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An informal conversation with Dr. Tejal Gandhi and Dr. Jeffrey Brady about their work as co-chairs of
the National Steering Committee for Patient Safety and how the committee’s new action plan, Safer
Together: A National Action Plan to Advance Patient Safety, aims to change the patient safety landscape.
The plan, released September 14, focuses on four foundational areas: culture, leadership, and governance; patient and family engagement; workforce safety; and learning systems.
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Cait: We are officially two decades into the patient safety
movement. As Monday morning quarterbacks, what have
been the field’s biggest successes and what would you
have done differently?
Gandhi: Twenty years ago, patient safety was something
that people were not even aware of, were not talking about,
were not transparent about. People didn’t even really acknowledge that errors occurred. Over the last 20 years, that
has completely shifted. Now it’s accepted that we have medical errors and safety issues, and leaders are transparently
talking about patient safety. We also have ways to measure it.
We are measuring organizational culture
now, which we weren’t doing 20 years ago.
We are training and educating. I think it is
important to note that it has only been 20
years. We didn’t expect to solve the problem of patient safety in that time, but we
have made a lot of progress.

In terms of AHRQ [Agency for Healthcare Research and
Quality] specifically, we are proud of some of the contributions that we’ve made in the field. Things like healthcare-associated infection prevention, along with organizations
like the CDC [Centers for Disease Control and Prevention]
and many others. Medication safety events is another area.
That’s what keeps me positive we still have some good lessons to apply and learn.
Those are represented in programs like the Comprehensive
Unit-Based Safety Program (CUSP). We’ve really worked hard
to adapt that in a thoughtful way to problems beyond healthcare-associated infections. Along with
this increased awareness and recognition,
there’s less and less tolerance for error.
What motivates people is when they see a
problem and they appreciate it as a problem and the impact that it causes. There
are bad things that happened that nobody
wants to happen, yet they still do. That energy motivates people to do more.

Now as a Monday morning quarterback,
there certainly are lots of things that we
could do differently or better. One of the
things that we still continuously struggle
with is the leadership and culture piece
and ensuring that it is top of mind for our
leaders in healthcare despite a lot of other
competing priorities.
The issue of workforce safety was not
prominent 20 years ago, and the idea that
workforce safety is essential for patient
safety was not something that we really
were talking about until very recently. Yet
it’s an important, underlying, foundational driver that we should have been talking
about much earlier.

Cait: Dr. Gandhi, some of your work
focuses on international patient safety. Is
global too large of a scale to affect change
and each country too diverse? Or are
there areas where every country can and
should focus to raise all boats?
▲ Dr. Tejal Gandhi (IHI Senior Fellow)
▼ Dr. Jeffrey Brady (AHRQ)

Finally, we’re really broadening patient safety to include the entire continuum of care.
But again, as a Monday morning quarterback, we should have really been thinking
across the entire care continuum from the
start, because we know there’s lots of harm
happening outside of hospitals.
Brady: It’s the level of attention and resources that we put on safety relative to
how much of a concern it is, how much
harm is still happening. Those things are
coming closer to matching. We’re making progress recognizing how big the problem is and what
needs to be done to solve it. No one organization can do
this alone. Coordination is critically needed and is possible.
That’s a key feature of the [National Steering Committee for
Patient Safety’s] National Action Plan.
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Gandhi: There are universal foundations
to patient safety that we focus on in our
National Action Plan that are relevant no
matter what the context or geography. We
have collaborated with leaders internationally, for example with the World Health
Organization, which is working on a global
patient safety action plan. They have been
working on their plan and we have been
working on ours in the United States, and
there are many commonalities.
Most of the things that we are talking about
in our U.S. plan, they were thinking about
globally. I think that just gets to the fact that
there are foundational things that are going
to be relevant, no matter the context, for instance leadership and culture and needing
to engage patients and communities in the
kind of work you’re doing.

Another commonality is the workforce
safety piece, which I described earlier, where if you don’t have
a safe workforce, you can’t take safe care of patients. This is
important if you’re in a developing country or a developed
country, or East versus West. Now, the specific strategies and
tactics may differ and have to be context specific. But those

universal concepts are still consistent across the board. It’s exciting to see that this kind of work is happening really throughout the world and not just in the U.S. and that we have a lot that
we can learn from how other countries are approaching these
problems as well.
Cait: How would you describe the National Action Plan to
a clinician, and how would you describe it to a patient?

