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Project Objectives 

 Convene expert panel 

 Examine the state of 
patient safety 15 years 
after the release of the 
Institute of Medicine’s 
seminal report  

 Forge a path forward to 
prioritize further 
improvements 
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Patient Safety Is a Public Health Issue    

 Despite progress, preventable harm remains 
unacceptably frequent 

– Significant mortality and morbidity  

– Quality of life implications 

– Adversely affects patients in every care setting 
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Current State of Patient Safety 
 Evidence mixed but panel overall felt that health 

care is safer 

 More work to be done 

 While limited, progress notable 

– Young field  

– Still developing scientific foundations 

– Received limited investment  

 Improving patient safety is a complex problem 

– Requires work by diverse disciplines to solve 
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Total Systems Approach Needed 

 Advancing patient safety requires an 
overarching shift from reactive, piecemeal 
interventions to a total systems approach 

 Need to embrace wider approach beyond 
specific, circumscribed initiatives to generate 
change 

 Fundamental finding: Initiatives can advance 
only with a key focus on teamwork, culture and 
patient engagement 
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Total Systems Approach Needed 

CONSTANT PRIORITIZATION OF  

SAFETY CULTURE BY LEADERSHIP 

CONSIDERS SAFETY ACROSS  

THE ENTIRE CARE CONTINUUM  

 

ADDRESSES BOTH MORTALITY  

AND MORBIDITY 

INCLUDES PRIORITIZATION OF WELL-BEING 

AND SAFETY OF WORKFORCE 

AVOIDS ADDING DISJOINTED INITIATIVES 

TO A STRESSED DELIVERY SYSTEM  

AND WORKFORCE  

 

What Does a Total Systems 

Approach Look Like? 

15 
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Recommendations 
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Improving safety requires an 
organizational culture that 
enables and prioritizes safety.  
The importance of culture 
change needs to be brought  
to the forefront, rather than 
taking a backseat to other  
safety activities. 

1. ENSURE THAT LEADERS 
ESTABLISH AND SUSTAIN A 
SAFETY CULTURE 

2. CREATE CENTRALIZED 
AND COORDINATED 
OVERSIGHT OF  
PATIENT SAFETY 

3. CREATE A COMMON SET 
OF SAFETY METRICS THAT 
REFLECT MEANINGFUL 
OUTCOMES 

4. INCREASE FUNDING FOR 
RESEARCH  
IN PATIENT SAFETY  
AND IMPLEMENTATION 
SCIENCE 

Optimization of patient safety 
efforts requires the involvement, 
coordination, and oversight of 
national governing bodies and 
other safety organizations.  

Measurement is foundational  
to advancing improvement.  
To advance safety, we need  
to establish standard metrics 
across the care continuum  
and create ways to identify and 
measure risks and  
hazards proactively. 

To make substantial  
advances in patient safety, both 
safety science and 
implementation science should 
be advanced, to more 
completely understand safety 
hazards and the best ways  
to prevent them.  

Eight Recommendations for Achieving 
Total Systems Safety  
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Eight Recommendations 
for Achieving Total Systems 
Safety  

Patients deserve safe care in 
and across every setting. 
Health care organizations need 
better tools, processes, and 
structures to deliver care 
safely and to evaluate the 
safety of care in various 
settings. 

5. ADDRESS  
SAFETY ACROSS THE 
ENTIRE CARE CONTINUUM 

6. SUPPORT  
THE HEALTH CARE 
WORKFORCE 

7. PARTNER WITH PATIENTS 
AND FAMILIES FOR  
THE SAFEST CARE 

8. ENSURE THAT 
TECHNOLOGY IS  
SAFE AND OPTIMIZED TO 
IMPROVE  
PATIENT SAFETY 

Workforce safety, morale, and 
wellness are absolutely 
necessary to providing safe 
care. Nurses, physicians, 
medical assistants, 
pharmacists, technicians, and 
others need support to fulfill 
their highest potential as 
healers. 

Patients and families need to 
be actively engaged at all 
levels of health care. At its 
core, patient engagement is 
about the free flow of 
information to and from  
the patient. 

