevention.
Source: Gretchen LeFever Watson.

The Swiss Cheese Model also asserts that most accidents represent system-level
breakdowns, not malicious acts by bad people. It turns the “bad apple” mentality on its
head. Recognizing that doctors and nurses do not set out to hurt their patients, the
question to ask when a mistake occurs is: What led the person involved to believe that
what he or she did was the right action at that time? In healthcare, the answer is too
often that nobody was there to remind well-intentioned caregivers to do the right thing.
In other words, the necessary slice of cheese is missing at precisely the time and place
that it was needed most.

Patients will often be the last people to have the chance to remind healthcare workers
to use common safety behaviors, and patients have the most at stake when safety



precautions are disregarded. This is why we urgently need to equip patients for their
vital role in safety. The stakes are too high to continue to work without patients serving
as genuine partners in safe care. Using the Swiss cheese analogy, patients and their lay
caregivers need to act as a final protective barrier (a slice of Swiss cheese). Ironically,
the people who would be the most motivated in ensuring that basic safety tools are used
during every patient encounter are the least aware of their existence and importance.

MASTERING SAFETY HABITS

While no doctor questions the importance of precision in delivering, for example,
radiation to a tumor, the idea that equal attention is necessary regarding handwashing
can seem preposterous. This is the crux of the problem: eliminating instances of
preventable harm depends on healthcare workers habitually using the very behaviors
that can seem too simple to matter. Even among healthcare workers who are motivated
to wash their hands consistently, achieving performance excellence can be difficult.
Momentary lapses will occur. Equipping patients for their role in safe care has been the
missing link in the industry’s attempt to improve patient safety. When we finally prepare
patients to speak up, we will sanction them as an important member of the healthcare
team, and healthcare providers will have a far better chance of avoiding safety slips and
lapses. This will require that providers convey the resounding message: “You are not
challenging us. You are helping us.”

In order to change the behavior of healthcare providers, we must influence the
behavior of the patients around them. Thinking in terms of the Swiss Cheese Model,
protective barriers can include things such as technology aids and training, but they can
also involve the use of safety habits and routines. As showcased in recent best-selling
books on habit change by Charles Duhigg and Gretchen Rubin, the science of behavior
has proven that establishing and maintaining new habits is challenging, but doable. What
healthcare has not appreciated is how essential patients are to the process.

Duhigg’s book, The Power of Habit, draws on scientific research and countless
examples from accomplished individuals and Fortune 500 companies to demonstrate
how identifying a keystone habit can transform lives and organizations; the notion being
that changing one critical behavior pattern often makes subsequent changes easier.

In the case of organizations, keystone habits are equivalent to essential routines. The
process of forming habits or establishing organizational routines always necessitates
that people identify triggers or cues, as well as rewards, that are associated with a
desirable behavioral pattern; establish routines to perform in the presence of identified
triggers or cues; and maintain a belief that change is possible. As Duhigg explains
further, belief is the single most important aspect of the habit-formation process. That is,



people must believe things will get better until they actually do get better. And they need
a specific ritual, routine, or program to help them get there.6

In her book, Better Than Before, Rubin details why mastering desirable habits in our
everyday lives (and work) is easier for some than for others. Nonetheless, she clarifies
that everyone benefits when the environment provides signals (cues) that support people
in doing exactly what they were already motivated to do. Without sufficient
environmental stimuli, people will simply fail to achieve their desired behavioral
patterns. This applies to changing behaviors that are highly individualistic (writing a
few lines of poetry or practicing yoga every day) as well as those that have the potential
to impact the broader society (reducing water consumption or increasing handwashing).7

Applying the analyses by Duhigg and Rubin to healthcare, there are two things that are
not sufficiently abundant in hospitals today. First, belief: many healthcare workers have
lost faith in their hospital’s safety programs. In light of the field’s dismal track record
we can hardly blame them. Second, cues and rewards: too often the cues are missing
that might serve as reminders to execute specific safety habits (or routines) at the
critical moment of care. Why should we expect healthcare workers to always remember
to use safety habits or routines that can seem too simple to matter when they are focused
on a myriad of more complex care-delivery actions, get frequently interrupted, and are
often tired from working long shifts? Likewise, there is rarely anyone present who has
the wherewithal to acknowledge or express appreciation for (reward) providers when
they do the right thing.

Consider that populating hospitals with well-informed patients who are capable of
speaking up when lapses in safety protocols are observed would be tantamount to
providing much-needed reminders or cues. And imagine how much easier it would be
for healthcare workers to believe that success is possible knowing that the environment
would be replete with friendly reminders to do the right thing with every patient every
day during every encounter, and knowing that they would be reinforced for doing so.

NEW USE OF AN OLD TOOL

To a large extent, the idea of getting healthcare workers to do the right thing every day
with every patient is asking them to cooperate with simple routines for the benefit of
others. Two Harvard economists and two Yale psychologists recently conducted a
review of field studies that examined factors that promote cooperation, noting this body
of behavioral science research has a great deal to say about modifying habits for real-
world solutions that require long-term behavior modification such as safety habits.8
When it comes to getting people to cooperate to increase desired habits, the Ivy League
researchers emphasized that financial incentives and material rewards often fail or even



backfire, whereas leveraging social concerns that play on people’s natural desire to be
highly regarded by others are consistently effective.

This relates to what Garrett Hardin described as the tragedy of the commons, which
refers to shared dilemmas wherein acts that benefit each individual cost the group as a
whole. In his now classic paper, Hardin tells the story of herdsmen who were prone to
overgraze cattle because each cattle brought them more money. However, each added
cow also contributed to the destruction of the land, eventually destroying the land to the
point that it was entirely unsuitable for grazing. In the end, everybody lost. The
herdsmen never saw the tragedy coming because, for a long time, each received the full
benefit of adding one more cow and suffered only a fraction of the cost of overgrazing.
So each herdsman felt compelled to add one cow after another without taking stock of
the fact that his actions, coupled with the actions of his fellow herdsmen, contributed to
the depletion of the land.

Likewise, when it comes to pollution, the cost to the homeowner for purifying waste
before dumping it into the river on his property might be greater than his share of the
benefits for treating the discharged waste. Predictably, he will muddy the waters and
worry about the downstream consequences when forced to later on, if this becomes
necessary. It is a calculated risk, much like healthcare providers perceiving it is safe to
skip handwashing a time or two or here and there without fully appreciating how their
decisions contribute to the spreading of dangerous germs throughout the hospital.

As Hardin explains, when we are trying to get people to consistently do things that are
in the best interests of the common good, more than they appear to be in our own best
interests, it is foolish to expect a good outcome without somehow wiring the situation
for compliance. Two things that help are observability and social norms. First, we can
help establish compliance by making the desired action known to the people who would
be most affected by the lack of it. In the case of healthcare-associated infections, then,
patients must come to understand the risks they face when healthcare providers don’t
consistently wash their hands. But sometimes this is not enough.

In her 2015 book Is Shame Necessary? Jennifer Jacquet makes the case for why
sometimes honor and shame must be invoked to motivate people to do the right thing.
Although we tend to think of shaming as a deplorable act that is best left behind in the
days when public hangings were in vogue, Jacquet shows how exposing people for
deviating from established or desirable norms can be incredibly effective but only if it
is used sparingly and in the right way. In proper form and measure, shame can be
retrofitted as a powerful tool for bringing about the conformity that is essential to better
long-term performance. When our own private guilt is not sufficiently strong to compel
us to do the right thing, public exposure, or the mere fear of public exposure, can shame
us into doing the right thing.



Retrofitted shame doesn’t need to be too painful. In fact, when used properly, it
focuses on the bad practice rather than a person’s character. Done right, socially
engineered shame simply and softly nudges people’s behavior in the right direction by
awakening a person’s sense of moral obligation without inflicting undue humiliation. In
the end, it helps us achieve our desired social norms. Moreover, in cases in which it is
not possible to consistently punish transgressions in the usual ways, strategic use of
retrofitted shame may be the only tool at our disposal.9

In the case of handwashing, it would be totally unfeasible to hire enough personnel to
monitor providers’ day-by-day and hour-by-hour bedside behavior to enforce
compliance. The same is true for the safety behaviors that can avert or reduce off-the-
mark procedures and medication administration errors. It would be much more
pragmatic to prepare patients to recognize seemingly minor safety breaches and
empower patients to nudge their providers to do the right thing. This also makes sense
because the personal safety of patients is most at risk. Strategic use of soft shaming can
be a particularly effective tool when dealing with behaviors that involve breaches that
are so common people think of them as quasi-acceptable practices/quasi-errors—the
“violations” that have been normalized because “everybody does it.”

Logically, letting healthcare workers know how many of their peers signed a pledge to
use specific safety habits, and to show appreciation when receiving reminders during
momentary lapses, would represent a powerful use of “retrofitted shame” to establish
more desirable safety norms. For shaming to work, it must hit the sweet spot, meaning it
can be “too weak or too strong, too brief or too permanent.”10

Sometimes all it takes to establish a more desirable norm is for people to know they
are being watched. The audience effect might have a more powerful influence on human
behavior than we give it credit, especially under circumstances in which the visual
attention is coupled with a consequence for violating the social norm.11 In fact, research
has demonstrated that providers are more likely to comply with safety practices such as
proper hand hygiene when they know their patients are watching them.12 Furthermore,
plenty of research has demonstrated the conditions under which patients are more likely
to take action. Consistent with the Health Belief Model, patients are more likely to
speak up for safety under conditions in which they perceive a threat to their health is
serious, know what to do to help prevent being harmed, have confidence in their ability
to do what is required, and believe the costs of speaking up are worth it.13

Bottom line: we cannot achieve the desired norms for patient safety unless the public
becomes engaged in the process.

BOTCHED ATTEMPTS TO ENGAGE PATIENTS



Effective public or community engagement refers to the process of involving citizens in
the decisions that affect their lives and mobilizing them for the purpose of undertaking
activities to improve the conditions that affect them.14 Within the healthcare arena, there
has been growing appreciation for the idea of engaging patients to improve patient
outcomes and satisfaction.15 As noted by physician Donald Berwick, one of the
pioneering and most renowned leaders of the patient safety movement, adopting a more
patient-centered view of healthcare is essential; although, at first, it will necessitate
some shifts in power and control from those who give care to those who receive it.16

This process must begin by engaging with patients to understand how they view and
value their role in the delivery of safe care.

Patient engagement refers to the idea that people must be invited to take action to
obtain the greatest benefit from the healthcare services available to them.17 To meet the
Joint Commission’s patient engagement goal, hospitals must “encourage the active
involvement of patients and their families in the patient’s own care as a safety strategy,”
and compliance is measured by whether or not hospitals define and communicate a way
for patients and families to report concerns about safety and whether hospitals actually
encourage them to do so.18

Initially, a lot of people in healthcare dismissed the idea of engaging and empowering
patients to improve safety as a misguided and politically correct agenda.19 They thought
of it as a mere fluff-and-puff, touchy-feely strategy that had no real potential to improve
outcomes. However, the evidence to support this idea exists and continues to grow.

For example, a large-scale survey of recently discharged hospital patients found that
91 percent believed they could help prevent medical errors; although patients varied
with respect to their confidence or willingness to speak up about handwashing
oversights, confirming their identity, and medication administration.20 A patient
education intervention in four hospitals in the United Kingdom led to about a 34 percent
increase in soap usage by healthcare staff, regardless of the hospital’s preintervention
levels of soap usage.21 Another UK handwashing intervention with hospitalized patients
found that education improved their likelihood of speaking up—especially if the
providers also wore a button that said, “It’s OK to ask.”22 A 2008 review of the
scientific literature found no journal article that addressed consumer involvement in
patient safety initiatives in the United States or abroad. The review concluded that
“evidence for consumer involvement in patient safety initiatives is limited and
involvement of consumers is unlikely to occur without active recruitment programs.”23

In the years since that review, many hospitals, healthcare systems, and government
agencies have begun to more aggressively develop strategies to engage patients. To
more effectively promote patient and family engagement in hospital settings, the Agency
for Healthcare Research and Quality contracted the American Institutes for Research to



review and report on the status of tools and practices that were currently in use. The
review included team input, key informant interviews, and a comprehensive scan of the
scientific and gray literature—including material available on 110 websites and 330
tools.24

In spite of the rapid expansion of literature and materials, the American Institutes for
Research found they were universally inadequate to the task at hand. The institute
identified four major gaps with existing patient-engagement efforts: the information was
not attuned to patient and family member experiences; lacked concrete, actionable
support for individual patients (and professionals) to engage in specific behaviors;
omitted complementary strategies for patients and those who care for them; and failed to
include specific guidance for hospitals to implement recommended engagement
practices. Among the handful of tools with content deemed potentially useful, none was
found to be ready for use in its current form. Low health literacy was identified as a
significant barrier to the effectiveness of materials in print.25

Health literacy refers to a patient’s ability to read, understand, and act upon health
information. It requires more than the ability to read. It requires reading, listening,
analytic, and decision-making skills, and the ability to apply such skills to health
situations. Health literacy emphasizes the importance of clear communication between
healthcare providers and their patients, recognizing that both the patient’s and the
provider’s skills affect comprehension, and it is a dynamic construct that is affected by
situational factors.26 In addition to the choice of content (the amount of information or
the complexity of information), health literacy can be compromised by design elements
(small print, limited white space).27

Research has documented that regardless of their reading level, patients prefer
medical information that is easy to read and understand.28 For people who do not have
strong reading skills, access to easy-to-read material is not just desirable, it is essential.
Attending to content and design issues of patient advisories is critical because the
average American reads at the ninth-grade level, while one in five American adults read
at the fifth-grade level or below.29 Yet most healthcare advisories have been written for
above the tenth-grade level, leaving up to ninety million Americans unlikely to
adequately comprehend existing materials.30

Over one-third of hospitalized Americans have low health literacy, which is not
surprising because the problem is more acute among the elderly, minimally educated,
and chronically ill populations31—the very people who are at increased risk for being
hospitalized. In fact, more than two-thirds of Americans over the age of sixty and up to
half of minority populations have literacy skills that may be either inadequate or
marginal for comprehending existing patient-advisory pamphlets.32 As such:



Most of the literature on patient and family engagement roles focuses on what patients could do (or what
researchers and policymakers want patients to do) instead of discussing what behaviors patients and family
members currently engage or would be willing to engage during clinical encounters.33

Even among professionals who have been involved with the development of notable
patient safety advisories, some openly doubt whether healthcare providers would
regularly discuss the advisories with patients, reinforce the advisories’ messages, or
even support their use.34

Furthermore, the timing of the delivery of patient-oriented education has not been
ideal. Because patients experience heightened states of anxiety during hospital stays, it
is reasonable to expect the health literacy among all patients, including the highly
educated, to plummet upon admission. Therefore, even with access to the best patient
advisories, waiting until people are hospitalized as the primary way to encourage an
active role in the delivery of safe care amounts to too little too late.35 Introducing
patients to safety expectations through written materials during or shortly before a
hospitalization simply doesn’t constitute genuine patient engagement.

Whereas greater patient (or consumer) engagement in US healthcare has been a matter
of considerable discussion at a national level, hospitals have responded by branding
and printing tons of materials directed at patients. But very few hospitals have actually
engaged with the communities they serve to identify and implement realistic ways for
patients to fully assert their rights and responsibilities as partners in safe care.

EMPOWERING PEOPLE TO SPEAK UP FOR SAFETY

Speaking up for safety refers to someone raising concerns for the benefit of safety and
quality care upon becoming aware of risky or deficient action on the part of others.36

Empowering people to speak up for safety is a challenge in every type of organization,
and there is ample evidence to indicate that this represents a serious problem for the
healthcare industry. Since 2007, hospitals around the country have been completing the
Agency for Healthcare Research and Quality (AHRQ) Patient Safety Culture Survey. It
allows hospitals to benchmark their culture against other hospitals. In 2011, over one
thousand hospitals completed the survey, and AHRQ contracted an independent
organization to examine the degree of improvement in the culture of safety among US
hospitals from 2007 to 2011. The results indicated that there had been no overall
progress, with half of the employees still saying they did not feel free to speak up for
safety. They reported experiencing or fearing they would experience punitive responses
from the administration for identifying and reporting errors, believing that reporting
mistakes would be held against them and threaten their job security.37

If, after years of effort, healthcare employees still believe they cannot speak up for
safety, why should we expect patients to do so? Actually, a 2014 review of the literature



on studies that sought to increase people’s ability to speak up for safety provides
support for the idea. Authors of the comprehensive review determined that healthcare
worker decisions to speak up are influenced by their degree of perceived fear of
administrative retaliation (getting fired), motivation based on the extent to which they
believe patient safety might be at risk, and clarity about the proper course of action
(ambiguous versus clear-cut expectations).38 Patients do not need to be worried about
being fired by hospital administrators, which lays the first concern to rest. Public
health–oriented campaigns could successfully address the other two issues (motivation
and perceived risk). Such campaigns would also have the added advantage of focusing
exclusively on simple, effective safety habits as opposed to more complex quality
issues that require a myriad of judgment calls involving a high degree of uncertainty
about correct actions. Of course, such campaigns must include complementary efforts to
prepare providers to respond favorably when patients do speak up for safety.

Involving a community—patients, prospective patients, lay caregivers, patient
advocates, and hospital visitors—to eliminate any one of healthcare’s trifecta of current
safety issues would constitute realistic and genuine patient engagement. The process
would equip patients with a specific and important role as a member of their care team
—the very thing that healthcare leaders have been seeking.

PUTTING IT ALL TOGETHER

Mastering safety habits is something every healthcare worker must do, something every
patient wants them to do, and something the public can help them do. But how can this
be achieved? In the process of gathering information for a comprehensive infection
control and prevention project, Johns Hopkins conducted a brief pilot study to gain
insights for improving handwashing compliance. Study results underscored the fact that
getting patients to speak up for safety is not always easy. Staff collected information
from patients in one of their outpatient clinics. Results of their face-to-face pilot survey
revealed that 86 percent of patients indicated that they would be willing to be a hand-
hygiene observer, although almost one-third fewer patients (56 percent) expressed a
willingness to speak up if they saw a provider fail to use proper hand hygiene.39

Empowering patients to know when and how to take action is precisely the focus of
many successful public health campaigns, but this is not what hospitals alone are
prepared to do well. However, community-based coalitions, which typically include
hospital-community partnerships, represent a well-established and proven method for
engaging consumers in public health initiatives across a wide range of topics.
Community-based coalition work arguably represents a missing component of a
comprehensive framework for tackling the hospital safety crisis, especially for



problems as prevalent, predictable, and preventable as those comprising the current
hospital safety trifecta.

Whatever reasons have existed for treating hospital safety as an in-house matter, it is
time to take this issue to the streets. Doing more of the same and expecting better results
is not rational. Besides, the essential components of a successful public health campaign
to improve patient safety have already been established, including:

specific safety habits for eliminating or radically reducing common medical
mistakes
proven behavioral science principles to facilitate the mastery of safety habits
experience using community coalitions to mobilize support for health-related
behavioral changes across large groups of people and organizations.

Understanding the problem of patient safety within a broader public health framework
that centers on patient engagement would represent a paradigm shift that supports the
integration and application of knowledge from a number of fields—something that is
evidently necessary. Recent testimonials on the Joint Commission’s Center for
Transforming Healthcare’s website speak to the value of a new paradigm of this
nature.40

The hand-hygiene initiative focuses attention on the problem of hand hygiene and offers an evidence-based way to
measure the problem, implement interventions, and measure improvement. The challenge is making handwashing a
habit that all healthcare workers do without even thinking about it.

—Linda Maragakis, MD, MPH, Johns Hopkins Medical Institutions

We will know if we have been successful with the hand-hygiene initiative when we see the culture begin to change
in our organizations. I hope that we will see people reminding each other to wash their hands, and those reminders
will not be interpreted as punitive, but instead as teamwork.

—Beth Lanham, BSN, RN, Froedtert Hospital

Transforming healthcare means taking what we have done; looking at it in a new way; taking it in a new direction;
and, rather than making incremental improvement, making revolutionary improvement.

—Brian Regan, PhD, New York Presbyterian Healthcare System

The behaviors that are required to eliminate the most prevalent, predictable, and
preventable hospital safety events represent what could become healthcare’s keystone
habits. Keystone habits are those that convey “success doesn’t depend on getting every
single thing right, but instead relies on identifying a few key priorities and fashioning
them into powerful levers.”41 Once we figure out how to develop and sustain these
habits, we will have gone a long way toward restoring confidence that it is possible to
keep patients safe. Without them, we will continue to spin our wheels with too little
progress for all the energy expended.





CHAPTER 3

Make It a Bad Day to Be a Bug

Prevent the Spread of Dangerous Infections

Johanna Daly
Johanna Daly was a healthy and active sixty-three-year-old woman when she slipped on an icy sidewalk when
leaving a restaurant. She broke her shoulder and underwent a scheduled operation a few days later. The surgery
and initial recovery went as planned. A young intern visited her hospital room to check the surgical incision.
Without washing his hands or donning gloves, he removed her bandages and squeezed the incision. It looked good,
and she was scheduled for discharge. Over the next few days, the surgical site became unbearably painful. Four
days later, when seen in an emergency department, a physician drained over a quart of pus from the wound. It was
necessary to schedule Johanna for emergency surgery to further clean the infected wound. It turned out that
Johanna had contracted a virulent and antibiotic-resistant infection or “superbug” called MRSA (Methicillin-
resistant Staphylococcus aureus, pronounced mursa). Being infected with MRSA led to a rapid decline in her
health. Within days of the second surgery, Johanna’s organs began to shut down and she was placed on a ventilator
in an intensive care unit, where she remained until her death several months later.1

SUPERBUGS

Hundreds of people suffer similar fates as Johanna Daly every day. All of us are
potential victims of healthcare-associated infections. These deadly bugs have long been
known to lurk around inpatient facilities, especially hospitals, nursing homes, and
rehabilitation centers. Of growing concern is that some of these infections involve
superbugs that are highly resistant to antibiotic treatment due to the widespread overuse
of antibiotics. Sometimes these bugs are stronger than any weapon we have to fight
them.

Healthcare-associated infections may represent the most common patient safety event,
killing up to one hundred thousand US hospital patients each year. And this is only the
tip of the iceberg. This number does not include the nearly two million people who are
infected but manage to survive—like NBA superstar Grant Hill. In 2003, this strong,
healthy, young athlete nearly died from a MRSA infection acquired in the hospital during
routine ankle surgery. The infection ate a hole in his ankle, required a skin graft and an
extended hospitalization, and was followed by a six-month course of intravenous
antibiotic treatment.

Furthermore, these superbugs are becoming common in outpatient settings. A couple of
years ago, I picked one up as a result of a brief scoping procedure that was performed
in an outpatient clinic. Being in great health and not having been hospitalized, nobody



expected me to pick up a dangerous superbug that normally affects critically ill patients.
In fact, the infection I contracted is a superbug that is commonly referred to as an “ICU
bug” because it is historically found only among people being cared for in intensive
care units.

I recovered, but it took a year of misguided treatment before the unexpected source of
my symptoms was discovered. Adding to my frustration (and discomfort), appropriate
treatment was delayed partly because of the failure of a hospital laboratory to process a
test and a breakdown in communication between a hospital emergency department and a
specialist—this occurred in spite of my attempt to prevent such a mistake.

Unfortunately, this scenario is likely to play out frequently. Superbugs are now
spreading beyond hospital walls and into outpatient care settings. Scarier still,
superbugs are creeping their way into community settings, like locker rooms,
classrooms, and daycare centers.

CLEAN CARE IS SAFE CARE

Many people think that eliminating healthcare-associated infections is the sort of
problem that requires expensive, high-tech solutions. We certainly do have emerging
tools like custom-engineered germ-killing counter surfaces and $100,000 robots that
scan hospital rooms to kill detected germs.2 The fact is, however, that the single most
effective solution for preventing the spread of infection involves proper handwashing—
plain and simple.3

In short, everyone—providers, hospital support staff, visitors, and others—should
wash their hands every time they enter and exit an ICU and every time they enter and
exit any patient room. A successful national handwashing campaign would save many of
the one hundred thousand lives that end every year due to healthcare-associated
infections. It would also eliminate more than $150 million in avoidable healthcare
expenditures.4 Based on published data, an average two-hundred-bed hospital incurs
over $1.7 million in annual MRSA infection expenses that are attributable to
handwashing noncompliance. A mere 1 percent increase in hand-hygiene compliance
can result in a savings of almost $40,000 per year for a two-hundred-bed hospital.5

SO, WHAT GIVES?

Proper hand hygiene could eliminate the vast majority of hospital-acquired infections
(and associated human and financial costs), but after a decade of intense effort to
establish consistent and proper hand hygiene, on average, only about 50 percent of
doctors and nurses in leading hospitals wash their hands as needed.6 Sometimes rates
have been shown to be as high as 90 percent,7 but experience proves that such findings
tend to be inflated due to observation strategies that alert providers to when they are



being monitored and reporting that is skewed by virtue of outcomes being tied to
employee bonuses. At any rate, why is proper hand hygiene characteristically low? The
problem is actually a complex one that healthcare has struggled with, to varying
degrees, for hundreds of years.

A LITTLE HANDWASHING HISTORY

In Get Me Out, Randi Hutter Epstein recounts that in the early 1800s, many women died
soon after childbirth from childbed fever, or what we now refer to as puerperal or
postpartum infections. All sorts of theories circulated to explain why healthy women
became gravely ill and all too often died after delivering their babies. It turned out that
they were dying of what we now call healthcare-associated infections. The major
source of their infections was the unclean hands of the doctors who cared for them.

At that time, many women who conceived children out of wedlock were prone to
abandon or kill their newborns rather than suffer social retribution for bearing an out-of-
wedlock baby. To curb this trend, free maternity clinics sprang up across Europe.
Supervised medical and midwifery students staffed the clinics, enabling the free clinics
to be used as training sites. There were two of these clinics in Vienna—one staffed
largely by physicians and medical students, the other staffed by midwives and their
trainees. If a woman delivered her baby in one of these clinics, the clinic would cover
all medical expenses and arrange for the baby to be adopted.