National
Action Plan
Components

Gandhi: To a clinician, I would say, first, there are a lot
of organizations in the U.S. working on patient safety. We
know that sometimes that can be challenging to people on
the front lines because there are different recommendations coming in from different areas. They’re bombarded.
Our goal with this plan was to say, let’s try to coordinate and
decide what we all think is important and get behind strategies and tactics to achieve it. We can then share that with
hospitals, health systems, clinics, and frontline providers
to have a coordinated approach.
The goal of this plan is to really drive safety for patients
and the workforce, including those frontline providers,
and to focus on those foundational areas that are relevant
no matter what you’re trying to improve. So you may be
an outpatient primary care doctor thinking about missing
test results or you may be an inpatient ICU doctor thinking
about central line infections. But what we’re working on in
this plan will help advance the work in any of those areas
because it is so foundational.

Culture

To patients, I would say, patients are at the center of this.
Our goal is to get to a world where we have zero harm to patients and the workforce. When we talk about harm, we’re
talking not just about physical harm but also emotional
harm. We have included patient advocates throughout the
whole process. One of the foundational areas is focused on
patient engagement. We want to work together with providers and with patients to try to get to that zero harm goal.

Patient/Family
Engagement

Brady: For frontline clinicians the simplest part of the message is that hopefully as a result of this work, they will see
and benefit from better alignment across all these organizations that really are trying to achieve the same thing. As
Tejal said really well, it’s this vision of zero harm, which
hopefully we will get closer and closer to.

Workforce
Safety

Then for patients, a lot of things are different in a very good
way. Some of them are confusing and maybe even a little
disconcerting at first, but we really are engaging patients
more. A specific example is just asking a patient their name
to confirm the correct identity. We know that patient misidentification is unfortunately still a big problem.
Making sure we’ve got the right patient, for example, before
a procedure. It’s very commonplace that they’ll get asked
intentionally half a dozen or more times, who they are,
what their procedure is, and which side? Is it supposed to

Learning
Systems
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be, for example, an orthopedic surgery procedure? Again,
patients at first may not understand that. But it’s commonplace now for them not only to be asked their name multiple times, but also to get an explanation of why they’re
being asked so often.
The final thing I want to mention is this idea of co-creation—
that patient care is not something that’s just done to them
but that it’s all been planned and designed with their involvement. Involving the patients at all stages, including
planning and designing care, is a fairly new concept. That’s
a much different concept than how care was in the past.
Hopefully good things will come out of the National Action
Plan, and those are just a few of them.
Cait: Why did now feel like the time to put this together
and roll it out?
Brady: I’d probably go back to how aligned we are with
our investments—our time and attention. How often we
talk about patient safety. How aligned it is with the degree
of how important the problem is. Based on the data we in
safety see, and even with the progress that we’re making,
the pace of progress has really slowed and it’s not keeping
up with the challenges, quite frankly.
That was a big push in us starting this work. I give a lot of
credit to the Institute for Healthcare Improvement (IHI);
they really spearheaded this and got this committee started. This work began in earnest because of their time and
attention. That need really has pushed us all. It was reassuring to hear that common observation almost without
exception across the whole committee.

Everybody who has some awareness of patient safety appreciated this fact that while we are making progress, lots
of people are working hard. Absolutely, frontline clinicians
are working hard. We’re just not quite at the same level of
how enormous the problem is. And our current situation
with COVID-19, as the healthcare system continues to respond to that pandemic, is a very clear example that patient
safety is more important than ever, with the safety of clinicians and the healthcare workforce.
Gandhi: I’ll just add that since To Err Is Human [an influential report that the Institute of Medicine, now the National
Academy of Medicine, published in November 1999 which
raised awareness of medical errors in the United States],
there’s been a recommendation that we need this national coordination, though I’m not sure that 1999 would have
been the right time. It has taken some time for all of our
collective organizations to really think about what makes
sense to coordinate on and to build expertise and background in this area.
I also want to second what Jeff said: Part of the reason IHI
merged with the National Patient Safety Foundation was a
concern that things had become complacent. There was a
bit of “been there, done that” thinking around patient safety where leaders felt we have been working on this for 15
or so years and it’s time to move on to the next challenge.
That complacency was starting to really show itself at the
National Patient Safety Foundation and at IHI, so the merger occurred to create a stronger voice for safety. After the
merger, the National Steering Committee for Patient Safety
was created to make our efforts even stronger yet and really
rekindle the efforts around patient safety.
Cait: Once you decided that this was the moment,
how did you go about developing this?
Gandhi: We started with a listening tour
where we went and talked to several organizations that are leaders in safety. I actually think
Jeff was the first person I talked to about this
idea. What was great to see was literally every
organization we talked to said, “Yes, we think
this is a really good idea. And yes, we would love
to work together on this.” That was validating.
One of our biggest challenges was
deciding who would be on the
committee, because there
are so many organizations working on safety.
One of the things that we
want to make sure is clear is
even though we had 27 organizations on the committee, we
know that there are many more
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The final thing I want to mention is this idea of co-creation—that
patient care is not something that’s just done to them but that
it’s all been planned and designed with their involvement.