Optimizing the safety benefits 
and minimizing the 
unintended consequences of 
health IT is critical. 

Eight Recommendations for Achieving 
Total Systems Safety  
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1. Ensure that leaders establish and 
sustain a safety culture 
 Improving safety requires an organizational 

culture that enables and prioritizes safety 

– Foundational to achieving total systems safety 

 Strong safety culture in health care 

– Professionals accountable for unprofessional 
conduct but not punished for human mistakes 

– Errors identified and mitigated proactively 

– Strong feedback loops to enable learning from 
previous errors to prevent reoccurrences  
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IMPROVED CULTURE IS NOT THE MEANS TO AN END BUT AN END ITSELF.  

IT CANNOT BE TREATED AS ONE AMONG OTHER SAFETY ACTIVITIES. 

TACTICS RATIONALE 

1.1 

Refocus the boards of organizations to guide and be account- able for patient safety 
through governance, goal setting, and ensuring that executives and all levels of 
management value and prioritize safety (e.g., ensure that safety data and stories are 
presented at every board meeting). A culture of safety is fundamental to driving 

improvements in patient safety, and more 
attention is needed for improvement. 

1.2 

Ensure that leadership and governance bodies develop and implement robust processes 
to initiate and sustain transformation to a culture of safety and respect, specifically one 
that encourages honesty, fosters learning, and balances individual and organizational 
accountability. 

1.3 
Develop and implement operational culture change “play- books,” based on existing 
practices and operational experience with successful culture change efforts. 

Leaders need practical, tactical strategies to 
actually change culture. 

1.4 
Create a new norm that every trustee, leader, and regulator completes a foundational 
program in patient safety science (e.g., just culture, systems). 

Boards, leaders, and regulators (e.g., state 
agencies) need sufficient education in the 
fundamentals of safety science to foster 
culture efforts. 

Recommendation 1 

Ensure that leaders  
establish and sustain  
a safety culture 
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2. Create a centralized and coordinated 
approach to patient safety 
 To Err is Human called for coordinating patient 

safety efforts at the national level 

– Recommendation remains unfulfilled 

 Optimization of patient safety efforts requires the 
involvement, coordination and oversight of national 
governing bodies and other safety organizations 

– Centralized leadership & accountability 

– Avoid unnecessary duplication  

– Ensure valuable lessons shared 
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WHEN RESPONSIBILITY IS DIFFUSED ACROSS MANY GROUPS, NO ONE TRULY OWNS IT. 

TACTICS RATIONALE 

2.1 
Align and harmonize national safety activities by designating or creating a central 
coordinating body. 

Lack of coordination between numerous 
federal agencies and safety organizations 
leads to a lack of a national strategy and 
harmonization of efforts on patient safety. 

2.2 
Expand and accelerate collaborative improvement efforts (e.g., regional or specialty-
specific coalitions) in patient safety across the care continuum. 

Lack of sharing data and best practices 
limits efforts to drive effective 
improvement. 

Recommendation 2 

Create centralized and 
coordinated oversight  
of patient safety 
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3. Create a common set of safety metrics 

 Measurement foundational to advancing 
improvement 

 Numerous measurement challenges specific to 
patient safety 

 To turn the tide, the safety field needs to 

– Establish standard metrics that span the care 
continuum 

– Create new ways to proactively identify and 
measure risks and hazards 
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MEASUREMENT IS FOUNDATIONAL TO ADVANCING IMPROVEMENT. 

TACTICS RATIONALE 

3.1 
Create a portfolio of national standard patient safety process and outcome metrics across 
the care continuum and retire invalid measures. 

Relevant measures of patient safety and 
harm are lacking, and some current 
measures are ineffective. 

3.2 
Develop processes and tools to identify and measure risks in real time to proactively 
manage hazards (e.g., identify the early signs of clinical deterioration). 

Much of safety measurement is 
retrospective rather than prospective. 

3.3 
Improve safety reporting systems to ensure that appropriate systems improvements are 
implemented and that timely feedback is provided to all involved. 