Women wanted the free care for themselves and their babies but were afraid to deliver
their babies in these clinics. So much so that they often preferred to deliver their babies
in the dirty streets of Vienna because they were aware that the rate of childbed fever
was lower among women who delivered babies in the streets rather than in the clinics.
Some went so far as to feign spontaneous delivery right outside the clinic doors to reap
the benefits of the free care without having to deliver their babies inside.

Interestingly, the death rate due to childbed fever was much higher in the physician-run
clinics than the midwife-run clinics. Dr. Ignaz Semmelweis, a young resident physician,
observed women begging to be admitted to the midwife clinic rather than the physician
clinic. The women were frightened; Semmelweis was perplexed. What was the
difference?

It eventually dawned on Semmelweis that most physicians performed autopsies while
the midwives did not. Thus he concluded that the doctors were transferring particles
from the cadavers to their obstetric patients.

Noting the dangers apparently associated with being cared for by the physicians,
Semmelweis ordered medical students and doctors to wash their hands with a
chlorinated lime solution when leaving the autopsy room and before caring for live
patients. In very short order, he observed a 90 percent decrease in deaths associated



with childbed fever. So, of course, across Europe a successful handwashing campaign
took root and millions of lives were saved, right? Au contraire!

Semmelweis’s conclusion that childbed fever was associated with a lack of
cleanliness was highly controversial. Many physicians were appalled that he would
suggest patient deaths were due to a lack of cleanliness on their part and refused to
comply with his handwashing regimen. Although his theory was gaining traction in some
communities, he was driven out of Vienna.

While practicing medicine in another city, Semmelweis continued his campaign to
promote rigorous handwashing. He began to feel a frantic need to see such change
implemented and wrote increasingly angry letters to prominent European obstetricians
over the lack of compliance. At one point, he denounced some of his medical colleagues
as “irresponsible murderers.” Many of them, and eventually his wife, concluded he was
losing his mind.

Semmelweis was then forcibly admitted to an insane asylum where he suffered from
severe beatings by guards on duty. Some of his wounds became infected. In a distressing
twist of fate, Semmelweis died fourteen days later of a institution-associated infection
—just like the women he was trying to save from suffering the same misfortune.8

THE BEAT GOES ON

One hundred fifty years later, the battle rages on. A cadre of impassioned professionals
continues to promote handwashing campaigns, resolved to put the knowledge into action
with every patient, in every encounter, every time. Among the broader guild of
physicians, there remains wide variability for the appreciation of the importance of
proper hand hygiene.

Remember, safety training is typically mandatory for the employed hospital staff while
remaining optional for physicians who work in the same facilities. As you would
expect, physician participation in voluntary safety training is notoriously low. As a
consequence, nurses and other staff often observe physician leaders failing to use safety
practices that they themselves have been told are critically important. Over time, lack of
physician buy-in corrodes employee commitment to behavior change. For many, the
expected safety behaviors never become ingrained practices, and any initial gains in this
direction are quickly lost.

Even when physician leaders are current on a hospital’s patient safety guidelines, they
sometimes inadvertently undermine a culture of safety through their own actions. When
they don’t do as expected, the ramifications are compounded. It is the physicians’
behavior the staff tends to emulate—regardless of what policies are in place.

Case in point: during my first month as a patient safety director for a large healthcare
system, I experienced the challenge of confronting someone about clean, safe care.



According to policy, it was imperative that healthcare professionals wash their hands
each and every time they enter and exit the intensive care unit. Making patient safety
rounds with a hospital vice president (let’s call her Dr. Drift) taught me an unintended
lesson. Dr. Drift snapped when I reminded her to wash her hands upon exiting the
intensive care unit. With irritation in her voice and in front of everyone present, she
sniped, “I didn’t touch any patients.” Being brand-new to the field and my role, I
hesitated, blushed, and wondered whether there was an exception to the rule of which I
was unaware.

Fact: Dr. Drift had not touched any patients. However, she had worked on several
computers in the unit, walked in and out of patient rooms, and greeted several people.
Soon after this incident, I learned that MRSA bugs are capable of living on computer
keyboards for up to six weeks. Of course, the physician needed to wash her hands!

In one fell swoop, Dr. Drift had undermined my authority and confidence as a new
safety director. In effect, she sabotaged the hospital’s patient safety program. Like Dr.
Drift, hospital leaders unwittingly undermine the culture of safety in hospitals every day.
This happens hundreds of times over among direct care providers. Such unsafe
“exceptions” become “accepted” patterns, leading to a false sense of security and lack
of personal ownership for the problem. Whatever initial safety gains are made after
training, they can drift away ever so quickly.

I guarantee you that Dr. Drift thought of herself, and still thinks of herself, as a
champion for patient safety in her hospital. Like so many other hospital administrators
who set the tone for safety, she was experiencing the very sort of disconnect between an
abstract concept and her personal actions. She knew the rule about washing hands
before entering and after exiting the ICU, but she didn’t think of herself as someone
capable of spreading a lethal infection. Her mind quickly generated an exception to the
rule, and she was annoyed for having her seemingly benign behavior challenged.

Interestingly, three years after this incident, my husband and I visited a friend in the
intensive care unit at the very same hospital. I was shocked—but clearly shouldn’t have
been—that we were able to walk in and out of the hospital unit and in and out of our
friend’s room without any staff attending to whether we (or the multitude of my friend’s
visitors) washed hands. Signs were posted on the ICU door reminding people entering
to wash their hands, but I, who no longer worked there, was the one who had to say
something to protect our friend.

Believing that signage alone is sufficient to establish essential safety routines among
hospital visitors is unrealistic. And the same can be said about expecting staff to have
the ability or time to catch all visitors entering a unit and train them on proper
handwashing.

THE GOOD NEWS



In spite of some persistent challenges, significant progress has occurred since
Semmelweis’s day and even over the last few years. There is virtual unanimity among
today’s healthcare professionals that proper hand hygiene is essential for preventing the
spread of deadly healthcare-associated infections. We now have a set of established
hand-hygiene standards for hospitals, and handwashing campaigns have been a focus of
patient safety programs in most hospitals.

Yet the rate of healthcare-associated infections is still on the rise. In 2009, leaders of
national patient safety organizations met to discuss this escalating problem. Their
meeting signaled a new day when these leaders unanimously acknowledged the
mounting evidence that virtually every healthcare-associated infection is preventable
and that they could no longer be considered the “cost of doing business.”9

Together, this prominent group of patient safety experts established the Chasing Zero
Consensus, which refers to the idea that anything other than a goal of zero healthcare-
acquired infections is unacceptable for hospitals today. Zero healthcare-associated
infections was the agreed-upon goal because the knowledge exists to address this
problem and the solutions are often quick, uncomplicated, and essentially cost-free.10

The zero-tolerance goal was not only revolutionary for healthcare; it was also
necessary. As legendary football coach Vince Lombardi once said, “Perfection is not
attainable. But if we chase perfection, we can catch excellence.”

THE SWEET SMELL OF (A BIT OF) SUCCESS

Modern healthcare has proven that it has the capacity to radically reduce, if not
effectively eliminate, this problem. Consider the case of the subset of healthcare-
associated infections that are related to the insertion of central lines, called central line
infections.

Central lines refer to long, thin, flexible tubes that are inserted through the skin of the
arm or chest to make it easier to deliver medications and fluids over a long period of
time or in large quantities. They are often used with patients requiring intensive care,
cardiac treatment, dialysis, or chemotherapy. Use of central lines puts patients at
increased risk for infections, including dangerous bloodstream infections that can lead
to extended hospital stays or death.

These infections account for 15 percent of all healthcare-associated infections and 30
percent of infection-related deaths. They are also financially burdensome, costing up to
$40,000 per case.11 Recognizing the importance of eliminating these dangerous
infections, Dr. Peter Pronovost from Johns Hopkins University led efforts to develop a
straightforward checklist of steps for preventing central line infections. He and his
colleagues ended up with a five-part checklist. Verifying that hands have been properly
washed is one of the first tasks on the checklist.12



After establishing leadership support, Pronovost and his colleagues were able to
establish 95 percent compliance with the checklist and eliminate nearly all central line
infections in his hospital.13 Healthcare leaders in Michigan decided to adopt the use of
Pronovost’s central line checklist statewide and secured federal funding to support the
project. The results were amazing. Including all private and public hospitals in the state,
Michigan was able to eliminate 70 percent of central line infections.14 There is hope.

THE BAD NEWS

We still have a long way to go. The overall rate of healthcare-associated infections
remains high, and the majority of US hospitals are not compliant with recognized
industry hand-hygiene standards. Even in the best hospitals, physicians and nurses wash
their hands less than half the time required, with compliance rates as low as 30 percent.

Again, why do the best doctors and nurses at some of the country’s leading hospitals
still only wash their hands half as often as prescribed? While handwashing sounds like
a simple issue, it is actually a complex one. Most of us know when, how, and why we
must wash our hands. The issue is not a lack of knowledge. The breakdown occurs in
putting this knowledge into action with every patient, every time. There are obstacles in
the way of full handwashing compliance at every level. As discussed earlier, too many
hospitals still don’t have a hand-hygiene policy in place, and policy represents only the
first step in changing employee behavior.

TOO MUCH OF A GOOD THING?

The importance of handwashing is not at issue. What remains up for debate in the minds
of providers is “How much is enough?” It is hard for most of us to believe that the
amount of handwashing espoused by patient safety experts is really necessary. It can
seem like overkill. To be compliant with policy guidelines, a provider would need to
wash his hands many times a day and over a hundred times per week. In a hospital
setting, where attention demands are high and the work pace is fast and the hours are
long, by-the-book handwashing could come to feel like too much of a good thing. But
new research shows that increasing compliance from mediocre to high rates is not
enough. Gains are still realized by getting compliance above 95 percent.15

The sheer number of handwashing episodes required in a day represents an obstacle in
and of itself. Anything that we need to remember twenty to sixty—or even one hundred
—times a day is likely to be missed a time or two. Nobody is perfect. The spell-check
factor, as described by Megan McArdle in her book, The Up Side of Down—can spell
disaster for patients.

We all go through our lives making a constant string of mistakes, but because nothing bad happens, we’re barely
even aware of them. . . . The most dangerous thing about the Spell-Check Factor is that we forget it’s there; we



don’t register all the times that we have come close to making fatal mistakes. That one moment when a doctor
decides not to wash her hands almost never kills anyone. But millions of such moments kill tens of thousands of
people every day.16

In fact, more than one in every twenty-five US hospital patients is dealing with a
healthcare-associated infection on any given day, but very few of these are ever traced
back to the providers who spread them.17 Intellectually, healthcare workers know hand
hygiene prevents infections and saves lives. However, when a worker touches a MRSA-
ridden surface and spreads the microscopic bugs around the hospital, he never knows it.
“When your mistakes rarely lead to a bad outcome, you lose the necessary feedback that
helps you improve.”18 However, as explained by the Swiss Cheese Model and
showcased in chapter 7, serious safety events are almost always preceded by a stream
of minor errors.

The situation is compounded by the fact that, until recently, healthcare-associated
infections were accepted as an unavoidable cost of doing business. Countless providers
continue to hold this fatalistic belief. When healthcare-associated infections do befall
their patients, many healthcare workers chalk it up to a fate to be expected of people
with compromised immune systems. They certainly don’t connect any instance of hand-
hygiene noncompliance with their patients’ illnesses.

Without clear feedback connecting actual behaviors with negative consequences,
behavior change is not intuitive. Without the ability to connect their handwashing lapses
with the lives they affect, providers go on infecting more and more people. The solution
requires a shift from the focus on provider behavior and patient outcome to a focus on
the process of getting things right. In other words, the process of washing hands must be
an outcome in and of itself because providers cannot connect their individual actions
with the rate of infection in their hospitals.

TAKING IT TO THE STREET

When providers and patients finally appreciate the full ramifications that not washing
hands has for all of us, we will find a way to make consistent handwashing the norm
rather than the exception. Because healthcare-associated infections are now spreading
beyond the hospital walls, we must engage our patients. When it comes to hand hygiene
in healthcare, we all need frequent reminders to do the right thing. For this to occur,
patients en masse must be invited to be part of the solution. A successful public health
campaign will not only raise awareness among patients about the importance of proper
hand hygiene but will also provide actions that everyone can take to ensure safer care
for themselves and their loved ones.

BUILDING BLOCKS FOR A PUBLIC HEALTH HANDWASHING CAMPAIGN



If the public is going to be inundated with information about proper hand hygiene in
healthcare settings, providers need to be ready for this change. They must be prepared
to appreciate reminders from patients to wash hands and to graciously respond to
patient requests. To facilitate this process, we need to develop public education that
includes tools and language that most any provider, patient, and lay caregiver can and
will use. When it comes to behaviors like handwashing—the potentially life-saving
behaviors that seem too simple to matter—we need powerful reminder tools that are
meaningful to everyone on the team. Effective reminders are what we call sticky
messages—brief phrases or jingles that once learned are easily remembered. Sticky
messages are short but convey a lot.

The tables below contain information to promote consistent handwashing. Table 3.1
summarizes key points from this chapter; table 3.2 is a checklist patients can use to
ensure they are adequately and timely prepared to advocate for their safety; and table
3.3 provides sample language that patients and providers can reference as they think
about speaking up for safety and reinforcing others when they do so. Table 3.3 includes
a “sticky message” to help people remember when they are supposed to wash their
hands. (See Made to Stick by Chip and Dan Heath19 to learn more about crafting
messages that people are likely to remember.)

Tables 3.1 and 3.3 are offered merely as examples of the sort of information that can
be adapted for use in educational campaigns, public service announcements, hospital
and clinic brochures, encounter summaries generated by electronic health records, and
other relevant community venues. As described in chapter 6, such material should be
tailored to its target audience.

Table 3.1.

WHAT YOU NEED TO KNOW
Healthcare-Associated Infections
Information for Patients
Every year, one hundred thousand hospital patients die as a result of infections that they pick up in US
hospitals. Healthcare-associated infections are dangerous, but preventable. Proper handwashing is the
single most effective way to stop the spread of these infections.

Doctors and nurses wash their hands less than half the times required. In the hustle and bustle of
delivering care, it is easy to have a momentary lapse. Even the best providers need reminders to wash
their hands. It is important that all providers (and visitors) wash their hands every time they enter or exit
a patient room—everyone must wash on the way in, and wash on the way out.

We are all part of the healthcare team. Don’t be afraid to remind your healthcare providers and visitors
to wash their hands when you don’t see it happen with your own eyes. Speaking up for safety is not
about challenging our providers, it is about helping them. By working together, we can prevent people
from picking up harmful and potentially deadly hospital infections.

In the hospital and other healthcare settings, it’s okay to ask everyone to wash their hands on the way
in and out of patient rooms. Everyone must “wash in” and “wash out,” and most people need help



remembering to do so.

Information for Providers
More than one out of every twenty-five US hospital patients is dealing with a healthcare-associated
infection on any given day. Proper handwashing is the single most effective way to stop the spread of
these infections.

Without realizing it, we all go through our lives making a constant string of mistakes; however, we
barely notice most of them because the spell-check factor kicks in: We don’t register all the times we
make what could become a significant mistake. For example, the moment we decide not to wash our
hands never immediately kills anybody, but millions of such moments kill patients every day. Because
such minor mistakes rarely lead to a bad outcome, we lose the necessary feedback to motivate us to
improve.

To overcome the spell-check factor, we need frequent reminders to wash hands every time we enter
and exit a patient room. Patients can help us remember to “wash in” and “wash out.” However, we must
actively encourage patients to do so and respond approvingly when they do.

Table 3.2.

PATIENT ACTION PLAN
Healthcare-Associated Infections
TIMING PATIENT ACTION ✓

Before going to
the hospital

I realize that I can help reduce the chance of getting a dangerous infection
from the hospital.
I know why healthcare providers should wash their hands every time they
enter and exit my room or examine me.
I understand how easy it is for hospital staff to forget to wash their hands.
I am ready to observe whether people wash their hands when they enter and
leave my hospital room.
I practiced what to say if doctors, nurses, or anybody else forgets to wash
their hands.
I explained to family and friends who will be involved in my care that speaking
up is not about challenging healthcare professionals, it’s about helping to keep
all of us safe.
I know I can keep a bottle of hand sanitizer in my hospital room to remind
myself and others about proper handwashing.

While I am in the
hospital and able
to do so

I will remind my visitors to wash their hands when they enter and leave my
room—to “wash in” and “wash out.”
I will ask healthcare providers to wash their hands when I don’t see it happen
with my own eyes.
I might keep a bottle of hand sanitizer on my tray table as a helpful reminder.

Table 3.3.

WHAT YOU CAN SAY
When Someone Walks into a Patient Room without Washing Hands

Sticky Message: Wash In, Wash Out

Patient Request Desired Response



“Sorry, I didn’t see you wash your hands. I know it’s
important and I’d really appreciate you doing this for
everyone’s benefit.”

Staff: “I just washed my hands before
coming in, but I am happy to do it again
for you to see. Thank you for speaking
up.”

“Hi, I’m so glad you’re here. To make sure I don’t pick up
an infection, everybody needs to clean their hands before
they come in my room.Do you mind washing yours?”

Visitor: “Oh, sure, no problem.”

“Gee, I didn’t see you wash your hands. I know you’re
busy, but I don’t want anybody to pick up an infection. I’d
feel better if I saw you wash your hands.”

Staff or Visitor: Of course. Thank you for
reminding me. It’s people like you who
keep us all safe.”



CHAPTER 4

Oops!

Eliminate Mistakes during Surgery and Other Procedures

Removal of the Wrong Testicle
Benjamin Houghton had undergone successful treatment for testicular cancer. However, the treatment led to
painful tissue damage. Being in his forties and the father of four, Mr. Houghton was scheduled for surgery to
remove the painful testicle and elected to have a vasectomy on the other testicle. The hospital rescheduled the
surgery several times. The day the surgery was finally performed, the usual consent form was presented.
However, Mr. Houghton was reluctant to sign the form because he could not read the consent without his glasses.
The staff assured him that it was the same form he had signed previously. In reality, the updated form had been
completed improperly. The new consent form indicated that the right testicle was to be removed instead of the left.
In accordance with the unverified (and incorrect) consent form, the wrong testicle was removed. As a result of his
only healthy testicle being removed, Mr. Houghton was left with a choice between lifelong drug treatment that
included serious risk for cancer and heart disease or a life without the drugs that would leave him with an inability
for normal sexual functioning and risks for osteoporosis, broken bones, fatigue, memory loss, weight gain, loss of
muscles strength, and depression.1

THE NATURE (AND NAME) OF THE BEAST

Mr. Houghton’s experience of having the wrong testicle removed is a classic example of
what medical literature describes as a wrong-site surgery and what this book refers to
as an off-the-mark procedure. The two terms refer to exactly the same type of events,
but the Joint Commission’s term is confusing because it leads people to think that this
category of events only pertains to surgeries. That is simply not the case.

The original term also led many to think of wrong-site surgeries as wrong-side
surgeries. This sound-alike/look-alike problem has contributed to healthcare
professionals overlooking events that involved the correct side of the body but the
wrong location (e.g., correct arm but wrong location on the arm; correct hand, but
wrong finger; etc.). The term has also caused some to overlook events involving the
wrong patient or procedure. Although there has been a great deal of misunderstanding
stemming from the original label choice, its definitional criteria are quite clear. As
indicated in the table below, a wrong-site surgery/off-the-mark procedure includes any
invasive procedure, including, but not limited to, surgery, which involves one of the four
Ps: wrong patient, procedure, part, or place.



Table 4.1.

What Counts as an Off-the-Mark Procedure
Type of
Services Skin penetration through incision or needle

Fluid or substance injected into a joint or body space
Aspiration of body fluid or removal of body tissue
Insertion of an instrument into a body opening or cavity
Surgery

Type of Error
Wrong patient
Wrong procedure—other than indicated or intended (even if the procedure
helped)
Wrong body part (site)—symmetrical body parts such as legs, arms, feet
Wrong body place or spot (site)—such as a bone’s front vs. back, middle
vs. end

No Exceptions

Any degree of harm, including the absence of notable harm to the patient
Any type of facility—hospital, nursing home, outpatient surgery center, etc.
Any type of provider—physician, nurse, technician, etc.

An off-the-mark procedure refers to the same category of event as a wrong-site surgery, and it includes
the exact same criteria set forth by the Joint Commission. The term off-the-mark procedure is offered as
a substitute because the original term has contributed to widespread confusion about what constitutes
an event.

Furthermore, off-the-mark procedure criteria apply regardless of where the event
occurs, who performs the procedure, and the degree of harm to a patient, including the
absence of harm. For example, if a lab technician drew blood from the wrong patient
and this did not result in harm to anybody, the incident would still count as a wrong-site
surgery/off-the-mark procedure. There are numerous reasons for tracking all such events
regardless of the degree of harm, as will be explained later in this chapter.

THINGS THAT SHOULD NEVER HAPPEN

In the minds of most people, wrong patient, wrong part, wrong place, and wrong
procedure mix-ups should never happen.2 Indeed, the National Quality Forum includes
this category of event among its list of what it literally calls never events, referring to,
as the name implies, a healthcare behavior or patient outcome that should never occur.3
The reason that off-the-mark procedures should never happen is they carry a high
probability of a devastating outcome and are largely, if not completely, preventable.



Well-publicized cases make clear why off-the-mark procedures are thought of as
disturbing events that should never happen. They potentially signal that larger systemic
problems exist. Consider these illustrative cases.

Wrong Leg Amputation: The Willie King Case
The widely publicized case of Willie King unleashed a flood of previously unreported off-the-mark procedures and
drew modern medicine’s attention to this category of events. The fifty-two-year-old Mr. King was admitted to
University Community Hospital in Tampa, Florida, to have his leg amputated. During the procedure, the wrong leg
was removed. By the time the surgeons realized their mistake, it was too late to reverse the damage caused, and
the leg had to be removed. The attending surgeon was fined $10,000, and his medical license was revoked for six
months. The hospital paid Mr. King $900,000, and the surgeon personally paid him another $250,000. The hospital
admitted that a chain of errors culminated in the wrong leg being prepped for the surgery.4

Wrong Embryo Implant: The Susan Buchweiz Case
In a more recent case with a more complex outcome, a Californian by the name of Susan Buchweiz was awarded
$1 million in damages to settle a malpractice lawsuit against a fertility specialist who accidentally implanted her
with the wrong embryos and hid the mistake until her baby was ten months old. But the tragedy did not end there.
The embryos Susan Buchweiz received were intended for a married couple that underwent in-vitro fertilization on
the same day using the husband’s sperm and a different egg donor. The sperm donor was subsequently granted
temporary visitation rights, forcing coparenting among unfamiliar people. Later, the sperm donor and his wife sued
for custody of the three-year-old child that Buchweiz had raised since birth.5

Wrong Sperm Insemination: The Baby Jessica Case
A fertility clinic in New York impregnated Nancy Andrews with the sperm of a complete stranger rather than the
sperm of her husband. Instead of giving birth to a child that resembled both of her Caucasian parents, she delivered
Baby Jessica who was significantly darker skinned. Subsequent DNA testing revealed that Baby Jessica’s
biological father was of African American descent. Although the Andrews have kept Jessica and are raising her
as their own, the couple has filed a medical malpractice suit against the fertility clinic and against the embryologist
who reportedly mistakenly switched the samples.6

Wrong Organ Transplants: The Jésica Santillán Case
Seventeen-year-old Jésica Santillán awaited and was finally scheduled to receive the heart and lungs of a patient
whose blood type matched hers. When the organs arrived, Jésica’s physicians and surgical team failed to check
that the blood types actually matched. They did not. As soon as the incompatible match between blood types was
noticed, the hospital acknowledged the error to Jésica’s family, admitted that simple errors contributed to the
mistake, and committed to learning from this horrible incident. Through concerted effort and extraordinary means,
the hospital was able to quickly obtain a second set of organs for Jésica. But it was too late. Complications arose
as surgeons attempted to replace the initial transplanted organs with the second set of organs. Jésica was left in a
comalike state and pronounced brain dead soon thereafter. The hospital reached an agreement on an undisclosed
settlement with the family, which prohibits the hospital and family from commenting further on the case.7

Admittedly, the experiences in Mr. Houghton’s and these other cases probably
represent some of the most horrifying examples of off-the-mark procedures; not all
events in this category end with such a devastating impact. However, more than perhaps



any other type of medical mistake, off-the-mark procedures are likely to harm both the
patient and his or her providers. Even in the cases of minimal or no physical harm to
patients, they often precipitate a loss of trust on the part of the patient and a loss of
confidence on the part of the providers.

MINOR MIX-UPS BEGET MAJOR SCREW-UPS

If you wonder how a major or invasive procedure can go so terribly wrong, imagine
this: a surgeon approaches the start of his day with the mindset that he has three big
procedures that he has specifically planned and prepared for and a few mundane
surgeries to perform. He goes through the usual routine of confirming with patients the
procedures to be performed, including verification of the proper site of their operations.
But then—as so often happens—there are a few snafus. Among other things, due to an
overflow of cases and scheduling pressures, the patient on whom he will ultimately
perform the wrong surgery—his last patient of the day—gets reassigned to a different
operating room with a different surgical team. This means that the nurse who had
performed the preoperative brief with the surgeon is no longer on the case. Instead, a
new team is assembled to assist the surgeon. The surgery is completed successfully.
However, fifteen minutes later, while dictating the operation report, the surgeon realizes
he performed the wrong procedure on his last patient.

This case really happened. The surgeon immediately apologized to the patient.
Although the surgeon convinced the patient to allow him to take her back into surgery to
perform the correct procedure, she would not see him for follow-up care. According to
her son, she had lost confidence in the surgeon. Having been emotionally traumatized by
the experience, the surgeon, David Ring of Massachusetts General Hospital, felt
compelled to shed more light on the problem of off-the-mark procedures. In 2010, he
published an account of his unfortunate case in the New England Journal of Medicine.8
Dr. Ring’s write-up represents one of the rare instances in which a physician elected to
publicly disclose his error before any press scrutiny or impending media attention.

