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As medical professionals, the last thing 
we want is for patients to come to 
harm because they came to us for 

care. Sadly, this happens with alarming 
regularity. An estimated 44,000 to 98,000 
patients die each year as a result of prevent-
able medical errors  (1). �ankfully, we as a 
profession are starting to come together to 
improve our systems of care in the name of 
patient safety.

�is article provides an overview of sev-
eral philosophies of patient safety and sug-
gests methods for incorporating these ideas 
into daily practice.

Until the patient safety movement, most 
errors were approached as manifestations of 
individual carelessness. Such errors were 
dealt with by �nger pointing and blaming 
the individual, or �name and shame.� One 
of the �rst concepts to emerge in quality 
improvement and patient safety was the 
idea of �systems thinking��recognizing 
that most errors result from faulty systems 
rather than �awed individuals (1). 

Reason�s �Swiss cheese model� has pro-
vided a useful mental model for thinking 
about systems versus individuals: while an 
error chain may involve a slip by an in-
dividual, detailed analysis of most errors 
(often called �root cause analysis�) dem-
onstrates that errors reach patients because 
multiple layers of potential protection fail. 
In the analogy, the error makes it through 
holes in Swiss cheese (see Figure 1). 

�e Swiss cheese model is helpful be-
cause it forces us to focus on tightening 
the system rather than trying to get people 
to be perfect. Examples of a systems focus 
include developing checklists and other 
memory aides, building in double checks 
and other redundancies, standardizing 
practice settings, and implementing com-
puterized decision support or pre-written 
orders (2). Providers can help by using such 
systems and becoming involved in their de-
velopment.

Because our health care system has 
become so complex, teamwork and com-
munication are vital to the delivery of safe 
medical care. Teamwork can involve ensur-
ing accurate patient identi�cation (such as 
using two patient identi�ers, helping to 
prevent the errors that occur when one says 
�bring the patient in 23A down to inter-
ventional radiology��what if the patient 
in 23A had been moved?), writing clear 
orders (using computerized order entry if 
available), verifying orders (using bar-cod-
ing systems), verifying patient medications, 
or clearly discussing discharge instructions 
(a major source of error). 

In the face of work hour restrictions for 
residents and more shift work by practic-
ing physicians, thorough hando� commu-
nication has become vital to ensuring safe 
care. Physicians can help by participating 
or starting teams that collaborate in patient 
care. Ideally, these teams will be multidis-
ciplinary, including nurses, pharmacists, 
technicians, and dieticians.

While the focus on systems rather than 

individuals has been extraordinarily helpful 
to promoting safety, there are some areas 
of patient safety in which our systems are 
mature yet problems remain. In these areas, 
we do rely on individual performance. One 
example is infection control. Many health 
care organizations have done a good job 
of improving the systems to support hand 
hygiene. In many hospitals, there are now 
ubiquitous hand-washing stations and 
posters of leading clinicians cleaning their 
hands. Computerized screen savers graphi-
cally illustrate serious health care-associated 
infections. Yet despite these interventions 
and associated provider education, only 
about 70 percent of providers consistently 
wash their hands before touching patients 
(3). �e concept of �just culture� delineates 
�blameless acts� (innocent mistakes made 
by competent providers) versus �blame-
worthy acts� (willful violations of safety 
rules, such as hand hygiene) (4). �e pa-
tient safety �eld is increasingly focusing on 
how to ensure a systems focus for blameless 
acts while creating accountability when ap-
propriate (5).

Nephrologists may see patients through-
out hospitals and outpatient settings, but 
they also work in a special area�the di-
alysis center. Particular patient safety issues 
here include proper identi�cation of the pa-
tient, proper use of dialysis orders, adhering 
to infection control standards (particularly 
important given the number of procedures 
and the frequency of serious infections in 
this population) and using checklists when 
inserting dialysis catheters. �ey also care 
for a special patient population: those 
with chronic kidney disease. Patients with 
chronic kidney disease are 19 percent more 
likely to su�er a preventable medical error 
than other patients (6), likely as a result 
of their high rates of hospitalization, pro-
cedures, and medications. Nephrologists 
should at least be aware that their patient 
population is especially susceptible to errors 
and be sure to develop and use systems to 
prevent them.

Lastly, you cannot improve what you 
do not measure. Most health care systems 
have some sort of medical error reporting 
system. �is should be used for all types of 
incidents, not just those that caused harm. 
�e ideal purpose of reporting errors is not 
only to respond to errors but ultimately to 
help prevent their occurrence. For example, 
a large number of reports of mislabeled 
specimens may indicate a systematic prob-
lem in specimen handling that needs to be 
addressed. 

�e patient safety �eld recently marked 
its 10th anniversary: the Institute of Medi-
cine Report on safety (�To Err is Hu-
man�) was released in late 1999. Over the 
past decade, we have made considerable 
progress in developing and implementing 
safety systems, in research in patient safety, 
and in creating a policy environment in 
which organizations and individual caregiv-
ers are pushed to focus on delivering safe, 
high-quality care. Given the high risk for 
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Figure 2.  As settings of care become more and more complex, the 
importance of creating safe systems grows.
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errors among patients with kidney disease, 
nephrologists have a critical role in develop-
ing and implementing safety systems, and 
ensuring that such systems help meet the 
speci�c needs of their patients and settings 
of care. 
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Figure 1.  Reason’s “Swiss cheese” model of error
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