out there that we want to partner with who can help be real
effectors of the recommendations in the plan.
But we had to start somewhere. We started with that group of
27 organizations. Then we came together and through some
consensus work we decided on the four areas that would be
in the plan, which were leadership and culture, workforce
safety, patient engagement, and the learning system.
Then we created subcommittees that included members
from our steering committee and members from outside
the steering committee to really work through the specific
recommendations in those areas. Those subcommittees did
a huge amount of work iterating over time to get to the final
plan. The work of those committees was really instrumental. Then we pulled that all together to create the final plan.
Brady: It was so helpful to have people on the committee
who were very experienced in specific detailed areas. We
had some deep experience in all the different areas that were
covered, lots of wisdom, from the field and from these experts. In addition to that, everybody on the committee also
had an appreciation for the detail and specificity but also the
bigger picture and showing how everything fits together.
Cait: The plan addresses four core themes: culture, patient
and family engagement, workforce safety, and learning
systems. Why focus on these elements?
Brady: I think frustration with the complacency. Some of
the frustration we all feel with our work is that patient safety is not just one thing. It’s prevention of harm, but unfortunately there are a lot of different ways that that harm can
happen. Tejal has said this best, feeling like we’re playing
whack-a-mole. All of these different problems that we keep
hitting but they keep coming up. That’s just the nature of
the complexity of healthcare.
The four areas are a way to get at that, be somewhat evergreen, and apply to a wide range of problems. Inevitably,
we’re going to need to continue to advance safety and focus
on individual technical issues. That’s always going to be the
case, just like every other aspect of healthcare. But these

foundational things will almost surely be applicable for
the long haul, even though they may need to be adapted or
tweaked. We’ll hopefully learn more and more about them;
we’re still learning. But these are things that have applicability to almost every safety problem. They also emphasize
the importance of systems thinking and represent a lot of
important basic aspects of the system.
Gandhi: We also wanted to make sure this work was not duplicative of existing great work that has gone on. We know
there have been initiatives around specific topic areas for
specific problems like medication safety or infection prevention and so forth. We wanted to make sure that this was
different since there’s no point reinventing the wheel. We
wanted to create fertile soil.
Because you may have your initiative on whatever the relevant safety issue is, but if you don’t have the fertile soil, it’s
difficult for that initiative to thrive. To us, these four foundational areas create that fertile soil. So then, your initiative on medication safety or diagnostic error (or whatever
it might be) is going to have more likelihood of success because you’ve built some of these foundational elements and
have them in place.
Sometimes it can be hard to focus on the foundational
things because of that game of whack-a-mole, where you’re
just trying to put out the fire/issue of the day. To have this
group really focused on those foundations, we thought was
bringing something new to the field.
Cait: Many organizations, if not all, strive to be a learning organization but fall short on execution. Why do you
think this may be? For those in this position, what are the
first steps that they should take?
Gandhi: We certainly have recommendations in the plan
that get into this in much more detail. One of the first steps
is around transparency and really having transparency of
information and data that’s being collected. Then the follow-up and feedback within the organization around what’s
improving and what’s not improving. That continuous loop
is often not happening all that effectively.
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demic, because as we looked through it, it remains incredibly relevant. These are meant to be foundational things
that are applicable no matter what the issue or crisis is. If
you think about the four components of the plan, certainly
leadership has been a huge piece of the response to COVID
along with patient engagement and really engagement with
the public. Workforce safety has been front and center.