As noted by surgeon John Clarke of Drexel University, off-the-mark procedures don’t
“just happen.” However, minor mix-ups happen all the time, and it is precisely these
errors that set the stage for major screw-ups. Scheduling errors are notorious for
contributing to major downstream mistakes. Case in point: during the course of writing
this chapter, a medical office assistant attempted to schedule me for a left knee MRI
rather than a right knee MRI, which might have been understandable given that I was
having issues on both sides of my body. I caught and corrected the error—or so I
thought. Apparently, the office assistant’s notes were confusing. When someone
subsequently called from the MRI office to confirm my appointment, she had listed me
for an MRI of both knees. Even if both knees had been subjected to this unnecessary



diagnostic procedure, it would not have been such a terrible thing. And I could have
easily assumed that the surgeon changed his mind and decided after my office visit to
order an MRI of both knees—either for comparison purposes or because I had also been
experiencing minor difficulty with my left knee. But this is the very sort of mix-up that
could easily have contributed to a surgery on a healthy knee. That would have been a
big deal! Interestingly, when I went to my first postsurgical physical therapy
appointment, the clinician assigned to my case was also confused about which knee had
been operated on, at first treating the wrong leg. Clearly, the initial error had lived on.

Here is another example of how easily an off-the-mark procedure might occur. Imagine
that a nurse marks a left leg with an “L” to indicate the location for the preoperative
injection of dye while another nurse marks the same leg with an “L” in a different spot
to indicate where the surgery is to occur. If the surgeon only sees one marking, he or she
could easily operate on the wrong area of the leg. Or, thinking back to Mr. Houghton’s
case, somebody could easily take the consent verification process for granted and
mistakenly direct the surgeon to operate on the wrong side of the body. Such mix-ups
happen too frequently.

The bottom line is there are innumerable ways for minor errors to contribute to
harmful off-the-mark procedures. This is precisely why the Joint Commission focuses
on all off-the-mark procedures regardless of how minor they are in terms of their impact
on patients. Healthcare leaders need to learn about as many as possible so they can
search for patterns that warrant widespread attention.

TOO COMMON FOR COMFORT

You may think of surgery being performed on the wrong patient to be one of the most
unlikely types of medical error. Indeed, the occurrence of these events is rare compared
to the frequency of healthcare-associated infections and medication administration
errors,9 but wrong-patient surgeries account for a substantial portion of off-the-mark
procedures. A study based on hospital-based off-the-mark procedures for the state of
Colorado identified twenty-five instances of wrong-patient operations over a six-year
period.10

Initially, these numbers might sound pretty good. However, they are more concerning
than you may realize. For one thing, the lead author of the Colorado study considered the
numbers to be low and misleading. Concurring with this assessment, a professor of
surgery and public health at Johns Hopkins University said that catastrophic surgical
errors are “a lot more common than the public thinks,” noting further:

Each hospital, whether they publicly admit it or not, and whether or not it’s discoverable in a lawsuit, has an episode
of wrong-site or wrong-patient surgery either every year or once every few years. Almost every surgeon has seen
one.11



Other research has documented anywhere between 1,300 and 4,000 off-the-mark
procedures per year in US hospitals.12

The American healthcare system began systematically studying the problem of off-the-
mark surgeries in the mid to late 1990s when the Canadian Orthopedic Association and
then American Academy of Orthopedic Surgeons endorsed educational campaigns to
prevent such mishaps. Around the same time, in 1997, the American Academy of
Orthopedic Surgeons launched a voluntary “Sign Your Site” campaign, which
encouraged surgeons to initial or otherwise mark the patient’s body on the spot where
the surgery was to occur. Nonetheless, this has not been a robust or popular area of
patient safety research.

The relatively few studies that have been conducted only focused on operating room
surgeries, and many of these studies have been further restricted to include only wrong-
side surgeries (rather than the broader group of wrong person, procedure, part/place
procedures and surgeries). These limitations create artificially low prevalence
estimates of hospital-based off-the-mark procedures and say nothing about the
presumably more common problem of off-the-mark procedures that occur in
freestanding surgical centers where, with increasing frequency, invasive procedures are
performed.

Regardless of the true prevalence of off-the-mark procedures, their occurrence in
hospital and surgical centers is far too common for comfort. This is especially true
considering that by 2004 surgeons were performing 230 million major surgeries per
year. That figure amounts to one major surgery for every twenty-five human beings on
the planet,13 with American surgeons performing more than fifty million operations
annually and American patients undergoing an average of seven operations in their
lifetime.14

WHERE THERE’S SMOKE, THERE’S FIRE

The most minor off-the-mark procedures can, and usually do, signal a more serious
problem. In this sense, they are sentinel events that signal things are not right. They warn
us to look out for signs of danger just as would a guard on a sentinel tower. They signal
“where there’s smoke, there’s fire.”

When the Joint Commission notices a pattern of reported events, it issues a Sentinel
Event Alert. These alerts describe high-risk conditions and underlying causes that are
common across the reported events. To date, the Joint Commission has issued fifty-four
Sentinel Event Alerts to help healthcare organizations determine their need to design
new or redesign existing processes to avoid never events or similar problems, including
off-the-mark procedures (wrong-site surgeries) as a sentinel event.



Without appreciation for the need to actively find and fix root causes of error (as
opposed to incidentally discovering and fixing mistakes), it is easy to end up playing a
game of whack-a-mole—a piecemeal or superficial attempt to solve a problem,
resulting in only temporary or minor improvement. For example, this could amount to
reprimanding or reassigning a surgical team member whose error contributed to an
outcome involving patient harm, only to do so again with the new team member. Or, a
whack-a-mole approach could entail repeatedly catching and addressing a scheduling
error at the last minute in the preoperative area rather than finding a way to ensure that
all the requisite information gets to the operating room scheduler in time to confirm all
essential information. Falling short of finding and fixing the cause of the delayed
paperwork leaves critical details to be attended to on the day of surgery and increases
the likelihood of an off-the-mark procedure.

You might think that a hospital would get to the root of the problem after a high-stakes
failure like any of the off-the-mark cases discussed so far, but that is not necessarily the
case. It is just so much easier to “see” what went wrong at the pointy end of care and
then to overlook the blunt end issues that led to the error in the first place. Rather than
viewing a failure as the smoke that signals a burning fire somewhere else, people have a
tendency to conclude that mistakes represent isolated incidents that can be addressed
through individual and/or idiosyncratic measures. But the Swiss Cheese Model
discussed in chapter 2 makes clear that this is rarely the case. System failures—also
known as blunt end factors—almost always precede human error at the pointy end of
care.

ONE HOSPITAL, ONE YEAR, THREE OFF-THE-MARK BRAIN SURGERIES

In 2007, a hospital was reported to have performed three brain surgeries on the wrong
side of patients’ heads—all within the span of a year. One patient died; the others
survived despite having had their skulls cut and brains unnecessarily exposed in an
extra place. In one case, a nurse observed the mistake but didn’t speak up. In another,
the nurse alerted the surgeon to lack of documentation about which side needed the
operation, but the surgeon told her that he remembered which side was involved. The
nurse questioned him again, but he insisted that he remembered correctly. So, she let it
go. After these two cases, the hospital was ordered to make changes to prevent
recurrences. But soon thereafter, a third case occurred. This prompted the state health
department to dig deeper and discover that although the hospital had made some
improvements within the operating room environment, these changes were insufficient.
They had not spread to the rest of the hospital, leaving room for errors outside the
operating room to contribute to the problem. The state’s Department of Health
reprimanded the hospital and fined it $50,000, and the story hit the press.15



Not long before these three off-the-mark procedures, surgeons at the same hospital
operated on the wrong part of a child’s mouth during a cleft palate surgery. And five
months before that, one of the hospital’s surgeons operated on the wrong finger of a
patient. Although this story might have you thinking this happened in a third-rate hospital
in rural America—you’d be wrong. These events happened at Rhode Island Hospital, a
teaching hospital affiliated with the medical school at Brown University—an Ivy
League institution—that is staffed by the best and brightest physicians. If it could happen
there, it can happen anywhere.

According to the Joint Commission, there was a sense among the surgeons at the
hospital that “I’m very well trained. I’ve done this procedure one hundred times. It’s not
going to happen to me.” In addition to the arrogance and overconfidence of the
physicians, the hospital’s operating room nurses had become too timid to speak up and
hold their ground when they saw safety issues. The end result was that the hospital had
become a place where carelessness about small—though critical—details prevailed.16

After its run on serious off-the-mark procedures, Rhode Island Hospital took more
comprehensive action to minimize the chance of more errors. But what if the hospital
had viewed its first off-the-mark surgery as an important “smoke signal” and diligently
searched to find and fix the cause of the error? In all likelihood, none of the wrong brain
surgeries would have occurred. This problem plays out more often than we care to
think.

Although communication breakdowns and scheduling glitches are common causes of
off-the-mark procedures, the operating room milieu is a contributing factor in almost
every case. It also has been well documented that nurses in hospitals across the country
and abroad routinely experience physician arrogance, intimidation, and bullying.
Consider this conversation that occurred in an operating room in October 2012.17

Surgeon [Standing to the right of a patient under general anesthesia for hernia repair]:

“Which side is the hernia?”

Assisting surgeon: “I don’t know. I did not see the patient.”

Surgeon: “Who saw the patient?”

Assisting surgeon: “The house surgeon from the previous shift.”

Surgeon: “What does it say in the notes and consent?”

Assisting surgeon: “Hernia repair, obviously.”

Surgeon [in anger]: “Obviously! But which bloody side?”

There were a large group of people in that operation room: junior nurses and medical students and other staff.
None of them will speak to the chief surgeon unless they are spoken to. Silence continued for a few moments.

Surgeon [in exasperation]: “Does anybody know the side?”

Medical student puts her hand up.



Surgeon [very impatiently]: “Tell us. What are you waiting for?”

Medical student: “I don’t know for sure, but I was standing on the right of the patient’s bed when I examined him
and I had to reach out across to feel the hernia. So it must be on the left side.

Surgeon: “Left it is then. Let us get this done.”

The surgical team was lucky that day. The medical students had seen two other hernia
preop patients the same day and fortunately they all had left groin hernias.18

We know that simply telling nurses and other personnel to speak up for safety doesn’t
work, but getting staff to speak up for safety is critically important to prevent safety
mishaps. So, what can be done to prevent the continued accumulation of tragic off-the-
mark stories?

Actually, there already exists a straightforward strategy for expediting the sort of
communication among surgical teams that is essential for creating a situation in which it
is safe to speak up for safety. Remember, people often talk about attitude affecting
performance, which is, indeed, true; however, as psychological research has shown, it
is sometimes easier to act oneself into a new way of thinking than to think oneself into a
new way of acting. Providing a specific behavioral script can help hardwire desirable
habits, often serving as the turnkey to behavior change. Healthcare already has an
effective tool in its arsenal that accomplishes this. It’s a checklist called the Universal
Protocol.

THE UNIVERSAL PROTOCOL

The Universal Protocol represents the culmination of work by the World Health
Organization (WHO) to improve surgical safety. In 2002, in the face of worldwide
evidence of substantial public health harm due to inadequate patient safety, the WHO
assembly adopted a resolution urging countries to strengthen their monitoring of patient
safety events. Two years later, it launched the World Health Alliance for Patient Safety,
which brought together heads of agencies, policymakers, and patient advocacy groups
from around the world. The purpose of this alliance is to concentrate actions around
focused patient safety topics. In 2005, the alliance chose healthcare-associated
infections as its Global Patient Safety Challenge, and in 2007 it chose surgical safety as
its second Global Patient Safety Challenge.

The World Health Alliance for Patient Safety selected Dr. Atul Gawande, a Harvard
surgeon and popular writer, to lead the charge to improve surgical safety—an
undertaking that involved experts from around the world who reviewed data and input
from over fifty countries and over 280 million surgeries.19 In his book The Checklist
Manifesto, Gawande details the public health and political process of creating the
Universal Protocol.



Through thoughtful testing and revising, the Universal Protocol became a meticulously
crafted checklist. National and international groups have vetted the Universal Protocol
for use in every operating room and venue where invasive procedures occur. This tool
is a specific behavioral script that is believed to be capable of eliminating the majority
(if not all) of off-the-mark procedures.20 The beauty of this checklist is that it has
balanced brevity and effectiveness, taking as few as two minutes to complete and, yet,
capturing the critical elements for eliminating off-the-mark procedures.

The checklist is segmented into three distinct time-out processes—a preprocedure
verification time-out, a site-marking time-out, and a preincision time-out. The first two
time-outs occur with the active involvement of the patient (if possible) or the patient’s
lay caregiver or advocate. First, the preprocedure verification time-out is performed. It
creates the need to confirm the correct patient, procedure, and site (body part and
place). This occurs before the patient receives any anesthesia—except under emergency
surgery conditions when this is not feasible or when even minor delays could mean the
difference between life and death.

Second, the site verification time-out occurs. The licensed practitioner who is
ultimately accountable for the procedure to be performed must mark the site of the
surgery or procedure, obtaining confirmation from the patient. This process underscores
the need for patients to be explicitly informed about the plan of their care. If, for
example, a patient is eventually going to have both knees operated on but at different
points in time, it can be critically important to understand which one is going to be
addressed first. The surgeon could operate on the right knee but insert a left knee
replacement part. You might think this is absurd, but it happens with too much regularity.
When the patient’s body is marked to indicate the site of the procedure, the marking must
be unambiguous and made with ink that is visible and durable throughout the
procedure.21

Then, after all preprocedure and site verification questions have been resolved, a third
time-out is performed. This occurs prior to making the first cut. Other than the patient,
who is often anesthetized by this point, the time-out must actively involve all members
of the procedure team, including the person or persons performing the procedure,
individuals providing anesthesia, the circulating nurse, and operating room technicians.
In any hospital of reasonable size, it is fairly common for teams of clinicians who do not
know each other to work together. For example, in the hospital where Gawande
operates, there are forty-two operating rooms staffed by over one thousand nurses,
technicians, residents, and physicians who rotate constantly. So team familiarity and
collegiality cannot be taken for granted. Rather, a sense of team must be purposefully
generated, even if it lasts only for the duration of a given procedure.



We know from psychological research that people who do not know each other’s
names generally do not work together nearly as well as those who do. Research has
verified that the Universal Protocol’s process of having people introduce themselves by
name and role prior to the initiation of a procedure dramatically increases the sense of
teamwork among surgeons, anesthesiologists, and nurses.22 Anecdotal reports also
confirm that this “team huddle” improves the likelihood that team members feel free to
speak up for safety in the operating room environment. This seemingly simple
behavioral routine of having team members introduce themselves before the procedure
begins helps to overcome the silent disengagement that pervades many operating
environments. This process minimizes the dangerous silo mentality of “that’s not my
problem.”23

Finally, all team members must agree they have identified the correct patient, correct
procedure, and correct site. This preincision process explicitly invites—actually
requires—everyone on the team to speak before the procedure begins.

A DOUBLE-EDGED KNIFE AND ITS DOUBLE STANDARD

Surgery is a high-stakes endeavor, and surgeons endure years of training and grueling
schedules before they are granted the authority to brutally invade the human body,
bringing it to the brink of death in the hopes of healing and curing their patients. The
chutzpah and drive that surgeons possess (or develop) to sustain them through such
arduous training emboldens them to initiate and oversee life-threatening procedures on a
daily basis. At the same time, their brass necks can undermine their willingness to admit
they are fallible and to own their mistakes. Introducing the use of the Universal Protocol
will inevitably uncover errors. That is the exact point of the checklist.

The Universal Protocol’s process, therefore, brings surgeons into direct contact with
their own fallibility—an aspect of their humanness that they often fight to keep at bay.
The brilliance of the Universal Protocol is that it uncovers errors in a manner that
allows face-saving for every member of the surgical and procedural teams. By design, it
provides the opportunity for minor human errors to be caught and addressed before they
have an opportunity to contribute to devastating off-the-mark procedures. Because the
checklist relies on a highly structured group process, it reinforces team effort and goes a
long way toward overcoming the natural tendency to ascribe blame to a single person
while also maintaining the surgeon’s status as the team leader. In so doing, the Universal
Protocol serves as a powerful reminder that lots of little things go wrong before a big
mistake happens. It makes explicit the steps that must be taken to avoid catastrophe and
establishes the surgeon alone is not responsible for preventing off-the-mark procedures.

Gawande told National Public Radio that when he first brought the Universal Protocol
to surgeons for their use in the operating room, the predominant response was, “This is



a waste of my time, I don’t think it makes any difference.”24 Of those Gawande was able
to convince to give it a try, 80 percent did not want to give it up. Another 20 percent
remained dead set against using it even though 93 percent of the latter group indicated
that they would want it used if they were undergoing surgery!25

OVERCOMING RESISTANCE

Despite its simplicity and the proven effectiveness of this behavioral tool, it has not
been universally implemented in US hospitals and surgical centers26 or outpatient
settings where invasive procedures are performed. Even in hospitals where use of the
checklist has been adopted as policy, many physicians continue to resist using it or use it
inappropriately. The resistance to its proper use is strong, as exemplified from this
excerpt from The Checklist Manifesto:

We doctors remain a long way from actually embracing the idea. The checklist has arrived in our operating rooms
mostly from the outside in and from the top down. It has come from finger-wagging health officials, who are
regarded by surgeons as more or less the enemy, or from jug-eared hospital safety officers, who are about as
beloved as the playground safety patrol. Sometimes it is the chief of surgery who brings it in, which means we
complain under our breath rather than raise a holy tirade. But it is regarded as an irritation, as interference on our
terrain. This is my patient. This is my operating room. And the way I carry out an operation is my business and my
responsibility. So who do these people think they are, telling me what to do?27

In 2010, Gawande shared with National Public Radio listeners that he himself did not
adopt it right away. After having convinced eight US hospitals to use the Universal
Protocol and observe its value, he said he felt like a hypocrite for not using it. When he
finally started using it, Gawande found the Universal Protocol “massively” improved
the safety of his surgeries, noting, “I have not gotten through a week of surgery where the
checklist has not caught a problem.”28

While consulting with a hospital system that had (in theory) adopted the use of the
Universal Protocol, I encountered a group of orthopedic surgeons who had experienced
at least nine off-the-mark operations within a year. It quickly became evident that they—
just like the physicians at Rhode Island Hospital where the three wrong-side brain
surgeries occurred in a single year—had not incorporated the Universal Protocol into
their workflow even though the hospital had adopted it as part of its policy. (As the
saying goes, culture trumps policy.) After much pushback, a key hospital administrator
settled on having orthopedic surgeons adopt parts of the Universal Protocol while
allowing them to skip some steps associated with the first two time-outs before their
patients were anesthetized. Not wanting to lose their business to another hospital in the
area, the administrator caved to the surgeons’ complaint that strict adherence would
require them to redesign their workflow and would cost them time and money.



At the time, I was apoplectic with frustration. Later, I would learn that Gawande—
perhaps the most prominent champion of the Universal Protocol—had discouraged
hospitals from mandating obstinate surgeons from using the checklist or using it as it
was designed. Gawande reasoned—correctly, I believe—that a backlash could form
under a “forced regime.” A single surgeon with a soured attitude could disparage the
checklist and discourage others from trying it or using it appropriately.29 While this
might have been the best response when the Universal Protocol was a new checklist and
in the early stages of implementation and testing, it is hard to imagine that informed
patients would be equally tolerant today. Nonetheless, the manner in which the checklist
becomes universally adopted is critical to its success.

Think again about the three wrong-brain surgeries within the span of a year happening
at an Ivy League teaching hospital. With the benefit of hindsight, it became clear that
surgeon buy-in about the hospital’s Universal Protocol policy was lacking, and that this
contributed to surgeons not using (or properly adhering to) the protocol. And as we
know now, personnel outside the operating room had not been educated about the
importance of getting things right before scheduling patients or sending patients to the
operating room. To elicit full compliance will always require some modification of a
hospital’s broader-care delivery system.

Knowing that any surgical team is capable of committing an off-the-mark procedure
and that the Universal Protocol is a powerful, efficient, and an essentially cost-free
error prevention tool, it is hard to continue to excuse surgeons and other healthcare
providers from using it. (Anecdotally, I am happy to report that the hospital where I
recently underwent orthopedic surgery used the Universal Protocol in its entirety.
Furthermore, it had incorporated the essential steps into information displayed on
whiteboards on the wall in every patient’s preop area. And the information was easy for
everyone to see, including the steps that have been completed or still need to be
completed.)

So, what can be done to ensure that the Universal Protocol is universally adopted in
all hospitals and that referring clinics prepare patients to actively participate in the
process? You can probably guess that generating interest in its use from the ground up is
going to be the key to success. When healthcare providers begin to encounter patients
who are sufficiently informed to request the Universal Protocol as part of their surgical
or invasive care, they will shift from viewing its use as something forced on them from
the-powers-that-be to considering it a choice they are willing to make to protect their
business and their patients.

MAKING SURE THE “STUPID STUFF” ISN’T MISSED



The main purpose of the Universal Protocol is to eliminate off-the-mark procedures.
However, this power-packed checklist also contains steps to ensure that potentially life-
threatening details are not overlooked. During the preincision time-out, the checklist
forces the surgical team to determine whether the correct and essential blood products,
implants, devices, and special equipment are available before the first cut—the very
things that could have made a difference in cases already discussed. While some have
claimed that the Universal Protocol will not eliminate every single off-the-mark
procedure, there is evidence that it can eliminate at least 73 to 75 percent of them.30 If
referring clinics were to be included in implementation processes, success would
probably be higher (perhaps close to 100 percent) because over 10 percent of off-the-
mark procedures are due to the surgical facility receiving incomplete or inaccurate
information from referring medical offices.31 Furthermore, there has been haphazard
implementation of the checklist, lack of proper education regarding its use, and ongoing
tolerance of an operating room culture with “tribal” affiliations between team members
with clashing priorities.32

Even surgeons, who believe the tool is unnecessary, agree it is nearly impossible to
argue that its use could be harmful. Once patients begin to understand the power and
protection offered by consistent and proper use of the Universal Protocol, they—just
like nearly all surgeons who used it—would want it to be used as part of their care.

Really, who can deny that modern medical care has become so complicated and
fractured that it is simply not safe to perform an invasive procedure, including surgery,
without conducting a preprocedure checklist? As surgeons and patients come to
appreciate that the Universal Protocol is a checklist that is designed to make sure the
“stupid stuff” isn’t overlooked while clinicians are focused on complex clinical
decisions, we will be well on our way toward widespread adoption of this powerful
tool.

GREATER EXPECTATIONS

The public gasps when they hear the occasional news stories about horrific off-the-mark
procedures, like those experienced by Willie King, Susan Buchweiz, Baby Jessica, and
Jésica Santillán. And rightfully so. Since the average person experiences seven
surgeries in his lifetime, we all have skin in this game of getting things right. When the
day arrives for your surgery or otherwise invasive procedure, you—like surgeons—are
likely to be concerned about a lot of things (or overfocused on a few big things to the
exclusion of some little things).

Nonetheless, as a patient, you have the greatest opportunity to protect against an off-
the-mark procedure33; most of us just don’t know it. That is why widespread
understanding of the importance of the Universal Protocol, including performing



preprocedure time-outs with patients’ active involvement, must become the established
routine. We need to get to the point where beginning the procedure without these vital
pauses will come to feel as awkward as driving a car without a seatbelt now feels to
most Americans. But everyone—not just surgeons—needs a structured process to make
sure the “stupid stuff” isn’t overlooked. Once you are wheeled into the operating room
or procedural room, your ability to impact what transpires is limited. That is why there
must be a “hard stop” to prevent the procedure from beginning without the third and last
time-out.

In The Checklist Manifesto, Gawande recounts a clever “hard stop” method a surgeon
devised for making sure he remembered to perform the third and final time-out of the
Universal Protocol. The surgeon designed a metallic tent that was six inches long—just
long enough to cover a scalpel—that was stenciled with the phrase “Cleared for
Takeoff.” He arranged for the tent to be placed in the surgical instruments kit. He
instructed nurses to set the tent over the scalpel while laying out the instruments to be
used in each surgery. This served as a cue—the sort of reminder that we all need—to
run through the preincision time-out before the first cut. Furthermore, it also established
that the surgeon could not begin the operation before the nurse gave her okay by
removing the Cleared for Takeoff tent.

As you will read in chapter 6, what Gawande stumbled upon was a good example of a
solution that had been “invisible in plain sight.”

SEIZE THE DAY!

Compared to Semmelweis’s fate for championing change, Gawande’s has been golden.
As described in chapter 3, Semmelweis, a surgeon in the early 1800s, was one of the
first to proclaim that handwashing could eliminate the infections that were killing
mothers who delivered their babies in Vienna hospitals. Semmelweis turned out to be
correct, but his contemporaries never accepted his view. Rather, they declared him a
lunatic, drove him out of town, and forced him into an insane asylum where he died
from an infection. Fortunately for all of us, Dr. Gawande’s peers have heralded him as
an accomplished surgeon, a superb writer, and an internationally renowned medical
innovator.

Carpe diem! Let’s seize the day by putting Dr. Gawande’s checklist manifesto into
proper practice across the country and throughout the world. Let’s make universal use
of the Universal Protocol.

TAKING IT TO THE STREETS

Dr. Gawande’s work and leadership on checklists has set the stage for engaging
surgeons in the use of the Universal Protocol. Just as it is true for the prevention of



healthcare-associated infections and deadly medical errors, patients will need to
become informed and active participants in efforts to promote consistent use of the
Universal Protocol.

In order to be able to confirm the correct procedure, physicians must learn to
communicate clearly with patients about the name and nature of the planned procedure,
and patients must learn the proper name of the procedure and what it involves. The days
of passive patients who put blind trust in their physicians must come to a close. Patient
passivity may never have been in the best interest of patients, but it most definitely is not
a safe approach in today’s complex, complicated, and fragmented healthcare system.

