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To Err is Human
At the 2009 National Patient Safety Partnership (NPSP) 

Congress: 

Lucian Leape Institute Plenary IOM Quality of Care 
Committee:

Donald Berwick, President and CEO of the Institute for 
Healthcare Improvement,  made the following 
observation regarding the 1999 publication of 
“To Err is Human: Building a Safer Health System”



IOM To Err Is Human (Cont’d)

“The IOM study indicated that 44,000–98,000 
patients die each year as a result of errors in 
their care.
1. There is a very serious problem
2. It’s not the work force, and
3. We can fix it. (using systems thinking)
A metric on safety was never developed for 
monitoring” -Donald Berwick



Is Healthcare Safer Now Than Ten 
Years Ago?

• There is a greater sensitivity of healthcare 
facilities/providers to the issues of quality and patient 
safety.

• They are much more open to reporting and learning from 
errors.

• Credentialing and safety monitoring activities are more 
intense.



Focus for Action

• A variety of organizations have helped to provide focus 
for action.  These organizations include, but are not 
limited to the AHA, AHRQ, CMS, IHI, NQF, state hospital 
associations, patient safety organizations and national 
accreditation organizations.  

• We see ever increasing efforts at improving the quality of 
care and patient safety by the facilities these 
organizations certify, accredit, or for which they provide 
guidelines.



AHRQ
• The Agency for Healthcare Research and Quality (AHRQ) 

Introduced the Consumer Assessment of Healthcare Providers and 
Systems Program (CAHPS)

• In 2006 AHRQ published its list of 20 Patient Safety Indicators 
(PSIs).

• Recently the AHRQ funded a two year study at the Boston Medical 
Center on Discharge Planning.

• The results of the study were summarized in a document entitled the 
“RED Checklist”.  It identifies specific steps for the safe handoff of a 
hospitalized patient to another institution or their primary care 
physician.

• AHRQ has also provided funding for a variety of safety initiatives.



CMS 
• The Centers for Medicare and Medicaid Services (CMS) 

continues to hold healthcare facilities accountable for being in
compliance with the Medicare Conditions of 
Participation/Coverage for each type of health care facility.

• CMS requires hospitals to collect data with the Hospital 
Consumer Assessment of Healthcare Providers and Systems 
(HCAHPS). 

• CMS ties market basket mix payments of hospitals to 
submission of Care Measures – AMI, HF, PNE, and SIP.

• In addition CMS has been working on Pay for Performance 
(P4P) and in August of 2007 announced that it would no 
longer pay for the treatment of many preventable errors, 
including those considered Never Events.



IHI

• In 2005 the Institute for Healthcare Improvement (IHI) 
implemented its Save 100K Lives Campaign

• In 2006 IHI implemented its Save 5M Lives Campaign

• IHI Improvement Map - based on the results of the save 
lives campaigns and designed to assist hospitals in 
defining and tracking improvements.
(34 Patient Care Processes, 24 Support Care 
Processes, and 12 Leadership Processes)



NQF

• 2002 the National Quality Forum (NQF) defined 27 
“Never Events”; expanded list in 2006.

In 2006 NQF published its list of 30 Safe Practices and 
in 2009 updated the list to 34 Safe Practices.

• On it website NQF classifies 96 endorsed measures, 
within 18 categories, as patient safety measures.



Goals Identified

• Consensus on the desired improvements

• Consensus on a short list of achievable 
goals



Single-State Efforts to Reduce HAIs

The MHA Keystone ICU Project
Its key focus has been on central-line associated blood 
stream infections, infections related to catheters that are 
inserted directly into a blood vessel with a direct line to 
the heart. 

It is estimated that in 2008 Michigan hospitals saved 
nearly 1,500 lives and $175 million because of the 
Keystone ICU project.



Multi-State Efforts to Reduce HAIs
AHA HRET-On the CUSP: Stop Bloodstream Infections
• By putting the program in place in at least 100 hospitals across the 

country, the goal is to reduce the average rate of central-line 
infections in those hospitals by 80 percent, from the national 
average of five infections per 1,000 catheter days to one infection for 
every 1,000 catheter days, and to improve the patient safety culture 
by 50 percent.

• A second project is spearheaded by Johns Hopkins Quality and 
Safety Research Group in partnership with the MHA Keystone 
Center.

• Once successful, these efforts will be expanded to other types of 
infections.



Multi-State Efforts to Reduce HAIs

The Surgical Care Improvement Project (SCIP)
• The SCIP aims to reduce the most common surgical 

complications, including surgical wound infections and 
pneumonia, by 25 percent by 2010.



Catalysts for Action

• “A metric on safety was never developed for monitoring”
-Donald Berwick

• While a metric for monitoring safety was not developed, 
the IOM Report, To Err is Human: Building a Safer 
Health System and its follow-up report, Crossing the 
Quality Chasm A New Health System for the 21st

Century became the catalysts for beginning the process 
of improving quality and patient safety across the nation.



Hospital Challenges

• Hospitals have tools from a variety of sources to address 
and improve both quality and patient safety.

• Hospitals are working to meet expectations of regulators 
(Federal and State), Accreditation Organizations, State 
Hospital Associations, Patient Safety Organizations 
(PSO), and patient advocacy groups.

• In the end each hospital must define its own areas of 
improvement based on its areas of service and patient 
mix.



Is Healthcare Safer Now 
Than Ten Years Ago? 

Significant Progress:
Better tools, better reporting, but 
there is a long way to go.


