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Advancing the partnership between healthcare professions and patient --- how Josie’s Story changed the
American healthcare safety

Albert Wu Keynote

Josie King and the Transformation of Patient Safety at Johns Hopkins

On February 22, 2001, eighteen-month old Josie King died from medical errors at the Johns Hopkins
Hospital, one of the best hospitals in the world. She had sustained second-degree burns from a hot bath, and
was hospitalized first in the burn unit, and then on pediatric surgery. Her death was caused by a series of
individual and system failures. Johns Hopkins apologized immediately to the family, and sent out a press
release admitting responsibility. The hospital cooperated with the Baltimore Sun on a three-part newspaper
series about Josie and the problem of patient safety. Josie’s story was presented at Pediatric Grand Rounds
by Dr. Peter Pronovost together with Sorrel King, Josie’s mother; they then repeated the presentation at

Grand Rounds for all of the major departments in the hospital.

Johns Hopkins reached a financial settlement with Josie’s family, who donated the money back to the
Children’s Center to create the Josie King Foundation. The mission of the Josie King Foundation is “to
prevent patients from dying or being harmed by medical errors.” By uniting healthcare providers and

consumers, and funding innovative safety programs, the Foundations aims to co-create a culture of patient

safety. http!//www.josieking.org/#sthash. FDGLNAOd.dpuf

One lesson learned since that time is that whenever there is a serious adverse event, there are always
“second victims” — health care workers who are also traumatized by the same incident. Although that harm
may be caused by individual errors, workers may also be impacted by other stressful patient related events.
In the case of Josie King, Johns Hopkins handled the incident as well as could be expected, by disclosing to
the family, accepting responsibility, apologizing, and offering compensation. They disclosed the incident to
the public, and made subsequent changes in practice to improve safety. It has been said that Josie
transformed Johns Hopkins, helping to create culture of safety that has led to widespread improvement.
However, the hospital failed to recognize that Josie’s physicians and nurses were also severely traumatized,

and failed to support them.

Recognizing this, in 2012 staff at Johns Hopkins launched RISE (Resilience In Stressful Events), a
volunteer-based, peer-support program to provide timely support to health care workers in need. The
service is available 24 hours a day to respond to calls, and meet with distressed callers to provide
psychological first aid. RISE is entirely confidential, and does not report to patient safety, risk management
or hospital managers. The service began on Pediatrics, supported in part by the Josie King Foundation, and
spread to the rest of the hospital. A related program, Caring for the Caregivers, supported by the Maryland

Patient Safety Foundation, is now being offered to hospitals across the region.