While significant effort has been spent on 
reporting systems, often little value is 
added in terms of actual improvements. 
More work is needed to identify and better 
understand what forms of reporting work 
best to improve safety. 

3.4 
Develop measures of safety in settings throughout the care continuum and develop 
financial and non-financial incentives for innovation and improvement. 

Very few measures of patient safety exist 
for settings outside of the hospital. 

Recommendation 3 

Create a common set of 
safety metrics that reflect 
meaningful outcomes 
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4. Increase funding for research 
  Safety science and implementation science need to 

be developed more completely to make substantial 
advances in patient safety 

 Need to understand 

– Safety hazards 

– Best ways to prevent them 

 Requires commitment of sustained financial 
resources 

– NIH 2015 budget for safety research only 3.4% of 
total annual medical research budget ($30.1 billion) 
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IN OTHER INDUSTRIES, SAFETY EXPERTS ACCEPT THAT HUMAN ERROR IS EXPECTED  

AND THEREFORE MUST BE ANTICIPATED AND ITS EFFECTS MITIGATED. 

TACTICS RATIONALE 

4.1 
Support collaboration between researchers in patient safety and researchers in safety 
sciences within other industries and sectors. 

A formal method for learning and 
innovation to occur in health care around 
patient safety is needed. 

4.2 
Identify and make available sustainable funding sources for safety and implementation 
research, including federal funding and public-private partnerships. 

Patient safety lacks sufficient funding, 
relative to its impact on patients. 

4.3 
Expand health care safety scholar programs to train researchers with safety science 
expertise and to train operational and implementation leaders. 

A highly trained workforce is needed to 
conduct research in patient safety and lead 
operational improvement efforts. 

4.4 
Encourage organizations that have successfully implemented safety innovations to 
establish learning labs and collaboratives to spread them to other organizations. 

Spreading and sustaining innovations is 
critical to meaningful improvement in 
patient safety. 

Recommendation 4 

Increase funding for  
research in patient safety  
& implementation science  
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Submit A Question 
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Improving safety requires an 
organizational culture that 
enables and prioritizes safety.  
The importance of culture 
change needs to be brought  
to the forefront, rather than 
taking a backseat to other  
safety activities. 

1. ENSURE THAT LEADERS 
ESTABLISH AND SUSTAIN A 
SAFETY CULTURE 

2. CREATE CENTRALIZED 
AND COORDINATED 
OVERSIGHT OF  
PATIENT SAFETY 

3. CREATE A COMMON SET 
OF SAFETY METRICS THAT 
REFLECT MEANINGFUL 
OUTCOMES 

4. INCREASE FUNDING FOR 
RESEARCH  
IN PATIENT SAFETY  
AND IMPLEMENTATION 
SCIENCE 

Optimization of patient safety 
efforts requires the involvement, 
coordination, and oversight of 
national governing bodies and 
other safety organizations.  

Measurement is foundational  
to advancing improvement.  
To advance safety, we need  
to establish standard metrics 
across the care continuum  
and create ways to identify and 
measure risks and  
hazards proactively. 

To make substantial  
advances in patient safety, both 
safety science and 
implementation science should 
be advanced, to more 
completely understand safety 
hazards and the best ways  
to prevent them.  

Eight Recommendations for Achieving 
Total Systems Safety  



30 

Featured Speaker 

Kaveh G. Shojania, MD 
Panel Co-Chair 

Director, Centre for Quality and Patient Safety, 
University of Toronto 

Editor-in-Chief,  
British Medical Journal Quality & Safety 



31 

5. Address safety across the entire care 
continuum 
 Patients deserve safe care in and across every 

setting 

 To Err is Human focused on inpatient care but 
most care provided outside of hospitals 

 Less research on non-inpatient settings 

– Substantial patient safety risks 

 Health care organizations need better tools, 
processes and structures to deliver care safely 
and evaluate safety of care in various settings 
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PATIENTS DESERVE SAFE CARE IN AND ACROSS EVERY SETTING,  

PARTICULARLY PATIENTS IN SETTINGS OUTSIDE OF HOSPITALS. 