The tables below contain information that could be used to design educational
campaigns and public alerts with corresponding sticky messages and sample language
for communicating to prevent off-the-mark procedures. While it may not be advisable to
adapt the Universal Protocol apart from systematic testing, the manner in which its
material is communicated to the public can be adapted to meet a given hospital’s or
community’s needs and preferences—a point discussed further in chapter 6.

Table 4.2.

WHAT YOU NEED TO KNOW
Off-the-Mark Procedures
Information for Patients
Each year thousands of surgeries and other invasive procedures are performed that involve the wrong
patient, wrong body part, wrong place on a body part, or wrong procedure. These are called off-the-mark
procedures (or wrong-site surgeries). When scheduling and performing surgery and other invasive
procedures, minor errors can lead to major disasters.

To prevent common mix-ups, you must know the name of the procedure and exactly where the
procedure will be performed on your body. On the day of the surgery, the healthcare provider who is
going to operate will speak with you before you are sedated. Together with you, that provider will verify
your identity, the name of the procedure, and where it is to be performed. The provider will mark your
body in the right place. If any of these steps are overlooked, it is important to speak up before you are
sedated.

Before allowing anyone to sedate you, make sure the provider who will be treating you takes a time-out
to review your name and date of birth, the procedure you are to have, and marks your body accordingly.
Speaking up for safety is not about challenging providers; it is about helping them. By participating in this
process, you can help prevent tragic mishaps.

Information for Providers
When performing surgery and other invasive procedures, minor mix-ups are easily made, and such
errors can have disastrous consequences. Therefore, the Joint Commission now requires use of the
Universal Protocol to prevent off-the-mark procedures (also called wrong-site surgeries).

Through meticulous testing and revision, the Universal Protocol has emerged as an efficient and
effective checklist that has the capacity to eliminate most, if not all, off-the-mark procedures. The beauty
of the Universal Protocol is its balanced brevity and effectiveness. In addition to preventing off-the-mark
procedures, the Universal Protocol ensures relevant documentation is present, diagnostic and radiology
tests results are labeled and properly displayed, and any required blood products, implants, devices,



and special equipment are available. The two to three-minute process required to complete the
Universal Protocol also builds cohesion among team members, which increases the likelihood that
someone will speak up for safety if necessary.

The Joint Commission now requires use of the Universal Protocol; however, it is your responsibility to
use it consistently and in the manner that it was intended. Using a checklist is not an expression of
weakness; it demonstrates your commitment to delivering the best care possible. Even highly
competent surgeons and world-renown facilities have found the Universal Protocol frequently catches
minor errors that could have led to tragic mistakes. After trying it, almost all surgeons say they would
want the Universal Protocol used if they were to undergo surgery. Yet too many still resist using it (or
resist using it properly) due to their denial of human and system fallibility. Don’t be in denial.

Table 4.3.

PATIENT ACTION PLAN
Off-the-Mark Procedures
TIMING ACTION ✓

Before scheduling a
surgery or other invasive
procedure

I know what an “off-the-mark procedure” is.
I understand that minor scheduling and preoperative mix-ups can
lead to serious problems.
I am aware that even the best healthcare facilities and most
competent providers sometimes make errors that can lead to major
mistakes.
I know the name of my surgery or procedure and where it will be
performed on my body.
I reviewed the Universal Protocol handout the clinic gave me, or I
have considered reviewing the protocol online.

When scheduling a surgery
or other invasive procedure

I made sure the office confirmed:

my name
date of birth
name of my procedure
where the procedure will be performed on my body.

I asked what lab tests or radiographic images the facility needs and
who is responsible for getting them there.
I asked if the Universal Protocol would be used with me.

Before the day of the
surgery or other invasive
procedure

I practiced what to say if a time-out is not taken with me to confirm
three important steps:

1. confirm my identity
2. review the name or location of my procedure, or
3. mark my body with the provider’s initials.

I have considered having someone with me on the day of the
procedure who can assist with this patient action plan.

Before I am sedated, I will make sure my provider:



On the day of the surgery
or invasive procedure

verifies my identity
reviews the name and location of my procedure
marks my body on the correct spot with his or her initials

I will speak up if anything is incorrect, doesn’t seem right, or if any of
the three steps are skipped.

Table 4.4.

WHAT YOU CAN SAY

Sticky Message:
Catching Minor Mix-Ups Prevents Major Screw-Ups

When Scheduling a Surgery or an Invasive Procedure

Patient Request Professional Response
“Since we don’t want anything to
go wrong, do you use the
Universal Protocol to perform
time-outs with patients?”

“Yes, we use the Universal Protocol. Thank you for asking. I’m
glad you know about it.

It is important to participate in the time-outs, so you must learn the
name of your procedure and know exactly where it will be
performed on your body. We will write this out for you, but let’s go
over that information now.

The name of your procedure is ___. It will be performed here ___.
To make sure I’ve been clear, would you repeat that back to me?”

Before the Body Is Marked or Before the Patient Is Sedated

Patient Request Professional Response
“I’m glad you’re marking my knee,
but let’s make sure I’m scheduled
for the correct procedure.”

“Absolutely! I almost marked your leg without verifying your ID and
the name of your procedure. Let’s start again.”

“Wait, before you sedate me, the
surgeon has not marked my body
with her initials.”

“Thank you for stopping me. I thought that had been done. I’ll be
back after the surgeon has reviewed the procedure with you and
marked your body.”

If you are interested in more detail, ask your healthcare providers for a copy of the Universal Protocol
or search it online to (a) reinforce your familiarity with the checklist process and (b) support their efforts

to consistently use the Universal Protocol.



CHAPTER 5

Deadly Doses and Dangerous Drugs

Avoid Medication Errors and the Overuse of Opiates

Josie King
Eighteen-month-old Josie King was admitted to the hospital for second-degree burns. Over the course of about two
weeks, Josie was treated with opiates to control her pain. When Josie’s mother, Sorrel, arrived at the hospital early
one morning, she found Josie to be unresponsive and called for help. The staff immediately gave Josie a dose of
naloxone—a rescue medication that quickly and temporarily reverses the effect of opioids. The naloxone worked
briefly, but a second dose was necessary. Both times Josie received the rescue medication, she perked up and
wanted something to drink. Later that morning, Sorrel told Josie’s surgeon, with whom she had developed a good
relationship, what happened. The surgeon agreed to discontinue the painkillers and issued a verbal order to do so. A
few hours later, while Sorrel was rubbing ointment on Josie’s feet, a gruff nurse who was new to Josie and Sorrel
arrived with a syringe of the pain medication in hand. Sorrel questioned the nurse, but the nurse rebuffed her
concerns. The nurse injected the opiate in Josie and almost immediately Josie’s eyes rolled back in her head. She
quickly became unresponsive. Sorrel screamed for help, but it was too late. Josie went into cardiac arrest and
experienced oxygen deprivation that left her brain dead. As a result, two days before she was to be discharged
from the hospital, Josie died.1

NOTHING ABOUT ME WITHOUT ME

Even though a great deal has been written about this event, including Josie’s Story, a
memoir by Sorrel King, it still has great currency for bringing to light issues related to
the safe use of drugs inside (and outside) hospitals and other healthcare settings.2 The
cascade of errors that led to Josie’s death is what makes it such an illustrative, though
heartbreaking, patient safety story. How the hospital responded to Josie’s death is as
inspiring as the story is tragic.

During the course of being treated for second-degree burns, doctors had placed a
central line catheter in Josie. The central line was used to make it easier to administer
essential fluids and medications. Along the way, the line became infected. Because
Josie’s doctors planned to discharge her within two days, they decided to remove the
central line and administer medications orally. As a side effect to the oral antibiotics,
Josie began having diarrhea and vomiting. Without a central line in place to deliver
fluids, Josie became dehydrated. When a patient becomes dehydrated, his or her
condition can deteriorate rapidly, which, in turn, can cause the body to go into a
dangerous state of septic shock. Sometimes behavioral signs of septic shock are
apparent before clinical tests and other metrics make the problem obvious. Indeed,



Josie’s fluid input and output metrics looked okay, but they belied what Josie’s mother
saw. As you will learn, Sorrel’s observations and resultant concern were mostly
ignored. Consider this excerpt from Sorrel’s book:

I asked her [the nurse] what she was doing and told her that Dr. Paidas had given orders for Josie not to receive
more methadone.

“Don’t give it to her,” I said as she neared Josie’s bed.
“The orders have been changed,” she responded.
Something didn’t seem right. Why were the orders changed? Should I knock the drug out of her hands and

scream for help? Was I missing something? Stop, slow down, I told myself. I am at Johns Hopkins, the best
hospital in the country. These doctors and nurses are the smartest. They know more than I do. They must have
changed the orders for a reason, a good reason. They know what they are doing. I moved aside and stood there as
Brenda [the nurse] squirted the drug into Josie’s mouth. I continued rubbing ointment on her feet.

“Look, a crocodile tear,” Amy [another nurse who was familiar with Josie] said.
I looked and there it was, one single tear sliding down Josie’s cheek. I wiped it away, thinking to myself how

strange it was that in the two weeks since Josie and I had been in the hospital this was the very first tear I had
seen. I began taking off my gloves and cleaning up, but when I looked back at Josie I stopped dead in my tracks.
Her eyes had rolled back in her head. “Josie? Josie!” I shook her. She was not responding. I screamed for help.
Amy screamed for help and starting pushing buttons on the monitors.

“Look at her! Look at her! Someone help!” I screamed.
A dozen nurses and doctors raced to her bed with metal tables and trays and equipment. I felt myself being led

out of the room and into the hall . . . They put me in a small, windowless room. A chaplain stood quietly in the
corner, and I wondered why he was there.3

At first, the hospital told Josie’s parents they suspected Josie had succumbed to a
massive infection, but Sorrel thought otherwise. Eventually, the hospital realized that the
opioid painkiller (methadone) was central to this event. Josie’s body did not tolerate the
last shot of methadone. After the drug was administered, Josie experienced a cardiac
arrest that led to oxygen deprivation. Because Josie no longer had a central line, it was
difficult to get rescue medications into her quickly. The time without oxygen resulted in
brain damage. And Josie, who was on the verge of being discharged after more than two
weeks of successful hospital care, died.

The surgeon ordered pain medications stopped because Josie no longer appeared to be
in pain and because opioids can cause or intensify dehydration, which had become
apparent to Josie’s mother. However, the pain management specialist, an
anesthesiologist who saw Josie later that morning, was more concerned about the
consequences of abrupt withdrawal from the opioids. By the time the anesthesiologist
saw Josie, the surgeon had left the unit, although one of his surgical residents was still
there. The resident disagreed with the anesthesiologist’s concern, so the anesthesiologist
pulled rank. Without speaking to the surgeon, she ordered more opioids (although at a
lower dose).

What makes this case disturbing is that the anesthesiologist knew Sorrel had her guard
up against more pain medication for her infant daughter, yet she chose not to share her



thoughts or decision about ordering more painkillers with Sorrel—effectively cutting
the patient’s advocate out of the loop. When Sorrel objected to the nurse giving the
medication, the nurse dismissed her concerns and disregarded her objection.

The Swiss cheese effect had taken hold. A cascade of errors culminated in failure of
the worst kind. The hospital didn’t protect Josie from picking up an infection, a
communication breakdown between physicians led to poor management of a powerful
painkiller, a failure to communicate prevented a mother from having a say in her child’s
care, and a nurse disregarded a mother’s expressed objection to treatment. Oops, oops,
oops, oops, boom!

Josie’s story screams for better teamwork to improve communication among all
members of the healthcare team. Patients and families should not have to bully their way
onto the team. After Josie’s death, many hospitals started completing rounds at the
patients’ bedsides, with the express purpose of involving them and their families in the
decision-making process. There is ample evidence to demonstrate that this type of
communication improves the quality and safety of care.4 Bedside rounding has been
shown to add additional and relevant information in nearly half (46 percent) of the
rounds.5 Regardless, rounding at the bedside supports the humane and compassionate
concept of “nothing about me, without me”—something that has been discussed by
patient safety leaders for some time6 and that the National Patient Safety Foundation
aspires to enable all patients to express.7 After all, a physician’s propensity to err is
great, although often denied, and a patient is often the only person who can provide a
critical piece of information that may avert disaster.

A MEDICATED SOCIETY

Modern societies, and the United States in particular, have become reflexive in
associating symptoms with drug interventions. At last count, seven out of ten Americans
take at least one prescription medication on a daily basis. More than half of all
Americans take two types of daily prescriptions, and nearly a quarter takes five or more
daily.8 In one year alone (2011), 4.02 billion drug prescriptions were written for US
patients. This equates to an average of thirteen prescriptions for every man, woman, and
child, with roughly one new prescription every month for every American.9 This
massive amount of daily drug use does not include over-the-counter or hospital-
administered drugs. Research indicates that over 80 percent of US adults use over-the-
counter drugs as a first response to minor ailments with a total of 2.9 billion retail trips
annually to purchase over-the-counter medications.10

Perhaps it should be no surprise that dangerous drug combinations represent a leading
cause of hospitalization. National data indicate that by 2005, nearly 7 percent of all US
hospital admissions were specifically for adverse drug reactions,11 with a rate that is



more than one-and-one-half times higher among elderly patients.12 In addition to the
medications patients are on when they are admitted to a hospital, additional drugs are
almost always added to their regimen after they are admitted. Ensuring that hospital
patients receive the right medications, at the right times, in the right doses, and through
the right routes can be extremely complex and complicated.

EPIC-LEVEL DRUG HARM

Like healthcare-associated infections, hospital-induced medication errors have reached
epidemic proportions. They alone represent a major public health crisis that appears to
be intensifying each year. Fifteen years ago, To Err Is Human estimated that seven
thousand US hospital patients were dying annually as a result of medication errors. It is
now widely accepted that this figure represents a significant underestimate of the
magnitude of the problem, then and now. Besides the historic issue of the underreporting
of hospital-based medication errors, the number of medications that patients take before,
during, and after they are hospitalized is much greater today than it was in previous
decades. With the increased rate of medication use, the risk of medication-related harm
and error has increased exponentially.

Looking at data from a single year (2011), 286.2 million drug orders were placed for
patients admitted to US emergency departments, and another 329.2 million orders were
placed for patients admitted to US hospital outpatient departments, totaling over 615
million drug orders among patients treated at hospitals without being admitted.13 In that
same year, millions more drug orders were placed for patients who were admitted to
inpatient units.

A major investigation of data during the 2006 to 2008 time frame indicated that more
than seventeen billion drug orders were written for hospitalized patients annually.14

Also in a single year (2000), individuals living in nursing homes were found to receive
an average of nearly seven routine prescription medications per day and between two
and three additional medications on an “as needed basis.”15 And the rate of prescription
drug use among nursing home residents has been on the rise ever since.16

It is impossible to come up with a single figure or estimate that would accurately
capture the extent of harm that results from current rates of drug ordering, prescribing,
and over-the-counter purchasing. That is a black number—a number that is not precisely
knowable. Nonetheless, the US Food and Drug Administration has a reporting system
that sheds some light on the subject. This system, which is commonly called MedWatch,
is the world’s largest database of voluntary, spontaneous reports of adverse drug
reactions and drug errors.

An adverse reaction refers to instances of unintended or harmful drug reactions that
could not be predicted, such as a first-time allergic reaction. A drug error refers to a



preventable mistake that has the potential to cause harm while in the control of a
healthcare professional, patient, or consumer. For example, prescribing a drug to which
a patient has a known allergy would count as a drug error.

While MedWatch includes all adverse drug events, the voluntary nature of the system
assures that its data generates gross underestimates of the full magnitude of adverse drug
events, including an underreporting of drug errors.

A few years ago, researchers used MedWatch to conduct an in-depth analysis of
adverse drug reactions from 1998 (when the system was first created) through 2005.17

They discovered that both the rate of US prescriptions and adverse drug reactions
increased each year. In 2005 (the last year of the study), MedWatch documented 15,107
fatal adverse drug reaction cases and another 89,842 serious adverse drug reaction
cases—cases that caused harm but did not result in death. Furthermore, the annual
increase in adverse events grew four times faster than the rate of prescriptions,
especially among elderly patients.

FREQUENCY AND COST OF DRUG ERRORS IN HOSPITALS

To get a handle on the relative frequency of adverse reactions versus drug errors, one
study looked at ten common types of unanticipated patient harm and then checked to see
how often each harm category was due to an unavoidable complication versus an error.
Only one out of the ten categories was more likely to occur as a result of an unavoidable
complication—drug-related events. Specifically, error was involved in only 10 percent
of drug-related instances of harm. Yet in the other nine categories of patient harm, human
error was involved in 35 percent to 91 percent of the cases.18 Even a 10 percent error
rate among the high volume of hospital drug orders would amount to tens of millions of
medication errors per year, a significant portion of which would result in death or
serious harm. In fact, that is precisely what more recent evidence suggests. A 2013
publication that was based on a rigorous analysis of national databases indicated that,
as of 2008, over 1.7 billion drug orders were processed in US hospitals with up to 1.7
million drug errors.

To Err Is Human suggested that—based on a conservative assessment—seven
thousand medication-related hospitals deaths occurred among US patients each year.19

At the time (1999), this figure was shocking. Today, patient safety experts can only wish
that the magnitude of harm were as low as that report originally estimated.

Recently, the Institute of Medicine estimated approximately one medication error
occurs per day for every US hospital patient.20 Some researchers have documented that
at least one million serious hospital medication errors occur each year;21 others have
estimated that approximately 20 percent of hospital medication errors could be life
threatening.22 Astounding as such figures are, recent research by the Office of the



Inspector General indicates that the rate of preventable drug harm to Medicare
beneficiaries in nursing homes exceeds that of hospitals.23

No matter how you look at it, the rate of medication error and associated harm that
occur in hospitals, nursing homes, and the community is beyond any rational level of
comfort. And this is an expensive problem. As of ten years ago, on average, medication
errors added $2,000 to the cost of a hospitalization, which amounted to over $7.5
billion in annual US hospital charges.24 In today’s dollars that would amount to over $11
billion annually.

WHY SO MANY ERRORS?

How could there not be so many medication errors? Within a hospital environment, it is
common for one physician to order a medication that one or multiple nurses will
administer, while other physicians and nurses monitor its effects and alter the patient’s
subsequent drug regimen. Along the way, the prescribing physician must communicate
the treatment plan with whomever might administer the medication. Once a drug is
ordered, it must be obtained from the pharmacy, checked against the patient record for
allergies or other adverse indications of its use, and administered to the right patient, in
the right dose, via the right route, and at the right time. At every step, someone must
determine, through observation or inquiry, whether the medication is working as
intended and without ill effect. Every step of this process must be documented, and
every step is a source of potential error.

Patients on adult inpatient medicine units will typically receive medications for
several different chronic and acute conditions. Such patients could easily receive fifteen
or twenty individual doses of medication administered by three or more different nurses
in a single twenty-four-hour period.25

Research suggests that serious drug errors are about as likely to occur when ordered
and administered, although they are less likely to occur during the transcription phase.26

Ordering errors often result from insufficient knowledge on the part of providers with
prescription privileges—a factor over which patients have essentially no control once
they are hospitalized. Patients also have little or no control over errors that are made by
a clerk during the process of transcribing a provider’s order or during the process of
medications being dispensed to a hospital unit. However, patients can be enormously
helpful in eliminating errors during the administration process.

Medication administration errors tend to occur for one of two reasons: first, “silly”
and “stupid” mistakes that any of us can make (akin to pouring orange juice in our
morning coffee or on our cereal); second, communication breakdowns. Regarding the
first common cause: minds are prone to frequent slips and lapses, especially if we are
distracted, tired, stressed, or mentally overloaded—the very conditions with which



nurses must contend on a daily basis. As summarized in the table below, there are few
common sorts of mistakes and factors that contribute to medication administration
errors.27

Table 5.1.

Common Sources of Medication Error
Simple
Miscalculations

Basic mathematical calculation errors can result in drug errors through careless
transposing of units. For example, confusing micrograms and milligrams would
result in a patient receiving one thousand times the intended dose of a drug.
Misplacing or misreading decimal placements leads to similar types of dosage
errors.

Look-Alike,
Sound-Alike
Drugs

It is easy to confuse drugs with names that look or sound similar to each other. For
example, Losec (that treats heartburn, stomach ulcers, and gastroesophageal
reflux disease) is known to get confused with Lasix (that treats fluid retention and
high blood pressure).

Illegible
Handwriting

The problem of poor handwriting is so great that the Joint Commission alerted
hospitals and healthcare professionals to the fact that prescriber handwriting is
implicated in many drug errors.

Verbal Orders Verbal orders—regardless of whether they are shared in person or by phone—are
more prone to error than handwritten orders. Different accents, dialects, and
pronunciations as well as background noise, interruptions, and unfamiliar drug
names and terminology often create problems when hearing and interpreting verbal
orders. For example, it would be easy to mishear an order for erythromycin instead
of azithromycin; an order for Klonopin 0.1 mg instead of clonidine 0.1 mg; or an
order for Viscertol rather than Vistaril.

When walking into an unfamiliar unit, juggling a handful of sick patients, or trying to
complete all the necessary tasks at the end of a shift, it’s all too easy for anybody to
experience a degree of mental overload. To combat information overload, our brains
search and sweep the environment until something grabs its attention, and it masterfully
fills in the gaps when information is missing. Without realizing it, we direct our
attention to what seems like the most salient pieces of information and blot the rest out
of our conscious minds. Thus, we routinely act upon a picture that is based on “just a
flickering view” of reality. The result is called inattentional blindness—instances
when the eyes see what the mind expects rather than what is really there.28

TECHNOLOGY TO THE RESCUE—YES! (AND NO!)

Because medication errors are so numerous and a leading cause of healthcare-induced
harm,29 the industry has expended considerable effort and resources to develop health
information technology (IT) specific to reducing this problem. Three leading health IT



interventions include computerized physician order entry (CPOE) systems, barcode
medication administration (BCMA) systems, and electronic medical administration
record (eMAR) systems.

Computerized physician order entry (CPOE) systems are electronic prescribing
systems that intercept errors when they most commonly occur—at the time medications
are ordered. With CPOE, physicians enter orders into a computer rather than on paper.
Orders are integrated with patient information, including laboratory and prescription
data. The order is then automatically checked for potential errors or problems. Specific
benefits of CPOE include prompts that warn against the possibility of drug interaction,
allergy, or overdose; accurate, current information that helps physicians keep up with
new drugs as they are introduced into the market; drug-specific information that
eliminates confusion among drug names that sound alike; improved communication
between physicians and pharmacists; and reduced healthcare costs due to improved
efficiency.30

Recognizing that CPOE systems have a remarkable potential to reduce the rate of
error, national healthcare organizations support Leapfrog’s ongoing efforts to drive
more hospitals to safely implement and use them. Each year, the number of hospitals
using CPOE continues to rise, but “it’s troubling that not all CPOE systems give
appropriate warnings for orders that might have tragic consequences for patients.”31 In
order to fully meet Leapfrog’s current standards, hospitals must adopt CPOE for at least
75 percent of their medication orders using a CPOE system that includes provider-error
prevention strategies and demonstrate their inpatient system can alert physicians to at
least half of common, serious prescribing errors. They demonstrate the safety of their
systems through a simulation process that has them run mock orders provided by
Leapfrog through their systems to see how many known errors their system flags.

The 2014 Leapfrog Hospital Survey results indicated that 34 percent of US hospitals
voluntarily completed the annual survey and that over 90 percent of them used CPOE in
at least one hospital unit. Fifty-nine percent of Leapfrog-reporting hospitals entered at
least 75 percent of their orders electronically. During the testing of the effectiveness of
systems used in hospitals that completed the Leapfrog simulation, it was discovered that
failure rates remain unacceptably high. During simulation tests, CPOE systems failed to
issue a warning on potentially harmful medication orders 36 percent of the time. Further,
the number of potentially fatal orders that weren’t flagged by CPOE systems remained
above 10 percent, at 13.9 percent.32

Like CPOE, barcode technology has also been useful in reducing, though not
eliminating, errors during the drug-dispensing and administration phases.

Barcode medication administration (BCMA) systems are electronic scanning systems that intercept medication
errors at the point of administration. When administering medications with BCMA, a nurse scans a barcode on the



patient’s wristband to confirm that the patient is the right patient. The nurse then scans a barcode on the medicine
to verify that it is the right medication at the right dose, given at the right time by the right route. BCMA is typically
used in conjunction with electronic medication administration record (eMAR) systems. An eMAR serves as the
communication interface that automatically documents the administration of medication into certified Electronic
Health Record (EHR) technology. By linking BCMA with the eMAR, information on medication administration is
captured in a much timelier manner than a manual documentation process can accomplish.33

Each of these technological advances—CPOE, eMAR, and BCMA—has the capacity
to reduce drug errors in every phase of the process, from ordering to administering
medications. Rates of error have been reported for each phase of the hospital
medication process. Maximal benefit can be realized by using health information
technology systems in a coordinated fashion. For example, both eMAR and BCMA can
eliminate some medication errors, but using these two systems together increases the
capacity to eliminate error. And although routinely using barcodes has proved to be
useful in healthcare, they are still only used in about 65 percent of US hospitals.
Forthcoming Leapfrog standards will help address BCMA gaps and drive remaining
hospitals to implement BCMA and help all hospitals to use BCMA safely.

Table 5.2.

Using Technology to Reduce Drug Errors in Hospitals
Medication Process Percentage of Errors Technology Potential to Avert Errors
Ordering 39% CPOE 55%

Dispensing 11% BCMA 67%

Administering 38% BCMA + eMAR 51%
Another 12% of errors are estimated to occur when a clerk transcribes a physician order, which CPOE
has the potential to eliminate. All figures are based on several independent studies presented to the
Center for Medication Safety Advancement in October 2012.