▲ Dr. Brady (left) and Dr. Gandhi (second from left) at a September
2019 meeting of the National Steering Committee for Patient Safety

Another piece that has been a struggle around learning is
sharing within and outside of your organization. Often within organizations there are silos, so there might be something
great that happens in one unit or one set of units that doesn’t
spread throughout the organization. We’ve also really struggled with cross-organizational learning and transparency.
That’s an area that we talk a lot about in the plan, the fact
that we need to have better ways to share and learn across
organizations, which will help speed up the process of that
learning system.
Measurement has been a real challenge too. To be a learning
system, you need to be able to measure in order to know if
you’re improving and identify areas where you need to improve. Safety measurement has had quite a few challenges.
That’s another area that we will touch on in the plan—how
we can be thinking about measurement more robustly to
learn and improve based on the information that we can collect. We have an assessment tool to help organizations think
about what they can do.
Brady: Yeah. One of the biggest challenges for all of us in
fulfilling this learning system concept is connecting measurement of data—what we know, what we learned—to action. It’s certainly not the only challenge. But measurement
is often so resource-intensive. A lot of effort goes into it.
The timeliness of measuring all those challenges can serve
to distance measurement from action. Some of the more
successful patient safety improvement projects have connected measurement and action better. There’s a much
tighter loop.
Cait: Has the pandemic shifted focus or implementation
around the National Action Plan? For instance, with more
and more health systems transitioning to telehealth, a
model likely to persist for at least the near term.
Gandhi: Mainly the pandemic delayed the release.
However, the recommendations in the plan are just as relevant during pandemic or post-pandemic, and hopefully
we’ll get to that post-pandemic phase soon.
We haven’t changed the plan actually because of the pan-
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Initially when we made the plan, we thought there would
be a lot of questions about, why does a patient safety plan
have workforce safety in it? We were kind of expecting a
little pushback on that, and I would say the pandemic has
only made it even more obvious that it needs to be there.
Lastly, the learning system has been front and center as
well. If you think about the rapid learning and improvement that has needed to happen both within organizations
and across organizations for COVID, it just reinforces the
fact that we need more robust learning systems.
Cait: In addition to being physicians, you both have degrees in public health. What role does public health have
in patient safety? How can we shift the national conversation to this broader perspective?
Brady: For some of us who have public health training
and public health backgrounds, it’s easy for us to see patient safety as a public health issue. Just like breast cancer,
heart disease, what have you, each of those including patient safety has a toll that it exerts on the population, on the
public’s health. That translates into harm, into morbidity,
mortality, people suffering consequences of these events.
We see in some estimates the same numbers of harm-related deaths as you see from breast cancer per year. We don’t
always think about it the same way because of how patient
safety problems arise. But when you just look at it from
that perspective, it does have the same effect. This is somebody’s family member, somebody’s friend who is either not
here or has a significantly altered life path because of these
unfortunate events, again, that nobody wants to happen.
Applying some of the same principles of epidemiology and
surveillance and applying them in a way to take some action that prevents and mitigates the harm and mortality we
see, that’s the biggest takeaway. Hopefully, others are starting to see it that way too.
Gandhi: When I was CEO of the National Patient Safety
Foundation, we had put out a call to action saying, “patient safety is a public health issue” based on the toll we
know it takes physically and emotionally on patients. One
of the key pieces of that was, as you think about other public health issues, whether it’s smoking or breast cancer or
whatever it might be, we wouldn’t expect individual hospitals to solve that problem independently. We would expect
that there would be a coordinated approach around things
like measurement, surveillance, and identifying solutions.

▲ Group photo of the National Steering Committee taken at a September 2019 meeting
at IHI headquarters (Dr. Gandhi, second from right; Dr. Brady, sixth from left)

Cait: Is there anything else that you would like to add?
Gandhi: I’ll add one thing. For us, releasing the plan feels
a bit like the end of a long journey, but it really is the beginning. We want to engage every stakeholder, whether it’s a
small practice, a hospital, a health system, patients and families or other associations or government agencies, whoever it is who’s working in patient safety or affected by patient
safety. We think that they can see themselves in this plan and
see recommendations they can actively impact. We hope this
is the beginning of the next phase of patient safety.

Dr. Tejal Gandhi is chief safety and transformation officer at Press
Ganey Associates and a senior fellow at the Institute for Healthcare
Improvement. Dr. Jeffrey Brady is director of the Center for
Quality Improvement and Patient Safety at the U.S. Agency for
Healthcare Research and Quality. Safer Together: A National
Action Plan to Advance Patient Safety is now available at www.
ihi.org/national-steering-committee-for-patient-safety.
This article is published under the Creative Commons AttributionNonCommercial license.
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We want to engage every stakeholder, whoever is working in
patient safety or affected by patient safety. We think that
they can see themselves in this plan, and we hope this is the
beginning of the next phase of patient safety.
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