TACTICS RATIONALE 

5.1 
Increase funding for research to understand the epidemiology of patient safety in settings 
across the care continuum (e.g., primary care, specialty practices, ambulatory surgical 
centers, dialysis centers, nursing homes). 

Little is known about the epidemiology of 
patient safety in settings out- side of 
hospitals and about potential strategies for 
improvement, even though most care is 
delivered in these settings. 

5.2 
Expand infrastructure across the care continuum (e.g., safety expertise, reporting 
mechanisms, collaboratives) to identify and implement best practices for safety 
improvement. 

Many settings across the care continuum 
lack the infrastructure for improvement. 

Recommendation 5 

Address safety  
across the entire  
care continuum  
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6. Support the health care workforce 
  Workforce safety, morale and wellness 

necessary for providing safe care 

 Professionals need support to fulfill their 
highest potential as healers, routinely and after 
adverse events 

– Attention to physical and emotional harm 

– Ongoing training opportunities  
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MEMBERS OF THE DEDICATED HEALTH CARE WORKFORCE NEED SUPPORT  

TO FULFILL THEIR HIGHEST POTENTIAL AS HEALERS. 

TACTICS RATIONALE 

6.1 
Organizations must adopt modern quality improvement tools and methods and train all 
professionals in safety culture and implementation science through- out their career 
trajectory. 

Providing the knowledge and skills to 
improve safety may improve job 
satisfaction, engagement, resilience, and 
patient safety. 

6.2 

Expand or develop resources that support the workforce, including initiatives to improve 
working conditions and establish an environment of respect; programs to support staff 
and improve resiliency; fatigue management systems; and communications, apology, and 
resolution programs. 

Workforce safety is a precondition to 
patient safety; however, physical and 
psychological harm and burnout are highly 
prevalent in health care. 

6.3 
Involve the workforce in identifying domains for measurement and creating workforce 
safety and wellness dashboards to be reviewed by leadership and boards. 

Standardized measures of physical and 
psychological safety are not available for 
senior leaders to review. 

Recommendation 6 

Support the  
health care workforce 
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7. Partner with patients and families 
for the safest care 
 Patients and families need to be actively 

engaged at all levels of health care 

– Patient engagement: Free flow of information to and 
from the patient 

– Foundation: Environment where patients and 
families are always treated with respect and 
personal dignity honored 

 Patient involvement needs to be authentic 
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PATIENTS AND FAMILIES NEED TO BE ACTIVELY ENGAGED  

AT ALL LEVELS OF HEALTH CARE. 

TACTICS RATIONALE 

7.1 
Provide communication training for all health care workers that includes concepts of 
shared decision making, cultural sensitivity, language literacy, effective listening, and 
respect in personal interactions. 

Patient engagement is critical for patient 
safety, yet the training and tools for 
patients, families, and health care 
workforce are limited. 

7.2 
Ensure that patients and families have timely access to tools, resources, test results, and 
their full medical records. 

7.3 
Ensure that committees and governing bodies include members of the local patient and 
family community (representative of the patient population), and these members are 
meaningfully involved in care design and safety and quality initiatives. 

Patient engagement must occur at all levels 
of the health care system. 

7.4 
Actively engage patients in care (e.g., shared decision making, playing an active role in 
bedside rounding, removing limits on family visiting hours, and making available patient- 
activated rapid response teams) and in root cause analyses. 

7.5 
Develop meaningful measures of patient engagement, patient-reported outcomes related 
to safety, and develop systems for capturing patient reports of safety incidents. 

Patient engagement is a key priority, and 
we can not improve what we do not 
measure. 

Recommendation 7 

Partner with patients  
and families for the  
safest care  
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8. Ensure that technology is safe and 
optimized to improve patient safety 
 Technology has proven potential to improve 

patient safety but only if we can minimize the 
risks 

– Widespread use has led to demonstrable reductions 
in medical errors 

– Can potentially introduce new adverse events  

 Need to optimize the benefits and minimize 
unintended consequences 
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TECHNOLOGY HAS PROVEN POTENTIAL TO IMPROVE PATIENT SAFETY,  

BUT ONLY IF WE CAN MINIMIZE THE RISKS.  