Technology is important, but technology alone cannot solve the problem of medication
errors; it is never foolproof. Technology is only as good as the systems that support it
and the people who use it. Some spectacular CPOE implementation failures forced the
industry to accept that CPOE systems are not “plug and play” systems. Since CPOE
systems were first introduced, healthcare has learned a lot more about how these
systems affect workflow and how to prepare providers for their use. A growing number
of hospitals hire outside consulting groups to assist them with training during system go-
lives.34 Because healthcare was willing to learn from early CPOE and other technology-
related failures, it has improved patient safety.35 But it is also fair to say that too many
of the individuals using electronic health information systems on a routine basis remain



unaware of inherent system shortcomings and associated risk factors, as exemplified by
what happened to a Chicago couple and their newborn.36

Genesis Burkett
Genesis Burkett, a tiny infant, was born to first-time parents who had experienced two previous miscarriages.
Although Genesis was born prematurely, he was expected to survive and do well. While being cared for in a
neonatal intensive care unit, Genesis received what was supposed to be routine fluid therapy involving a saline
solution. He was accidentally administered a dose that was sixty times higher than prescribed. He died soon after
this incident. His death resulted from a series of errors that began with the kind of human error that people often
make when filling out electronic forms. A pharmacy technician mistakenly typed the wrong information into a
computer. Because of the mix-up, an automatic machine dispensed a fluid bag for an adult, ultimately resulting in a
massive overdose of sodium chloride. This error was compounded by the fact that the IV mixing machine—that
could have identified the problem—did not have the automatic alerts feature turned on. Furthermore, the IV bag’s
label did not match its contents and the pharmacist never double-checked the label. To make matters worse, blood
tests showed that the baby’s sodium levels were high, so a physician ordered a repeat test; however, a technician
assumed the initial lab reading was wrong and the repeat test was never performed. A year after Genesis’s parents
filed a lawsuit, the hospital agreed to pay them an $8.25 million settlement.37

The Genesis Burkett tragedy showcases how easily information that is incorrectly
entered into an electronic medical system—a decidedly human error—can be
perpetuated throughout the delivery care process through the use of technology. It also
highlights the dangers of overdependence on technology. In a public statement following
the Genesis Burkett case, a spokesperson for the hospital where the event occurred
appropriately said:

This event has only heightened our focus on patient care. We have taken comprehensive steps across [the
healthcare system] to ensure this type of tragedy does not happen again. The steps include having pharmacists
double-check IV bags, making sure that what is on an IV bag reflects what is actually in it.38

Thinking in terms of the Swiss Cheese Model described in chapter 2, the pharmacist
made the initial error (human error) that led to the wrong medication being dispensed to
the ward (technology-related error). However, once on the ward, the nurse failed to
check the label on the medication against the order that was in the patient’s medical
record (human error). As noted above, other blunders occurred as well, including a
decision not to have the relevant eMAR alert turned on (system issue). A simple slip or
lapse of attention—the kind of error that everybody is prone to make on occasion—will
sometimes initiate a cascade of errors and set the domino effect into motion. At the end
of the day, safety is a people business, and the human factor can never be forgotten.
Everyone must play his or her part to maintain safe care.

OVERCOMING A FALSE SECURITY

As it did for me, perhaps the Genesis Burkett tragedy will remind other behavioral
scientists of the infamous Kitty Genovese case. Ms. Genovese was a young woman who



was stabbed to death near her home in the Queens borough of New York City. The story
made headline news because numerous neighbors witnessed the stabbing, but nobody
did anything. While some of the details have been disputed over time, this horrific urban
legend prompted many psychologists to study what is now recognized as the bystander
apathy or bystander effect. The bystander effect refers to the reality that people are less
likely to take action to protect someone when others are around who could also do so.
The more bystanders, the more diffused an individual’s sense of responsibility becomes
and the less likely it is that anybody will offer help. In one experiment that recreated the
Kitty Genovese case, 70 percent of people called out for help when they were alone
with a woman in distress while only 40 percent did so when other people were
around.39

The field of patient safety has its corollaries to the Kitty Genovese case. It is easy for
individual members of the healthcare team to discount the importance of their safety
precautions, believing that other known safeguards are in play. Technology is one of
those other protective barriers notorious for lulling healthcare professionals into a false
sense of security by diffusing the sense of individual responsibility. The existence of
error-catching technology can reduce the likelihood that providers will engage in error-
prevention safety practices because automated technology that rarely, if ever, gets
something wrong minimizes our felt need to be vigilant. And when something doesn’t
seem right, we are prone to distrust our own perceptions. So the more contact with
technology that alerts people to error, the more ingrained their false sense of security
can become.

In a similar way, people sometimes discount their perceptions because of what
psychologists refer to as groupthink. It occurs when a group of people becomes
cohesive enough that a member of the group becomes reluctant to share contradictory
information because he wants to maintain harmony. More succinctly, business writer
Megan McArdle calls this groupidity: doing something stupid because other people
around you seem to think it is safe.40

Nurses are especially vulnerable to this phenomenon because humans are more likely
to take unsafe risks when working in teams or working under pressure—exactly how
nurses routinely operate. But so too are more diverse groups of healthcare providers
who work in teams and under intense circumstances—like ICU teams that are tight or
surgical teams that have worked together for a long time. Unfortunately, the cohesion
that helps teams to work together smoothly can also contribute to a sense of
overconfidence and lead team members to engage in unacceptable levels of risk,
collectively rationalizing away obvious warning signs.41

UNINTENDED CONSEQUENCES



With workloads that are already barely manageable, whenever a new procedure or
policy is introduced, nurses will discover shortcuts to keep moving at their usual pace.
When a shortcut is found to work well for one person, with barely a wink or a nod,
others pick up the trick. The more people engage in these practices without them being
questioned, the more ingrained they become until they are thought of as acceptable
workarounds.

A workaround is a method, sometimes used temporarily, for achieving a task or goal
when the usual or planned method isn’t working. In information technology, a
workaround is often used to overcome hardware, programming, or communication
problems. Once a problem is fixed, a workaround is usually abandoned.42

For example, when barcoding is used properly, additional time is required to
appropriately scan every medication dose and patient wristband at the patient’s bedside.
Because medication administration has been noted to occupy up to one-third of work
time among hospital nurses,43 it is a natural target for timesaving workarounds. One
study documented fifteen types of barcoding workarounds. For example, when
barcoding was introduced on hospital wards, nurses were observed affixing patient
identification barcodes to computer carts, scanners, doorjambs, and their personal
clothing and to carry several patients’ prescanned medications on carts as they moved
between patient rooms.44 Some nurses were seen cutting the bands off patients’ wrists to
avoid needing to be with the patient when entering information into an eMAR system.
For the same reason and to the same ill effect, when there aren’t enough medication
dispensing machines (cabinets that provide computer-controlled storage, dispensing,
and tracking capabilities), nurses have been known to stockpile unused medications and
“borrow” them to give to another patient when in a hurry. They also saved time by
removing medications for multiple patients while the cabinet was open for only one
patient and grabbing multiple doses at once.

On a system level, it can be difficult to distinguish a valuable adaptation from a
misguided workaround. Once a CPOE system is implemented, hospitals adjust their
capabilities, especially by turning off specific system alerts. Some alerts occur so
frequently that they run the risk of alert fatigue, which is “caused by excessive numbers
of warnings about items such as potentially dangerous drug interactions. As a result,
providers may pay less attention to or even ignore some vital alerts, thus limiting these
systems’ effectiveness.”45 A review of seventeen studies found that, as of 2006,
providers were overriding or ignoring 49 percent to 90 percent of CPOE alerts.46

While consulting with a healthcare system, a cardiologist convinced the hospital to
turn off a commonly occurring drug-interaction alert. He reasoned that he and his
colleagues, like all reasonably competent cardiologists, were keenly aware of the risks
associated with the particular drug interaction and knew how to manage it safely. The



problem was that physicians from other specialties weren’t as aware of such risks or
how to handle them, and physicians from the emergency department were using the same
drugs with some regularity. After the alert was turned off, two serious safety events,
including a death, occurred before the healthcare system realized it needed a broader
and multidisciplinary CPOE modification review process.

As an organization that monitors the safety of CPOE systems postimplementation,
Leapfrog has emerged as a leading advocate for establishing standards around
leadership oversight and training before, during, and after implementation of new health
information technology. Progress has been made in recent years, and it is expected to
continue.

THE HUMAN SIDE OF DRUG SAFETY

The information presented so far should make it apparent just how hard it is to ensure
patients receive the right medication and only the right medications. As Gawande
explains in The Checklist Manifesto, some four thousand drugs now exist for treating
over thirteen thousand diagnostic options, making the process of getting things right both
a complex and complicated undertaking. Drug safety is complex because it is not always
possible to know the best medications to prescribe. This requires thoughtful decision
making that is based on a lot of information that a physician might not have at his or her
fingertips or might not have learned. Drug safety is also a complicated process because
it requires attention to many details and/or steps.

A person’s ability to attend and focus, or what is sometimes referred to as a state of
mindfulness, has a significant impact on the likelihood of error. Mindfulness is highly
variable from one day to the next, and it can shift without a moment’s notice. As noted
earlier, nurses are chronically working under conditions that tax their ability to stay
focused and concentrate, leaving a wealth of opportunity for error to occur during the
medication administration process. So healthcare has developed the concept of the Five
Rights of Medication Administration to help nurses cue themselves into being mentally
cognizant of their actions when giving medications to patients. The Five Rights refer to
the properties listed below.

1
Right Patient

2
Right Drug

3
Right Dose

4
Right Route

5
Right Time

The Five Rights of Medication Administration can help catch many of the errors that
commonly occur during the medication administration process. However, the Five
Rights are intended to be the end goal of the medication process, not the be-all and end-
all of medication safety. The Institute for Safe Medication Practices writes this about the
Five Rights:



They are merely broadly stated goals, or desired outcomes, of safe medication practices that offer no procedural
guidance on how to achieve these goals. Thus, simply holding healthcare practitioners accountable for giving the
right drug to the right patient in the right dose by the right route at the right time fails miserably to ensure
medication safety. Adding a sixth, seventh, or eighth right (e.g., right reason, right drug formulation, right line
attachment) is not the answer, either.47

The Five Rights focus on individual performance and not on human factors and system
defects that may make completing the tasks difficult or impossible,48 so the Institute for
Safe Medication Practices also warns about the danger of engaging in workarounds,
even when they don’t result in bad outcomes:

The healthcare practitioners’ duty is not so much to achieve the five rights, but to follow the procedural rules
designed by the organization to produce these outcomes. And if the procedural rules cannot be followed because of
system issues, healthcare practitioners also have a duty to report the problem so it can be remedied.49

Of course, it is equally imperative that those with the authority to make the system
changes respond when medication workarounds are identified. Otherwise, providers
will continue to use them and place patients at risk. After all, most nurses carry intense
workloads and employ workarounds because they seem like practical ways to get the
job done—not because they intend to cause harm. When nobody listens to real
challenges they face, nurses carry on in the best ways they know how—even if it means
disregarding some safeguards.

NO MAGIC BULLET, BUT TWO GOOD HABITS

A patient can easily be caught in moments that exist between when workarounds surface
and when they are eradicated through systemic hospital improvements. They are also
vulnerable to receiving medications in moments when a nurse is distracted. There is no
magic bullet to making sure that every patient receives the right medication and only the
right medication. At the actual point of medication administration, there is, however, a
strategy that can significantly reduce the chance of an error.

Whenever possible, patients and family members must partner with nurses to make
sure that two essential medication safety habits occur: (1) verification of patient
identification and (2) a review of our Five Rights. Just like handwashing and time-outs,
the general public can learn when these two safety habits should occur and observe
whether they do occur because they involve concrete and straightforward actions.

In chapter 4, I discussed the fallout from improper patient identification before
surgeries and other invasive procedures, but the failure to properly identify patients
during medical testing, transfusions, the discharging of newborns to families, and the
administration of medications also causes problems. The World Health Organization,
the Joint Commission, and the Joint Commission International came together to draft a
solution to the patient identification problem. Jointly, they advise that, whenever



possible, proper patient identification must: (a) actively involve patients in the
identification process, (b) begin by asking patients to identify themselves by name, and
(c) verify patient identity by at least two pieces of information—usually name and date
of birth, which are to be checked against other documentation such as a medication
order, medical record, or lab order.50 Furthermore, an in-depth analysis of patient
engagement efforts that included patient interviews reported that patients say they are
more likely to speak up when providers introduce themselves before treating patients
because they equate it with an invitation to participate.51

As noted above, technology can help avert patient safety mishaps by catching
identification errors; however, technology will not eliminate the need for some degree
of human checking. During a twenty-month period, 236 voluntary reports were made of
wrong patient identification due to missing wristbands and wristbands with incorrect
information.52 Even as barcode technology improves, there will still be distinct
advantages of verbal confirmation of a patient’s identity. First, technology itself, and the
energy source that supports it, can malfunction. Second, the identification process is an
opportunity for a momentary patient-nurse interaction that can create a sense of caring—
something that helps the healing process and has been corroded since the introduction of
electronic health records systems and related technologies.

Asking patients to participate in a review of the Five Rights may seem too
complicated, but it isn’t. More importantly, to the extent that nurses embrace the
“nothing about me without me” concept, it should seem unfathomable to administer drug
therapy to patients without their participation in the Five Rights (whenever patient status
allows). Too often, though, nurses walk into patient rooms and change their IV bags or
say things like, “I’m just going to give you some medication now” and proceed to
deliver medication through existing portals.

Including patients in the review of drugs they are to be given creates an opportunity for
a two-person check. For certain, these would be imperfect, but independent double
checks do reduce error substantially. The Institute for Safe Medication Practices reports
that, time and again, use of independent double checks has been shown to catch up to 95
percent of errors.53 Nonetheless, nurses and other healthcare providers have resisted
routine use of independent double checks because it is incredibly time-consuming to
track down another healthcare provider. They also object to heavy reliance on
independent double checks because when the process becomes too routine, it is easy to
perform it on autopilot—checking without really paying attention to what is written or
communicated.

Having patients participate in the medication checking process does not suffer from
either of the sources of resistance associated with independent double checks between
two providers, while also conferring additional benefits. First, the amount of time it



takes to include patients is miniscule compared to the time it takes to track down another
provider. The second person—the patient—is always right there. Second, for patients,
the process of double-checking medication will never become as automatic as it is for
nurses who must do it every day of their working lives. Also, the patient typically has
the greatest investment in getting things right, and the process itself can help patients see
that they are part of the healthcare team.

When patients come to appreciate the importance of these concrete safety behaviors,
they will become tolerant, if not outright appreciative, of what may seem to many like
annoying and dimwitted redundancies. In the process and without realizing it, people
will be acting their way into a new way of thinking about medication safety. Once
people are tuned into the magnitude of medication errors and patients start collaborating
with nurses on medication administration safety habits, word will spread about errors
that were caught and near disasters that were averted. As these scenarios unfold and
stories get told, the importance of verifying patient IDs and reviewing drug orders with
patients will become understood and reinforced. This safety behavior will become
accepted as “just what patients and nurses do.”

THE SPECIAL CASE OF OPIATE PAINKILLERS

I thought about ending this chapter after discussing specific safety habits that can help
eliminate medication administration errors. However, the United States is in the throes
of a terrifying heroin epidemic that is related to the use of opiates in hospitals and
freestanding surgical centers. The problem is seriously threatening the safety of
individuals, hospitals, and society. According to the Centers for Disease Control and
Prevention, 1.9 million Americans are struggling with addiction to opiate painkillers.

Several factors are likely to have contributed to the severity of the current prescription drug abuse problem. They
include drastic increases in the number of prescriptions written and dispensed, greater social acceptability for using
medications for different purposes, and aggressive marketing by pharmaceutical companies. These factors together
have helped create the broad “environmental availability” of prescription medications in general and opioid
analgesics in particular . . . [which] account for the greatest proportion of the prescription drug abuse problem.54

The CDC further clarified that some people become addicted to opiates because they
fail to take them as prescribed (taking more than the number of pills prescribed at any
one time or taking them too frequently) or because they mix them with alcohol and other
drugs. However, a small number of people may become addicted even when taking them
as prescribed.

Drug addiction is a complex issue; so what does it have to do with patient safety? The
answer: plenty. And if you were to ask Carolyn Weems that question, she would quickly
make the connection clear. The strongest risk factor for heroin use is addiction to
prescription painkillers—the very class of drugs that are prescribed for over half of



American hospital patients. So, who is Carolyn Weems? She is a school board member
in the city of Virginia Beach, Virginia—the area of the country where I live—and a
mother who recently lost her twenty-one-year-old daughter, Caitlyn. Caitlyn was a
much-loved soccer star that suffered a number of sports injuries that required surgery
and other treatments. As Weems explains, Caitlyn would get injured, the family would
seek treatment for the injuries, and Caitlyn would be prescribed pain medications.55

Recounting how the properties of pain medications and heroin are virtually identical,
Weems refers to Caitlyn’s prescription drugs—Percocet, Vicodin, Dilaudid, Fentanyl,
Demerol, and Darvon—as heroin.56 If you’re like me, hearing this for the first time may
sound alarmist, but Weems’s perspective turns out to be accurate. Because prescription
opiates are not cut with other substances that dealers use to make heroin easier and
more lucrative to sell on the streets, prescription opiates actually represent a purer and
potentially more addictive form of heroin.

This problem of heroin addiction stems directly from opiate prescriptions, and it is
now affecting people of all races and socioeconomic backgrounds—a phenomenon that
is vividly detailed in Dreamland: The True Tale of America’s Opiate Epidemic, a 2015
award-winning book by journalist Sam Quinones.57 Quinones shares the stories of real
people whose lives fell from grace as they became unexpectedly addicted to opioid
painkillers. When their prescriptions were threatened, many would “doctor shop,”
borrow pills from a friend, or buy them on the street or over the Internet. When these
options ran out or became too expensive, many turned to the cheap, street alternative—
heroin. When the musician Prince died from an accidental overdose in May 2016, his
death drew considerable national attention to this epidemic.

Individuals who have been prescribed an opiate painkiller are forty times more likely
to abuse or become dependent on heroin. In 2013, 169,000 Americans became first-time
users of heroin. Between 2011 and 2013, heroin use in the United States increased
among men and women, most age groups, and all income levels. In the same period, the
number of heroin deaths doubled, claiming 120 deaths per day.58

In 2015, the CDC director summarized the problem this way:
Heroin use is increasing at an alarming rate in many parts of society, driven by both the prescription opioid
epidemic and cheaper, more available heroin. To reverse this trend we need an all-of-society response—to improve
opioid prescribing practices to prevent addiction, expand access to effective treatment for those who are addicted,
increase use of naloxone to reverse overdoses, and work with law enforcement partners like the DEA to reduce
the supply of heroin.59

To be clear, opiates are essential to modern medicine. Many invasive and surgical
procedures could not be performed without them, and they speed the recovery process
by enabling patients to more quickly resume normal activities. Although powerful, these
drugs can be safely used with most patients; however, getting the dosages properly



titrated to a patient’s medical and mental status could be improved with input from
patients and family members—because even subtle changes in a patient’s status can
affect the safety of opiate drugs.

Unintended advanced sedation (overdosing) and respiratory distress from opiates can
result in insufficient oxygen, pulmonary edema (swelling), hypothermia, and death.

Effectively managing opiate treatment in hospitals is challenging because how patients
respond is influenced by a host of acute medical factors, including the length of time a
patient spent under general anesthesia, the presence of other sedating drugs, any surgical
incisions that may impair breathing, and the patient’s general state of health. How
opiates impact patients is also affected by preexisting conditions, such as sleep
disorders, obesity, snoring, pulmonary and cardiac dysfunction or disease, smoking
status, and age. Complicating things further, one of the vital signs used to titrate opiate
doses is the patient’s report of pain, which is an inherently subjective self-reported
measure. A patient’s history of substance abuse and addiction is another nonmedical
factor that affects the safety of opiate treatment.

For a time, hospital use of the drug that brought Josie back from a state of serious
oversedation—naloxone—was considered the “cost of doing business.” Today, there is
growing appreciation for the idea that the need for naloxone, in and of itself, constitutes
a patient safety event. Like healthcare-associated infections, the need for hospitals to
use naloxone can no longer be dismissed as a necessary ill.

Input from patients and patient advocates is centrally important to the safe use of
opiates. To a degree, these drugs must be ordered based on the patient-reported felt
need for the medications. Because patient input impacts how these drugs are used, they
and their lay caregivers must be informed of the potential dangers of these medications,
the signs of overdose and dependence, and what to do if they or their loved ones have
concerns. With over half of all hospital patients receiving opiate drugs, there is a
compelling reason to enlist patients and their lay caregivers in the process of accurately
administering and monitoring them.

PAINKILLER PRECAUTIONS

When patients leave the hospital, there is far less ability to monitor patients’ use of and
response to these medications. Sending patients home from the hospital with
unnecessary opiate prescriptions can create potentially serious problems for patients
and/or those around them. The more an addictive drug is prescribed, the more likely it
will be diverted and abused.60

Especially upon discharge, it is critical that patients and their lay caregivers
understand the importance of using the least amount of opiate medication required, as
well as the signs of opiate overdose and dependence, the dangers of mixing opiates with



alcohol and other medications, and the fact that a personal and family history of alcohol
and drug abuse may increase a person’s chance of opiate abuse or diversion of their
medications for misuse by themselves or others who have access to them. Simply asking
patients if they have a history of alcohol or substance abuse is not a sufficient
preventive measure. Without adequate knowledge about why this question is asked,
many patients fail to appreciate the importance of full disclosure.

A NURSE’S NIGHTMARE, ANYONE’S NIGHTMARE

Worldwide, up to thirty-six million people abuse prescription opiates, including about
1.5 million Americans over the age of twelve.61 The problem has hit healthcare
providers hard, especially nurses. The Nurses is an in-depth investigation of the
working lives of hospital nurses and their shocking behind-the-scenes secrets by best-
selling author Alexandra Robbins. The book follows a nurse who struggles with her
addiction to opiates and history of taking doses prescribed for her patients. The author
describes the tactics that nurses use to steal these medications from hospitals, nursing
homes, hospice care centers, and other workplaces.62 For example, nurses are supposed
to “waste” (safely discard) patients’ leftover pain medications, but it is easy for them to
take them home. One nurse admitted to peeling pain patches off nursing home patients.63

It is also easy for nurses to give patients only a portion of what is prescribed for them
and pocket or shoot up the rest. Furthermore, a number of studies suggest that the
problem is actually many times higher among nurses than the general population due to
their chronic work-related stress and easy access to these powerful drugs. Robbins
notes that the American Nurses Association estimates that 6 percent to 8 percent of
nurses are now impaired at work due to substance abuse, often involving opiates.

The Nurses also includes this riveting side note: Jan Stewart, a twenty-eight-year
certified nurse anesthetist who was president of the American Association of Nurse
Anesthetists and widely respected and beloved by colleagues, suffered from addiction
to opiates and died at the age of fifty from an opiate overdose. Nurse Stewart’s
addiction began with the painkillers she was prescribed after back surgery. Just as a
main character in The Goldfinch,64 a 2013 Pulitzer Prize–winning novel, nurses (and
others) can appear to be functioning relatively normally while seriously abusing opiate
drugs. Such may be true of other groups of employees, especially those whose jobs
place them at high risk of being physically hurt or injured.

According to anonymous surveys colleagues and I collected in October 2016 from
industrial workers from over fifty companies in Virginia, over 10 percent reported they
sometimes take prescription pain medication to perform their jobs. While some
percentage of the respondents may have been referring to the use of non-narcotic
prescription pain medications, this is unlikely to be the case for the majority of them. A



recent twenty-one-state analysis of treatment for work-related injuries that did not
require surgery indicated that 78 percent of employees received opioids, with state
rates ranging from a low of 60 percent (Connecticut) to a high of 90 percent (Arkansas).
Although respondents to our Safety & Leadership Survey were not from one of the
highest opioid use states, they were from the southeastern region of Virginia known as
Hampton Roads, which has a documented problem with the overuse of opioids.65

Moreover, the rate of opioid use among injured workers is high (60 percent or greater)
even in states with comparatively low rates of opioid use.

The problem of opiate-heroin abuse can strike anyone, anywhere. Carolyn Weems was
right to be worried about others suffering the same tragedy that her family must now
endure. Between 1995 and 2002, the number of American teenagers who had used
heroin increased 300 percent. So in 2015, Weems posted about the problem on the
Virginia Beach City Public Schools website, wrote about it in the local newspaper, and
convened a meeting of over two hundred parents and professionals from Virginia Beach
to candidly discuss the issue.

In her crusade, Weems grabbed the attention of Virginia’s attorney general, Mark
Herring. Ever since, Weems and Herring have been dedicated to making the public
aware that people of all ages, stages, and classes are using heroin. In 2014, more teens
in Virginia died from heroin than from car accidents.66 A 2015 investigation revealed
that nine hundred nurses in Virginia were publicly disciplined for stealing drugs at work
in the past few years.67 The problem of opiate/heroin addiction is not limited to
Virginia; it is a serious national epidemic. In fact, looking at the rate of opiate
prescriptions by state, Virginia falls in the bottom half.68

We can, and must, do a better job of managing patient pain while averting such
unacceptably high rates of opiate prescriptions, diversion, abuse, addiction, and death.
Indeed, providers must familiarize themselves with the CDC opiate guidelines that were
released in 2016 that promote judicious use of opioid painkillers;69 however, solving
the opioid/heroin epidemic will require a societal—not just medical—response.
Moving forward, efforts to curb this epidemic will require dedication inside hospitals
as well as in our communities.

In addition to providing a summary of key information (table 5.3), a patient action plan
(table 5.4), and a sticky message with sample language for promoting safe medication
administration (table 5.5), this chapter also offers a summary of key information about
the safe management of opiate drugs (table 5.6).

Table 5.3.

WHAT YOU NEED TO KNOW
Medication Administration Errors



Information for Patients
Medication errors are common. Every patient is at high risk. On average, hospital patients experience
one medical error per day. Such errors are even more common in nursing homes. Most hospitals use
electronic health records and other technologies to reduce the chance of drug errors, but technology
cannot catch all errors. Making sure you receive the correct drugs (and only those drugs) requires
focused attention.

Whenever you are able to participate, nurses should invite you to verify your identity and review these
Five Rights:

1
Right Patient

2
Right Drug

3
Right Dose

4
Right Route

5
Right Time

Information for Providers
Approximately 17 million drug errors occur in US hospitals each year. The rate of error is even higher in
US nursing homes. Hospitals use various technologies to prevent drug errors, but technology is not
perfect. It is only as good as the systems that support it and the people who use it. So, never allow
yourself to develop a false sense of security because technology usually gets things right.

While there is no magic bullet for preventing all medication errors, two safety habits can eliminate many
of them. Whenever possible involve patients to: (1) verify their identity and (2) review the Five Rights of
Medication Administration. Doing so creates a two-person check without needing to track down another
provider, and it has the potential to catch up to 95 percent of medication administration errors.

Table 5.4.

PATIENT ACTION PLAN
Medication Administration Errors
TIMING PATIENT ACTION ✓

ASAP I created a written list of all my medications, including:

prescription drug dosages, routes of delivery (oral, patch, etc.), and
timing (how often I take it)
over-the-counter drugs I take on a regular basis
my name and date of birth

I am prepared to bring my medication list to all medical appointments and
facilities where I will be treated.
I reviewed my medication list with a family member or friend and/or let
someone know where I keep it, so they can help in an emergency.

Before being
admitted to a
hospital

I know the Five Rights refer to the right:

(1) patient, (2) drug, (3) dosage, (4) route, and (5) time.
I practiced what to say if a nurse or someone else attempts to give me a drug
without reviewing the Five Rights with me.

I will expect my identity to be verified by two pieces of information before a
drug is given—even if this must happen many times each day.
I will speak up whenever care providers: fail to introduce themselves, verify
my ID, review the Five Rights with me; or if something doesn’t seem right.



Table 5.5.

WHAT YOU CAN SAY

Sticky Message:
Safety Starts with a Name

When Someone Walks into a Patient Room without Introducing Himself or Herself

Patient Request—Examples Desired Response—Examples
“I’m glad you’re here to help, but
would you mind introducing
yourself?”

“Forgive me for not introducing myself. My name is ___. I am a
___. I am here to ___.”

“I know you’re my nurse, but I’ve
forgotten your name and I’m
wondering what you’re doing to my
IV bag.”

“My name is Laura. I will be your nurse until 10 p.m. and I am
here to check your medications at the start of my shift. Sorry I
didn’t explain that when I walked in. How are you doing?”

Sticky Message:
ID Me Before You Treat Me

When Someone Wants to Do Something to You without Verifying Your ID

Patient Request—Examples Desired Response—Examples
“Nurse Mary, I know we’re familiar
with each other, but let’s double-
check my ID and review the order
before you push drugs through my
IV.”

“Thank you, Mrs. Jones. This is a busy place. I don’t want to let
a mistake slip through the cracks.”

“Mr. Brown, I’m eager to get my X-
ray, but would you verify the name
on the order before you transport
me?”

“Absolutely! Thanks for checking. I meant to do that. Let’s do
that right now.”

Sticky Message:
No Review, No Drugs
If Someone Attempts to Administer a Medication Before Reviewing It with You

Patient Request—Examples Desired Response—Examples
“It might have been reviewed
before, but let’s make sure we have
the right patient and medication.”

“Thank you for checking. Let’s check that your wristband
matches the order and review the order together. Let me know if
anything is incorrect, if you have questions or something doesn’t
seem right about the drug, dose, method of delivery, or timing.”

“Nurse Kevin, before you connect
that medication bag, would you mind
reviewing the order with me?”

“Of course! I love caring for patients who help make sure we get
things right.”

“Dr. Jones, as far as I know, there
have been no changes to my
medication, but let’s review
everything to make sure no mix-ups
have occurred.”

“Yes, let’s do that right now. I am glad you’re paying close
attention to the medications you are getting.”

Table 5.6.

WHAT YOU NEED TO KNOW
Opioid Painkillers



Information for Patients
Opioid painkillers are one of the most commonly prescribed medications. They are important for helping
patients manage their pain, especially after surgeries and invasive procedures. Opiates can speed the
recovery process by helping patients resume normal activities as soon as possible. However, these
drugs are powerful, addictive, and overprescribed.

The need for painkillers is subjective, and the ability of patients to tolerate such drugs varies widely.
Disclose any history of alcohol or drug abuse to your providers because this can affect your reaction to
the medication. Always take as little pain medication as necessary. Although hospital providers do
everything they can to monitor patient reactions to pain medications, patients are unique and patient
status can change rapidly. Therefore, family and friends involved with your care must feel free to call
attention to any signs that you may be overly sedated or dehydrated.

Even highly competent doctors and nurses can overlook important signs and symptoms. To the best
of your ability, speak up if you feel unnecessarily sleepy, unresponsiveness, or dehydrated. Ask about
nondrug treatments for pain and non-narcotic (nonopioid) pain medications. They can be as (or more)
effective than opioids for treating chronic pain.

Information for Providers
Beginning in the 1990s, pharmaceutical companies and pain management experts promoted opioid
painkillers as relatively nonaddictive, but we now recognize that opioid painkillers are highly addictive.
They should be used sparingly and not as a first-line treatment for chronic pain.

Because opioid use has increased dramatically over the last five to ten years, opioid addiction now
affects 2.5 million Americans on a daily basis. Once addicted, many people turn to inexpensive heroin
when they cannot afford to obtain prescription opioids. In fact, 80 percent of heroin users first used
opioids for pain relief.

In 2016, the CDC released a new opioid guideline. Familiarize yourself with its twelve specific
recommendations to help you determine (a) when to initiate or continue opioids; (b) how to select,
dosage, monitor, and discontinue opioids; and (c) how to assess opioid risks and harms.



CHAPTER 6

Beyond the Bedside

Improve Patient Safety One Community at a Time

A Deadly Chemotherapy Mix-Up
The mother said, “That doesn’t look like the chemo she has gotten previously. Are you sure it’s right?” She asked
again a bit later. And she asked a third time. She was right and her child—who had a curable cancer—died of a
chemotherapy mixture error. The nurse confirmed each time that the label on the bag was accurate. And each
time, the nurse assured the mother it was the right medication. And she was right—the label said the right thing.
But that wasn’t what was in the bag.

I was responsible for the pharmacy and pharmacists who were the source of the error and resulting death of a
lovely seven-year-old girl and the devastation of a mother who felt she didn’t do enough to protect her child. As an
organization, we were long in our safety journey and this horrific death showed us how far we had to go. Together
with the pharmacy department team members, we faced the reality of what we had done and created a short list
of terrible things never to be repeated.

—Roundtable participant, NPSF Lucien Leape Institute1

UNITED IN SAFETY

Every time I read the above excerpt, I cringe. This tragic chemotherapy mix-up
exemplifies how easy it is for mistakes to occur and reminds us that patient concerns are
too likely to be overlooked, even when they signal that a major patient safety event may
be about to occur. Like the examples in previous chapters, this story exposes how
devastating it can be for patients when basic human error slips through the cracks. It
also reminds us that providers don’t walk away unscathed.

With a vision to create a world where both “patients and those who care for them are
free from harm,” the National Patient Safety Foundation recently updated its strategic
plan with four major goals. It now seeks to:

Engage with Patients, Families, and Communities
Engage the Healthcare Community
Partner with Key Stakeholders
Impact Healthcare Leaders and Policymakers

Furthermore, as of 2016, the foundation’s theme became “United in Safety,” meaning
“everyone involved in the healthcare process plays a role in the delivery of safe care.”2



This chapter introduces a well-established public health strategy that is tailor-made
for operationalizing the foundation’s vision. Although community coalitions have been
largely ignored by the patient safety movement, they have a proven track record for
addressing public health problems with characteristics just like patient safety’s most
pressing issues, which is why it is my hope that creating community-based patient safety
coalitions and connecting their efforts with hospital-based initiatives becomes the next
wave of the patient safety movement.

This chapter explains how community coalitions specific to patient safety can
overcome existing barriers and why doing so represents an urgently needed strategy to
kick-start a new wave of the movement.

THE ROAD TO HARM IS PAVED WITH GOOD INTENTIONS

What has been the fallout of healthcare’s repeated failure to create patient advisories
and engagement interventions that offer sufficient input from their target audience?
According to an analysis conducted by a now former fellow at the Harvard School of
Public Health, existing advisories—even those created by leading US healthcare
organizations—generate unrealistic expectations.3 Among other problems, they may
create unreasonable demands on lay caregivers given people’s schedules, preferences,
and capabilities. Worse yet, some might precipitate a loss of confidence and trust in
hospital care.4 Consider the following information that has been extracted from
prominent patient safety advisories.

Unrealistic Expectations—Example A
Ask a trusted family member or friend to stay with you, even overnight, when you are hospitalized. You will be able
to rest more comfortably and your advocate can help to make sure you get the right medications and treatments. . .
. If you do not recognize a medication, verify that it is for you. Ask about oral medication before swallowing, and
read the bags of intravenous (IV) fluids. If you’re not well enough to do this, ask your advocate to do this.5

Unrealistic Expectations—Example B
If you’re going into the hospital . . . your most important step is selecting someone you trust to be your healthcare
advocate. . . . The most important attribute for your healthcare advocate is the willingness and ability to speak up
—to ask questions when things happen that you don’t understand and to insist that people take the necessary
measures to protect you from harm.6

It is easy to imagine how anxious a patient and/or family members might feel upon
reading such information while in the hospital or shortly before someone is admitted.
Raising public awareness about safety is important, but current approaches have done
little to help people protect themselves or their loved ones. The availability of
informational pamphlets certainly hasn’t put a dent in the magnitude of the crisis.



What’s more, the Harvard analysis also suggests that existing advisories may do more
harm than good by exacerbating a lingering sense of guilt among patients and family
members. When mishaps do occur, patients might be left feeling like they should have
done more especially if they didn’t speak up or believe they should have persisted
longer when providers rebuffed their concerns. The advisories could also cause
providers to view outspoken patients as “difficult patients” and allow this perception to
influence the quality of their care.

Undoubtedly, patients can play a critical role in decreasing the occurrence of patient
safety events—but the utmost care must be taken to prevent the perception that the
healthcare industry wishes to transfer the burden of responsibility for safety to patients.
Yes, hospitals and other healthcare organizations have an obligation to invite patients to
engage in the process—for everyone’s well-being—but healthcare organizations cannot
demand that all patients become effective partners in safe care, nor can they blame
patients when they fail to come to the aid of their providers.

I will never forget when a neurology colleague lambasted me for what he perceived as
my causing patients to challenge his authority. This otherwise measured and kindly
pediatrician stormed into my office one day and screamed, “You’re causing patients to
question my diagnosis. This needs to stop!” He also asked administrators of the medical
school where we worked to cease and desist all media attention for my work that
exposed the overuse of psychiatric drugs and threatened my career mobility. Although
this occurred more than ten years ago, the experience is a potent reminder that
unintended and negative consequences might befall patients and others who speak up for
safety unless their providers are also prepared to view such actions in a positive light.

The health and functional ability of providers are also riding on the development of
realistic patient-engagement strategies. Think about the various examples of tragic
errors in this book. How can we meaningfully engage patients in safety initiatives
without inappropriately shifting the burden of responsibility to them, without disrupting
the patient-provider relationship, and without otherwise causing more harm than good?

LESSONS LEARNED FROM SOLVING OTHER TOUGH PROBLEMS

Insights about how to best engage patients and families (as well as providers) may be
gleaned from the work of Jerry and Monique Sternin. As a couple, the Sternins spent
their careers tackling complex public health problems around the world. In every
instance, they discovered effective solutions by connecting with the people who were
dealing with the problem on a personal level. In fact, this insight represents the
prevailing message conveyed in the book that they coauthored with Richard Pascale, a
global business consultant and associate fellow at Oxford University’s business school.
The Power of Positive Deviance provides vivid and compelling examples of the power



of ordinary people to come up with ingenious, inexpensive, and sustainable solutions to
complex problems.7

As explained in The Power of Positive Deviance, the Sternins discovered that
stubborn crises, like reducing childhood malnutrition in Vietnam and curbing the
practice of female genital mutilation in Egypt, are best viewed as adaptive problems.
Adaptive problems refer to issues that are (a) embedded in complex social systems and
(b) require social and behavioral change to yield transformative results. Solving
adaptive problems always requires getting people to break old social and behavioral
patterns and replace them with new ones. Getting a handle on the “technical stuff”
(specific practices and tools) is important, but it was never sufficient to counteract
longstanding, culturally embedded social norms that sustain adaptive problems. The
hardest part of the Sternins’ work always involved making sure technical know-how
was incorporated into daily routines.

Lesson One
Solving seemingly insurmountable public health issues often has less to do with

figuring out what needs to be done and more to do with figuring out how to get
people to do what needs to be done.

Positive deviance refers to a people-driven and bottom-up approach to solving
seemingly insurmountable problems. It accepts as a given that solutions will be
dependent on discovering what can and will work by connecting directly with those
whose behavior needs to change. Positive deviance succeeds by first identifying those
rare individuals who have managed to overcome a problem that is endemic to their
environment. The Sternins referred to such shining stars as positive deviants because
their behaviors deviated from cultural expectations in ways that enabled them to
succeed against the odds. In each case, they discovered that leveraging positively
deviant practices was key to mitigating the public health crisis. Invariably, the
positively deviant practices involved actions that could be attained by anyone in the
community and did not need to be forced on a community by outside experts.

Lesson Two
Paying attention to the rare few community members who seem to succeed against

the odds brings to light solutions that would otherwise remain “invisible in plain
sight.”

After the Vietnam War, a variety of factors seriously undermined the country’s rice
production. As a result, by 1990, about two-thirds of all Vietnamese children under the
age of five suffered from malnutrition. International feeding programs that temporarily



improved the situation also engendered a sense of passiveness among the program
beneficiaries. As soon as the programs ended, the villages relapsed into hunger. The
Vietnamese government wanted the Sternins to help it create a lasting solution to the
country’s widespread problem of childhood malnutrition.

The Sternins began their work in Vietnam by searching for a few children who were
thriving. Once found, they observed these families until they saw the solutions that had
been invisible in plain sight. For example, in the positive deviant families, parents made
sure that the young children were fed more than three times per day. It turns out that the
young children could not finish their allotted food ration in one sitting. However, by
increasing the number of meals they were fed each day, the thriving children ended up
consuming a greater number of calories because they ate their entire ration.
Unbeknownst to others in the community, the positively deviant families also added
other foods to their children’s meals—foods that were freely available to everyone but
universally disdained (greens, shrimp, and crabs).8 The successful practices of
positively deviant families were accessible to all community members. In fact, some of
the positive deviants were among the poorest families in their communities. That’s what
made them a turnkey solution to the widespread problem of malnutrition.

Lesson Three
When a broad segment of the population is affected by a given health problem,

workable solutions must involve straightforward and inexpensive actions.

The Sternins then recruited volunteers to help measure and monitor progress in
spreading the positive deviants’ solutions to malnutrition. Within less than six months,
the positively deviant practices had been widely embraced and more than 40 percent of
the children in the Vietnamese villages were well nourished. Another 20 percent had
moved from severe to moderate malnutrition. Rather than lecturing families, the Sternins
and the volunteers provided concrete ways for families to experience the results of
simple behavioral changes. Working together with other villagers, the local volunteers
made sure that families were involved in weighing their children and monitoring their
weight gain. Parents could see for themselves those families that embraced the
positively deviant practices—including supplementing their children’s meals with foods
that had been considered off limits—had children who gained weight and thrived.

Lesson Four
It is sometimes easier to get people to act their way into a new way of thinking than

to think their way into a new way of acting.



About ten years ago, a handful of healthcare professionals began taking note of the
power of positive deviance; a few had the courage to test its mettle in the hospital
setting.

NECESSITY IS THE MOTHER OF INVENTION

Dr. Jon Lloyd was responsible for reducing the spread of MRSA in the Veteran’s
Administration Pittsburgh Healthcare System, and he had become exasperated by his
failed attempts to solve this problem. During this time, he learned about the positive
deviance process. Recognizing that entrenched healthcare traditions and cultural norms
made it difficult for staff to call out infection-spreading behaviors, he jumped on the
idea that the positive deviance process might help identify and address other barriers to
effective infection prevention. When asked about his decision to pursue the people-
driven positive deviance approach, Lloyd said:

The US healthcare industry has been too focused, for too long, on fixing errors, too preoccupied with making right
what is wrong. Nurses and hospital staff have been bombarded with a litany of top-down, expert-driven directives
to fix a broken system.9

From the start, Lloyd was acutely aware that hospitals don’t have the time or resources
to allow their staff to participate in time-intensive, bottom-up work that is a keystone of
the positive deviance approach. So, he thoughtfully compressed the positive deviance
time frame by engaging hospital staff through lightly facilitated conversations with
frontline workers to discover solutions. These conversations replaced the slower-
paced, positive deviant process that the Sternins had used in their fieldwork in
developing countries. As indicated in the table below, every facilitated conversation
addressed six questions that were key to engaging a community and uncovering positive
deviance.

Table 6.1.

Using Facilitated Conversations to Identify Solutions, MRSA Case Example
The Problem How do you know if your patient has MRSA or carries the germ?

Personal
Experience

In your own practice, what do you do to prevent spreading MRSA to other
patients and staff?

Barriers What prevents you from doing these things all the time?

Positive
Deviance

Is there anyone who has a way of doing things that helps them overcome these
barriers?

Stakeholders What ideas do you have about others with whom we should meet?

Volunteers What can we do now—any volunteers?

Source: Karim Saad, “Discovery and Action Dialogues: A Tool for Getting Started,” in Shared Care: Partners for
Patients, edited by BC Patient Safety & Quality Council, 2013.



To maximize involvement, Lloyd and his team invited the entire hospital staff to
participate. They ended up facilitating conversations with five hundred staff members;
each conversation lasted fifteen to twenty minutes. Through these conversations, staff
quickly generated over one hundred ideas, including many viable solutions. Although
they didn’t originally plan to elicit patient input, Lloyd also invited patients from one of
the hospital units to offer suggestions. This, too, resulted in valuable suggestions. For
example, one patient suggested moving hand-sanitizing dispensers from the walls behind
patient beds to the walls across from them so that patients could monitor whether staff
washed their hands—a change that not a single staff member had considered, but one
that proved to be extremely helpful.

In less than eighteen months, Lloyd and his colleagues identified and implemented a set
of solutions that had been invisible in plain sight. As a result, the hospital reduced its
overall MRSA infection rate by 50 percent (and by 70 percent in one particular unit).
So, while national MRSA transmission rates were increasing fivefold, they were
rapidly decreasing in Lloyd’s hospital. If you recall the figures discussed previously, a
50 percent reduction in MRSA would translate to a financial savings of at least $2
million annually in direct cost-savings for an average-sized hospital10 and the avoidance
of a great deal of human suffering. Having observed how the process took hold and
became self-sustaining, Lloyd said, “It’s like letting the genie out of the bottle—you
can’t put it back in.”11

Praise belongs to Dr. Lloyd for bravely adapting and testing such a novel approach in
the hospital where he worked and for subsequently promoting its use in other hospitals.
Five of the seventeen other hospitals in the VA Pittsburgh Healthcare System chose to
apply to receive training in positive deviance, as did five VA hospitals in other states.
The Department of Veteran Affairs and the Agency for Healthcare Research and Quality
acknowledged the success of Lloyd’s work, and the Institute for Healthcare
Improvement continues to showcase it on its website.

Given the impressive reduction in the rate of MRSA that positive deviance work
generated for the VA Pittsburgh Healthcare System, it is important to address what may
be contributing to the seemingly slow and apparently limited diffusion of such
innovation in other healthcare organizations. A recent literature search failed to reveal
that the positive deviance approach has been practiced in US hospitals to the extent that
one might expect, with little new information appearing since 2008.12

ACCELERATING PROGRESS

It is possible that the positive deviance practices that have worked so beautifully in
developing countries are simply too out of sync with normal operations of most modern
hospitals. In fact, it is a labor- and time-intensive approach that has had mixed success



with large corporations.13 The great news is that, in industrial countries like the United
States, community coalitions have already proven to be an effective strategy for
discovering and disseminating people-driven solutions, and they do so without
disrupting hospital operations. For thirty years, they have been used to address a wide
range of complex public health issues, such as teen smoking, childhood immunization
rates, car seat safety, and the prevention of a variety of chronic health issues.14

A community coalition represents an alliance of local groups that share a common
desire to make a positive change in their community. Community coalitions represent a
blend of grassroots coalitions (which usually form around an acute crisis and last for a
limited period of time) and professional coalitions or taskforces (which typically focus
on state or national legislation and policy issues). Community coalitions bring together
diverse groups and individuals to solve local problems.15 Rather than addressing issues
that may affect just one sector of the population, they focus on changes that benefit the
entire community.16 Without taking sole ownership for a broadly defined problem,
community coalitions enable organizations to tackle issues through the use of pooled
community knowledge and resources. The resulting synergy makes it possible to
accomplish goals that no single organization could achieve on its own.17 Community
coalitions act as a catalyst for change among participating organizations and thereby
influence the services provided to individuals, but they do not provide direct services
themselves.

For more than five years, the US Agency for Healthcare Research and Quality and the
nonprofit organization Consumers Advancing Patient Safety have advocated for the
creation of local patient safety coalitions. To date, however, community-based patient
safety coalitions remain conspicuously absent. Of note, some state and national patient
safety organizations exist that have the word coalition in their names and/or mention
consumers in their mission statements; however, these organizations are generally
professional policy-oriented groups that function more like taskforces. They are
distinctly different from community-based coalitions, which actively recruit members of
the general public for full-level participation and emphasize two-way collaboration
between those who deliver and receive care.

THE MISSING LINK

Think about the current reality. Technical requirements for reducing healthcare-
associated infections, off-the-mark procedures, and medication administration errors
are well known. These solutions involve consistent use of basic safety behaviors that
are accessible to all healthcare workers. What has not yet been discovered is how to get
providers to do what needs to be done. The key to making giant leaps forward,
therefore, lies in discovering how to turn essential safety behaviors into consistent



safety habits. It is these habits that represent healthcare’s keystone habits—the small set
of safety habits that can lead to transformative progress toward eliminating the most
prevalent and predictable hospital safety events. As keystone habits, a few behavioral
routines stand to have a disproportionate influence on progress relative to their cost and
simplicity. Rather than getting millions of people to focus on a gazillion half-measures,
traction around the keystone habits represents the sort of campaign that is needed.

Because the breadth and volume of healthcare providers who must consistently exhibit
patient safety’s keystone habits are so great—as are the breadth and volume of citizens
who must help them get there—a people-driven, problem-solving strategy is imperative.
In the United States, community coalitions excel at this kind of work. They are effective
in raising public awareness and mobilizing coordinated efforts to engage the general
public and healthcare providers around specific, desirable, and concrete actions.

A COALITION IN ACTION

The story of a coalition that succeeded may clarify how powerful they can be for
mobilizing wide-scale change. Local patient safety coalitions are still rare; in fact, a
recent and comprehensive review of the literature that was funded by the Agency for
Healthcare Research and Quality identified only two articles that represented public
health campaigns around patient safety. Given the lack of evidence to draw from, I offer
a summary of my experience working with a school health coalition.

As a newly minted clinical psychologist, I joined a multidisciplinary team at the Naval
Hospital in San Diego. The clinic rarely saw children who had been diagnosed with
attention-deficit/hyperactivity disorder (ADHD), and our team rarely handed out that
diagnosis. Four years later, when my family relocated to Virginia Beach, my Naval
Hospital boss had retired from the military and was in the process of setting up a
comparable clinic at the pediatric hospital located in the Norfolk-Virginia Beach area.
He recruited me to join his practice, where I again participated in multidisciplinary
team evaluations. But this time things were different. Seventy-five percent of the
children we saw had been diagnosed with ADHD or were referred to rule out that
diagnosis. It also seemed that everywhere I went, from my daughter’s soccer practice to
neighborhood cocktail parties, people were talking about ADHD. Believing that the
condition was being terribly overdiagnosed by clinicians throughout the region (a region
referred to as Hampton Roads and/or Coastal Virginia), I began asking questions and
sharing my concerns with colleagues. Someone encouraged me to speak with one of the
area public health directors, and she suggested that I form a coalition to address the
problem.

With no prior coalition experience, I got together with others to form what came to be
called the School Health Initiative for Education (SHINE). Throughout the time that



SHINE existed, the question of whether children were being overmedicated for ADHD
was a matter of intense national debate. Progress toward reducing overdiagnosis and
treatment would have been impossible except that the coalition had engaged key
stakeholders with diverse interests and perspectives. Consistent with the steps outlined
in the table toward the end of this chapter,18 SHINE members “got together” (Step 1)
and asked me to serve as the coalition’s chair. Next, SHINE members “got the real
picture” (Step 2). They collected evidence that the community was undeniably an
“ADHD hotspot.”19 Specifically, they gathered evidence that the rate of diagnosis and
treatment had spun out of control, including documenting that Coastal Virginia cities
were in the top 1 percent for national rates of ADHD drug treatment.20 Rather than
waiting for our research data to be published, SHINE “got connected” (Step 3) and
became a vehicle for sharing the evidence of overdiagnosis throughout Coastal Virginia
in a timely fashion.

With the help of a steering group, SHINE “got focused” (Step 4) by creating a mission
statement and establishing its major goals. It “got organized” (Step 5) by establishing a
regular schedule for workgroups and general meetings. These meetings were used to
support, organize, and/or facilitate parent, teacher, and provider surveys, focus groups,
key informant interviews, and analysis of new and extant databases. Based on the
resulting community needs assessment, the coalition identified four major gaps in
ADHD care: systematic behavior management in schools, school-provider
communication, teacher training and education, and parent training and support. These
were not the same issues that any one person or group would have independently
identified as most important, nor were they topics that would have received widespread
support had they not been generated with input from the community coalition: parents,
teachers, clinical providers, school administrators, and other interested parties.