TACTICS RATIONALE 

8.1 
Establish mechanisms for vendors and users to be transparent about health IT safety 
hazards and best practices. 

Transparency about safety issues is the key 
to improvement. 

8.2 
Identify and measure the adverse effects and unintended consequences of health IT and 
implement best practices for risk mitigation. 

Health IT has the potential to improve 
patient safety, but to date poor design and 
implementation limit that potential. 

8.3 
Establish expectations for health IT safety performance, such as routine testing for unsafe 
orders. 

Much work remains to optimize existing 
systems. 

8.4 Design health IT to facilitate communication and coordination with the patient and family. Health IT can facilitate patient engagement. 

Recommendation 8 

Ensure that technology  
is safe and optimized  
to improve safety  
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Submit A Question 
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Eight Recommendations 
for Achieving Total Systems 
Safety  

Patients deserve safe care in 
and across every setting. 
Health care organizations need 
better tools, processes, and 
structures to deliver care 
safely and to evaluate the 
safety of care in various 
settings. 

5. ADDRESS  
SAFETY ACROSS THE 
ENTIRE CARE CONTINUUM 

6. SUPPORT  
THE HEALTH CARE 
WORKFORCE 

7. PARTNER WITH PATIENTS 
AND FAMILIES FOR  
THE SAFEST CARE 

8. ENSURE THAT 
TECHNOLOGY IS  
SAFE AND OPTIMIZED TO 
IMPROVE  
PATIENT SAFETY 

Workforce safety, morale, and 
wellness are absolutely 
necessary to providing safe 
care. Nurses, physicians, 
medical assistants, 
pharmacists, technicians, and 
others need support to fulfill 
their highest potential as 
healers. 

Patients and families need to 
be actively engaged at all 
levels of health care. At its 
core, patient engagement is 
about the free flow of 
information to and from  
the patient. 

Optimizing the safety benefits 
and minimizing the 
unintended consequences of 
health IT is critical. 

Eight Recommendations for Achieving 
Total Systems Safety  
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Conclusion 
 Much has improved but too much remains the 

same 

– Failure to make substantial, measurable, system-
wide strides in improving patient safety 

 Safety must be a top priority as a public health 
issue 

 Eight recommendations outline a framework 

 Must accelerate efforts to create a world where 
patients and those who care for them are free 
from harm 
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Success Relies on Active Commitment 
Across All Stakeholders  

Boards and governing 

bodies of health care 

Regulators 

Leadership of health 

care institutions  

Government agencies 
Public-private 

partnerships 

Health care 

organizations 

Ambulatory practices 

and settings 

Researchers 

Professional 

associations 

Educators 

Health care workforce 

Patients and families 
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What Can You Do? 
 Share the report with colleagues and your 

leadership 

– Organize group discussions of content with all levels 
of staff 

– Review recommendations and tactics to see what 
actions you can take  

 Participate actively in Patient Safety Awareness 
Week 

– Celebrate existing work in patient safety and 
reenergize to make future progress 
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Patient Safety Awareness Week 

March 13-19, 2015 

 
Everyone in the health care 
process plays a role in 
delivering safe care. 

 

We are all united in the goal of 
keeping patients and those 
who care for them free from 
harm.  

 

 

www.npsf.org/psaw  
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Next Steps For NPSF 

 Advance patient safety as a public health issue 

– Patient Safety Awareness Week 

– Webcast with leaders from CMS, AHRQ, and CDC 

 Develop and advance each of the 8 report 
recommendation areas 

– E.g. active efforts in all areas, particularly HIT safety, 
ambulatory safety, safety culture 
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Download the Report 

Download the 
full PDF report 
for free at: 
 
www.npsf.org/
free-from-harm 
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Endorsing Organizations 
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Visit Online Forum to Continue 
Discussion 
To continue this discussion, please head over to our community forum on the NPSF website: www.npsf.org. 

Select the “Community” tab and click “Forums” to access. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Note: To post and reply, you have to be logged in. 

Unanswered webcast questions will typically be posted on the forum once addressed by the speaker. 

Click “Forum” to 
participate. 

http://www.npsf.org/