Everyone “got to work” (Step 6). With support and input from the community, my
colleagues and I were able to write winning grant proposals and quickly secure local,
state, and federal grant support to implement and evaluate the effectiveness of
interventions for each of the community’s self-identified gaps. SHINE’s support from
diverse community factions also made local officials more amenable to us conducting
research and intervention projects in their school districts—something that often
represents an insurmountable barrier to researchers. In addition to writing letters of
support for funding applications, SHINE members served as an advisory group for
research and intervention projects, monitoring progress and helping to remove barriers
to their success when necessary.

One of our federally funded projects was a schoolwide, positive discipline program. It
resulted in ADHD symptoms decreasing among elementary school students from the
beginning to the end of the school year. This project also documented that teachers who



adopted positive classroom management strategies had students who scored
significantly higher in every subject area of the Standards of Learning tests administered
to public school students across the state of Virginia.21 SHINE members assisted with
removing obstacles to piloting a program to facilitate communication (with parental
permission) between parents and providers of children who were diagnosed with
and/or treated for ADHD. The coalition also developed the single-page ADHD
Diagnostic Checklist to remind or apprise parents, school personnel, and providers of
the necessary steps to completing a comprehensive ADHD diagnostic assessment
process—a handout that they prepared for distribution in clinics and schools throughout
the region. They also created easy-to-read School Health Bulletins that were endorsed
by the Virginia Department of Education and made available to parents and educators in
schools around the region. And SHINE members successfully developed a bill that was
passed by the Virginia Legislature that prohibited teachers from recommending ADHD
medication to parents.

Finally, the SHINE coalition also “got proof” (Step 7) that their efforts had worked.
From about 2000 to 2004, the Coastal Virginia region witnessed a 32 percent decrease
in the rate of ADHD diagnosis and drug treatment—something that was not happening in
other parts of the country.22 While powerful pharmaceutical marketing campaigns were
contributing to the overdiagnosis of ADHD nationally, the SHINE coalition was able to
substantially reduce the number of children in Coastal Virginia who were diagnosed
with the condition.23 (Anyone who is familiar with mental health trends can appreciate
how extraordinary it was that Coastal Virginia cut the number of children who were
diagnosed with ADHD by one-third.)

Interestingly, parents in the Coastal Virginia region had reported greater satisfaction
with behavioral interventions than drug treatment, although their children were far more
likely to receive drug treatment than other interventions. To expand participation in
parent training, local researchers and practitioners secured local, state, and federal
funding to develop and implement a unique approach to marketing parenting classes.
The program—the A+ Behavior Program: Helping Your Student Excel in School and at
Home—experienced unprecedented levels of parent participation. It was so well
received that all five districts in southeastern Virginia subsequently arranged for their
psychologists and/or guidance counselors to receive training and supervision to deliver
the program throughout the region. Some of the participants in this train-the-trainer
program were affiliated with the Virginia Beach City Public Schools clinical
psychology internship program and, together with SHINE members, created the first-
ever public health psychology internship in the country—a program that was approved
by the American Psychological Association.



That an innovative parenting program quickly morphed into a train-the-trainer
initiative that was supported by five school districts with a goal of establishing a
program in every elementary school across a region with a population of over 1.7
million and helped to spearhead the formation of the first-ever public health psychology
internship program represents the sort of spontaneous accelerations of progress that
coalitions and positive deviance efforts are known to generate. Without the SHINE
coalition, barriers to appropriate care and solutions for reducing ADHD overdiagnosis
and overtreatment that the community identified, supported, and evaluated might have
remained invisible in plain sight. The coalition created opportunity for giant leaps
forward in the delivery of evidence-based care to children with school-related
behavioral problems.

While Coastal Virginia was reducing the rate of ADHD drug treatment among its
children, the problem was escalating in other areas of the country. In 2013, the Centers
for Disease Control and Prevention finally acknowledged that the debate about ADHD
overdiagnosis had been settled; undeniably, ADHD was being overdiagnosed in
communities in every single state.24 One of the leading industry-funded professionals
who had long advocated for expanding ADHD diagnosis and drug treatment—an author
of one of the most popular ADHD diagnostic instruments—also finally spoke out.
Clinical psychologist C. Keith Conners, professor emeritus at Duke University, declared
ADHD drug treatment to be a “disastrous epidemic of dangerous proportions.”25 By
then, so many misdiagnosed children had been growing up and showing up on college
campuses with stimulant drugs in hand that the country was experiencing an epidemic of
ADHD drug abuse and addiction among college students and young adults.26 However,
also by then, thanks to efforts of SHINE, Coastal Virginia communities were no longer
leading the nation with respect to ADHD overdiagnosis and associated drug treatment.
Had the coalition “gotten recognized” properly (Step 8), its successes may have spread
to other communities. Reasons why this did not occur have been documented in
“Shooting the Messenger: The Case of ADHD,” an article that is freely available on the
Internet.27

Table 6.2.

PUBLIC ACTION PLAN
Build Local Patient Safety Coalitions

1

Get
Together

Convene a meeting of people interested in the topic of patient safety and use the
opportunity to share ideas with other members of your community who might be
able to help form and guide a coalition.

2

Get a Real
Picture

Establish a steering group that represents your community’s diverse interests in
patient safety, making sure that the group is capable of gathering data to paint a
realistic picture of the problem at the local level.



3

Get
Connected

Brainstorm and leverage all available organizations and groups in your community
that are interested in improving patient safety, have knowledge about improving
safety or health outcomes, or have a strong sense of civic responsibility. Create a
system to ensure that all interested parties are informed about the work of the
coalition. Recruit a core group of citizen members.

4

Get
Focused

Narrow in on the aspect(s) of patient safety that the coalition will address initially
and develop a mission statement to give everyone a sense of what you are
working toward.

5

Get
Organized

Establish major coalition goals and related working groups. Collaboratively decide
what strategies will logically reduce the identified problem(s), and how you will
measure, monitor, and report progress.

6
Get to Work Create an action plan that defines who does what, by when, and how. Recruit

additional members and volunteers as needed.

7

Get Proof Gather information to determine whether you produced the amount of change
desired by the coalition. Assess what strategies worked well, which ones were
not effective, and next steps.

8

Get
Recognized

Share your success. Announce your achievements through the coalition and the
media, soliciting new members to sustain and expand coalition efforts as
appropriate.

TAKING STOCK AND MUSTERING COURAGE

Almost anybody with a passion to improve patient safety can serve as the impetus for
making positive change in his or her community. When I initiated conversations about
ADHD overdiagnosis in my community, I was shy, reserved, and terrified of public
speaking. I knew nothing about conducting community needs assessments, how
coalitions operated, or that such things even existed. At the start, it is not essential to
have a detailed understanding of how coalitions operate or how to get them funded.
Plenty of information and people are available to guide the process once this becomes a
decided course of action.

For anyone who wants to champion the formation of a community coalition, it may be
helpful to have a summary of what we’ve learned about the patient safety crisis from a
public health perspective.

The Crisis

Medical errors are now a leading cause of death in the United States.28 Every
hour, nearly forty patients in US hospitals die as a result of preventable
healthcare-induced harm, resulting in billions of dollars of excess healthcare
costs every year.
Healthcare-associated infections, off-the-mark procedures, and medication
administration errors represent three of the most prevalent, predictable, and



preventable types of patient safety events.

Human Error

Healthcare’s most prevalent, predictable, and preventable patient safety events
are tied to simple human errors.
Every provider is prone to commit the sort of errors that contribute to the most
prevalent, predictable, and preventable patient safety events.

Safety-Critical Habits

Simple and essentially cost-free safety habits exist that have the potential to
prevent the most prevalent, predictable, and preventable patient safety events.
Environmental cues help everyone form and maintain safety habits, but the
healthcare industry has a long history of downplaying the need for such prompts.
Patients have the potential to cue providers about safety habit oversights at
critical junctures during the care process, but they have not been adequately
prepared to serve in this capacity.
Providers have the capacity to respond positively when patients speak up when
they observe specific safety oversights, but they have not been adequately
prepared to do so.

Effective Patient-Provider Engagement

Raising public awareness about the patient safety crisis is an important first step
in engaging patients and their families; however, other supports must be in place
to help patients and family members use the information to speak up for safety
and to ensure providers respond effectively.
Public health strategies are most powerful when they are tailored to meet the
social, cultural, and economic reality, priority, and capacity of a given
community.

Community-Based Patient Safety Coalitions

Community-based coalitions are a proven method for raising public awareness
and pooling resources to identify, implement, and evaluate community-
responsive solutions to public health problems.
Nonprofit and government agencies have advocated for the formation of
community-based patient safety coalitions, but they remain conspicuously



absent.

Essential Pieces of the Puzzle

Medical research has identified critical safety habits that, if used consistently,
can drastically reduce or eliminate the trifecta of issues that comprise patient
safety’s low-hanging fruit—healthcare-associated infections, off-the-mark
procedures, and medication administration errors.
Behavioral science (psychology) has taught us what needs to be done to
establish desirable habits and to make them stick.
Public health has established that community-based coalitions and related
strategies are effective for mobilizing and coordinating changes in patient and
provider behaviors.

It is tempting to detail how a community might tackle the crisis, but communities vary
greatly in terms of capacity and resources to support a coalition, so it is not wise to do
so. Moreover, greater joy, ingenuity, and sustainability are likely to ensue when
communities decide for themselves which issues they want to tackle and then determine
what will work for their particular circumstances. There is no right answer, but there is
a universally urgent need to uncover solutions that are currently invisible in plain sight.

TAKING ACTION

Sometimes community coalitions form at the local level and are then replicated across
broader geographic regions with financial support being secured through a hodge-podge
of mechanisms. In other instances, a national organization serves as the instrument for
forming local coalitions by providing funding to communities throughout the country, as
happened, for example, with a portion of the funding from the 1998 Tobacco Master
Settlement Agreement.

From the very beginning, the National Patient Safety Foundation has been a central
voice in the patient safety movement, and its current direction is consistent with the idea
of creating community coalitions to accelerate progress. More than any other agency or
organization, this foundation may be ideally positioned to facilitate and support the
formation of community coalitions in communities around the United States.
Furthermore, in 2007, the National Patient Safety Foundation formed an institute for a
purpose that supports the ideas expressed in this book:

The NPSF Lucien Leape Institute was formed in 2007 to provide strategic vision for improving patient safety.
Composed of national thought leaders with a common interest in patient safety, the Institute functions as a think
tank to identify new approaches to improving patient safety, call for the innovation necessary to expedite the work,



create significant, sustainable improvements in culture, process, and outcomes, and encourage key stakeholders to
assume significant roles in advancing patient safety.29

As a think tank, the Lucien Leape Institute could serve as the repository of lessons
learned and thereby the vehicle to expedite the diffusion of innovation. Equally
important, the institute could become the one-stop resource for technical support to help
communities understand how to build effective patient safety coalitions. Many other
nonprofit organizations could be equally appropriate national champions or sponsors,
perhaps especially Leapfrog or the National Business Coalition on Health, because they
too are heavily invested in the consumer side of improving patient safety.

BABY STEPS AND GIANT LEAPS

By the time you read this book, perhaps a national organization will have come onboard
with the idea of supporting the formation of patient safety coalitions in communities
across the United States. Regardless, there is no reason to wait. All it takes to get
started is to have a conversation with others to discover who else might be able to help
champion patient safety improvements in your own backyard. You may discover people
who have prior coalition experience or other relevant experience. Although it is
overused, there is a famous Margaret Meade quote that sums up the message of this
chapter:

Never doubt that a small group of thoughtful committed citizens can change the world; indeed, it’s the only thing
that ever has.

Admittedly, the idea of bringing members of competing healthcare facilities together
with patients and other members of the public may be threatening to business and
community leaders. Healthcare is a competitive business, and there are a variety of
metrics over which healthcare organizations in any given community must and will
compete, including certain safety metrics. Recall that, as discussed in the beginning of
this book, The Leapfrog Group pushes for greater transparency around hospital safety
metrics as a way to allow market forces to trigger giant leaps forward in the journey
toward safe care.

Although competition is healthy and can spur innovation, there are also circumstances
and issues over which cooperation—rather than competition—is in the best interests of
everyone. Selecting a single patient safety issue to bring key stakeholders together is
likely to increase their willingness to cooperatively seek solutions that affect everyone
in the community. One of the few community-oriented efforts to improve patient safety
was organized by Dr. Kathleen Leonhardt of Aurora Health Care.30 Leonhardt indicated
that selecting a single issue created a turning point in collaboration among otherwise
competitive organizations.31



When a community discovers workable solutions to one of its seemingly
insurmountable patient safety problems, it will have strengthened its capacity and
resolve to tackle other issues in due time—provided that the unique interests of each
member organization were respected along the way. Meanwhile, the building of local
patient safety coalitions may be the best—or perhaps the only—way to more rapidly
create a community where patients and those who care for them are free from harm.

Building community coalitions to facilitate the adoption of a more patient-centric view
of safety and to identify workable solutions may seem like a tall order, but the rewards
for doing so would be great. Consider how Dr. James L. Reinertsen, a prominent
healthcare consultant and former CEO of Beth Israel Deaconess Medical Center in
Boston, summarized the value of genuine patient engagement:

We have observed that in a growing number of instances where truly stunning levels of improvement have been
achieved, organizations have asked patients and families to be directly involved in the process. And those
organizations’ leaders often cite this change—putting patients in a position of real power and influence, using their
wisdom and experience to redesign and improve care systems—as being the single most powerful transformational
change in their history. Clearly, this is a leverage point where a small change can make a huge difference.32

Ironically, much of the work necessary to improve patient safety within hospitals and
other healthcare facilities must occur outside these organizations through public health
initiatives. Local patient safety coalitions fit the bill. They can raise awareness,
motivate civic action, and offer hospital patients manageable steps to ensure safer care
for themselves and others. The best return on investment may be realized by first
addressing the most prevalent, predictable, and preventable types of patient safety
events. Doing so will require a paradigm shift that will unify efforts from healthcare
systems, public health, and society overall.

If you’ve read this far, you care about patient safety. Hopefully, you will initiate a
conversation about the need to improve patient safety with at least one other person who
lives or works in your community. If the two of you continue to have conversations
about this pressing public health crisis until one or both of you encounters someone who
—by virtue of position, knowledge, resources, or connections—can help create a
patient safety coalition in your community, you will have taken small steps that can clear
the path for giant leaps toward creating a world where patients and those who care for
them are free from harm.

In the words of the National Patient Safety Foundation: “We need to mobilize. We are
all in this together. Let’s get the work done now.”33



CHAPTER 7

Acceptance, Apology, and Forgiveness

Safeguard the Lives of Patients and Healthcare Providers

It is a capital mistake to theorize before one has data.

—Arthur Conan Doyle, Memoirs of Sherlock Holmes1

There could be no progress until enough people could be made dissatisfied—and this could be done only when
they were brought to think beyond the limits to which they were accustomed.

—Thomas Edison, American inventor (1847–1931)2

Nurse Hiatt
Kimberly Hiatt had twenty-four years of nursing experience, impressive credentials, and numerous certifications
when her employing hospital praised her as a “leading performer.” Two weeks later, Kimberly mistakenly
administered 1.4 grams of calcium chloride (CaCl2) to an eight-month-old infant. That dose was ten times greater
than what was ordered. Kimberly’s mistake stemmed from a calculation error she made while being distracted by
conversation with a coworker, which led her to confuse 1.4 grams and 140 milligrams. As soon as Kimberly
discovered the error, she reported it to the staff and documented it in the hospital’s electronic record system: “I
messed up. I’ve been giving CaCl for years. I was talking to someone while drawing it up. Miscalculated in my
head the correct mls according to the mg/ml. First med error in 25 yrs. of working here. I am simply sick about it.
Will be more careful in the future.” Several days after this event, the baby died. Although it was not clear that
Kimberly’s error caused the baby’s death, the hospital fired her. When the state’s nursing board learned of
Kimberly’s error, they required her to pay a fine to the board and placed her on a four-year probationary period,
during which time she was required to be supervised while dispensing medication. Not surprisingly, Kimberly had
difficulty finding another job. A few months after being fired and unable to secure a new position, Kimberly
committed suicide.3

THE RIPPLE EFFECT

Initially there were only going to be six chapters in this book, but the more I talked
about how common human error is in healthcare, the more necessary it was to foster
appreciation for how devastating mistakes can be for healthcare providers, how often
adverse outcomes stem from honest error, and how misguided it is to rush to judgment
about who or what was responsible for the harm that sometimes befalls patients. Your
Patient Safety Survival Guide is about uniting patients and healthcare providers to
safeguard lives—not about inducing a sense of helplessness or misplaced anger. It
would have been incomplete without this final chapter about inviting patients and



providers to consider constructive actions they can take when patient safety events
occur.

If you Google the Nurse Hiatt case, you will come across a photograph of Kimberly in
her nursing scrubs; looking vibrant, fit, and happy—the very sort of image that might
come to mind when you think about a competent nurse and a “leading performer.” The
photo does not depict a person you would expect to be fired or to commit suicide;
however, in the absence of support, a patient safety event can have tragic consequences
for any provider. Recent analyses indicate that following an adverse event, the majority
of providers experience psychological distress, some seriously contemplate leaving the
field, and a small portion never recover.4 This ripple effect, called the second victim
phenomenon, refers to a period of intense or prolonged anguish or guilt that results from
witnessing or contributing to an event that caused harm to a patient.5

It was a Johns Hopkins physician—Albert Wu, MD—who first introduced the medical
field to the second victim phenomenon. Later (in the same year that To Err Is Human
was published), Wu courageously broke the longstanding silence about the agony
providers feel in the face of a medical error, giving voice to their previously concealed
vulnerability.

Provider Agony in the Face of Error
Virtually every practitioner knows the sickening realization of making a bad mistake. You feel singled out and
exposed—seized by the instinct to see if anyone has noticed. You agonize about what to do, whether to tell anyone,
what to say. Later, the event replays itself over and over in your mind. You question your competence but fear
being discovered. You know you should confess, but dread the prospect of potential punishment and of the patient’s
anger. You may become overly attentive to the patient or family, lamenting the failure to do so earlier and, if you
haven’t told them, wondering if they know.

Sadly, the kind of unconditional sympathy and support that are really needed are rarely forthcoming. While there
is a norm of not criticizing, reassurance from colleagues is often grudging or qualified. . . .

Further, there are no institutional mechanisms to aid the grieving process. Even when mistakes are discussed at
morbidity and mortality conferences, it is to examine the medical facts rather than the feelings of the patient or
physician. In the absence of mechanisms for healing, physicians find dysfunctional ways to protect themselves.
They often respond to their own mistakes with anger and projection of blame, and may act defensively or callously
and blame or scold the patient or other members of the healthcare team. . . . My observation is that this number
includes some of our most reflective and sensitive colleagues, perhaps most susceptible to injury from their own
mistakes.6

Later, a director of the Agency for Healthcare Research and Quality reinforced the
importance of attending to the second victim phenomenon, describing it as a wounding
burden:

The burden that healthcare providers feel after a patient is harmed, manifesting in anxiety, depression, and shame,
weighs so heavily on providers that they themselves are wounded by the event.7



Because involvement in patient safety events harms the people who are available to
care for us in our hours of need and because such involvement can negatively impact
their ability to care for subsequent patients, some have described caring for second
victims to be a moral imperative.8 Engendering a sense of duty to care for providers
whose actions contribute to serious patient safety events requires that we relinquish the
unrealistic notion that our healthcare providers and the systems in which they work
allow them to consistently perform without error.

LETTING GO OF UNREALISTIC EXPECTATIONS

It is important to remember that every human being makes mistakes. That means every
healthcare provider will make mistakes. Anyone who cares for enough patients will
eventually be involved in a seriously harmful mistake. In fact, a recent national survey
of hospital-based pediatricians and pediatric residents found that 93 percent of them
acknowledged having been personally involved in an error at some point during their
training or career.9 Think about it: if a hospital provider were to see an average of four
patients in a twelve-hour shift (a low caseload), in a twenty-year career he or she will
have cared for over eleven thousand patients.10 This means that virtually every hospital
provider will be involved in numerous patient safety events, some of which will have
devastating consequences. In fact, 40 percent of today’s providers report that they have
been involved in a patient safety event in the past year, and some evidence suggests the
rate may be even higher.11

Just because human error is inevitable and will, at times, cause serious harm to
patients, healthcare has not let itself off the hook. To the contrary, as discussed in
chapters 1 and 2, for the past two decades the industry has been diligently seeking to
eliminate harm stemming from common human error. By the same token, just because it
is theoretically possible to build safeguards into a system to catch errors, every medical
error doesn’t necessarily represent negligence on the part of the system or its providers.
In a timeless paper, medical ethicist Samuel Gorovitz and world-renowned moral
philosopher Alasdair MacIntyre reasoned why a just and fair response to healthcare-
induced harm must be evaluated against the state of scientific knowledge.12 In essence,
Gorovitz and MacIntyre argue that as the state of scientific or medical knowledge
improves over time, so too must our view of what constitutes negligence evolve.

Healthcare-associated infections are a clear case in point. Today, each infection that a
patient picks up during the course of their hospital care is considered to be a patient
safety event. Yet for more than one hundred years after we knew how to prevent the
spread of most of these infections, the industry wrote them off as the cost of doing
business. As a psychologist and public health practitioner, I have always been interested
in how scientific knowledge is translated into routine clinical practice. This turns out to



be a slow, uneven, and imperfect process. Just because a researcher has published a
study that demonstrates how to eliminate a certain type of patient harm doesn’t mean that
every professional will immediately have a working knowledge of that discovery—a
point that is driven home by the fact that Americans receive evidence-based care barely
more than half the time.13

In today’s world, translating medical discoveries into medical practice is complicated
by the volume and complexity of the scientific literature. As of 2012, there were
approximately twenty-eight thousand scholarly journals that publish close to two million
scientific, technical, and medical articles per year—about half of which are in
English.14 To further understand this complexity, Professor MacIntyre recently reminded
me of the incredibly important and relevant work by the world’s premier scientists.
Among other things, John P. A. Ioannidis is famous for demonstrating the troubling fact
that half of all medical research claims that get published can be proven to be false.15

Consider also that relatively few physicians read original scientific papers or have been
adequately prepared to critique published results. This reality is conveyed in two
compelling books about modern medicine: Overtreated by Shannon Brownlee and
Doctored by Sandeep Jauhar.16 So perhaps it should not be hard to comprehend why
patients receive evidence-based care only about half the time they seek treatment. Over
forty years ago, Gorovitz and MacIntyre said that we need a “more rational societal
response to the reality of errors in clinical practice”17 and this is all the more true today
(arguably we also need a better way to ensure that clinical providers become more
proficient at applying true medical and scientific discoveries).18

Here is a bit of medical history to put into perspective how scientific knowledge
becomes common practice. In 1961, 90 percent of physicians surveyed preferred not to
tell cancer patients about their diagnosis; by 1977, 97 percent felt the opposite. The shift
from shielding patients from knowing their diagnosis to teaching them about it had
virtually nothing to do with research or policy. The shift was facilitated principally by a
change in physician training.19 This shift reinforces the observation that determining
culpability requires a great deal more consideration than the state of scientific
knowledge.

We must also consider whether the behavior in question deviated from the accepted
performance standard for the person’s profession and/or employer. This requires that
we ask a host of questions: Did the individuals involved in a patient safety event have
(or should they have had) sufficient exposure to the ideal practice standard vis-à-vis
their professional education, on-the-job training, or continuing education courses? Did
the facility where the error occurred have (or should it have had) relevant policy or
practice standards in place? Were there mitigating factors that prevented the individual
from behaving in a manner that was consistent with the ideal standards and/or hospital



policy? Or, more basic: Would most anyone have done the same thing under the same
circumstances?

Returning to Kimberly Hiatt, here is what a retired physician wrote about the incident
in The Seattle Times.

Managing Error in Medicine
One of the well-accepted principles of error management in medicine today is that mistakes are most commonly
the result of system problems, not mere negligence on the part of the provider . . . If we fire everybody in medicine
who makes an error, we will soon have no providers. We all make errors. It is only by the grace of God that most
of them do not result in great harm or death. It is my belief that if the nurse had been dealt with appropriately—
with compassion and insight—that she, today, would be a valuable and happy nurse. But she was fired. I, in no
way, want to minimize the tragedy of the death of this infant, however, the death of Kimberly Hiatt is no less
tragic.20

The physician’s public commentary nailed it. We all make errors. Our errors rarely
result from the willful disregard for others. Factors beyond the control of providers
often influence the emergence of error, and, when errors occur, providers are often in
need of compassion—just like the event’s primary victims. If we continue to place
healthcare providers on pedestals of infallibility, they are guaranteed to fall from grace
and leave us feeling excessively disappointed.

THE LURE OF HINDSIGHT

Not only do healthcare providers typically not receive compassion after being involved
in a patient safety event, their employers, peers, and patients often avoid or reject them.
While it may be reasonable to expect an overtly angry response from patients and
families (especially after the immediate shock begins to wear off), colleagues and
institutions can and must display greater equipoise and compassion. Even when a
provider’s action (or lack of action) appears to be in the wrong, our initial impression
of what went wrong is apt to fall prey to the subtle but insidious problem of hindsight
bias.

Hindsight bias refers to the knew-it-all-along phenomenon in which an event seems
obvious when looking back with more facts in hand, although somewhat unpredictable
with what was known at the time of the incident. In their groundbreaking book Wall of
Silence, Rosemary Gibson and Janardan Prasad Singh recounted a sad but true story of
three nurses who were wrongfully convicted in the minds of others before considering
all the relevant facts.

The Denver Case
In a Denver hospital, a newborn infant died as a result of a medication error. Three nurses who were taking care
of the infant were indicted for criminally negligent homicide. Two of the nurses accepted a guilty plea, the terms of
which included a two-year probationary period, because they didn’t want the third nurse, who had a negligible role



in the error, to be found guilty by association. Experts on medical errors who were helping the nurse who stood trial
conducted an in-depth analysis of the cause of the mistake and uncovered fifty separate failures in the hospital that
contributed to the error. If any one of these failures had been detected, the infant would not have suffered harm.
Some of the failures included a drug order—handwritten by a physician—that was unclear; a pharmacist who filled
the order with a tenfold overdose; and the absence of a warning system to alert the pharmacist to the overdose.

After hearing the analysis, and after only forty-five minutes of deliberations, the jury found the nurse on trial not
guilty. More than that, the jurors demonstrated their personal support for the nurse by tearfully hugging her after
they rendered their verdict. They recognized that the nurse was not to blame, because she was working in an
organization whose management did not put systems in place that could have prevented the chain of mistakes that
led to the tragic error.21

Obviously healthcare is a dangerous, complex, and complicated industry, so it usually
takes time to reconstruct a case in order to understand what happened from the point of
view of those who were involved in it. A rush to judgment is likely to precipitate more
unnecessary harm. Moreover, as explained by Malcolm Gladwell in Outliers, at least
seven consecutive errors typically occur before culminating in a serious safety event.22

ACCIDENTS, MISTAKES, AND FAILURES

There are legitimate instances of negligence that warrant punishment. For example, I
was recently involved with a case of psychiatrists who kept prescribing Adderall—a
highly addictive stimulant drug—to an aspiring medical student who had clearly become
addicted to the drug. As reported by The New York Times in a front-page story about
Richard Fee, one of the psychiatrists even continued to prescribe Adderall after Richard
had been hospitalized for his addiction to the drug and after his parents showed up to
personally warn the psychiatrist that their son would die if he continued to receive
Adderall prescriptions. Part of the problem was that the psychiatrist was prescribing the
medication at a dose that was higher than the maximum recommended dosage.23 To make
matters worse, Richard clearly never had the condition for which the drug was being
prescribed—ADHD. There were so many egregious errors in Richard’s care, and failed
opportunities to rely on established safeguards, that the Virginia Board of Medicine
recognized the psychiatrist’s negligence and he was put out of practice.24 When it comes
to patient safety events, such obvious and blatant negligence is the exception, not the
rule. (Sadly, misdiagnosis and unwarranted medicalization of everyday life struggles
continue to plague the mental health field.)

As Megan McArdle explains in The Up Side of Down, there are important distinctions
between accidents, mistakes, and failures. Such distinctions can prove to be significant
when considering culpability, compensation, and punishment. An accident involves a
situation “that could not have been plausibly expected or planned for” with this
hallmark sign:



While there may be lots of things you could have done differently, there is absolutely nothing you should have done
differently. Aside from perfect foresight, there is no hard-won knowledge that you wish you could have applied, no
error in judgment that can inform your decisions in the future.25

Sometimes accidents turn out all right, sometimes they don’t. As an example of an
accident that didn’t end in disaster, McArdle describes a car crash that a friend
experienced with a rental car. The car was rented from a reputable company, and there
was no driver error involved in the accident. However, the steering system failed
without warning, causing the vehicle to careen out of control and sending five cars
flying across the highway. By an apparent miracle, McArdle’s friend was essentially
unharmed.

Just like that car accident, genuine unforeseen complications can happen during the
delivery of clinical care. For example, when a patient has a severe first-time allergic
reaction to medication during a surgical procedure, things can spin out of control (much
like the rental car). Provided that the appropriate recovery medications are on hand,
things might turn out okay. However, if the patient’s medical status was compromised
before surgery, the unforeseeable allergic reaction could precipitate complications from
which the patient might not be able to recover. Yet even if the patient were to die, no
error—just unpreventable complications—would have occurred.

A mistake is practically the opposite of an accident:
It’s where you could and maybe should have done something differently, but nothing really bad happens as a result.
You spell embarrass wrong and the spell-checker corrects it before you’re finished typing. You enter the wrong
number into the budget spreadsheet, and then have to spend your lunch hour hunting down the discrepancy. You
forget the grocery list and come home with wine instead of the milk your spouse wanted. Most mistakes are trivial.
But even big mistakes usually turn out all right.26

A mistake is when a doctor or nurse forgets to wash their hands but no harm comes of
it in that particular instance; it is when a nurse gives Tylenol to the wrong patient
without realizing it and without causing harm to anybody; or when my physical therapist
initially treated the wrong leg. In each case, there were things that could have and
should have been done differently or done better to avoid the mistakes.

Think back to Josie’s story in chapter 5. The first time Josie needed naloxone as a
rescue drug, one could argue that mistakes had been made—she was prescribed too
much pain medication relative to her medical status, and she was not monitored closely
enough. Even so, things turned out all right that first time. But when Josie was
oversedated a second time, the story was altogether different. A series of errors
snowballed (holes in the proverbial Swiss cheese lined up), and Josie was oversedated
beyond the point of recovery. This was an instance of a failure—a catastrophic event
that culminated from a series of mistakes. As McArdle describes it, a failure is “a
mistake performing without a safety net.” Said another way, failure occurs when:



The fail-safes aren’t failing safely any more. Suddenly, something has gone terribly wrong, and worse, if someone
had only done things differently—better—it could have been prevented.27

McArdle goes on to describe her mother’s hospital experience of having a ruptured
appendix misdiagnosed. There were a number of small errors in judgment, “simple
things, but each error made the other ones more dangerous, like sticks of kindling to a
roaring fire.”28 Unfortunately, the person who commits that last in a series of errors, or
the error that is most immediately evident, is often blamed for the whole cascading
debacle. Upon further review, this person is typically found to be only partially to
blame and sometimes to be entirely blame-free by virtue of having been set up for error
by defects in broader system or workflow processes.

Sometimes a devastatingly poor outcome can occur in the hands of knowledgeable and
caring providers because what transpires at the “sharp end of care” (at the bedside, so
to speak) is affected by decisions that are made and policies that are developed at the
“blunt end of care” (in the board room and executive offices). Exactly as the Swiss
Cheese Model predicts, a wide range of blunt end (system) factors can determine the
likelihood of a catastrophic failure. Notable among harm-inducing blunt end factors are
inadequate staffing and training; unrealistic reliance on technology; and toxic working
environments where people are threatened, bullied, or intimidated if they speak up
about safety.

When researchers looked at nurse staffing levels and outcomes among surgical patients
in two hospitals for an entire year, they discovered that every patient added to a nurse’s
caseload resulted in a 7 percent increase in patient deaths during hospitalization. Each
additional patient added another 7 percent increase in patient deaths within thirty days
of being discharged from the hospital.29 Research has also documented a direct and
sizable link between nurse-patient staffing ratios and medication errors.30 Likewise, the
less favorable the patient-nursing ratio, the longer patients need to be hospitalized,31

which, in turn, increases the odds that they will suffer from healthcare-induced harm.
Even the degree of disrespectful communication among staff members affects patient
outcomes and survival rates.

Although system issues affect the frequency of human error and the likelihood of
catastrophic failure, sadly, we tend to disregard or devalue these facts. Far too often,
people respond by blaming and shaming the “last man standing.” The impulse to seek
others to blame is not without cause. It wasn’t too many years ago when a hospital CEO
told one of the authors of Wall of Silence that the way he tracked patient safety events
was by nurse firings—every time a nurse was fired, he knew there had been an incident.
In a few cases, public rallying cries have emerged in an effort to protect providers who
have been judged too harshly.32 More typically, though, providers suffer in isolation,



which undoubtedly contributes to many providers changing jobs or leaving the
profession.33

CULTURE TRUMPS POLICY

In addition to feeling guilty and ashamed about having one’s errors exposed, physicians
worry considerably about being sued. It is difficult to gather comprehensive information
about the number of malpractice claims filed each year because there is no universal
tracking system. However, a large-scale study in the New England Journal of Medicine
estimated that 75 percent of US physicians in low-risk specialties and 99 percent of
them in high-risk specialties could expect to face a malpractice claim during the course
of their careers. When surveyed, 5 percent of physicians indicated that they had faced a
malpractice claim within the previous year.34 One objective source indicated that for
each year between 1991 and 2005, over 7 percent of physicians had a malpractice claim
filed against them with close to 20 percent resulting in a payment—a rate that is just
slightly higher than the self-reported rate.35

For over one hundred years, the code of medical ethics has demanded that physicians
self-report malpractice claims against them, but, on the whole, physicians have ignored
this standard. Moreover, in most states, American physicians are not legally compelled
to disclose malpractice to their patients. To address the gap between ethical and legal
obligations, as of 2001 the Joint Commission began requiring that hospitals have
policies that support the disclosure of adverse outcomes. Accordingly, full disclosure
refers to:

Communication of a healthcare provider and a patient, family member, or the patient’s proxy that acknowledges the
occurrence of an error, discusses what happened, and describes the link between the error and outcomes in a
manner that is meaningful to the patient.36

Gradually, hospitals began writing policies to support the concept of full disclosure.
Ironically, as the table below suggests, full-disclosure practices stand to benefit
everyone, not just patients. The process breaks down the wall of silence and secrecy
that interferes with opportunities for all parties to identify mistakes, fix causes of error,
and heal. Nonetheless, the knee-jerk reaction of most physicians and hospitals continues
to be to deny culpability.37

Table 7.1.

Responding to Medical Mistakes
Impact Typical Reaction Full Disclosure
Patients and
Families



Blame the “last man
standing”
Threaten legal action
Cut off contact with
providers

Reduce anger, support the grieving
process
Ask questions, expect answers
Participate in the investigation, if
desired
Foster healing and opportunities for
forgiveness

Providers
Feel guilty, lose
confidence and joy
Deny error, blame others
Avoid patient and family

Seek emotional support
Communicate openly with patient
Apologize to patients, families, and
coworkers
Recover sense of confidence and
joy

Hospitals
Sweep errors under the
rug
Limit contact with family
Avoid all liability

Apologize to patient and family
Investigate the event thoroughly
Invite patients to contribute to inquiry
Accept responsibility, as appropriate
Deny culpability, as appropriate
Resolve legal issues in a timely
fashion
Tend to emotional needs of staff
Find and fix causes of error
Share lessons learned
Create safer facilities and providers

Society
Undermines Progress and
Healing

Safeguards People and Institutions

Some studies suggest that physicians disclose errors to patients only 25 percent to 30
percent of the times required by ethical standards and policy.38 More recent evidence
from one of the largest US healthcare systems suggests that full disclosure may be
practiced much less often—even if full-disclosure policies are well publicized.39 Most
physicians and hospitals still do not disclose medical errors unless forced to do so,40

but even then they tend do so ineffectively.41 When confronted with hypothetical cases,
physician responses included instances of partial disclosure that often made it difficult
to connect provider error to the adverse outcome.42

Why, in spite of requirements that direct physicians to speak openly and plainly about
medical errors, does full disclosure occur so infrequently? In addition to fears of



litigation and reputation loss, physicians are subjected to a hidden curriculum that trains
them to bury their mistakes. The hidden curriculum refers to:

The messages transmitted implicitly on the job, through everyday vocabulary, practices, and habits, all of which
have powerful effects on individual attitudes and practices. This phenomenon is particularly relevant to medicine,
where longstanding, and often rigid, traditions about hierarchy allow actions of senior physicians—positive and
negative—to strongly influence student behavior.43

THE SHAME THAT DIVIDES US

The book Wall of Silence describes what seems like countless, horrific stories of
hospital errors. In one chapter alone, they describe ten patient safety cases, which are
summarized below.

Many Faces of Healthcare-Induced Harm

World War II veteran: Okie was a strong and energetic husband and father to
four children, but he died because a nurse failed to attend to a written order
stating not to reinsert the tube that passed from his nose to his stomach if it came
out.
White House executive: Daniel underwent what turned out to be an unnecessary
surgery that caused cranial nerve damage, leaving him debilitated and
unemployed in the prime of his life.
Emmy Award–winning TV news anchor: Mary underwent cosmetic surgery to
maintain her TV ratings, but she was left with pain that is so debilitating she is
unable to work or socialize normally.
Wise beyond her years: Eight-year-old Elizabeth is permanently paralyzed from
the waist down because doctors didn’t listen when she told them her cancer was
back. As she lay suffering, the sensitive young girl wanted to know why the
doctors didn’t believe her.
Financial manager: Susan suffered a botched laparoscopic procedure, required
multiple follow-up surgeries, $150,000 in medical bills that weren’t covered by
insurance, and lifelong pain and difficulty going to the bathroom.
Mother and real estate agent: Marion was an optimistic and cheerful woman
who died while waiting for her first cancer treatment because the staff
oversedated her with opiate pain medication that she didn’t need or request.
Former Air Force intelligence officer: Diana was in her thirties and in good
shape. She worked out regularly despite ongoing hip pain. After much debate,
she elected to undergo a surgical procedure to correct the situation. The surgery
went well, but Diana was left unattended for hours and unable to get any



medical attention. Outraged by poor postoperative care, she transferred to
another hospital. While still weak and “fuzzy” from the surgery and drugs, she
fell. Her pain worsened, but she was written off as “hypersensitive” and her
pain medications were increased. It turns out that her new joint had been
dislocated. Because the dislocated hip was overlooked for weeks, Diana
needed several more surgeries, which were also error-ridden experiences, and
it was years before all the damage from the initial postoperative failures were
resolved.
Model high school student: In so many ways, fifteen-year-old Lewis was every
parent’s dream child. He was admitted for surgery to undergo a new procedure
for fixing a relatively common sunken chest condition called pectus excavatum.
The new surgical procedure was a success, but Lewis died because he
developed a bleeding ulcer from a powerful painkiller and the hospital nurses
repeatedly disregarded his complaints and alarming symptoms.
Grandmother with a will to live: Madeline lost twenty-five pounds and
deteriorated rapidly from severe pain due to staff failure to address her
complaints—described like a knife in her side—or to notice that an X-ray
clearly showed that a four-inch pin used to hold broken bones in place had come
loose and traveled into surrounding hip tissue. She needed additional surgery,
and it took three years for her to regain her strength.
Star quarterback and college student: Justin was a healthy and tough young man,
but he died within two days of visiting a hospital where a serious infection was
overlooked in spite of signs that septic shock was setting in.

What do these seemingly diverse patient safety stories have in common? Nobody who
cared for these patients ever apologized for the mistakes that occurred—except one of
the many physicians who treated all the patients harmed. Imagine you were Elizabeth’s
mother and that as she lay there learning to cope with a life of paralysis, her request to
meet with her doctors to ask, “Why didn’t you believe me?” was repeatedly denied. If
that isn’t a case of unnecessary pain being inflicted on a traumatized girl and her mother,
I don’t know what is. And yet, here’s what the young girl said to her distraught mother,
“I forgive you, Mom, but you have to forgive yourself.”44

Time and again, the victims profiled in Wall of Silence expressed the sentiment that
they could live with the mistakes that were made, but not with the fact that nobody
would apologize for them. As Okie’s wife said, “We need hospitals to speak up and tell
the family that a mistake was made and consult with them to explain what happened.
This would have meant a great deal to me and helped in the healing process.”45 And



here’s how a woman whose father died because his blood thinner was refilled
incorrectly explained the need for an apology.

Adding Insult to Injury
Just think if my neighbor is driving down the road in front of my house, and I’m looking out my window and see
him hit my dog that was running across the street. If he gets out of his car and picks up my dog and brings him up
to the house, truly sad and upset for what happened, how can I be mad at him? I would try to make him feel not so
bad for something he certainly didn’t intend to do. But if he kept on driving and later comes up to the house, lies to
me, and says he didn’t do it, and yet I saw him do it, you can imagine how mad that would make me feel.46

IT’S NOT ALL ABOUT PHYSICIANS

What is also disconcerting about current disclosure practices is that nurses,
pharmacists, respiratory therapists, physical therapists, and all other healthcare workers
have been largely omitted from the discussion about how to handle the aftermath of
medical errors, even when they have been directly involved in them. Given nurses’
central role in the care of patients, this is a particularly significant oversight. The
American Association of Colleges of Nursing describes the role of nursing this way:

Though often working collaboratively, nursing does not “assist” medicine or other fields. Nursing operates
independent of, not auxiliary to, medicine and other disciplines. Nurses’ roles range from direct patient care and
case management to establishing nursing practice standards, developing quality assurance procedures, and directing
complex nursing care systems.47

And yet, when it comes to disclosure, typically nurses have been treated as a dyad
wherein the physician and/or hospital can plan for disclosure and communicate with
patients without their input or involvement. Not surprisingly, some nurses report being
left in ethically compromising positions, sometimes feeling the need to disclose errors
to patients without physician awareness.48 Like physicians, nurses (and all licensed
providers) can be sued.49

Excluding any member of the healthcare team, preventing them from honestly and
appropriately disclosing errors, or confronting them with undue criticism or punishment
can exacerbate their stress. High stress leads to underperformance and burnout that, in
turn, increases the likelihood the providers will become more error-prone.

OPENNESS AND HEALING

Hiding mistakes not only adds insult to injury for patients and families, it also
complicates and compromises the healing and learning of providers. Again, in the
words of Dr. Wu:

Guilt, Confession, and Recovery



It has been suggested that the only way to face the guilt after a serious error is through confession, restitution, and
absolution. But confession is discouraged, passively by the lack of appropriate forums for discussion, and
sometimes actively by risk managers and hospital lawyers. . . .

In the absence of mechanisms for healing, physicians find dysfunctional ways to protect themselves . . . Distress
escalates in the face of a malpractice suit. In the long run, some physicians are deeply wounded, lose their nerve,
burn out, or seek solace in alcohol or drugs.50

Fortunately for all of us, in the wake of Josie King’s death in 2001, Johns Hopkins
took the bold step of becoming the first hospital to openly disclose what went wrong
with the family, invited the family to be part of the investigation, and shared the lessons
learned with the hospital community and broader public. Although Sorrel King and her
husband, Tony, elected not to participate in the investigation, the hospital kept them
abreast of everything that was learned. A hospital executive gave Sorrel his direct
phone number with an invitation to call at any time, and he set up a weekly conference
call to share with her the progress of the investigation.51

Such openness is critical because the investigation of a patient safety event can take
weeks or months to complete and asking patients to wait until the process is over for
any feedback is inhumane. Excluding patients from knowing what is going on behind the
scenes can worsen their fears and doubts, engendering a greater sense of distrust and
anger. In fact, nearly half of malpractice claims are filed because patients and families
had become suspicious that providers were covering up mistakes or because they
wanted information.52

Wu and others from Johns Hopkins now advise healthcare institutions and train
providers to treat disclosure as part of the ongoing dialogue with the patient and/or the
patient’s family. They believe that keeping patients and families informed about
everything as it is being learned is simply a matter of providing decent, quality care. It
is also consistent with the modern healthcare notion of “nothing about me without me.”
As full disclosure champions, Wu and his colleagues speak about the “golden hour” for
sharing information with patients. They recognize that failure to be immediately
forthcoming can break trust when disclosure finally occurs, creating the worrisome
sense of, “You mean, you knew this all along and weren’t telling me?”53 Although there
is a long way to go before full disclosure becomes a routine practice, there is evidence
that people have been listening.

In 2000, only 29 percent of first-year medical residents indicated that they would
disclose a medical error to patients; by 2009, the number was up to 55 percent.54 The
number of hospitals that have implemented full-disclosure policies also continues to
rise. A critical lesson that has been learned from trailblazing institutions such as Johns
Hopkins, the VA Health Care System in Louisville, Kentucky, the Michigan Health
System, and Ascension Health as well as from efforts to replicate their efforts is this:
the success of full-disclosure policies depends on the organizational culture in which



they are embedded.55 And the great news is that with sufficient preparation, internal
promotion, and professional training, full-disclosure programs can work incredibly
well.56

Ascension Health—a large healthcare system with over seventy hospitals and
hundreds of outpatient facilities in at least half the United States—provides one of the
most recent and compelling stories of the power of a strategically implemented full-
disclosure program. In 2007, Ascension implemented a full-disclosure policy across its
system with the goal of 100 percent adoption, but it turned out that only about 10 percent
of hospital teams and providers adhered to the policy. Culture trumped policy, just as it
did with the Rhode Island hospital described in chapter 4. So, in 2011, Ascension
transformed its policy into a manageable program—a program that is consistent with the
elements that have become recognized as essential to effective disclosure.57

Leaders selected a handful of labor and delivery sites to develop, implement, and
evaluate the process. First, program leaders created a single and easily understood
protocol out of the existing protocols that varied in length and clarity. They also held
meetings to introduce the program before expecting compliance, trained a response team
at each hospital to facilitate and be accountable for the process, and provided each
hospital with disclosure coaches who had been prepared to assist providers and
administrators when events occurred. Ascension also collaborated with a medical
liability insurance company to develop and provide physicians premium credit for
completing error analysis and disclosure training. Their strategic efforts to translate
policy into action paid off.

Twelve months into the program, 43 percent of participants supported full disclosure;
after twenty-seven months, 77 percent fully supported it. What’s more, by about two
years into the program, participant buy-in was accompanied by a 221 percent increase
in the rate of documented disclosures across all participating facilities.58

Ascension used scripts to train providers on what to say when discussing adverse
outcomes with patients in a manner that would attend to all the elements that Wu and
colleagues have identified as essential to effective disclosure.59 As the table below
suggests, the concept of full disclosure is intended to meet the needs of patients and
families, but each element also confers potential benefits to healthcare providers.

Table 7.2.

Key Elements of Full Disclosure
Key Elements What Patients Desire Potential Benefit to Providers

Explanation
Timely accounting of what went wrong
and why it happened

Maintain patient’s trust, improve
safety knowledge
Reduce likelihood of a lawsuit



Responsibility Appropriate ownership by provider and/or
hospital for what went wrong

Apology

Sincere apology with expression of
provider’s distress and sympathy for
patient or family

Experience emotional relief, lessen
likelihood of second victim
phenomenon

Prevention
Promise effort will be made to learn from
the event and prevent similar recurrences

Strengthen and reinforce a culture of
safety

Compensation

Nonadversarial process to ensure
financial reparations

Hasten resolution and healing,
decrease litigation and settlement
time and costs

The Ascension program relied on highly scripted language that employees practiced in
advance of disclosing information about adverse outcomes to patients, which the staff
reported was very helpful. These scripts represent not only what providers need to
learn to say, they are also what patients need to hear. In addition to modeling how to
translate hospital policy into action, the Ascension story can serve as a blueprint of how
a community coalition might implement changes it prioritizes.

Disclosing Potential Error60

We are sorry that this event occurred and want you to know it is being reviewed carefully to determine the cause.
As soon as this assessment is completed, we will meet with you to let you know the findings.61

Disclosing an Error-Free Adverse Event
We are very sorry that this event has occurred. We have completed the review and the event was not preventable
for the following reasons.62

Disclosing Healthcare-Induced Harm
We are very sorry that our actions led to this very disappointing outcome. We would like to explain what happened
and what changes we have made so this won’t happen again. We will work with you to try to make you whole and
earn back your trust.63

As the public becomes more aware of the nature of the patient safety crisis, we cannot
afford to delay the educational reforms that are necessary to support full disclosure or to
neglect the needs of providers who are honest with their patients. Fortunately, over
thirty states have laws in place to protect physician apologies from liability, recognizing
that apologizing does not necessarily imply guilt.64 In time, the public may gain
appreciation for the fact that sometimes patients deserve to be compensated without
meaning that the provider deserves to be punished.

THE ECONOMICS OF HONESTY



Being honest and transparent with patients about medical errors is not only the right
thing to do, it also pays dividends. In 2001, the University of Michigan Health System
began fully disclosing medical errors to patients and families and offering them
compensation for such errors. An analysis of claims data for six years before and six
years after the system began fully disclosing medical errors provided substantial
evidence of the financial benefit of being honest and transparent with patients and their
attorneys. After the disclosure program began, the average rate of new claims fell by 36
percent. The average monthly rate of lawsuits also decreased by 65 percent. The median
time from claim reporting to resolution was shortened by 30 percent. The healthcare
system’s average monthly cost rate for total liability, patient compensation, and
noncompensation-related legal costs all decreased by about 40 percent.65

In 2009, the Agency for Healthcare Research and Quality dispersed $25 million to
support demonstration projects related to full disclosure and medical liability reform,
including the Ascension program.66 These projects suggest there is still much to be
learned about the best ways to connect full-disclosure communications with
compensation mechanisms and models. It is possible that disclosing errors and offering
compensation before a malpractice claim is filed may lead to an increase in the number
of claims filed.67 Even so, this practice could still be beneficial to patients without
having a negative impact on the bottom line of institutions or insurance providers
because about 85 percent do not merit compensation68 and the majority of medical
malpractice dollars are spent on legal fees (not on victim compensation or punitive
damages).69 Furthermore, the process is more conducive to learning and healing from
adverse events and to preventing their recurrence.

In the words of a public health professional, an attorney, and a physician:
Ultimately we cannot deliver the safest possible care unless we foster an environment in which healthcare workers
have a safe place to grapple with the impact of their involvement in adverse events. If our legal structures create a
chilling effect on these communications, then healthcare professionals, patients, and the system as a whole suffer in
the long run.70

UNITED, WE ALL GAIN

Just think of the agony and cost to patients, providers, institutions, and society that could
be averted through greater openness about medical mistakes. As Gorovitz and
MacIntyre noted four decades ago:

It follows that injury is no proof of culpability. If physicians were to act as if they recognized this point, they might
become far less reluctant to acknowledge, systematize, and learn from injury. But that would require a widespread
willingness on the part of patients also to acknowledge this point, and thereby lower their expectations about what
physicians can accomplish, and to refrain from assuming, even in the disappointment or despair that attends
iatrogenic [healthcare-induced] injury, that the physician is culpable.71



We truly are in this together. The sooner we accept the imperfect nature of healthcare
and apologize for mistakes when they do occur, the more we will learn from our
mistakes and the quicker and better we will recover from the physical, emotional,
financial, and societal wounds that medical errors can cause. In the words of Alexander
Pope, a seventeenth-century poet: “To err is human; to forgive, divine.”
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